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Introduction  

 

This pedagogical document is designed for (Master 2) students in Clinical 

Psychology. Its primary objective is to provide a comprehensive, academically rigorous 

overview of psychiatric nosology and classification systems, focusing specifically on the 

evolution, conceptual framework, and clinical application of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM). By engaging with this material in English, students 

will develop the specialized vocabulary and conceptual mastery required to critically 

evaluate international scientific literature and apply diagnostic frameworks effectively in 

clinical research and practice. 

 

1. Psychiatric Classification and Nosology: Definition, Purpose, and Goals  

 

Psychiatric classification, historically referred to as psychiatric nosology, denotes 

the systematic grouping of mental disorders and psychological problems into discrete 

diagnostic categories based on shared patterns of signs, symptoms, and clinical features. In 

clinical psychology and psychiatry, classification serves as an essential cognitive and 

operational schema for organizing complex human suffering into clinically meaningful 

concepts. 

The primary purposes and goals of psychiatric classification include: 

 

 Providing a Standardized Clinical Language: Establishing a universal 

nomenclature that enables reliable communication among psychiatrists, clinical 

psychologists, social workers, researchers, and multidisciplinary healthcare teams. 

 Guiding Diagnostic Formulation and Treatment Planning: Assisting clinicians 

in formulating diagnostic hypotheses, predicting clinical course and prognosis, and 

selecting evidence-based therapeutic interventions tailored to specific diagnostic 

profiles. 

 Facilitating Scientific Research and Public Health Tracking: Creating 

homogeneous patient cohorts for clinical trials, epidemiological investigations, and 

the collection of global morbidity and mortality statistics. 

 Delineating Pathology from Normal Variation: Establishing operational 

boundaries that separate transient, normative emotional distress and "problems in 

living" from pathological conditions characterized by significant distress or 

functional disability. 
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2. Concept of the DSM and Historical Context of Its Emergence 

 

The Diagnostic and Statistical Manual of Mental Disorders (DSM), published by 

the American Psychiatric Association (APA), is an internationally recognized 

classification system designed to facilitate accurate diagnosis and statistical tracking of 

mental health conditions. 

The historical development of the DSM reflects major epistemological shifts in American 

and global psychiatry: 

 

 Early Precursors: Early American efforts, such as the 1918 Statistical Manual for 

the Use of Institutions for the Insane and the 1932 Standard Classified 

Nomenclature of Disease, focused primarily on gathering basic statistics in 

psychiatric hospitals and lacked comprehensive diagnostic utility. 

 Post-WWII and DSM-I (1952): The clinical demands of managing psychological 

casualties during World War II highlighted the necessity of a unified civilian 

nomenclature. In 1952, the APA published DSM-I, which heavily reflected Adolf 

Meyer’s psychobiological perspective, conceptualizing mental disorders as 
"reactions" of the personality to biological, psychological, and social stressors. 

 DSM-II (1968): Formulated to harmonize with the World Health Organization’s 
(WHO) ICD-8, DSM-II expanded diagnostic categories but remained 

predominantly grounded in unoperationalized psychoanalytic and psychodynamic 

concepts. 

 The Neo-Kraepelinian Revolution and DSM-III (1980): Chaired by Robert 

Spitzer, the task force for DSM-III executed a paradigm shift in psychiatric 

nosology. Responding to severe reliability crises in psychiatric diagnosis, DSM-III 

abandoned psychoanalytic etiology, introduced explicit operationalized diagnostic 

criteria (symptom checklists), established a multiaxial evaluation framework, and 

embraced a descriptive "Neo-Kraepelinian" medical model. 

 DSM-III-R (1987), DSM-IV (1994), and DSM-IV-TR (2000): Subsequent 

revisions progressively refined diagnostic criteria based on empirical literature 

reviews and clinical field trials. DSM-IV introduced the requirement of "clinical 

significance" (distress or impairment) across criteria sets, while DSM-IV-TR 

updated descriptive texts and coding alignments with the ICD-9-CM. 

 

3. Underlying Philosophy of the DSM 

 

From DSM-III through its contemporary iterations, the manual has been governed by 

specific philosophical and methodological principles: 

 Theory Neutrality (Atheoretical Approach): Because the precise etiology and 

pathophysiological mechanisms of most mental disorders remain unknown, the 

DSM deliberately adopts an atheoretical stance regarding cause. It restricts 

diagnostic criteria to observable clinical phenomenology (signs and symptoms) at 

the lowest order of inference, allowing clinicians of diverse theoretical orientations 

(e.g., cognitive-behavioral, psychodynamic, biological) to utilize the manual. 
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 Operationalized Diagnostic Criteria: Instead of vague narrative descriptions, 

disorders are defined by explicit, polythetic criterion sets that specify the exact 

number, duration, and combination of symptoms required to establish a diagnosis. 

 Categorical Neo-Kraepelinian Model: The underlying framework assumes that 

mental disorders represent distinct qualitative categories (diseases) separated by 

boundaries from non-disordered states and from each other. 

 Prioritizing Reliability over Validity: Recognizing that validity requires 

consistent measurement, the DSM system prioritized achieving high inter-rater 

diagnostic reliability among clinicians as a mandatory first step toward eventually 

discovering construct and biological validity. 
 

4. Factors and Timelines of Periodic Revisions 
 

Reasons for Periodic Revisions: Revisions are driven by the accumulation of new 

scientific data in neuroscience, genetics, and behavioral sciences; the necessity to resolve 

structural flaws in previous editions (such as excessive diagnostic comorbidity and the 

over-reliance on "Not Otherwise Specified" categories); and the mandate to harmonize 

diagnostic codes with WHO's International Classification of Diseases (ICD). 

