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Coding and Reporting Procedureson

Diagnostic Codes

- Theofficial coding system in usein the UnitedStates as of Publication of this manual
is the International Classification of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM). Most DSM-IV disorders have a numerical ICD-9-CM code that appears

=. several times: 1) preceding the nameofthe disorderin the Classification (pp. 13-26),
a 2) at the beginningof the text section for each disorder, and 3) accompanyingthe cri-

teria set for each disorder. For some diagnoses (e.g., Mental Retardation, Substance-; Induced Mood Disorder), the appropriate code depends onfurther specification and
is listed after the text and criteria set for the disorder. The namesof some disorders
are followedbyalternative terms enclosed in parentheses, which, in most cases, Were

“the DSM-III-R namesforthe disorders,

__. The useof diagnostic codesis fundamental to medical record keeping. Diagnostic
<0 ing facilitates data collection and retrieval and compilation ofstatistical informa-

© ton. Codes also areoften required to report diagnostic datato interested third parties,
iticluding governmentalagencies, private insurers, and the World Health Organiza-
tion. For example, in the United States, the use of these codes has been mandated byhe Health Care Financing Administration for purposes of reimbursement under the

Medicare system.

F ,. Subtypes (someof which are coded in thefifth digit) and specifiers are provided- for increased specificity. Subtypes define mutually exclusive and jointly exhaustive
Phenomenological subgroupings within a diagnosis and are indicated bythe instruc-
‘Hon “specify type”in thecriteria set. For example, Delusional Disorderis subtyped|based on the content of the delusions, with seven subtypes provided: Erotomanic

= Type, Grandiose Type, Jealous Type, Persecutory Type, Somatic Type, Mixed Type,and Unspecified Type. In contrast, specifiers are notintended to be mutually exclusive
-0r jointly exhaustive and are indicated by theinstruction “specify” or “specify if” in=» the criteria set (e.g., for Social Phobia, the instruction notes “Specify if: Generalized”).: Specifiers Provide an opportunity to define a more homogeneous subgrouping of jindividuals with the disorder whosharecertain features (e.g., Major Depressive Dis- j

= Order, With Melancholic Features). Althougha fifth digit is sometimes assigned toSode a Subtypeorspecifier (e.g., 294.11 Dementia of the Alzheimer’s Type, With Late
“set, With Behavioral Disturbance)or severity (296.21 Major Depressive Disorder,~ Single Episode, Mild), the majority of subtypes and specifiers included in DSM-IV |ee be coded within the ICD-9-CMsystem and areindicated only by including the

type or specifier after the name of the disorder (e.g., Social Phobia, Generalized), |
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Use of the Manual

Severity and Course Specifiers

A DSM-IV diagnosis is usually applied to the individual’s current presentation andis
not typically used to denote previous diagnoses from which the individual] has recov-
ered. The following specifiers indicating severity and course maybelisted after the
diagnosis: Mild, Moderate, Severe, In Partial Remission,In Full Remission, and Prior
History,

The specifiers Mild, Moderate, and Severe should be used only whenthefull cri-
teria for the disorderare currently met. In deciding whetherthe presentation should
be described as mild, moderate, or severe,the clinician should take into accountthe
numberand intensity of the signs and symptoms of the disorder and any resulting
impairment in occupational or social functioning. For the majority of disorders, the
following guidelines may beused:

Mild. Few,if any, symptomsin excess of those required to make the diagno-
sis are present, and symptomsresult in no more than minor impairmentin so-
cial or occupational functioning,
Moderate. Symptoms or functional impairment between “mild” and “se-
vere” are present.

Severe. Many symptomsin excess of those required to make the diagnosis,
or several symptomsthat are particularly severe, are present, or the symptoms
result in marked impairment in social or occupational functioning.
In Partial Remission. Thefull criteria for the disorder were previously met,
but currently only someof the symptomsorsigns of the disorder remain.
In Full Remission. There are no longer any symptoms or signs of the dis-
order, but itis still clinically relevant to note the disorder—for example,in an
individual with previous episodesof Bipolar Disorder who has been symptom
free on lithium for the past 3 years, After a period of timein full remission, the

| clinician may judge the individual to be recovered and, therefore, would no
longer code the disorder as a current diagnosis. The differentiation of In Full
Remission from recovered requires consideration of many factors, including
the characteristic course of the disorder, the length of timesincethe last period
of disturbance, the total duration of the disturbance, and the need for contin-
ued evaluation or prophylactic treatment.
Prior History. For some purposes, it may be useful to note a history of the
criteria having been metfor a disorder even whenthe individual is considered
to be recovered from it. Such past diagnoses of mental disorder would bein-
dicated by using the specifier Prior History (e.g., Separation Anxiety Disorder,
Prior History, for an individual with a history of Separation Anxiety Disorder
whohas no current disorder or who currently meetscriteria for Panic Dis-
order).

  

   

  
  
  
 
  Specific criteria for defining Mild, Modera te, and Severe have been provided for

the following: Mental Retardation, Conduct Disorder, Manic Episode, and Major
Depressive Episode. Specific criteria for defining In Partial Remission and In Full
Remission have been provided for the following: Manic Episode, Major Depressive
Episode, and Substance Dependence.
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Recurrence

Not infrequently in clinical practice, individuals after a period of time in which the
full criteria for the disorder are no longer met(i.e., in partial or full remission or re-
covery) may develop symptoms that suggest a recurrenceoftheir original disorder
put that do not yet meet thefull threshold for that disorder as specified in the criteria
set, It is a matter of clinical judgment as to how bestto indicate the presence ofthese
symptoms. The following optionsare available;

« If the symptomsare judged to be a new episode of a recurrent condition,the dis-
order may be diagnosed as current (or provisional) even before the full criteria
have been met(¢.g., after meeting criteria for a Major Depressive Episode for only
10 days instead of the 14 days usually required).

« If the symptomsare judged tobeclinically significant but it is not clear whether
they constitute a recurrence of the original disorder, the appropriate Not Other-
wise Specified category may be given.

* Ifitisjudged that the symptomsare notclinically significant, no additional current
or provisional diagnosisis given, but “Prior History” may be noted (see p.2).

Principal Diagnosis/Reason for Visit

When more than one diagnosis for an individualis given in an inpatientsetting, the
principal diagnosis is the condition established after studyto be chiefly responsible for
oceasioning the admission ofthe individual. When morethan one diagnosis is given
for an individual in an outpatient setting, the reason for visit is the condition that is
chiefly responsible for the ambulatory care medical services received duringthevisit.
In mostcases, the principal diagnosis or the reason forvisit is also the main focus of
attention or treatment. It is often difficult (and somewhat arbitrary) to determine
which diagnosis is the principal diagnosis or the reason forvisit, especially in situa-
tions of “dual diagnosis” (a substance-related diagnosis like Amphetamine Depen-
dence accompanied by a non-substance-related diagnosis like Schizophrenia). For
example, it may be unclear which diagnosis should be considered “principal” for an
individual hospitalized with both Schizophrenia and AmphetamineIntoxication, be-
cause each condition may have contributed equally to the need for admission and
treatment,

Multiple diagnoses can be reported in a multiaxial fashion (see p. 35) or in a non-
axial fashion (see p. 37). When the principal diagnosis is an Axis I disorder,this is in-
dicated by listing it first. The remaining disorders are listed in order of focus of
attention and treatment, When a person has both an Axis I and an Axis II diagnosis,
the principal diagnosis or the reasonforvisit will be assumedto be on Axis L unless
the Axis II diagnosis is followed by the qualifying phrase “(Principal Diagnosis)” or
“(ReasonforVisit).”

Provisional Diagnosis
The Specifier provisional can be used whenthereis a strong presumption that thefull
“titeria will ultimately be metfor a disorder, but not enough informationis available
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to makea firm diagnosis. Theclinician can indicate the diagnostic uncertainty by re-
cording “(Provisional)” following the diagnosis. For example,the individual appears
to have a Major Depressive Disorder, butis unable to give an adequatehistory to es-
tablish thatthe full criteria are met. Anotheruse of the term provisionalis for thosesit-
uations in which differential diagnosis depends exclusively on the durationofillness.
For example, a diagnosis of Schizophreniform Disorder requires a duration of less
than 6 months and can only be given provisionally if assigned before remission has
occurred.

Use of Not Otherwise Specified Categories
Becauseofthe diversity ofclinical presentations,it is impossible for the diagnostic no-
menclature to cover every possible situation. For this reason, each diagnostic class has
at least one Not Otherwise Specified (NOS) category and someclasses have several
NOScategories. There are four situations in which an NOSdiagnosis may be appro-
priate:

* The presentation conforms to the general guidelines for a mental disorder in the
diagnostic class, but the symptomatic picture does not meetthe criteria for any of
the specific disorders. This would occureither when the symptoms are below the
diagnostic threshold for one of the specific disorders or whenthere is an atypical
or mixed presentation.

* The presentation conformsto a symptom pattern that has not been includedin the
DSM-IV Classification but that causesclinically significant distress or impairment.
Research criteria for some of these symptom patterns have beenincludedin Appen-
dix B ("Criteria Sets and Axes Provided for Further Study”), in which case a page
reference to the suggested research criteria set in AppendixBis provided.

* There is uncertainty aboutetiology (i.e., whether the disorder is due to a general
medical condition, is substance induced,oris primary).

* There is insufficient opportunity for complete data collection (e.g., in emergency
situations)or inconsistent or contradictory information,but thereis enoughinfor-
mation to placeit within a particular diagnostic class(e.g., the clinician determines
that the individual has psychotic symptoms but does not have enough information
to diagnosea specific Psychotic Disorder).

WaysofIndicating Diagnostic Uncertainty
The followingtable indicates the various ways in whichaclinician mayindicate di-
agnostic uncertainty: 
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Examples of clinical situations
-. Term
ee Other Conditions That May Insufficient information to know whether orv codes(for OTE tb el_. Bea Focus of Clinical Attention) not a presenting problemis attributable to a

Br Be mentaldisorder, e.g., Academic Problem;
Adult Antisocia! Behavior

Diagnosis or Condition Deferred on Information inadequate to make any diag-
Axis | nostic judgment about an Axis | diagnosis or

condition

799.3

information inadequate to make any diag-799.9 Diagnosis Deferred on Axis Il
nostic judgment about an Axis I diagnosis

Enough information available to rule out a
Psychotic Disorder, but furtherspecification
is not possible

g 300.9 Unspecified Mental Disorder
: (nonpsychotic)

298.9 Psychotic Disorder Not Otherwise|Enough information available to determine
E Specified the presence of a Psychotic Disorder, but fur-

ther specification is not possible

[Class of disorder] Not Otherwise Specified Enough information available to indicate
@g., Depressive Disorder Not Otherwise—_—the class of disorder that is present, but fur-
Specified ther specificationis not possible, either be-

cause there is not sufficient information to

if make a more specific diagnosis or because
i the clinical features of the disorder do not
ae meetthe criteria for any of the specific cate-

ati gories in that class

 

 
 
 

Enoughinformation available to make a
“working” diagnosis, but the clinician wishes
to indicate a significant degree of diagnostic

: uncertainty

[Specific diagnosis] (Provisional)
e.g., Schizophreniform Disorder

‘ (Provisional)

Frequently Used Criteria

_ Criteria Used to Exclude Other Diagnoses and
’ to Suggest Differential Diagnoses

Mostofthecriteria sets presented in this manualinclude exclusioncriteria that are
Necessary to establish boundaries between disorders andtoclarify differential diag-
Noses. The severaldifferent wordingsof exclusioncriteria in thecriteria sets through-
out DSM-IV reflectthe different types of possible relationships among disorders:

7 “Criteria have never been met for...” This exclusion criterion is used to define
alifetime hierarchy betweendisorders. For example, a diagnosis of Major Depres-
sive Disorder can no longer be given once a Manic Episode has occurred and must
be changed to a diagnosis of Bipolar I Disorder.
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6 Use of the Manual

* “Criteria are not met for...” This exclusion criterion is used to establish a hier-

archy betweendisorders (or subtypes) defined cross-sectionally. For example, the
specifier With Melancholic Features takes precedence over With Atypical Features
for describing the current Major Depressive Episode.

* “does not occur exclusively during the course of... This exclusion criterion
prevents a disorder from being diagnosed when its symptom presentation occurs
only during the course of another disorder. For example, dementia is not diag-
nosed separately if it occurs only during delirium; Conversion Disorder is not
diagnosed separatelyif it occurs only during Somatization Disorder; Bulimia Ner-
vosais not diagnosed separately if it occurs only during episodes of Anorexia Ner-
vosa, This exclusion criterion is typically used in situations in which the symptoms
of one disorderare associated features or a subsetof the symptomsof the preempt-
ing disorder. Theclinician should consider periods ofpartial remission as part of
the “course of another disorder.” It should be noted that the excluded diagnosis
can be given at times whenit occurs independently (e.g., when the excluding dis-
orderis in full remission).

* “notdueto the direct physiological effects of a substance(e.g., a drug of abuse,
a medication) or a general medical condition.” This exclusioncriterion is used

to indicate that a substance-induced and general medical etiology must be consid-
ered and ruled outbefore the disorder can be diagnosed (e.g., Major Depressive
Disorder can be diagnosed only after etiologies based on substance use and a gen-
eral medical condition have been ruled out),

* “not better accounted for by...” This exclusion criterion is used to indicate that
the disorders mentionedin the criterion mustbe considered in the differential di-
agnosis of the presenting psychopathology andthat, in boundary cases, clinical
judgmentwill be necessary to determine which disorder provides the most appro-
priate diagnosis. In such cases, the “Differential Diagnosis” section of the text for
the disorders should be consulted for guidance.

The general convention in DSM-IVis to allow multiple diagnoses to be assigned
for those presentationsthat meetcriteria for more than one DSM-IV disorder. There
are three situations in which the above-mentioned exclusioncriteria help to establish
a diagnostic hierarchy (and thus prevent multiple diagnoses) or to highlight differen-
tial diagnostic considerations (and thus discourage multiple diagnoses):

* When a Mental Disorder Due to a General Medical Condition or a Substance-
Induced Disorderis responsible for the symptoms,it preempts the diagnosis of the
corresponding primary disorder with the same symptoms(e.g., Cocaine-Induced
MoodDisorder preempts Major Depressive Disorder). In such cases, an exclusion
criterion containing the phrase “not dueto the direct physiological effects of...”
is includedin the criteria set for the primary disorder.

* When a more pervasive disorder (e.g., Schizophrenia) has among its defining
symptoms (or associated symptoms)whatare the defining symptomsofaless per-
vasive disorder (e.g,, Dysthymic Disorder), one of the following three exclusion
criteria appears in the criteria set for the less pervasive disorder, indicating that
only the more pervasive disorder is diagnosed: “Criteria have never been met

 

for...,” “Criteria are not met for. . .,” “does not occur exclusively during the
course of ,. .”
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» Whenthereare particularly difficult differential diagnostic boundaries, the phrase
“not better accounted for by...” is included to indicate that clinical judgment is
necessary to determine which diagnosis is most appropriate. For example, Panic
Disorder With Agoraphobia includes the criterion “not better accounted for by
Social Phobia” and Social Phobia includes the criterion “not better accounted for
by Panic Disorder With Agoraphobia”in recognition of the fact thatthis is a par-
ticularly difficult boundary to draw. In some cases, both diagnoses might be
appropriate.

criteria for Substance-Induced Disorders

It is often difficult to determine whether presenting symptomatology is substance in-
duced, that is, the direct physiological consequence of Substance Intoxication or
Withdrawal, medication use, or toxin exposure. In an effort to provide someassis-
tance in making this determination, the twocriteria listed below have been added to
each of the Substance-Induced Disorders. These criteria are intended to provide gen-
eral guidelines, but at the same time allow forclinical judgment in determining
whetheror not the presenting symptoms are best accounted for by the direct physio-
logical effects of the substance. For further discussion of this issue, see p. 209.

B. There is evidence from the history, physical examination, or laboratory
findings ofeither (1) or (2):

(1) the symptoms developed during, or within a month of, Substance
Intoxication or Withdrawal

(2) medication use is etiologically related to the disturbance

C. The disturbance is not better accounted for by a disorderthat is not sub-
stance induced. Evidence that the symptoms are better accounted for by a
disorder that is not substance induced might include the following: the
symptoms precede the onset of the substance use (or medication use); the
symptoms persistfor a substantial period oftime(e.g., about a month)after
the cessation of acute withdrawal orsevere intoxication, or are substantial-

ly in excess of what would be expected giventhe type, duration, or amount
of the substance used;or there is other evidence that suggests the existence
of an independent non-substance-induced disorder(e.g., a history of recur-
rent non-substance-related episodes).

Criteria for a Mental Disorder Due to a

General Medical Condition

Thecriterion listed below is necessary to establish the etiological requirement for
each of the Mental Disorders Due to a General Medical Condition (e.g., Mood Disor-
der Due to Hypothyroidism). For further discussion ofthis issue, see p. 181.

There is evidence from the history, physical examination,or laboratory find-
ings that the disturbanceis the direct physiological consequence of a general
medical condition.

 
10 of 146 Alkermes, Ex. 1022



11 of 146 Alkermes, Ex. 1022

Use of the Manual

Criteria for Clinical Significance

Thedefinition of mental disorder in the introduction to DSM-IV requires that there be
clinically significant impairmentor distress. To highlight the importanceof consider-
ing this issue, the criteria sets for most disorders includea clinical significancecrite-
rion (usually worded “.. . causesclinically significant distress or impairmentin social,
occupational, or other importantareas of functioning”). This criterion helps establish
the threshold for the diagnosis of a disorderin those situations in which the symp-
tomatic presentation byitself (particularly in its milder forms) is not inherently
pathological and may be encounteredin individuals for whom a diagnosis of "mental
disorder” would be inappropriate. Assessing whetherthis criterion is met, especially
in terms of role function, is an inherently difficult clinical judgment. Reliance on in-
formation from family members and other third parties (in addition to the individual)
regarding the individual’s performanceis often necessary.

Types of Information in the DSM-IV Text

The text of DSM-IV systematically describes each disorder underthe following head-
ings: “Diagnostic Features”; “Subtypes and/or Specifiers”; “Recording Procedures”;
“Associated Features and Disorders”; “Specific Culture, Age, and Gender Features”;
“Prevalence”; “Course”; “Familial Pattern”; and “Differential Diagnosis.” When no
informationis available for a section, that section is not included. In someinstances,

when manyof the specific disorders in a group of disorders share commonfeatures,
this information is included in the general introduction to the group.

Diagnostic Features. This section clarifies the diagnostic criteria and often provides
illustrative examples.

Subtypes and/or Specifiers. This section provides definitions and brief discussions
concerning applicable subtypes and/or specifiers.

Recording Procedures. This section provides guidelines for reporting the name of
the disorder and for selecting and recording the appropriate ICD-9-CM diagnostic
code. It also includes instructions for applying any appropriate subtypes and/or
specifiers.

Associated Features and Disorders. This section is usually subdivided into three
parts:

© Associated descriptive features and mental disorders, This section includesclinical
features that are frequently associated with the disorder but that are not consid-
ered essential to making the diagnosis. In some cases, these features were consid-
ered for inclusion as possible diagnosticcriteria but were insufficiently sensitive or
specific to be includedin the final criteria set. Also noted in this section are other
mental disorders associated with the disorder being discussed. It is specified
(when known)if these disorders precede, co-occur with,or are consequences of the
disorder in question (e.g., Alcohol-Induced Persisting Dementia is a consequence
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of chronic Alcohol Dependence).If available, information on predisposing factors
and complications is also included in this section.
Associated laboratory findings. This section provides information onthree typesof
laboratory findings that may be associated with the disorder: 1) those associated
laboratory findings that are consideredto be “diagnostic” of the disorder—for ex-
ample, polysomnographic findings in certain sleep disorders; 2) those associated
laboratory findingsthatare not considered to be diagnosticofthe disorder but that
have been noted to be abnormal in groupsofindividuals with the disorder relative
to control subjects—for example, ventricle size on computed tomographyas a val-
idator of the construct of Schizophrenia; and 3) those laboratory findings that are
associated with the complications of a disorder—for example, electrolyte imbal-
ances in individuals with Anorexia Nervosa.

« Associated physical examinationfindings and general medical conditions. This section
includes information about symptoms elicited by history, or findings noted during
physical examination, that may be ofdiagnostic significance butthat are not essen-
tial to the diagnosis—for example, dental erosion in Bulimia Nervosa. Also includ-
ed are those disorders that are coded outside the “Mental and Behavioural
Disorders” chapter of ICD that are associated with the disorder being discussed.
As is done for associated mental disorders, the type of association(i.e., precedes,
co-occurs with, is a consequenceof) is specified if known—for example,that cir-
thosis is a consequence of Alcohol] Dependence.

Specific Culture, Age, and Gender Features. This section provides guidance for
the clinician concerning variations in the presentationof the disorder that maybe at-
tributable to the individual's cultural setting, developmental stage (e.g., infancy,
childhood, adolescence, adulthood,late life), or gender. This section also includes in-
formation on differential prevalenceratesrelated to culture, age, and gender(e.g., sex
ratio).

Prevalence. This section provides available data on point andlifetime prevalence,
incidence, andlifetime risk. These data are provided for differentsettings (e.g., com-
munity, primary care, outpatient mental health clinics, and inpatient psychiatric set-
tings) whenthis information is known.

Course. This section describes the typicallifetime patternsof presentation and evo-
lution of the disorder. It contains information ontypicalage at onset and modeofonset
(e.g., abrupt or insidious) of the disorder; episodic versus continuotts course; single epi-
sode versus recurrent; duration, characterizing the typical length of the illness andits
episodes; and progression, describing the general trend of the disorder overtime(e.g.,
stable, worsening, improving).

Familial Pattern. This section describes data on the frequency of the disorder
amongfirst-degree biological relatives of those with the disorder compared withthe
frequency in the general population. It also indicates other disorders that tend to
Occur more frequently in family members of those with the disorder. Information
regarding the heritable nature of the disorder (e.g., data from twin studies, known
§enetic transmission patterns) is also includedin this section.

aSeeeeeel
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Differential Diagnosis. This section discusses how to differentiate this disorder
from other disorders that have some similar presenting characteristics.

DSM-IV Organizational Plan

The DSM-IV disorders are groupedinto 16 major diagnostic classes (e.g., Substance-
Related Disorders, Mood Disorders, Anxiety Disorders) and one additionalsection,
“Other Conditions That MayBe a Focusof Clinical Attention.”

Thefirst section is devoted to “Disorders Usually First Diagnosed in Infancy,
Childhood,or Adolescence.” This division of the Classification according to age at
presentation is for convenience only andis notabsolute. Although disorders in this
section are usually first evidentin childhood and adolescence, someindividuals di-
agnosed with disorders located in this section (e.g., Attention-Deficit/ Hyperactivity
Disorder) may notpresentforclinical attention until adulthood. In addition,itis not
uncommonfor the age at onset for many disorders placed in othersections to be dur-
ing childhoodor adolescence(e.g., Major Depressive Disorder, Schizophrenia, Gen-
eralized Anxiety Disorder). Clinicians who work primarily with children and
adolescents should therefore be familiar with the en tire manual, and those who work
primarily with adults should also be familiar with this section.

The next three sections—"Delirium, Dementia, and Amnestic and Other Cognitive
Disorders”; “Mental Disorders Due to a General Medical Condition”; and “Sub-
stance-Related Disorders”—were grouped together in DSM-III-R under the single
heading of “Organic Mental Syndromes and Disorders.” The term “organic mental
disorder” is no longer used in DSM-IV becauseit incorrectly implies that the other
mental disorders in the manual do not have a biological basis. As in DSM-III-R, these
sections are placed before the remainingdisordersin the manual because oftheir pri-
ority in differential diagnosis (e.g., substance-related causes of depressed mood must
be ruled out before making a diagnosis of Major Depressive Disorder). To facilitate
differential diagnosis, complete lists of Mental Disorders Dueto a General Medical
Condition and Substance-Related Disorders appear in these sections, whereas the
text and criteria for these disorders are placed in the diagnostic sections with dis-
orders with which they share phenomenology. For example, the text and criteria for
Substance-Induced Mood Disorder and Mood Disorder Due to a General Medical
Condition are included in the Mood Disorders section.

Theorganizing principleforall the remaining sections (except for AdjustmentDis-
orders) is to group disorders based on their shared phenomenological features in
ordertofacilitate differential diagnosis, The “Adjustment Disorders”section is orga-
nized differently in that these disorders are grouped basedon their commonetiology
(e.g., maladaptive reaction to a stressor). Therefore, the Adjustment Disorders in-
clude a variety of heterogeneous clinical presentations (e.g., Adjustment Disorder
With Depressed Mood, Adjustment Disorder With Anxiety, Adjustment Disorder
With Disturbance of Conduct).

Finally, DSM-IV includesa section for “Other Conditions That May Be a Focusof
Clinical Attention.”

DSM-IV includes 11 appendixes:

Appendix A: Decision Trees for Differential Diagnosis. This appendix contains
six decision trees (for Mental Disorders Due to a General Medical Condition, Sub-
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stance-InducedDisorders, Psychotic Disorders, Mood Disorders, Anxiety Disorders,
and Somatoform Disorders). Their purposeis to aid the clinician in differential diag-
nosis and in understanding the hierarchical structure of the DSM-IV Classification.

Appendix B: Criteria Sets and Axes Provided for Further Study. This appendix
contains a numberof proposals that were suggested for possible inclusion in DSM-IV.
Brief texts and research criteria sets are provided forthe following: postconcussional
disorder, mild neurocognitive disorder, caffeine withdrawal, postpsychotic depres-
sive disorderof Schizophrenia, simple deteriorative disorder, premenstrual dyspho-
ric disorder, minor depressive disorder, recurrent brief depressive disorder, mixed
anvdety-depressive disorder, factitious disorder by proxy, dissociative trance dis-
order, binge-eating disorder, depressive personality disorder, passive-aggressive
personality disorder, Neuroleptic-Induced Parkinsonism, Neuroleptic Malignant
Syndrome, Neuroleptic-Induced Acute Dystonia, Neuroleptic-Induced Acute Aka-
thisia, Neuroleptic-Induced Tardive Dyskinesia, and Medication-Induced Postural!
Tremor. In addition,alternative dimensionaldescriptors for Schizophrenia andan al-
ternative Criterion B for Dysthymic Disorder are included, Finally, three proposed
axes (Defensive Functioning Scale, Global Assessment of Relational Functioning
[GARE] Scale, and Social and Occupational Functioning Assessment Scale [SOFAS])
are provided.

Appendix C: Glossary of Technical Terms, This appendix contains glossary defi-
nitions of selected termsto assist users of the manualin the application ofthe criteria
sets.

Appendix D: Highlights of Changes in DSM-IV Text Revision. This appendix
provides an overview of changes as a result of the DSM-IV textrevision process.

Appendix E: Alphabetical Listing of DSM-IV-TR Diagnoses and Codes. This ap-
pendix lists the DSM-IV disorders and conditions (with their ICD-9-CM codes)in al-
phabetical order. It has been includedto facilitate the selection of diagnostic codes.

Appendix F: Numerical Listing of DSM-IV-TR Diagnoses and Codes. This ap-
pendix lists the DSM-IV disorders and conditions (with their ICD-9-CM codes) in nu-
merical order by code.It has been includedtofacilitate recording of diagnostic terms,

Appendix G: ICD-9-CM Codesfor Selected General Medical Conditions and Med-
ication-Induced Disorders. This appendix contains a list of ICD-9-CM codesfor
selected general medical conditions and has been providedto facilitate coding on
Axis II]. This appendix also provides ICD-9-CM E-codesfor selected medications,
prescribed at therapeutic doselevels, that cause Substance-Induced Disorders. The
E-codes may optionally be coded on Axis I immediately following the related dis-
order(e.g., 292.39 Oral Contraceptive-Induced Mood Disorder, With Depressive Fea-
tures; E932.2 oral contraceptives).

Appendix H: DSM-IV Classification (With ICD-10 Codes). As of the publication
Of thetext revision (in the late spring of 2000), the official coding system in use in the
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12 Use of the Manual

United States is the International Classification of Diseases, Ninth Revision, Clinical
Modification (ICD-9-CM). Throughout much of the world,the official coding system
is the InternationalStatistical ClassificationofDiseases and Related Health Problems, Tenth
Revision (ICD-10). To facilitate the use of DSM-IV internationally, this appendix con-
tains the complete DSM-IV classification with ICD-10 diagnostic codes.

Appendix I: Outline for Cultural Formulation and Glossary of Culture-Bound
Syndromes. This appendix is divided into two sections. Thefirst provides an out-
line for cultural formulation designed toassist the clinician in systematically evalu-
ating and reporting the impactof the individual’s cultural context. The second is

| a glossary of culture-bound syndromes.

Appendix J: DSM-IV Contributors. This appendix lists the names of the advisers
and field-trial participants and other individuals and organizations that contributed
to the development of DSM-IV.

Appendix K: DSM-IV Text Revision Advisers. This appendix lists the names of
the advisers who contributed to the DSM-IV Text Revision.
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Schizophrenia and
Other Psychotic Disorders

T.. disorders in this section include Schizophrenia, Schizophreniform Disorder,
Schizoaffective Disorder, Delusional Disorder, Brief Psychotic Disorder, Shared Psy-
chotic Disorder, Psychotic Disorder Due to a General Medical Condition, Substance-
Induced Psychotic Disorder, and Psychotic Disorder Not Otherwise Specified. These
disorders have been grouped together tofacilitate the differential diagnosis of dis-
ordersthat include psychotic symptomsas a prominent aspectoftheir presentation,
Other disorders that may present with psychotic symptomsas associated features are
included elsewhere in the manual (e.g., Dementia of the Alzheimer’s Type and Sub-
stance-Induced Delirium in the “Delirium, Dementia, and Amnestic and Other Cog-
nitive Disorders” section; Major Depressive Disorder, With Psychotic Features,in the
“Mood Disorders”section). Despite the fact that these disorders are grouped together
in this chapter, it should be understood that psychotic symptomsare not necessarily
consideredto be core or fundamentalfeatures of these disorders, nor do the disorders
in this section necessarily have a commonetiology. In fact, a numberof studies sug-
gest closer etiological associations between Schizophrenia and other disorders that,
by definition, do not present with psychotic symptoms(e.g., Schizotypal Personality
Disorder).

The term psychotic has historically received a numberofdifferent definitions, none
of which has achieved universal acceptance. The narrowest definition of psychotic is
restricted to delusions or prominenthallucinations, with the hallucinations occurring
in the absenceof insightinto their pathological nature. A slightly less restrictive def-
inition would also include prominenthallucinations that the individualrealizes are
hallucinatory experiences. Broaderstill is a definition thatalso includes otherpositive
symptoms ofSchizophrenia(i.e., disorganized speech, grossly disorganized or cata-
tonic behavior). Unlike these definitions based on symptoms,the definition used in
earlier classifications (e.g., DSM-I] and ICD-9) was probably far too inclusive and fo-
cused onthe severity of functional impairment. In that context, a mental disorder was
termed “psychotic”if it resulted in “impairment that grossly interferes with the ca-
pacity to meet ordinary demandsoflife.” The term has also previously been defined
as a “loss of ego boundaries”or a “gross impairmentin reality testing.”

In this manual, the term psychotic refers to the presence of certain symptoms. How-
ever, the specific constellation of symptoms to which the term refers varies to some
extent acrossthe diagnostic categories. In Schizophrenia, Schizophreniform Disorder,
Schizoaffective Disorder, and Brief Psychotic Disorder, the term psychotic refers to de-
lusions, any prominenthallucinations, disorganized speech, or disorganized or cata-
tonic behavior. In Psychotic Disorder Due to a General Medical Condition and in
a

297
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| 298 Schizophrenia and Other Psychotic Disorders
Substance-Induced Psychotic Disorder, psychotic refers to delusions or only those ha]-
lucinationsthat are not accompanied by insight. Finally, in Delusional Disorder and
Shared Psychotic Disorder, psychotic is equivalent to delusional.

The following disorders are includedin this section:

Schizophrenia is a disorder that lasts for at least 6 months and includesatleast
1 month of active-phase symptoms(i.e., two [or more] of the following: delusions,
hallucinations, disorganized speech, grossly disorganized or catatonic behavior, neg-
ative symptoms). Definitions for the Schizophrenia subtypes (Paranoid, Disorga-
nized, Catatonic, Undifferentiated, and Residual) are also includedin this section.

Schizophreniform Disorderis characterized by a symptomatic presentation that
is equivalent to Schizophrenia exceptforits duration (i.e., the disturbance lasts from
1 to 6 months)and the absenceof a requirementthat there be a declinein functioning.

Schizoaffective Disorder is a disorder in which a mood episode andtheactive-
phase symptoms of Schizophrenia occurtogether and were preceded or are followed
by at least 2 weeks of delusions or hallucinations without prominent mood symp-
toms.

Delusional Disorderis characterized by at least 1 month of nonbizarre delusions
without other active-phase symptomsof Schizophrenia.

Brief Psychotic Disorder is a disorder that lasts more than 1 day and remits by
1 month.

Shared Psychotic Disorderis characterized by the presence of a delusionin an in-
dividual whois influenced by someoneelse who has a longer-standing delusion with
similar content.

In Psychotic Disorder Due to a General Medical Condition, the psychotic symp-
toms are judged to be a direct physiological consequence of a general medical condi-
tion.

In Substance-Induced Psychotic Disorder, the psychotic symptoms are judged to
be a direct physiological consequenceof a drug of abuse, a medication,or toxin expo-
sure.

Psychotic Disorder Not Otherwise Specified is included forclassifying psychotic
presentations that do not meet thecriteria for any of the specific Psychotic Disorders
definedin this section or psychotic symptomatology about which thereis inadequate
or contradictory information.

 
Schizophrenia

The essential features of Schizophrenia are a mixture of characteristic signs and
symptoms(both positive and negative) that have been present for a significant por
tion of time during a 1-month period (or for a shorter time if successfully treated),
with somesigns of the disorder persisting for at least 6 months (Criteria A and C).
These signs and symptomsare associated with marked social or occupational dys-
function (Criterion B). The disturbanceis not better accountedfor by Schizoaffective
Disorder or a Mood Disorder With Psychotic Features and is not due to the direct
physiologicaleffects of a substance or a general medical condition (Criteria D and E).
In individuals with a previous diagnosis of Autistic Disorder (or another Pervasive
Developmental Disorder), the additional diagnosis of Schizophrenia is warranted
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Schizophrenia 299

only if prominent delusions or hallucinations are present for at least a month (Crite-
rion F). The characteristic symptoms of Schizophrenia involve a range of cognitive
and emotional dysfunctions that include perception, inferential thinking, language
and communication, behavioral monitoring, affect, fluency and productivity of
thought and speech, hedonic capacity, volition and drive, and attention. No single
symptom is pathognomonic of Schizophrenia; the diagnosis involves the recognition
of a constellation of signs and symptomsassociated with impaired occupational or
social functioning.

Characteristic symptoms (Criterion A) may be conceptualized as falling into two
broad categories: positive and negative. The positive symptoms appear to reflect an
excess or distortion of normal functions, whereas the negative symptoms appear to
reflect a diminution orloss of normal functions. The positive symptoms(Criteria Al-
AA4) include distortions in thought content (delusions), perception (hallucinations),
language and thought process (disorganized speech), and self-monitoring of behay-
ior (grossly disorganized or catatonic behavior). These positive symptoms may com-
prise two distinct dimensions, which mayin turn berelated to different underlying
neural mechanisms andclinical correlates. The “psychotic dimension” includes delu-
sions and hallucinations, whereas the “disorganization dimension”includes disorga-
nized speech and behavior. Negative symptoms(Criterion A5) include restrictions in
the range and intensity of emotional expression (affective flattening), in the fluency
and productivity of thought and speech (alogia), and in the initiation of goal-directed
behavior (avolition).

Delusions (Criterion Al) are erroneousbeliefs that usually involve a misinterpre-
tation of perceptions or experiences. Their content may include a variety of themes
(e.g., persecutory, referential, somatic, religious, or grandiose). Persecutory delusions
are most common;the person believes heor she is being tormented, followed,tricked,
spied on, or ridiculed. Referential delusions are also common; the person believes
that certain gestures, comments, passages from books, newspapers, song lyrics, or
other environmental cues are specifically directed at him or her. The distinction be-
tween a delusion and a strongly held idea is sometimes difficult to make and depends
in part on the degree of conviction with which the belief is held despite clear contra-
dictory evidence regardingits veracity.

Althoughbizarre delusions are considered to be especially characteristic of Schizo-
phrenia, “bizarreness” may be difficult to judge, especially across different cultures.
Delusions are deemedbizarreif they are clearly implausible and not understandable
and do not derive from ordinary life experiences. An example of a bizarre delusion is
a person’s belief that a stranger has removedhisor her internal organs and has re-
placed them with someoneelse’s organs without leaving any woundsorscars. An ex-
ample of a nonbizarre delusion is a person’s false belief that he or she is under
surveillance by the police. Delusions that express a loss of control over mind or body
are generally considered to be bizarre; these include a person's belief that his or her
thoughts have been taken away by some outside force (“thought withdrawal"), that
alien thoughts have been putinto his or her mind (“thoughtinsertion”), or that his or
her bodyoractions are being acted on or manipulated by someoutsideforce (“delu-
sions of control”). If the delusions are judged to be bizarre, only this single symptom
is neededto satisfy Criterion A for Schizophrenia.

Hallucinations (Criterion A2) may occur in any sensory modality (e.g., auditory,
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visual, olfactory, gustatory, and tactile), but auditory hallucinations are by far the
most common. Auditory hallucinations are usually experienced as voices, whether
familiar or unfamiliar, that are perceived as distinct from the person’s own thoughts,
The hallucinations must occur in the context of a clear sensorium; those that occur

whilefalling asleep (hypnagogic) or waking up (hypnopompic)are considered to be
within the range of normal experience. Isolated experiences of hearing one’s name
called or experiences that lack the quality of an external percept(e.g., a humming in
one’s head) shouldalso not be considered as symptomatic of Schizophreniaor any
other Psychotic Disorder. Hallucinations may be a normal part of religious experj-
ence in certain cultural contexts. Certain types of auditory hallucinations(i.e., two or
more voices conversing with one anotheror voices maintaining a running commen-
tary on the person’s thoughts or behavior) have been considered to be particularly
characteristic of Schizophrenia. If these types of hallucinationsare present, then only
this single symptom is neededto satisfy Criterion A.

Disorganizedthinking (“formal thought disorder”) has been argued by someto be
the single most important feature of Schizophrenia. Becauseofthe difficulty inherent
in developing an objective definition of “thoughtdisorder,” and becauseinaclinical
setting inferences about thoughtare based primarily on the individual's speech, the
conceptof disorganized speech (Criterion A3) has been emphasizedin the definition
for Schizophrenia usedin this manual. The speech of individuals with Schizophrenia
may be disorganized in a variety of ways. The person may “slip off the track” from
one topic to another (“derailment” or “loose associations”); answers to questions may
be obliquely related or completely unrelated (“tangentiality”); and, rarely, speech
may be so severely disorganized thatit is nearly incomprehensible and resembles re-
ceptive aphasiain its linguistic disorganization (“incoherence” or “word sa lad’’). Be-
cause mildly disorganized speech is common and nonspecific, the symptom must be
severe enoughto substantially impair effective communication. Less severe disorga-
nized thinking or speech may occur during the prodromal andresidual periods of
Schizophrenia (see Criterion C).

Grossly disorganized behavior (Criterion A4) may manifest itself in a variety of
ways, ranging from childlikesilliness to unpredictable agitation. Problems may be
noted in any form of goal-directed behavior, leadingto difficulties in performing ac-
tivities of daily living such as preparing a meal or maintaining hygiene. The person
may appear markedly disheveled, may dress in an unusual manner(e.g., wearing
multiple overcoats, scarves, and gloves ona hot day), or may display clearly inappro-
priate sexual behavior(e.g., public masturbation) or unpredictable and untriggered
agitation (e.g., shouting or swearing). Care should be taken not to apply this criterion
too broadly. For example, a few instances of restless, angry, or agitated behavior
should not be considered to be evidence of Schizophrenia, especiallyif the motivation
is understandable.

Catatonic motor behaviors (Criterion A4) include a marked decreasein reactivity
to the environment, sometimesreaching an extreme degree of complete unawareness
(catatonic stupor), maintaininga rigid posture andresisting efforts to be moved (cata-
tonic rigidity), active resistance to instructions or attempts to be moved (catatonic
negativism), the assumption of inappropriate or bizarre postures (catatonic postur
ing), or purposeless and unstimulated excessive motor activity (catatonic excite
ment). Although catatonia has historically been associated with Schizophrenia, the
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Schizophrenia 301

clinician should keep in mindthatcatatonic symptoms are nonspecific and may occur
in other mental disorders (see Mood Disorders With Catatonic Features, p. 417), in
general medical conditions (see Catatonic Disorder Due to a General Medical Con-
dition, p. 185), and Medication-Induced Movement Disorders (see Neuroleptic-
Induced Parkinsonism,p. 792).

The negative symptoms of Schizophrenia (Criterion AS) accountfor a substantial
degree of the morbidity associated with the disorder. Three negative symptoms—
affective flattening, alogia, and avolition—are included in the definition of Schizo-
phrenia; other negative symptoms (e.g., anhedonia)are noted in the “Associated Fea-
tures and Disorders” section below. Affective flatteningis especially common andis
characterized bythe person’s face appearing immobile and unresponsive, with poor
eye contact and reduced body language. Although a person with affective flattening
may smile and warm upoccasionally, his or her range of emotional expressivenessis
clearly diminished mostofthe time. It may be useful to observe the person interacting
with peers to determine whether affectiveflattening is sufficiently persistent to meet
the criterion. Alogia (poverty of speech)is manifested by brief, laconic, empty replies.
The individual with alogia appears to have a diminution of thoughts thatis reflected
in decreased fluency and productivity of speech. This must be differentiated from an
unwillingness to speak,a clinical judgment that may require observation overtime
andin a variety of situations. Avolition is characterized by an inability to initiate and
persist in goal-directed activities. The person may sit for long periods of time and
showlittle interest in participating in work orsocial activities.

Although common in Schizophrenia, negative symptoms are difficult to evaluate
because they occur on a continuum with normality, are relatively nonspecific, and
may be dueto a variety of other factors (including positive symptoms, medication
side effects, depression, environmental understimulation, or demoralization). If a
negative symptomis judged to be clearly attributable to any of these factors, then it
should not be considered in making the diagnosis of Schizophrenia.For example, the
behaviorof an individual who hasthe delusional belief that he will be in dangerif he
leaves his room or talks to anyone may mimicsocial isolation, avolition, and alogia.
Certain antipsychotic medications often produce extrapyramidalsideeffects, such as
bradykinesia, that may mimic affective flattening. The distinction between true neg-
ative symptoms and medication side effects often depends on clinical judgment
concerning the type of antipsychotic medication,the effects of anticholinergic medi-
cations, and dosage adjustments. The difficult distinction between negative symp-
toms and depressive symptoms may be informed by the other accompanying
symptoms that are presentandthefact that individuals with symptomsof depression
typically experience an intensely painful affect, whereas those with Schizophrenia
have a diminution or emptinessofaffect. Finally, chronic environmental understim-
ulation or demoralization mayresult in learned apathy and avolition.In establishing
the presence of negative symptoms that are to be used in making the diagnosis of
Schizophrenia, perhapsthe besttest is their persistence for a considerable period of
time despite efforts directed at resolving each of the potential causes described above.
It has been suggested that enduring negative symptoms that are notattributable to
the secondary causes described above bereferred to as “deficit” symptoms.

Criterion A for Schizophrenia requiresthatat least two ofthe five items be present
concurrently for much ofat least 1 month. However,if delusions are bizarre or hallu-
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cinations involve “voices commenting” or “voices conversing,” then the presenceof
only one item is required. The presenceofthis relatively severe constellation of signs
and symptomsis referred to as the “active phase.” In those situations in which the
active-phase symptoms remit within a month in response to treatment, Criterion 4
can still be considered to have been metif the clinician judges that the symptoms
would have persisted for a month in the absenceofeffective treatment.In children,
evaluationof the characteristic symptomsshould include due considerationof the pres-
ence of other disorders or developmental difficulties. For example, the disorganized
speech in a child with a Communication Disorder should not count toward a diagno-
sis of Schizophrenia unless the degree of disorganizationis significantly greater than
would be expected on the basis of the Communication Disorderalone.

