Fundamentals of Classifying Disorders in Psychiatry

Definition of Psychiatric Disorders. Psychiatric disorders are disorders with emotional, cognitive, or behavior manifestations.  
[Some will object to not defining “disorders” but medicine has no definition of “disorders.”  Psychiatry should remain within medicine. The difficulties of defining “mental illness” lie in “illness,” not “mental.”  The fact that “illness” lacks an adequate definition doesn’t make the conception useless.  The conception of “Justice/injustice” or “beauty/ugly” has great value and is not defined. So health/illness is in good company. DSM-IV has a 147-word definition of mental disorder that is never used.  Trying to define “disorder” is the major reason that definition is so tortuous.]  
Importance of DSMs: 
The DSMs have been cognitive structures applied to clinical psychiatric data to achieve the following goals:
1. Gives an amplification of the definition of psychiatric illness supra, in that the aggregate of all the disorders described in the DSMs has been the pragmatic definition of the field of psychiatry.  .  

2. Defines for what clinicians can be held accountable in terms of knowledge and skills.

3. Defines responsibility for the public psychiatric sector.

4. Defines reimbursibility for the private psychiatric sector.  
[While respecting the DSM, it is important not to worship the DSM.]
Core values of diagnosing in psychiatry: 

1. To communicate [e.g., “bipolar disorder, mixed type“]

2. To give the clinician and patient a tie to empirical information that:

a. Provides a sense that the patient is not alone, that the patient signs and symptoms are tied to knowledge. [It increases the distraughtness for a patient to hear that their physician has no diagnosis for their condition.]   
b. Provides a prediction as to:

i. Course [e.g., “Alzheimer’s is not reversible”]
ii. Treatment [e.g., “perphenazine is FDA approved for schizophrenia”]
c. May explicate the cause [e.g., “dementia due to Huntington’s disease”]
3. To give the clinician and patient a tie to theories that may suggests cause, course and treatment when empirical information is wanting as to cause, course and treatment.
4. To avoid stigmatizing the person with the illness, the environment, or the family [e.g., in the DSMs, almost no implications that inadequate parenting causes mental illness].

5. To provide coverage, that is, to have a term for all patients in psychiatric treatment.

Should definitions of disorders be based on 1] the need to communicate or 2] the need to determine treatment? 

These two values pull in opposite directions as to deciding how to define a disorder.

1] Communicative validity = descriptive validity. The definitions are to facilitate communications, to describe the disorder:
            A] To the patient
            B] To others working with the patient
            C] To the profession in order to increase the knowledge about psychiatric illnesses, their treatment, and their prevention

2] Treatment validity, part of predictive validity. Each treatment decision is a prediction.


Table comparing features which increase ability to communicate and features which increase ability to predict:  

	TO COMMUNICATE 
	TO TREAT 

	Simplicity
	Complicated

	Constrictive
	Flexible

	Evaluate consensually
	Evaluate empirically


While a treatment-based diagnostic system is desirable, the DSMs’ goal has been “to communicate.” Of the five DSMs, only DSM-IIIR had a treatment response as part of one, and only one, of its criteria. [Criteria for Melancholic Type, included: “previous good response to specific and adequate somatic antidepressant therapy, e.g., tricyclics, ECT, MAOI, lithium.”]

DSMs have had difficulty being relevant to treatment:

The way DSMs have categorized psychopathology does not clearly specify the impact of specific medications or psychotherapies.  Some psychotherapeutic systems have their own psychiatric classifications system. [The psychoanalytic community, for example, has developed the 857-paged PSYCHODYNAMIC DIAGNOSTIC MANUAL.] To clarify this point as to medications, a reflection:

Kupfer, First and Regier:
“With regard to treatment, lack of treatment specificity is the rule rather than the exception.”
“The efficacy of many psychotropic medications cut across the DSM-defined categories. For example, the SSRIs have been demonstrated to be efficacious in a wide variety of disorders, described in many sections of DSM.” [Kupfer, First and Regier list eleven different DSM disorders to which SSRIs might be useful.] 

What is “truth” in psychiatry?
Four approaches to truth:

1. The empirical approach, what is observed, and it’s subdivision, science.

2. The rational approach, what is logical, and its dependence on concepts.

3. The scholastic approach, what do the authorities in the field say is true.

4. The intuitive approach, what truth comes to mind when facing a clinical question. 

In medicine, the empirical approach trumps the others, but there is considerable need in a typical session for all four.  The empirical approach does not have the answers, especially when the wish is for science to answer the question of how to interact with the patient and what actions to take. There is no scientific information available as to what to say after the patient says “Hello.”  

