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n case you missed it, there’s been a bit of an uproar 
about the new Diagnostic and Statistical Manual of 
Mental Disorders (DSM). 

DSM is the go-to guide for diagnosing mental disorders; it’s 
published by the American Psychiatric Association (APA). The 
manual contains descriptions of mental disorders, symptoms, 
and other criteria to support consistency and accuracy in diag-
nosis; it has also been the basis for reimbursement followed by 
health care providers, insurance companies, and Medicare. 

How could something with a title so dry and a purpose so 
seemingly utilitarian cause such a fuss? 

Much of the fuss came before the manual was even released. 
And that explains some of it.

Yet the DSM often informs how clinicians, researchers, poli-
cymakers, and the public interpret mental health conditions 
and diagnoses, so its impact on treatment and funding deci-
sions can be profound. The manual’s latest revision has been 
an arduous, contested process. One measure of how salient the 
DSM is: During three open comment periods in the revision 
process, the APA received 13,000 comments and 12,000 e-mails 
and letters from clinicians, researchers, and patient advocates. 

I L L U S T R A T I O N    |    J E S S E  L E N Z

DSM 5.0
Now Available

 S U M M E R  2 0 1 3  19



 20 P I T T M E D

Maggie McDonald: 
You have been working on 
 DSM-5 since 2006. We’re  
 here to talk about this  
   journey. 

DSM-II [published in 
1968] was a thin, half-
inch-thick book of defini-
tions made up by promi-
nent psychiatrists of the 

time. Then, DSM-III [which came out in 
1980] was the first criterion-based system. It 
was really a sea change in defining psychiatric 
illnesses. How does DSM-5 differ substan-
tially from the previous version, DSM-IV ? 

David Kupfer: To put it in perspective, 
DSM-IV did not differ much from DSM-III. 
So we’re really talking about what substantial 
changes have taken place since 1980 that need 
to be incorporated into DSM-5. DSM-III was 
influenced by a group at both Washington 
University and Columbia, and it represented 
the consensus of the research and diagnostic 
criteria of that time and from the early to 
mid-1970s. DSM-5 constitutes a much wider 
group of individuals involved and very differ-
ent procedures used to arrive at changes.

David Lewis: What principles guided 
the process? 

DK: The first was that [after 30 years] 

everything was up for grabs in terms of look-
ing at every diagnosis. On the other hand, 
the thresholds and standards we used for 
change were quite high. 

Another is that we espoused the position 
that development needed to be thought of 
across the entire lifespan. So we removed the 
first chapter of DSM-IV, which dealt with all 
of the disorders of what I would call child-
hood. Instead, we would work to ingrain the 
whole continuum of both age and develop-
ment within each major cluster of disorders. 

Another principle: The DSM, since it is 
primarily to be used by clinicians for clinical 
assessment, would be [designed for ease of 
use by these practitioners], although its [con-
sistent application] would inform research 
across various fields. 

Another principle was to move DSM-5 
closer to the rest of medicine . . . to say that 
whether you had a psychiatric condition or a 
medical condition, it was all on the same axis. 
Furthermore, we felt that we could do a better 
job of aligning the DSM to the next edition 
of the ICD, the International Classification 
of Diseases (which covers all of medicine and 
psychiatry), developed by the World Health 
Organization. 

MM: Have there been particular advances 
in neuroscience that have broadened the base 
of evidence that have allowed you to bring 
the psychiatric disorders closer to the medical 
diagnostic model?

DK: The optimism was that by the time 
we finished DSM-5, we would have enough 
information for some of the major disor-
ders—whether from genetics, neuroimaging, 
or cognitive neuroscience—to apply some of 

The gargantuan task of revision was led by David Kupfer, who is the 
Thomas Detre Professor of Psychiatry at the University of Pittsburgh and 
chair of the APA’s DSM-5 Task Force. (See p. 12 to learn more about the 
man behind the manual.) Kupfer, with vice chair Darrel Regier, executive 
director of the American Psychiatric Institute for Research and Education 
and director of the APA’s Division of Research, directed the task force’s 
efforts to revise the retiring DSM-IV, which had served as the gold stan-
dard since 1994. 