Schizophrenia involves dysfunction in one or more major areas of functionin
(e.g., interpersonal relations, work or education,orself-care) (Criterion B). Typically,
functioning is clearly below that which had been achieved before the onset of symp-
toms. If the disturbance begins in childhood or adolescence, however, there may be
a failure to achieve what would have been expected for the individual rather than
a deterioration in functioning. Comparing the individual with unaffected siblings
may be helpful in making this determination. Educational progress is frequently
disrupted, and the individual may be unable to finish school. Many individuals are
unable to hold a job for sustained periods of time and are employedat a lowerlevel
than their parents (“downward drift”). The majority (60%-70%) of individuals with
Schizophrenia do not marry, and most haverelatively limited social contacts. The
dysfunction persists for a substantial period during the course of the disorder and
does not appear to be a direct result of any single feature. For example, if a woman
quits her job because of the circumscribed delusion that herbossis trying to kill her,
this aloneis not sufficient evidenceforthis criterion unless there is a more pervasive
pattern of difficulties (usually in multiple domainsof functioning),

Some signs of the disturbance must persist for a continuous period ofat least
6 months (Criterion C), During that time period, there must be at least 1 month of
symptoms(or less than 1 month if symptomsare successfully treated) that meet Cri-
terion A of Schizophrenia (the active phase), Prodromal symptomsare often present
prior to the active phase, and residual symptoms mayfollow it. Some prodromal and
residual symptomsare relatively mild or subthreshold forms of the positive symp-
tomsspecified in Criterion A. Individuals may express a variety of unusual or odd
beliefs that are not of delusional proportions(e.g., ideas of reference or magical think-
ing); they may have unusual perceptual experiences(e.g., sensing the presence of an
unseen person or force in the absence of formed hallucinations); their speech may be
generally understandable but digressive, vague, or overly abstract or concrete; and
their behavior may be peculiar butnot grossly disorganized (e.g., mumbling to them-
selves, collecting odd and apparently worthless objects). In addition to these positive-
like symptoms, negative symptomsareparticularly commonin the prodromal and
residual phases and can often be quite severe. Individuals who had been socially ac-
tive may become withdrawn;theylose interest in previously pleasurable activities:
they may becomeless talkative and inquisitive; and they may spendthe bulk of their
time in bed. Such negative symptomsare often thefirst sign to the family that some
thing is wrong; family members mayultimately report that they experienced the in-
dividual as “gradually slipping away.”
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Subtypes and Course Specifiers

The diagnosis of a particular subtype is based on the clinical picture that occasioned
the most recent evaluation or admission toclinical care and may therefore change
overtime. Separate text andcriteria are provided for eachofthe following subtypes:

295.30 Paranoid Type(see p. 313)
295.10 Disorganized Type(see p, 314)
295.20 Catatonic Type (see p. 315)
295.90 Undifferentiated Type(see p. 316)
295.60 Residual Type(see p. 316)

The following specifiers may be used to indicate the characteristic course of symp-
toms of Schizophrenia over time. These specifiers can be applied onlyafter at least
1 year has elapsedsince the initial onset of active-phase symptoms. Duringthisinitial
1-year period, no course specifiers can be given.

Episodic With Interepisode Residual Symptoms. This specifier applies
whenthe course is characterized by episodes in which Criterion A for Schizo-
phrenia is metand there areclinically significant residual symptoms between
the episodes. With Prominent Negative Symptomscan be added if prominent
negative symptomsare present during these residual periods.
Episodic With No Interepisode Residual Symptoms. This specifier applies
when the course is characterized by episodes in which Criterion A for Schizo-
phrenia is met and there are no clinically significant residual symptoms be-
tween the episodes.
Continuous. This specifier applies when characteristic symptoms of Criteri-
on A are met throughoutall (or most) of the course. With Prominent Negative
Symptomscan be added if prominent negative symptomsare also present.
Single Episode In Partial Remission. This specifier applies when there has
been a single episode in which Criterion A for Schizophrenia is met and some
clinically significant residual symptoms remain. With Prominent Negative
Symptomscan be addedif these residual symptoms include prominent nega-
tive symptoms.
Single Episode In Full Remission. This specifier applies when there has
beena single episode in which Criterion A for Schizophrenia has been met and
no clinically significant residual symptoms remain.
Other or Unspecified Pattern. This specifier is used if another or an unspec-
ified course pattern has been present.

Recording Procedures

The diagnostic code for Schizophrenia is selected based on the appropriate subtype:
295.30 for Paranoid Type, 295.10 for Disorganized Type, 295.20 for Catatonic Type,
295.90 for Undifferentiated Type, and 295.60 for Residual Type. There are no fifth-
digit codesavailable for the coursespecifiers. In recording the nameofthe disorder,
the course specifiers are noted after the appropriate subtype(e.g,, 295.30 Schizophre-
nia, Paranoid Type, Episodic With Interepisode Residual Symptoms, With Prominent
Negative Symptoms).

 

 
22 of 146 Alkermes, Ex. 1022



23 of 146 Alkermes, Ex. 1022

| 304 Schizophrenia and Other Psychotic Disorders
Associated Features and Disorders

Associated descriptive features and mental disorders. The individual] with Schizo-
phrenia may display inappropriate affect(e.g., smiling, laughing,ora silly facial ex-
pression in the absence of an appropriate stimulus), which is one ofthe defining
features of the Disorganized Type. Anhedonia is commonandis manifested by a loss
of interest or pleasure. Dysphoric mood maytake the form of depression, anxiety,or
anger, There maybedisturbancesin sleep pattern (e.g., sleeping during the day and
nighttimeactivity or restlessness). The individual may show a lack of interest in eat-
ing or may refuse food as a consequenceof delusional beliefs. Often there are abnor-
malities of psychomotor activity (e.g., pacing, rocking, or apathetic immobility).
Difficulty in concentration, attention, and memory is frequently evident.

A majority of individuals with Schizophrenia have poorinsight regardingthefact
that they have a psychotic illness. Evidence suggests that poor insight is a manifesta-
tion oftheillnessitself rather than a coping strategy. It may be comparable to the lack
of awareness of neurological deficits seen in stroke, termed anosognosia. This symp-
tom predisposesthe individual to noncompliance with treatment and has been found
to be predictive of higher relapse rates, increased numberof involuntary hospital ad-
missions, poorer psychosocial functioning, and a poorer courseofillness.

Depersonalization, derealization, and somatic concerns may occur and sometimes
reach delusional proportions. Anxiety and phobias are common in Schizophrenia.
Motor abnormalities (e.g., grimacing, posturing, odd mannerisms, ritualistic or ste-
reotyped behavior) are sometimes present. Thelife expectancy of individuals with
Schizophreniais shorter than that of the general population for a variety of reasons.
Suicideis an importantfactor, because approximately 10%of individuals with Schizo-
phrenia commit suicide—and between 20%and 40% make at least one attempt over
the course of the illness. Althoughthe risk remains high over the whole lifespan, spe-
cific risk factors for suicide include male gender, being under 45 years of age, depres-
sive symptoms, feelings of hopelessness, unemployment, and recent hospital
discharge. Suicide risk is also elevated during postpsychotic periods. Males success-
fully complete suicide more often than females, but both groupsare at increased risk
relative to the general population.

Manystudies have reported that subgroupsofindividuals diagnosed with Schizo-
phrenia have a higher incidence ofassaultive and violent behavior, The major predic-
tors of violent behavior are male gender, younger age, past history of violence,
noncompliance with antipsychotic medication, and excessive substance use. How-
ever, it should be noted that most individuals with Schizophrenia are not more dan-
gerousto others than those in the general population.

Rates of comorbidity with Substance-Related Disorders are high. Nicotine Depen-
denceis especially high, with estimates ranging from 80%to 90%ofindividuals with
Schizophrenia being regular cigarette smokers, Furthermore, these individuals tend
to smoke heavily and to choose cigarettes with high nicotine content. Comorbidity
with Anxiety Disorders has also been increasingly recognized in Schizophrenia. In
particular, rates of Obsessive-Compulsive Disorder and Panic Disorder are elevated
in individuals with Schizophrenia relative to the general population. Schizotypal,
Schizoid, or Paranoid Personality Disorder may sometimes precede the onset of
Schizophrenia. Whetherthese Personality Disorders are simply prodromalto Schiz0-
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phrenia or whether they constitute a separate earlier disorderis not clear.
An increased risk of Schizophrenia has been found in association with prenatal

and childhood factors(e.g., prenatal exposureto flu, prenatal exposure to famine, ob-
stetric complications, central nervous system infection in early childhood).

Associated laboratory findings. No laboratory findings have been identified that
are diagnostic of Schizophrenia. However,a variety of measures from neuroimaging,
neuropsychological, and neurophysiological studies haye shown differences be-
tween groups ofindividuals with Schizophrenia and appropriately matched control
subjects.In the structural neuroimagingliterature, the most widely studied and most
consistently replicated finding continues to be enlargementof thelateral ventricles.
Many studies have also demonstrated decreasedbrain tissue as evidenced by wid-
enedcortical sulci and decreased volumes of gray and white matter. However, there
is ongoing controversy as to whether the apparent decrease in brain tissueis a focal
as opposed to a more diffuse process. When examinedby region, the temporal lobe
has mostconsistently been found to be decreased in volume, while the frontal lobe is
implicated less often. Within the temporal lobe, there is evidence offocal abnormali-
ties, with medial temporal structures (hippocampus, amygdala, and entorhinal cor-
tex), as well as the superior temporal gyrus and planum temporale, mostconsistently
found to be smaller in volume. Decreased thalamic volume has also been observed in

both individuals with Schizophrenia and their unaffected first-degree relatives, but
fewerstudies have lookedat this. Anotherfinding that has been consistently replicat-
edis that of increased basalgangliasize, but thereis increasing evidencethat this may
be an epiphenomenon of treatment with typical neuroleptic medication. An in-
creased incidenceof large cavum septum pellucidi has also been demonstrated in
individuals with Schizophrenia. This may have important pathophysiological impli-
cations, becauseit is suggestive of an early (i.e., prenatal) midline developmental
brain abnormality,at least in a subgroupof individuals with Schizophrenia.

In terms of functional brain imaging studies, hypofrontality (i.e., a relative de-
crease in cerebral blood flow, metabolism, or some other proxy for neural activity)
continuesto be the mostconsistently replicated finding. However,there is increasing
recognition that functional abnormalities are unlikely to be limited to any one brain
region, and most of the morerecent studies suggest more widespread abnormalities
involving cortical-subcortical circuitry.

Neuropsychological deficits are a consistentfinding in groupsof individuals with
Schizophrenia. Deficits are evident across a range of cognitive abilities, including
memory, psychomotorabilities, attention, and difficulty in changing responseset. In
addition to the presence of these deficits among chronically ill individuals with
Schizophrenia, there is increasing evidence that manyof these deficits are found
amongindividuals during their first psychotic episode and prior to treatment with
antipsychotic medication, in individuals with Schizophrenia whoarein clinical re-
mission, as well as in unaffected first-degreerelatives. For these reasons, someofthe
neuropsychological deficits are thoughtto reflect more fundamental features of the
illness and, perhaps, to reveal vulnerability factors for Schizophrenia. These deficits
are clinically meaningful in that they are related to the degree ofdifficulty that some
individuals with Schizophrenia have with activities of daily living as well as the abil-
ity to acquire skills in psychosocial rehabilitation. Accordingly, the severity of neu-

oo
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ropsychological deficits is a relatively strong predictor of social and vocational
nit outcome,
iI, Several neurophysiological abnormalities have been demonstrated in groupsof

Hi individuals with Schizophrenia. Among the most commonare deficits in the percep-
||, tion andprocessingof sensory stimuli (e.g., impairmentin sensory gating), abnormal
/ | smooth pursuit and saccadic eye movements, slowed reaction time, alterations in
| brain laterality, and abnormalities in evoked potential electroencephalograms.

Abnormal laboratory findings may also be noted as a complication either of
Schizophreniaorofits treatment. Someindividuals with Schizophrenia drink exces-
sive amountsof fluid (“water intoxication”) and develop abnormalities in urine spe-
cific gravity orelectrolyte imbalances. Elevated creatine phosphokinase (CPK)levels 4
may result from Neuroleptic Malignant Syndrome(see p. 795).

 
Associated physical examination findings and general medical conditions. —_In-

yh dividuals with Schizophrenia are sometimes physically awkward and may display
neurological “soft signs,” such asleft/right confusion, poor coordination, or mirror-
ing. Some minorphysical anomalies (e.g., highly arched palate, narrow- or wide-set

ih eyes or subtle malformationsof the ears) may be more common among individuals
HIE | with Schizophrenia. Perhaps the most commonassociated physical findings are mo- \

\| tor abnormalities. Most of these are likely to be related to side effects from treatment
i with antipsychotic medications. Motor abnormalities that are secondary to neurolep-

tic treatmentinclude Neuroleptic-Induced Tardive Dyskinesia (see p. 803), Neurolep-
tic-Induced Parkinsonism (see p. 792), Neuroleptic-Induced Acute Akathisia (see
p. 800), Neuroleptic-Induced Acute Dystonia(see p. 798), and Neuroleptic Malignant
Syndrome(see p. 795). Spontaneous motorabnormalities resembling those that may
be induced by neuroleptics(e.g., sniffing, tongue clucking, grunting) had been de-
scribed in the preneuroleptic era andarealsostill observed, although they may bedif-
ficult to distinguish from neuroleptic effects. Other physical findings may berelated
to frequently associated disorders. For example, because Nicotine Dependenceis so

i common in Schizophrenia, these individuals are more likely to develop cigarette-
related pathology (e.g., emphysema and other pulmonary andcardiac problems).

 
Specific Culture, Age, and GenderFeatures

Clinicians assessing the symptomsof Schizophrenia in socioeconomicor culturalsit-
uations that aredifferent from their own musttake culturaldifferences into account.

Ideas that may appearto be delusional in oneculture (e.g., sorcery and witchcraft)
may be commonly held in another. In somecultures, visual or auditory hallucinations
with a religious content may be a normalpartofreligious experience(e.g., seeing the
Virgin Mary or hearing God's voice). In addition, the assessment of disorganized

al speech may be madedifficult by linguistic variation in narrativestyles across cultures
thataffects the logical form of verbal presentation. The assessmentof affect requires
sensitivity to differencesin styles of emotional expression, eye contact, and bodylan-
guage, which vary across cultures.If the assessmentis conducted in a language that
is different from the individual's primary language, care must be taken to ensurethat
alogiais notrelated to linguistic barriers. Because the cultural meaning of self-initiated,
goal-directed activity can be expected to vary across diverse settings, disturbances of
volition mustalso be carefully assessed.
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vocational There is some evidence thatclinicians may have a tendency to overdiagnose
Schizophrenia in someethnic groups. Studies conductedin the United Kingdom and

groups of ; the United States suggest that Schizophrenia may be diagnosed moreoften in indi-
he percep- } viduals who are African American and Asian American than in other racial groups.
“abnormal \ it is not clear, however, whether these findings representtrue differences amongra-
srations in f cial groups or whetherthey are the result of clinician bias or cultural insensitivity.
ane: ; Cultural differences have been noted in the presentation, course, and outcome of
A either of Schizophrenia. Catatonic behavior has been reported as relatively uncommon among
"ink Excess: individuals with Schizophrenia in the United States but is more commonin non-
Aiehie spe , Western countries. Individuals with Schizophrenia in developing nations tend to
PK)levels have a more acute course and a better outcome than do individuals in industrialized

| nations.
ons. In- The onset of Schizophrenia typically occurs between the late teens and the mid-

ty display 30s, with onset prior to adolescence rare (although cases with age at onset of 5 or
or mirror 6 years have been reported), The essential features of the condition are the samein
P Wide-set fF children, but it may be particularly difficult to make the diagnosis in this age group.
dividuals iP In children, delusions and hallucinations may be less elaborated than those observed
rs are mo- in adults, and visual hallucinations may be more common. Disorganized speech is
treatment observed in a numberofdisorders with childhood onset(¢.g., Communication Disor-
neurolep- ders, Pervasive Developmental Disorders), as is disorganized behavior(e.g., Attention-
Veurolep- Deficit/Hyperactivity Disorder, Stereotypic Movement Disorder). These symptoms
hisia (see should notbe attributed to Schizophrenia without due consideration of these more

common disorders of childhood. Schizophrenia can also begin laterin life (e.g., afterWlalignant
that may age 45 years). Late-onset cases tend to be similar to earlier-onset Schizophrenia,al-
been de- ; though a numberof differences have been observed. For example, the proportion of

iay be dif- i affected women is greater, and individuals with late onset are more likely to have
3e related been married than individuals with an earlier age at onset, but they are nonetheless
NCE aS So more socially isolated and impaired when contrasted to the general population. Clin-
cigarette- ical factors such as the postmenopausalstate, human leukocyte antigen subtypes, and
lems), cerebrovascular disease are possible risk factors. The clinical presentation is more

likely to include persecutory delusions and hallucinations, andless likely to include
disorganized and negative symptoms.Often the courseis characterized by a predom-
inance of positive symptomswith preservation of affect and social functioning. The

tural sit- = courseis typically chronic, although individuals may be quite responsiveto antipsy-
account. chotic medications in lower doses. Amongthosewith the oldest ageat onset(i.e., over

itchcraft) | age 60 years), sensory deficits (e.g., auditory and visual loss) occur more commonly
cinations 3 than in the general adult population, althoughtheir specific role in pathogenesis re-
eeing the a mains unknown. There is also evidence suggesting that cognitive impairmentac-
tganized J | companies the clinical picture. However, the issue of whether identifiable brain
‘cultures , pathology defineslate-onsetillness remains unclear.
requires Evidence from a large bodyofliterature demonstrates that Schizophrenia is ex-
ody lan- } pressed differently in men and women. The modal ageat onset for men is between 18
lage that } and 25 years, and that for womenis between 25 and the mid-30s. The age-at-onsetdis-
sure that i tribution is bimodal for women,witha second peak occurringlaterin life, but unimo-
nitiated, t dal among men. Approximately 3%-10% of women have an age at onset after 40,
ances of whereaslate onset is much less common in men. Womenalso havebetter premorbid

functioning than men. Women with Schizophrenia tend to express moreaffective
!

\
||
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symptomatology, paranoid delusions, and hallucinations, whereas men tend to ex-
press more negative symptoms (flat affect, avolition, social withdrawal). Regarding
the course of Schizophrenia, women havea better prognosis than men,as defined by
numberof rehospitalizations and lengthsof hospital stay, overall duration ofillness,
timeto relapse, responseto neuroleptics, and social and work functioning. However,
the gender advantage in these parameters appears to attenuate to some degree with
age (i.e., short- to medium-term outcomeis better in women, but long-term outcome
for women, especially in the postmenopausal period, becomes more like that for
men). A slightly higher incidence of Schizophrenia has been observed in men than in
women.Further, a numberof studies have demonstrated gender differences in the
genetic transmission of Schizophrenia. Rates of Schizophrenia among family mem-
bers of women with Schizophrenia are higher than those among family members of
men with Schizophrenia, whilerelatives of men havea higher incidence of schizotyp-
al and schizoid personality traits than do those of women.

Prevalence

Schizophrenia has been observed worldwide. Prevalences among adults are often re-
ported to be in the range of 0.5%to 1.5%. Annual incidences are most often in the
range of0.5 to 5.0 per 10,000. Incidence estimates beyond this range have been report-
ed for some population groups—for instance, a far higher incidence for second-
generation African Caribbeans living in the Uni ted Kingdom.

Birth cohort studies suggest some geographic and historical variations in inci-
dence. For example,an elevated risk has been reported among urban-born individu-
als compared with rural-born individuals,as well as a gradually declining incidence
for later-born birth cohorts.

  
Course

   
The median ageat onsetforthe first psychotic episode of Schizophreniais in the early
to mid-20s for men andin the late 20s for women. The onset may be abruptor insid-
ious, but the majority of individuals display some typeof prodromal phase manifest-
ed by the slow and gradual developmentof a variety of signs and symptoms(e.g,
social withdrawal, loss of interest in school or work, deterioration in hygiene and
grooming, unusualbehavior, outbursts of anger). Family members mayfind this be-
havior difficult to interpret and assumethatthe person is “going through a phase.”
Eventually, however, the appearance of some active-phase symptom marks the dis-
turbance as Schizophrenia, The age at onset may have both pathophysiological and
prognostic significance. Individuals with an early age at onset are more often male
and have a poorer premorbid adjustment, lower educational achievement, more eVI-
dence of structural brain abnormalities, more prominent negative signs and syMP-
toms, more evidence of cognitive impairmentas assessed with neuropsychological
testing, and a worse outcome. Conversely, individuals with a later onset are more of
ten female, have less evidence of structural brain abnormalities or cognitive impait-
ment, and display a better outcome.

Moststudies of course and outcomein Schizophrenia suggestthat the course may
be variable, with someindividuals displaying exacerbations and remissions, whereas
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others remain chronically ill. Because of variability in definition and ascertainment,
an accurate summary of the long-term outcome of Schizophrenia is not possible.
Complete remission(i.e.,a return to full premorbid functioning) is probably not com-
monin this disorder. Of those who remain ill, some appear to havea relatively stable
course, whereas others show a progressive worsening associated with severe disabil-
ity. Early in the illness, negative symptoms may be prominent, appearing primarily
as prodromalfeatures. Subsequently, positive symptoms appear. Because these pos-
itive symptoms are particularly responsiveto treatment, they typically diminish, but
in many individuals, negative symptoms persist betweenepisodesofpositive symp-
toms. There is some suggestion that negative symptoms may becomesteadily more
prominentin some individuals during the course of the illness. Numerous studies
haveindicated a group offactors that are associated with a better prognosis. These
include good premorbid adjustment,acute onset,later age at onset, absence of anoso-
gnosia (poor insight), being female, precipitating events, associated mood distur-
bance, treatment with antipsychotic medication soon after the onset of the illness,
consistent medication compliance(i.e., early and consistent treatmentpredicts better
responseto later treatment with antipsychotic medication), brief duration ofactive-
phase symptoms, good interepisode functioning, minimal residual symptoms, absence
of structural brain abnormalities, normal neurological functioning, a family history of
Mood Disorder, and no family history of Schizophrenia.

Familial Pattern

Thefirst-degree biological relatives of individuals with Schizophrenia havea tisk for
Schizophrenia thatis about10 times greater than thatof the general population. Con-
cordancerates for Schizophrenia are higher in monozygotic twins than in dizygotic
twins. Adoption studies have shown that biological relatives of individuals with
Schizophrenia have a substantially increased risk for Schizophrenia, whereas adop-
tive relatives have no increasedrisk. Although much evidence suggests the impor-
tance of genetic factorsin the etiology of Schizophrenia, the existence of a substantial
discordance rate in monozygotic twins also indicates the importance of environmen-
tal factors, Somerelatives of individuals with Schizophrenia may also have an in-
creased risk for a group of mental disorders, termed the schizophrenia spectrum.
Althoughthe exact boundaries of the spectrum remain unclear, family and adoption
studies suggestthat it probably includes Schizoaffective Disorder and Schizotypal
Personality Disorder. Other psychotic disorders and Paranoid, Schizoid, and Avoid-
ant Personality Disorders may belong to the schizophrenia spectrum as well, but the
evidence is more limited.

Differential Diagnosis

A wide variety of general medical conditions can present with psychotic symptoms.
Psychotic Disorder Due to a General Medical Condition, a delirium, or a dementia
is diagnosed when there is evidence from the history, physical examination,or labo-
ratory tests that indicates that the delusions or hallucinations are the direct physio-
logical consequence of a general medical condition (e.g,, Cushing's syndrome,brain
tumor)(see p. 334). Substance-Induced Psychotic Disorder, Substance-Induced De-
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lirium, and Substance-Induced Persisting Dementiaare distinguished from Schizo-
phrenia by the fact that a substance (e.g., a drug of abuse, a medication, or exposure
to a toxin) is judgedto beetiologically related to the delusionsor hallucinations(see
p. 338). Many different types of Substance-Related Disorders may produce symp-
tomssimilar to those of Schizophrenia (e.g., sustained amphetamine or cocaine use
may produce delusionsor hallucinations; phencyclidine use may produce a mixture
of positive and negative symptoms). Based on a variety of features that characterize
the course of Schizophrenia and Substance-Related Disorders, the clinician must de-
termine whether the psychotic symptomshavebeen initiated and maintained by the
substance use. Ideally, the clinician should attemptto observe the individual during
a sustained period (e.g., 4 weeks) of abstinence. However, because such prolonged
periodsofabstinenceareoftendifficult to achieve,the clinician may need to consider
otherevidence, such as whether the psychotic symptomsappearto be exacerbated by
the substance and to diminish whenit has been discontinued,the relative severity of

psychotic symptomsin relation to the amount and duration of substance use, and
knowledgeofthe characteristic symptoms produced by a particular substance(e.g.,
amphetaminestypically produce delusions andstereotypies, but notaffective blunt-
ing or prominentnegative symptoms).

Distinguishing Schizophrenia from Mood Disorder With Psychotic Features and
Schizoaffective Disorderis made difficult by the fact that mood disturbanceis com-
mon during the prodromal, active, and residual phases of Schizophrenia. If psychotic
symptomsoccur exclusively during periods of mood disturbance, the diagnosis is
MoodDisorder With Psychotic Features. In Schizoaffective Disorder, there must be
a mood episodethatis concurrent with the active-phase symptoms of Schizophrenia,
mood symptoms mustbe presentfor a substantial portion of the total duration of the
disturbance, and delusions or hallucinations must be presentfor at least 2 weeks in
the absence of prominent mood symptoms.In contrast, mood symptomsin Schizo-
phreniaeither have a duration thatis briefin relation to the total duration of the dis-
turbance, occur only during the prodromal or residual phases, or do not meetfull
criteria for a mood episode. When mood symptomsthat meetfull criteria for a mood
episode are superimposed on Schizophrenia and are of particular clinical signifi-
cance, an additional diagnosis of Depressive Disorder Not Otherwise Specified or
Bipolar Disorder Not Otherwise Specified may be given, Schizophrenia, Catatonic
Type, may be difficult to distinguish from a Mood Disorder With Catatonic
Features.

By definition, Schizophrenia differs from Schizophreniform Disorderon the basis
of duration. Schizophrenia involves the presence of symptoms(including prodromal
or residual symptoms)forat least 6 months, whereas the total duration of symptoms
in Schizophreniform Disorder must be at least 1 month but less than 6 months.
Schizophreniform Disorder also does not require a decline in functioning, Brief Psy-
chotic Disorderis defined by the presence of delusions, hallucinations, disorganized
speech,or grossly disorganized or catatonic behaviorlasting for at least 1 day but for
less than | month.

The differential diagnosis between Schizophrenia and Delusional Disorder rests
on the nature of the delusions (nonbizarre in Delusional Disorder) and the absence of
other characteristic symptoms of Schizophrenia (e.g., hallucinations, disorganized
speech or behavior, or prominent negative symptoms). Delusional Disorder may be
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particularly difficult to differentiate from the Paranoid Type of Schizophrenia, be-
cause this subtype does notinclude prominent disorganized speech, disorganized be-
havior, or flat or inappropriate affect and is often associated with less decline in
functioning than is characteristic of the other subtypes of Schizophrenia. When poor
psychosocial functioningis present in Delusional Disorder,it arises directly from the
delusional beliefs themselves.

A diagnosis of Psychotic Disorder Not Otherwise Specified may be madeif insuf-
ficient information is available to choose between Schizophrenia and other Psychotic
Disorders (e.g., Schizoaffective Disorder) or to determine whetherthe presenting
symptoms are substance inducedorare the result of a general medical condition,
Such uncertainty is particularly likely to occur early in the course of the disorder,

Although Schizophrenia and Pervasive Developmental Disorders (e.g., Autistic
Disorder) share disturbances in language, affect, and interpersonal relatedness, they
can be distinguished in a numberof ways. Pervasive Developmental Disorders are
characteristically recognized during infancy or early childhood (usually before age
3 years), whereas such early onset is rare in Schizophrenia. Moreover, in Pervasive
Developmental Disorders,there is an absence of prominent delusions and hallucina-
tions; more pronounced abnormalities in affect: and speech that is absent or minimal
and characterized by stereotypies and abnormalities in prosody. Schizophrenia may
occasionally develop in individuals with a Pervasive Developmental Disorder; a di-
agnosis of Schizophrenia is warranted in individuals with a preexisting diagnosis of
Autistic Disorder or another Pervasive Developmental Disorder only if prominent
hallucinations or delusions have been presentfor at least a month. Childhood-onset
Schizophrenia mustbedistinguished from childhood presentations combining dis-
organized speech (from a Communication Disorder) and disorganized behavior
(from Attention-Deficit/Hyperactivity Disorder).

Schizophrenia shares features (e.g., paranoid ideation, magical thinking, social
avoidance, and vague and digressive speech) with and may be preceded by Schizo-
typal, Schizoid, or Paranoid Personality Disorder. An additional diagnosis of Schizo-
phrenia is appropriate when the symptoms are severe enoughto satisfy Criterion A
of Schizophrenia. The preexisting Personality Disorder may be noted on Axis II
followed by “Premorbid” in parentheses le.g., Schizotypal Personality Disorder
(Premorbid)],
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Diagnostic criteria for Schizophrenia

A. Characteristic symptoms: Two (or more) of the following, each present fora signif-
icant portion of time during a 1-month period(orless if successfully treated):

(1) delusions
(2) hallucinations

(3) disorganized speech (e.g., frequent derailment or incoherence)
(4) grossly disorganized or catatonic behavior
(5) negative symptoms,i.e., affective flattening, alogia, or avolition

Note: Only one Criterion A symptomis required if delusions are bizarre or halluci-
nations consist of a voice keeping up a running commentary on the person's behavior
or thoughts, or two or more voices conversing with each other.

. Socialfoccupational dysfunction: Fora significant portion of the time since the on-

set of the disturbance, one or more majorareas of functioning such as work, inter-
personal relations, or self-care are markedly below the level achieved prior to the
onset (or when the onsetis in childhood or adolescence,failure to achieve expected
level of interpersonal, academic, or occupational achievement).

. Duration: Continuous signs of the disturbance persist for at least 6 months.This 6-
month period must include at least 1 month of symptoms(orless if successfully treat-
ed) that meet Criterion A (i.e., active-phase symptoms) and may include periods of
prodromalor residual symptoms. During these prodromalor residual periods, the
signs of the disturbance may be manifested by only negative symptoms or two or
more symptomslisted in Criterion A present in an attenuated form (e.g., odd beliefs,
unusual perceptual experiences).

Schizoaffective and Mood Disorder exclusion: Schizoaffective Disorder and Mood

Disorder With Psychotic Features have been ruled out because either (1) no Major De-
pressive, Manic, or Mixed Episodes have occurred concurrently with the active-phase
symptoms; or (2) if mood episodes have occurred during active-phase symptoms,
their total duration has been brief relative to the duration of the active and residual

periods.

. Substance/general medical condition exclusion: The disturbance is not due to the
direct physiological effects of a substance (e.g., a drug of abuse, a medication) ora
general medical condition.

Relationship to a Pervasive DevelopmentalDisorder: If there is a history of Autistic
Disorder or another Pervasive Developmental Disorder, the additional diagnosis of
Schizophrenia is made only if prominent delusions or hallucinations are also present
for at least a month (or less if successfully treated).

Classification of longitudinal course (can be applied only after at least 1 year has elapsed
since the initial onset of active-phase symptoms):

Episodic With Interepisode Residual Symptoms(episodes are defined by the
reemergence of prominent psychotic symptoms); a/so specify if: With Promi-
nent Negative Symptoms

Episodic With No Interepisode Residual Symptoms
Continuous(prominent psychotic symptomsare present throughout the period

of observation); also specify if: With Prominent Negative Symptoms
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Diagnostic criteria for Schizophrenia (continued)i

i Single Episode In Partial Remission; a/so specify if: With Prominent
Negative Symptoms

ra signif- Single Episode In Full Remission
id): Other or Unspecified Pattern
 

Schizophrenia Subtypes

The subtypes of Schizophrenia are defined by the predominant symptomatology at
the time of evaluation. Although the prognostic and treatment implications of the
subtypesare variable, the Paranoid and Disorganized Typestendto be the least and

i most severe, respectively. The diagnosis of a particular subtype is based onthe clini-
ce the on- cal picture that occasioned the most recent evaluation or admissionto clinical care

or halluci-
s behavior

ork, inter- and maytherefore change over time. Not infrequently, the presentation may include
ior to the symptoms thatare characteristic of more than one subtype. The choice among sub-
s expected types depends on the following algorithm: Catatonic Type is assigned whenever

| prominent catatonic symptomsare present(regardless of the presence of other symp-
ths, This 6- “t toms); Disorganized Type is assigned whenever disorganized speech and behavior
fully treat- / and flat or inappropriate affect are prominent (unless Catatonic Type is also present);
periods of Paranoid Typeis assigned wheneverthere is a preoccupation with delusions orfre-
sriods, the | quent hallucinations are prominent (unless the Catatonic or Disorganized Typeis
a ches | present). Undifferentiated Type is a residual category describing presentations that

include prominentactive-phase symptomsnot meetingcriteria for the Catatonic, Dis-
organized, or Paranoid Type; artd Residual Type is for presentations in which there

and Mood oy is continuing evidence ofthe disturbance, but thecriteria for the active-phase symp-
Major Be- toms are no longer met.
ee Because of the limited value of the schizophrenia subtypesin clinical and research
icniuias settings (e.g., prediction of course, treatment response,correlates ofiliness), alterna-

tive subtyping schemesare being actively investigated. The alternative with the most

\q empirical support to date proposes that three dimensions of psychopathology (psy-
jue to the fh chotic, disorganized, and negative) may come together in different ways amongindi-
ation} ord ' viduals with Schizophrenia. This dimensionalalternative is described in Appendix B

| (p. 765).
of Autistic

agnosis of * ‘
so pracent 3 295.30 Paranoid Type

The essential feature of the Paranoid Type of Schizophreniais the presence of prom-
as elapsed inent delusions or auditory hallucinations in the context of a relative preservation of

, cognitive functioning and affect. Symptoms characteristic of the Disorganized and
ed by the | Catatonic Types(e.g., disorganized speech,flat or inappropriate affect, catatonic or
th Promi- F disorganized behavior) are not prominent. Delusions are typically persecutory or

a grandiose, or both, but delusions with other themes(e.g., jealousy,religiosity, or so-
1 matization) may also occur. The delusions may be multiple, but are usually organized

1e period ‘ around a coherent theme. Hallucinations are also typically related to the content of
oms
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the delusional theme. Associated features include anxiety, anger, aloomess, and ar-
gumentativeness. The individual may have a superior and patronizing manner and
either a stilted, formal quality or extreme intensity in interpersonalinteractions. The
persecutory themes may predispose the individualto suicidal behavior, and the com-
bination of persecutory and grandiose delusions with anger may predispose the
individual to violence. Onset tendsto belaterin life than the other types of Schizo-
phrenia, and the distinguishing characteristics may be morestable over time. These
individuals usually showlittle or no impairment on neuropsychologicalor other cog-
nitive testing. Some evidence suggests that the prognosis for the Paranoid Type may
be considerably better than for the other types of Schizophrenia,particularly with re-
gard to occupational functioning and capacity for independentliving.

———————

Diagnostic criteria for 295.30 Paranoid Type
A type of Schizophreniain which the following criteria are met:

 
A. Preoccupation with one or more delusions or frequent auditory hallucinations.
B. Noneofthe followingis prominent: disorganized speech, disorganized or catatonic

behavior, or flat or inappropriate affect.

a

295.10 Disorganized Type

The essential features of the Disorganized Type of Schizophrenia are disorganized
speech, disorganized behavior, and flat or inappropriate affect. The disorganized
speech may be accompanied bysilliness and laughter that are not closely related to
the content of the speech. The behavioral disorganization (i.e., lack of goal orienta-
tion) may lead to severe disruption in the ability to perform activities of daily living
(e.g., showering, dressing, or preparing meals). Criteria for the Catatonic Type of
Schizophrenia are not met, and delusions or hallucinations,if present, are fragmen-
tary and not organized intoa coherent theme. Associated features include grimacing,
mannerisms, and other oddities of behavior. Impaired performance may be noted on
a variety of neuropsychological and cognitivetests. This subtypeis also usually ass0-
ciated with poor premorbidpersonality, early and insidious onset, and a continuous
course without significant remissions. Historically, and in other classification 5y5~
tems,this type is termed hebephrenic.
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Diagnostic criteria for 295.10 Disorganized Type
A type of Schizophrenia in which the following criteria are met:
A. All of the following are prominent:

(1) disorganized speech
(2) disorganized behavior
(3) flat or inappropriate affect

B. The criteria are not met for Catatonic Type.

—_ee——_——————————

295.20 Catatonic Type

The essential feature of the Catatonic Type of Schizophrenia is a marked psycho-
motor disturbance that may involve motoric immobility, excessive motor activity,
extreme negativism, mutism, peculiarities of voluntary movement, echolalia, or
echopraxia. Motoric immobility may be manifested by catalepsy (waxyflexibility) or
stupor. The excessive motoractivity is apparently purposeless and is not influenced
by external stimuli. There may be extremenegativism that is manifested by the main-
tenanceof a rigid posture against attempts to be movedorresistancetoall instructions.
Peculiarities of voluntary movement are manifested by the voluntary assumptionof
inappropriate or bizarre postures or by prominent grimacing. Echolalia is the patho-
logical, parrotlike, and apparently senseless Tepetition of a word or phrasejust spo-
ken by another person. Echopraxia is the repetitive imitation of the movements of
another person. Additional featuresinclude stereotypies, mannerisms, and automat-
ic obedience or mimicry, During severe catatonic stupor or excitement, the person
may need careful supervision to avoid self-harm or harmingothers. There are poten-
tial risks from malnutrition, exhaustion, hyperpyrexia, orself-inflicted injury. To di-
agnose this subtype, the individual’s presentation mustfirst meetthe full criteria for
Schizophrenia and not be better accounted for by anotheretiology: substance in-
duced (e.g., Neuroleptic-Induced Parkinsonism, see p: 792), a general medical condi-
tion (see p. 185), or a Manic or Major Depressive Episode (see p. 417).
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Diagnostic criteria for 295.20 Catatonic Type

A type of Schizophrenia in which theclinical picture is dominated by at least two of the
following:

(1) motoric immobility as evidenced by catalepsy (including waxy flexibility) or stupor
(2) excessive motoractivity (that is apparently purposeless and not influenced by exter-

nal stimuli)

(3) extreme negativism (an apparently motiveless resistance to all instructions or main-
tenance of a rigid posture against attempts to be moved) or mutism

(4) peculiarities of voluntary movement as evidenced by posturing (voluntary assump-
tion of inappropriate or bizarre postures), stereotyped movements, prominent man-
nerisms, or prominent grimacing

(5) echolalia or echopraxia

 
295.90 Undifferentiated Type

The essential feature of the Undifferentiated Type of Schizophreniais the presence of
symptomsthat meetCriterion A of Schizophrenia butthat do not meetcriteria for the
Paranoid, Disorganized, or Catatonic Type.

Diagnostic criteria for 295.90 Undifferentiated Type

A type of Schizophrenia in which symptoms that meet Criterion A are present, but thecri-
teria are not met for the Paranoid, Disorganized, or Catatonic Type.

295.60 Residual Type

The Residual Type of Schizophrenia should be used whenthere has beenat least one
episode of Schizophrenia, but the currentclinical picture is without prominent posi-
tive psychotic symptoms(e.g., delusions, hallucinations, disorganized speech or be-
havior). There is continuing evidence of the disturbance as indicated by the presence
of negative symptoms (e.g., flat affect, poverty of speech, or avolition) or two or more
attenuated positive symptoms (e.g., eccentric behavior, mildly disorganized speech,
or odd beliefs). If delusions or hallucinations are present, they are not prominent and
are not accompanied by strong affect. The course of the Residual Type may be time
limited and representa transition betweena full-blown episode and complete remis-
sion. However,it may also be continuously present for many years, with or without
acute exacerbations.
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Diagnostic criteria for 295.60 Residual Type
A type of Schizophrenia in which the following criteria are met:

A. Absence of prominent delusions, hallucinations, disorganized speech, and grossly
disorganized or catatonic behavior.

B. Thereis continuing evidence of the disturbance,as indicated by the presence of neg-
ative symptoms or two or more symptoms listed in Criterion A for Schizophrenia,
present in an attenuatedform (e.g., oddbeliefs, unusual perceptual experiences).

eeeeee

295.40 Schizophreniform Disorder

Diagnostic Features

The essential features of Schizophreniform Disorderare identical to those of Schizo-
phrenia (Criterion A) exceptfor two differences: the total duration of the illness (in-
cluding prodromal, active, and residual phases) is at least 1 month butless than
6 months (Criterion B) and impaired social or occupational functioning during some
partoftheillness is not required (althoughit may occur). The duration requirement
for Schizophreniform Disorderis intermediate between that for Brief Psychotic Dis-
order(in which symptoms lastfor at least 1 day butfor less than 1 month) and Schizo-
phrenia (in which the symptomspersist for at least 6 months). The diagnosis of
Schizophreniform Disorder is made undertwoconditions.In thefirst, the diagnosis
is applied withoutqualification to an episodeofillness of between 1 and 6 months’
duration from which the individual has already recovered.In the second instance, the
diagnosis is applied when a person who,although symptomatic, has been soforless
than the 6 months required for a diagnosis of Schizophrenia. In this case, the diagno-
sis of Schizophreniform Disorder should be qualified as “Provisional” because there
is no certainty that the individual will actually recover from the disturbance within
the 6-month period.If the disturbance persists beyond 6 months, the diagnosis would
be changed to Schizophrenia.

Specifiers

The following specifiers for Schizophreniform Disorder may be used to indicate the
presence or absenceoffeatures that may be associated with a better prognosis:

With Good Prognostic Features. This specifier is used if at least two of the
following features are present: onset of prominent psychotic symptoms within
4 weeks of the first noticeable changein usual behavioror functioning, confu-
sion or perplexity at the height of the psychotic episode, good premorbid so-
cial and occupationalfunctioning, and absenceof blunted orflat affect.
Without Good Prognostic Features. This specifier is used if two or more of
the above features have not been present.
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Associated Features and Disorders

Also see the discussion in the Associated Features and Disorders section for Schizo-
phrenia,p. 304, Unlike Schizophrenia, impairmentin social or occupational function-
ing is not required for a diagnosis of Schizophreniform Disorder. However, most
individuals do experience dysfunction in various areas of daily functioning (e.g,,
work orschool, interpersonalrelationships, andself-care).

Specific Culture, Age, and GenderFeatures
For additionaldiscussionofculture, age, and genderfactors relevantto the diagnosis
of Schizophreniform Disorder, see the Specific Culture, Age, and Gender Features
section for Schizophrenia (p. 306). There are suggestionsthatin developing countries,
recovery from Psychotic Disorders may be more rapid, which would result in higher
rates of Schizophreniform Disorder than of Schizophrenia.   
Prevalence

Available evidence suggests variations in incidence across socioculturalsettings. In
the United States and other developed countries, the incidenceis low, possibly five-
fold less than thatofSchizophrenia.In developing countries, the incidenceis substan-
tially higher, especially for the subtype “With Good Prognostic Features”; in some of
these settings Schizophreniform Disorder may be as common as Schizophrenia. —

Course

Thereis little available information on the course of Schizophreniform Disorder. Ap-
proximately one-third of individuals with an initial diagnosis of Schizophreniform
Disorder (Provisional) recover within the 6-month period and receive Schizophreni-
form Disorderastheir final diagnosis. Of the remaining two-thirds, the majority will
progressto the diagnosis of Schizophrenia or Schizoaffective Disorder.

Familial Pattern

Few family studies have focused on Schizophreniform Disorder. Available evidence
suggests that relatives of individuals with Schizophreniform Disorder have an in-
creased risk for Schizophrenia.
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Differential Diagnosis

 
Becausethe diagnostic criteria for Schizophrenia and Schizophreniform Disorder dif-
fer primarily in terms of duration ofillness, the discussion of the differential diagnosis
of Schizophrenia(p, 309)also applies to Schizophreniform Disorder. Schizophreniform
Disorder differs from Brief Psychotic Disorder, which has a durationofless than
1 month.
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Diagnostic criteria for 295.40 Schizophreniform Disorder
A. Criteria A, D, and E of Schizophrenia are met.

B. An episode of the disorder(including prodromal, active, and residual phases) lasts at
least 1 month but less than 6 months. (When the diagnosis must be made without
waiting for recovery, it should be qualified as “Provisional.”)

Specity if:

Without Good Prognostic Features
With Good Prognostic Features: as evidenced by two(or more) of the following:

(1) onset of prominent psychotic symptomswithin 4 weeks of thefirst noticeable
changein usual behavior or functioning

(2) confusion or perplexity at the height of the psychotic episode
(3) good premorbid social and occupationalfunctioning
(4) absence of blunted or flat affect
 

295.70 Schizoaffective Disorder

Diagnostic Features

Theessential feature of Schizoaffective Disorderis an uninterrupted period ofillness
during which, at some time, there is a Major Depressive, Manic, or Mixed Episode
concurrent with symptoms that meet Criterion A for Schizophrenia (Criterion A). In
addition, during the sameperiodofillness, there have been delusions or hallucina-
tions for at least 2 weeks in the absence of prominent mood symptoms (Criterion B).
Finally, the mood symptoms are presentfor a substantial portionof the total duration
of theillness (Criterion C). The symptoms mustnotbeduetothe direct physiological
effects of a substance(e.g., cocaine) or a general medical condition (e.g., hyperthy-
roidism or temporal lobe epilepsy) (Criterion D). To meetcriteria for Schizoaffective
Disorder, the essential features mustoccur withinasingle uninterrupted period of ill-
ness. The phrase “period ofillness” as used here refers to a time period during which
the individual continues to display active or residual symptoms of psychoticillness.
For someindividuals, this period ofillness maylast for years or even decades. A pe-
riod ofillness is considered to have ended whentheindividual has completely recov-
ered for a significant interval of time and no longer demonstrates any significant
symptoms of the disorder.