Developing syllogism from concepts can often fill in gaps of our clinical knowledge.  Some concepts, such as psychoanalytic or cognitive, have enormous explanatory power. Unlike the empirical, which requires tying the patient to other patients, the rational approach can reach the unique presentations of the patient. Key is to recognize that one is working with hypotheses, not science.  Concepts should be used by a clinician with the understanding that they are an instrument of the clinician, to use and discard as needed, like a medication.  The clinician is not to become an instrument of the concept, not to promote it as a truth.  As psychiatry becomes more mature, the reliance on concepts will diminish.  Some other medical specialties have matured to where concepts are used far less frequently than psychiatry.
As psychiatry’s knowledge-base grows, the typical clinician has to use the scholastic approach frequently as we rarely have the time to review the data ourselves. Important that we clarify whether the authorities’ recommendations are empirical or conceptually based, remembering that the former trumps.

Most experienced clinicians make heavy use of intuition.  Reworded, experience breeds an intuition.  While rarely tested, what studies that have been done have found that the experienced clinician’s intuitions as to diagnosis tend to be more correct than the inexperienced clinician non-intuitive, comprehensive approach.  Of course, intuitions are wrong at times.  Some experienced clinicians continue to make the same the diagnostic mistake, based on their intuitions, year after year.      
Validities in DSM-IV-TR. 

Validity comes in a number of versions, including the following in the DSMs:
1 – Etiology – see asterisk * infra
2 - Event/environmental – stress/trauma, see double asterisk ** infra  
3 - Genetic –  e.g., Huntington’s.
4 – Biological marker – e.g., polysomnography
5 – Psychological test finding -- IQ 

*DSM-IV diagnoses having some validity, in that there are some etiological suggestion in the following criteria sets:

· Dx related to substances = 124 

· Dx related to illnesses shared with the rest of medicine = 36 [obviously there are many more not mentioned in DSM-IV-TR] 

· Dx related to stress/trauma = 9 

· Dx related to season = 1 

· Dx related to post-partum time = 1 

· Total having some etiological elements: 171 [about half of the DSM-IV-TR] 

** Criteria sets, unlike the rest of medicine, may reflect on the environment in which the individual exists.  Two examples: ADHD’s signs and symptoms have to be seen in two different settings. Phobias are not a Disorder unless they are in a setting in which they are relevant to the person.

Validities not in DSM-IV-TR:
1 – Prognosis – none in the DSM-IV-TR’s criteria sets. Although some criteria, through a retrospective approach, have attempted to build in some prognosis, for example,  schizophrenia’s minimum six month requirement, and the six month limitation on adjustment disorders.  Also, the text of each Disorder in DSM-IV-TR has a section on course.
2 – Treatment impact – none in DSM-IV-TR’s criteria sets.
An important reflection on validity. 

Steve Hyman, Past-Director of NIMH:

          “Despite these successes [of the DSMs], there are clear problems and unresolved controversies related to DSM-IV-TR, the most recent version of DSM. If a relative strength of DSM is its focus on reliability, a fundamental weakness lies in the problems related to validity. Not only persisting but looming larger is the question of whether DSM-IV-TR truly carves nature at the joints – that is, whether the entities described in the manual are truly ‘natural kinds’ and not arbitrary chimeras.”
          “In reifying DSM-IV-TR diagnoses, one increases the risk that science will get stuck, and the very studies that are needed to better define phenotypes are held back.” 
          “Except for IQ tests to diagnose mental retardation and polysomnography to diagnose sleep disorders [polysomnography was inexplicitly excluded from DSM-IV-TR criteria sets], diagnostic tests for mental disorders do not yet exists.” 
     “Overall, there is evidence that the current diagnoses and their corresponding sets of criteria fall short of mapping nature.”
     “It will be important to avoid premature inclusion of genetic or neurobiological findings in the DSM, no matter how interesting they are, if they are not adequately replicated or if their phenotypes cannot be established with clarity.  At the same time, a slavish adherence to the current classification system would impede progress in research that is investigating the etiology of mental disorders and identifying new treatment for them”
Polymorphic results with present DSM categorizations of psychopathology -- implications;
As stated above by Kupfer, First and Regier, when one reviews the use of treatments, one often finds that the results are polymorphic. 

