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FOREWORD

Ernest M. Gruenberg, M.D., Dr. P.H.
Chairman, Committee on Nomenclature and Statistics
American Psychiatric Association

This second edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-II) reflects the growth of the concept that the people
of all nations live in one world. With the increasing success of the
World Health Organization in promoting its uniform Internativnal
Classification of Diseases, already used in many countries, the time
came for psychiatrists of the United States to collaborate in preparing
and using the new Eighth Revision of that classification (ICD-8) as ap-
proved by the WHO in 1966, to become effective in 1968. The rapid
integration of psychiatry with the rest of medicine also helped create a
need to have psychiatric nomenclature and classifications closely inte-
grated with those of other medical practitioners. In the United States
such classification has for some years followed closely the International
Classification of Diseases.

With this objective in view, the Council of the American Psychiatric
Association authorized its APA Committee on Nomenclature and Sta-
tistics to work closely with the Subcommittee on Classification of Mental
Disorders of the U. S. National Committee on Vital and Health Statis-
tics. The latter committee is advisory to the Surgeon General of the
Public Health Service and was entrusted with responsibility for develop-
ing U. S. revision proposals for ICD-8, including the Section on Mental
Disorders. Dr. Henry Brill, who was chairman of the APA Committee
from 1960-1965, served as a member of the U. S. Subcommittee on
Classification of Mental Disorders.

Dr. Brill also, it should be noted, served as Temporary Adviser to
the Subcommittee on the Classification of Diseases of the Expert
Committee on Health Statistics of the World Health Organization which
made the final recommendations on the form and content of the various
sections of the ICD. The final version of ICD-8 was adopted unani-
mously by the Nineteenth World Health Assembly in May, 1966, to
become effective in all member states in 1968. Thus, from the beginning
the United States representatives helped to formulate the Section on
Mental Disorders in ICD-8 on which this Manual is based.

The WHO Nomenclature Regulations governing the use of the ICD
recognizes that countries may, under exceptional circumstances, modify
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MENTAL DISORDERS

inclusions within a major diagnostic category, provided the basic con-
tent of that category is not changed. In preparing this Manual the
Committee had to make adjustments within a few of the ICD categories
to make them conform better to U.S. usage. Decisions were also made
regarding certain diagnoses which have not been generally accepted in
U. S. psychiatry. Some of these diagnoses have been omitted here;
others have been included and qualified as controversial. The diagnoses
at issue are: Psychosis with childbirth, Involutional melancholia, and
Depersonalization syndrome. Also this Manual suggests omitting cer-
tain specific categories and makes subdivisions in other categories,
assigning unused numbers in ICD-8 to the new subcategories.

In publishing the Manual the Association provides a service to the
psychiatrists of the United States and presents a nomenclature that is
usable in mental hospitals, psychiatric clinics, and in office practice. It
has, in fact, a wider usage because of the growth of psychiatric work
in general hospitals, both on psychiatric wards and in consultation
services to the patients in other hospital departments, and in com-
prehensive community mental health centers. It will also be used in
consultations to courts and industrial health services.

No list of diagnostic terms could be completely adequate for use in
all those situations and in every country and for all time. Nor can it
incorporate all the accumulated new knowledge of psychiatry at any one
point in time. The Committee has attempted to put down what it judges
to be generally agreed upon by well-informed psychiatrists today.

In selecting suitable diagnostic terms for each rubric, the Committee
has chosen terms which it thought would facilitate maximum com-
munication within the profession and reduce confusion and ambiguity to
a minimum. Rationalists may be prone to believe the old saying that
“a rose by any other name would smell as sweet”; but psychiatrists
know full well that irrational factors belie its validity and that labels of
themselves condition our perceptions. The Committee accepted the
fact that different names for the same thing imply different attitudes
and concepts. It has, however, tried to avoid terms which carry with
them implications regarding either the nature of a disorder or its causes
and has been explicit about causal assumptions when they are integral
to a diagnostic concept.

In the case of diagnostic categories about which there is current
controversy concerning the disorder’s nature or cause, the Committee
has attempted to select terms which it thought would least bind the
judgment of the user. The Committee itself included representatives

viii



FOREWORD

of many views. It did not try to reconcile those views but rather to
find terms which could be used to label the disorders about which they
wished to be able to debate. Inevitably some users of this Manual will
read into it some general view of the nature of mental disorders. The
Committee can only aver that such interpretations are, in fact,
unjustified.