The phaseofthe illness with concurrent mood and psychotic symptomsis charac-
terized by thefull criteria being met for both the active phase of Schizophrenia(i.e.,
Criterion A)(see p. 298) and fora Major Depressive Episode(p. 349), a Manic Episode
(p. 357), or a Mixed Episode (p. 362). The duration of the Major Depressive Episode
mustbe at least 2 weeks; the duration of the Manic or Mixed Episode mustbe at least
1 week. Because the psychotic symptoms musthavea total duration ofat least 1 month
to meet Criterion A for Schizophrenia, the minimum duration of a schizoaffective
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episodeis also 1 month. An essential feature of a Major Depressive Episodeis the
presenceof either depressed mood or markedly diminishedinterest or pleasure. Be-
cause loss of interest or pleasure is so common in nonaffective Psychotic Disorders,
to meet Criterion A for Schizoaffective Disorder the Major Depressive Episode must
include pervasive depressed mood (i.e., the presence of markedly diminishedinterest
or pleasureis notsufficient). The phaseoftheillness with psychotic symptomsalone
is characterized by delusions or hallucinations thatlast at least 2 weeks. Although
some mood symptoms may be present during this phase, they are not prominent,
This determination can be difficult and may require longitudinal observation and
multiple sources of information.

The symptomsof Schizoaffective Disorder may occur in a variety of temporalpat-
terns. The followingis a typical pattern: An individual may have pronounced auditory
hallucinations and persecutory delusions for 2 months before the onset of a promi-
nent Major Depressive Episode. The psychotic symptomsand the full Major Depres-
sive Episode are then present for 3 months. Then, the person recovers completely
from the Major Depressive Episode, but the psychotic symptomspersist for another
month before they too disappear. Duringthis periodofillness, the individual's symp-
toms concurrently metcriteria for a Major Depressive Episode and Criterion A for
Schizophrenia, and, during this same period ofillness, auditory hallucinations and
delusions were present both before and after the depressive phase. The total period
of illness lasted for about 6 months, with psychotic symptomsalone present during
the initial 2 months, both depressive and psychotic symptoms present during the
next 3 months, and psychotic symptomsalone present during the last month.In this
instance, the duration of the depressive episode wasnotbriefrelative to the total du-
ration of the psychotic disturbance, and thusthe presentation qualifies for a diagnosis
of Schizoaffective Disorder.

Criterion C for Schizoaffective Disorderspecifies that mood symptoms that meet
criteria for a mood episode mustbe presentfor a substantial portion ofthe entire pe-
riod ofillness. If the mood symptoms are presentfor onlya relatively brief period of
time, the diagnosis is Schizophrenia, not Schizoaffective Disorder. In evaluating this
criterion, the clinician should determine the proportion oftime duringthe continuous
period of psychotic illness (i.e., both active and residual symptoms) in whichthere
weresignificant mood symptoms accompanyingthe psychotic symptoms. The oper-
ationalization of what is meant by “a substantial portion of time” requires clinical
judgment. For example, an individual with a 4-year history of active and residual
symptoms of Schizophrenia develops a superimposed Major Depressive Episode that
lasts for 5 weeks during which the psychotic symptomspersist. This presentation
would not meetthecriterion for “a substantial portion of the total duration” because
the symptomsthat meetcriteria for a mood episode occurredfor only 5 weeks out of
a total of 4 years of disturbance. The diagnosis in this example remains Schizophrenia
with the additional diagnosis of Depressive Disorder Not Otherwise Specified to in-
dicate the superimposed Major Depressive Episode.

   
   

Subtypes

Twosubtypes of Schizoaffective Disorder may be noted based on the mood compo
nent of the disorder:
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Bipolar Type. This subtype applies if a Manic Episode or Mixed Episodeis
part of the presentation. Major Depressive Episodes mayalso occur,
Depressive Type. This subtype applies if only Major Depressive Episodes
are part of the presentation.

Associated Features and Disorders

There may be poor occupational functioning,a restricted rangeofsocial contact,dif-
ficulties with self-care, and increasedrisk of suicide associated with Schizoaffective
Disorder. Residual and negative symptomsare usually less severe and less chronic
than those seen in Schizophrenia. Anosognosia(i.e., poorinsight) is also commonin
Schizoaffective Disorder, but the deficits in insight may be less severe and pervasive
than in Schizophrenia.Individuals with Schizoaffective Disorder maybeat increased
risk for later developing episodes of pure Mood Disorder (e.g., Major Depressive or
Bipolar Disorder) or of Schizophrenia or Schizophreniform Disorder. There may be
associated Alcohol and other Substance-Related Disorders. Limitedclinical evidence
suggests that Schizoaffective Disorder may be preceded by Schizoid, Schizotypal,
Borderline, or Paranoid Personality Disorder.

Specific Culture, Age, and Gender Features

For additional discussion of culture, age, and genderfactors relevant to evaluating
psychotic symptoms, see the text for Schizophrenia (p. 306), and for a discussion of
such factors relevant to diagnosing Mood Disorders, see p. 372 and p. 385. Schizo-
affective Disorder, Bipolar Type, may be more commonin young adults, whereas
Schizoaffective Disorder, Depressive Type, may be more commonin older adults,
The incidence of Schizoaffective Disorder is higher in women than in men—a differ-
ence thatis mostly accounted for by an increased incidence among womenof the De-
pressive Type.

Prevalence

Detailed informationis lacking, but Schizoaffective Disorder appears to be less com-
mon than Schizophrenia.

Course

Thetypical age at onset of Schizoaffective Disorderis early adulthood, although on-
set can occur anywhere from adolescenceto late in life. The prognosis for Schizo-
affective Disorder is somewhatbetter than the prognosis for Schizophrenia, but
considerably worse than the prognosis for Mood Disorders. Substantial occupational
andsocial dysfunction are common. The presenceof precipitating events or stressors
is associated with a better prognosis. The outcomeforSchizoaffective Disorder, Bipo-
lar Type, may bebetter than that for Schizoaffective Disorder, Depressive Type.
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Familial Pattern

There is substantial evidence thatthere is an increasedrisk for Schizophreniain first-
degree biological relatives of individuals with Schizoaffective Disorder. Moststudies
also show thatrelatives of individuals with Schizoaffective Disorder are at increased
risk for Mood Disorders.
 
 
 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

 

 

Differential Diagnosis

General medical conditions and substance use can present with a combination ofpsy-
chotic and mood symptoms. Psychotic Disorder Due to a General Medical Condi-
tion, a delirium, or a dementia is diagnosed whenthere is evidence from the history,
physical examination, or laboratory tests indicating that the symptomsare the direct
physiological consequenceofa specific general medical condition (see p. 334). Sub-
stance-Induced Psychotic Disorder and Substance-Induced Delirium are distin-
guished from Schizoaffective Disorder by the fact that a substance (e.g., a drug of
abuse, a medication, or exposure to a toxin)is judged to be etiologically related to the
symptoms(see p. 338).

Distinguishing Schizoaffective Disorder from Schizophreniaand from MoodDis-
order With Psychotic Featuresis often difficult. In Schizoaffective Disorder, there
must be a moodepisodethatis concurrent with the active-phase symptoms of Schizo-
phrenia, mood symptomsmustbe presentfor a substantial portion of the total dura-
tion of the disturbance, and delusions or hallucinations mustbe present for at least
2 weeks in the absence of prominent mood symptoms.In contrast, mood symptoms
in Schizophrenia either have a duration thatis brief relative to the total duration of
the disturbance, occur only during the prodromalor residual phases, or do not meet
full criteria for a moodepisode. If psychotic symptoms occur exclusively during pe-
riods of mood disturbance,the diagnosis is Mood Disorder With Psychotic Features.
In Schizoaffective Disorder, symptoms should not be counted toward a mood epi-
sodeif theyare clearly the result of symptomsofSchizophrenia(e.g., difficulty sleeping
because of disturbing auditory hallucinations, weightloss becausefood is considered
poisoned,difficulty concentrating because of psychotic disorganization). Loss of in-
terest or pleasure is commonin nonaffective Psychotic Disorders; therefore, to meet
Criterion A for Schizoaffective Disorder, the Major Depressive Episode mustinclude
pervasive depressed mood.

Becausethe relative proportion of mood to psychotic symptoms may change over
the course of the disturbance, the appropriate diagnosis for an individual episode of
illness may change from Schizoaffective Disorder to Schizophrenia(e.g., a diagnosis
of Schizoaffective Disorder for a severe and prominent Major Depressive Episode
lasting 3 monthsduring the first 6 months of a chronic psychotic illness would be
changed to Schizophreniaif active psychotic or prominentresidual symptoms persist
over several years withouta recurrence of another mood episode). The diagnosis may
also changefordifferent episodesofillness separated bya period of recovery. For ex-
ample, an individual may havean episodeof psychotic symptomsthat meet Criterion
A for Schizophrenia during a Major Depressive Episode, recoverfully from this epi-
sode,andthenlater develop 6 weeks of delusions and hallucinations without prom
inent mood symptoms. The diagnosis in this instance would not be Schizoaffective
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297.1 Delusional Disorder 323

Disorder becausethe period of delusions andhallucinations was not continuous with
the initial period of disturbance. Instead, the appropriate diagnosesforthefirst epi-
sode would be Mood Disorder With Psychotic Features, In Full Remission, and
Schizophreniform Disorder (Provisional) for the current episode.

Mooddisturbances, especially depression, commonly develop during the course
of Delusional Disorder. However, such presentations do not meetcriteria for
Schizoaffective Disorder because the psychotic symptoms in Delusional Disorder are
restricted to nonbizarre delusions and therefore do not meetCriterion A for Schizo-
affective Disorder,

If there is insufficient information concerning the relationship between psychotic
and mood symptoms, Psychotic Disorder Not Otherwise Specified may be the most
appropriate diagnosis.

ee

Diagnostic criteria for 295.70 Schizoaffective Disorder
A. An uninterrupted periodofillness during which, at some time, there is either a Major

Depressive Episode, a Manic Episode, or a Mixed Episode concurrent with symptoms
that meet Criterion A for Schizophrenia.

Note: The Major Depressive Episode must include Criterion Al: depressed mood.
B. During the same periodofillness, there have been delusions or hallucinations for at

least 2 weeks in the absence of prominent mood symptoms.

C. Symptomsthat meetcriteria for a moodepisode are present for a substantial portion
of the total duration of the active and residual periods of theillness.

D. The disturbance is not due to the direct physiological effects of a substance (e.g., a
drug of abuse, a medication) or a general medical condition.

Specify type:

Bipolar Type: if the disturbance includes a Manic ora Mixed Episode (or a Manic
or a Mixed Episode and Major Depressive Episodes)
Depressive Type: if the disturbance only includes Major Depressive Episodes

——_e_—_—————

297.1 Delusional Disorder

Diagnostic Features

The essential feature of Delusional Disorderis the presence of one or more nonbizarre
delusions that persist for at least 1 month (Criterion A). A diagnosis of Delusional
Disorderis not given if the individual has ever had a symptom presentation that met
Criterion A for Schizophrenia (Criterion B). Auditory or visual hallucinations, if
present, are not prominent. Tactile or olfactory hallucinations may be present (and
prominent)if they are related to the delusional theme (e.g., the sensation of being in-
fested with insects associated with delusionsofinfestation, or the perception that one
emits a foul odor from a bodyorifice associated with delusions of reference). Apart
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| 324 Schizophrenia and Other Psychotic Disorders
from the direct impactof the delusions, psychosocial functioning is not markedly im-
paired, and behavioris neither obviously odd norbizarre (Criterion C). If mood epi-
sodes occur concurrently with the delusions, the total duration of these mood
episodesisrelatively brief comparedto the total duration of the delusional periods
(Criterion D). The delusions are not due to the direct physiological effects of a sub-
stance (e.g., cocaine) or a general medical condition (e.g., Alzheimer’s disease, sys-
temic lupus erythematosus) (Criterion E).

Although the determination of whether delusionsare bizarre is considered to be
especially importantin distinguishing between Delusional Disorder and Schizophre-
nia, “bizarreness” maybe difficult to judge, especially across different cultures. De-
lusions are deemed bizarreif they are clearly implausible, not understandable, and
not derived from ordinary life experiences(e.g., an individual's belief that a stranger
has removedhis or her internal organs and replaced them with someoneelse’s organs
without leaving any woundsorscars). In contrast, nonbizarre delusions involvesit-
uations that can conceivably occur in real life (e.g., being followed, poisoned, infect-
ed, loved at a distance, or deceived by one’s spouse or lover).

Psychosocial functioningis variable. Some individuals may appear to be relatively
unimpairedin their interpersonal and occupationalroles. In others, the impairment
may be substantial and include low or absent occupational functioning and social iso-
lation. When poorpsychosocial functioning is present in Delusional Disorder,it aris-
es directly from the delusionalbeliefs themselves. For example, an individual whois
convinced that he will be murdered by “Mafia hit men” may quit his job and refuse
to leave his house except late at night and only when dressedin clothes quite different
from his normalattire. All of this behavior is an understandable attempt to prevent
being identified and killed by his presumedassassins. In contrast, poor functioning
in Schizophrenia may be due to both positive and negative symptoms (particularly
avolition), Similarly, a common characteristic of individuals with Delusional Disor-
deris the apparent normality of their behavior and appearance whentheir delusional
ideas are not being discussed oracted on. In general, social and marital functioning
are morelikely to be impaired thanintellectual and occupational functioning,

Subtypes

The type of Delusional Disorder may be specified based on the predominant delu-
sional theme:

Erotomanic Type. This subtype applies whenthe central themeof the delu-
sion is that another person is in love with the individual. The delusion often
concerns idealized romantic love andspiritual union rather than sexualattrac-
tion. The person about whom this convictionis held is usually of higherstatus
(e.g, a famousperson or a superior at work), but can be a complete stranger.
Efforts to contact the object of the delusion (through telephonecalls,letters,
gifts, visits, and even surveillance and stalking) are common, although occa-
sionally the person keepsthe delusion secret. Most individuals with this sub-
type in clinical samples are female; most individuals with this subtype in
forensic samples are male. Some individuals with this subtype, particularly
males, come into conflict with the law in their efforts to pursue the object of
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Delusional Disorder 325

their delusion or in a misguided effort to “rescue” him or her from some imag-
ined danger.
Grandiose Type. This subtype applies when the central theme of the delu-
sion is the conviction of having somegreat (but unrecognized) talentor insight
or having made some important discovery. Less commonly, the individual
mayhavethe delusion of having a special relationship with a prominentper-
son (e.g,, an adviser to the president) or being a prominent person (in which
case the actual person may be regarded as an impostor). Grandiose delusions
may have a religious content(e.g., the person believes that he or she has a spe-
cial message fromadeity).
Jealous Type. This subtype applies when the central themeofthe person's
delusionis that his or her spouse or lover is unfaithful. This belief is arrived at
without due cause and is based on incorrect inferences supported by small bits
of “evidence”(e.g, disarrayed clothing or spots on the sheets), which are collect-
ed and used tojustify the delusion. The individual with the delusion usually
confronts the spouse or lover and attempts to intervene in the imagined infi-
delity (e.g., restricting the spouse’s autonomy,secretly following the spouse,
investigating the imagined lover, attacking the spouse).
Persecutory Type. This subtype applies when the central themeof the delu-
sion involves the person’s belief that he or she is being conspired against,
cheated, spied on, followed, poisoned or drugged, maliciously maligned, ha-
rassed, or obstructed in the pursuit of long-term goals. Small slights may be
exaggerated and becomethe focus of a delusional system. The focusof the de-
lusion is often on someinjustice that must be remedied by legal action (“quer-
ulous paranoia”), and the affected person may engage in repeated attempts to
obtain satisfaction by appeal to the courts and other governmentagencies. In-
dividuals with persecutory delusions are often resentful and angry and may
resort to violence against those they believe are hurting them.
Somatic Type. This subtype applies when the central themeofthe delusion
involves bodily functions or sensations, Somatic delusions can occur in several
forms. Most common are the person’s conviction that he or she emits a foul
odorfrom the skin, mouth, rectum, or vagina; that there is an infestation of in-
sects on orin the skin; that there is an internal parasite; that certain parts of the
body are definitely (contrary to all evidence) misshapen or ugly; or that parts
of the body (e.g., the large intestine) are not functioning.
Mixed Type. This subtype applies when no one delusional theme predomi-
nates.

Unspecified Type. This subtype applies when the dominant delusional
belief cannot be clearly determined or is not described in the specific types
(e.g., referential delusions without a prominent persecutory or grandiose com-
ponent),

Associated Features and Disorders

Social, marital, or work problems can result from the delusional beliefs of Delusional
Disorder.Ideas of reference (e.g., that random events are of special significance) are
comumonin individuals with this disorder. Their interpretation of these events is usu-
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326 Schizophrenia and Other Psychotic Disorders

ally consistent with the content of their delusional beliefs. Many individuals with De-
lusional Disorder develop irritable or dysphoric mood, which can usually be
understood as a reaction to their delusional beliefs. Especially with the Persecutory
and Jealous Types, marked anger and violent behavior can occur. The individual may
engage in litigious behavior, sometimes leading to hundredsofletters of protest to
governmentandjudicial officials and many court appearances. Legaldifficulties can
occur in Delusional Disorder, Jealous Type and Erotomanic Type. Individuals with
Delusional Disorder, Somatic Type, may be subject to unnecessary medical tests and
procedures. Hearing deficiency, severe psychosocial stressors (e.g., immigration),
and low socioeconomic status may predispose an individual to the developmentof
certain types of Delusional Disorder (e.g., Paranoid Type). Major Depressive Epi-
sodes probably occur in individuals with Delusional Disorder more frequently than
in the general population. Delusional Disorder may be associated with Obsessive-
Compulsive Disorder, Body Dysmorphic Disorder, and Paranoid, Schizoid, or Avoid-
ant Personality Disorders.

Specific Culture and Gender Features

An individual's cultural and religious background must be taken into account in
evaluating the possible presence of Delusional Disorder. Some cultures have widely
held and culturally sanctioned beliefs that might be considered delusional in other
cultures. The content of delusions also varies in different cultures and subcultures.

Delusional Disorder, Jealous Type, is probably more common in men than in women,
but there appears to be no major genderdifference in the overall frequency of Delu-
sional Disorder.

Prevalence

Delusional Disorderis relatively uncommonin clinical settings, with most studies
suggesting that the disorder accounts for 1%-2% of admissions to inpatient mental
health facilities. Precise information about the population prevalenceof this disorder
is lacking, but the best estimate is around 0.03%. Becauseofits usually late age at on-
set, the lifetime morbidity risk may be between 0.05% and 0.1%.

Course

The ageat onset of Delusional Disorder is variable, ranging from adolescence to late
in life. The Persecutory Type is the most common subtype. The course is quite vari-
able. Especially in the Persecutory Type, the disorder may be chronic, although a
waxing and waningof the preoccupation with the delusionalbeliefs often occurs. In
othercases,full periods of remission may be followed by subsequentrelapses. In yet
othercases, the disorder remits within a few months, often without subsequent re-
lapse. Some evidence suggests that the Jealous Type may have a better prognosis than
the Persecutory Type. When the Persecutory Type is associated with a precipitating
eventor stressor, it may have a better prognosis.
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Familial Pattern

Somestudies have found that Delusional Disorder is more common amongrelatives
of individuals with Schizophrenia than would be expected by chance, whereas other
studies have found no familial relationship between Delusional Disorder and Schizo-
phrenia. There is limited evidence that Avoidant and Paranoid Personality Disorders
may be especially common among first-degree biological relatives of individuals
with Delusional Disorder.

Differential Diagnosis

The diagnosis of Delusional Disorderis made only when the delusion is not due to
the direct physiologicaleffects of a substance or a general medical condition. A delir-
ium, a dementia, and Psychotic Disorder Due to a General Medical Condition may
present with symptoms that suggest Delusional Disorder. For example, simple per-
secutory delusions (e.g., “someone comes into my room at night and steals my
clothes”) in the early phase of Dementia of the Alzheimer’s Type would be diagnosed
as Dementia of the Alzheimer’s Type, With Delusions. A Substance-Induced Psy-
chotic Disorder, especially due to stimulants such as amphetamines or cocaine, cross-
sectionally may be identical in symptomatology to Delusional Disorder, but can
usually be distinguished by the chronologicalrelationship of substance use to the on-
set and remission of the delusionalbeliefs.

Delusional Disorder can be distinguished from Schizophrenia and Schizophreni-
form Disorderby the absenceofthe other characteristic symptoms of the active phase
of Schizophrenia (e.g., prominent auditory or visual hallucinations, bizarre delu-
sions, disorganized speech, grossly disorganized or catatonic behavior, negative
symptoms). Compared with Schizophrenia, Delusional Disorder usually produces
less impairmentin occupationaland social functioning.

It can be difficult to differentiate Mood Disorders With Psychotic Features from
Delusional Disorder, because the psychotic features associated with Mood Disorders
usually involve nonbizarre delusions without prominent hallucinations, and Delu-
sional Disorder frequently has associated mood symptoms. The distinction depends
on the temporalrelationship between the mood disturbanceandthe delusions and on
the severity of the mood symptoms.If delusions occur exclusively during mood epi-
sodes, the diagnosis is Mood Disorder With Psychotic Features. Al though depressive
symptoms are common in Delusional Disorder, they are usually mild, remit while the
delusional symptomspersist, and do not warrant a separate Mood Disorder diagno-
sis. Occasionally, mood symptoms that meet full criteria for a mood episode are super-
imposed on the delusional disturbance. Delusional Disorder can be diagnosed only if
the total duration ofall mood episodes remainsbriefrelative to the total duration of
the delusional disturbance. If symptomsthat meetcriteria for a mood episode are
present for a substantial portion of the delusional disturbance (ie., the delusional
equivalent of Schizoaffective Disorder), then a diagnosis of Psychotic Disorder Not
Otherwise Specified accompanied by either Depressive Disorder Not Otherwise
Specified or Bipolar Disorder Not Otherwise Specified is appropriate.

Individuals with Shared Psychotic Disorder can present with symptomsthatare
similar to those seen in Delusional Disorder, but the disturbance has a characteristic
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328 Schizophrenia and Other Psychotic Disorders

etiology and course, In Shared Psychotic Disorder, the delusionsarise in the context
of a close relationship with another person, are identical in form to the delusions of
that other person, and diminish or disappear whenthe individual with Shared Psy-
chotic Disorder is separated from the individual with the primary Psychotic Dis-
order. Brief Psychotic Disorderis differentiated from Delusional Disorder by the fact
that the delusional symptomslast less than 1 month. A diagnosis of Psychotic Disor-
der Not Otherwise Specified may be madeif insufficient informationis available to
choose between Delusional Disorder and other Psychotic Disorders or to determine
whether the presenting symptomsare substance induced orthe result of a general
medical condition.

It maybedifficult to differentiate Hypochondriasis (especially With Poor Insight)
from Delusional Disorder. In Hypochondriasis, the fears of having a serious disease
or the concern that one has such a serious disease are held with less than delusional
intensity (i.e., the individualcan entertain the possibility that the feared diseaseis not
present). Body Dysmorphic Disorderinvolves a preoccupation with some imagined
defect in appearance. Manyindividuals with this disorder hold their beliefs with less
than delusional intensity and recognizethat their view of their appearanceis distort-
ed. However,a significant proportion of individuals whose symptoms meetcriteria
for Body Dysmorphic Disorder hold their beliefs with delusional intensity. When
criteria for both disorders are met, both Body Dysmorphic Disorder and Delusional
Disorder, Somatic Type, may be diagnosed. The boundary between Obsessive-
Compulsive Disorder (especially With Poor Insight) and Delusional Disorder can
sometimes be difficult to establish. The ability of individuals with Obsessive-
Compulsive Disorder to recognize that the obsessions or compulsions are excessive
or unreasonable occurs on a continuum.In some individuals, reality testing may be
lost, and the obsession may reach delusional proportions (e.g., the belief that one has
caused the deathof another person by havingwilledit). If the obsessions develop into
sustained delusionalbeliefs that represent a majorpartofthe clinical picture, an ad-
ditional diagnosis of Delusional Disorder may be appropriate.

In contrast to Delusional Disorder, there are no clear-cut or persisting delusional
beliefs in Paranoid Personality Disorder. Whenevera person with a Delusional! Dis-
order hasa preexisting Personality Disorder, the Personality Disorder should belist-
ed on Axis I, followed by “Premorbid”in parentheses. 
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Diagnostic criteria for 297.1 Delusional Disorder

A. Nonbizarre delusions(i.e., involving situations that occur in real life, such as being
followed, poisoned, infected, loved at a distance, or deceived by spouseorlover, or
having a disease) of at least 1 month’s duration.

B. Criterion A for Schizophrenia has never been met. Note: Tactile and olfactory hal-
lucinations may be present in Delusional Disorderif they are related to the delusional
theme.

C. Apart from the impact of the delusion(s) orits ramifications, functioningis not mark-
edly impaired and behavioris not obviously odd orbizarre.

D. If mood episodes have occurred concurrently with delusions, their total duration has
been brief relative to the duration of the delusional periods.

E. The disturbance is not due to the direct physiological effects of a substance (e.g,, a
drug of abuse, a medication) or a general medical condition.

Specify type (the following types are assigned based on the predominant delusional
theme):

Erotomanie Type: delusions that another person, usually of higherstatus,is in
love with the individual

Grandiose Type: delusions of inflated worth, power, knowledge, identity, or
special relationship to a deity or famous person
Jealous Type: delusions that the individual's sexual partner is unfaithful
Persecutory Type: delusions that the person (or someone to whom the person
is clase) is being malevolently treated in some way
Somatic Type: delusions that the person has some physical defect or general
medical condition

Mixed Type: delusions characteristic of more than one of the above types but
no one theme predominates
Unspecified Type

ee

298.8 Brief Psychotic Disorder

Diagnostic Features

The essential feature of Brief Psychotic Disorder is a disturbance that involves the
sudden onsetof at least oneof the following positive psychotic symptoms:delusions,
hallucinations, disorganized speech (e.g., frequent derailment or incoherence), or
grossly disorganizedorcatatonic behavior(Criterion A). An episodeof the disturbance
lasts at Jeast 1 day but less than 1 month,and the individual eventually hasa full re-
turn to the premorbid level of functioning (Criterion B). The disturbanceis notbetter
accounted for by a Mood Disorder With Psychotic Features, by Schizoaffective Dis-
order, or by Schizophrenia and is not dueto the direct physiologicaleffects of a sub-
stance (e.g., a hallucinogen)ora general medical condition(e.g., subdural hematoma)
(Criterion C).
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Specifiers 4 meettheduratior

The following specifiers for Brief Psychotic Disorder may be noted based on the pres- } ale weir:
ence or absenceof precipitating stressors:

With MarkedStressor(s). This specifier may be noted if the psychotic symp- Course
toms develop shortly after and apparently in response to one or more events
that, singly or together, would be markedly stressful to almost anyone in sim- Brief Ps:
ilar circumstances in that person's culture, This type of Brief Psychotic Dis- erage ag
order wascalled “brief reactive psychosis” in DSM-III-R. The precipitating Psychot
event(s) may be any majorstress, such asthe loss of a loved one or the psycho- morbid
logical trauma of combat. Determining whether a specific stressor was a pre- individ
cipitant or a consequenceoftheillness may sometimes be clinically difficult.
In suchinstances, the decision will depend on related factors such as the tem- Famili

i poralrelationship between the stressor and the onset of the symptoms, ancil-
| lary information from a spouseorfriend about levelof functioning priorto the Some e

stressor, and history of similar responsesto stressful eventsin the past. ders, w
Without Marked Stressor(s). This specifier may be noted if the psychotic nia anc
symptoms are not apparently in response to events that would be markedly
stressful to almost anyonein similar circumstances in the person'sculture. Diffei
With Postpartum Onset. This specifier may be notedif the onset of the psy-
chotic symptomsis within 4 weeks postpartum. A widof shor

Associated Features and Disorders ostke
Individuals with Brief Psychotic Disorder typically experience emotional turmoil or physic
overwhelming confusion. They may have rapid shifts from oneintense affect to an- syndr
other, Although brief, the level of impairment may be severe, and supervision may stance
be required to ensure that nutritional and hygienic needs are met and that the indi- Psych
vidual is protected from the consequencesof poor judgment, cognitive impairment, expos
or acting on the basis of delusions. There appearsto be an increased risk of mortality (seep
(with a particularly high risk for suicide), especially among younger individuals. Pre- be he
existing Personality Disorders (e.g., Paranoid, Histrionic, Narcissistic, Schizotypal, or with |
Borderline Personality Disorder) may predisposethe individualto the development symp
of the disorder. Thtoms

z., exclu
Specific Culture Features ic syt

It is importantto distinguish symptomsof Brief Psychotic Disorder from culturally Diso
sanctioned response patterns. For example,in somereligious ceremonies, an individ- chot
ual may report hearing voices, but these do not generally persist and are not per- pres
ceived as abnormal by most membersofthe person’s community. phreIme

sode

Prevalence poss

Cases of Brief Psychotic Disorder are rarely seen in clinical settings in the United tiont
States and other developed countries. The incidence and prevalence of cases that do A
not cometo clinical attention are unknown. However, psychotic disturbances that Sym
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298.8 Brief Psychotic Disorder 331

meet the A and C criteria for Brief Psychotic Disorderbut not theB criterion (i.e., the
duration of active symptomsis 1-6 months as opposed to remitting within a month)
are more commonin developing countries than in developed countries.

Course

Brief Psychotic Disorder may appear in adolescenceorearly adulthood, with the av-
erage age at onset being in thelate 20s or early 30s. By definition, a diagnosis of Brief
Psychotic Disorder requiresa full remission of all symptomsanda return to the pre-
morbidlevel of functioning within 1 month of the onsetof the disturbance. In some
individuals, the duration of psychotic symptoms may be quite brief (e.g., a few days).

Familial Pattern

Some evidence suggests that Brief Psychotic Disorder may be related to MoodDisor-
ders, whereas other evidence suggests that it may be distinct from both Schizophre-
nia and Mood Disorders.

Differential Diagnosis

A wide variety of general medical conditions can present with psychotic symptoms
of short duration. Psychotic Disorder Due to a General Medical Conditionor a de-
lirium is diagnosed whenthere is evidence from the history, physical examination,
or laboratory tests that indicates that the delusions or hallucinations are the direct
physiological consequence of a specific general medical condition (e.g., Cushing's
syndrome, brain tumor)(see p. 334). Substance-Induced Psychotic Disorder, Sub-
stance-Induced Delirium, and Substance Intoxication are distinguished from Brief
Psychotic Disorderbythe fact that a substance(e.g., a drug of abuse, a medication,or
exposure to a toxin) is judged to be etiologically related to the psychotic symptoms
(see p. 338). Laboratory tests, such as a urine drugscreenora blood alcohol level, may
be helpful in making this determination, as may a careful history of substance use
with attention to temporal relationships between substance intake and onset of the
symptoms and the natureof the substance being used.

The diagnosis of Brief Psychotic Disorder cannot be madeif the psychotic symp-
toms are better accounted for by a mood episode(i.e., the psychotic symptoms occur
exclusively during a full Major Depressive, Manic, or Mixed Episode).If the psychot-
ic symptomspersist for 1 month or longer, the diagnosisis either Schizophreniform
Disorder, Delusional Disorder, Mood Disorder With Psychotic Features, or Psy-
chotic Disorder Not Otherwise Specified, depending on the other symptomsin the
presentation. Thedifferential diagnosis between Brief Psychotic Disorder and Schizo-
phreniform Disorderis difficult when the psychotic symptoms have remitted before
1 monthin response to successful treatment with medication, Because recurrent epi-
sodes of Brief Psychotic Disorder are rare, careful attention should be given to the
possibility that a recurrent disorder(e.g., Bipolar Disorder, recurrentacute exacerba-
tions of Schizophrenia) may be responsible for any recurring psychotic episodes.

Anepisodeof Factitious Disorder, With Predominantly Psychological Signs and
Symptoms, may havethe appearanceof Brief Psychotic Disorder, but in such cases
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| 332 Schizophrenia and Other Psychotic Disorders
there is evidence that the symptomsare intentionally produced. When Malingering
involves apparently psychotic symptoms, there is usually evidence that theillness
wasfeigned for an understandable goal.

In certain individuals with Personality Disorders, psychosocial stressors may pre-
cipitate brief periods of psychotic symptoms.These are usually transient and do not
warranta separate diagnosis.If psychotic symptomspersistfor at least 1 day, an ad-
ditional diagnosis of Brief Psychotic Disorder may be appropriate.

Diagnostic criteria for 298.8 Brief Psychotic Disorder
A. Presence of one (or more) of the following symptoms:

(1) delusions
(2) hallucinations
(3) disorganized speech (e.g., frequent derailment or incoherence)
(4) grossly disorganized or catatonic behavior

Note: Do not include a symptomifit is a culturally sanctioned response pattern,

. Duration of an episode of the disturbance is at least 1 day but less than 1 month, with
eventual full return to premorbid level of functioning,

. The disturbance is not better accounted for by a Mood Disorder With Psychotic Fea-
tures, Schizoaffective Disorder, or Schizophrenia andis not due to the direct physio-
logical effects of a substance (e.g., a drug of abuse, a medication) or a general
medical condition.

Specity it:

With Marked Stressor(s) (brief reactive psychosis): if symptoms occur shortly
after and apparently in response to eventsthat, singly or together, would be mark-
edly stressful to almost anyonein similar circumstances in the person'sculture
Without Marked Stressor(s): if psychoticsymptoms do not occurshortly after,
or are not apparently in response to events that, singly or together, would be
markedly stressful to almost anyonein similar circumstances in the person's culture
With Postpartum Onset: if onset within 4 weeks postpartum

297.3 Shared Psychotic Disorder (Folie 4 Deux)

Diagnostic Features

The essential feature of Shared Psychotic Disorder (Folie 4 Deux) is a delusion that
developsin an individual whois involved ina close relationship with another person
(sometimes termed the “inducer” or “the primary case”) who already has a Psychotic
Disorder with prominent delusions (Criterion A). The individual comes to share the
delusionalbeliefs of the primary case in whole or in part (Criterion B). The delusion
is not better accounted for by another Psychotic Disorder (e.g., Schizophrenia) or
a Mood Disorder With Psychotic Features andis not dueto the direct physiological
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297.3 Shared Psychotic Disorder (Folie 4 Deux) 333

effects of a substance (e.g., amphetamine) or a general medical condition(e.g., brain
tumor)(Criterion C). Schizophrenia is probably the most common diagnosis of the
primary case, although other diagnoses may include Delusional Disorder or Mood
Disorder With Psychotic Features. The contentof the shared delusional beliefs may
be dependenton the diagnosis of the primary case and can includerelatively bizarre
delusions (e.g., that radiation is being transmitted into an apartment fromahostile
foreign power, causing indigestion and diarrhea), mood-congruentdelusions (e.g.,
that the primary case will soon receive a film contract for $2 million, allowing the
family to purchase a much larger home with a swimmingpool), or the nonbizarre de-
lusions thatare characteristic of Delusional Disorder(e.g., the FBI is tapping the fam-
ily telephone and trailing family members when they go out). Usually the primary
case in Shared Psychotic Disorder is dominantin the relationship and gradually im-
posesthe delusional system on the more passive andinitially healthy second person.
Individuals who cometo share delusional beliefs are often related by blood or mar-
riage and havelived togetherfor a long time, sometimesin relative socialisolation.If
the relationship with the primary caseis interrupted, the delusionalbeliefs of the oth-
er individual usually diminish or disappear. Although most commonly seenin rela-
tionships of only two people, Shared Psychotic Disorder can occur amonga larger
numberof individuals, especially in family situations in which the parentis the pri-
mary case and the children, sometimes to varying degrees, adoptthe parent's delu-
sional beliefs. Individuals with this disorder rarely seek treatment and usually are
broughtto clinical attention whenthe primary case receives treatment.

Associated Features and Disorders

Aside from the delusional beliefs, behavioris usually not otherwise odd or unusual
in Shared Psychotic Disorder. Impairmentis often less severe in the individual with
Shared Psychotic Disorder thanin the primary case.

Prevalence

Little systematic information about the prevalence of Shared Psychotic Disorderis
available. This disorder is rare in clinical settings, although it has been argued that
some cases go unrecognized. Limited evidence suggests that Shared Psychotic Disor-
der is somewhat more common in women than in men.

Course

Little is known aboutthe age at onset of Shared Psychotic Disorder, but it appears to
be quite variable. Withoutintervention, the course is usually chronic, because this
disorder most commonly occursin relationshipsthat are long-standing andresistant
to change. With separation from the primary case, the individual's delusional beliefs
disappear, sometimes quickly and sometimesquite slowly.

Differential Diagnosis

The diagnosis of Shared Psychotic Disorder is made only when the delusion is not
due to the direct physiological effects of a substance or a general medical condition.
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334 Schizophrenia and Other Psychotic Disorders

Differential diagnosis is rarely a problem because the history of close association with
the primary case and the similarity of delusions between the two individuals is
unique to Shared Psychotic Disorder. In Schizophrenia, Delusional Disorder,
Schizoaffective Disorder, and Mood Disorder With Psychotic Features,thereis ei-
ther no close relationship with a dominant person whohas a Psychotic Disorder and
shares similar delusionalbeliefs or,if there is such a person, the psychotic symptoms
usually precede the onsetof any shared delusions.In rare cases, an individual may
present with what appearsto be Shared Psychotic Disorder, but the delusions do not
disappear when theindividual is separated from the primary case. In such a situa-
tion,it is probably appropriate to consider another Psychotic Disorder diagnosis.

Diagnostic criteria for 297.3 Shared Psychotic Disorder
A. A delusion developsin an individual in the context of a close relationship with an-

other person(s), who has an already-established delusion.

B. The delusion is similar in content te that of the person whoalready has the estab-
lished delusion.

C. The disturbance is not better accounted for by another Psychotic Disorder (e.g.,
Schizophrenia) or a Mood Disorder With Psychotic Features and is not due to the
direct physiological effects of a substance (e.g., a drug of abuse, a medication) or
a general medical condition.

Psychotic Disorder Due toa
General Medical Condition

Diagnostic Features

The essential features of Psychotic Disorder Due to a General Medical Condition are
prominenthallucinations or delusionsthat are judgedto be dueto the direct physio-
logical effects of a general medical condition (Criterion A), There must be evidence
from the history, physical examination, or laboratory findings that the delusions or
hallucinations are the direct physiological consequence of a general medical condi-
tion (Criterion B), The psychotic disturbance is not better accounted for by another
mental disorder(e.g., the symptomsare not a psychologically mediated response to
a severe general medicalcondition,in which case a diagnosis of Brief Psychotic Dis-
order, With Marked Stressor, would be appropriate) (Criterion C). The diagnosis 1s
not madeif the disturbance occurs only during the courseof a delirium (Criterion D).
Because of [CD-9-CM coding requirements, a separate diagnosis of Psychotic Dis-
order Due to a General Medical Conditionis notgiven if delusions occur only during
the course of Vascular Dementia; a diagnosis of Vascular Dementia with the subtype
With Delusionsis given instead.

Hallucinations can occur in any sensory modality (i.e., visual, olfactory, gustatory,
tactile, or auditory), but certain etiological factors are likely to evoke specific halluci-
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natory phenomena.Olfactory hallucinations, especially those involving the smell of
burningrubberor other unpleasant smells, are highly suggestive of temporal lobe
epilepsy. Hallucinations may vary from simple and unformed to highly complex and
organized, depending on etiological factors, environmental surroundings, nature
and focus of the insult rendered to the central nervous system,andthe reactive re-
sponse to impairment, Psychotic Disorder Due to a General Medical Conditionis gen-
erally not diagnosedif the individual maintainsreality testing for the hallucination
and appreciates that the perceptual experiences result from the general medical con-
dition. Delusions may express a variety of themes, including somatic, grandiose, re-
ligious, and, most commonly, persecutory. Religious delusions have been specifically
associated in somecases with temporal lobe epilepsy. Individuals with right parietal
brain lesions can develop a contralateral neglect syndromein which they may disown
parts of their body to a delusional extent. On the whole, however, associations be-
tween delusions and particular general medical conditions appear to beless specific
than is the case for hallucinations.

In determining whetherthe psychotic disturbanceis due to a general medical con-
dition, the clinician mustfirst establish the presence of a general medical condition,
Further, the clinician mustestablish that the psychotic disturbance is etiologically re-
lated to the general medical condition through a physiological mechanism.A careful
and comprehensive assessment of multiple factors is necessary to make this judg-
ment. Although there are no infallible guidelines for determining whether the rela-
tionship between the psychotic disturbance and the general medical condition is
etiological, several considerations provide some guidancein this area. One consider-
ation is the presence of a temporalassociation between the onset, exacerbation, or
remission of the general medical condition and that of the psychotic disturbance.
A second considerationis the presenceof features that are atypicalfor a primary Psy-
chotic Disorder(e.g., atypical age at onset or presence ofvisual or olfactory hallu-
cinations). Evidence from the literature that suggests that there can be a direct
association between the general medical condition in question and the development
of psychotic symptomscan provide a useful context in the assessmentofa particular
situation. In addition, the clinician must also judge that the disturbance is not better
accountedfor by a primary Psychotic Disorder, a Substance-Induced Psychotic Dis-
order, or another primary mental disorder(e.g., Adjustment Disorder), This determi-
nation is explained in greater detail in the “Mental Disorders Due to a General
Medical Condition" section (p. 181).

Subtypes

Oneofthe following subtypes may be used to indicate the predominant symptom
presentation.If both delusions and hallucinations are present, code whicheveris pre~
dominant:

293.81 With Delusions. This subtypeis usedif delusions are the predom-
inant symptom.

293.82 With Hallucinations. This subtypeis usedif hallucinations are the
predominant symptom.
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Recording Procedures

In recording the diagnosis of Psychotic Disorder Due to a General Medical Condition,
the clinician should first note the presence of the Psychotic Disorder, then the identi-
fied general medical condition judgedto be causing the disturbance,andfinally the
appropriate specifier indicating the predominant symptom presentation on Axis|
(e.g., Psychotic Disorder Due to Thyrotoxicosis, With Hallucinations). The diagnostic
code on Axis I is selected based on the subtype: 293.81 for Psychotic Disorder Dueto
a General Medical Condition, With Delusions, and 293.82 for Psychotic Disorder Due
to a General Medical Condition, With Hallucinations. The ICD-9-CM codefor the

general medical condition should also be noted on AxisIII (e.g., 242.9 thyrotoxicosis).
(See Appendix G fora list of ICD-9-CM diagnostic codes for selected general medical
conditions.)

Associated General Medica! Conditions

A variety of general medical conditions may cause psychotic symptoms, including
neurological conditions (e.g., neoplasms, cerebrovascular disease, Huntington’s
disease, multiple sclerosis, epilepsy, auditory or visual nerve injury or impairment,
deafness, migraine, central nervous system infections), endocrine conditions (e.g.,
hyper- and hypothyroidism, hyper- and hypoparathyroidism, hyper- and hypo-
adrenocorticism), metabolic conditions (e.g., hypoxia, hypercarbia, hypoglycemia),
fluid or electrolyte imbalances, hepatic or renal diseases, and autoimmune disorders
with central nervous system involvement(e.g., systemic lupus erythematosus).
Those neurological conditions that involve subcortical structures or the temporal lobe
are more commonly associated with delusions. The associated physical examination
findings, laboratory findings, and patterns of prevalence oronsetreflect the etiologi-
cal general medical condition,

Prevalence

Prevalence rates for Psychotic Disorder Due to a General Medical Conditionare dif-
ficult to estimate given the wide variety of underlying medical etiologies. Research
does suggest that the syndrome is underdiagnosed in the general medical setting.
Psychotic symptoms may be present in as many as 20%of individuals presenting
with untreated endocrine disorders, 15% of those with systemic lupus erythemato-
sus, and up to 40% or more of individuals with temporallobeepilepsy.

Course

Psychotic Disorder Due to a General Medical Condition maybea single transient
state or it maybe recurrent, cycling with exacerbations and remissions of the under-
lying general medical condition. Although treatmentof the underlying general med-
ical condition often results in a resolution of the psychotic symptoms, this is not
always the case, and psychotic symptoms maypersist long after the causative medi-
cal event(e.g., Psychotic Disorder Secondary to Focal Brain Injury).
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Psychotic Disorder Due to a General Medical Condition 337

Differential Diagnosis

Hallucinations and delusions commonly occur in the context of a delirium; however,
a separate diagnosis of Psychotic Disorder Due to a General Medical Condition is not
given if the disturbance occurs exclusively during the course of a delirium. In con-
trast, a diagnosis of Psychotic Disorder Due to a General Medical Condition may be
given in addition to a diagnosis of dementia if the psychotic symptomsare a direct
etiological consequenceof the pathological process causing the dementia. Because of
ICD-9-CM coding requirements, an exception to this is when delusions occur exclu-
sively during the course of Vascular Dementia,In this case, only a diagnosis of Vas-
cular Dementia with the subtype With Delusions is given; a separate diagnosis of
Psychotic Disorder Due to a General Medical Condition is not made. If the presenta-
tion includes a mix of different types of symptoms (e.g., psychotic and anxiety), the
diagnosis is usually Psychotic Disorder Due to a General Medical Condition because
in suchsituations psychotic symptoms typically predominate in the clinical picture.

If there is evidence of recent or prolonged substance use (including medications
with psychoactiveeffects), withdrawal from a substance, or exposure to a toxin (e.g.,
LSD Intoxication, Alcohol Withdrawal), a Substance-Induced Psychotic Disorder
should be considered. It may be useful to obtain a urine or blood drug screen or other
appropriate laboratory evaluation. Symptomsthat occur duringor shortly after(i.e.,
within 4 weeks of) Substance Intoxication or Withdrawalorafter medication use may
be especially indicative of a Substance-Induced Psychotic Disorder, depending on the
character, duration, or amountof the substanceused.If the clinician has ascertained

that the disturbance is due to both a general medical condition and substance use,
both diagnoses(i.e., Psychotic Disorder Due to a General Medical Condition and
Substance-Induced Psychotic Disorder) can be given.