Furthermore, etiologically agents tend to have polymorphic results.  Alcohol, for example, is something to which a huge proportion of the population has had some exposure, yet only a small proportion will meet the definition of an alcohol-related psychiatric disorder.  There are 16 alcohol-related diagnoses in DSM-IV-TR, a polymorphic expression of a single etiological agent.    

The above two polymorphic findings, one as to treatments and the other as to etiology, highlight the challenge of finding therapeutic agents that might be beneficial but are lost because to the present classification may be making it difficult to recognize a therapeutic agent. On the other hand, etiological agents may be missed because the agent only impacts a very small percentage of people, and within that very small percentage the impact is diverse as to manifestations.  Restated, with a brain having the following locations for error, the possibilities are infinite:


About half of the body’s 22,000 genes are active in the brain

One trillion cells, 100 billion of which are neurons


Each neuron has 1,000 to 10,000 synapses.


300 million feet of “wiring.”


At each synapse, 1,000 proteins in various combinations

100,000 miles of blood vessels


Events that change brain structure every second.
Phenotypes, the result of an interaction between a person’s genetic manifestations and their environment, may provide a classification that will avoid the difficulties of the infinite possibilities, but so far, no phenotype is part of psychiatric diagnosing.
Reliability = consistent results across clinicians, across settings, and across time. 

Reliability is the goal of the DSMs, to facilitate communications:

-- With patients

-- With others working with or living with the patient 

-- Within the profession to increase knowledge

-- With health care policy-makers.

Coverage = the applicability of the classification system. 

The DSM’s goal of coverage is to provide a diagnostic term for all the people who policy-makers and practitioners want to include as having a mental/psychiatric disorder/illness.
Table below compares achieving reliability and coverage. Those developing the DSMs want a coverage of 100%. They also want reliability of consistent results across clinicians and across time.  The two goals conflict.
	ASPECT
	COVERAGE
	RELIABILITY

	Rules
	Flexible
	Precise

	Terms are
	Vague
	Explicit

	Information needed to make a dx
	Broad allowances acceptable
	Very consistent quantity of information

	Diagnostician’s training
	Broad allowances as to training
	Very similar training desired

	Interview setting
	Broad allowances as to setting
	Very similar interview setting


Resolution of coverage – reliability conflict. 

DSMs achieve both coverage and reliability through:
          1. Specific criteria sets to facilitate reliability.
          2. Allowing dual or more diagnoses to facilitate coverage.
          3. Having NOS options throughout to facilitate coverage. [The DSM-IV-TR wording of NOS is far too broad.  DSM-IV-TR’s definition of Disorder of Infancy, Childhood, or Adolescence Not Otherwise Specified: “This category is a residual category for disorders with onset in infancy, childhood, or adolescence that does not meet criteria for any specific disorder in the Classification.”  The Washington Psychiatric Society initiated a motion to tighten up DSM-IV-TR’s NOS criteria, and future printings of DSM-IV-TR may soon have vastly improved criteria developed by Michael First, many using the clause: “causes clinically significant distress or impairment in social, academic, occupational, or other important areas of functioning.”]  

Some see the NOS diagnosis as problematic and see a major mandate of the DSM-5 Task Force to reduce the need for NOS diagnoses.  Solving the NOS “problem” seems especially needed in eating disorders and personality disorders where the majority of the patients in that category receive an NOS diagnosis when DSM-IV-TR is adhered to.
A reliability issue: Combinations with criteria sets. 

          The potential combinations within a given psychiatric dx can be enormous.  While some DSM's criteria sets have the characteristics of a medical syndrome where “and” is used, the DSM criteria sets with “or” can have combinations that can be huge. The number of possible bipolar disorders is in the billions. Borderline Disorder has 256 combinations. Thus, if one clinician tells another clinician that the patient has Borderline Disorder; the second clinician has 256 possible pictures of the patient’s psychopathology. 
[Reliability would be markedly enhanced by defining Borderline Disorder with just 3 requirements:
–   1. A pattern of disruptively unstable interpersonal relationships,
–   2. A pattern of self-damaging impulsive behavior, AND
–   3. A pattern of troublesome affective instability.
Other frequently found signs would go into “Associate Features” part of the DSM text.]

Number of disorders/codes, and future trends:  

Number of Disorders – 374 in DSM-IV-TR.  
Additionally there are 23 V-Code conditions in DSM-IV-TR [ICD-9-CM has hundreds.] 

Number of Codes – 256. 118 of these repeat numbers to be compatible with ICD coding, so there are fewer codes than disorders.