 

 Historical Revision Timelines:  
 

 DSM-I (1952) to DSM-II (1968): 16 years. 

 DSM-II (1968) to DSM-III (1980): 12 years. 

 DSM-III (1980) to DSM-III-R (1987): 7 years. 

 DSM-III-R (1987) to DSM-IV (1994): 7 years. 

 DSM-IV (1994) to DSM-IV-TR (2000): 6 years. 

 DSM-IV-TR (2000) to DSM-5 (2013): 13 years. 

 DSM-5 (2013) to DSM-5-TR (2022): 9 years. 

 

 Shift to Arabic Numerals and Continuous Digital Updates: 

Transitioning from Roman numerals (DSM-IV) to Arabic numerals (DSM-

5) signaled a structural shift toward a "living document" model. Facilitated by 

digital publishing, APA established an iterative revision process (e.g., DSM-5.1, 

DSM-5-TR) managed by standing committees to integrate validated scientific 

advances continuously without waiting for multi-decade overhauls. 

 

5. DSM-5: Overview, Key Innovations, Classification Characteristics, and Structure 

 

Released in May 2013 following a 12-year development process in collaboration 

with WHO and NIMH, DSM-5 introduced significant structural and philosophical 

modifications. 
 

Key Characteristics and Innovations of DSM-5: 
 

 Discontinuation of the Multiaxial System: DSM-5 abolished the traditional five-

axis structure, combining Axis I (Clinical Disorders), Axis II (Personality Disorders 

and Intellectual Disability), and Axis III (General Medical Conditions) into a 

unified nonaxial diagnostic recording system. Axis IV (Psychosocial Stressors) was 
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replaced by selected ICD Z-codes, and Axis V (Global Assessment of Functioning 

- GAF) was replaced by the WHO Disability Assessment Schedule (WHODAS 

2.0). 

 Integration of Dimensional Assessment: To address the limitations of rigid 

categorical boundaries, DSM-5 incorporated dimensional rating scales, such as 

Level 1 Cross-Cutting Symptom Measures and diagnostic-specific severity 

specifiers, enabling clinicians to measure symptom intensity and track treatment 

outcomes. 

 Developmental and Lifespan Trajectory: The overall manual and individual 

chapters were reorganized chronologically along developmental lines, beginning 

with neurodevelopmental disorders manifesting early in life, progressing to 

internalizing and externalizing disorders of adolescence and young adulthood, and 

concluding with neurocognitive disorders of late life. 

 Elimination of the Early Childhood Chapter: The standalone chapter "Disorders 

Usually First Diagnosed in Infancy, Childhood, or Adolescence" was eliminated, 

integrating these conditions into relevant broader categories (e.g., 

neurodevelopmental disorders) to reflect lifelong developmental continuity. 

 Replacement of "Not Otherwise Specified" (NOS): The unspecific NOS 

specifier was replaced with two explicit options: Other Specified Disorder (used 

when the clinician specifies the exact reason criteria are not met) and Unspecified 

Disorder (used when the clinician chooses not to specify the reason or lacks 

sufficient information). 

  

General Organizational Content of DSM-5 (20 Main Diagnostic Chapters): 

 

 

1. Neurodevelopmental Disorders 

2. Schizophrenia Spectrum and Other Psychotic Disorders 

3. Bipolar and Related Disorders 

4. Depressive Disorders 

5. Anxiety Disorders 

6. Obsessive-Compulsive and Related Disorders 

7. Trauma- and Stressor-Related Disorders 

8. Dissociative Disorders 

9. Somatic Symptom and Related Disorders 

10. Feeding and Eating Disorders 

11. Elimination Disorders 

12. Sleep-Wake Disorders 

13. Sexual Dysfunctions 

14. Gender Dysphoria 

15. Disruptive, Impulse-Control, and Conduct Disorders 

16. Substance-Related and Addictive Disorders 

17. Neurocognitive Disorders 

18. Personality Disorders 

19. Paraphilic Disorders 

20. Other Mental Disorders and Medication-Induced Movement Disorders 
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6. Innovations and Updates in DSM-5-TR 

 

Published in March 2022, the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition, Text Revision (DSM-5-TR) integrates updated descriptive text, 

revised diagnostic criteria, and updated ICD-10-CM coding across more than 70 disorders 

based on comprehensive literature reviews. 

 

Primary Novelties in DSM-5-TR: 

 

 Addition of Prolonged Grief Disorder (PGD): Included as an official diagnosis 

in the "Trauma- and Stressor-Related Disorders" chapter. PGD is characterized by 

persistent, pervasive yearning or preoccupation with a deceased loved one lasting 

at least 12 months in adults (6 months in children and adolescents), accompanied 

by intense emotional pain and functional impairment exceeding cultural norms. 

 Inclusion of Suicidal Behavior and Non-Suicidal Self-Injury Symptom Codes: 
Added standalone symptom codes under "Other Conditions That May Be a Focus 

of Clinical Attention" allowing clinicians to document and monitor self-harming 

and suicidal behaviors independently of a primary psychiatric diagnosis. 

 Ethnoracial Equity and Inclusion Review: For the first time, the entire manual 

underwent review by a dedicated Work Group on Ethnoracial Equity and Inclusion. 

This group updated terminology to avoid perpetuating systemic bias, replaced 

terms like "race" with "racialized" to highlight social construction, incorporated 

information on structural racism and discrimination as environmental risk factors, 

and expanded guidance on cultural concepts of distress. 

 Restorations and Text Updates: Reinstated Unspecified Mood Disorder 

(erroneously omitted in DSM-5), introduced Stimulant-Induced Mild 

Neurocognitive Disorder, updated diagnostic codes, and extensively updated text 

sections regarding prevalence, risk factors, gender differences, and comorbidity. 

 
 