Psychotic Disorder Due to a General Medical Condition must be distinguished
from a primary Psychotic Disorder(e.g., Schizophrenia, Delusional Disorder, Schizo-
affective Disorder) or a primary Mood Disorder With Psychotic Features. In primary
Psychotic Disorders and in primary Mood Disorders With Psychotic Features, no spe-
cific and direct causative physiological mechanismsassociated with a general medi-
cal condition can be demonstrated. Late age at onset (e.g., the first appearance of
delusions in an individual over age 35 years) and the absence of a personal or family
history of Schizophrenia or Delusional Disorder suggest the need for a thorough as-
sessment to rule out the diagnosis of Psychotic Disorder Due to a General Medical
Condition. Auditory hallucinations that involve voices speaking complex sentences
are more characteristic of Schizophrenia than of Psychotic Disorder Due to a General
Medical Condition. Other types of hallucinations (e.g., visual, olfactory) commonly
signal a Psychotic Disorder Due to a General Medical Condition or a Substance-
Induced Psychotic Disorder.

Psychotic Disorder Not Otherwise Specified is diagnosed whenthe clinician can-
not determine if the psychotic disturbance is primary, substance induced, or due ta
a general medical condition. Hypnagogic and hypnopompic hallucinations may oc-
cur in individuals without a mental disorder, but they occur only on falling asleep or
on awakening.
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5 * . x . . } s
| Diagnostic criteria for 293.xx Psychotic Disorder Dueto... :

| [Indicate the General Medical Condition] ! r] A. Prominent hallucinations or delusions. ; c
B. There is evidence from the history, physical examination, or laboratory findings that :

if the disturbance is the direct physiological consequence of a general medical condi- i
i tion. IC. The disturbance is not better accounted for by another mental disorder. | E

| D. The disturbance does not occur exclusively during the courseof a delirium. c
4 | Code based on predominant symptom: f
| i) { .81. With Delusions: if delusions are the predominant symptom . r
| ) 82 With Hallucinations: if hallucinations are the predominant symptom r
ND), e
i Coding note: Include the name of the general medical condition on Axis|, €.g., 293.81

Psychotic Disorder Due to Malignant Lung Neoplasm, With Delusions; also code the gen- ‘
ll eral medical condition on AxisIll (see Appendix G for codes), ¥

|. €
iH Coding note: If delusions are part of Vascular Dementia, indicate the delusions by cod- J
| ing the appropriate subtype, e.g., 290.42 Vascular Dementia, With Delusions. %| |

th} c

iW Substance-Induced Psychotic Disorder C
i F

\| Diagnostic Features

| The essential features of Substance-Induced Psychotic Disorder are prominent hallu-
cinations or delusions (Criterion A) that are judged to be dueto the direct physiolog-

i ical effects of a substance (ie., a drug of abuse, a medication, or toxin exposure)
HM (Criterion B). Hallucinations that the individual realizes are substance induced are
| not included here and instead would be diagnosed as Substance Intoxication or Sub-

stance Withdrawal with the accompanying specifier With Perceptual Disturbances. L
| The disturbance mustnot be better accounted for by a Psychotic Disorderthat is not

substance induced (Criterion C), The diagnosis is not made if the psychotic symp-
|| tomsoccur only during the courseof a delirium (Criterion D). This diagnosis should

be madeinstead of a diagnosis of Substance Intoxication or Substance Withdrawal |
only whenthe psychotic symptomsare in excess of those usually associated with the |

i intoxication or withdrawal syndrome and when the symptomsaresufficiently severe
to warrant independentclinical attention. For a more detailed discussion of Sub-
stance-Related Disorders, see p. 191.

mM) A Substance-Induced Psychotic Disorderis distinguished from a primary Psychot- ; 3
ic Disorder by considering the onset, course, and otherfactors, For drugs of abuse,
there must be evidence from thehistory, physical examination, or laboratory findings

of Dependence, Abuse, intoxication, or withdrawal. Substance-Induced Psychotic |
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Substance-Induced Psychotic Disorder 339

Disordersarise only in association with intoxication or withdrawalstates but can per-
sist for weeks, whereas primary Psychotic Disorders may precede the onset of sub-
stance use or may occur during times of sustained abstinence. Onceinitiated, the
psychotic symptoms may continue as long as the substance use continues. Another
consideration is the presence of features that are atypical of a primary Psychotic Dis-
order(e.g., atypical age at onset or course). For example, the appearance of delusions
de novo ina person overage 35 years without a known history of a primary Psychotic
Disorder should alertthe clinician to the possibility of a Substance-Induced Psychotic
Disorder. Even a prior history of a primary Psychotic Disorder does notrule out the
possibility of a Substance-Induced Psychotic Disorder. It has been suggested that 9
out of 10 nonauditory hallucinations are the productof a Substance-Induced Psychot-
ic Disorder or a Psychotic Disorder Due to a General Medical Condition.In contrast,
factors that suggest that the psychotic symptoms are better accounted for by a pri-
mary Psychotic Disorder include persistence of psychotic symptomsfor a substantial
period of time (i.e., a month or more) after the end of Substance Intoxication or acute
Substance Withdrawal; the developmentof symptomsthatare substantially in excess
of what would be expected given the type or amountof the substance used orthe du-
ration ofuse; or a history of prior recurrent primary Psychotic Disorders. Other caus-
es of psychotic symptoms mustbe considered even in a person with Intoxication or
Withdrawal, because substance use problems are not uncommon among persons
with (presumably) non-substance-induced Psychotic Disorders.

Subtypes and Specifiers

Oneof the following subtypes may be usedto indicate the predominant symptom
presentation.If both delusions and hallucinations are present, code whichever is pre-
dominant:

With Delusions. This subtype is used if delusions are the predominant
symptom.
With Hallucinations. This subtypeis used if hallucinations are the predom-
inant symptom.

The context of the development of the psychotic symptoms may be indicated by
using oneof the specifiers listed below:

With Onset During Intoxication. This specifier should be usedif criteria for
intoxication with the substance are met and the symptoms develop during the
intoxication syndrome.
With Onset During Withdrawal. This specifier should be usedif criteria for
withdrawal from the substance are met and the symptomsdevelop during, or
shortly after, a withdrawal syndrome.

Recording Procedures

The nameof the Substance-Induced Psychotic Disorder begins with the specific sub-
stance (e.g., cocaine, methylphenidate, dexamethasone) that is presumed to be caus-
ing the psychotic symptoms. The diagnostic codeis selected from thelisting of classes
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of substances providedin thecriteria set. For substances that donotfit into any of the
classes (e.g., dexamethasone), the code for “Other Substance” should be used. In ad-
dition, for medications prescribed at therapeutic doses, the specific medication can be
indicated by listing the appropriate E-code on Axis [ (see Appendix G). The code for
each ofthe specific Substance-Induced Psychotic Disorders depends on whether the
presentation is predominated by delusions or hallucinations: 292.11 for With Delu-
sions and 292.12 for With Hallucinations, except for alcohol, for which the code is
991.5 for With Delusions and 291.3 for With Hallucinations. The nameofthe disorder
(e.g., Cocaine-Induced Psychotic Disorder; Methylphenidate-Induced Psychotic Dis-
order)is followed by the subtype indicating the predominant symptom presentation
and the specifier indicating the context in which the symptoms developed (e.g.,
292.11 Cocaine-Induced Psychotic Disorder, With Delusions, With Onset During In-
toxication; 292.12 Phencyclidine-Induced Psychotic Disorder, With Hallucinations,
With Onset During Intoxication). When more than one substanceis judged to play a
significantrole in the developmentof the psychotic symptoms, each should belisted
separately. If a substance is judgedto be the etiological factor, but the specific sub-
stance orclass of substance is unknown,the category 292.11 UnknownSubstance-
Induced Psychotic Disorder, With Delusions, or 292.12 Unknown Substance—Induced
Psychotic Disorder, With Hallucinations, may be used.

Specific Substances

Psychotic Disorders can occurin association with intoxication with the following
classes of substances: alcohol; amphetamine and related substances; cannabis; co-
caine; hallucinogens; inhalants; opioids (meperidine); phencyclidine andrelated sub-
stances; sedatives, hypnotics, and anxiolytics; and other or unknown substances.
Psychotic Disorders can occur in association with withdrawal from the following
classes of substances: alcohol; sedatives, hypnotics, and anxiolytics; and other or un-
known substances, Theinitiation of the disorder may vary considerably with the sub-
stance. For example, smoking a high dose of cocaine may produce psychosis within
minutes, whereas days or weeksof high-dosealcoholor sedative use maybe required
to produce psychosis. Hallucinations may occur in any modality, but, in the absence
of delirium, they are usually auditory, Alcohol-Induced Psychotic Disorder, With
Hallucinations, usually occurs only after prolonged, heavy ingestion of alcoholin
people who apparently have Alcohol Dependence. The auditory hallucinations are
usually voices.

The Psychotic Disorders induced by intoxication with amphetamine and cocaine
share similarclinical features. Persecutory delusions may rapidly develop shortly af
ter use of amphetamineor a similarly acting sympathomimetic. Distortion of body
image and misperception of people’s faces may occur. The hallucination of bugs or
vermin crawlingin or underthe skin (formication) can lead to scratching and exten-
sive skin excoriations. Cannabis-Induced Psychotic Disorder may develop shortly af-
ter high-dose cannabis use and usually involves persecutory delusions. The disorder
is apparently rare. Marked anxiety, emotionallability, depersonalization, and subse-
quent amnesia for the episode can occur, The disorder usually remits within a day,
but in some cases maypersist for a few days.

Substance-Induced Psychotic Disorders mayat times not resolve promptly when
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Substance-Induced Psychotic Disorder 341

the offending agent is removed. Agents such as amphetamines, phencyclidine, and
cocaine have been reported to evoke temporary psychotic states that can sometimes
persist for weeks or longer despite removal of the agent and treatment with neuro-
leptic medication. These maybeinitially difficult to distinguish from non-substance-
induced Psychotic Disorders.

Someof the medications reported to evoke psychotic symptomsinclude anesthetics
and analgesics, anticholinergic agents, anticonvulsants, antihistamines, antihyper-
tensive and cardiovascular medications, antimicrobial medications, antiparkinsonian
medications, chemotherapeutic agents(e.g., cyclosporine and procarbazine), cortico-
steroids, gastrointestinal medications, muscle relaxants, nonsteroidal anti-inflammatory
medications, other over-the-counter medications (e.g., phenylephrine, pseudoephed-
rine), antidepressant medication, and disulfiram. Toxins reported to induce psychotic
symptoms include anticholinesterase, organophosphate insecticides, nerve gases,
carbon monoxide, carbon dioxide, and volatile substances such as fuel or paint.

Differential Diagnosis

A diagnosis of Substance-Induced Psychotic Disorder should be madeinsteadofa di-
agnosis of Substance Intoxication or Substance Withdrawal only when the psychotic
symptoms are judged to be in excess of those usually associated with the intoxication
or withdrawal syndrome and when the symptomsare sufficiently severe to warrant
independentclinical attention.Individuals intoxicated with stimulants, cannabis, the
opioid meperidine, or phencyclidine, or those withdrawing from alcoholor sedatives,
may experience altered perceptions (scintillating lights, sounds, visual illusions) that
they recognize as drug effects. If reality testing for these experiences remains intact
(i.e., the person recognizes that the perception is substance induced and neither be-
lieves in nor acts onit), the diagnosis is not Substance-Induced Psychotic Disorder.
Instead, Substance Intoxication or Withdrawal, With Perceptua) Disturbances,is
diagnosed (e.g., Cocaine Intoxication, With Perceptual Disturbances). “Flashback”
hallucinations that can occur long after the use of hallucinogens has stopped are di-
agnosed as Hallucinogen Persisting Perception Disorder(see p. 253). Moreover,if
substance-induced psychotic symptoms occur exclusively during the course of a de-
lirium, as in some severe forms of Alcohol Withdrawal, the psychotic symptoms are
considered to be an associated feature of the delirium and are not diagnosed sepa-
rately.

A Substance-Induced Psychotic Disorderis distinguished from a primary Psy-
chotic Disorder by the fact that a substanceis judgedto be etiologically related to the
symptoms(see p, 338).

A Substance-Induced Psychotic Disorder dueto a prescribed treatmentfor a men-
tal or general medical condition musthaveits onset while the person is receiving the
medication (or during withdrawal,if there isa withdrawal syndromeassociated with
the medication). Once the treatment is discontinued, the psychotic symptoms will
usually remit within days to several weeks (depending on the half-life of the sub-
stance and the presence of a withdrawal syndrome). If symptoms persist beyond
4 weeks, other causes for the psychotic symptomsshould be considered. Because in-
dividuals with general medical conditions often take medications for those condi-
tions, the clinician must consider the possibility that the psychotic symptomsare
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caused by the physiological consequences of the general medical condition rather
than the medication, in which case Psychotic Disorder Due to a General Medical

Conditionis diagnosed. Thehistory often provides the primary basis for such ajudg-
ment. At times, a change in the treatmentfor the general medical condition (e.g., med-
ication substitution or discontinuation) may be needed to determine empirically for
that person whether the medication is the causative agent. If the clinician has ascer-
tained that the disturbanceis dueto both a general medical condition and substance
use, both diagnoses(i.e., Psychotic Disorder Due to a General Medical Condition and
Substance-Induced Psychotic Disorder) may be given. Whenthereis insufficient evi-
dence to determine whether the psychotic symptoms are due to a substance(includ-
ing a medication) or to a general medical condition or are primary (i.e., not due to
either a substance or a general medical condition), Psychotic Disorder Not Other-
wise Specified would be indicated.

 
Diagnostic criteria for Substance-Induced Psychotic Disorder

A. Prominent hallucinations or delusions. Note: Do notinclude hallucinations if the

person has insight that they are substance induced.

. Thereis evidence from thehistory, physical examination, or laboratory findingsof ei-
ther (1) or (2):

(1) the symptomsin Criterion A developed during, or within a month of, Substance
Intoxication or Withdrawal

(2) medication useis etiologically related to the disturbance

. The disturbance is not better accounted for by a Psychotic Disorder that is not sub-
stance induced. Evidence that the symptoms are better accountedfor by a Psychotic
Disorder that is not substance induced might include the following: the symptoms
precede the onset of the substance use (or medication use); the symptomspersist for
a substantial period of time (e.g., about a month) after the cessation of acute with-

drawalor severeintoxication, or are substantially in excess of what would be expect-
ed given the type or amount of the substance used or the duration of use: or there
is other evidence that suggests the existence of an independent non-substance-
induced Psychotic Disorder (e.g., a history of recurrent non-substance-related epi-
sodes).

D. The disturbance does not occur exclusively during the course of a delirium.

Note: This diagnosis should be madeinstead of a diagnosis of Substance Intoxication or
Substance Withdrawal only when the symptomsare in excess of those usually associated
with the intoxication or withdrawal syndrome and when the symptomsare sufficiently se-
vere to warrant independentclinical attention.
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298.9 Psychotic Disorder Not Otherwise Specified 343 |
Diagnostic criteria for Substance-Induced Psychotic Disorder
(continued)

Code [Specific Substance]-Induced Psychotic Disorder:

(291.5 Alcohol, With Delusions; 291.3 Alcohol, With Hallucinations; 292.11 Am-
phetamine [or Amphetamine-Like Substance], With Delusions; 292,12 Amphet-
amine [or Amphetamine-Like Substance], With Hallucinations; 292.11 Cannabis,
With Delusions; 292.12 Cannabis, With Hallucinations: 292.11 Cocaine, With Delu-
sions; 292,12 Cocaine, With Hallucinations; 292.11 Hallucinogen, With Delusions;
292.12 Hallucinogen, With Hallucinations; 292.11 Inhalant, With Delusions; 292.12
Inhalant, With Hallucinations; 292.11 Opioid, With Delusions; 292.12 Opioid, With
Hallucinations; 292.11 Phencyclidine [or Phencyclidine-Like Substance], With Delu-
sions; 292,12 Phencyclidine [or Phencyclidine-Like Substance], With Hallucinations;
292.11 Sedative, Hypnotic, or Anxiolytic, With Delusions; 292.12 Sedative, Hypnot-
ic, or Anxiolytic, With Hallucinations; 292.11 Other [or Unknown] Substance, With
Delusions; 292.12 Other [or Unknown] Substance, With Hallucinations)

Specity if (see table on p. 193 for applicability by substance):
With Onset During Intoxication: if criteria are met for Intoxication with the
substance and the symptoms developduringthe intoxication syndrome
With Onset During Withdrawal: if criteria are met for Withdrawal from the
substance and the symptoms develop during, or shortly after, a withdrawal syn-
drome

——————

298.9 Psychotic Disorder Not Otherwise Specified
This category includes psychotic symptomatology(i.e., delusions, hallucinations, dis-
organized speech, grossly disorganized or catatonic behavior) about whichthere is
inadequate information to make a specific diagnosis or about which there is contra-
dictory information, or disorders with psychotic symptoms that do not meetthe cri-
teria for any specific Psychotic Disorder.

Examples include

1. Postpartum psychosis that does not meetcriteria for Mood Disorder With Psy-
chotic Features, Brief Psychotic Disorder, Psychotic Disorder Due to a General
Medical Condition, or Substance-Induced Psychotic Disorder

2. Psychotic symptoms that havelasted for less than 1 month butthat have notyet
remitted, so that the criteria for Brief Psychotic Disorder are not met

3. Persistent auditory hallucinationsin the absence of any otherfeatures
4. Persistent nonbizarre delusions with periods of overlapping mood episodesthat

have been present for a substantial portion of the delusional disturbance
5. Situations in which the clinician has concluded that a Psychotic Disorder is

present, butis unable to determine whetherit is primary, due to a general med-
ical condition, or substance induced
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Mood Disorders

|MoodDisorders section includes disorders that have a disturbance in mood
as the predominantfeature. The section is divided into three parts. Thefirst part de-
scribes mood episodes (Major Depressive Episode, Manic Episode, Mixed Episode,
and Hypomanic Episode) that have been included separately at the beginningofthis
section for convenience in diagnosing the various Mood Disorders. These episodes
do not have their own diagnostic codes and cannot be diagnosed as separate entities;
however, they serve as the building blocks for the disorder diagnoses. The second
part describes the MoodDisorders(e.g., Major Depressive Disorder, Dysthymic Dis-
order,Bipolar I Disorder). Thecriteria sets for most of the MoodDisorders require the
presence or absence of the mood episodes describedin the first part of the section.
The third part includes the specifiers that describe either the most recent mood epi-
sodeorthe course of recurrentepisodes.

The MoodDisorders are divided into the Depressive Disorders(“unipolar depres-
sion”), the Bipolar Disorders, and twodisorders based on etiology—MoodDisorder
Due toa General Medical Condition and Substance-Induced MoodDisorder. The De-
pressive Disorders (i.e., Major Depressive Disorder, Dysthymic Disorder, and De-
pressive Disorder Not Otherwise Specified) are distinguished from the Bipolar
Disorders by the fact that there is no history of ever having had a Manic, Mixed, or
Hypomanic Episode. The Bipolar Disorders (ie., Bipolar I Disorder, Bipolar Il Dis-
order, Cyclothymic Disorder, and Bipolar Disorder Not Otherwise Specified) involve
the presence (or history) of Manic Episodes, Mixed Episodes, or Hypomanic Epi-
sodes, usually accompanied by the presence (or history) of Major Depressive Epi-
sodes.

Major Depressive Disorderis characterized by one or more Major Depressive Ep-
isodes(i.e., at least 2 weeks of depressed moodorloss of interest accompanied by at
least four additional symptomsof depression).

Dysthymic Disorderis characterized by at least 2 years of depressed mood for
more days than not, accompanied by additional depressive symptoms that do not
meetcriteria for a Major Depressive Episode.

Depressive Disorder Not Otherwise Specified is included for coding disorders
with depressive features that do not meet criteria for Major Depressive Disorder,
Dysthymic Disorder, Adjustment Disorder With Depressed Mood, or Adjustment
Disorder With Mixed Anxiety and Depressed Mood(ordepressive symptoms about
which thereis inadequate or contradictory information).

Bipolar I Disorderis characterized by one or more Manic or Mixed Episodes, usu-
ally accompanied by Major Depressive Episodes.

BipolarII Disorderis characterized by one or more Major Depressive Episodes ac-
companied byat least one Hypomanic Episode.
i

345

63 of 146

 
Alkermes, Ex. 1022



64 of 146 Alkermes, Ex. 1022

 

 
 
 
 
 
 
 
 

 

 
 

 

 
 
 

 

 
 
 
 

 
 
 
 
 
 
 

 
 
 
 

 

   
|

| 346 Mood Disorders
Cyclothymic Disorder js characterized by at least 2 years of numerous periods ofhypomanic symptomsthat do not meetcri teria for a Manic Episode and numerous

not meetcriteria for a Major DepressiveEpisode,

Bipolar Disorder Not Otherwise
bipolar features that do not meet crit
fined in this section (or bipolar s
dictory information).

MoodDisorder Dueto a General Medical Condition is characterized by a prom-inent and persistent disturbance in moodthatis judged to be a direct Physiologicalconsequence of a general medical condition.
Substance-Induced Mood Disorder is chara

tent disturbance in mood thatis judged to be a
a drugofabuse, a medication, another somatic
posure.

MoodDisorder Not Otherwise §

Specified is included for coding disorders with
eria for any of the specific Bipolar Disorders de-

ymptomsabout which there is inadequateor contra-

cterized by a prominent and persis-
direct physiological consequence of

treatment for depression, or toxin ex-

pecified is included for coding disorders with
€ criteria for any specific Mood Disorder and in

agnostic specificity, create more homogeneous subgroups,
tion, and improve the prediction of prognosis, Some of th
clinical status of the current (or most
Remission Specifiers), whereas othe
most recent episodeif the episodeis ct

assist in treatment selec-
le specifiers describe the

recent) mood episode(i.e., Severity/Psychotic/
rs describe features of the current episode (or
irently in partial orfull remission)(i.e., Chron-ic, With Catatonic Features, With Melancholic Features, With Atypical Features,With Postpartum Onset). Table 1 (p. 411) indicates Whichepisodespecifiers apply toeach codable Mood Disorder, Other specifiers describe the course of recurrent mood

episodes(i.e,, Longitudinal Course Specifiers, With Seasonal Pattern, With RapidCycling). Table 2 (p. 424) indicates which course specifiers apply to each codable
MoodDisorder, The Specifiers that indicate severity, remission, and psychotic fea-
tures can be codedin the fifth digit ofthe diagnostic code for most of the MoodDis-orders. The other specifiers cannot be coded.

The MoodDisorders section is organized as follows:
* Mood Episodes

Major Depressive Episode(p. 349)
Manic Episode (p. 357)
Mixed Episode (p. 362)
Hypomanic Episode (p. 365)

* Depressive Disorders

296.xx Major Depressive Disorder (p. 369)
300.4 Dysthymic Disorder (p. 376)
31] Depressive Disorder Not Otherwise Specified (p. 381)
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Mood Disorders 347

Bipolar Disorders
296.xx Bipolar I Disorder (p. 382)
296.89 Bipolar II Disorder(p. 392)
301.13 Cyclothymic Disorder (p. 398) |
296.80 Bipolar Disorder Not Otherwise Specified (p. 400)

Other Mood Disorders

293.83 Mood Disorder Dueto.. . [Indicate the General Medical Condition] (p. 401)
29x.xx Substance-Induced MoodDisorder(p. 405)
296.90 Mood Disorder Not Otherwise Specified (p. 410)

Specifiers describing the clinical status of the current (or most recent) mood
episode
Mild, Moderate, Severe Without Psychotic Features, Severe With Psychotic Fea-

tures, In Partial Remission, In Full Remission (for Major Depressive Episode,
p. 411; for Manic Episode, p. 413; for Mixed Episode, p. 415)

Specifiers describing features of the current episode (or most recent episode if
currently in partial or full remission)
Chronic (p. 417)
With Catatonic Features (p. 417)
With Melancholic Features (p. 419)
With Atypical Features (p. 420)
With Postpartum Onset(p. 422)

Specifiers describing course of recurrent episodes
Longitudinal Course Specifiers (With and Without Full Interepisode Recovery)

(p. 424)
With Seasonal Pattern (p. 425)
With Rapid Cycling (p. 427)

Recording Procedures for Major Depressive Disorder and
Bipolar | and BipolarII Disorders

Selecting diagnostic codes. The diagnostic codes are selected as follows:

For Major Depressive Disorder:

1. Thefirst three digits are 296.
2. The fourth digitis either 2 (if there is only a single Major Depressive Epi-

sode) or 3 (if there are recurrent Major Depressive Episodes).
3. The fifth digit indicates the severity of the current Major Depressive Epi-

sodeif full criteria are met as follows: 1 for Mild severity, 2 for Moderate
severity, 3 for Severe Without Psychotic Features, 4 for Severe With Psy-
chotic Features.If full criteria are not currently metfor a Major Depressive
Episode, the fifth digit indicates the currentclinical status of the Major
Depressive Disorderas follows: 5 for In Partial Remission,6 for In Full Re-
mission. If current severity or clinical status is unspecified, the fifth digit
is 0,
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For Bipolar I Disorder:

1. Thefirst three digits are also 296. —

2. Thefourth digit is 0 if there is a single Manic Episode. For recurrentepi-
sodes,the fourth digit indicates the natureof the current episode(or,if the
Bipolar | Disorderis currently in partial or full remission,the nature of the
most recent episode)as follows: 4 if the current or most recent episode is

a Hypomanic Episode or a Manic Episode,6 if it is a Mixed Episode,5 if Epi
it is a Major Depressive Episode, and 7 if the current or mostrecentepi-
sode is Unspecified. The

3. Thefifth digit (except for Bipolar I Disorder, Most Recent Episode Hypo- ing
manic, and Bipolar I Disorder, Most Recent Episode Unspecified) indi- all «
cates the severity of the current episodeif full criteria are met for a Manic, The
Mixed, or Major Depressive Episodeas follows: 1 for Mild severity, 2 for ais
Moderateseverity, 3 for Severe Without Psychotic Features, 4 for Severe ere;
With Psychotic Features. If full criteria are not met for a Manic, Mixed, or or!
Major Depressive Episode,thefifth digit indicates the currentclinicalsta- tem
tus of the Bipolar I Disorder as follows: 5 for In Partial Remission, 6 for In ly
Full Remission.If current severity orclinical status is unspecified,thefifth sta
digit is 0. For Bipolar I Disorder, Most Recent Episode Hypomanic,the 2c
fifth digit is always 0. For Bipolar Disorder, Most Recent Episode Unspec- fre
ified, thereis no fifth digit. Fo:

For BipolarII Disorder, the diagnostic code is 296.89. =

Recording the nameof the diagnosis. In recording the nameofa diagnosis, terms e
should belisted in the following order: (e.

1. Nameofdisorder (e.g., Major Depressive Disorder, Bipolar Disorder) 2
2. Specifiers codedin the fourth digit (e.g., Recurrent, Most Recent Episode Manic) a
3. Specifiers coded in thefifth digit (e.g., Mild, Severe With Psychotic Features, In ae

Partial Remission) hi
4. As many specifiers (without codes) as apply to the current or mostrecent epi- ae

sode(e.g., With Melancholic Features, With Postpartum Onset) ns
5. As many specifiers (without codes) as apply to the course of recurrent episodes tk

(e.g., With Seasonal Pattern, With Rapid Cycling) te

The following examplesillustrate how to record a Mood Disorder diagnosis with v
specifiers: fe
* 296.32 Major Depressive Disorder, Recurrent, Moderate, With Atypical Features, e

} I : With Seasonal Pattern, With Full Interepisode Recovery 2
| * 296.54 Bipolar I Disorder, Most Recent Episode Depressed, Severe With Psychot- f

ic Features, With Melancholic Features, With Rapid Cycling _
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Mood Episodes 349

Mood Episodes
eeeSa—a—w—om—"

Major Depressive Episode

Episode Features
The essential feature of a Major Depressive Episodeis a period ofat least 2 weeks dur-
ing which thereis either depressed moodortheloss of interest or pleasure in nearly
all activities. In children and adolescents, the mood maybeirritable rather than sad.
The individual mustalso experience at least four additional symptoms drawn from
3 list that includes changesin appetite or weight, sleep, and psychomotoractivity; de-
creased energy; feelings of worthlessness or guilt; difficulty thinking, concentrating,
or making decisions, or recurrent thoughts of death or suicidal ideation, plans, or at-
tempts. To count toward a Major Depressive Episode, asymptom must either be new-
ly present or must have clearly worsened compared with the person’s preepisode
status. The symptoms mustpersist for most of the day, nearly every day,forat least
2 consecutive weeks. The episode mustbe accompaniedbyclinically significant dis-
tress or impairmentin social, occupational, or other important areas of functioning.
For someindividuals with milder episodes, functioning may appear to be normal but
requires markedly increased effort.

The mood in a Major Depressive Episodeis often described by the person as de-
pressed, sad, hopeless, discouraged, or “down in the dumps”(Criterion Al), In some
cases, sadness may be denied atfirst, but may subsequently beelicited by interview
(e.g., by pointing out that the individual looks as if he or she is about to cry). In some
individuals who complain of feeling “blah,” having no feelings, or feeling anxious,
the presence of a depressed mood can be inferred from the person’s facial expression
and demeanor. Someindividuals emphasize somatic complaints (e.g, bodily aches
and pains) rather than reporting feelings of sadness. Many individuals report or ex-
hibit increasedirritability (e.g., persistent anger, a tendency to respondto events with
angry outbursts or blamingothers, or an exaggerated senseoffrustration over minor
matters). In children and adolescents,an irritable or cranky mood may develop rather
than a sad or dejected mood. This presentation should be differentiated from a
“spoiled child” pattern ofirritability when frustrated.

Loss of interest or pleasure is nearly always present,at least to some degree. Indi-
viduals may report feeling less interested in hobbies, “not caring anymore,” or not
feeling any enjoymentin activities that were previously considered pleasurable (Cri-
terion A2). Family members often notice social withdrawalor neglect of pleasurable
avocations(e.g.,.a formerly avid golfer no longerplays, a child who used to enjoy soc-
cer finds excusesnotto practice). In someindividuals, thereis a significant reduction
from previouslevels of sexual interest or desire.

Appetite is usually reduced, and many individuals feel that they have to force
themselvesto eat. Other individuals, particularly those encountered in ambulatory
settings, may have increased appetite and may crave specific foods(e.g., sweets or
other carbohydrates). When appetite changes are severe (in either direction), there

67 of 146

 
Alkermes, Ex. 1022



68 of 146 Alkermes, Ex. 1022

| 350 MoodDisorders Major c

   
  

may beasignificant loss or gain in weight,or, in children,a failure to make expected : the Pers
weight gains may be noted (Criterion A3). actual sy

| The most commonsleep disturbance associated with a Major Depressive Episode of these
is insomnia (Criterion A4). Individuals typically have middle insomnia(i.e., waking \ transien
up during the night and having difficulty returning to sleep) or terminal insomnia suicidal

| (i.e., waking too early and being unable to return to sleep), Initial insomnia(i.e., dif- the suic
ficulty falling asleep) may also occur. Less frequently, individuals present with over- isolated
sleeping (hypersomnia) in the form of prolongedsleep episodesat nightor increased ' iors are

daytime sleep. Sometimes the reason that the individual seeks treatmentis for the dis- | ing a hi
turbed sleep. accurate

Psychomotor changes includeagitation (e.g., the inability to sit still, pacing, hand- R cide, My
wringing; or pulling or rubbingof the skin,clothing,or other objects) or retardation i" insurmc

(e.g., slowed speech, thinking, and body movements; increased pauses before an- ‘ tionalst
| swering; speech that is decreased in volume,inflection, amount, or variety of content, j A diz

or muteness) (Criterion A5). The psychomotoragitation or retardation mustbe severe : teria foy
enoughto be observable by others and not represent merely subjective feelings. sympto

Decreased energy, tiredness, and fatigue are common (Criterion A6). A person | every di
may report sustained fatigue without physical exertion. Even the smallest tasks seem Thec

Mt to require substantial effort. The efficiency with which tasks are accomplished may even in:
iH: be reduced. For example, an individual may complain that washing and dressing in ence in,
i il the morning are exhausting and take twice as long as usual. ! impairn
} The sense of worthlessness or guilt associated with a Major Depressive Episode tionally
; may include unrealistic negative evaluations of one’s worth or guilty preoccupations (e.2., fee
i or ruminations over minorpastfailings (Criterion A7). Such individuals often mis- A car
r interpret neutral ortrivial day-to-day events as evidence of personal defects and have Reporti

an exaggerated sense of responsibility for untoward events. For example, a realtor | or a teru
I! may become preoccupied with self-blame for failing to make sales even when the tional ir
} market has collapsed generally and other realtors are equally unable to make sales. Major C
fh The sense of worthlessness or guilt may beof delusional proportions(e.g., an individ- Hypom.
| | ual who is convinced that he or she is personally responsible for world poverty). view of
| Blaming oneself for being sick and for failing to meet occupational or interpersonal be most

responsibilities as a result of the depression is very common and, unless delusional, of a Maj
is not considered sufficient to meet this criterion. who als

i | Manyindividuals report impaired ability to think, concentrate, or make decisions diabetes
, Hh | (Criterion A8). They may appeareasily distracted or complain of memory difficulties. the char
i Thosein intellectually demanding academic or occupational pursuits are often unable with un
i | to function adequately even when they have mild concentration problems (e.g., a a Major
i computer programmer whocan no longer perform complicated but previously man- a generé
By | ageabletasks). In children, a precipitous drop in grades mayreflect poor concentra- tis who
i { | tion. In elderly individuals with a Major Depressive Episode, memory difficulties may wardal
Hy |: | ' be the chief complaint and may be mistaken for early signs of a dementia (“pseudo- or weigl
Mt| dementia”). When the Major Depressive Episode is successfully treated, the memory tom wo
i i problems often fully abate. However, in some individuals, particularly elderly per- and full

sons, a Major Depressive Episode may sometimesbe the initial presentation of an iz- larly, W-
reversible dementia. tions (e.

ai | Frequently there may be thoughts of death,suicidal ideation, or suicide attempts one’s fo
| (Criterion A9). These thoughts range fromabelief that others would be betteroff if sive Epi

|
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Major Depressive Episode 351

the person were dead,to transient but recurrent thoughts of committing suicide, to
actual specific plans of how to commitsuicide. The frequency,intensity, and lethality
of these thoughts can be quite variable. Less severely suicidal individuals may report
transient (1- to 2-minute), recurrent (once or twice a week) thoughts. More severely
suicidal individuals may have acquired materials (e.g., a rope or a gun)to be used in
the suicide attempt and may haveestablished a location and time whenthey will be
isolated from others so that they can accomplish the suicide. Although these behav-
iors are associated statistically with suicide attempts and may be helpful in identify-
ing a high-risk group, many studies have shown thatit is not possible to predict
accurately whether or when a particular individual with depression will attempt sui-
cide. Motivations for suicide mayinclude a desire to give up in the face of perceived
insurmountable obstacles or an intense wish to end an excruciatingly painful emo-
tional state that is perceived by the person to be without end.

A diagnosis of a Major Depressive Episodeis not madeif the symptoms meet cri-
teria for a Mixed Episode (Criterion B). A Mixed Episode is characterized by the
symptorns of both a Manic Episode and a Major Depressive Episode occurring nearly
every day forat least a 1-week period.

The degree of impairmentassociated with a Major Depressive Episodevaries, but
even in mild cases, there mustbeeitherclinically significant distress or someinterfer-
ence in social, occupational, or other importantareas of functioning (Criterion C). If
impairmentis severe, the person may lose the ability to function socially or occupa-
tionally. In extreme cases, the person may be unable to perform minimal self-care
(e.g., feeding or clothingself) or to maintain minimal personal hygiene.

A careful interview is essential to elicit symptoms of a Major Depressive Episode.
Reporting may be compromised bydifficulties in concentrating, impaired memory,
or a tendency to deny, discount, or explain away symptoms. Information from addi-
tional informants can be especially helpful in clarifying the courseof currentor prior
Major Depressive Episodes andin assessing whether there have been any Manic or
Hypomanic Episodes. Because Major Depressive Episodes can begin gradually,a re-
view ofclinical information that focuses on the worstpart of the current episode may
be most likely to detect the presence of symptoms. The evaluation of the symptoms
of a Major Depressive Episodeis especiallydifficult whenthey occur in an individual
whoalso has a general medical condition (e.g., cancer, stroke, myocardial infarction,
diabetes). Someofthe criterion items of a Major Depressive Episodeare identical to
the characteristic signs and symptoms ofgeneral medical conditions (e.g., weightloss
with untreated diabetes, fatigue with cancer). Such symptoms should count toward
a Major Depressive Episode except whenthey are clearly and fully accounted for by
a general medical condition. For example, weightloss in a person with ulcerativecoli-
tis who has many bowel movements andlittle food intake should notbe counted to-
ward a Major Depressive Episode. On the other hand, when sadness, guilt, insomnia,
or Weightloss are presentina person with a recent myocardial infarction, each symp-
tom would count toward a Major Depressive Episode because theseare notclearly
and fully accounted for by the physiological effects of a myocardial infarction. Simi-
larly, when symptomsare clearly due to mood-incongruent delusions or hallucina-
tions (e.g., a 30-pound weightloss related to not eating because of a delusion that
one’s food is being poisoned), these symptoms do not count toward a Major Depres-
sive Episode.
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352 Mood Disorders

By definition, a Major Depressive Episodeis not dueto the direct physiologicalef-
fects of a drug of abuse(e.g,, in the context of AlcoholIntoxication or Cocaine With-
drawal), to the side effects of medications or treatments (e.g., steroids), or to toxin
exposure. Similarly, the episodeis not dueto the direct physiologicaleffects of a gen-
eral medical condition (e.g., hypothyroidism)(Criterion D). Moreover, if the symp-
tomsbegin within 2 monthsofthe loss ofa loved one and do not persist beyond these
2 months,they are generally considered to result from Bereavement (see p. 740), unless
they are associated with marked functional impairmentor include morbid preoccu-
pation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor
retardation (Criterion E).

Associated Features and Disorders

Associated descriptive features and mental disorders. Individuals with a Major
Depressive Episode frequently present with tearfulness,irritability, brooding, obses-
sive rumination, anxiety, phobias, excessive worry over physical health, and com-
plaints of pain (e.g., headachesorjoint, abdominal, or other pains). During a Major
Depressive Episode, some individuals have Panic Attacks that occur in a pattern that
meets criteria for Panic Disorder.In children, separation anxiety may occur. Somein-
dividuals note difficulty in intimate relationships,less satisfying social interactions,
or difficulties in sexual functioning(e.g., anorgasmia in women orerectile dysfunc-
tion in men). There may be marital problems(e.g., divorce), occupational problems
(e.g., loss of job), academic problems(e.g., truancy, schoolfailure), Alcohol or Other
Substance Abuse, or increased utilization of medical services. The most serious con-
sequenceof a Major Depressive Episodeis attempted or completed suicide. Suicide
risk is especially high for individuals with psychotic features, a history of previous
suicide attempts, a family history of completed suicides, or concurrent substance use.
There mayalso be an increasedrate of premature death from general medical condi-
tions. Major Depressive Episodesoften follow psychosocial stressors(€.g.., the death
of a loved one, marital separation, divorce). Childbirth may precipitate a Major De-
pressive Episode, in which case the specifier With Postpartum Onset is noted (see
p. 422).

  
Associated laboratory findings. No laboratory findings that are diagnostic of a Ma-
jor Depressive Episode have been identified. However, a variety of laboratory find-
ings have been noted to be abnormal more often in groups of individuals with Major
Depressive Episodes compared with control subjects. It appears that the same labo-
ratory abnormalities are associated with a Major Depressive Episode regardless of
whetherthe episode is part of a Major Depressive, Bipolar I, or BipolarII Disorder.
Most laboratory abnormalities are state dependent(ie., affected by the presence or
absence of depressive symptoms), but some findings may precede the onsetof the
episodeor persist after its remission. Laboratory tests are more likely to be abnormal :
in episodes with melancholic or psychotic features and in more severely depressed
individuals.

Sleep EEG abnormalities may be evident in 40%-60%of outpatients and in up to
90% of inpatients with a Major Depressive Episode. The most frequently associated
polysomnographicfindings include 1) sleep continuity disturbances, such as pro-
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Major Depressive Episode 353

longed sleep latency, increased intermittent wakefulness, and early morning awak-
ening; 2) reduced non-rapid eye movement (NREM)stages 3 and 4 sleep (slow-wave
sleep), with a shift in slow-waveactivity away from the first NREM period; 3) de-
creased rapid eye movement (REM)latency (i.e., shortened duration of the first
NREMperiod); 4) increased phasic REMactivity (i.e., the numberofactual eye move-
ments during REM); and5) increased duration of REMsleepearlyin the night. There
is evidence that these sleep abnormalities may persist after clinical remission or pre-
cedethe onsetof the initial Major Depressive Episode amongthoseat high risk for
a Mood Disorder(e.g., first-degree family members of individuals with Major De-
pressive Disorder).

The pathophysiology of a Major Depressive Episode mayinvolve a dysregulation
of a numberof neurotransmitter systems, including the serotonin, norepinephrine,
dopamine, acetylcholine, and gamma-aminobutyric acid systems. Thereis also evi-
denceofalterations of several neuropeptides, including corticotropin-releasing hor-
mone. In some depressed individuals, hormonal disturbances have been observed,
including elevated glucocorticoid secretion (e.g., elevated urinary free cortisol levels
or dexamethasone nonsuppression ofplasmacortisol) and blunted growth hormone,
thyroid-stimulating hormone, and prolactin responses to various challenge tests.
Functional brain imaging studies documentalterations in cerebral blood flow and
metabolism in someindividuals, including increased blood flow in limbic and para-
limbic regions and decreasedbloodflowin thelateral prefrontal cortex. Depression
beginning in late life is associated with alterations in brain structure, including
periventricular vascular changes. Noneof these changesare presentin all individuals
in a Major Depressive Episode, however, noris any particular disturbance specific to
depression.

Specific Culture, Age, and Gender Features

Culture can influence the experience and communication of symptoms of depression.
Underdiagnosis or misdiagnosis can be reduced by beingalert to ethnic and cultural
specificity in the presenting complaints of a Major Depressive Episode. For example,
in somecultures, depression may be experienced largely in somatic terms, rather than
with sadness or guilt. Complaints of “nerves” and headaches(in Latino and Medi-
terranean cultures), of weakness, tiredness, or “imbalance” (in Chinese and Asian
cultures), of problemsof the “heart” (in Middle Eastern cultures), or of being “heart-
broken” (among Hopi) may express the depressive experience. Such presentations
combine features of the Depressive, Anxiety, and Somatoform Disorders. Cultures
also maydiffer in judgments aboutthe seriousness of experiencing or expressing dys-
phoria (e.g., irritability may provoke greater concern than sadness or withdrawal).
Culturally distinctive experiences(e.g., fear of being hexed or bewitched,feelings of
“heatin the head” or crawling sensations of worms orants,or vivid feelings of being
visited by those who have died) mustbe distinguished from actual hallucinations or
delusions that may be part of a Major Depressive Episode, With Psychotic Features.
It is also imperative that the clinician not routinely dismiss a symptom merely be-
causeit is viewed as the “norm”for a culture.

The core symptoms of a Major Depressive Episode are the same for children and
adolescents, althoughthereare data that suggestthat the prominenceof characteristic
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symptoms may change with age. Certain symptoms such as somatic complaints,irri-
tability, and social withdrawal are particularly commonin children, whereas psycho-
motor retardation, hypersomnia, and delusions are less commonin prepuberty than
in adolescence and adulthood. In prepubertal children, Major Depressive Episodes
occur more frequently in conjunction with other mental disorders (especially Disrup-
tive Behavior Disorders, Attention-Deficit Disorders, and Anxiety Disorders) than
in isolation. In adolescents, Major Depressive Episodesare frequently associated with
Disruptive Behavior Disorders, Attention-Deficit Disorders, Anxiety Disorders,
Substance-Related Disorders, and Eating Disorders. In elderly adults, cognitive
symptoms (e.g., disorientation, memory loss, and distractibility) may be particularly
prominent,

Womenareat significantly greater risk than men to develop Major Depressive Ep-
isodes at some point during theirlives, with the greatest differences found in studies
conducted in the United States and Europe. This increased differential risk emerges
during adolescence and may coincide with the onset of puberty. Thereafter,a signif-
icant proportion of womenreport a worsening of the symptoms of a Major Depres-
sive Episode several days before the onset of menses. Studies indicate that depressive
episodesoccur twice as frequently in womenas in men.See the corresponding sec-
tions of the texts for Major Depressive Disorder(p. 372), Bipolar I Disorder (p. 385),
and Bipolar I Disorder(p. 394) for specific information on gender.