ICD-9-CM is updated each year, and there has been an increase in the number of disorders of 3-5% each year in all of medicine.  Psychiatry has no reason to believe that this trend should not apply to psychiatric disorders.  The diagnoses without an etiological agent, 47% of the diagnoses in DSM-IV-TR, could be reduced in DSM-V, but the overall trend is almost sure to be a vast expansion of disorder over the years. Much of medicine’s advances are new distinctions.  As medicine’s most complex specialty, psychiatry can anticipate eventually having a longer list of disorders, not less.

Avoiding stigmatizing involves conceptualizing patients as separate from their mental illness.
          -- DSM III’s criteria set created a climate that the person is not the illness.
          -- DSM IV specifically calls for use of “person with schizophrenia” rather than “schizophrenic.”
          -- Personality disorders, however, still imply a reflection on the whole person in the eyes of many, so Washington Psychiatric Society and the Maryland Psychiatric Society have passed motions, 2002, asking the APA to abolish “personality” in titles, e.g. “narcissistic personality disorder” should be replaced by “narcissistic disorder.”  

Avoiding stigmatizing/blaming the patient or family.
          -- Prediction: In the near future, we will not see any DSM suggestion that untoward parenting can lead to a specific psychiatric disorder.
          -- DSM-IIIR’s proposed "Self-defeating Disorders" was removed even from Disorders to be Studied because of fear of blaming the victim of abuse.
          -- DSMs relegate “Premenstrual Dysphoric Disorder” to Disorders to be Studied to avoid stigmatizing women, even though premenstrual dysphoric disorder has been in ICD-9-CM for years.

Avoid a system in which everyone has or has had a mental illness.

This is a questionable goal, not shared with the rest of medicine.  Virtually all people have respiratory medical diagnoses, and this is not disquieting to medicine or society.  Virtually all people have skin findings for which dermatologists have a name, and this is not disquieting to medicine or to society.  These “benign” diagnoses help define what is not dangerous. Psychiatry, however, is fearful of promulgating any classification system that might imply all have a mental disorder, wishes to avoid a classification system that can be generalized to all. Two ways that the DSMs have attempted to avoid generalization:           

1. Categorical conceptualization = syndrome with an identifiable separation from normalcy.

2. Many criteria sets include: “cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.” [To repeat what is said supra, majority of NOSs don’t carry this stipulation. Thus, NOSs open the door to generalization. In September, 2009, the APA’s Board of Trustees passed a motion initiated by the Washington Psychiatric Society and developed by Michael First, which provide the NOSs some boundaries.]
Organizing Options:
          How should psychopathology be organized?
Possibilities:
-- Etiology, e.g., chronic over-use of alcohol is associated with 16 DSM-IV disorders.
-- Shared psychopathology, shared symptoms/signs, e.g., mood disorders
-- Shared non-psychopathological characteristics, age, gender, race, and culture, e.g., Disorders of infancy, children, adolescents, adults, and aged. 
-- Shared epidemiology togetherness, “Spectra proposals.”
-- Shared familiar findings, not a DSM-IV organizing principle, e.g., combine anxiety and depressive disorders.
-- Shared neuroscience findings, not yet a DSM-IV organizing principal
     --- Genetics
     --- Neural pathways
     --- Phenotypes
-- Shared prognosis, shared course of illness, not a major DSM-IV organizing principle 
-- Shared treatment response, not a DSM-IV organizing principle.
-- Others??

Categorical v. Dimensional.
          Categorical = state that can be qualitatively separate from normal.
          Dimension = quantitatively traits, including collection of traits, that are continuous with normal.

          The dimensional approach could be applied to traits, to disorders, or to the whole person with somewhat conflicting results. Dimensionalize could;
· Enhance exactness as to a trait, but could confuse as to a disorder. [See Number of Disorders discussion supra. The degree to which a symptom is dimensionalized could increase the variations of a disorder. In February, 2010, a proposal to define Borderline Trait [of personality disorders] had over one million possible combinations.  

· Enhance individualization of the diagnostic system and increase the number of possible disorders or subtypes of disorders.  
· Enhance simplicity [If only a trait. Would complicate a system if applied to a disorder.]
· Enhance communication if applied to traits, and vastly expand possible communications [combinations] if applied to a disorder

· Allow for elimination of NOS if applied to all possible signs and symptoms independent of disorders, and would not change need for NOS if applied to disorders.  