Long overdue, DSM-5 itself was 14 years in the making; it represents 
the scientific input of more than 500 experts from the United States and 
abroad. It takes into account developments that could barely have been 
imagined 20 years ago. 

Shortly before unveiling DSM-5 at the APA’s 2013 Annual Meeting in 
San Francisco in May, Kupfer spoke with UPMC Endowed Professor in 
Translational Neuroscience David Lewis, who succeeded Kupfer as Pitt’s 
chair of psychiatry and is Western Psychiatric Institute and Clinic’s medi-
cal director and director of research, and also Maggie McDonald, who 
worked as a science journalist specializing in psychiatry in the 1970s and 
’80s. McDonald is Pitt’s associate vice chancellor for academic affairs, 
health sciences. She also holds appointments as assistant professor of epi-
demiology in the Graduate School of Public Health and of psychiatry in 
the School of Medicine. 

These edited conversation excerpts give a glimpse behind the scenes of 
the revision process, DSM’s move towards criteria based on emerging bio-
logical research, and the future of the manual. Number 5 is the first online 
DSM, and Kupfer imagines that it may be the last print version. He sees it 
as DSM 5.0—a more agile, living document that will adapt as the science 
behind psychiatry progresses.   —Introduction by Josie Fisher
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these biological variables as diagnostic criteria 
or to enhance diagnostic criteria in existing 
categories. We haven’t gotten where we would 
like to get. 

The chapters are reorganized so that 
they are more neuroscience compatible. [For 
example], chapter one is neurodevelopmen-
tal, which has autism and ADHD. Chapter 
2 is schizophrenia and other psychoses. 
And chapter 3, standing by itself, is bipolar  
disorders. 

Only in a very few disorders have [scien-
tists pinpointed] a biological variable—for 
example, in narcolepsy. We have some of 
that in the neurocognitive areas. But not very 
much of it. Hopefully, we’ll get there soon. 

That leads me to our changing the Roman 
numeral V to the Arabic 5. DSM-5 can be 
a living document. We don’t have to wait 
20 years for the next version. And so, hope-
fully, in three or four years, changes in a 

version 5.1 or 5.2 might include [specific 
biological] variables relating to psychosis and 
schizophrenia to diagnose, say, 20 percent 
of the people who have psychosis in a more 
objective fashion than we can now. And 5.1 
doesn’t have to affect all diagnoses. Updates 
to specific sections can be made to the online 
DSM as needed.

[Regarding moving the DSM closer to 
the medical model:] One thing we did is we 
reconsidered conceptually somatic disorders 
. . . as conditions due to . . . or associated 
with medical conditions. We assumed that 
there may be an etiology related to both a 
psychiatric disorder and a medical disorder. 

This assumption of comorbidity relates to 
a discussion of categories versus dimensions 
in the DSM. We need categories because we 
need the code to be reimbursed. However, 
in the world of psychology and science, most 
of us think in dimensions. We think about 
continuous measures. And so, DSM-5 reflects 
graded levels of severity in many diagnostic 
areas. And some diagnoses are grouped to 

reflect more of a dimensional way of thinking 
about how [patients] got to where they are. 

[Dimensional assessments rate the pres-
ence and severity of symptoms in increments 
such as “very severe,” “severe,” “moderate,” or 
“mild.”] 

 DL: Some changes in DSM-5 have attract-
ed controversy. Could you speak to one or two 
examples, and what you think about the basis 
for the controversy? 