Consider, for example, the mental disorder labeled in this Manual as
“schizophrenia,” which, in the first edition, was labeled “schizophrenic
reaction.” The change of label has not changed the nature of the dis-
order, nor will it discourage continuing debate about its nature or
causes. Even if it had tried, the Committee could not establish agree-
ment about what this disorder is; it could only agree on what to call
it. In general, the terms arrived at by representatives of many countries
in the deliberations held under WHO auspices have been retained pref-
erentially, unless they seemed to carry unacceptable implications or
ambiguities.

The first edition of this Manual (1952) made an important contri-
bution to U. S. and, indeed, world psychiatry. 1t was reprinted twenty
times through 1967 and distributed widely in the U. S. and other
countries. Until recently, no other country had provided itself with an
equivalent official manual of approved diagnostic terms. DSM-I was
also extensively, though not universally, used in the U. S. for statistical
coding of psychiatric case records. In preparing this new edition, the
Committee has been particularly conscious of its usefulness in helping
to stabilize nomenclature in textbooks and professional literature.

A draft of this Manual, DSM-II, was circulated to 120 psychiatrists
in February 1967, with a request for specific suggestions to eliminate
errors and to improve the quality of the statements indicating the
proper usage of terms which the Manual describes. Many extremely
valuable replies were received. These were collated and studied by the
members of the Committee prior to its meeting in May 1967, at which
time the Committee formulated the present manuscript and submitted
it to the APA Executive Committee for approval. In December 1967
the APA Council gave it final approval for publication.

Throughout, the Committee has had the good fortune to have as
consultants Dr. Morton Kramer and Dr. Robert L. Spitzer. Dr. Kramer,
Chief of the Biometry Branch of the National Institute of Mental Health,
played a similarly vital role in the formulation of DSM-I. His intelligent
and sustained concern with the problems encountered has assured that
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MENTAL DISORDERS

the preservation of statistical continuity has been considered at every
stage in the development of this Manual. He is specifically responsible
for the preparation of the Introduction following and Sections 4, and 5
of this Manual. Dr. Robert L. Spitzer, Director, Evaluation Unit,
Biometrics Research, New York State Psychiatric Institute, served as
Technical Consultant to the Committee and contributed importantly
to the articulation of Committee consensus as it proceeded from one
draft formulation to the next.

The present members of the Committee on Nomenclature and
Statistics owe a deep debt to former chairmen and members of the
Committee who provided the foundation upon which the second edition
was prepared. In the Foreword to DSM-I will be found an extensive
description of those who contributed to the first edition. Because this
second edition is, in fact, the product of the continuing endeavors
of the Committee’s changing members, all members of the Committee
since 1946 are listed as authors.

As Chairman since 1965, the writer wishes to express his personal
deep appreciation to the hard-working members of the Committee and
its two consultants, all of whom participated vigorously and thoughtfully
in the Committee’s deliberations and the formulation of the many draft
revisions that were required.

New York, N.Y.
March, 1968



INTRODUCTION:
THE HISTORICAL BACKGROUND OF ICD-8

MorTON KRAMER, Sc.D.
Chief, Biometry Branch, National Institute of Mental Health

The Classification of Mental Disorders in the Sixth Revision of the
International Classification of Diseases (ICD-6) was quite unsatis-
factory for classifying many of the diagnostic terms that were introduced
in the first edition of this manual (DSM-I, 1952). For example, with
certain exceptions, ICD-6 did not provide rubrics for coding chronic
brain syndromes (associated with various diseases or conditions) with
neurotic or behavioral reactions or without qualifying phrases, nor did
it provide for the transient situational personality disorders. The ex-
ceptions were post-encephalitic personality and character disorders
among the chronic brain syndromes, alcoholic delirium among the
acute brain syndromes, and gross stress reaction among the transient
disorders.

Accordingly, in 1951, the U. S. Public Health Service established a
working party comprising the late Dr. George Raines, representing the
American Psychiatric Association, and three others from the Public
Health Service, Dr. Selwyn Collins, Mrs. Louise Bollo, and the author,
to develop a series of categories for mental disorders that could be
introduced into appropriate places in ICD-6 to adapt it for use in the
United States.!