Course

Symptoms of a Major Depressive Episode usually develop over days to weeks. A pro-
dromal period that may include anxiety symptoms and mild depressive symptoms
may last for weeks to monthsbefore the onsetof a full Major Depressive Episode. The
duration of a Major Depressive Episodeis also variable. An untreated episodetypi-
cally lasts 4 monthsorlonger, regardless of age at onset. In a majority of cases, there
is complete remission of symptoms, and functioning returns to the premorbid level.
In a significant proportion of cases (perhaps 20%-30%), some depressive symptoms
insufficient to meet full criteria for a Major Depressive Episode may persist for
months to years and maybe associated with somedisability or distress (in which case
the specifier In Partial Remission may be noted; p. 412). Partial remission following
a Major Depressive Episodeappearsto be predictive ofa similar pattern after subse-
quent episodes. In someindividuals (5%-10%), the full criteria for a Major Depressive
Episode continue to be metfor 2 or more years (in which case the specifier Chronic
may be noted; see p. 417).

Differential Diagnosis

A Major Depressive Episode mustbe distinguished from a Mood Disorder Due to a
General Medical Condition. The appropriate diagnosis would be Mood Disorder
Due to a General Medical Conditionif the mood disturbanceis judgedto be the direct
physiological consequence of a specific general medical condition (e.g., multiple scle-
rosis, stroke, hypothyroidism)(see p.401). This determination is based onthe history,
laboratory findings, or physical examination. If both a Major Depressive Episode and
a general medical condition are present butit is judgedthat the depressive symptoms
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Major Depressive Episode 355

are not the direct physiological consequence of the general medical condition, then
the primary MoodDisorder is recorded on Axis I (e.g., Major Depressive Disorder)
and the general medical condition is recorded on Axis III (e.g., myocardial infarction).
This would bethe case, for example, if the Major Depressive Episodeis considered to
be the psychological consequence of having the general medical condition orif there
is no etiological relationship between the Major Depressive Episode and the general
medical condition.

A Substance-Induced Mood Disorderis distinguished from a Major Depressive
Episodeby thefact that a substance (e.g., a drug of abuse, a medication, or a toxin) is
judged to be etiologically related to the mood disturbance(see p. 405). For example,
depressed moodthat occurs only in the context of withdrawal from cocaine would be
diagnosed as Cocaine-Induced Mood Disorder, With Depressive Features, With On-
set During Withdrawal.

In elderly persons, it is often difficult to determine whether cognitive symptoms
(e.g., disorientation, apathy, difficulty concentrating, memory loss) are better ac-
counted for by a dementia or by a Major Depressive Episode. A thorough medical
evaluation and an evaluation of the onset of the disturbance, temporal sequencing of
depressive and cognitive symptoms, course of illness, and treatment response are
helpful in making this determination. The premorbid state of the individual may help
to differentiate a Major Depressive Episode from a dementia. In a dementia, thereis
usually a premorbid history of declining cognitive function, whereas the individual
with a Major Depressive Episode is much morelikely to have a relatively normalpre-
morbid state and abrupt cognitive decline associated with the depression.

Major Depressive Episodes with prominentirritable mood maybedifficult to dis-
tinguish from Manic Episodes with irritable mood or from Mixed Episodes. This
distinction requires a careful clinical evaluation of the presence of manic symptoms.
If criteria are met for both a Manic Episode and a Major Depressive Episode (except
for the 2-week duration) nearly every day for at least a 1-week period,this would con-
stitute a Mixed Episode.

Distractibility and low frustration tolerance can occur in both Attention-Deficit/
Hyperactivity Disorder and a Major Depressive Episode; if the criteria are met for
both, Attention-Deficit/Hyperactivity Disorder may be diagnosed in addition to the
MoodDisorder. However,the clinician must be cautious not to overdiagnose a Major
Depressive Episodein children with Attention-Deficit /Hyperactivity Disorder whose
disturbance in moodis characterized by irritability rather than by sadness orloss of
interest,

A Major Depressive Episode that occurs in response to a psychosocial stressoris
distinguished from Adjustment Disorder With Depressed Moodby the fact that the
full criteria for a Major Depressive Episode are not met in AdjustmentDisorder. After
the loss of a loved one, even if depressive symptoms are of sufficient duration and
number to meetcriteria for a Major Depressive Episode, they shouldbeattributed to
Bereavementrather than to a Major Depressive Episode, unless they persist for more
than 2 months or include marked functional impairment, morbid preoccupation with
worthlessness, suicidal ideation, psychotic symptoms, or psychomotorretardation.

Finally, periods of sadness are inherent aspects of the human experience. These
periods should not be diagnosed as a Major Depressive Episode unlesscriteria are
metfor severity (i.e., five out of nine symptoms), duration(i.e,, most of the day, nearly
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every day for at least 2 weeks), andclinically significantdistress or impairment. The
diagnosis Depressive Disorder Not Otherwise Specified may be appropriate for
presentations of depressed moodwithclinically significant impairment that do not
meetcriteria for duration or severity. SS
iUE!

Criteria for Major Depressive Episode
A. Five (or more) of the following symptomshave been present during the same 2-week

period and represent a change from previous functioning; at least one of the symp- |
tomsis either (1) depressed moodor(2) loss of interest or pleasure. i

——
Note: Do not include symptomsthat are clearly due to a general medical condi-
tion, or mood-incongruent delusions or hallucinations.

(1) depressed mood most of the day, nearly every day, as indicated by either sub- f
jective report (e.g., feels sad or empty) or observation madeby others(e.g., ap-
pears tearful). Note: In children and adolescents, can be irritable mood,

(2) markedly diminished interest or pleasurein all, or almostall, activities most of
the day, nearly every day(as indicated by either subjective account or observa-
tion madeby others)

(3) significant weight loss when notdieting or weight gain (e.g., a change of more
than 5% of body weight in a month), or decrease or increase in appetite nearly
every day. Note:In children, consider failure to make expected weightgains.

(4) insomnia or hypersomnia nearly every day
(5) psychomotoragitation or retardation nearly every day (observable by others,

not merely subjective feelings of restlessness or being slowed down)
(6) fatique or loss of energy nearly every day
(7) feelings of worthlessness or excessive or inappropriate guilt (which may be de-

lusional) nearly every day (not merely self-reproach or guilt about being sick) ‘
(8) diminished ability to think or concentrate, or indecisiveness, nearly every day bh

(either by subjective account or as observed by others)
(9) recurrent thoughts of death (notjust fear of dying), recurrent suicidal ideation

without a specific plan, or a suicide attempt or a specific plan for committing
suicide i:

B. The symptoms do not meetcriteria for a Mixed Episode (see p. 365). :

C. The symptomscauseclinically significant distress or impairmentin social, occupation-
al, or other important areas of functioning.

D. The symptomsare not due to the direct physiological effects of a substance (e.g., a
drug of abuse, a medication) or a general medical condition (e.g., hypothyroidism). |

E. The symptomsare not better accounted for by Bereavement,i.e., after the loss of a
loved one, the symptomspersist for longer than 2 months or are characterized by i;
marked functional impairment, morbid preoccupation with worthlessness, suicidal
ideation, psychotic symptoms, or psychomotor retardation.
a

=
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Manic Episode

Episode Features
A Manic Episodeis defined by a distinct period during which thereis an abnormally
and persistently elevated, expansive, or irritable mood. This period of abnormal
mood mustlast at least 1 week (or less if hospitalization is required) (Criterion A).
The mood disturbance must be accompaniedbyatleast three additional symptoms
fromalist that includesinflated self-esteem or grandiosity, decreased needforsleep,
pressure of speech, flight of ideas, distractibility, increased involvement in goal-
directed activities or psychomotoragitation, and excessive involvementin pleasur-
able activities with a high potential for painful consequences. If the moodis irritable
(rather than elevated or expansive), at least four of the above symptoms must be
present(Criterion B). The symptoms do not meet criteria for a Mixed Episode, which
is characterized by the symptoms of both a Manic Episode and a Major Depressive
Episode occurring nearly every dayfor atleast a 1-weekperiod (Criterion C), Thedis-
turbance mustbe sufficiently severe to cause marked impairmentin social or occupa-
tional functioning or to require hospitalization,orit is characterized by the presence
of psychotic features (Criterion D). The episode mustnot be due to the direct physi-
ological effects of a drug of abuse, a medication, other somatic treatments for depres-
sion (e.g., electroconvulsive therapyorlight therapy), or toxin exposure. The episode
must also not be dueto thedirect physiological effects of a general medical condition
(e-g., multiple sclerosis, brain tumor) (Criterion E).The elevated mood of a Manic Episode may be described as euphoric, unusually
good, cheerful, or high. Although the person's mood may initially have an infectious
quality for the uninvolved observer,it is recognized as excessive by those who know
the person well. The expansive quality of the moodis characterized by unceasing and
indiscriminate enthusiasm for interpersonal, sexual, or occupational interactions. For
example, the person may spontaneously start extensive conversations with strangers
in public places, or a salesperson may telephonestrangers at home in the early morn-
ing hours to initiate sales. Although elevated moodis considered the prototypical
symptom, the predominant mood disturbance may beirritability, particularly when
the person's wishes are thwarted. Lability of mood(e.g., the alternation between eu-
phoria and irritability) is frequently seen.Inflated self-esteem is typically present, ranging from uncritical self-confidence to
marked grandiosity, and may reach delusional proportions (Criterion B1). Individu-
als may give advice on matters about which they have nospecial knowledge(e.g.
how to run the United Nations). Despite lack of any particular experience or talent,
the individual may embark on writing a novel or composing a symphony or seek
publicity for some impractical invention. Grandiose delusions are common(e.g., hav-
ing a special relationship to God or to some public figure from the political, religious,
or entertainment world).

Almost invariably, there is a decreased needfor sleep (Criterion B2). The person
usually awakens several hours earlier than usual, feeling full of energy. When the
sleep disturbanceis severe, the person may go for days withoutsleep and yet not feel
tired.
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Manic speech is typically pressured, loud,rapid, anddifficult to interrupt (Criteri-
on B3), Individuals maytalk nonstop, sometimes for hours on end, and withoutre-
gardfor others’ wishes to communicate. Speech is sometimes characterized by joking,
punning, and amusingirrelevancies. The individual may becometheatrical, with dra-
matic mannerisms and singing. Sounds rather than meaningful conceptualrelation-
ships may govern word choice(i,¢., clanging). If the person’s moodis moreirritable
than expansive, speech may be marked by complaints, hostile comments, or angry
tirades.

The individual's thoughts mayrace, often at a rate faster than can be articulated (Cri-
terion B4). Someindividuals with Manic Episodes report thatthis experience resembles
watching twoorthree television programs simultaneously. Frequently there is flight
of ideas evidenced by a nearly continuousflow of accelerated speech, with abrupt
changes from one topic to another. For example, while talking about a potential busi-
ness deal to sell computers, a salesperson mayshift to discussing in minute detail the
history of the computerchip, the industrial revolution, or applied mathematics. When
flight of ideasis severe, speech may become disorganized and incoherent,

Distractibility (Criterion B5) is evidenced by an inability to screen out irrelevant
external stimuli (e.g., the interviewer's tie, background noises or conversations, or
furnishings in the room). There may be a reduced ability to differentiate between
thoughts that are germaneto the topic and thoughts thatare only slightly relevant or
clearly irrelevant.

Theincrease in goal-directed activity often involves excessive planning of, and ex-
cessive participation in, multiple activities (e.g., sexual, occupational, political, reli-
gious) (Criterion B6). Increased sexual drive, fantasies, and behavior are often
present. The person may simultaneously take on multiple new business ventures
without regard for the apparentrisks or the need to complete each venture satisfac-
torily. Almost invariably,there is increased sociability (e.g., renewing old acquain-
tances or calling friends or even strangers at all hours of the day or night), without
regard to the intrusive, domineering, and demanding nature of these interactions.
Individuals often display psychomotoragitation orrestlessness by pacingorby hold-
ing multiple conversations simultaneously (e.g., by telephoneand in person at the
same time). Some individuals write a torrent of letters on many different topics to
friends, public figures, or the media.

Expansiveness, unwarranted optimism, grandiosity, and poor judgment often
lead to an imprudentinvolvement in pleasurable activities such as buying sprees,
reckless driving, foolish business investments, and sexual behavior unusual for the
person, even though these activities are likely to have painful consequences (Criteri-
on B7). The individual may purchase many unneeded items (e.g., 20 pairs of shoes,
expensive antiques) without the money to pay for them. Unusual sexual behavior
mayincludeinfidelity or indiscriminate sexual encounters with strangers,

The impairmentresulting from the disturbance must be severe enough to cause
marked impairmentin functioning or to require hospitalization to protect the indi-
vidual from the negative consequencesofactions that result from poor judgment
(e.g., financiallosses,illegal activities, loss of employment, assaultive behavior). By
definition, the presence of psychotic features during a Manic Episode constitutes
marked impairmentin functioning (Criterion D).

Symptomslike those seen in a Manic Episode may be dueto the directeffects of
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Manic Episode 359 |
antidepressant medication, electroconvulsive therapy, light therapy, or medication
prescribed for other general medical conditions (e.g., corticosteroids), Such presenta-
tions are not considered Manic Episodes and do not count toward the diagnosis of
BipolarI Disorder. For example,if a person with recurrent Major Depressive Disorder
develops manic symptomsfollowing a course of antidepressant medication, the epi-
sodeis diagnosed asa Substance-Induced MoodDisorder, With Manic Features, and
there is no switch from a diagnosis of Major Depressive Disorder to Bipolar I Dis-
order, Some evidence suggests that there may be a bipolar “diathesis”in individuals
who develop manic-like episodes following somatic treatment for depression. Such
individuals may have an increased likelihood of future Manic, Mixed, or Hypomanic
Episodesthatare notrelated to substances or somatic treatments for depression. This
may be an especially important consideration in children and adolescents.

Associated Features and Disorders

Associated descriptive features and mental disorders. Individuals with a Manic
Episode frequently do not recognize thatthey areill andresist efforts to be treated.
They maytravel impulsively to othercities, losing contact with relatives and caretak-
ers. They may changetheir dress, makeup, or personal appearance to a more sexually
suggestive or dramatically flamboyant style that is out of character for them. They
may engagein activities that have a disorganized orbizarre quality (e.g., distributing
candy, money, or advice to passing strangers). Gambling and antisocial behaviors
may accompany the Manic Episode. Ethical concerns may be disregarded even by
those whoare typically very conscientious(e.g., a stockbroker inappropriately buys
andsells stock withoutthe clients’ knowledge or permission; a scientist incorporates
the findings of others). The person may be hostile and physically threatening to others.
Someindividuals, especially those with psychotic features, may becomephysically as-
saultive or suicidal, Adverse consequencesof a Manic Episode (e.g., involuntary hos-
pitalization, difficulties with the law, or serious financial difficulties) often result
from poor judgment and hyperactivity. When no longer in the Manic Episode, most
individuals are regretful for behaviors engaged in during the Manic Episode, Some
individuals describe having a much sharper sense of smell, hearing, or vision (e.g.,
colors appear very bright). When catatonic symptoms(e.g., stupor, mutism, negativ-
ism, and posturing) are present, the specifier With Catatonic Features may be indicat-
ed (see p. 417).

Mood may shift rapidly to anger or depression. Depressive symptoms may last
moments, hours, or, more rarely, days. Not uncommonly, the depressive symptoms
and manic symptoms occur simultaneously.If the criteria for both a Major Depres-
sive Episode and a Manic Episode are prominent every day for at least 1 week, the
episodeis considered to be a Mixed Episode (see p. 362). As the Manic Episode de-
velops, there is often a substantial increase in the use ofalcoholor stimulants, which
may exacerbate or prolong the episode.

Associated laboratory findings. No laboratory findings that are diagnostic of a
Manic Episode have been identified. However, a variety of laboratory findings have
been noted to be abriormalin groups of individuals with Manic Episodes compared with
control subjects. Laboratory findings in Manic Episodes include polysomnographic
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abnormalities and increased cortisol secretion. There may be abnormalities involving
the norepinephrine, serotonin, acetylcholine, dopamine, or gamma-aminobutyric acid
neurotransmitter systems, as demonstrated by studies of neurotransmitter metabo-
lites, receptor functioning, pharmacological provocation, and neuroendocrine
function.

Specific Culture, Age, and GenderFeatures

Cultural considerations that were suggested for Major Depressive Episodesare also
relevant to Manic Episodes(see p. 353), Manic Episodesin adolescents are morelikely
to include psychotic features and may be associated with school truancy, antisocial
behavior, school failure, or substance use. A significant minority of adolescents ap-
pear to haveahistory of long-standing behavior problems that precede the onset of
a frank Manic Episode.It is unclear whether these problems represent a prolonged
prodrometo Bipolar Disorder or an independentdisorder. See the correspondingsec-
tions ofthe texts for Bipolar I Disorder (p, 385) and Bipolar II Disorder(p. 394) for spe-
cific information on gender.

Course

The mean ageat onset for a first Manic Episode is the early 20s, but some cases start
in adolescence and othersstart after age 50 years. Manic Episodes typically begin sud-
denly, with a rapid escalation of symptomsover a few days. Frequently, Manic Epi-
sodes occur following psychosocial stressors. The episodes usually last from a few
weeks to several months and are briefer and end more abruptly than Major Depres-
sive Episodes. In manyinstances (50%—60%), a Major Depressive Episode immediate-
ly precedes or immediately follows a Manic Episode, with no intervening period of
euthymia.If the Manic Episode occurs in the postpartum period, there may be an in-
creasedrisk for recurrence in subsequent postpartum periods and the specifier With
Postpartum Onsetis applicable (see p. 422),

Differential Diagnosis

A Manic Episode must be distinguished from a Mood Disorder Due to a General
Medical Condition. The appropriate diagnosis: would be Mood Disorder Dueto a
General Medical Condition if the mood disturbanceis judged to be the direct physi-
ological consequenceofa specific general medical condition (e.g., multiple sclerosis,
brain tumor, Cushing‘s syndrome) (see p. 401). This determination is based on the
history, laboratory findings, or physical examination.If it is judged that the manic
symptoms are notthe direct physiological consequence ofthe general medical condi-
tion, then the primary Mood Disorderis recorded on AxisI (e.g., Bipolar I Disorder)
and the general medical condition is recorded on Axis III (e.g., myocardial infarction).
A late onsetof a first Manic Episode(e.g., after age 50 years) shouldalertthe clinician
to the possibility of an etiological general medical condition or substance.

A Substance-Induced MoodDisorderis distinguished from a Manic Episode by
the fact that a substance (e.g., a drug of abuse, a medication, or exposureto a toxin) is
judged to be etiologically related to the mood disturbance(see p. 405). Symptomslike
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volving those seen in a Manic Episode maybe precipitated by a drug ofabuse (e.g., manic
Tic acid symptoms thatoccur only in the context of intoxication with cocaine would be diag-
netabo- | nosed as Cocaine-Induced Mood Disorder, With Manic Features, With Onset During
docrine | Intoxication). Symptomslike those seen in a Manic Episode mayalso be precipitated

by antidepressant treatment such as medication, electroconvulsive therapy, or light
therapy. Such episodes are also diagnosed as Substance-Induced Mood Disorders
(e.g., Amitriptyline-Induced Mood Disorder, With Manic Features; Electroconvulsive
Therapy-Induced Mood Disorder, With Manic Features), However, clinical judg- 

ire also mentis essential to determine whetherthe treatmentis truly causal or whethera pri-
e likely mary Manic Episode happenedto haveits onset while the person wasreceiving the
tisocial treatment (see p. 406),
‘nts ap- Manic Episodes should be distinguished from Hypomanic Episodes, Although
mset of | Manic Episodes and Hypomanic Episodes have an identical list of characteristic
longed symptoms, the disturbance in Hypomanic Episodesis not sufficiently severe to cause
ing sec- | marked impairmentin social or occupational functioning or to require hospitaliza-
for spe- tion. Some Hypomanic Episodes may evolveinto full Manic Episodes.

Major Depressive Episodes with prominentirritable mood may be difficult to
distinguish from Manic Episodes with irritable mood or from Mixed Episodes. This
determination requires a careful clinical evaluation of the presence of manic symp-
toms.If criteria are met for both a Manic Episode and a Major Depressive Episode

es start nearly every dayfor at least a 1-week period, this would constitute a Mixed Episode.
jin sud- Attention-Deficit/Hyperactivity Disorder and a Manic Episode are both charac-
tic Epi- terized by excessiveactivity, impulsive behavior, poor judgment, and denial of prob-
1a few . lems. Attention-Deficit/Hyperactivity Disorder is distinguished from a Manic

Episodebyits characteristic early onset(i.e., before age 7 years), chronic rather than
episodic course,lack ofrelatively clear onsets and offsets, and the absence of abnor-
mally expansive or elevated mood or psychotic features.
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Criteria for Manic Episode

A, A distinct period of abnormally and persistently elevated, expansive, or irritable
mood, lasting at least 1 week (or any duration if hospitalization is necessary).

. During the period of mood disturbance, three (or more) of the following symptoms
have persisted (four if the moodis only irritable) and have been present to a signifi-
cant degree:

(1) inflated self-esteem or grandiosity
(2) decreased needforsleep (e.g., feels rested after only 3 hours of sleep)
(3) more talkative than usual or pressure to keeptalking
(4) flight of ideas or subjective experience that thoughts are racing
(5) distractibility (ie., attention too easily drawn to unimportant or irrelevant ex-

ternal stimuli)

(6) increase in goal-directed activity (either socially, at work or school, or sexually)
or psychomotoragitation

(7) excessive involvement in pleasurable activities that have a high potential for
painful consequences (e.g., engaging in unrestrained buying sprees, sexual in-
discretions, or foolish business investments)

. The symptoms do not meet criteria for a Mixed Episode(see p. 365).

» The mooddisturbanceis sufficiently severe to cause marked impairmentin occupa-
tional functioning orin usual social activities or relationships with others, or to ne-
cessitate hospitalization to prevent harm to self or others, or there are psychotic
features.

. The symptomsare not dueto the direct physiological effects of a substance (e.g., a
drug of abuse, a medication, or other treatment) or a general medical condition
(e.g., hyperthyroidism).

Note: Manic-like episodes that are clearly caused by somatic antidepressant treat-
ment (e.g., medication, electroconvulsive therapy, light therapy) should not count
toward a diagnosis of Bipolar | Disorder.

———————————ES

Mixed Episode

Episode Features

A Mixed Episodeis characterized by a period oftime(lastingat least 1 week) in which
the criteria are met both for a Manic Episode and for a Major Depressive Episode
nearly every day (Criterion A). The individualexperiences rapidly alternating moods
(sadness,irritability, euphoria) accompanied by symptomsof a Manic Episode (see
p. 357) and a Major Depressive Episode(see p. 349). The symptom presentationfre-
quently includesagitation, insomnia, appetite dysregulation, psychotic features, and
suicidal thinking. The disturbance mustbesufficiently severe to cause marked im-
pairmentin social or occupational functioning or to require hospitalization,orit is
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characterized by the presence of psychotic features (Criterion B). The disturbanceis

—s not due to the direct physiological effects of a substance (e.g., a drug of abuse, a med-
ication, or other treatment) or a general medical condition (e.g., hyperthyroidism)

rritable (Criterion C). Symptomslike those seen in a Mixed Episode may be dueto the direct
effects of antidepressant medication, electroconvulsive therapy, light therapy, or |
medication prescribed for other general medical conditions (e.g., corticosteroids). 1

Oproms Such presentations are not considered Mixed Episodes and do not count towardadi-
Sanit: agnosis of Bipolar I Disorder. For example,if a person with recurrent Major Depres-

sive Disorder develops a mixed symptom picture during a course of antidepressant
medication, the diagnosis of the episode is Substance-Induced Mood Disorder, With
Mixed Features, and there is no switch from a diagnosis of Major Depressive Disorder
to Bipolar I Disorder. Some evidence suggests that there may be a bipolar “diathesis”

ait aoe in individuals who develop mixed-like episodes following somatic treatment for de-
pression. Such individuals may have an increasedlikelihood of future Manic, Mixed,

»xually) or Hypomanic Episodesthat are not related to substances or somatic treatments for
depression. This may be an especially important consideration in children and ado-

tial for lescents.
cual in-

Associated Features and Disorders

sceuipae Associated descriptive features and mental disorders. Associated features of a
+a) a Mixed Episodeare similar to those for Manic Episodes and Major Depressive Epi-

schotic sodes, Individuals may be disorganized in their thinking or behavior. Because in-
dividuals in Mixed Episodes experience more dysphoria than do those in Manic

fos Ss Episodes, they may be morelikely to seek help.
idition Associated laboratory findings. Laboratory findings for Mixed Episode are not well

studied, although evidence to date suggests physiological and endocrine findings
treat that are similar to those found in severe Major Depressive Episodes.
count

Specific Culture, Age, and Gender Features

| Cultural considerations suggested for Major Depressive Episodes are relevant to
Mixed Episodes as well (see p. 353). Mixed episodes appear to be more common in
younger individuals and in individuals over age 60 years with Bipolar Disorder and
may be more commonin males than in females.

Course

Dore : Mixed Episodes can evolve from a Manic Episode or from a Major Depressive Epi-
LA . sode or may arise de novo. For example, the diagnosis would be changed from Bi-
e (see polar I Disorder, Most Recent Episode Manic, to Bipolar I Disorder, Most Recent i
fies Episode Mixed, for an individual with 3 weeks of manic symptoms followed by
§ wid 1 week of both manic symptoms and depressive symptoms. Mixed episodes maylast |
4 im- weeks to several months and may remit to a period with few or no symptoms or
rit is evolve into a Major Depressive Episode.It is far less common for a Mixed Episode to }

evolve into a Manic Episode.
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| 364 MoodDisorders
Differential Diagnosis

A Mixed Episode must be distinguished from a Mood Disorder Due to a General
Medical Condition. The diagnosis is Mood Disorder Dueto a General Medical Con-
dition if the mood disturbanceis judged to be the direct physiological consequenceof
a specific general medical condition (e.g., multiple sclerosis, brain tumor, Cushing’s
syndrome) (see p. 401). This determination is based on the history, laboratory find-
ings, or physical examination.If it is judged that the mixed manic and depressive
symptomsare notthe direct physiological consequence of the general medical condi-
tion, then the primary Mood Disorderis recorded on Axis I (e.g., Bipolar I Disorder)
and the general medical condition is recorded on AxisIII (e.g., myocardial infarction).

A Substance-Induced Maod Disorderis distinguished from a Mixed Episode by
the fact that a substance(e.g., a drug of abuse, a medication, or exposureto a toxiri)is
judgedto be etiologically related to the mooddisturbance(see p. 405). Symptomslike
those seen in a Mixed Episode maybeprecipitated by use of a drug of abuse (e.g.,
mixed manic and depressive symptomsthat occuronly in the contextof intoxication
with cocaine would be diagnosed as Cocaine-Induced Mood Disorder, With Mixed
Features, With Onset During Intoxication). Symptoms like those seen in a Mixed
Episode mayalso beprecipitated by antidepressant treatment such as medication,
electroconvulsive therapy,orlight therapy. Such episodesare also diagnosed as Sub-
stance-Induced Mood Disorders (e.g., Amitriptyline-Induced Mood Disorder, With
Mixed Features; Electroconvulsive Therapy—Induced Mood Disorder, With Mixed
Features). However,clinical judgment is essential to determine whetherthe treat-
mentis truly causal or whether a primary Mixed Episode happenedto haveits onset
while the person was receiving the treatment(see p. 406),

Major Depressive Episodes with prominentirritable mood and Manic Episodes
with prominentirritable mood maybedifficult to distinguish from Mixed Episodes,
This determination requiresa carefulclinical evaluation of the simultaneous presence
of symptomsthatare characteristic of both a full Manic Episode anda full Major De-
pressive Episode (except for duration).

Attention-Deficit/Hyperactivity Disorder and a Mixed Episode are both charac-
terized by excessive activity, impulsive behavior, poor judgment, and denial of prob-
lems. Attention-Deficit/Hyperactivity Disorder is distinguished from a Mixed
Episode byits characteristic early onset(i.e., before age 7 years), chronic rather than
episodic course,lack ofrelatively clear onsets and offsets, and the absence of abnor-
mally expansive or elevated mood or psychotic features. Children with Attention-
Deficit/Hyperactivity Disorder also sometimes show depressive symptoms such as
low self-esteem and frustration tolerance. If criteria are met for both, Attention-
Deficit/ Hyperactivity Disorder may be diagnosed in addition to the Mood Disorder.
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Hypomanic Episode 365

—EyEy>>—————————————————————————VVOO_ee.eae

Criteria for Mixed Episode

A. The criteria are met both for a Manic Episode (see p. 362) and for a Major Depressive
Episode (see p. 356) (except for duration) nearly every day during at least a 1-week
period.

B. The mood disturbance is sufficiently severe to cause marked impairment in occupa-
tional functioning or in usual social activities or relationships with others, or to
necessitate hospitalization to prevent harm to self or others, or there are psychotic
features.

C. The symptomsare not due to the direct physiological effects of a substance (e.g., a
drug of abuse, a medication, or other treatment) or a general medical condition
(e.g., hyperthyroidism).

Note: Mixed-like episodes that are clearly caused by somatic antidepressanttreat-
ment (e.g., medication, electroconvulsive therapy, light therapy) should not count
toward a diagnosis of Bipolar | Disorder.
NN

Hypomanic Episode

Episode Features

A HypomanicEpisodeis defined asa distinct period during which thereis an abnor-
mally andpersistently elevated, expansive,orirritable moodthatlastsat least 4 days
(Criterion A). This period of abnormal mood mustbe accompaniedbyat least three
additional symptoms fromalist that includes inflated self-esteem or grandiosity
(nondelusional), decreased needfor sleep, pressure of speech,flight of ideas, distract-
ibility, increased involvement in goal-directed activities or psychomotoragitation,
and excessive involvement in pleasurable activities that have a high potential for
painful consequences(Criterion B). If the mood isirritable rather than elevated or ex-
pansive,at least four of the above symptoms mustbepresent. Thislist of additional
symptoms is identicalto those that define a Manic Episode(see p. 357) exceptthat de-
lusions or hallucinations cannot be present, The mood during a Hypomanic Episode
mustbe clearly different from the individual's usual nondepressed mood, and there
must be a clear changein functioningthatis not characteristic of the individual's usu-
al functioning (Criterion C). Because the changes in mood and functioning must be
observable by others (Criterion D), the evaluation of this criterion will often require
interviewing other informants(e.g., family members). History from other informants
is particularly importantin the evaluation of adolescents, In contrast to a Manic Epi-
sode, a Hypomanic Episode is not severe enough to cause marked impairmentin
social or occupational functioningor to require hospitalization, and there are no psy-
chotic features (Criterion E). The change in functioning for some individuals may
take the form of a marked increase in efficiency, accomplishments, or creativity.
However,for others, hypomania can cause somesocial or occupational impairment,
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366 Mood Disorders

The mood disturbance and other symptoms must not be dueto the direct physio-
logical effects of a drug of abuse, a medication, other treatment for depression (elec-
troconvulsive therapyor light therapy), or toxin exposure, The episode mustalso not
be dueto the direct physiologicaleffects of a general medical condition(e.g,, multiple
sclerosis, brain tumor) (Criterion F). Symptomslike those seen in a Hypomanic Epi-
sode may be dueto the direct effects of antidepressant medication, electroconvulsive
therapy, light therapy, or medication prescribed for other general medical conditions
(e.g., corticosteroids). Such presentations are not considered Hypomanic Episodes
and do not count toward the diagnosis of Bipolar I Disorder. For example, if a person
with recurrent Major Depressive Disorder develops symptoms of a hypomanic-like
episode during a course of antidepressant medication, the episodeis diagnosed as a
Substance-Induced Mood Disorder, With Manic Features, and there is no switch from

a diagnosis of Major Depressive Disorder to Bipolar [1 Disorder. Some evidence sug-
gests that there may be a bipolar “diathesis” in individuals who develop manic- or
hypomanic-like episodes following somatic treatmentfor depression. Such individu-
als may have an increasedlikelihood of future Manic or Hypomanic Episodes that are
not related to substances or somatic treatments for depression.

The elevated mood in a Hypomanic Episodeis described as euphoric, unusually
good, cheerful, or high. Although the person’s mood may havean infectious quality
for the uninvolved observer,it is recognized as a distinct change from the usualself
by those who knowtheperson well. The expansive quality of the mood disturbance
is characterized by enthusiasm forsocial, interpersonal, or occupational interactions.
Although elevated moodis considered prototypical, the mood disturbance maybeir-
ritable or may alternate between euphoria andirritability, Characteristically, inflated
self-esteem, usually at the level of uncritical self-confidence rather than marked gran-
diosity, is present (Criterion B1). There is very often a decreased need for sleep (Cri-
terion B2); the person awakens before the usual time with increased energy. The
speech of a person with a Hypomanic Episode is often somewhat louder and more
rapid than usual, butis not typically difficult to interrupt. It may befull of jokes, puns,
plays on words, and irrelevancies (Criterion B3). Flight of ideas is uncommon and,if
present, lasts for very brief periods (Criterion B4),.

Distractibility is often present, as evidenced by rapid changesin speech oractivity
as a result of respondingto various irrelevant external stimuli (Criterion B5). The in-
crease in goal-directed activity may involve planningof, and participation in, multi-
ple activities (Criterion B6). These activities are often creative and productive(e.g.,
writinga letter to the editor, clearing up paperwork). Sociability is usually increased,
and there may be an increasein sexual activity. There may be impulsive activity such
as buying sprees, reckless driving, or foolish business investments (Criterion B7).
However, such activities are usually organized, are not bizarre, and do notresult in
the level of impairmentthat is characteristic of a Manic Episode.

Associated Features and Disorders

Associated features of a Hypomanic Episodeare similar to those for a Manic Episode.
Mood mayalso be characterized as dysphoricif irritable or depressive symptomsare
more prominent than euphoriain theclinical presentation.

84 of 146

 

Alkermes, Ex. 1022



85 of 146 Alkermes, Ex. 1022

‘ders Hypomanic Episode 367

jsio- Specific Culture and Age Features
elec-

Cultural considerations that were suggested for Major Depressive Episodesare rele-

  

tis yant to Hypomanic Episodes as well (see p. 353). In younger (e.g,, adolescent) per-
Epi- | sons, Hypomanic Episodes may be associated with school truancy, antisocial |sive behavior, schoolfailure, or substance use. |
ions |
ides Course ii]

ae | A Hypomanic Episode typically begins suddenly, with a rapid escalation of symp- .
dea toms within a day or two.Episodes maylast for seyeral weeks to months and are usu- i}Sry ally more abruptin onset and briefer than Major Depressive Episodes. In manycases, |
sug the Hypomanic Episode may be preceded or followed by a Major Depressive Epi- |se sode. Studies suggest that 5%—15%of individuals with hypomania will ultimately de- 4
‘duc velop a Manic Episode. ij
tare H

} Differential Diagnosis i
2 i

ie i A Hypomanic Episode mustbe distinguished from a Mood Disorder Dueto a Gen-
self ie eral Medical Condition. The diagnosis is Mood Disorder Due to a General Medical

ance 4 Condition if the mood disturbanceis judged to be the direct physiological conse-
he quenceof a specific general medical condition (e.g., multiple sclerosis, brain tumor,
eae Cushing’s syndrome)(see p. 401). This determination is based on the history, labora-
ated tory findings, or physical examination. If it is judged that the hypomanic symptoms 4
ran are not the direct physiological consequenceof the general medical condition, then
an the primary Mood Disorderis recorded on AxisI (e.g., Bipolar I Disorder) and the
The general medical condition is recorded on Axis I] (e.g., myocardial infarction). |
sare A Substance-Induced MoodDisorderis distinguished from a Hypomanic Epi-
uns, sode by thefact that a substance (e.g., a drug of abuse, a medication, or exposure toa |
d, if” toxin)is judgedto beetiologically related to the mood disturbance(see p. 405). Symp-

ae tomslike those seen in a Hypomanic Episode maybeprecipitated by a drug of abuse
vity | $ (e.g., hypomanic symptomsthatoccur onlyin the context of intoxication with cocaine
— 1 wouldbe diagnosed as Cocaine-Induced Mood Disorder, With Manic Features, With
alti | E Onset During Intoxication). Symptoms like those seen in a Hypomanic Episode may
eg., I. also be precipitated by antidepressant treatment such as medication, electroconvul-
ded: | sive therapy, or light therapy. Such episodes are also diagnosed as Substance-
fal h- Induced Mood Disorders (e.g., Amitriptyline-Induced Mood Disorder, With Manic
B7). i Features; Electroconvulsive Therapy-Induced Mood Disorder, With Manic Fea-
it in { i tures). However,clinical judgmentis essential to determine whetherthe treatmentis

truly causal or whether a primary Hypomanic Episode happened to have its onset
while the person wasreceiving the treatment(see p. 406).

Manic Episodes should be distinguished from Hypomanic Episodes. Although
Manic Episodes and Hypomanic Episodes haveidentical lists of characteristic symp-

adBs toms, the mooddisturbance in Hypomanic Episodesis notsufficiently severe to cause
viet marked impairmentin social or occupational functioning or to require hospitaliza-

tion. Some Hypomanic Episodes may evolveinto full Manic Episodes.
Attention-Deficit/Hyperactivity Disorder and a Hypomanic Episode are both

|

|

|

{ =
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problems. Attention-Deficit/Hyperactivity Disorderis distinguished from a Hypo-
manic Episodebyits characteristic early onset(i.e., before age 7 years), chronic rather 7
than episodic course, lack of relatively clear onsets and offsets, and the absence of ab- =
normally expansive or elevated mood. =

A Hypomanic Episode mustbe distinguished from euthymia, particularly in indi- ;
viduals who have been chronically depressed and are unaccustomed to the experi- of

| ence of anondepressed mood state.

|| rr 7 .
Criteria for Hypomanic Episode ‘j

A. A distinct period of persistently elevated, expansive, or irritable mood, lasting
throughout at least 4 days, that is clearly different from the usual nondepressed

Wy mood.

 
yj

368 MoodDisorders :
iv . i

characterized by excessiveactivity, impulsive behavior, poor judgment, and denial of naa

B. During the period of mooddisturbance, three (or more) of the following symptoms
have persisted (four if the moodis only irritable) and have been present to a signifi-
cant degree:

} (1) inflated self-esteem or grandiosity
(2) decreased need for sleep (e.g., feels rested after only 3 hours of sleep)
(3) more talkative than usual or pressure to keep talking

| (4) flight of ideas or subjective experience that thoughts are racing
| (5) distractibility (i.e., attention too easily drawn to unimportantorirrelevant ex-

ternal stimuli)

(6) increase in goal-directed activity (either socially, at work or school, or sexually)
or psychomotoragitation

i (7) excessive involvement in pleasurable activities that have a high potential for
I painful consequences(e.g., the person engages in unrestrained buying sprees,

| sexual indiscretions, or foolish business investments)

i C. The episodeis associated with an unequivocal changein functioning that is unchar-
acteristic of the person when not symptomatic.

D, The disturbance in mood andthe changein functioning are observable by others.

| E. The episode is not severe enough to cause marked impairment in social or occupa-
tional functioning, or to necessitate hospitalization, and there are no psychotic fea-| | tures.|

I | F. The symptomsare not dueto the direct physiological effects of a substance (e.g., a
q drug of abuse, a medication, or other treatment) or a general medical condition
; (e.g., hyperthyroidism).

i Note: Hypomanic-like episodes that are clearly caused by somatic antidepressant
4 treatment (e.g., medication, electroconvulsive therapy, light therapy) should not
! count toward a diagnosis of Bipolar |! Disorder.
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of a Depressive Disorders
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4 Major Depressive Disorderidi-

eri-

| Diagnostic Features
YW The essential feature of Major Depressive Disorder is a clinical course that is charac-

— = terized by one or more Major Depressive Episodes(see Pp. 349) without a history of
“s Manic, Mixed, or Hypomanic Episodes (Criteria A and C), Episodes of Substance-

ting - Induced Mood Disorder (dueto the direct physiological effects of a drug of abuse, assed medication, or toxin exposure) or of MoodDisorder Due to a General Medical Con-dition do not count toward a diagnosis of Major Depressive Disorder.In addition, the
ane i episodes must not be better accounted for by Schizoaffective Disorder and are notnifi- . superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder,‘a or Psychotic Disorder Not Otherwise Specified (Criterion B).we The fourth digit in the diagnostic code for Major Depressive Disorderindicatestt whetherit is a Single Episode (used only forfirst episodes) or Recurrent. It is some-- times difficult to distinguish between a single episode with waxing and waning

a symptoms and two separate episodes. For purposes of this manual, an episodeis con-
ee sidered to have ended when thefull criteria for the Major Depressive Episode havee not been metfor at least 2 consecutive months. During this 2-month period, there is
ially) 7 . either complete resolution of symptoms or the presence of depressive symptomsthat= no longer meetthefull criteria for a Major Depressive Episode (In Partial Remission).il for ‘ The fifth digit in the diagnostic code for Major Depressive Disorder indicates theirees,,. 7 current state of the disturbance.If the criteria for a Major Depressive Episode are met,eo the severity of the episodeis noted as Mild, Moderate, Severe Without Psychotic Fea-Aare i tures, or Severe With Psychotic Features. If the criteria for a Major Depressive Epi-. 3 sode are not currently met, the fifth digit is used to indicate whetherthe disorderis

a In Partial Remission or In Full Remission(see p. 412).oles ; If Manic, Mixed, or Hypomanic Episodes developin the course of Major Depres-
cupa- i sive Disorder, the diagnosis is changedto a Bipolar Disorder. However, if manic orc fea- _ hypomanic symptoms occur as a directeffect of antidepressanttreatment, use of oth-f er medications, substance use, OF toxin exposure, the diagnosis of Major Depressive
2.9., 2 ji . Disorder remains appropriate and an additional diagnosis of Substance-Induceddition Mood Disorder, With Manic Features (or With Mixed Features), should be noted,Similarly, if manic or hypomanic symptoms occur asa direct effect of a general med-
eat q ical condition, the diagnosis of Major Depressive Disorder remains appropriate andd not ¥ an additional diagnosis of Mood Disorder Dueto a General Medical Condition, WithManic Features (or With Mixed Features), should be noted.

Specifiers
If the full criteria are currently metfor a Major Depressive Episode, the following
specifiers may be used to describe the currentclinical status of the episode and to de-
scribe features of the current episode:
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370 MoodDisorders
Mild, Moderate, Severe Without Psychotic Features, Severe With PsychoticFeatures (see p. 411)
Chronic(see p. 417)
With Catatonic Features (see p. 417)
With Melancholic Features (see p. 419)
With Atypical Features (see p. 420)
With Postpartum Onset (see p. 422)

If the fullcriteria are not currently metfora Major Depressive Episode, the follow-
ing specifiers may be used to describe the currentclinical sta tus of the Major Depres-sive Disorder andto describe features of the most recent episode:

In Partial Remission,In Full Remission (see p- 411)
Chronic (see p. 417)
With Catatonic Features (see p. 417)
With Melancholic Features (see p. 419)
With Atypical Features (see p. 420)
With Postpartum Onset (see p. 422)

The following specifiers may be usedto indicate the pattern of the episodes andthe presence of interepisode symptoms for Major Depressive Disorder, Recurrent:
Longitudinal Course Specifiers (With and Without Full InterepisodeRecovery) (see p. 424)
With Seasonal Pattern (see p. 425)

Recording Procedures

The diagnostic codesfor Major Depressive Disorder are selected as follows:
1. Thefirst three digits are 296.

2. The fourth digit is either 2 (if there is only a single Major Depressive Episode)or3 (if there are recurrent Major Depressive Episodes).
3. Ifthe full criteria are currently metfor a MajorDepressive Episode,thefifth digitindicates the current severity as follows: 1 for Mild severity, 2 for Moderate se-

verity, 3 for Severe Without Psychotic Features,4 for Severe With Psychotic Fea-
tures.If the full criteria are not currently metfor a Major Depressive Episode, thefifth digit indicates the Current clinical status of the Major Depressive Disorder
as follows: 5 for In Partial Remission, 6 for In Full Remission, If the severity ofthe current episode orthe current remission statusof the disorderis unspecified,
coded.

In recording the name of a diagnosis, terms should be listed in the followingorder:Major Depressive Disorder, specifiers codedin the fourth digit (e.g., Recurrent), spec-ifiers codedin thefifth digit (e.g., Mild, Severe With Psychotic Features,In Partial Re-
mission), as many specifiers (without codes) as apply to the current or most recent
episode (e.g., With Melancholic Features, With Postpartum Onset), and as many
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‘orders Major Depressive Disorder 371
specifiers (without codes) as apply to the course of episodes (e.g., With Full Interepi-
sode Recovery); for example, 296.32 Major Depressive Disorder, Recurrent, Moder-
ate, With Atypical Features, With Seasonal Pattern, With Full Interepisode Recovery.

chotic

Associated Features and Disorders

Associated descriptive features and mental disorders. Major Depressive Dis-
order is associated with high mortality, Up to 15%of individuals with severe Major
Depressive Disorder die by suicide. Epidemiological evidence also suggests that
there is a fourfold increase in death rates in individuals with Major Depressive Dis-
order who are over age 55 years. Individuals with Major Depressive Disorder admit-
ted to nursing homes may have a markedly increased likelihood of death in the first
year. Among individuals seen in general medical settings, those with Major Depres-
sive Disorder have more pain and physical illness and decreased physical, social, and
role functioning.