DK: So, let’s take a couple of them. One of 
the major areas of public discussion and clinical 
discussion was around autism. The data sug-
gested that there weren’t such fine differences 
between Asperger’s, pervasive developmental 
disorder, and autism. For years, people have 
talked about putting these together and call-
ing it autism spectrum disorder. We’d look at 
the major symptom clusters in a dimensional  
way and, therefore, be able to grade different 
levels of severity and need, using a label called 

autism spectrum disorder. 
We decided that if we [presented the 

autism spectrum diagnosis early on in the 
revision process], hopefully studies in the 
field would follow that would allay what 
some people feared might happen [if the 
previous four diagnoses went away]. People 
feared that the prevalence of these disorders 
would dramatically change [either through 
lack of diagnosis or overdiagnosis in light 
of the new classification]. Some feared that 
educational institutions and other institu-
tions would deny benefits for children if they 
were, quote, “not diagnosed with Asperger’s” 
or one of the specific [previous diagnoses]. 
What we’ve discovered is that the diagnosis 
of autism spectrum disorder seems to work 
well. The scientific literature, as well as major 
associations of advocacy groups and advocacy/
scientific groups like Autism Speaks, have, in 
general, endorsed the change.

Another [area of controversy is the] so-
called bereavement exclusion. Let’s think 
about it in terms of primary care physicians, 

obstetricians, and gynecologists. According 
to DSM-IV, in essence, if somebody were in 
the early phase of bereavement (within two 
months of having a loss), it was not permis-
sible to diagnose clinical depression. 

So, it made some interesting assump-
tions: One is that everybody would always 
be confused about making that diagnostic 
differentiation and would assume that even if 
someone were, quote, “severely depressed and 
suicidal,” you shouldn’t do anything for the 
first two months. We were told [by a number 
of groups] not to get rid of the bereavement 
exclusion because that would be permission 
for, say, gynecologists and obstetricians to 
immediately give everybody antidepressants.  
 . . . If, for example, a couple had lost a child at 
birth, when they really needed grief counseling. 

So we’ve gotten rid of that exclusion; it’s 
not part of the criteria of major depression 
anymore. [Instead] we put in two different 

notes, carefully crafted, explaining the dif-
ference between sadness, grief, and clinical 
depression. One note is included right with 
the criteria set in the short version of the DSM 
that people keep on their desks. In the [lon-
ger] text is a further explanation. Now, having 
done all of those things, there is still a great 
deal of furor about what we’ve done. 

DL: In The New York Times and The Wall 
Street Journal, and in the scientific literature, 
we continue to read about advances in imag-
ing the human brain. President Obama has 
initiated a new process to map the human 
brain. To what extent does DSM-5 incorpo-
rate findings from brain imaging, or, if not, 
when do you think that will become part of 
the psychiatric diagnostic criteria?

DK: Some of us would have hoped that 
[even] without the new brain initiative com-
ing up, that we would have had enough data 
to [include brain imaging and other biologi-
cally based evidence] in the actual [diagnostic] 
criteria sets. 

There is mention within the text of spe-

One measure of how salient the DSM is: During three open comment periods in  

the revision process, the APA received 13,000 comments and 12,000 e-mails and  

letters from clinicians, researchers, and patient advocates. 
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cific disorders of some major things going 
on from a genetic and imaging point of view. 
And for the first time there are references 
in the DSM (online version), linking to the 
actual journal articles. 

MM: You mentioned that one of the 
issues with a new classification system is its 
association with reimbursement for care. 
How are the DSM-5 and the American 

Psychiatric Association working with the 
insurance industry to be sure that people 
who need to be reimbursed don’t suffer from 
the changes? 

DK: In the development of the DSM-
5, and appointing of the work groups and 
all of the members, there were two con-
stituencies that were purposely left out. They 
represented a level of bias that we did not 
want. One of them, not surprisingly, was 
the pharmaceutical industry, and the second 

was, basically, insurance companies. Now, 
with DSM-5 coming out, obviously all of 
us are going to have to deal with those two 
constituencies. 

