History of Classification in Psychiatry
Early History. 

Medicine’s, including psychiatry’s, diagnostic systems are tied to concepts. In ancient times concepts were usually tied to religious beliefs. The Hippocratic school [460-375 BC] broke away from concepts tied to religion and adopted secular concepts, such as a humoral theories.  Galen [129-200 AD] combined the works of the Greek schools with his studies of animal anatomy which he took to be the same as human anatomy. His diagnostic system continued the humoral of the Greeks along with many other secular concepts. Galen’s thinking would hold true in some parts of the world into the 18th century.

In most of Europe during the middle ages, there was a return to diagnosing that was tied to religious beliefs. Fortunately, Arabic countries preserved much of the Roman and Greek thinking.  In Europe, for the mentally ill, a separate system was developed, the MALLEUS MALEFICARUM [The Witches Hammer], 1487, which clarified the degree to which the mentally ill were possessed by the Devil, providing rationales for torture and killing of the mentally ill.  This book went through many editions into the 1700s.

In the 15th century, some parts of Europe began to rediscover the Roman and Greek medical concepts. In the 16th century, there developed a sense that returning to the concepts of the past was inadequate. For example, Andreas Vesalius [1514-1564] description of human anatomy undermined Galen’s work.  In the 18th Century, autopsies led to conceptualizing gross pathological findings to signs and symptoms the person had prior to death. In the 19th century this expanded to microscopic pathological findings, and in the 20th to genetics and other physiological abnormalities.  In addition to finding ties between pathology and signs and symptoms, it also became acceptable to include in the diagnostic system syndromes of signs and symptoms that empirically seemed to go together, even though no pathology was identified. While psychiatrists used psychosocial and behavioral concepts in their treatment, this did not impact the diagnostic system.
As medicine’s vast growth of pathological diagnosing, “scientific diagnosing,” grew in the 19th century, psychiatric leaders attempted to find abnormalities in the brain to keep pace with the rest of medicine, but this often failed. So, Emil Kraepelin [1856 – 1926] turned to a prognostic-based system that led him to formulate dementia praecox and manic-depression as core disorders in about 1896, a distinction preserved, roughly, ever since, with a change in terms to schizophrenia, coined by Eugene Bleuler [1857-1939] in 1911].  “Bipolar disorder” disorder was coined by K. Leonhard, 1957.  In the first half of the 20th century, psychiatric diagnosing was sometimes tied to theories of the mind, but this diagnosing did not become part of any government or medical society diagnostic system.
APA and Diagnostic Systems.
              APA was party to classification systems of psychiatric disorders almost from APA’s inception. Most of the APA’s contributions were within medical classifications. In 1880, the APA influenced the US Census Office to use the terms: mania, melancholia, monomania, general paralysis of the insane, dementia, dipsomania. In 1918, American Medico-Psychological Association [older name for APA] issued the “Statistical Manual for the Use of Institutions for the Insane,” with 22 diagnostic categories. 
              
              The first international classification of disease [ICD] was published in 1893. There has been a new edition about every dozen years. ICD-10 was in 1993, but has yet to be implemented in the US because of the potential expense of the change to governments and the private sector. ICD-10-CM is now scheduled for 2013. “CM” refers to “Clinical Modification,” the United States way of making changes in the International system that meets our needs.  ICD-11 may be ready in about 2015.


During WW-II, the use of the US medical system diagnostic system was found to be inadequate, and the APA decided after the war to develop their own separate mental health diagnostic system, leading to the DSMs.

DSM-I, 1952
-- Described terms, for example, Schizophrenic Reactions was defined as: “It represents a group of psychotic disorders characterized by fundamental disturbances in reality relationships and concept formations, with affective, behavioral, and intellectual disturbances in varying degrees and mixtures. The disorders are marked by strong tendency to retreat from reality, by emotional disharmony, unpredictable disturbances in stream of thought, regressive behavior, and in some, a tendency to ‘deterioration.’”  
--   Had 94% changes in nomenclature from the prior system. Seventy terms used “Reaction,” e.g., Schizophrenic Reaction. This included reaction to internal mental conflicts. 
-- While the typical historian of the DSMs indicates that DSM-I was psychoanalytic, actually, there was very little in the way of psychoanalytic content in DSM-I. “Unconscious” was mentioned a few times in describing psychoneurotic disorders, nothing more.  
--   Chair: George Raines
-- Process: Raines, Psychiatry Chair at Georgetown, after career in Navy psychiatry, wrote a document drawing on several classifications developed in the military in the 1940s, got improvements from the other six members of the APA Nomenclature and Statistics Committee, then distributed a draft to about 500 APA members, 10% of the membership at that time, half of whom responded, and of that half, over 90% approved.  With comments in hand, a final draft was written that was published in 1952.

DSM-II, 1968: 

--   Described terms 
--  94% changes in nomenclature from DSM-I.
     Goal of using terms that coincided with ICD-8's. 
     Removed all “Reactions.”
-- Took an atheoretical position: “In the case of diagnostic categories about which there is current controversy concerning the disorder’s nature or cause, the Committee has attempted to select terms which it thought would least bind the judgment of the user. … Inevitably some users of the Manual will read into it some general view of the nature of mental disorders. The Committee can only aver that such interpretations are, in fact, unjustified.” 
--  Chair: Ernest Gruenberg, Columbia U.
--  Process: The Nomenclature and Statistics Committee developed a draft, sent it to 120 psychiatrists for reactions, then rewrote and sent to APA Headquarters, parts of which had to be rewritten at APA Headquarters. Forward to DSM-II states principles of facilitating communications and avoiding terms that imply causation, principles which subsequent DSMs would follow.