Major Depressive Disorder may be preceded by Dysthymic Disorder (10%in epi-
demiological samples and 15%-25%in clinical samples).It is also estimated that each
year approximately 10% of individuals with Dysthymic Disorder alone will go on to

les and have a first Major Depressive Episode. Other mental disorders frequently co-occur
rent: with Major Depressive Disorder (e.g., Substance-Related Disorders, Panic Disorder,Obsessive-Compulsive Disorder, Anorexia Nervosa, Bulimia Nervosa, Borderline

Personality Disorder).

follow-

Jepres-

tlpedeereameeeeeesores
Associated laboratory findings. The laboratory abnormalities that are associated
with Major Depressive Disorder are those associated with Major Depressive Episode
(see p. 352). Noneofthese findings are diagnostic of Major Depressive Disorder, but
they have been noted to be abnormal in groupsof individuals with Major Depressive
Disorder compared with control subjects. Neurobiological disturbances such asele-
vated glucocorticoid levels and EEGsleep alterations are more prevalent among in-
dividuals with Psychotic Features and those with more severe episodes or with
Melancholic Features. Most laboratory abnormalities are state dependent(i-e., are
present only when depressive symptomsare present). However, evidence suggests
that some sleep EEG abnormalities persist into clinical remission or may precede the
onsetof the Major Depressive Episode.

ode) or

th digit
rate se-

tic Fea-

rde, the
isorder

BDgyagg=HeeebleapaeaS
Associated physical examination findings and general medical conditions. Indi-
viduals with chronic or severe general medical conditions are at increasedrisk to de-

erity of velop Major Depressive Disorder. Up to 20%-25%of individuals with certain generalecified, medical conditions (e.g., diabetes, myocardialinfarction, carcinomas, stroke) will de-
nnot be velop Major Depressive Disorder during the course of their general medical condi-

~~a
 

} tion, The managementofthe general medical condition is more complex and the
\ prognosis is less favorable if Major Depressive Disorderis present. In addition, the |porder: prognosis of Major Depressive Disorderis adversely affected (e.g., longer episodesor

uae b poorerresponsesto treatment) by concomitant chronic general medical conditions.‘t a

> recent

3 Many pe
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372 MoodDisorders

Specific Culture, Age, and Gender Features

Specific culture-related features are discussed in the text for Major Depressive Epi-
sode(see p. 353). Epidemiological studies suggest significant cohorteffects in risk of
depression. For example, individuals born between 1940 and 1950 appearto have an
earlier age at onset anda greaterlifetime risk of depression than those born prior to
1940. There is some evidence that Atypical Features are more common in younger
people and that Melancholic Features are more commonin older depressed People.
Among those with an onsetof depressionin laterlife, there is evidence of subcortical
white matter hyperintensities associated with cerebrovascular disease, These “vascu-
lar” depressions are associated with greater neuropsychological impairments and
poorerresponsesto standard therapies. Major Depressive Disorder(Single or Recur-
rent) is twice as commonin adolescent and adult femalesas in adolescent and adult
males. In prepubertal children, boys andgirls are equally affected.

Prevalence

Studies of Major Depressive Disorder have reported a wide range of values for the
proportionof the adult population with the disorder, Thelifetime risk for Major De-
pressive Disorder in community samples has varied from 10% to 25% for women and
from 5% to 12% for men. The point prevalence of Major Depressive Disorderin adults
in community samples has varied from 5%to 9% for women and from 2%to 3%for
men. The prevalence rates for Major Depressive Disorder appear to be unrelated to
ethnicity, education, income, or marital status.

Course

Major Depressive Disorder may begin at any age, with an average age at onset in the
mid-20s. Epidemiological data suggest that the age at onsetis decreasing for those
born morerecently. The course of Major Depressive Disorder, Recurrent,is variable.
Some people haveisolated episodes that are separated by manyyears without any
depressive symptoms, whereasothers haveclustersof episodes, andstill others have
increasingly frequent episodes as they grow older. Some evidence suggests that the
periods of remission generally last longer early in the course of the disorder, The
numberof prior episodes predicts the likelihood of developing a subsequent Major
Depressive Episode. At least 60%of individuals with Major Depressive Disorder, Sin-
gle Episode, can be expected to have a secondepisode.Individuals who have had two
episodes have a 70% chanceof having a third, and individuals who have had three
episodes have a 90% chance of having a fourth. About 5%-10%of individuals with
Major Depressive Disorder, Single Episode, subsequently develop a Manic Episode
(i.e., develop Bipolar I Disorder).

Major Depressive Episodes may end completely (in about two-thirds of cases), or
only partially or notatall (in about one-third of cases). For individuals who have only
partial remission,there is a greater likelihoodof developing additional episodes and
of continuing the pattern of partial interepisode recovery, The longitudinal course
specifiers With Full Interepisode Recovery and Without Full Interepisode Recovery
(see p. 424) maytherefore have prognostic value. A numberof individuals have pre-
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: existing Dysthymic Disorderprior to the onset of Major Depressive Disorder, Single
: - ; Episode. Someevidence suggests that these individuals are more likely to have addi-

sive Epi- : . Maior D on Haisodes, H int isodsneak é tional Major Depressive Episodes, have poorer interepisode recovery, and may re-
h i quire additional acute-phase treatment and a longer period of continuing treatment
— i to attain and maintain a more thorough and longer-lasting euthymicstate.

sere ot Follow-up naturalistic studies suggested that1 year after the diagnosis of a Major
younger Depressive Episode, 40% of individualsstill have symptoms thatare sufficiently se- i
| people, oa : : ‘ :: vere to meet criteria for a full Major Depressive Episode, roughly 20% continue to
beortical hone : ‘ ‘
wi have some symptomsthat no longer meetfull criteria for a Major Depressive Episode
5 eat (i,e., Major Depressive Disorder, In Partial Remission), and 40% have no Mood Dis-
vel lai : order. Theseverity of the initial Major Depressive Episode appears to predict persis-
w Recur- ‘ i: or : i
nd adult tence. Chronic general medical conditions are also a risk factor for more persistent

s episodes.
Episodes of Major Depressive Disorderoften follow a severe psychosocial stressor,

such as the death of a loved one ordivorce. Studies suggest that psychosocial events
(stressors) may play a moresignificantrole in the precipitation of thefirst or second
episodes of Major Depressive Disorder and mayplay less of a role in the onset of sub- i

s for the : d ical js dlaior De- sequent episodes. Chronic general medical conditions and Substance Dependence |
} (particularly Alcohol or Cocaine Dependence) may contribute to the onset or exacer-men and 3 ‘ : ‘

‘as sacha bation of Major Depressive Disorder.
ayf x It is difficult to predict whetherthe first episode of a Major Depressive Disorder in
: ‘ 4 i. a young person will ultimately evolve into a Bipolar Disorder. Some data suggest that
ae the acute onset of severe depression, especially with psychotic features and psycho-

motorretardation, in a young person without prepubertal psychopathology is more
likely to predict a bipolar course. A family history of Bipolar Disorder may also be
suggestive of subsequent developmentof Bipolar Disorder.

et in the

or thbse Familial Pattern

ne i Major Depressive Disorderis 1.5-3 times more common amongfirst-degree biologi-
aee cal relatives of persons with this disorder than among the general population. There
7 ine is evidence for an increased risk of Alcohol Dependencein adultfirst-degree biolog-
is e ahs ; ical relatives, and there may be an increased incidence of an Anxiety Disorder(e-.g.,
rhe = a Panic Disorder, Social Phobia) or Attention-Deficit/Hyperactivity Disorder in the
tome +) children of adults with Major Depressive Disorder.
der, Sin- 3

had two 4
ad three | Differential Diagnosis

Done { See the “Differential Diagnosis” section for Major Depressive Episode (p. 354). A his-
pee tory ofa Manic, Mixed, or Hypomanic Episodeprecludesthe diagnosis of Major De-

pressive Disorder, The presence of Hypomanic Episodes (without any history of

re ee " Manic Episodes) indicates a diagnosis of Bipolar II Disorder. The presence of Manicaon ! or Mixed Episodes (with or without Hypomanic Episodes) indicates a diagnosis of
des and : :
[ i Bipolar I Disorder.
pie | Major Depressive Episodes in Major Depressive Disorder must be distinguished
5 =e} ' from a Mood Disorder Due to a General Medical Condition. The diagnosis is Mood

SEUPs Disorder Due to a General Medical Conditionif the mood disturbanceis judged to be
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374 Mood Disorders

the direct physiological consequence of a specific general medical condition (e.g.,
multiple sclerosis, stroke, hypothyroidism)(see p, 401), This determination is based
on the history, laboratory findings, or physical examination.Ifit is judgedthat the de-
pressive symptomsare not the direct physiological consequenceof the general med-
ical condition, then the primary Mood Disorder is recorded on Axis I (e.g., Major
Depressive Disorder) and the general medical condition is recorded on Axis III (eg.,
myocardial infarction). This would bethe case, for example,if the Major Depressive
Episode is considered to be the psychological consequence of having the general
medical condition orif there is no etiological relationship between the Major Depres-
sive Episode and the general medical condition.

A Substance-Induced Mood Disorderis distinguished from Major Depressive
Episodes in Major Depressive Disorderby the fact that a substance(e.g., a drug of
abuse, a medication, or exposure to a toxin)is judged to be etiologically related to the
mooddisturbance (see p. 405). For example, depressed moodthat occurs only in the
context of withdrawal from cocaine would be diagnosed as Cocaine-Induced Mood
Disorder, With Depressive Features, With Onset During Withdrawal.

Dysthymic Disorder and Major Depressive Disorder are differentiated based on
severity, chronicity, and persistence. In Major Depressive Disorder, the depressed
mood mustbe present for mostof the day, nearly every day, for a period ofat least
2 weeks, whereas Dysthymic Disorder mustbe present for more days than notover
a periodofat least 2 years. The differential diagnosis between Dysthymic Disorder
and Major Depressive Disorder is madeparticularly difficult by the fact that the two
disorders share similar symptoms andthatthe differences betweenthem in onset, du-
ration, persistence, and severity are noteasy to evaluate retrospectively. Usually Ma-
jor Depressive Disorder consists of one or more discrete Major Depressive Episodes
that can be distinguished from the person’s usual functioning, whereas Dysthymic
Disorderis characterized by chronic, less severe depressive symptomsthat have been
present for many years.If the initial onset of chronic depressive symptomsis of suf-
ficient severity and numberto meetcriteria for a Major Depressive Episode, the diag-
nosis would be Major Depressive Disorder, Chronic(if the criteria arestill met), or
Major Depressive Disorder, In Partial Remission(if the criteria are no longer met).
The diagnosis of Dysthymic Disorder is made following Major Depressive Disorder
only if the Dysthymic Disorder wasestablished priorto thefirst Major Depressive
Episode(i-e., no Major Depressive Episodes duringthefirst 2 years of dysthymic symp-
toms), or if there has been a full remission of the Major Depressive Episode(i.e.,
lasting at least 2 months) before the onset of the Dysthymic Disorder.

Schizoaffective Disorder differs from Major Depressive Disorder, With Psychotic
Features, by the requirementthat in Schizoaffective Disorder there mustbeatleast
2 weeks of delusions or hallucinations occurring in the absence of prominent mood
symptoms. Depressive symptoms maybe present during Schizophrenia, Delusional
Disorder, and Psychotic Disorder Not Otherwise Specified. Most commonly, such
depressive symptomscan be considered associated features of these disorders and do
not merit a separate diagnosis. However, when the depressive symptoms meetfull
criteria for a Major Depressive Episode(orareofparticularclinical significance), a di-
agnosis of Depressive Disorder Not Otherwise Specified may be madein addition to
the diagnosis of Schizophrenia, Delusional Disorder, or Psychotic Disorder Not Oth-
erwise Specified. Schizophrenia, Catatonic Type, maybedifficult to distinguish from
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orders Major Depressive Disorder 375 |
1(e.g, Major Depressive Disorder, With Catatonic Features. Prior history or family history
based may be helpful in makingthis distinction.

the de- In elderly individuals, it is often difficult to determine whether cognitive symp-
| med- toms(e.g., disorientation, apathy, difficulty concentrating, memory loss) are better ]
Major accounted for by a dementia or by a Major Depressive Episode in Major Depressive ii
I (e.g., Disorder. This differential diagnosis may be informed by a thorough general medical | !
"essive evaluation and consideration of the onset of the disturbance, temporal sequencing of i
jeneral depressive and cognitive symptoms, course of illness, and treatment response. The

lepres- premorbid state of the individual may help to differentiate a Major Depressive Dis- | |
j order from dementia, In dementia, there is usually a premorbid history of declining

“essive cognitive function, whereas the individual with Major Depressive Disorder is much Wi |
rug of morelikely to have a relatively normal premorbid state and abruptcognitive decline
to the associated with the depression. HI
in the if
Mood i

Diagnostic criteria for
ea 296.2x Major Depressive Disorder, Single Episode |
t least A, Presence of a single Major Depressive Episode (see p. 356). |
it over B. The Major Depressive Episode is not better accounted for by Schizoaffective Disorder
3order and is not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional
1e two Disorder, or Psychotic Disorder Not Otherwise Specified.

3t, du- Cc. There has never been a Manic Episode (see p. 362), a Mixed Episode (see p. 365), or
y Ma- | a Hypomanic Episode (see p. 368). Note: This exclusion does not applyif all of the
sodes manic-like, mixed-like, or hypomanic-like episodes are substance or treatment in-
vymic duced or are due to the direct physiological effects of a general medical condition.

Pa If the full criteria are currently met for a Major Depressive Episode, specify its current
diag. clinical status and/or features:
2t), or Mild, Moderate, Severe Without Psychotic Features/Severe With Psychotic
met). Features(see p. 411)| Chronic (see p. 417)
order With Catatonic Features (see p. 417)
*ABLVE | With Melancholic Features (see p. 419)
yuip= With Atypical Features (see p. 420)
' (Le, | With Postpartum Onset(see p. 422) :

‘hotic if the full criteria are not currently met for a Major Depressive Episode, specify the cur-
least rent clinical status of the Major Depressive Disorder or features of the most recent epi-
nood | sode; |
ional In Partial Remission, In Full Remission (see p. 411)
such Chronic (see p. 417) |
iddo Y With Catatonic Features (see p. 417) k
t full ) With Melancholic Features (see p. 419)
ade With Atypical Features(see p. 420)
auf With Postpartum Onset(see p. 422)
Oth- |
from i
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Mood Disorders

Diagnostic criteria for
296.3x Major Depressive Disorder, Recurrent

A. Presence of two or more Major Depressive Episodes (see p. 356),
Note: To be considered sé€parate episodes, there must be an interval of at least| 2 consecutive months in which criteria are not met for a Major Depressive Episode,

8. The Major Depressive Episodes are not better accounted for by Schizoaffective Dis-
order and are not superimposed on Schizophrenia, Schizophreniform Disorder, De-
lusional Disorder, or Psychotic Disorder Not Otherwise Specified.

C. There has never been a Manic Episode (see p. 362), a Mixed Episode (see p. 365), or
a Hypomanic Episode (see p. 368), Note: This exclusion does not applyif all of the4, manic-like, mixed-like, or hypomanic-like episodes are substance or treatmentin-
duced or are dueto the direct physiological effects of a general medical condition.

if the full criteria are currently met for a Major Depressive Episode, specify its currentclinical status and/or features:

i Mild, Moderate, Severe Without Psychotic Features/| | Severe With Psychotic Features (see p. 411)| HH Chronic(see p, 417)
With Catatonic Features(see p. 417)
With Melancholic Features (see p. 419)
With Atypical Features (see p. 420)

ih With Postpartum Onset(see p. 422) 
i lf the full criteria are not currently met for a Major Depressive Episode, Specify the cur-

rent clinical status of the Major Depressive Disorder or features of the most recent epi-i | sode:

i In Partial Remission, in Full Remission (see p. 411)
\| Chronic(see p. 417)

With Catatonic Features (see p. 417)
mm) With Melancholic Features (see p, 419)
it | With Atypical Features(see p. 420)
| \ With Postpartum Onset(see p. 422)

Specify:P|)

| Longitudinal Course Specifiers (With and Without Interepisode Recovery)| (see p. 424)
] With Seasonal Pattern (see p, 425)

i |

iq 300.4 Dysthymic Disorder

| Diagnostic Features 4

The essential feature of Dysthymic Disorderis a chronically depressed mood that oc- ’ 2
curs for mostof the day moredaysthan notfor at least 2 years (Criterion A). Individ- ‘  
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300.4 Dysthymic Disorder 377

uals with Dysthymic Disorder describe their mood as sad or “down in the dumps.”
In children, the mood maybeirritable rather than depressed, and the required mini-
mum durationis only 1 year, During periods of depressed mood,at least two of the
following additional symptoms arepresent: poorappetite or overeating, insomnia or
hypersomnia, low energy or fatigue, low self-esteem, poor concentration or difficulty
makingdecisions, and feelings of hopelessness (Criterion B). Individuals may note the
prominent presence of low interest andself-criticism, often seeing themselves as un-
interesting or incapable. Because these symptoms have become so much a partof the
individual's day-to-day experience(e.g., “I've always been this way,” “That's just how
Iam”), they are often not reported unless directly asked aboutby the interviewer.

During the 2-year period (1 year for children or adolescents), any symptom-free in-
tervals last no longer than 2 months (Criterion C). The diagnosis of Dysthymic Dis-
order can be madeonly if the initial 2-year period of dysthymic symptoms is free of
Major Depressive Episodes (Criterion D), If the chronic depressive symptoms include
a Major Depressive Episode duringtheinitial 2 years, then the diagnosis is Major De-
pressive Disorder, Chronic(if full criteria for a Major Depressive Episode are met), or
Major Depressive Disorder, In Partial Remission (if full criteria for a Major Depres-
sive Episode are not currently met). After the initial 2 years of the Dysthymic Dis-
order, Major Depressive Episodes may be superimposed on the Dysthymic Disorder.
In such cases (“double depression”), both Major Depressive Disorder and Dysthymic
Disorder are diagnosed. Once the person returns to a dysthymicbaseline(i.e., criteria
for a Major Depressive Episode are no longer met but dysthymic symptoms persist),
only Dysthymic Disorderis diagnosed.

The diagnosis of Dysthymic Disorderis not madeif the individual has ever had
a Manic Episode(p. 357), a Mixed Episode(p. 362), or a Hypomanic Episode (p. 365)
orif criteria have ever been met for Cyclothymic Disorder(Criterion E). A separate
diagnosis of Dysthymic Disorder is not made if the depressive symptoms occur ex-
clusively duringthe course of a chronic Psychotic Disorder, such as Schizophrenia or
Delusional Disorder (Criterion F), in which case they are regarded as associated fea-
tures of these disorders. Dysthymic Disorderis also not diagnosedif the disturbance
is due to the direct physiological effects of a substance (e.g., alcohol, antihypertensive
medications) or a general medical condition (e.g., hypothyroidism, Alzheimer’s dis-
ease) (Criterion G). The symptoms mustcauseclinically significant distress or impair-
mentin social, occupational (or academic), or other important areas of functioning
(Criterion H).

Specifiers

Ageat onset and the characteristic pattern of symptomsin Dysthymic Disorder may
be indicated by using the following specifiers:

Early Onset. This specifier should be used if the onset of the dysthymic
symptoms occurs before age 21 years. Such individuals are morelikely to de-
velop subsequent Major Depressive Episodes.
Late Onset. This specifier should be used if the onset of the dysthymic symp-
toms occurs at age 21 or older,
With Atypical Features. This specifier should be usedif the pattern of symp-
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378 Mood Disorders

toms during the mostrecent2 years of the disorder meetsthecriteria for With
Atypical Features(see p. 420).

Associated Features and Disorders

Associated descriptive features and mental disorders. The associated features
of Dysthymic Disorderare similar to those for a Major Depressive Episode (p. 352),
Several studies suggest that the most commonly encountered symptoms in Dysthy-
mic Disorder maybefeelings of inadequacy; generalizedloss of interest or pleasure;
social withdrawal;feelings of guilt or brooding aboutthe past; subjectivefeelings of
irritability or excessive anger; and decreased activity, effectiveness, or productivity.
(Appendix B provides an alternative for Criterion B for use in research studies that
includes these items.) In individuals with Dysthymic Disorder, vegetative symptoms
(e.g., sleep, appetite, weight change, and psychomotor symptoms) appearto be less
commonthan for persons in a Major Depressive Episode. When Dysthymic Disorder
without prior Major Depressive Disorderis present,it is a risk factor for developing
Major Depressive Disorder(in clinical settings up to 75%of individuals with Dysthy-
mic Disorder will develop Major Depressive Disorder within 5 years). Dysthymic
Disorder maybeassociated with Borderline, Histrionic, Narcissistic, Avoidant, and
DependentPersonality Disorders. However, the assessment of features of a Person-
ality Disorderis difficult in such individuals because chronic mood symptoms may
contribute to interpersonal problems orbe associated with distorted self-perception.
Other chronic Axis I disorders (e.g., Substance Dependence) or chronic psychosocial
stressors maybe associated with Dysthymic Disorder in adults. In children, Dysthy-
mic Disorder may be associated with Attention-Deficit/Hyperactivity Disorder, Con-
duct Disorder, Anxiety Disorders, Learning Disorders, and Mental Retardation.

Associated laboratory findings. About 25%-50% of adults with Dysthymic Disor-
der have someof the same polysomnographic features that are found in some indi-
viduals with Major Depressive Disorder (e.g., reduced rapid eye movement [REM]
latency, increased REM density, reduced slow-wave sleep, impaired sleep continu-
ity). Those individuals with polysomnographic abnormalities moreoften have a pos-
itive family history for Major Depressive Disorder (and may respond better to
antidepressant medications) than those with Dysthymic Disorder without such find-
ings. Whether polysomnographic abnormalities are also found in those with “pure”
Dysthymic Disorder(i.e., those with no prior history of Major Depressive Episodes)
is not clear. Dexamethasone honsuppression in Dysthymic Disorderis not common,
urescriteria are also met for a Major Depressive Episode.

Specific Age and GenderFeatures

In children, Dysthymic Disorder seemsto occur equally in both sexes and often re-
sults in impaired school performance and social interaction, Children and adoles-
cents with Dysthymic Disorder are usually irritable and cranky as well as depressed.
They havelowself-esteem and poorsocial skills and are pessimistic. In adulthood,
women are twoto three times morelikely to develop Dysthymic Disorder than aremen.
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od Disorders 300.4 Dysthymic Disorder 379 |
tia f i
tia for With Prevalence

Thelifetime prevalence of Dysthymic Disorder(with or without superimposed Major
i] Depressive Disorder) is approximately 6%, The point prevalence of Dysthymic Dis-

order is approximately 3%.
ed features '

ode (p. 352), Course

= eoeee i Dysthymic Disorder often has an early andinsidiousonset(i.e., in childhood,adoles-
; ais enf II cence, or early adult life) as well as a chronic course.In clinical settings, individuals {
‘onaa i} with Dysthymic Disorder usually have superimposed Major Depressive Disorder, (
studies er # which is often the reason for seeking treatment. If Dysthymic Disorder precedes the
ie nis \ onset of Major Depressive Disorder, thereis less likelihood that there will be sponta- ih
ok,é Ene L neousfull interepisode recovery between Major Depressive Episodes and a greater iN
ic Disorder Hl likelihood of having more frequent subsequent episodes. Although the spontaneous f

L remission rate for Dysthymic Disorder may be as low as 10%per year, evidence sug-

Dysthymic Dysthymic Disorder appears similar to that of other Depressive Disorders, whether
idCaaesd or not there is a superimposed Major Depressive Disorder.
f a Person-

atoms may
derception.
ychosocial
n, Dysthy-
der, Con-
ation.

Familial Pattern

Dysthymic Disorder is more common amongfirst-degree biological relatives of peo-
ple with Major Depressive Disorder than among the general population.In addition,
both Dysthymic Disorder and Major Depressive Disorder are more common in the
first-degree relatives of individuals with Dysthymic Disorder.

mic Disor- Differential Diagnosis
some,indi-
ent [REM]
2 continu-
avea pos-
better to

such find-

th “pure”
Episodes)
common,

See the “Differential Diagnosis” section for Major Depressive Disorder (p. 373). The
differential diagnosis between Dysthymic Disorder and Major Depressive Disorder
is madeparticularly difficult by the facts that the two disorders share similar symp-
toms and thatthe differences between them in onset, duration, persistence, and se-
verity are not easy to evaluate retrospectively. Usually Major Depressive Disorder
consists of one or more discrete Major Depressive Episodesthat can be distinguished
from the person's usual functioning, whereas Dysthymic Disorderis characterized by
chronic, less severe depressive symptoms that have been present for many years.
When Dysthymic Disorderis of many years’ duration, the mood disturbance may not
be easily distinguished from the person's “usual” functioning.If the initial onset of
chronic depressive symptomsis of sufficient severity and number to meetfull criteria
for a Major Depressive Episode, the diagnosis would be Major Depressive Disorder,
Chronic(if the full criteria are still met), or Major Depressive Disorder, In Partial Re-
mission(if the full criteria are no longer met). The diagnosis of Dysthymic Disorder
can be made following Major Depressive Disorder only if the Dysthymic Disorder
wasestablished prior to the first Major Depressive Episode(i.e., no Major Depressive
Episodes duringthefirst 2 years of dysthymic symptoms), orif there has been a full
remission of the Major Depressive Disorder(i.e., lasting at least 2 months) before the
onset of the Dysthymic Disorder.

often re-

d adoles-

2pressed.
lulthood,
than are

developing eee eane : .
ith Dysthy- gests the outcomeis significantly better with active treatment. The treated course of
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Diagnosticcriteria for 300.4 pysthymic Disorder

   

 
A. Depressed mood for most of the day, for more days thannot, as indicated either bysubjective accountor Observation by others, for at least 2 years, Note:In childrenand adolescents, mood canbeirritable and duration must be at least 1 year,B. Presence,    while depressed, of two(or more

(1) poor appetite or Overeating
(2) insomnia or hypersomnia
(3) low energy or fatigue
(4) low self-esteem

(5) poor concentration or difficulty making decisionsi (6) feelings of hopelessness

 ) of the following:  

       

 
 

 g the first 2 years of
i.e., the disturbance is not bet-ic Major Depressive Disorder, or Major Depressive Disor-  
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311 Depressive Disorder Not Otherwise Specified 381 |
Diagnostic criteria for 300.4 Dysthymic Disorder
(continued)

Note: There may have been a previous Major Depressive Episode provided there
was a full remission (no significant signs or symptoms for 2 months) before develop-
ment of the Dysthymic Disorder. In addition, after the initial 2 years (1 yearin chil-
dren or adolescents) of Dysthymic Disorder, there may be superimposed episodes of |
Major Depressive Disorder, in which case both diagnoses may be given whenthecri-
teria are met for a Major Depressive Episode.

E. There has never been a Manic Episode(see p. 362), a Mixed Episode (see p. 365), or
a Hypomanic Episode (see p. 368), and criteria have never been met for Cyclothymic
Disorder.

F. The disturbance does not occur exclusively during the course of a chronic Psychotic
Disorder, such as Schizophrenia or Delusional Disorder.

G. The symptoms are not due to the direct physiological effects of a substance (e.g,, a
drug of abuse, a medication) or a general medical condition (e.g., hypothyroidism).

H. The symptomscauseclinically significant distress or impairmentin social, occupation-
al, or other important areas of functioning.

Specify if:

Early Onset: /f onset is before age 21 years
Late Onset: if onset is age 21 years or older

Specify (for most recent 2 years of Dysthymic Disorder):

With Atypical Features (see p. 420)
 

311 Depressive Disorder Not Otherwise Specified
The Depressive Disorder Not Otherwise Specified category includes disorders with de-
pressive features that do not meet the criteria for Major Depressive Disorder, Dysthy-
mic Disorder, Adjustment Disorder With Depressed Mood(see p. 679), or Adjustment
Disorder With Mixed Anxiety and Depressed Mood(see p. 680). Sometimes depressive
symptoms can present as part of an Anxiety Disorder Not Otherwise Specified (see
p. 484). Examples of Depressive Disorder Not Otherwise Specified include

1. Premenstrual dysphoric disorder: in most menstrual cycles duringthepastyear,
symptoms(e.g., markedly depressed mood, marked anxiety, marked affective
lability, decreasedinterestin activities) regularly occurred during the last week
of the luteal phase (and remitted within a few daysof the onset of menses). These
symptoms must be severe enough to markedly interfere with work, school, or
usual activities and be entirely absent for at least 1 week postmenses (see p- 771
for suggested research criteria),

2. Minor depressive disorder: episodesofat least 2 weeks of depressive symptoms
but with fewer than the five items required for Major Depressive Disorder (see
p- 775 for suggested researchcriteria),
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syatt.tt382 Mood Disorders Megsee:

sode that occurs during the residual phase of Schizophrenia(see p. 767 for sug-
gested researchcriteria).

5. A Major Depressive Episode superimposed on Delusional Disorder, Psychotic
Disorder Not Otherwise Specified, or the active phase of Schizophrenia.

6. Situations in which the clinician has concluded that a depressive disorder is
present but is unable to determine whetherit is primary, due to a general medi-
cal condition, or substance induced.

3. Recurrent brief depressive disorder: depressive episodeslasting from 2 days up e
to 2 weeks, occurring at least once a month for 12 months (not associated with a
the menstrual cycle) (see p. 778 for suggested researchcriteria). Ee.

4. Postpsychotic depressive disorder of Schizophrenia: a Major Depressive Epi- %=

Bipolar Disorders
  

This section includes Bipolar I Disorder, Bipolar IT Disorder, Cyclothymia, and Bipo-
lar Disorder Not Otherwise Specified. There are six separate criteria sets for BipolarI
Disorder: Single Manic Episode, Most Recent Episode Hypomanic, Most Recent Epi-
sode Manic, Most Recent Episode Mixed, Most Recent Episode Depressed, and Most
Recent Episode Unspecified. Bipolar I Disorder, Single Manic Episode, is used to de-
scribe individuals who are havinga first episode of mania. The remainingcriteria sets
are used to specify the nature of the current (or most recent) episode in individuals
whohave had recurrent mood episodes,

lease”|"

Pn-

Bipolar | Disorder

Diagnostic Features

The essential feature of Bipolar I Disorderis a clinical course that is characterized by
the occurrence of one or more Manic Episodes (see p. 357) or Mixed Episodes(see
p- 362). Often individuals have also had one or more Major Depressive Episodes(see
p. 349). Episodes of Substance-[nduced Mood Disorder (dueto the direct effects of
a medication, other somatic treatments for depression, a drug of abuse, or toxin ex-posure) or of Mood Disorder Due to a General Medical Condition do not countto- \
ward a diagnosis of Bipolar I Disorder. In addition, the episodes are not better |
accounted for by Schizoaffective Disorder and are not superimposed on Schizophre- t
nia, Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Oth- \ -

)

 
LS

erwise Specified. Bipolar I Disorderis subclassified in the fourth digit of the code
according to whether the individual is experiencing a first episode(i.e., Single Manic
Episode) or whether the disorderis recurrent. Recurrenceis indicated by either a shift
in the polarity of the episode or an interval between episodes of at least 2 months
without manic symptoms.A shift in polarity is defined as a clinical course in which
a Major Depressive Episode evolves into a Manic Episode or a Mixed Episode or in
which a Manic Episode or a Mixed Episode evolvesinto a Major Depressive Episode.
In contrast, a Hypomanic Episode that evolves into a Manic Episode or a Mixed Epi-
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Bipolar | Disorder 383

sode, or a Manic Episodethat evolves into a Mixed Episode (or vice versa), is consid-
ered to be only a single episode. For recurrent Bipolar I Disorders, the nature of the
current (or most recent) episode can be specified (Most Recent Episode Hypomanic,
Most Recent Episode Manic, Most Recent Episode Mixed, Most Recent Episode De-
pressed, Most Recent Episode Unspecified).

Specifiers

If the fullcriteria are currently met for a Manic, Mixed, or Major Depressive Episode,
the following specifiers may be used to describe the currentclinical status of the epi-
sode and to describe features of the current episode:

Mild, Moderate, Severe Without Psychotic Features, Severe With Psychotic
Features(see p. 411)

With Catatonic Features (see p. 417)
With Postpartum Onset(see p, 422)

If the full criteria are not currently met for a Manic, Mixed or Major Depressive Ep-
isode, the following specifiers may be used to describe the currentclinical status of
the Bipolar [ Disorder and to describe features of the most recent episode:

In Partial Remission, In Full Remission (see p. 411)
With Catatonic Features (see p. 417)
With Postpartum Onset(see p. 422)

If criteria are currently met fora Major Depressive Episode, the following may be
used to describe features of the current episode(or, if criteria are not currently met
but the most recent episode of Bipolar I Disorder was a Major Depressive Episode,
these specifiers apply to that episode):

Chronic (see p. 417)
With Melancholic Features (see p. 419)
With Atypical Features (see p. 420)

The following specifiers can be used to indicate the pattern of episodes:

Longitudinal Course Specifiers (With and Without Full Interepisode Recov-
ery) (see p. 424)

With Seasonal Pattern (applies only to the pattern of Major Depressive Epi-
sodes) (see p. 425)

With Rapid Cycling (see p. 427)

Recording Procedures

The diagnostic codes for Bipolar I Disorderare selected as follows:

1. Thefirst three digits are 296.
2. The fourth digit is 0 if there is a single Manic Episode.For recurrent episodes, the

fourth digit indicates the nature of the current episode(or, if the Bipolar I Dis-
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order is currently in
sode) as follows: 4 if the current or most recent epj
or a Manic Episode,5 if it is a Maj

sode, and 7 if the current or most recent episodeis Unspecified. |3. Thefifth digit (exceptfor BipolarI Disorder, Most Recent Episode Hypomanic,
and Bipolar I Disorder, Most Recent Episode Unspecified) indicates the severityof the currentepisodeiffull criteria are met fora Manic, Mixed, or Major Depres-
Sive Episode as follows: 1 for Mild severity, 2 for Moderate severity, 3 for Severe
Without Psychotic Fea tures, 4 for Severe With Psychotic Features,If full criteria
are not met for a Manic, Mixed,or Major Depressive Episode,the fifth digit in-dicates the current clinical status of the BipolarI Disorderas follows:5 for In Par-
tial Remission, 6 for In Full Remission.If current severity orclinical status is
unspecified, the fifth digit is 0. Other specifiers for Bipolar I Disorder cannotbe
coded.For BipolarI Disorder, Most Recent Episode Hypomanic, the fifth digitisalways 0. For Bipolar Disorder, Most Recent Episode Unspecified, there is nofifth digit.

 
                

     

 In recording the nameof a diagnosis,
Bipolar I Disorder, specifiers coded in
Manic), specifiers codedin thefifth digit
In Partial Remission), ifi   
 

 id Cycling); for example, 296.54 BipolarI Disorder, Most Rece
Severe With Psychotic Features, With Melancholic Fea tures, With Rapid Cycling.

Note that if the single episode of BipolarI Disorderis a Mixed Episode, the diag-nosis would beindicated as 296.0x Bipolar I Disorder, Single Manic Episode, Mixed,
 

     

 Associated Features and Disorders  
 Associated descriptive features a

in 10%-15%of individuals with Bip
morelikely to occur when the in
abuse, spouse abuse, or other viol
sodes or during those with psy

 
 

nd mental disorders, Completed suicide occurs
olar I Disorder, Suicidal ideation and attempts are

dividualis in a depressive or mixed state, Child
ent behavior may occur during severe Manic Epi-

chotic features. Other associated problems includeschooltruancy, school failure, occupational failure, divorce, or episodic antisocial be-
havior. Bipolar Disorder is associated with Alcohol and other Substance Use Dis-
orders in many individuals, Individuals with earlier onset of Bipolar I Disorder are
more likely to havea history of current alcohol or other substance use problems. Con-comitant alcohol and other substanceuseis associ
hospitalizations and a worse course of illness.
include Anorexia Nervosa, Bulimia Nervosa,
order, Panic Disorder, and Social Phobia,

 
              

 Other associated mental disorders
Attention-Deficit/Hyperactivity Dis-  

 
 
 

Associated laboratory findings.
diagnostic of BipolarI Disorder or
in Bipolar I Disorder from those in

 There appear to be no laboratory featuresthatare
that distinguish MajorDepressive Episodes found
Major Depressive DisorderorBipolarII Disorder.     
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Bipolar | Disorder 385 |
Imaging studies comparing groups of individuals with Bipolar I Disorder with
groups with Major Depressive Disorder or groups without any Mood Disorder tend
to show increased rates of right-hemispheric lesions, or bilateral subcortical or peri-
ventricular lesions in those with BipolarI Disorder.

Associated physical examination findings and general medical conditions. An

age at onset for a first Manic Episode after age 40 years should alert the clinician to
the possibility that the symptoms may be dueto a general medical condition or sub-
stance use. Current or past hypothyroidism or laboratory evidence of mild thyroid
hypofunction may be associated with Rapid Cycling (see p. 427). In addition, hyper-
thyroidism mayprecipitate or worsen manic symptomsin individuals with a preex-
isting Mood Disorder. However, hyperthyroidism in individuals withoutpreexisting
MoodDisorder does not typically cause manic symptoms.

Specific Culture, Age, and Gender Features

There are no reports of differential incidence of Bipolar I Disorder based on race or
ethnicity. There is some evidence that clinicians may have a tendency to overdiag-
nose Schizophrenia (instead of Bipolar Disorder) in some ethnic groups and in
youngerindividuals.

Approximately 10%-15%of adolescents with recurrent Major Depressive Epi-
sodes will go on to develop Bipolar I Disorder. Mixed Episodes appear to be more
likely in adolescents and young adults than in older adults.

Recent epidemiological studies in the United States indicate that Bipolar I Disorder
is approximately equally common in men and women (unlike Major Depressive Dis-
order, which is more common in women). Gender appearsto be related to the num-
ber and type of Manic and Major Depressive Episodes. The first episode in malesis
more likely to be a Manic Episode. The first episode in females is more likely to bea
Major Depressive Episode. In men the number of Manic Episodes equals or exceeds
the number of Major Depressive Episodes, whereas in women Major Depressive
Episodes predominate. In addition, Rapid Cycling (see p. 427) is more common in
women than in men. Some evidence suggests that mixed or depressive symptoms
during Manic Episodes may be more common in womenas well, although notall
studies are in agreement, Thus, women maybeatparticular risk for depressive orin-
termixed mood symptoms. Women with Bipolar | Disorder have an increasedrisk of
developing subsequentepisodes in the immediate postpartum period. Some women
havetheir first episode during the postpartum period. The specifier With Postpartum
Onset may beused to indicate that the onset of the episode is within 4 weeks of de-
livery (see p. 422). The premenstrual period may be associated with worseningof an
ongoing Major Depressive, Manic, Mixed, or Hypomanic Episode.

Prevalence

Thelifetime prevalence of Bipolar I Disorder in community samples has varied from
0.4%to 1.6%,

ee
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Course

Averageageatonsetis 20 for both men and women. Bipolar I Disorder is a recurrent
disorder—more than 90% of individuals who have a single Manic Episode goon to
have future episodes, Roughly 60%-70% of Manic Episodes occur immediately be-
fore or after a Major Depressive Episode. Manic Episodesoften precedeorfollow the
Major Depressive Episodes in a characteristic pattern for a particular person. The
numberoflifetime episodes (both Manic and Major Depressive) tends to be higher
for Bipolar I Disorder compared with Major Depressive Disorder, Recurrent. Studies
of the course of Bipolar I Disorder prior to lithium maintenance treatment suggest
that, on average, four episodes occur in 10 years. The interval between episodes tends
to decreaseas the individual ages. There is some evidencethat changesin sleep-wake
schedule such as occur during time zone changes orsleep deprivation may precipi-
tate or exacerbate a Manic, Mixed, or Hypomanic Episode. Approxima tely 5%—-15%
of individuals with Bipolar I Disorder have multiple (four or more) mood episodes
(Major Depressive, Manic, Mixed, or Hypomanic) that occur within a given year.
If this pattern is present,it is noted by the specifier With Rapid Cycling(see p. 427).
A rapid-cycling pattern is associated with a poorer prognosis.

Although the majority of individuals with Bipolar I Disorder experience signifi-
cant symptom reduction between episodes, some (20%-30%) continue to display
moodlability and other residual mood symptoms. As manyas 60%experience chron-
ic interpersonalor occupationaldifficulties between acute episodes. Psychotic symp-
toms may developafter days or weeks in what was previously a nonpsychotic Manic
or Mixed Episode. When an individual has Manic Episodes with psychotic features,
subsequent Manic Episodes are more likely to have psychotic features. Incomplete in-
terepisode recovery is more common whenthe current episode is accompanied by
mood-incongruent psychotic features.

Familial Pattern

First-degree biological relatives of individuals with Bipolar I Disorder have elevated
rates of Bipolar I Disorder (4%-24%), Bipolar {I Disorder (1%-5%), and Major Depres-
sive Disorder (4%-24%). Those individuals with Mood Disorderin their first-degree
biological relatives are more likely to have an earlier age at onset. Twin and adoption
studies provide strong evidenceof a genetic influence for Bipolar I Disorder,

Differential Diagnosis

Major Depressive, Manic, Mixed, and HypomanicEpisodesin Bipolar I Disorder must
be distinguished from episodes of a Mood Disorder Due to a General Medical Condi-
tion. The diagnosis is Mood Disorder Due to a General Medical Condition for episodes
that are judged to be the direct physiological consequenceofa specific general medical
condition (e.g., multiple sclerosis, stroke, hypothyroidism)(see p. 401), This determina-
tion is based on thehistory, laboratory findings, or physical examination.

A Substance-Induced Mood Disorderis distinguished from Major Depressive,
Manic, or Mixed Episodes that occur in Bipolar I Disorder by thefact that a substance
(¢.g., a drug of abuse, a medication, or exposure to a toxin)is judged to be etiological-
ly related to the mood disturbance (see p. 405). Symptoms like those seen in a Manic,
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Bipolar | Disorder 387

Mixed, or Hypomanic Episode may be part of an intoxication with or withdrawal
from a drug of abuse and should be diagnosed as a Substance-Induced Mood Disor-
der (e.g., euphoric mood that occurs only in the context of intoxication with cocaine
would be diagnosed as Cocaine-Induced Mood Disorder, With Manic Features, With
Onset DuringIntoxication). Symptomslike those seen in a Manic or Mixed Episode
mayalso be precipitated by antidepressant treatment such as medication,electrocon-
vulsive therapy, or light therapy. Such episodes may be diagnosed as a Substance-
Induced MoodDisorder(e.g., Amitriptyline-Induced Mood Disorder, With Manic
Features; Electroconvulsive Therapy—Induced Mood Disorder, With Manic Features)
and would not count toward a diagnosis of Bipolar I Disorder. However, when the
substance use or medicationis judged not to fully accountfor the episode (e.g., the
episode continuesfor a considerable period autonomouslyafter the substanceis dis-
continued), the episode would count toward a diagnosisof Bipolar I Disorder.

Bipolar I Disorderis distinguished from Major Depressive Disorder and Dysthy-
mic Disorderbythelifetime history ofat least one Manic or Mixed Episode. Bipolar I
Disorderis distinguished from Bipolar II Disorder by the presence of one or more
Manic or Mixed Episodes. Whenan individual previously diagnosed with Bipolar I
Disorder develops a Manic or Mixed Episode, the diagnosis is changed to Bipolar I
Disorder.

In Cyclothymic Disorder, there are numerous periods of hypomanic symptoms
that do not meet criteria for a Manic Episode and periods of depressive symptoms
that do not meet symptom ordurationcriteria for a Major Depressive Episode. Bipo-
lar I Disorderis distinguished from Cyclothymic Disorder by the presence of one or
more Manic or Mixed Episodes. If a Manic or Mixed Episode occursafter the first
2 years of Cyclothymic Disorder, then Cyclothymic Disorder and Bipolar I Disorder
may both be diagnosed.

The differential diagnosis between Psychotic Disorders (e.g., Schizoaffective Disor-
der, Schizophrenia, and Delusional Disorder) and Bipolar I Disorder maybe difficult
(especially in adolescents) because these disorders may share a numberof presenting
symptoms (e.g., grandiose and persecutory delusions,irritability, agitation, and cata-
tonic symptoms), particularly cross-sectionally and early in their course. In contrast
to Bipolar I Disorder, Schizophrenia, Schizoaffective Disorder, and Delusional Disor-
der are all characterized by periods of psychotic symptomsthat occur in the absence
of prominent mood symptoms. Other helpful considerations include the accompany-
ing symptoms,previous course, and family history. Manic and depressive symptoms
may be present during Schizophrenia, Delusional Disorder, and Psychotic Disorder
Not Otherwise Specified, but rarely with sufficient number, duration, and pervasive-
ness to meetcriteria for a Manic Episode or a Major Depressive Episode. However,
whenfull criteria are met (or the symptomsare ofparticularclinical significance), a
diagnosis of Bipolar Disorder Not Otherwise Specified may be madein addition to
the diagnosis of Schizophrenia, Delusional Disorder, or Psychotic Disorder Not Oth-
erwise Specified.

[f there is a very rapid alternation (over days) between manic symptoms and de-
pressive symptoms(e.g., several days of purely manic symptomsfollowed byseveral
days of purely depressive symptoms)that do not meet minimal duration criteria for
a Manic Episode or Major Depressive Episode, the diagnosis is Bipolar Disorder Not
Otherwise Specified.
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Mood Disorders

Diagnostic criteria for
296.0x Bipolar | Disorder, Single Manic Episode
A. Presence of only one Manic Episode (see P. 362) and no Past Major Depressive Epi-sodes.