The shortcomings of ICD-6 (and of a seventh edition in 1955 which
did not revise the section on mental disorders), pointed up the unsuit-
ability of its use in the United States for compiling statistics on the
diagnostic characteristics of patients with mental disorders or for indexing
medical records in psychiatric treatment facilities. Moreover, the
section on mental disorders was not self-contained. Certain mental
disorders occurred in other sections of the ICD. General paralysis
was classified under syphilis, and post-encephalitic psychosis under the
late effects of acute infectious encephalitis, for example. Also, many of
the psychoses associated with organic factors were grouped in a catch-all
category of psychoses with other demonstrable etiology.

1See Appendix A, DSM-I. It reveals the extensive adjustments that had to be

introduced into ICD-6 to make it usable in the U. S. for coding the diagnostic
terms contained in DSM-I.
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MENTAL DISORDERS

The United States, however, was not the only country which found
the section on mental disorders in ICD-6 unsatisfactory. In 1959, Pro-
fessor E. Stengel, under the auspices of the World Health Organization,
published a study revealing general dissatisfaction in all WHO member
countries.! This finding, combined with the growing recognition of
mental disorders as a major international health concern, led WHO to
urge its member states to collaborate in developing a classification of
these disorders that would overcome the ICD’s shortcomings and gain
general international acceptance. Such a classification was recognized
as indispensable for international communication and data collection.

To initiate the work of revising the ICD, the U. S. Public Health
Service then established a series of subcommittees of its National
Committee on Vital and Health Statistics, including a Subcommittee on
Classification of Mental Disorders. The National Committee is advisory
to the Surgeon General on technical matters and developments in the
field of vital and health statistics. The goal of all subcommittees was
to complete their recommendations in time for consideration by the
International Revision Conference, which WHO had scheduled for
July 1965.

The Subcommittee on Classification of Mental Disorders, appointed
by the National Committee on Vital and Health Statistics, comprised
Dr. Benjamin Pasamanick, Chairman, Dr. Moses M. Frohlich (then
chairman of the APA Committee on Nomenclature and Statistics),
Dr. Joseph Zubin, and the author. Later, Dr. Henry Brill was made
Chairman of the APA Committee and replaced Dr. Frohlich on the
Subcommittee. Dr. Leon Eisenberg, a child psychiatrist, was also
added to the Subcommittee.

Throughout, the Subcommittee worked very closely with Dr. Brill in
the latter’s capacity as chairman of the APA Committee, and he actively
participated in developing the Draft Classification that was submitted
by the U. S. to the first meeting of the Subcommittee on Classification
of Diseases of the WHO Expert Committee on Health Statistics in
Geneva, Switzerland in November 1961. Dr. Brill was present at the
meeting as an adviser.

Following this meeting, the possibility and desirability occurred to
the U. S. Subcommittee of working with colleagues in the United
Kingdom to develop and agree upon a single classification of mental

1 Stengel, E. (1960), “Classification of Mental Diseases”, Bull. of Wid. Hith.
Org., 21, 601
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INTRODUCTION

disorders. The counterpart committee in the U. K. readily agreed, and a
joint meeting with them was held in September 1962. Again, Dr. Brill
played a most constructive role in achieving agreement on a single
classification.

By April of 1963 it was possible to report this achievement to mental
health and hospital authorities in the United States and to solicit their
comments on the U. S.-U. K. draft which were uniformly constructive
and for the most part favorable.

Thus reinforced, the joint U. S.-U. K. proposal for a classification
of mental disorders was submitted to WHO in midsummer of 1963.
By this time, WHO had received seven other proposals, from Australia,
Czechoslovakia, the Federal Republic of Germany, France, Norway,
Poland, and the Soviet Union. WHO called a meeting in Geneva in
September 1963 to attempt the formulation of a single proposal. Dr.
Benjamin Pasamanick and the author came from the U. S. to attend the
meeting, which was attended by several European psychiatrists. It was
quite gratifying that the meeting elicited very considerable agreement
on the classification of schizophrenia; paranoid states; the psychoses
associated with infections, organic, and physical conditions; non-
psychotic conditions associated with infections, organic, and physical
conditions; mental retardation; physical disorders of presumably
psychogenic origin; special symptom reactions; addictions; and tran-
sient situational disturbances. The areas that still remained in dis-
agreement were the affective disorders, neurotic depressive reaction,
several of the personality disorders (paranoid, antisocial reaction, and
sexual deviation), and mental retardation with psychosocial deprivation.
Although all differences still were not resolved, the general arrangement
and content of the classification that resulted from this meeting were
in accord with the U. S.-U. K. proposal.