We will likely see that some of the changes 
that we’ve made will facilitate the use of both 
pharmacalogic and nonpharmacalogic agents 
in mental disorders. But the second thing 
that we may see is that we may have made 

some quote, “changes in reimbursement,” 
which represent opportunities for the insur-
ance industry to change the level of coverage 
for certain mental disorders and psychiatric 
conditions. We are already working with cli-
nicians and physicians to explain the coding 
for DSM-5 and the coding to use for reim-
bursement. 

MM: Over the last decade or so, there 
seems to have been a transition from the use 
of the word “psychiatry” to the use of the 

words “behavioral health.” Do you think that 
change has helped or hurt our understanding 
of the root causes of these disorders?

DK: I’m not sure. I do think that we’re 
still dealing with a certain level of stigma, 
no matter what you call it, that pervades all 
of medicine and therefore is also driven by 
the decisions that we have made as a soci-
ety—which relates to reimbursement, which 

relates to much of the separation of mental 
and addictive disorders from other medical 
disorders, which did not work out, I think, 
to the advantage of patients and their fami-
lies. And by doing so, we don’t understand 
that we’re dealing with patients who have a 
chronic psychiatric condition and another 
medical disorder. 

It’s not an accident that I have a strong 
interest, since 50 percent of the patients who 
have serious bipolar disorder, my own spe-
cialty area, have metabolic syndrome. We are 

F E E D I N G  A N D  E A T I N G 
D I S O R D E R S

“One of the major changes is the addition of a new dis-
order, binge eating disorder, characterized by persistent 
and recurrent binge eating without the compensatory 
behaviors (e.g., purging, overexercising) seen in buli-
mia nervosa,” says Marsha Marcus, a PhD, professor of 
psychiatry and psychology in the School of Medicine, 
and chief of Western Psychiatric Institute and Clinic’s 
Behavioral Medicine Program. Marcus was a member 
of the Feeding and Eating Disorders Work Group. She 
notes that binge eating disorder differs substantially 
from common overeating: It is much less common, far 
more severe, and associated with significant physi-
cal and psychological problems. In addition, DSM-IV’s 
“feeding disorder of infancy or early childhood” is now 
“avoidant/restrictive food intake disorder,” because the 
condition is not limited to early childhood.

W H A T  I T 
R E A L L Y  S A Y S 

So what are psychiatrists saying 
around water coolers these days? 
Particularly those in the know on 
the DSM-5? In addition to Pitt’s 
David Kupfer, who served as the 
task force chair, several other Pitt 
people helped shape the new man-
ual. We asked Pitt DSM work-group-  
and task-force-folk if they could tell 
us, very briefly, what the big take-
aways are from their respective 
chapters. Here’s what we learned.    
 —Sidebars by Josie Fisher

For more detail: 
www.psychiatry.org/dsm5 

Marcus

All of medicine needs to understand more about mental disorders. And the root causes [of those  

disorders] are going to be found to have a lot more common etiological features than we ever suspected.
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dealing with major medical problems and major 
psychiatric problems in the same individual all 
the time.

It’s not perhaps an accident that the first 
commentary I wrote for JAMA [related to the 
new manual] was why all of medicine needs the 
DSM-5. And I guess it is timely that the [April 
24 issue] of JAMA had a viewpoint which is 
basically DSM-5: The future has arrived.

All of medicine needs to understand more 
about mental disorders. And the root causes, as 
you put it, are going to be found to have a lot 
more common etiological features than we ever 
suspected.  �

S L E E P - W A K E 
D I S O R D E R S

A sleep-wake disorder can be a risk 
factor for certain mental conditions 
and a warning sign for serious medi-
cal issues, such as congestive heart 
failure, osteoarthritis, and Parkinson’s disease. To draw 
attention to this, DSM-5 criteria ask clinicians to list coex-
isting psychiatric and medical diagnoses, says Charles 
Reynolds III, an MD and the UPMC Endowed Professor 
in Geriatric Psychiatry who also directs the UPMC/Pitt 
Aging Institute. Reynolds chaired the DSM-5 Sleep-Wake 
Disorders Work Group and was a member of the DSM-5 
Task Force. He says Sleep-Wake Disorders incorporate 
laboratory-based measures for diagnosis of breathing-
related sleep disorders (such as obstructive sleep apnea) 
and narcolepsy with hypocretin deficiency. The manual 
also now describes restless legs syndrome, REM sleep 
behavior disorder, and advanced sleep phase syndrome. 