Post-DSM-II, 1973, “Homosexuality” replaced with “Egodystonic Homosexuality.” This was an APA Board of Trustee decision. A membership-wide vote on a referendum to overturn the Board’s decision failed. 

DSM-III, 1980:  Adopted many new subjects to the Manual:

--  Criteria sets, to increase reliability.
--  Five axes, to assure a comprehensive evaluation of the pt.
--  Vast increase in background information about each disorder, making it a text for psychopathology, by adding:
              Diagnostic features
              Associated features
              Cultural and gender features
              Prevalence
              Course
              Familiar patterns
              Differential Dx       
              Decision trees, 
             Glossary, 
--  Field trials, which focused on reliability
--  93% changes in nomenclature. 
--  Chair: Robert Spitzer
--  Process: Many work groups were established of which Spitzer was a member of each.  A draft edition was available to many and reactions were encouraged and addressed by the work groups. Many were invited to provide input; probably the total eventually exceeded a thousand APA members. APA Assembly successfully demanded to be part of the approval process, resulting in a compromise relative to the use of the word “neuroses.”
DSM-IIIR, 1987, 

--  Modifications of some criteria sets,
--  removed “Egodystonic Homosexuality,” so no form of homosexuality in the DSM. 
--  established a category of Disorders to Be Studied, 
--  contained a symptom index, 
--  had 45% changes in nomenclature. 
--  Chair: Robert Spitzer
--  Process: Much like DSM-III.

DSM-IV, 1994: 

--  Modifications of some criteria sets, 
--  removed “organic” as a concept and replaced with conditions related to “General Medical Conditions,”
--  removed Self-defeating and Sadistic Personality Disorder from Disorders to be Studied.
--  removed symptom index.
--  removed “neuroses.”
--  allowed non-Axial system as opposed to implying, as DSM-III and DSM-IIIR did, that everyone should use multiaxial system    
--  48% changes in nomenclature. 
--  Chair: Allan Frances, 
     Co-Chair: Harold Pincus 
     Editor: Michael First
--  Process:  Much like DSM-III and IIIR with somewhat greater international involvement and somewhat greater tendency to ask the views of other mental health organizations.  Criteria for change included a] empirical justifications and b] the wish to coincide with ICD-10 [which was being developed concurrently].

DSM-IV-TR, 2000, virtually no changes in criteria sets or nomenclature. Text was vastly improved. 

     Chair: Michael First. Co-Chair: Harold Pincus. 
     Process. With switch in Chair form Frances to First, used DSM-IV structure and Task Force members to rapidly make text accurate and current.  No massive involvement of APA membership was necessary.

DSM-V, 2013.  Values outlined so far: 

                   A. Recommendations should be guided by research evidence.
                   B. Continuity with previous editions should be maintained.
                   C. No a priori constraints on the degree of change between DSM-IV and DSM-V.
                   D. Cross-cutting issues should be addressed when looking at all criteria:
                             1. Developmental, prevention, dimensional, gender, and race/ethnicity 
                             2. Cross-cultural applications
                             3. Operationalization of “clinical significant.” 
                   E. A living document that can advance with the state of the research should be produced.
                     


Impact of the DSMs:

1. Access to care and treatment. DSMs “is the cornerstone in the edifice of mental health care” [Sadler, 2006].  Recognized by insurance and public agencies.
2. Access to entitlements.  Defines the responsibilities of public agencies accountable for the psychiatrically ill. Reimbursements are administered on the basis of the DSM [in an overlap with ICDs]. Even the location within DSM can have an impact on access, e.g., the Axis II location, some claim, decreases access. 
3. Approved treatments.
FDA, for example, had had a tradition of asking that medication approval requests be focused on DSM entities. Some see this as having a negative consequence. Edward Shorter, medical historian: “the pipeline [of medication development] is empty at this moment [2004] despite spending billions of dollars on psychopharmacology,” a stall he traces largely to the effects of using the DSM to defining disease indications for medication approval.  DSM disorders, he believes, have not provided specific treatment targets. In 2006, the APA Assembly passed motion saying that FDA should consider signs/symptoms for approval, not just dx categories.

4. Research [see #3 supra]

5. Education.  The teaching of psychopathology in the United States and many other countries follows the DSM.

6. Legal and criminal decisions. Despite cautionary statements in the DSMs that the book is not to be used to answer legal questions, the DSMs are often used to answer legal questions.

7. Society’s concept of mental illness, of normality. For example, conceptualized homosexuality as normal.
--  1973, substituted “egodystonic homosexuality” for “homosexuality”
--  1987, DSM-IIIR, abolished “egodystonic homosexuality”

--  Many DSM terms have become part of the American discourse, for example, “ADHD.”

8. Defines psychiatry. While DSM-IV-TR has a 147 word definition of mental illness, which is not used, the aggregation of disorders in the DSMs tends to define psychiatry.  However, the openness of DSM-IV’s NOSs, has created unclear boundaries as to “normal” and “illness.” For example, DSM-IV-TR has DisorderS of Infancy, Childhood, or Adolescence Not Otherwise Specified defined as “This category is a residual category for disorders with onset in infancy, childhood, or adolescence that do not meet criteria for any specific disorder in the Classification.” Washington Psychiatric Society has had a motion passed through APA’s governance to correct this, giving most NOSs the wording, “”leads to clinically significant distress or impairment in social, occupational, or other important areas of functioning.” So, Michael First develop new wording for all of DSM-IV-TR’s NOSs, but the DSM-IV-TRs available have the older, wide-open, wording. 
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