· Enhance reliability if applied to all possible signs and symptoms. As for enhancing reliability if applied to disorders, that needs an empirical study.  At present, we only have rationales.
· Enhance coverage if applied to all possible signs and symptoms and would have no impact on coverage if applied to disorders unless the dimensionalizing lowers the thresholds for disorders. 
· Could have devastatingly disruptive break with our past unless much of the present categorical system is preserved, for example, indications for the use of a medication.

If dimensions are added to DSM-IV’s categories in DSM-V, there are some challenges:

1. Clinicians have not been attracted to adding dimensions to categorical disorders.  DSM-I, DSM-II, DSM-III, DSM-IIIR and DSM-IV provided dimensions for almost all categorical disorders, and, unless forced by the coding system to use the dimensions, they have generally not been used.  Moreover, DSM-II expected dimensional coding for almost all disorders, but clinicians often only used the general code [“0”] for the disorder.  The “0” avoided the clinician having to code if the disorder’s severity was mild, moderate, or severe. As for coding the functioning of the whole person, that was usually equal to dimensional coding of the disorder during the years DSM-I and DSM-II were used, as the vast majority of patients only received one psychiatric diagnosis.  W
2. Researchers have been attracted to dimensions, but it is one thing to say that a clinician with research assistants doing the dimensions like it and another to say that clinicians without research assistants will like to add that to their practice.

3. While the rest of medicine makes considerable use of dimensions, i.e., scales, the rest of medicine does not make heavy use of dimensions in the diagnostic system. Being helpful in making treatment decisions is not the same as the need to make dimensions part of the diagnosis.  Medicine tends to see diagnoses as constant, not something that changes each time the patient’s condition improves or deteriorates. There is no evidence psychiatrists are different than other physicians and want to change the diagnosis with a change in the patient’s condition.

4. It is unclear at the time of this writing as to the empirical basis of any proposed dimensions, but they should be empirically based, not limited to being rational if they are to be made a required part to the diagnostic system.  In controlled studies, they should demonstrate that they are a welcomed addition by the typical clinician.  Whole books have been written about the advantages of the dimensional system and did not document a single patient who benefited from the dimensional system.

5. As psychiatry found out with Axis V, quantifying the patient’s condition can give false confidence in using that quantification in deciding the need for treatment or what type of treatment.  Insurance companies developed rationales to use Axis V inappropriately to deny treatment.  In proclaiming the great value of dimensions, psychiatry could repeat the error of Axis V.   Restated, a measure of a patient’s sadness does not have the same validity as a measure of the patient’s fasting glucose.  There is a danger that un-validated dimensions will be added to un-validated categorical diagnoses to make decisions better left to clinicians and their patients.  Overstating the value of dimensions could be a most unfortunate step the APA could take as to the management of psychiatric patients in this country.   

6. The major improvement that is clearly within reach for the developers of DSM-V is to reduce the need for NOS diagnosing.  It is unclear how adding dimensions to the categorical system will meet that goal. See infra.

Major issue facing the developers of DSM-V.


The lack of fit between a patient’s clinical presentation and DSM-IV-TR’s classification categories harms patients and the profession.  For patients to be told or to find out that they have signs and symptoms that do not equal a medical diagnosis is unfortunate.  The NOS “solution” doesn’t undo the harm. 

DSM-IV-TR’s avoidance of ICD-9-CM’s “Other” category blocks an option used in the rest of medicine where the physician can explicate diagnoses not otherwise specifically coded. In addition to allowing full use of the “Other” category, DSM-V can reduce the lack of fit between the patient’s presentation and the classification by:
1. Lowering the requirements of the present Disorders. Example: The requirements for Mixed Bipolar I Disorder are a very high hurdle that should be lowered. 
2. Adding disorders that fill in some of the gaps.  Two examples:

a. The Mixed Anxiety-Depressive Disorder [in an appendix of DSM-IV-TR]

b. ICD-10 has Mild Depressive Episode and Moderate Depressive Episode, both of which have “without somatic symptoms” and “with somatic symptoms” as additional codes.  Many a patient has this mix of depression and somatic symptoms not captured with DSM-IV-TR. 
In conclusion trainees should know that:
1. DSMs goals are 1] to facilitate reliability of diagnostic communications and 2] to provide coverage of all persons that the psychiatric profession believes have a psychiatric disorder. 

2.  DSM-V’s division of psychopathology leaves many patients having signs and symptoms that do not fit the diagnostic categories perfectly.

3. While all of medicine has some difficulties separating normal from pathological, this is more prominent difficulty in psychiatry.

Roger Peele, MD, DLFAPA, 2August2010   
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