M O O D  D I S O R D E R S  
 

Pediatricians should know about the newly 
described disruptive mood dysregulation 
disorder in children. It’s characterized by 
extreme, persistent emotional outbursts 
many times a week, lasting at least a year, 
across multiple situations—at home, in 
school, at play, etc. Unlike normal temper tantrums, these 
episodes seriously impair functioning and, in between 
outbursts, the child is markedly sad or irritable, says 
Pitt’s Ellen Frank, a PhD and Distinguished Professor of 
Psychiatry and Psychology.  Frank was a member of the 
DSM-5 Mood Disorders Work Group. She hopes that the 
newly articulated disorder will reduce misdiagnoses of 
childhood bipolar disorder —and the mismedication that 
goes along with it—and jumpstart effective treatment. 
Epidemiologic evidence shows that these kids grow up 
to have depression or anxiety, not bipolar disorders, says 
Frank. Bipolar and Related Disorders is its own chapter 
in DSM-5 (separate from Depressive Disorders), in part 
because neuroscience and genetic evidence suggest that 
bipolar disorder aligns more closely with schizophrenia 
and other psychotic disorders than with unipolar depres-
sive disorders. Further, bipolar disorder criteria now urge 
clinicians to ask upfront about a patient’s changes in ener-
gy/activity levels, in addition to asking about elevated, 
euphoric, or irritable moods. Data show that increased 
activity is an equally important marker, says Frank. 

N E U R O C O G N I T I V E  
D I S O R D E R S

The label “neurocognitive disorders” refers to a cogni-
tive impairment that’s a defining feature of a condition and 
acquired, rather than present from early childhood, says Pitt’s 
Mary Ganguli, an MD, MPH, professor of psychiatry, neurol-
ogy, and epidemiology. Ganguli was a member of DSM-5’s 
Neurocognitive Disorders Work Group. 
   She says the chapter describes major neurocognitive disor-
der, which encompasses the likes of “dementia” in geriatrics 
and “neurocognitive disorder” in other circumstances (e.g., 
young people with severe impairment from head trauma). In a 
move away from Alzheimer-centric criteria, depending on the 
cause of the impairment, “the domains that are impaired in 
neurocognitive disorders do not necessarily include memory,” 
says Ganguli. 
  Newly introduced is mild neurocognitive disorder, in which 
a person is less severely impaired. The patient still functions 
independently, albeit with greater effort and often relying on 
lists, reminders, and other compensatory mechanisms. This 
diagnosis has been criticized by some as medicalizing normal 
variation. In fact, psychiatrists have long recognized the condi-
tion though it was lumped into the “not otherwise specified” 
category in DSM-IV, Ganguli says. “With increasing focus on 
early detection and intervention, we need to be able to recog-
nize and appropriately classify mild impairments.” She adds 
that it’s important to note that “mild” is not synonymous with 
“early”—the impairment may be a sign of further deterioration 
ahead, may stay as is, or it may even be reversible.

The chapter also offers further guidance on diagnosing 
underlying conditions—like HIV infection, cerebrovascular 
disease, or Alzheimer’s or Parkinson’s disease—that may be 
causing a given cognitive disorder. The scale at which this task 
was undertaken (with colleagues in general medicine, neurol-
ogy, etc.) is unique to this edition of the manual, notes Ganguli, 
and a huge contribution. 

Reynolds

Frank
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