Note: Recurrence is defin
ed as either a change in Polarity from depression or aninterval of at least 2 month 8 without manic symptoms,

ffective Disorder and is notsuperimposed on Schizoph der, Delusional Disorder, orPsychotic Disorder Not Oth
Specity it:

Mixed:

renia, Schizophreniform Disor
erwise Specified,

if symptoms meet criteria for a Mix
If the full criteria are curre

Specify its currentclinical stat;

ed Episode (see p. 365)
ntly met for a Manic, Mixed

Us and/or features:
Mild, Moderate, Seve
Features(sea p. 410)
With Catatonic Features (see p. 417)
With Postpartum Onset (see p. 422)

, OF Major Depressive Episode,

re Without Psychotic Features/Severe With Psychotic

sode, specify the curr
recent episode:

In Partial Remission, In Full Remission (see Pp. 410)
With Catatonic Features(see p. 417)
With Postpartum Onset(see p, 422)

SSSeee

  
(see p. 365),

The mood symptomscause clinically significant diPational, or other important areas of functionin
The moodepisodes in Criteria A and Bare not be
Disorder and are not 5

stress or impairment in social, occu-
g.

tter accounted for by Schizoaffectiveuperimposed on Schizophrenia, Schizophreniform Disorder,
i Otherwise Specified.Specify: Seen=~r wi©8== a

ttern (applies only to the pattern of Major Depressive Episodes)(see p. 425)

With Rapid Cycling (see p. 427)

eet
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Diagnostic criteria for
296.4x Bipolar | Disorder, Most Recent Episode Manic

2pressive Epi- | A. Currently (or most recently) in a Manic Episode (see p. 362).
: | B. There has previously been at least one Major Depressive Episode (see p. 356), Manic

ression of an Episode (see p. 362), or Mixed Episode(see p. 365).'

lew agid 4 i C. The moodepisodesin Criteria A and B are not better accounted for by Schizoaffective
; awe Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder,

| Disorder, or ‘; Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.

If the full criteria are currently met for a Manic Episode, specify its current clinical status
and/or features:

3 . Mild, Moderate, Severe Without Psychotic Features/Severe With Psychotic
sive Episode, Features (see p. 413)

| With Catatonic Features(see p. 417)
1 Psychotic | With Postpartum Onset(see p. 422)/

if the full criteria are not currently met for a Manic Episode, specify the currentclinical
status of the Bipolar | Disorder and/or features of the most recent Manic Episode:

aressive Epi- In Partial Remission, In Full Remission (see p. 414)
of the most With Catatonic Features(see p. 417)

With Postpartum Onset(see p. 422)

| Specify:
Longitudinal Course Specifiers (With and Without Interepisode Recovery)
(see p. 424)

a | With Seasonal Pattern (applies only to the pattern of Major Depressive Episodes)
* (see p. 425)

| With Rapid Cycling (see p. 427)EE

manic |
ed Episode |

ocial, occu-

zoaffective

1 Disorder,

‘ecovery)

Episodes)

es }
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Diagnostic criteria for

296.6x Bipolar| Disorder, Most Recent Episode Mixed
A. Currently (or most recently) in a Mixed Episode (see p. 365).
B. There has previously been at least one Major Depressive Episode (see p. 356), Manic

Episode (see p. 362), or Mixed Episode (see p, 365).

ia, Schizophreniform Disorder,
or Psychotic Disorder Not Otherwise Specified.

If the full criteria are currently met for a Mixed Episode,
and/or features:

Delusional Disorder,

specify its currentclinical status

Mild, Moderate, Severe Without P:
Features (see p, 415)

With Catatonic Features(see p. 417)
With Postpartum Onset (see p. 422)

sychotic Features/Severe With Psychotic

If the full criteria are not currently met for a Mixed Episode, specify the currentclinical
status of the Bipolar | Disorder and/or features of the most recent Mixed Episode:

In Partial Remission, In Full Remission (see p. 416)
With Catatonic Features (see p, 417)
With Postpartum Onset (see p, 422)

Specify:

Longitudinal Course S
(see p. 424)

With SeasonalPattern (a
(see p. 425)

With Rapid Cycling (see p. 427)

Se

pecifiers (With and Without Interepisode Recovery)

Pplies only to the pattern of Major Depressive Episodes) 
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Diagnostic criteria for296.5x Bipolar| Disorder, Most Recent Episode Depressed
Currently (or most recently) in a Major Depressive Episode (see p. 356),

least one Manic Episode (see p. 362) or Mixed Episode
A.

There has previously been at
(see p. 365).

The mood episodesin Criteria A and B are not better accounted for by Schizoaffec-
tive Disorder and are not superimposed on Schizophrenia, Schizoph reniform Disorder,
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.

specify its current

Wanic i B.

affec- C
order, ;

\f the full criteria are currently met for a Major Depressive Episode,
clinical status and/or features:

Mild, Moderate, Severe
Features (see p. 411)

Chronic(see p. 417)
With Catatonic Features(see p. 417)

) With Melancholic Features (see p. 419)
With Atypical Features (see p. 420)
With Postpartum Onset (see p. 422)

status

hotic Without Psychotic Features/Severe With Psychotic

linical

rrently met for a Major Depressive Episode, specify the cur-If the full criteria are not cular | Disorder and/or features of the most recent Major De-rent clinical status of the Bipo
pressive Episode:

in Partial Remission, in Full Remission(see p. 411)
very) Chronic(see p. 417)With Catatonic Features (see p. 417)

iodes) With Melancholic Features (see p. 419); with Atypical Features (see p. 420)With Postpartum Onset(see p- 422)

= Specity:
Longitudinal Course Specifiers (With an
(see p. 424)

; With SeasonalPattern (a pplie
i (see p. 425)

With Rapid Cycling (see p. 427)

d Without Interepisode Recovery)

s only to the pattern of Major Depressive Episodes)  
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Diagnostic criteria for

296.7 Bipolar I Disorder, Most Recent Episode Unspecified
A. Criteria, except for duration, are currently (or most recently) met for a Manic (see

Pp. 362), a Hypomanic (see p. 368), a Mixed (see p. 365), ora Major Depressive Episode f
(see p. 356).

B. There has previously been at least one Manic Episode (see p. 362) or Mixed Episode
(see p. 365).

C. The mood symptomscause clinically significant distress or impairmentin social, occu-
pational, or other important areas of functioning.

D. The mood symptomsin Criteria A and B are not better accounted for by Schizoaffec-
tive Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder,
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified,

E. The mood symptomsin Criteria A and B are not due to the direct physiological effects
of a substance(e.g., a drug of abuse, a medication, or other treatment) ora general
medical condition(e.g., hyperthyroidism).

Specify:

Longitudinal Course Specifiers (With and Without Interepisode Recovery)
(see p. 424)

With Seasonal Pattern (applies only to the pattern of Major Depressive Episodes)
(see p. 425)

With Rapid Cycling (see p, 427)

ese

296.89 Bipolar Il Disorder (Recurrent Major
Depressive Episodes With Hypomanic Episodes)

 
Diagnostic Features

Theessential feature of BipolarI Disorderis a clinical course that is characterized by| the occurrence of one or more Major Depressive Episodes (Criterion A) accompanied
by at least one Hypomanic Episode (Criterion B), Hypomanic Episodes should not be

i confused with the several days of euthymia that may follow remission of a Major De-
| pressive Episode. The presence of a Manic or Mixed Episode precludes the diagnosis

of BipolarII Disorder (Criterion C). Episodes of Substance-Induced Mood Disorder ¢MH) 3) (dueto the direct physiological effects of a medication, other somatic treatments for &: depression, drugs of abuse, or toxin exposure) or of Mood Disorder Due to a General °
ji, Medical Condition do not count toward a diagnosis of Bipolar II Disorder. In addi-
ih tion, the episodes mustnotbe better accounted for by Schizoaffective Disorder and

are not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Dis-
| order, or Psychotic Disorder Not Otherwise Specified (Criterion D), The symptoms

mustcauseclinically significant distress or impairmentin social, occupational, or oth-
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er important areas of functioning (Criterion E). In somecases, the Hypomanic Epi-
sodes themselves do not cause impairment. Instead, the impairment may result from

‘tied the Major Depressive Episodesor from a chronic pattern of unpredictable mood epi-sodes and fluctuating unreliable interpersonal or occupational functioning.
Aanic (see Individuals with Bipolar Il Disorder may not view the Hypomanic Episodes as |
'e Episode pathological, although others may be troubled by the individual’s erratic behavior.Often individuals, particularly when in the midst of a Major Depressive Episode, do |
d Episode not recall periods of hypomania without reminders from close friends or relatives.Information from other informants is often critical in establishing the diagnosis of | }
ahah mec: Bipolar I Disorder, |
hizoaffec- Specifiers |
| Disorder, Thefollowing specifiers for Bipolar II Disorder should be used to indicate the nature |

of the current episodeor, if the full criteria are not currently met for a Hypomanic or i
cal effects Major Depressive Episode, the nature of the mostrecent episode: |
mpeg, Hypomanic. This specifier is used if the current (or most recent) episodeis | !

a Hypomanic Episode.
Depressed. This specifieris usedif the current (or mostrecent) episodeis i}

acovery) a Major Depressive Episode. qi
Episodes) If the full criteria are currently met for a Major Depressive Episode, the following

specifiers may be used to describe the currentclinical status of the episode and to de-
> scribe features of the current episode:

—_—— sf Mild, Moderate, Severe Without Psychotic Features, Severe With Psychotic
ie Features(see p. 411)

Chronic (see p. 417)

or , With Catatonic Features (see p. 417)
les) With Melancholic Features (see p. 419)

With Atypical Features (see p. 420)
With Postpartum Onset(see p. 422)

rized by If the full criteria are not currently met for a Hypomanic or Major Depressive Epi-
npanied sode, the following specifiers may be used to describe the current clinical status of the
dnotbe Bipolar II Disorder and to describe features of the mostrecent Major Depressive Ep-
ajor De- isode (only if it is the most recent type of mood episode):
lagnosis In Partial Remission, In Full Remission(see p. 411)
disorder Chronic (see p. 417)
ents for With Catatonic Features (see p. 417)
General With Melancholic Features(see p. 419)

{n addi- With Atypical Features (see p. 420)
der and With Postpartum Onset(see p. 422)nal Dis- if
nptoms The following specifiers may be used to indicate the pattern or frequency of epi- q
, or oth- sodes:
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Longitudinal Course Specifiers (With and Without Interepisode Recovery)
(see p. 424)

With Seasonal Pattern (applies only to the pattern of Major Depressive Epi-
sodes)(see p, 425)
With Rapid Cycling (see p. 427)

Recording Procedures

The diagnostic codefor Bipolar II Disorderis 296.89; noneof the specifiers are cod-
able. In recording the nameof the diagnosis, terms should be listed in the following
order: BipolarII Disorder, specifiers indicating current or most recent episode(e.g.,
Hypomanic, Depressed), severity specifiers that apply to the current Major Depres-
sive Episode(e.g., Moderate), as many specifiers describing features as apply to the
current or most recent Major Depressive Episode (e.g., With Melancholic Features,
With Postpartum Onset), and as many specifiers as apply to the course of episodes
(e.g., With Seasonal Pattern); for example, 296.89 BipolarII Disorder, Depressed, Se-
vere With Psychotic Features, With Melancholic Features, With Seasonal Pattern.

Associated Features and Disorders

Associated descriptive features and mental disorders. Completed suicide (usu-
ally during Major Depressive Episodes)is a significantrisk, occurring in 10%-15%
of persons with Bipolar II Disorder. School truancy, schoolfailure, occupationalfail-
ure, or divorce may be associated with Bipolar IT Disorder. Associated mental dis-
orders include Substance Abuse or Dependence, Anorexia Nervosa, Bulimia Nervosa,
Attention-Deficit/Hyperactivity Disorder, Panic Disorder, Social Phobia, and Bor-
derline Personality Disorder.

Associated laboratory findings. Thereappearto be no laboratory features that are
diagnostic of Bipolar II Disorder or that distinguish Major Depressive Episodes found
in Bipolar II Disorder from those in Major Depressive Disorder or Bipolar I Disorder.

Associated physical examination findings and general medical conditions. An
age at onset fora first Hypomanic Episodeafter age 40 years should alert the clinician
to the possibility that the symptoms may be dueto a general medical condition or
substance use. Current or past hypothyroidism or laboratory evidence of mild thy-
roid hypofunction may beassociated with Rapid Cycling(see p. 427). In addition, hy-
perthyroidism mayprecipitate or worsen hypomanic symptomsin individuals with
a preexisting Mood Disorder. However, hyperthyroidism in other individuals does
not typically cause hypomanic symptoms.

Specific Gender Features

BipolarII Disorder may be more commonin women than in men. Gender appearsto
be related to the number and type of Hypomanic and Major Depressive Episodes.In
men the number of Hypomanic Episodes equals or exceeds the numberof Major De-
pressive Episodes, whereas in women Major Depressive Episodes predominate. In
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very) addition, Rapid Cycling(see p, 427) is more common in women than in men. Some
evidence suggests that mixed or depressive symptoms during Hypomanic Episodes

e Epi- may be more common in women as well, although notall studies are in agreement.
Thus, women maybeatparticular risk for depressive or intermixed mood symptoms.

i Womenwith Bipolar II Disorder maybe at increased risk of developing subsequent
! episodesin the immediate postpartum period. Mi

eeisa> | Prevalencewing | Community studies suggest a lifetime prevalence of Bipolar II Disorder of approxi- I
2(eg., ! mately 0.5%, |
epres- iito the Hh)
ihayes; Course i}
isodes Roughly 60%-70%of the Hypomanic Episodes in Bipolar Il Disorder occur immedi- i {
‘d, Se- ately before or after a Major Depressive Episode. Hypomanic Episodes often precede ii
m. or follow the Major Depressive Episodes in a characteristic pattern for a particular i

person. The numberoflifetime episodes (both Hypomanic Episodes and Major De- |
pressive Episodes) tends to be higher for Bipolar Il Disorder compared with Major (|
Depressive Disorder, Recurrent. The interval between episodes tends to decrease as |

(usu- the individual ages. Approximately 5%-15%of individuals with Bipolar Il Disorder i
15% have multiple (four or more) mood episodes (Hypomanic or Major Depressive) that i
ilfail- occur within a given year. If this pattern is present,it is noted by the specifier With
il dis- Rapid Cycling (see p. 427), A rapid-cycling pattern is associated with a poorer prog- )
rvosa, nosis.Bors Although the majority of individuals with Bipolar II Disorder return to a fully |

functional level between episodes, approximately 15% continueto display moodla-
i bility and interpersonal or occupational difficulties. Psychotic symptoms do not oc-

atare cur in Hypomanic Episodes, and they appear to be less frequent in the Major
ound Depressive Episodes in Bipolar I Disorder than is the case for Bipolar I Disorder.
irder. Some evidence is consistent with the notion that marked changes in sleep-wake {

schedule such as occur during time zone changesorsleep deprivation may precipi- 7
An tate or exacerbate Hypomanic or Major Depressive Episodes. If a Manic or Mixed |

ician Episode developsin the course of Bipolar I Disorder, the diagnosis is changed to Bi-
wm or polar I Disorder. Over5 years, about 5%-15% of individuals with Bipolar [I Disorder |
thy- will develop a Manic Episode. q

i hy- {
isc | Familial Pattern {

Somestudies haveindicated thatfirst-degree biologicalrelatives of individuals with (
Bipolar II Disorder haveelevatedrates of Bipolar II Disorder, Bipolar I Disorder, and i
Major Depressive Disorder compared with the general population. |

oe | Differential Diagnosis {
De- Hypomanic and Major Depressive Episodes in Bipolar Il Disorder must be distin- i

2. In guished from episodes of a Mood Disorder Due to a General Medical Condition. {
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The diagnosis is Mood Disorder Due to a General Medical Condition for episodes
that are judged to be the direct physiological consequenceofa specific general med-
ical condition (e.g., mul tiple sclerosis, stroke, hypothyroidism) (see p. 401). This de-
termination is based on the history, labora tory findings, or physical examination.

A Substance-Induced MoodDisorderis distinguished from Hypomanic or Major
Depressive Episodesthatoccurin BipolarII Disorderbythefact that a substance (e.g.,
a drug of abuse, a medication, or exposureto a toxin) is judged to be etiologically re-
lated to the mood disturbance (see p. 405). Symptoms like those seen ina Hypomanic
Episode maybepart of an intoxication with or withdrawalfrom a drug of abuse and
should be diagnosed as a Substance-Induced Mood Disorder(e.g., a major depres-
sive-like episode occurring only in the context of withdrawal from cocaine would be
diagnosed as Cocaine-Induced Mood Disorder, With Depressive Features, With On-
set During Withdrawal). Symptomslike those seenin a Hypomanic Episode mayalso
be precipitated by antidepressant treatment such as medication, electroconvulsive
therapy,or light therapy. Such episodes may be diagnosed as a Substance-Induced
MoodDisorder(e.g., Amitriptyline-Induced Mood Disorder, With Manic Features;
Electroconvulsive Therapy-Induced Mood Disorder, With Manic Features) and
would not count toward a diagnosis of Bipolar IT Disorder. However, when the sub-
stance use or medication is judged not to fully account for the episode(e.g., the epi-
sode continues for a considerable period autonomously after the substance is
discontinued), the episode would count toward a diagnosis of Bipolar II Disorder.

Bipolar Il Disorderis distinguished from Major Depressive Disorder by thelife-
fime history ofat least one Hypomanic Episode. Attention during the interview to
whetherthereis a history of euphoric or dysphoric hypomaniais important in mak-
ing a differential diagnosis. Bipolar II Disorderis distinguished from Bipolar I Dis-
order by the presence of one or more Manic or Mixed Episodesin the latter. When an
individual previously diagnosed with Bipolar II Disorder develops a Manic or Mixed
Episode, the diagnosis is changedto BipolarI disorder,

In Cyclothymic Disorder, there are numerous periods of hypomanic symptoms
and numerousperiodsof depressive symptoms that do not meet symptom or dura-
tion criteria for a Major Depressive Episode. Bipolar II Disorderis distinguished from
Cyclothymic Disorder by the presenceof one or more Major Depressive Episodes.If
a Major Depressive Episode occurs afterthefirst 2 years of Cyclothymic Disorder, the
additionaldiagnosis of Bipolar II Disorderis given,

Bipolar Il Disorder must be distinguished from Psychotic Disorders (e.g.,
Schizoaffective Disorder, Schizophrenia, and Delusional Disorder). Schizophrenia,
Schizoaffective Disorder, and Delusional Disorderareall characterized by periods of
psychotic symptomsthat occurin the absence of prominent mood symptoms. Other
helpful considerations include the accompanying symptoms, previous course, and
family history.
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296.89 BipolarIl Disorder (Recurrent Major Depressive Episodes
With Hypomanic Episodes)

397 

Diagnostic criteria for 296.89 BipolarII Disorder
A

B.

E

D

_ Presence (or history) of one or more Major Depressive Episodes(see p. 356).
presence (or history) of at least one Hypomanic Episode (see p. 368),

_ There has never been a Manic Episode (see p. 362) or a Mixed Episode (see p. 365).
_ The mood symptomsin Criteria A and B are not better accounted for by Schizoaffec-

tive Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder,
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.

The symptomscause clinically significantdistress or impairmentin social, occupation-
al, or other important areas of functioning.

Specify current or most recent episode:
Hypomanic: if currently (or most recently) in a Hypomanic Episode(see p. 368)
Depressed: if currently (or most recently) in a Major Depressive Episode(see
p. 356)

if the full criteria are currently met for a Major Depressive Episode, specify its current
clinical status and/or features:

Mild, Moderate, Severe Without Psychotic Features/Severe With Psychotic
Features (see p.411) Note:Fifth-digit codes specified on p. 413 cannot be used
here because the code for Bipolar!! Disorder alreadyuses thefifth digit.
Chronic(see p. 417)
With Catatonic Features(see p. 417)
With Melancholic Features (see p. 419)
With Atypical Features (see p. 420)
With Postpartum Onset (see p. 422)

if the full criteria are not currently met for a Hypomanic or Major Depressive Episode,
specify the clinical status of the Bipolar || Disorder and/or features of the most recent
Major Depressive Episode(onlyif it is the most recent type of mood episode):

in Partial Remission, In Full Remission (see p.411) Note: Fifth-digit codes
specified on p. 413 cannot be used here because the code for BipolarII Disorder
already uses thefifth digit.
Chronic (see p. 417)
With Catatonic Features(see p. 417)
With Melancholic Features (see p. 419)
With Atypical Features(see p. 420)
With Postpartum Onset(see p. 422)

Specify:

Longitudinal Course Specifiers (With and Without Interepisode Recovery)
(see p. 424)
With SeasonalPattern (applies only to the pattern of Major Depressive Episodes)
(see p. 425)
With Rapid Cycling (see p. 427)

ee
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301.13 Cyclothymic Disorder

Diagnostic Features

Theessential feature of Cyclothymic Disorderis a chronic, fluctuating mood distur-
bance involving numerous periods of hypomanic symptoms(see p. 365) and numer-
ous periods of depressive symptoms (see p. 349) (Criterion A). The hypomanic
symptoms are of insufficient number, severity, pervasiveness, or duration to meet
full criteria for a Manic Episode, and the depressive Symptomsare of insufficient
number, severity, pervasiveness, or duration to meet full criteria for a Major Depres-
sive Episode. However,it is not necessary that any of the periods of hypomanic
Symptoms meeteither the duration or Symptom thresholdcriterion for a Hypomanic

of Major Depressive, Manic, and Mixed Episodes (Criterion C). After the initial 2 years
of the Cyclothymic Disorder, Manic or Mixed Episodes may be superimposed on the
Cyclothymic Disorder, in which case both Cyclothymic Disorder and Bipolar I Dis-
orderare diagnosed. Similarly, after the initial 2 years of Cyclothymic Disorder, Major
Depressive Episodes may be superimposed on the Cyclothymic Disorder, in which
case both Cyclothymic Disorder and Bipolar II Disorder are diagnosed. The diagnosis
Disorderoris superimposed ona Psychotic Disorder, such as Schizophrenia, Schizo-
Phreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise
Specified (Criterion D), in which case the mood symptomsare considered to be asso-
ciated features of the Psychotic Disorder. The mood disturbance mustalso not be due
to the direct physiologicaleffects of a substance(e.g, a drug of abuse, a medication)
or a general medical condition (e,§» hyperthyroidism) (Criterion E). Although some
people may function particularly well during some of the periods of hypomania,
overall there must be clinically significant distress or impairmentin social, occupa-tional, or other important areas of functioning as a result of the mood disturbance
(Criterion F). The impairment may develop as a result of Prolonged periodsof cycli-
cal, often unpredictable mood changes(e.g., the person may be regarded as temper-amental, moody, unpredictable, inconsistent, or unreliable),

Associated Features and Disorders

Associated descriptive features and mentaldisorders. Substance-Related Disor-
ders and Sleep Disorders(i.e, difficulties in initia ting and maintaining sleep) may bepresent.

Specific Age and Gender Features

Cyclothymic Disorderoften beginsearlyin life and is sometimes considered to reflect
a temperamental predisposition to other Mood Disorders (especially Bipolar Disor-
ders). In community samples, Cyclothymic Disorderis apparently equally common
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 301.13 cyclothymic Disorder ~~

jn men and in women.In clinical settings, women with Cyclothymic Disorder may be
morelikely to present for treatment than men.

Prevalence

Studies have reported a lifetime prevalence of Cyclothymic Disorderof from 0.4%to
1%. Prevalence in mood disordersclinics may range from 3% to 5%.

Course

Cyclothymic Disorder usually begins in adolescence or early adult life. Onset of Cy-
clothymic Disorderlate in adultlife may suggest a Mood Disorder Dueto a General
Medical Condition such as multiple sclerosis. Cyclothymic Disorder usually has an
insidious onset and a chronic course. There is a 15%-50%risk that the person will
subsequently develop Bipolar I or Il Disorder.

Familial Pattern

Major Depressive Disorder and Bipolar | or II Disorder appear to be more common
amongfirst-degree biological relatives of persons with Cyclothymic Disorder than
among the general population. There may also be an increased familial risk of
Substance-Related Disorders.In addition, Cyclothymic Disorder may be more com-
monin thefirst-degree biological relatives of individuals with Bipolar I Disorder.

Differential Diagnosis

Cyclothymic Disorder must be distinguished from a Mood Disorder Dueto a Gen-
eral Medical Condition. The diagnosis is Mood Disorder Due to a General Medical
Condition, With Mixed Features, when the mood disturbanceis judged to be the di-
rect physiological consequenceof a specific, usually chronic general medical condi-
tion (e.g., hyperthyroidism)(see p. 401), This determination is based on the history,
laboratory findings, or physical examination. If it is judged that the depressive symp-
tomsare notthe direct physiological consequence ofthe general medical condition,
then the primary Mood Disorderis recorded on Axis I (e.g., Cyclothymic Disorder)
and the general medical conditionis recorded on Axis Il. This would be thecase,for
example,if the mood symptomsare considered to be the psychological consequence
of having a chronic general medical condition orif there is no etiologicalrelationship
between the mood symptoms andthe general medical condition.

A Substance-Induced Mood Disorderis distinguished from Cyclothymic Disor-
der by thefact that a substance (especially stimulants)is judged to be etiologically re-
lated to the mood disturbance (see p. 405). The frequent mood swings that are
suggestive of Cyclothymic Disorder usually dissipate following cessation of drug
use.

Bipolar I Disorder, With Rapid Cycling, and Bipolar II Disorder, With Rapid
Cycling, both may resemble Cyclothymic Disorderby virtue of the frequent marked
shifts in mood. By definition, the moodstates in Cyclothymic Disorder do not meet
the full criteria for a Major Depressive, Manic, or Mixed Episode, whereas the speci-
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400 MoodDisorders
fier With Rapid Cycling requires thatfull moodepisodesbe present.If a Major De-
pressive, Manic, or Mixed Episode occurs during the course of an establishedCyclothymic Disorder, the diagnosis of either Bipolar I Disorder (for a Manic or
Mixed Episode) or Bipolar IJ Disorder (for a Major Depressive Episode)is given alongwith the diagnosis of Cyclothymic Disorder,

Borderline Personality Disorder is associated with marked shifts in mood that
may suggest Cyclothymic Disorder.If the criteria are met for each disorder, both Bor-derline Personality Disorder and Cyclothymic Disorder may be diagnosed.

B. During the above 2-year period (1 yearin children and adolescents), the person hasnot been without the symptomsin Criterion A for more than 2 monthsat a time.
C. No Major Depressive Episode (p. 356), Manic Episode (p. 362), or Mixed Episode (seePp. 365) has been present during thefirst 2 years of the disturbance.

Note: After the initial 2 years (1 year in children and adolescents) of Cyclothymic

D. The symptomsin Criterion A are not better accountedfor by Schizoaffective Disorder
and are not superimposed on Schizophrenia, Schizophreniform Disorder, DelusionalDisorder, or Psychotic Disorder Not Otherwise Specified.

E. The symptomsare not dueto the direct physiolagical effects of a substance (e.g,, adrug of abuse, a medication) or a general medical condition(e.g., hyperthyroidism).
F. The symptomscause clinically significant distress or impairmentin social, occupation-al, or other important areas of functioning.
a

symptoms that meet symptom thresholdcriteria but not minimal duration crite-Tia for Manic, Hypomanic,or MajorDepressive Episodes
2. Recurrent Hypomanic Episodes without intercurrent depressive symptoms3. A Manic or Mixed Episode superimposed on Delusional Disorder, residualSchizophrenia, or Psychotic Disorder Not Otherwise Specified
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other Mood Disorders 401

4, Hypomanic Episodes, along with chronic depressive symptoms,that are too in-
frequentto qualify for a diagnosis of Cyclothymic Disorder

5, Situations in which the clinician has concludedthat a Bipolar Disorder is present
put is unable to determine whetherit is primary, due toa general medical con-
dition, or substance induced

Other Mood Disorders

Ceer”"'"ere_—_

293.83 Mood Disorder Due toa
General Medical Condition

Diagnostic Features
The essential feature of Mood Disorder Due to a General Medical Condition is a
prominent and persistent disturbance in moodthat is judged to be dueto the direct
physiological effects of a general medical condition. The mood disturbance may in-
volve depressed mood; markedly diminishedinterest or pleasure;or elevated, expan-
sive, orirritable mood (Criterion A). Although the clinical presentation of the mood
disturbance may resemble that of a Major Depressive, Manic, Mixed, or Hypomanic
Episode, the full criteria for one of these episodes need not be met; the predominant
symptom type may be indicated by using one of the following subtypes: With De-
pressive Features, With Major Depressive-Like Episode, With Manic Features, or With
Mixed Features. There must be evidence from the history, physical examination, or
laboratory findings that the disturbanceis the direct physiological consequence of
a general medical condition (Criterion B). The mood disturbance is not better ac-
counted for by another mental disorder(e.g., Adjustment Disorder With Depressed
Moodthat occursin response to the psychosocial stress of having the general medical
condition) (Criterion C). The diagnosisis also not madeif the mood disturbance oc-
curs only during the course of a delirium (Criterion D). The mood disturbance must
causeclinically significant distress or impairment in social, occupational, or other im-
portant areas of functioning (Criterion E). In some cases, the individual maystill be
able to function, but only with markedly increased effort.

In determining whether the mood disturbanceis due to a general medical condi-
tion,the clinician mustfirst establish the presence of a general medical condition. Fur-
ther, the clinician mustestablish that the mood disturbanceis etiologically related to
the general medical condition through a physiological mechanism. A careful and
comprehensive assessmentof multiple factors is necessary to makethis judgment. Al-
thoughthere are noinfallible guidelines for determining whetherthe relationship be-
tween the mood disturbance and the general medical conditionis etiological, several
considerations provide some guidancein this area. One considerationis the presence
of a temporalassociation between the onset, exacerbation,or remission ofthe general
medical condition and that of the mood disturbance. A second considerationis the
presenceoffeatures thatare atypical of primary Mood Disorders(e.g., atypical age at
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onset or course or absence of family history), Evidence from the literature that sug-
gests that there can bea direct association between the general medical condition in
question and the developmentofmood Symptoms can provide a useful contextin the
assessment of a particularsituation.In addition,the clinician mustalso judge thatthedisturbance is not better accounted for by a primary Mood Disorder, a Substance-
Induced Mood Disorder, or other primary mental disorders (e.g., Adjustment Dis-
order). This determinationis explainedin greater detail in the “Mental Disorders Due
to a General Medical Condition” section (p. 181),

In contrast to Major Depressive Disorder, Mood Disorder Dueto a General Medi-
cal Condition, With Depressive Features, appearsto be nearly equally distributed bygender. Mood Disorder Due to a General Medical Condition increases the risk ofat-
tempted and completed suicide. Rates of suicideare variable depending on the par-ticular general medical condition, with chronic, incurable, and painful conditions
(e.g., malignancy, Spinal cord injury, peptic ulcer disease, Huntington's disease, ac-
quired immunodeficiency syndrome [AIDS], end-stage renal disease, head injury)carrying the greatestrisk for suicide.

Subtypes

Oneofthe following subtypes may be usedto indicate Which ofthe following symp-tom presentations predominates:

With Depressive Features. This subtypeis usedif the predominant moodis
depressed,butthe full criteria for a Major Depressive Episodeare not met.
With Major Depressive-Like Episode. This subtypeis used if thefull crite-
ria (except Criterion D) for a Major Depressive Episode (see p. 356) are met.
With ManicFeatures, This subtypeis usedif the predominant moodis ele-
vated, euphoric,orirritable,

With Mixed Features. This subtypeis usedif the symptoms of both mania
and depression are presentbut neither predominates.

Recording Procedures

In recording the diagnosis of Mood Disorder Due toa General Medical Condition, the
clinician should note both the specific phenomenology of the disturbance, includingthe appropriate subtype, and the identified general medical condition judged to be

 
also be noted on Axis II] (e.g., 242.9 thyrotoxicosis). (See Appendix G fora list of se-
lected ICD-9-CM diagnostic codes for general medical conditions.)

A separate diagnosis of Mood Disorder Dueto a General Medical Conditionis not
given if the depressive symptoms develop exclusively during the course of Vascular
Dementia. In this case, the depressive symptomsareindicated by specifying the sub-
type With Depressed Mood (i.e., 290.43 Vascular Dementia, With Depressed Mood), 
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3 Mood Disorder Due to a General Medical Condition 403293.8

Associated General Medical Conditions
A variety of general medical conditions may cause mood symptoms. These condi-
tions include degenerative neurological conditions (e.g., Parkinson's disease, Hun-
tington’s disease), cerebrovascular disease (e.g., stroke), metabolic conditions (e.g.,
vitamin By2 deficiency), endocrine conditions (e.g., hyper- and hypothyroidism, hy-
per- and hypoparathyroidism, hyper- and hypoadrenocorticism), autoimmune con-
ditions (e.g. systemic lupus erythematosus), viral or other infections (e.¢., hepatitis,
mononucleosis, human immunodeficiency virus [HIV]), and certain cancers(e.g., car-
cinoma of the pancreas). The associated physical examination findings, laboratory
findings, and patterns of prevalence or onsetreflect the etiological general medical
condition.

Prevalence

Prevalence estimates for Mood Disorder Due to a General Medical Condition are con-
fined to those presentations with depressive features. It has been observed that 25%-
40% of individuals with certain neurological conditions (including Parkinson's
disease, Huntington's disease, multiple sclerosis, stroke, and Alzheimer’s disease)
will develop a marked depressive disturbance at some point during the course of the
illness. For general medical conditions without direct central nervous system in-
volvement, rates are far more variable, ranging from more than 60%in Cushing's

" syndrometo less than 8% in end-stage renal disease.

» Differential Diagnosis

,' A separate diagnosis of Mood Disorder Due to a General Medical Condition is not
_ given if the mood disturbance occurs exclusively during the course of a delirium.In

* contrast, a diagnosis of Mood Disorder Due to a General Medical Condition may be
given in addition to a diagnosis of dementia if the mood symptomsareadirect etio-
logical consequenceof the pathological process causing the dementia andif the mood
symptoms are a prominentpart of the clinical presentation (e.g., Mood Disorder Due
to Alzheimer’s Disease), Because of ICD-9-CM coding requirements, an exception to
this is when depressive symptoms occur exclusively during the course of Vascular
Dementia.In this case, only a diagnosis of Vascular Dementia with the subtype With
Depressed Moodis given; a separate diagnosis of Mood Disorder Due to a General
Medical Condition is not made.If the presentation includes a mix of different types
of symptoms(e.g., mood and anxiety), the specific mental disorder due to a general
medical condition depends on which symptoms predominatein theclinicalpicture.

If there is evidence of recent or prolonged substance use (including medications
with psychoactive effects), withdrawal from a substance, or exposure to a toxin, a
Substance-Induced MoodDisorder should be considered. It may be useful to obtain
a urine or blood drug screen or other appropriate laboratory evaluation. Symptoms
that occur during or shortly after (i.e., within 4 weeks of) Substance Intoxication or
Withdrawal or after medication use may be especially indicative of a Substance-
Induced Disorder, depending on the character, duration, or amountof the substance
used. If the clinician hasascertainedthatthe disturbanceis due to both a general med-
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ical condition and substance use, both diagnoses(i.e., Mood Disorder Due to a Gen- 7
eral Medical Condition and Substance-Induced Mood Disorder) are given.

MoodDisorder Dueto a General Medical Condition mustbe distinguished from
Major Depressive Disorder, Bipolar I Disorder, Bipolar I] Disorder, and Adjust-
ment Disorder With Depressed Mood(e.g., a maladaptive responseto thestress of
having a general medical condition). In Major Depressive, Bipolar, and Adjustment
Disorders, no specific and direct causative physiological mechanisms associated with
a general medical condition can be demonstrated.It is often difficult to determine
whethercertain symptoms(e.g., weightloss, insomnia,fatigue) represent a mood dis-
turbance orare a direct manifestation of a general medical condition (e.g., cancer,
stroke, myocardial infarction, diabetes). Such symptoms count toward a diagnosis of
a Major Depressive Episode except in cases where they are clearly and fully account-
ed for by a general medical condition.If the clinician cannot determine whetherthe

mooddisturbanceis primary, substance induced,or due to a general medical condi-
tion, Mood Disorder Not Otherwise Specified may be diagnosed.

eee

Diagnostic criteria for 293.83 Mood Disorder Due to...
[indicate the General Medical Condition]

A. Aprominent and persistent disturbance in mood predominatesin theclinical picture
and is characterized by either (or both) of the following:

(1) depressed mood or markedly diminished interest or pleasure in all, or almost all,
activities

; (2) elevated, expansive,or irritable mood

 
B. Thereis evidence from thehistory, physical examination, or laboratory findings that

the disturbanceis the direct physiological consequence of a general medical condi-
| tion.

\ C. The disturbance is not better accounted for by another mental disorder (e.g., Adjust-
h ment Disorder With Depressed Moodin responseto thestress of having a general

| medical condition).
\
} D. The disturbance does not occur exclusively during the course of a delirium.

E. The symptomscauseclinically significant distress or impairmentin social, occupation-
al, or other important areas of functioning.

 
 

\ Specify type: ipa
Hi Nee\ With Depressive Features: if the predominant moodis depressed but the full \ r
Hy criteria are not met for a Major Depressive Episode pty| | With Major Depressive-Like Episode: if the fullcriteria are met (except Crite- >
ij } rion D) for a Major Depressive Episode(see p, 356) i
| || With Manic Features: if the predominant moodis elevated, euphoric, orirrita- |
i} | ble| With Mixed Features: if the symptomsof both mania and depression are le

present but neither predominates |
: | 
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substance-Induced Mood Disorder 405

Diagnostic criteria for 293.83 Mood Disorder Due to...
[Indicate the General Medical Condition] (continued)

Coding note: Include the name of the general medical condition on Axis |, €-g.,
293.83 MoodDisorder Due to Hypothyroidism, With Depressive Features, also code
the general medical condition on Axis Ill (see Appendix G for codes).
Coding note: /|f depressive symptoms occuras part of a preexisting Vascular De-
mentia, indicate the depressive symptoms by coding the appropriate subtype,i.e.,
290.43 Vascular Dementia, With Depressed Mood.

ere

Substance-Induced Mood Disorder

Diagnostic Features
The essential feature of Substance-Induced MoodDisorderis a prominent and persis-
tent disturbance in mood (Criterion A) that is judged to be dueto the direct physio-
logical effects of a substance (ie., a drug of abuse, a medication, other somatic
treatment for depression, or toxin exposure) (Criterion B). Depending on the nature
of the substance and the context in which the symptoms occur (ie., during intoxica-
tion or withdrawal), the disturbance may involve depressed mood or markedly di-
minished interest or pleasure or elevated, expansive, or irritable mood. Although the
clinical presentation of the mood disturbance may resemble that of a Major Depres-
sive, Manic, Mixed, or Hypomanic Episode,thefull criteria for one of these episodes
need not be met, The predominant symptom type may be indicated by using one of
the following subtypes: With Depressive Features, With Manic Features, With Mixed
Features. The disturbance must not be better accounted for by a Mood Disorder that
is not substance induced (Criterion C). The diagnosis is not madeif the mood distur-
bance occurs only during the course of a delirium (Criterion D). The symptoms must
causeclinically significant distress or impairmentin social, occupational, or other im-
portant areas of functioning (Criterion E). In somecases, the individual maystill be
able to function, but only with markedly increased effort. This diagnosis should be
madeinsteadof a diagnosis of Substance Intoxication or Substance Withdrawal only
when the mood symptomsare in excess of those usually associated with the intoxica-
tion or withdrawal syndrome and when the mood symptoms are sufficiently severe
to warrant independentclinical attention.

A Substance-Induced MoodDisorderis distinguished from a primary Mood Dis-
order by considering the onset, course, and other factors. For drugs of abuse, there
mustbe evidence from the history, physical examination, or laboratory findings of
Dependence, Abuse, intoxication, or withdrawal. Substance-Induced Mood Disor-
ders arise only in association with intoxication or withdrawalstates, whereas primary
MoodDisorders may precede the onset of substance use or may Occur during times
of sustained abstinence. Because the withdrawal state for some substancescan berel-
atively protracted, mood symptomscan last in an intense form for up to 4 weeks after
the cessation of substance use. Another considerationis the presence of features that
are atypical of primary Mood Disorders(e.g, atypical age at onset or course). For ex-
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ample, the onset of a Manic Episode after age 45 years may suggest a substance-
inducedetiology. In contrast,factors that suggest that the mood symptomsare better
accounted for by a primary Mood Disorder include persistence of mood symptoms
for a substantial period of time(i.e., a month or more) after the end of Substance In-

| toxication or acute Substance Withdrawal: the development of mood symptomsthat
| are substantially in excess of what would be expected given the type or amountof the
Hi] substanceusedorthe duration of use; ora history of prior recurrent primary episodes
il) of MoodDisorder.

| Some medications (e.g., stimulants, steroids, L-dopa, antidepressants) or other so-
matic treatments for depression(e.g-, electroconvulsive therapy or light therapy) can
induce manic-like mood disturbances. Clinical judgment is essential to determine

{)| whetherthe treatmentis truly causal or whether a primary Mood Disorder happened
to have its onset while the person was receiving the treatment. For example, manic
symptoms that developin a person while heor she is taking lithium would notbedi-

| agnosed as Substance-Induced Mood Disorder because lithium is not likely to induce| manic-like episodes. On the other hand, a depressive episode that developed within| the first several weeks of beginning alpha-methyldopa(an antihypertensive agent) in
a person with nohistory of Mood Disorder would qualify for the diagnosis of Alpha-
Methyldopa—Induced Mood Disorder, With Depressive Features. In somecases, a
previously established condition (e.g., Major Depressive Disorder, Recurrent) can re-
cur while the person is coincidentally taking a medication that has the capacity to
cause depressive symptoms(e.g., L-dopa,birth-controlpills). In such cases, theclini-

| cian must make a judgmentas to whetherthe medicationis causativein this particu-
lar situation. For a more detailed discussion of Substance-Related Disorders, see
p. 191.

\ Subtypes and Specifiers

i tom presentations predominates:

With Depressive Features. This subtypeis usedif the predominant mood is
| depressed.

With Manic Features. This subtypeis used if the predominant mood is ele-
vated, euphoric,orirritable,

H, With Mixed Features. This subtypeis used if the symptoms of both mania
and depression are present butneither predominates.

)

}

| Oneofthe following subtypes maybe usedto indicate which of the following symp-:

f The context of the developmentof the mood symptoms maybeindicated by using
oneof the following specifiers:

my With OnsetDuringIntoxication. This specifier should be usedif criteria for
| intoxication with the substance are met and the symptoms develop during the

intoxication syndrome,

|) With Onset During Withdrawal, This specifier should be usedif criteria for
| withdrawal from the substance are met and the symptomsdevelop during,or
H shortly after, a withdrawal syndrome,
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substance-Induced MoodDisorder 407

Recording Procedures
The name of the Substance-Induced Mood Disorder begins with the specific sub-
stance or somatic treatment(e.g., cocaine, amitriptyline, electroconvulsive therapy)
that is presumedto be causing the mood symptoms. The diagnostic code is selected
from thelisting of classes of substances provided in the criteria set. For substances
that do notfit into anyofthe classes(e.g., amitriptyline) and for other somatic treat-
ments (e.g, electroconvulsive therapy), the code for “Other Substance” should be
used.In addition, for medications prescribed at therapeutic doses, the specific medi-
cation can be indicatedbylisting the appropriate E-code (see Appendix G), The name
of the disorder(e.g., Cocaine-Induced Mood Disorder) is followed by the subtype in-
dicating the predominant symptom presentation and the specifier indicating the con-
text in which the symptomsdeveloped (e.g., 292.84 Cocaine-Induced MoodDisorder,
With Depressive Features, With Onset During Withdrawal). When more than one
substance is judgedto play a significant role in the development of mood symptoms,
each should belisted separately (e.g., 292.84 Cocaine-Induced Mood Disorder, With
Manic Features, With Onset During Withdrawal; 292.84 Light Therapy—Induced
MoodDisorder, With Manic Features). If a substanceis judged to be the etiological
factor but the specific substance or class of substances is unknown, the category
292.84 Unknown Substance-Induced Mood Disorder maybe used.

Specific Substances

MoodDisorderscan occur in association with intoxication with the following classes
of substances: alcohol; amphetamine and related substances; cocaine; hallucinogens;
inhalants; opioids; phencyclidine and related substances; sedatives, hypnotics, and
anxiolytics; and other or unknown substances. Mood Disorders can occur in associa-
tion with withdrawalfrom the followingclasses of substances: alcohol; amphetamine
and related substances; cocaine; sedatives, hypnotics, and anxiolytics; and other or
unknown substances.

Someof the medications reported to evoke mood symptomsinclude anesthetics,
analgesics, anticholinergics, anticonvulsants, antihypertensives, antiparkinsonian
medications, antiulcer medications, cardiac medications, oral contraceptives, psycho-
tropic medications (e.g., antidepressants, benzodiazepines,antipsychotics, disulfiram),
muscle relaxants, steroids, and sulfonamides. Some medications have an especially
highlikelihood of producing depressivefeatures(e.g., high doses of reserpine, corti-
costeroids, anabolic steroids). Note thatthis is not an exhaustivelist of possible med-
ications and that many medications may occasionally produce an idiosyncratic
depressive reaction. Heavy metals and toxins (e.g., volatile substances such as gaso-
line and paint, organophosphate insecticides, nerve gases, carbon monoxide, carbon
dioxide) may also cause mood symptoms.