The WHO Expert Subcommittee on Classification of Diseases then
met in October and November 1963 to consider the results of the
September meeting. At this point, the U. S. submitted a revised proposal.
It had become quite clear by now, for example, that there would be
little support for the U. S. terminology “Brain syndrome associated with
(a specific organic or physical disorder) with psychotic reaction.”
Nevertheless, the classification of organic psychoses proposed by the
U. S. and the U. K. was acceptable to others if the phrase ‘“Brain
syndrome” was dropped. The term “non-psychotic conditions associated
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MENTAL DISORDERS

with organic or physical conditions” was acceptable, whereas “Brain
syndrome with organic or physical condition” was not. Accordingly,
some modifications of this order were proposed.

Two psychiatrists who acted as advisers at this Expert Committee
meeting were Dr. Henry Brill for the U. S. and Professor A. V.
Snezhnevsky, Director of the Institute of Psychiatry of the Academy of
Medical Sciences, for the U.S.S.R. They were invited to resolve some
controversial issues centering around three proposed diagnoses: anti-
social personality, reactive psychosis, and mental retardation with
psycho-social deprivation.

The report of this meeting and the proposed classification that resulted
from it were then submitted to the Expert Committee on Health Statis-
tics which met in Geneva in October 1964. Based on the report of this
meeting and further evaluation of specific needs within different
countries, the Secretariat of WHO drafted a final revision proposal
which included rubrics for the diagnoses antisocial personality, mental
retardation with psychosocial deprivation, and a separate category for
the various reactive psychoses. This draft was submitted to and ap-
proved unanimously by the International Revision Conference in July
1965. The recommendations of this conference were approved unani-
mously by the 19th World Health Assembly in May 1966.

Shortly after the International Revision Conference, Dr. Ernest
Gruenberg, who became Chairman of the APA Committee on Nomen-
clature and Statistics in 1965, prepared a special supplement for the
eighteenth printing of DSM-I (November 1965) in which he described
the plan for revision and reproduced the section on mental disorders of
the International Classification of Diseases as approved by the Con-
ference.

There is yet another important action to be cited. The WHO Expert
Subcommittee on Classification of Diseases, at its first meeting in
November 1961, recommended that WHO establish for international
use a glossary of operational definitions of the terms that would be
included in the revised classification ICD-8. This was viewed as an
essential step in solving practical problems related to the classification
of those disorders for international purposes. Two years later, in
November 1963, the same committee further underscored its concern
by urging all participating countries to develop national glossaries as
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INTRODUCTION

a first step toward achieving a single international glossary. Operational
definitions applicable in the U. S. appear in Section 3 in this Manual.
The United Kingdom has also prepared a set of operational definitions!
and several other countries have them in progress. The WHO has
initiated plans to develop the international glossary.

In sum, the classification of mental disorders in ICD-8 on which this
Manual is based is clearly the product of an international collaborative
effort that started in 1957 and culminated in the International Revision
Conference of July 1965.

The U. S. recommendations presented by Dr. Henry Brill in Geneva
had considerable impact on the form and content of the final classifica-
tion. Those recommendations included the incorporation into the ICD
of a single section providing a comprehensive classification of mental
disorders and one that relates mental disorders associated with organic
and physical factors to other disease categories in the ICD. Also, a
series of categories that did not appear in ICD-6 were added, namely,
mental disorders not specified as psychotic associated with organic and
physical disorders, physical disorders of presumably psychogenic origin,
and transient situational disturbances. Finally, a much more complete
classification of mental retardation, based on recommendations of the
American Association on Mental Deficiency, was accepted.

The new classification may be considered an achievement of the first
order in international professional collaboration. It takes into account
established knowledge of etiology, and where such knowledge is not
available, it attempts to provide a middle ground to satisfy the needs
of psychiatrists of different schools of theoretical orientation. It also
is, manifestly, a compromise which will fully satisfy psychiatrists neither
in the U. S. nor in any other country. The WHO is fully aware of this
and already has programs under way looking to a still more satisfactory
classification in the ninth revision.2 The achievement of ICD-8 and the
experience underlying it augurs well for ICD-9.