Differential Diagnosis

Mood symptoms occur commonly in Substance Intoxication and Substance With-
drawal, and the diagnosis of the substance-specific intoxication or substance-specific
withdrawal will usually suffice to categorize the symptom presentation. A diagnosis
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408 Mood Disorders

and are not diagnosed separately. In substance-induced presentations that contain
a mix ofdifferent types of symptoms(e.g., mood, psychotic, and anxiety symptoms),the specific type of Substance-Induced Disorder to be diagnosed depends on which
type of symptoms predominatesin the clinical presentation.

A Substance-Induced Mood Disorderis distinguished from a primary MoodDis-
orderbythefact that a substanceis judged tobe etiologically related to the symptoms(p. 405).

(depending on the half-life of the substance and the presenceof a withdrawal syn-
drome). If symptoms persist beyond 4 weeks, other causes for the mood symptomsshould be considered,

Because individuals with general medical conditions often take medications for
those conditions,theclinician must consider the possibility that the mood symptoms
are caused by the physiological! consequencesof the general medical condition rather

ment. At times, a change in the treatmentfor the general medical condition (e.g.,
medication substitution or discontin uation) may be needed to determine empiricallyfor that person whetherthe medica tion is the causative agent. If the clinician has as-
certained that the disturbance is due to both a general medical condition and sub-
Stance use, both diagnoses (i.e., Mood Disorder Due to a General Medical Condition
and Substance-Induced Mood Disorder) may be given. When thereis insufficient
a medication) or toa general medical condition or are primary (i.e., not due to either
a substance or a general medical condition), Depressive Disorder Not Otherwise
Specified or Bipolar Disorder Not Otherwise Specified would be indicated.
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substance-Induced MoodDisorder 409

piagnostic criteria for Substance-Induced MoodDisorder
A. Aprominent and persistent disturbance in mood predominatesin the clinical picture

andis characterized byeither (or both) of the following:

(1) depressed mood or markedly diminished interest or pleasure in al}, or almost all,
activities

(2) elevated, expansive, or irritable mood

B. Thereis evidence from the history, physical examination, or laboratory findingsof ei-
ther (1) or (2):

(1) the symptomsin Criterion A developed during, or within a month of, Substance
Intoxication or Withdrawal

(2) medication use is etiologically related to the disturbance

C. The disturbanceis not better accounted for by a Mood Disorder thatis not substance
induced. Evidence that the symptomsare better accounted for by a Mood Disorder
that is not substance induced might include the following: the symptomsprecede the
onset of the substance use (or medication use); the symptomspersist for a substantial
period of time (e.g., about a month) after the cessation of acute withdrawalor se-
vere intoxication or are substantially in excess of what would be expected given the
type or amount of the substance used or the duration of use; or there is other evi-
dence that suggests the existence of an independent non-substance-induced Mood
Disorder(e.g., a history of recurrent Major Depressive Episodes).

D, The disturbance does not occur exclusively during the course of a delirium.

E, The symptoms causeclinically significant distress or impairment in social, occupation-
al, or other important areas of functioning.

Note: This diagnosis should be made insteadof a diagnosis of Substance Intoxication or
Substance Withdrawal only when the mood symptomsarein excess of those usually asso-
ciated with the intoxication or withdrawal syndrome and when the symptomsare sutfi-
ciently severe to warrant independentclinical attention.

Code (Specific Substance]-Induced MoodDisorder:
(291.89 Alcohol; 292.84 Amphetamine [or Amphetamine-Like Substance]; 292.84
Cocaine; 292.84 Hallucinogen; 292.84 inhalant; 292.84 Opioid; 292.84 Phencycli-
dine (or Phencyclidine-Like Substance]; 292.84 Sedative, Hypnotic, or Anxiolytic;
292.84 Other [or Unknown] Substance)

Specify type:

With Depressive Features: if the predominant moodis depressed
With Manic Features: if the predominant moodis elevated, euphoric,orirritable
With Mixed Features: if symptoms of both mania and depression are present
and neither predominates

Specify if (see table on p.193 for applicability by substance):
With Onset During Intoxication: if the criteria are met for Intoxication with
the substance and the symptomsdevelop during the intoxication syndrome
With Onset During Withdrawal: if criteria are met for Withdrawal from the
substance and the symptoms developduring, or shortly after, a withdrawal syn-
drome

reerrrreer
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296.90 Mood Disorder Not Otherwise Specified
This category includes disorders with mood symptomsthat do not meet thecriteria
for any specific MoodDisorderandin whichitis difficult to choose between Depres-
sive Disorder Not Otherwise Specified and Bipolar Disorder Not Otherwise Specified
(e.g., acute agitation).

Specifiers Describing Current or
Most Recent Episode

———See—ee—eooSS———

A numberofspecifiers for Mood Disorders are providedto increase diagnostic spec-
ificity and create more homogeneous subgroups,assist in treatmentselection, and
improve the prediction of prognosis. The Severity /Psychotic/Remission specifiers
describe the currentclinical status of the Mood Disorder. The following specifiers de-
scribe symptom orcourse features of the current mood episode (or the most recent
moodepisodeif criteria are not currently met for any episode): Chronic, With Cata-
tonic Features, With Melancholic Features, With Atypical Features, and With Post-
partum Onset. The specifiers that indicate severi ty, remission, and psychotic features
can be codedin thefifth digit of the diagnostic code for mostof the Mood Disorders.
The otherspecifiers cannot be coded. Table 1 indicates which episode specifiers apply
to each Mood Disorder(see p. 411). 
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severity/Psychotic/Remission Specifiers for Major Depressive Episode 411

Table 1. Episode specifiers that apply to Mood Disorders  
Severity/ With With With With Post-
Psychotic! Catatonic Melancholic Atypical partum
Remission Chronic Features Features Features Onset  

Major Depressive x x x x x x
Disorder,

Single Episode

Major Depressive x x x x x x
Disorder,
Recurrent

Dysthymic Disorder x
Bipolar| Disorder, x“ rm Z

Single Manic
Episode

Bipolar | Disorder,
Most Recent
Episode
Hypomanic

Bipolar| Disorder, x x x
Most Recent
Episode Manic

Bipolar| x x x
Disorder,
Most Recent

Episode Mixed

Bipolar| x x x x x x
Disorder,
Most Recent

Episode
Depressed

Bipolar|
Disorder, Most
Recent

Episode
Unspecified

Bipolar || Disorder,
Hypomanic

Bipolar || Disorder, x x x
Depressed

Cyclothymic
Disorder  

Severity/Psychotic/Remission Specifiers
for Major Depressive Episode

In Major Depressive Disorder, these specifiers indicate either the severity of the cur-
rent Major Depressive Episodeor the level of remissionif full criteria are no longer
met. In Bipolar I and Bipolar Il Disorder, these specifiers indicate either the severity
of the current Major Depressive Episode orthe level of remission if the most recent
episode was a Major Depressive Episode.If criteria are currently met for the Major
Depressive Episode,it can beclassified as Mild, Moderate, Severe Without Psychotic

 

|
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Features, or Severe With Psychotic Features.If the criteria are no longer met, the spec-
ifier indicates whether the most recent Major Depressive Episodeis in partial or full
remission. For Major Depressive Disorder and mostof the Bipolar I Disorders, the
specifier is reflected in the fifth-digit coding for the disorder.

1—Mild, 2—Moderate, 3—Severe Without Psychotic Features. Severity is judged
to be mild, moderate, or severe based on the numberofcriteria symptoms,the sever-
ity of the symptoms, and the degree of functionaldisability and distress. Mild epi-
sodes are characterized by the presenceof only five or six depressive symptoms and
either mild disability or the capacity to function normally but with substantial and
unusualeffort. Episodes that are Severe Without Psychotic Features are characterized by
the presence of most of the criteria symptoms and clear-cut, observable disability
(e.g., inability to work or care for children), Moderate episodes have a severity that is
intermediate between mild and severe.

4—Severe With Psychotic Features. This specifier indicates the presence of either
delusions or hallucinations (typically auditory) during the current episode. Most
commonly, the content of the delusions or hallucinations is consistent with the de-
pressive themes. Such mood-congruent psychotic features include delusions of guilt
(e.g., of being responsible for illness in a loved one), delusions of deserved punish-
ment(e.g., of being punished because of a moral transgression or some personal in-
adequacy), nihilistic delusions (e.g., of world or personal destruction), somatic
delusions (e.g., of cancer or one’s body “rotting away”), or delusions of poverty (e.g.,
of being bankrupt). Hallucinations, when present, are usually transient and not elab-
orate and may involve voices that berate the person for shortcomingsorsins.

Less commonly, the content of the hallucinations or delusions has no apparentre-
lationship to depressive themes. Such mood-incongruent psychoticfeatures include per-
secutory delusions (without depressive themes that the individual deserves to be
persecuted), delusions of thoughtinsertion (i.e., one’s thoughts are not one’s own),
delusions of thought broadcasting(i.e., others can hear one’s thoughts), and delu-
sions of control(i.e., one’s actions are underoutside control). These features are asso-

ciated with a poorer prognosis. The clinician can indicate the nature of the psychotic
features by specifying With Mood-Congruent Features or With Mood-Incongruent
Features.

5—In Partial Remission, 6—In Full Remission. Full Remission requires a period of
at least 2 months in whichthere are no significant symptomsof depression. There are
two waysfor the episodeto be In Partial Remission: 1) some symptomsof a Major De-
pressive Episodeare still present, but full criteria are no longer met; or 2) there are no
longer any significant symptoms of a Major Depressive Episode, butthe period of re-
mission has been less than 2 months.If the Major Depressive Episode has been super-
imposed on Dysthymic Disorder, the diagnosis of Major Depressive Disorder, In
Partial Remission, is not given once the full criteria for a Major Depressive Episode
are no longer met; instead, the diagnosis is Dysthymic Disorder and Major Depres-
sive Disorder, Prior History.
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d Disorders severity/PsychotidRemission Specifiers for Manic Episode 413

et, the spec-
artial or full -

sorders, the criteria for Severity/Psychotic/Remission Specifiers for
- current (or most recent) Major Depressive Episode

Note: Codein fifth digit. Mild, Moderate, Severe Without Psychotic Features, and Severe
aae judged With Psychotic Features can be applied only if the criteria are currently met for a Major }
shhaa Depressive Episode. In Partial Remission and In Full Remission can be applied to the most MW
s. Mild epi- recent Major Depressive Episode in Major Depressive Disorder and to a Major Depressive
iptoms and Episodein Bipolar| or Il Disorder onlyifit is the most recent type of mood episode.
stantial and
acterized b xi—Mild: Few, if any, symptomsin excess of those required to make the diagnosis and
. disability symptoms result in only minor impairment in occupational functioning or in usual social. ‘ activities or relationships with others.
erity that is .x2—Moderate: Symptoms or functional impairment between “mild” and “severe.” i

xxg—Severe Without Psychotic Features: Several symptoms in excess of those re-
quired to make the diagnosis, and symptoms markedly interfere with occupational func- i

ice ofeither tioning or with usualsocialactivities or relationships with others. aN
sode, Most _x4—Severe With Psychotic Features: Delusionsor hallucinations. If possible, specify
vith the de- whether the psychotic features are mood-congruent or mood-incongruent: i

ms: of guilt it Mood-Congruent Psychotic Features: Delusionsor hallucinations whose con- ‘|
‘ed punish- = tent is entirely consistent with the typical depressive themes of personal inade- iy2ersonal in- quacy, guilt, disease, death, nihilism, or deserved punishment. i
a), somatic dees Mood-Incongruent Psychotic Features: Delusions or hallucinations whose i
qwerty (e.g., a content doesnot involve typical depressive themes of personal inadequacy, guilt, t
id notelab- ae disease, death,nihilism, or deserved punishment. Included are such symptoms as |
ins. Aes persecutory delusions (not directly related to depressive themes), thought inser- i
pparentre- ‘ant tion, thought broadcasting, and delusionsof control. |
aclude per- j
arves to be _x5—In Partial Remission: Symptoms of a Major Depressive Episode are present but \
me’s‘own), full criteria are not met, or there is a period without any significant symptoms of a Major ‘
and dali Depressive Episode lasting less than 2 months following the end of the Major Depressive i
seh ape BSS Episode. (If the Major Depressive Episode was superimposed on Dysthymic Disorder, the q; diagnosis of Dysthymic Disorderalone is given once the full criteria for a Major Depressive i
2 psychotic Episode are no longer met.)
icongruent _x6—In Full Remission: During the past 2 months, no significant signs or symptoms of }

the disturbance were present. i
.x0—Unspecified. i

a period of W
. There are {|

aoe Severity/Psychotic/Remission
sriod of re- Specifiers for Manic Episode 4]

Keeper In Bipolar I Disorder, thesespecifiers indicate either the severity of the current Manic i
isorder, In Episodeorthe levelof remission if the mostrecent episode was a Manic Episode.If 4’e Episode criteria are currently metfor the Manic Episode,it can be classified as Mild, Moder- |
ar Depres- ate, Severe Without Psychotic Features, or Severe With Psychotic Features.If the cri- 4

teria are no longer metfor a Manic Episode,the specifier indicates whether the most |
recent Manic Episodeis in partial or full remission, These specifiers are reflected in ithe fifth-digit coding for the disorder. |
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1—Mild, 2—Moderate, 3—Severe Without Psychotic Features. Severity is judged Le
to be mild, moderate, or severe based on the numberofcriteria symptoms,the sever- ;
ity of the symptoms,the degree of functional disability, and the need for supervision,
Mild episodesare characterized by the presence of only three or four manic symptoms,
Moderate episodesare characterized by an extremeincreasein activity or impairment
in judgment. Episodes that are Severe Without Psychotic Features are characterized by
the need for almost continual supervision to protect the individual from harm to self :_~
or others.

4—Severe With Psychotic Features. This specifier indicates the presenceofeither
delusions or hallucinations (typically auditory) during the current episode. Most
commonly, the contentof the delusions or hallucinationsis consistent with the manic
themes,that is, they are mood-congruent psychoticfeatures. For example, God's voice
maybeheard explaining thatthe person hasa special mission. Persecuto
maybe based onthe idea that the person is being persecuted because of
relationship orattribute. ?

Less commonly, the content of the hallucinationsor delusions has no apparentre-
lationship to manic themes,thatis, they are mood-incongruent psychoticfeatures. These
may include persecutory delusions (not directly related to grandiose themes), delu- ;

eree
ry delusions

somespecial :

 
opssiatcanh=I sions of thoughtinsertion (i.e., one’s thoughts are not one’s own), delusions of isthought broadcasting(i.e., others can hear one’s thoughts), and delusions of control ‘s

; (i.e., one’s actions are under outside control). The presence of these features may a
be associated with a poorer prognosis. Theclinician can indicate the nature of the , i’

) psychotic features by specifying With Mood-Congruent Features or With Mood- £
| Incongruent Features. fs

5—In Partial Remission, 6—In Full Remission. Full Remission requires a period of
at least 2 months in which thereare no significant symptoms of mania. There are two we| waysfor the episodeto be In Partial Remission: 1) symptomsof a Manic Episode are

i still present, butfull criteria are no longer met;or 2) thereareno longeranysignificant , j
symptoms of a Manic Episode, but the period of remission has been less than ac2 months.
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—_—_—_—_———_—_—_—_——ss:

criteria for Severity/Psychotic/Remission Specifiers for
current (or most recent) Manic Episode

Note: Codein fifth digit. Mild, Moderate, Severe Without Psychotic Features, and Severe
With Psychotic Features can be applied only if the criteria are currently met for a Manic
Episode. In Partial Remission and In Full Remission can be applied to a Manic Episode in
Bipolar | Disorder onlyif it is the most recent type of mood episode.

.x1—Mild: Minimum symptom criteria are met for a Manic Episode,

.x2—Moderate: Extreme increase in activity or impairmentin judgment,

.x3—Severe Without Psychotic Features: Almost continual supervision required to
prevent physical harm to self or others,

.x4—Severe With Psychotic Features: Delusions or hallucinations. [f possible, specify
whether the psychotic features are mood-congruent or mood-incongruent:

Mood-Congruent Psychotic Features: Delusionsor hallucinations whose con-
tent is entirely consistent with the typical manic themesof inflated worth, power,
knowledge,identity, or special relationship to a deity or famous person.
Mood-Incongruent Psychotic Features: Delusions or hallucinations whose
content does not involve typical manic themes of inflated worth, power, knowl-
edge, identity, or special relationship to a deity or famous person. Included are
such symptomsas persecutory delusions(notdirectly related to grandiose ideas or
themes), thought insertion, and delusions of being controlled.

-x5—In Partial Remission: Symptoms of a Manic Episode are present butfull criteria
are not met, or thereis a period withoutany significant symptoms of a Manic Episodelast-
ing less than 2 months following the end of the Manic Episode.
-x6—In Full Remission: During the past 2 months no significant signs or symptoms of
the disturbance were present.
-x0—Unspecified.

I————

Severity/Psychotic/Remission
Specifiers for Mixed Episode

In Bipolar I Disorder, these specifiers indicate either the severity of the current Mixed
Episodeorthe level of remission if the mostrecent episode was a Mixed Episode.If
criteria are currently metfor the Mixed Episode,it can be classified as Mild, Moder-
ate, Severe Without Psychotic Features, or Severe With Psychotic Features.If the cri-
teria are no longer met for a Mixed Episode,the specifier indicates whether the most
recent Mixed Episodeis in partial or full remission. These specifiers are reflected in
the fifth-digit coding for the disorder.

1—Mild, 2—Moderate, 3—Severe Without Psychotic Features, Severity is judged
to be mild, moderate, or severe based on the numberof criteria symptoms,the sever-
ity of the symptoms, the degree of functional disability, and the need for supervision.
Mild episodes are characterized by the presence of only three or four manic symp-
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foms andfiveorsix depressive Symptoms. Moderate episodes are characterized by anextreme increase in activity or impairmentin judgment. Episodes that are Severe With-
out Psychotic Features are characterized by the need for almost continual supervisionto protect the individual from harm to self or others,

4—Severe With Psychotic Features. This specifier indicates the presenceof either
delusions or hallucinations (typically auditory) during the current episode. Most
commonly, the content of the delusionsorhallucinationsis consistent with either the
manic or depressive themes,that is, they are mood-congruent psychotic‘features, For ex-
ample, God's voice may be heard explaining that the personhas a special mission.
Persecutory delusions maybe based on the ideathat the personis being persecutedbecauseofbeing especially deserving of punishmentor having somespecialrelation-ship orattribute.

Less commonly, the contentof the hallucinationsor delusions has no apparentre-lationship to either manic or depressive themes,that is, they are mood-incongruent psy-chotic features. These may include delusions of thoughtinsertion (i.e., one’s thoughts
are not one’s own), delusions of thought broadcasting (i.e., others can hear one’s
thoughts), and delusions of control (i.e., one’s actions are under outside control).These features are associated with a poorer prognosis. The clinician can indicate the
nature of the psychotic features by specifying With Mood-Congruent Features orWith Mood-Incongruent Features,

Mixed Episodearestill Present, but full criteria are no longer met; or 2) there are nolonger anysignificant symptoms of a Mixed Episode, but the Period of remission hasbeen less than 2 months.

 
Criteria for Severity/PsychoticRemission Specifiers for
current (or most recent) Mixed Episode
Note: Codein fifth digit. Mild, Moderate, Severe Without Psychotic Features, and SevereWith Psychotic Features can be applied only if the criteria are currently met for a MixedEpisode,In Partial Remission and In Full Remission can be applied to a Mixed Episode inBipolar | Disorder only ifit is the mast recent type of moodepisode.

-X1—Mild: No more than minimum symptom criteria are met for both a Manic Episodeand 4 Major Depressive Episode,

-X™2—Moderate: Symptomsor functional impairment between “mild” and “severe.”
-x3—Severe Without Psychotic Features: Almost continual supervision required toprevent physical harm toself or others,

-X4—Severe With Psychotic Features: Delusions or hallucinations, If possible, specifywhether the Psychotic features are mood-congruent or mood-incongruent: 
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Chronic specifier for a Major Depressive Episode 417
i i Q ission Specifiers foriteria for Severity/Psychotic/Remission

oent (or most recent) Mixed Episode (continued)
Mood-Congruent Psychotic Features: Delusions or hallucinations whose con-
tent is entirely consistent with the typical manic or depressive themes.
Mood-Incongruent Psychotic Features: Delusions or hallucinations whose
content does not involve typical manic or depressive themes, Included are such
symptoms as persecutory delusions (not directly related to grandiose or depressive
themes), thought insertion, and delusions of being controlled.

5—In Partial Remission: Symptomsof a Mixed Episode are present but full criteria
ae not met, or there is a period without any significant symptomsof a Mixed Episodelast-a f . r .

ing less than 2 months following the end of the Mixed Episode. . i
x6—In Full Remission: During the past 2 months, no significant signs or symptoms ©

the disturbance were present.
x0—Unspecified.

Chronic Specifier for a Major Depressive Episode
Ar This specifier indicates the chronic nature of a Major Depressive Episode(i.e., Pe full

ri criteria for a Major Depressive Episode have been continuously met for at es
3 2 years). This specifier applies to the current(or,if the full criteria are not curren io
: met for a Major Depressive Episode, to the most recent) Major Depressive Episo e

in Major Depressive Disorder and to the current (or most recent) Major esavieactte
Episodein BipolarI or BipolarII Disorder only if it is the most recent type of moo
episode.

Criteria for Chronic Specifier

Specify if: .
Chronic (can be applied to the current or most recent Major Depressive Episode in
Major Depressive Disorder and to a Major Depressive Episodein Bipolar | orIl Dis-
order onlyif it is the most recent type of mood episode)
Full criteria for a Major Depressive Episode have been met continuously forat least
the past 2 years.

es

Catatonic Features Specifier

The specifier With Catatonic Features can be applied to the current MajorPet
Manic, or Mixed Episodein Major Depressive Disorder, Bipolar I Disorder, of Bipolar
II Disorder, If full criteria are no longer metfor a mood episode, the specifier applies
to the most recent mood episode. The specifier With Catatonic Features is appropriate
whentheclinical picture is characterized by marked psychomotordisturbancethat

135 of 146

ed

Alkermes, Ex. 1022



136 of 146 Alkermes, Ex. 1022

418 MoodDisorders
may involve motoric immobility, excessive motor activity, extreme negativism, mut-
ism, peculiarities of voluntary movement, echolalia, or echopraxia. Motoric immobil-
ity may be manifested by catalepsy (waxyflexibility) or stupor. The excessive motor
activity is apparently Purposeless and is not influenced by external stimuli. There
may be extreme negativism thatis manifested by the maintenanceofa rigid postureagainst attempts to be moved or resistanceto all instructions, Peculiarities of volun-
tary movementare manifested of inappropriateor bizarre postures

Additional features may include stereotypies, mannerisms, and automatic obedience
or mimicry. During severe catatonic stupor or excitement, the person may need care-ful supervision to avoid self-harm or harm to others, Potential consequences include
malnutrition, exhaustion, hyperpyrexia,or self-inflicted injury.

Catatonic states have been foundto occur in 5%-9
tients with catatonia, 25%~-50% of cases occur in asso
10%-15% of cases occur in associati
tonic Type,

portantto note that catatonia can also Occur in a wide variety ofgeneral medical conditions including, but notlimited to, those dueto infectious, met-
abolic, neurological conditions (see Catatonic Disorder Due to a General Medical
Condition, p. 185), or can be due to a side effect of a Medication (e.g., a Medication-
Induced Movement Disorder, see Pp. 791). Because of the seriousnessof the compli-cations,particular attention should be paid to the possibility that the catatonia is dueto Neuroleptic Malignant Syndrome (p. 795),

Criteria for Catatonic Features Specifier
Specify if:

With Catatonic Features(can be applied to the current or Most recent Major De-
Pressive Episode, Manic Episode, or Mixed Episode in Major Depressive Disorder,Bipolar| Disorder, or Bipolar |! Disorder)

Theclinical picture js dominated by at least two ofthe following:
(1) motoric immobility as evidenced by catalepsy (including waxy flexibility) arstupor

(2) excessive motor activity (that is apparently purposeless and not influencedby external stimuli)
(3)

(4)

Prominent mannerisms, or Prominent grimacing
(5) echolalia or echopraxia
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Melancholic Features Specifier 419
Melancholic Features Specifier

The specifier With Melancholic Features can be applied to the current (or, if the full
criteria are not currently met for a Major Depressive Episode, to the most recent) Ma-
jor Depressive Episode in Major Depressive Disorder and to the current (or most re-
cent) Major Depressive Episode in BipolarI orII Disorder onlyif it is the most recent

« of mood episode. The essential feature of a Major Depressive Episode, With Mel-
ancholic Features, is loss of interest or pleasure in all, or almostall, activities ora lack
of reactivity to usually pleasurable stimuli. The individual's depressed mood does
not improve, even temporarily, when something good happens(Criterion A).In ad-
dition,at least three of the following symptomsare present: a distinct quality of the
depressed mood, depression that is regularly worse in the morning, early morning
awakening, psychomotor retardationor agitation, significant anorexia or weightloss,
or excessive or inappropriate guilt (Criterion B).

The specifier With Melancholic Featuresis applied if these features are presentat
the nadir of the episode. Thereis a near-complete absenceofthe capacity for pleasure,
not merely a diminution. A guideline for evaluating the lack of reactivity of moodis
that, even for very desired events, the depressed mood does not brighten at all or
brightens only partially (e.g., up to 20%-40%of normal for only minutes at a time).
The distinct quality of mood thatis characteristic of the With Melancholic Features
specifieris experienced by individuals as qualitatively different from the sadness ex-
perienced during bereavementor a nonmelancholic depressive episode. This may be
elicited by asking the person to compare the quality of the current depressed mood
with the mood experiencedafter the death of a loved one. A depressed moodthatis
described as merely more severe, longer-lasting, or present without a reason is not
considered distinct in quality. Psychomotor changes are nearly always present and
are observable by others. Individuals with melancholic featuresarelesslikely to have
a premorbid Personality Disorder, to have a clear precipitant to the episode, and to
respondtoatrial of placebo medication. One consequence of a lower probability of
response to placebo is a greater need foractive antidepressant treatment.

These features exhibit only a modest tendency to repeat across episodes in the
sameindividual. They are more frequentin inpatients, as opposed to outpatients, and
are less likely to occur in milder than in more severe Major Depressive Episodes and
are morelikely to occur in those with psychotic features. Melancholic features are
more frequently associated with laboratory findings of dexamethasone nonsuppres-
sion; elevated cortisol concentrations in plasma,urine, andsaliva;alterationsof sleep
EEGprofiles; abnormal tyramine challengetest; and an abnormal asymmetry on di-
chotic listening tasks.

—<—<$<<—<——_ ———————
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Mood Disorders

Criteria for Melancholic Features Specifier
Specity if:

With Melancholic Features (can be
Depressive Episodein Major Depressi
sodein Bipolar | or Bipolar II Disorde
episode)

applied to the current or most recent Major
ve Disorder and to a Major Depressive Epi-
r onlyif it is the most recent type of mood

A. Either of the following, occurring during the most severe period of the currentepisode:

(1) loss of pleasure in all, or almostall, activities
(2) lack of reactivity to usually pleasurable stimuli (does not feel much better,

even temporarily, when something good happens)
B. Three (or more) of the following:

(1) distinct quality of depressed mood
as distinctly different from the kin
of a loved one)

(2) depression regularly worse in the morning
(3) early morning awakenin

ing)

(4) marked psychomotor retardation or agitation
(5) significant anorexia or weightloss
(6) excessive or inappropriate guilt

-——ee

Atypical Features Specifier
The specifier With Atypical Features can b
teria are not currently met for a Major Dep
Depressive Episode in Major Depressive Disorder andto the current (or most recent)
Major Depressive Episode in Bipolar I or Bipolar If Disorder only if it is the most re-
cent type of moodepisode,or to Dysthymic Disorder. “Atypical depression”hashis-
torical significance (i.e., atypical in contradistinction to the more classical

(i.e., the depressed moodis experienced
d of feeling experienced after the death

g (at least 2 hours before usual time of awaken-

€ applied to the current (or,if the full cri-
Tessive Episode, to the most recent) Major

mood reactivity (Criterion A) and the presence ofat least two of the following fea-tures (Criterion B): increased appetite or weight gain, hypersomnia, leaden paralysis,and a long-standing pattern of extreme sensitivity to perceived interpersonalrejec-tion. These features predominate during the mostrecent 2-week period (or the most
recent 2-year period for Dysthymic Disorder). The specifier With Atypical Featuresis
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Moodreactivity is the capacity to be cheered up when presented with positive
a events (e.g. 2 visit from children, compliments from others). Mood may become eu-

thymic (not sad) even for extended periodsof timeif the external circumstances re-
\ main favorable, Increased appetite may be manifested by an obviousincrease in food

recent Major jntake or by weight gain. Hypersomnia may include either an extended period ofressive Epi- nighttime sleep or daytime nappingthattotals at least 10 hours of sleep per day (or
ot mood at least 2 hours more than when not depressed). Leaden paralysis is defined as feeling

heavy, leaden, or weighted down, usually in the armsor legs; this is generally present iy
for at least an hour a day but often lasts for many hoursat a time. Unlike the other iWof the current atypical features, pathological sensitivity to perceived interpersonalrejectionis a trait |
that has an early onset andpersists throughout mostof adult life. Rejection sensitivity |
occurs both when the personis and is not depressed, though it may be exacerbated i

much better, during depressive periods. The problemsthatresult from rejection sensitivity must \
be significant enoughto result in functional impairment. There may be stormy rela-
tionships with frequent disruptions and an inability to sustain a longer-lasting rela-tionship, The individual’s reaction to rebuff or criticism may be manifested by |experienced ; leaving workearly, using substances excessively, or displayingotherclinically signif-‘er the death icant maladaptive behavioral responses. There may also be avoidanceof relation- li

} s ships due to the fear of interpersonal rejection. Being occasionally touchy or \
Gf aebabaas . overemotional does not qualify as a manifestation of interpersonal rejection sensi- itivity. Personality Disorders(e.g., Avoidant Personality Disorder) and Anxiety Dis-

orders(e.g., Separation Anxiety Disorder, Specific Phobia, or Social Phobia) may be
more commonin those with atypical features. The laboratory findings associated
with a Major Depressive Episode With Melancholic Features are generally not
presentin association with an episode with atypicalfeatures.

Atypical features are twoto three times more commonin women.Individuals with
atypical features report an earlier age at onsetof their depressive episodes(e.g., while
in high school) and frequently have a more chronic, less episodic course, with only
partial interepisode recovery. Youngerindividuals may be more likely to have epi-

the full cri- - sodes with atypical features, whereas older individuals may more often have epi- qsodes with melancholic features. Episodes with atypical features are more common i
in Bipolar I Disorder, Bipolar II Disorder, and in Major Depressive Disorder, Recur-
rent, occurring in a seasonalpattern. Depressive episodes with Atypical Features are |

n”hashis- morelikely to respondto treatment with monoamine oxidase inhibitors than with tri- |cyclic antidepressants. The predictive value of Atypical Features is less clear with /2 classicalpmmon or i newertreatments, such as selective serotonin reuptake inhibitors or interpersonal or |"ly

atures are > cognitive psychotherapies.
owing fea- |
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422 Mood Disorders

Criteria for Atypical Features Specifier
Specify if:

With Atypical Features (can be applied whenthese features predominate during
the most recent 2 weeks of a current Major Depressive Episode in Major Depressive
Disorderor in Bipolar | or Bipolar Il Disorder when a current Major Depressive
Episodeis the most recent type of moodepisode, or when these features predom-
inate during the most recent 2 years of DysthymicDisorder:if the Major Depressive
Episodeis not current, it applies if the feature predominates during any 2-weekperiod)

A. Mood reactivity (i.e., moodbrightensin response to actual or potential positiveevents)

B. Two (or more) of the following features:

(1) significant weight gain or increase in appetite
(2) hypersomnia

(3) leaden paralysis (i.e, heavy, leaden feelings in arms or legs)
(4) long-standing pattern of interpersonal rejection sensitivity (not limited to

episodes of mooddisturbance) that results in significant social or occupa-
tional impairment

C. Criteria are not met for With Melancholic Features or With Catatonic Features
during the same episode.

eee

Postpartum OnsetSpecifier
The specifier With Postpartum Onset can be applied to the current(or,if the full cri-
teria are not currently met for a Major Depressive, Manic, or Mixed Episode, to the
most recent) Major Depressive, Manic, or Mixed Episode of Major Depressive Disor-
der, BipolarI Disorder, or BipolarII Disorderorto Brief Psychotic Disorder (p, 329)
if onset is within 4 weeks after childbirth. The symptoms of the postparturn-onset Ma-
jor Depressive, Manic, or Mixed Episode donotdiffer from the symptomsin nonpost-
partum mood episodes. Symptomsthatare common in postpartum-onset episodes,
though notspecific to postpartum onset, include fluctuationsin mood, moodlability,
and preoccupation with infant well-being, the intensity of which may range from
overconcern to frank delusions. The presence of severe ruminations or delusional
thoughts about the infantis associated witha significantly increased risk of harm tothe infant.

Postpartum-onset mood episodescan presenteither with or without psychotic fea-
tures. Infanticide is most often associated with postpartum psychotic episodes that
are characterized by command hallucinations to kill the infant or delusions that the
infantis possessed,but it can also occurin Severe postpartum moodepisodes without
such specific delusions or hallucinations. Postpartum mood (Major Depressive, Man-
ic, or Mixed) episodes with psychotic features appearto occurin from 1 in 500 to lin
1,000 deliveries and may be more common in primiparous women. Therisk of Ppost-
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specifiers Describing Course of Recurrent Episodes 423

artum episodes with psychotic features is particularly increased for women with
prior postpartum moodepisodesbutis also elevated for those with a prior history of
4 MoodDisorder(especially BipolarI Disorder). Once a woman has had a postpar-
tum episode with psychotic features,the risk of recurrence with each subsequentde-
livery is between 30% and 50%. There is also some evidence of increased risk of
ostpartum psychotic mood episodes among womenwithouta history of Mood Dis-

orders with a family history of Bipolar Disorders. Postpartum episodes mustbedif-
ferentiated from delirium occurring in the postpartum period, whichis distinguished
bya decreased level of awarenessorattention.

Women with postpartum Major Depressive Episodes often have severe anxiety
and even Panic Attacks. Maternal attitudes toward the infant are highly variable but
can include disinterest, fearfulness of being alone with the infant, or overintrusive-
ness that inhibits adequate infant rest. It is importantto distinguish postpartum
mood episodes from the “baby blues,” which affect up to 70% of women during the
10 days postpartum,aretransient, and do notimpair functioning. Prospective studies
have demonstrated that mood and anxiety symptoms during pregnancy, as well as
the “baby blues,”increasetherisk for a postpartum Major Depressive Episode, A past
personalhistory of nonpostpartum MoodDisorderand a family history of Mood Dis-
orders also increase the risk for the development of a postpartum Mood Disorder.
The risk factors, recurrence rates, and symptoms of postpartum-onset Mood Epi-
sodes are similar to those of nonpostpartum Mood Episodes. However, the postpar-
tum period is unique with respect to the degree of neuroendocrinealterations and
psychosocial adjustments, the potential impact of breast-feeding on treatment plan-
ning, and the long-term implications of a history of postpartum MoodDisorder on
subsequentfamily planning.

Criteria for Postpartum OnsetSpecifier

Specify if:

With Postpartum Onset(can be applied to the current or most recent Major De-
pressive, Manic, or Mixed Episode in Major Depressive Disorder, Bipolar | Disorder,
or BipolarII Disorder; or to Brief Psychotic Disorder)

Onset of episode within 4 weeks postpartum

Specifiers Describing Course of Recurrent Episodes

A numberofspecifiers for Mood Disorders are provided to increase diagnostic spec-
ificity and create more homogeneous subgroups,assist in treatmentselection, and
improvethe prediction of prognosis. Specifiers that describe the course of recurrent
episodes include Longitudinal Course Specifiers (With and Without Full Inter-
episode Recovery), Seasonal Pattern, and Rapid Cycling. These specifiers cannot be
coded. Table 2 indicates which course specifiers apply to each Mood Disorder(see
p- 424).
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Table 2. Course specifiers that apply to MoodDisorders
  

 

 

{
With/Without ‘
Interepisode 1

Recovery Seasonal Pattern Rapid Cycling ‘i} Major Depressive 1I Disorder,Single

i Episode 1
HI} Major Depressive x x :H] Disorder, Recurrent

i] Dysthymic Disorder faa.
Bipolar | Disorder, ‘! Single Manic FI

iH | Episode 1| | Bipolar| Disorder, x x x ; ci Most Recent +t i| Episode < y 1i Hypomanic .| Bipolar| Disorder, x x x ‘Most Recent i :Episode Manic \,
Bipolar | Disorder, X x x " ‘Most Recent

Episode Mixed

Bipolar| Disorder, x x x fMost Recent

| Episode Depressed

| Bipolar | Disorder, x x x ‘hy Most Recent
Episode Unspecified

| Bipolar I Disorder, D4 x Xx E
Hypomanic ;j Bipolar |! Disorder, x x x; Depressed

Cyclothymic Disorder a! c
Longitudinal Course Specifiersi) . = =i) (With and Without Full Interepisode Recovery)

The specifiers With Full Interepisode Recovery and WithoutFull Interepisode Recov-i ery are provided to help characterize the course of illness in individuals with Recur-
i) rent Major Depressive Disorder, Bipolar I Disorder, or Bipolar II Disorder, These .(i specifiers should be applied to the period of time between the two mostrecent epi- _

sodes. The characterization of courseis further enhanced by noting the presence of a
antecedent Dysthymic Disorder. ; OmThe four graphs below depict prototypical courses, A showsthe course of Major
Depressive Disorder, Recurrent, in whichthere is no antecedent Dysthymic Disorder Bs

| and thereis a period offull remission betweenthe episodes. This course pattern pre- ey Ttf dicts the best future prognosis. B showsthe course of Major Depressive Disorder, Re- a Ey
hi current, in which thereis no antecedent Dysthymic Disorder but in which prominent =: es
ha 
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d Disorders seasonal Pattern Specifier 425

symptoms persist between the two most recent episodes—thatis, no more than par-
tial remission is attained. C showsthe rare pattern (present in fewer than 3%of indi-
viduals with Major Depressive Disorder) of Major Depressive Disorder, Recurrent,

icycling with antecedent Dysthymic Disorder but with full interepisode recovery between the
, two most recent episodes. D showsthe course of Major Depressive Disorder, Recur-

rent, in which there is antecedent Dysthymic Disorder and in which thereis no period
of full remission between the two mostrecent episodes. This pattern, commonlyre-
ferred to as “double depression”(see p. 377), is seen in about 20%-25%of individuals
with Major Depressive Disorder.

 

 

In general, individuals with a history of Without Full Interepisade Recovery have |
a persistence of that pattern between subsequentepisodes. They also appear more
likely to have more Major Depressive Episodes than those with full interepisodere-

x covery. Dysthymic Disorder prior to the first episode of Major Depressive Disorder |
ig mostlikely to be associated with lack offull interepisode recovery subsequently.
These specifiers may also be applied to the period of time between the most recent
moodepisodesin BipolarI Disorder or Bipolar II Disorder to indicate presence or ab-
sence of mood symptoms.

x A. Recurrent, with full interepisode recovery, with
; no Dysthymic Disorder

4

x B. Recurrent, without full interepisode recovery, |
with no Dysthymic disorder | H4,

x ' C, Recurrent, with full interepisode recovery, super- atimposed on Dysthymic Disorder (also code 300.4) — —~ ] — a

X D. Recurrent, withoutfull interepisode recovery, super- SSS iimposed on Dysthymic Disorder (also code 300.4) \\

—_—_——$—————— MWi

Criteria for Longitudinal Course Specifiers
| |

Specify if (can be applied to Recurrent Major Depressive Disorderor I
ry) i Bipolar| orII Disorder): i

With Full Interepisode Recovery: if full remission is attained between the two
most recent Mood Episodes

i

e Recoy- |
h Recur- J . Without Full Interepisode Recovery: if full remission is not attained between |
r. These A the two most recent Mood Episodes il
tent epi- ae — i |
sence of ; i
of Major ' agin | |
eae: ; Seasonal Pattern Specifier i
2IM pre- F The specifier With Seasonal Pattern can be applied to the pattern of Major Depressive iM
der, Re- | Episodesin Bipolar I Disorder, Bipolar II Disorder, or Major Depressive Disorder, Re- |
minent _ current. The essential feature is the onset and remission of Major Depressive Episodes He
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at characteristic times of the year. In most cases,
and remit in spring. Less commonly, there ma
episodes. This pattern of onset and remission of episodes must have occurred during
the last 2 years, without any nonseasonal episodes occurring during this period. In
addition, the seasonal depressive episodes mustsubstantially outnumber any non-
Seasonal depressive episodes overthe individual's lifetime. This specifier does not
apply to those situations in which the pattern is better explained by seasonally linked
psychosocial stressors (e.g., seasonal unemploymentor schoolschedule). Major De-
pressive Episodesthat occurin a seasonal pattern are often characterized by promi-
nent anergy, hypersomnia, overeating, weight gain, and a cravingfor carbohydrates.
It is unclear whethera seasonal Pattern is morelikely in Major Depressive Disorder,
Recurrent, or in Bipolar Disorders. However, within the Bipolar Disorders group,a
seasonal pattern appears to be more likely in Bipolar II Disorder than in Bipolar I
Disorder. In someindividuals, the onset of Manic or Hypomanic Episodes may also
be linked to a particular season. Bright visible-spectrumlight used in treatment may
be associated with switches into Manic or Hypomanic Episodes,

The prevalence of winter-type seasonal pattern appearsto vary with latitude, age, Sd
and sex, Prevalenceincreases with higherlatitudes. Ageis also a strong predictor of
seasonality, with younger persons at higher risk for winter depressive episodes.
Women comprise 60%-90% of persons with seasonal pattern, butit is unclear wheth-

the episodes begin in fall or winter
y be recurrent summer depressive

er female genderis a specific risk factor over and above the risk associated with re- , }
current Major Depressive Disorder. Although this specifier applies to seasonal .
occurrence offull Major Depressive Episodes, some research suggests that a seasonal “3
pattern mayalso describethe presentation in someindividuals with recurrent winter be
depressive episodes that do not meetcriteria for a Major Depressive Episode.
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rapid-Cycling Specifier ang

criteria for Seasonal Pattern Specifier
specify if:

With SeasonalPattern (can be applied to the pattern of Major Depressive Epi-
sodesin Bipolar| Disorder, Bipolar Il Disorder, or Major Depressive Disorder, Recur-
rent)

A. There has been a regular temporal relationship between the onset of Major
Depressive Episodesin Bipolar | or Bipolar I! Disorder or Major Depressive Dis-
order, Recurrent, and a particular time of the year(e.g., regular appearance of
the Major Depressive Episodein thefall or winter).

Note: Do notinclude cases in which there is an obvious effect of seasonal-
related psychosocialstressors (e.g., regularly being unemployed every winter).

B. Full remissions (or a change from depression to mania or hypomania)also occur
at a characteristic time of the year (e.g., depression disappearsin the spring).

C. Inthe last 2 years, two Major Depressive Episodes have occurred that demon-
strate the temporal seasonal relationships definedin Criteria A and B, and no
nonseasonal Major Depressive Episodes have occurred during that same period.

D. Seasonal Major Depressive Episodes (as described above) substantially outnum-
ber the nonseasonal Major Depressive Episodes that may have occurred over
the individual's lifetime.

DNaaa

Rapid-Cycling Specifier
The specifier With Rapid Cycling can be applied to Bipolar I Disorderor Bipolar II
Disorder. The essential feature of a rapid-cycling Bipolar Disorderis the occurrence
of four or more mood episodes during the previous 12 months. These episodes can
occur in any combination and order. The episodes must meet both the duration and
symptom criteria for a Major Depressive, Manic, Mixed, or Hypomanic Episode and
must be demarcated byeither a period offull remission or by a switch to an episode
of the opposite polarity. Manic, Hypomanic, and Mixed Episodes are counted as be-
ing on the samepole(e.g., a Manic Episode immediately followed by a Mixed Epi-
sode counts as only one episode in considering the specifier With Rapid Cycling).
Exceptfor the fact that they occur more frequently, the episodesthat occur ina rapid-
cycling pattern are nodifferent from those that occur in a non-rapid-cycling pattern.
Moodepisodes that count toward defining a rapid-cycling pattern exclude those
episodes directly caused by a substance (e.g, cocaine, corticosteroids) or a general
medical condition.

Rapid cycling occurs in approximately 10%-20%of individuals with Bipolar Dis-
order seen in Mood Disordersclinics. Whereas in Bipolar Disorderin general the sex
ratio is equal, women comprise 70%-90%of individuals with a rapid-cycling pattern.
The moodepisodesare not linked to any phase of the menstrual cycle and occur in
both pre-and postmenopausal women. Rapid cycling may be associated with hypo-
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MoodDisorders

Criteria for Rapid-Cycling Specifier
Specify if:

With Rapid Cycling (can be applied to Bipolar| Disor
At least four episodes of amo
criteria for a Major Depressive

der or Bipolar|! Disorder)
od disturbance in the previous 12 months that meet
; Manic, Mixed, or HyPomanic Episode.
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