14 Glossary of Mental Disorders, (1968), Prepared by the Subcommittee on
Classification of Mental Disorders of the Register General’s Advisory Com-
mittee on Medical Nomenclature and Statistics. General Register Office, Studies
on Medical and Population Subjects No. 22, Her Majesty’s Stationery Office,
London ‘
2Lin, T., (1967), “The Epidemiological Study of Mental Disorders by WHO”, Soc.
Psychiat. 1, 204
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Section 1
THE USE OF THIS MANUAL: SPECIAL

INSTRUCTIONS

Abbreviations and Special Symbols

The following abbreviations and special symbols are used throughout
this Manual:

WHO
ICD-8

DSM-I1

DSM-II

)

OBS

—The World Health Organization

—The International Classification of Diseases, Eighth Re-
vision, World Health Organization, 1968. For use in the
United States see: Eighth Revision International Classifi-
cation of Diseases Adapted for Use in the United States,
Public Health Service Publication No. 1693, U. S. Gov-
ernment Printing Office, Washington, D. C. 20402.

—Diagnostic and Statistical Manual, Mental Disorders,
American Psychiatric Association, Washington, D. C,
1952 (out of print).

—This Manual: Diagnostic and Statistical Manual of Mental
Disorders, Second Edition, American Psychiatric Asso-
ciation, Washington, D. C., 1968.

—The brackets indicate ICD-8 categories to be avoided in
the United States or used by record librarians only.

—Asterisk indicates categories added to ICD-8 for use in
the United States only.

—Double parentheses indicate ICD-8 terms equivalent to
U. S. terms.

—Organic Brain Syndrome(s), i.e. mental disorders caused
by or associated with impairment of brain tissue function.

The Organization of the Diagnostic Nomenclature

While this Manual generally uses the same diagnostic code numbers

as ICD-8,

two groups of disorders are out of sequence: Mental re-

tardation and the Non-psychotic organic brain syndromes. Mental
retardation is placed first to emphasize that it is to be diagnosed when-
ever present, even if due to some other disorder. The Non-psychotic or-
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2 MENTAL DISORDERS

ganic brain syndromes are grouped with the other organic brain syn-
dromes in keeping with psychiatric thinking in this country, which
views the organic brain syndromes, whether psychotic or not, as one
group. Furthermore, the diagnostic nomenclature is divided into ten
major subdivisions, indicated with Roman numerals, to emphasize
the way mental disorders are often grouped in the United States.

The Recording of Diagnoses

Every attempt has been made to express the diagnoses in the
clearest and simplest terms possible within the framework of modern
usage. Clinicians will significantly improve communication and re-
search by recording their diagnoses in the same terms.

Multiple Psychiatric Diagnoses

Individuals may have more than one mental disorder. For example, a
patient with anxiety neurosis may also develop morphine addiction. In
DSM-I, drug addiction was classified as a secondary diagnosis, but ad-
diction to alcohol, for example, could not be diagnosed in the pres-
ence of a recognizable underlying disorder. This manual, by contrast,
encourages the recording of the diagnosis of alcoholism separately even
when it begins as a symptomatic expression of another disorder. Like-
wise mental retardation is a separate diagnosis. For example, there are
children whose disorders could be diagnosed as ‘““Schizophrenia, child-
hood type” and “Mental retardation following major psychiatric dis-
order.”

The diagnostician, however, should not lose sight of the rule of parsi-
mony and diagnose more conditions than are necessary to account for
the clinical picture. The opportunity to make multiple diagnoses does
not lessen the physician’s responsibility to make a careful differential
diagnosis.

Which of several ‘diagnoses the physician places first is a matter of his
own judgment, but two principles may be helpful in making his de-
cision:
1. The condition which most urgently requires treatment should be
listed first. For example, if a patient with simple schizophrenia was
presented to the diagnostician because of pathological alcohol in-
toxication, then the order of diagnoses would be first, Pathological
intoxication, and second, Schizophrenia, simple type.
2. When there is no issue of disposition or treatment priority, the
more serious condition should be listed first.



