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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
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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 naturc 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. It 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-1 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-L. 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. Subcommittce 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 Subcommiittee 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 WHOQO 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

Xiv



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.? 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 —The World Health Organization

ICD-8 —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,

DSM-1 —Diagnostic and Statistical Manual, Mental Disorders,
American Psychiatric Association, Washington, D. C,
1952 (out of print).

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

[ 1] —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.

OBS  —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.
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It is recommended that, in addition to recording multiple disorders in
conformity with these principles, the diagnostician underscore the dis-
order on the patient’s record that he considers the underlying one. Be-
cause these principles will not always be applied or used consistently,
statistical systems should account for all significant diagnoses recorded
in every case.

Qualifying Phrases and Adjectives

The ICD is based on a classification scheme which allots three digits
for the designation of major disease categories and a fourth digit for
the specification of additional detail within each category. DSM-II
has introduced a fifth digit for coding certain qualifying phrases that
may be used to specify additional characteristics of mental disorders.
This digit does not disturb the content of either the three- or four-digit
categories in the ICD section on mental disorders.

These terms are as follows:

(1.) In the brain syndromes a differentiation of acute and chronic
conditions may be provided by .x1 acute and .x2 chronic. This will
help maintain continuity with DSM-I. These qualifying adjectives are
recommended only for mental disorders specified as associated with
physical conditions and are, of course, unnecessary in disorders seen
only in an acute or chronic form.

Those who wish to continue the distinction made in DSM-I between
“acute” and “chronic” organic brain syndromes must now add these
as qualifying terms. Note also that a recorded diagnosis which merely
indicates an organic brain syndrome and does not specify whether or
not it is psychotic will now be classified under Non-psychotic organic
brain syndromes.

(2.) The qualifying phrase, .x5 in remission, may also be used to
indicate a period of remission in any disorder. This is not synony-
mous with No mental disorder.

(3.) With a few exceptions, all disorders listed in parts IV through
IX may be classified as .x6 mild, .x7 moderate, and .x8 severe. But
exceptions must be made in coding Passive-aggressive persondlity,
Inadequate personality, and the two sub-types of Hysterical neurosis
because their basic code numbers have five digits. Antisocial person-
ality should always be specified as mild, moderate, or severe.

(4.) As explained on page 23, the qualifying phrase not psychotic
(.x6) may be used for the psychoses listed in section III when the
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patient’s degree of disturbance is not psychotic at the time of
examination.

Associated Physical Conditions

Many mental disorders, and particularly mental retardation and the
various organic brain syndromes, are reflections of underlying physical
conditions. Whenever these physical conditions are known they should
be indicated with a separate diagnosis in addition to the one that speci-
fies the mental disorder found. A list of the major categories of physical
disorders included in ICD-8 appears in Section 6 of this Manual.



Section 2

THE DIAGNOSTIC NOMENCLATURE:

List of Mental Disorders and Their Code Numbers

I. MENTAL RETARDATION
Mental retardation (310-315)

310 Borderline mental retardation
311 Mild mental retardation

312 Moderate mental retardation
313 Severe mental retardation
314 Profound mental retardation

315 Unspecified mental retardation

The fourth-digit sub-divisions cited below should be used with each
of the above categories. The associated physical condition should be
specified as an additional diagnosis when known.

.0 Following infection or intoxication

.1 Following trauma or physical agent

.2 With disorders of metabolism, growth or nutrition
.3 Associated with gross brain disease (postnatal)

4 Associated with diseases and conditions due to (unknown)
prenatal influence

.5 With chromosomal abnormality

.6 Associated with prematurity

.7 Following major psychiatric disorder

.8 With psycho-social (environmental) deprivation

.9 With other [and unspecified] condition

II. ORGANIC BRAIN SYNDROMES

(Disorders Caused by or Associated With Impairment of Brain
Tissue Function) In the categories under ITA and IIB the associated
physical condition should be specified when known.

5
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PSYCHOSES ASSOCIATED WITH ORGANIC BRAIN
SYNDROMES (290-294)

Senile and pre-senile dementia

Senile dementia

Pre-senile dementia

Alcoholic psychosis

Delirium tremens

Korsakov’s psychosis (alcoholie)
Other alcoholic hallucinosis

Alcohol paranoid state ((Alcoholic paranoia))

4% Acute alcohol intoxication*

.53* Alcoholic deterioration*

.6* Pathological intoxication*

9

292
.0
.1
2
3
9

Other [and unspecified] alcoholic psychosis

Psychosis associated with intracranial infection
Psychosis with general paralysis

Psychosis with other syphilis of central nervous system
Psychosis with epidemic encephalitis

Psychosis with other and unspecified encephalitis

Psychosis with other [and wunspecified] intracranial in-
fection

Psychosis associated with other cerebral condition
Psychosis with cerebral arteriosclerosis

Psychosis with other cerebrovascular disturbance
Psychosis with epilepsy

Psychosis with intracranial neoplasm

Psychosis with degenerative disease of the central nervous
system

Psychosis with brain trauma

Psychosis with other [and unspecified] cerebral condition

Psychosis associated with other physical condition
Psychosis with endocrine disorder
Psychosis with metabolic or nutritional disorder

Psychosis with systemic infection
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.3 Psychosis with drug or poison intoxication (other than

aleohol)
4 Psychosis with childbirth
.8 Psychosis with other and undiagnosed physical condition
[.9 Psychosis with unspecified physical condition]

II.-B NON-PSYCHOTIC ORGANIC BRAIN SYNDROMES (309)
309 Non-psychotic organic brain syndromes ((Mental disorders
not specified as psychotic associated with physical conditions))
.0 Non-psychotic OBS with intracranial infection

[.1 Non-psychotic OBS with drug, poison, or systemic intoxi-

cation]

.13* Non-psychotic OBS with alcohol* (simple drunken-
ness)

.14* Non-psychotic OBS with other drug, poison, or sys-
temic intoxication*

Non-psychotic OBS with brain trauma

Non-psychotic OBS with cireulatory disturbance

Non-psychotic OBS with epilepsy

RN

Non-psychotic OBS with disturbance of metabolism, growth
or nutrition

.6 Non-psychotic OBS with senile or pre-senile brain disease

7 Non-psychotic OBS with intracranial neoplasm

.8 Non-psychotic OBS with degenerative disease of central
nervous system

.9 Non-psychotic OBS with other [and unspecified] physical
condition
[.91* Acute brain syndrome, not otherwise specified* ]
[.92* Chronic brain syndrome, not otherwise specified* ]

III. PSYCHOSES NOT ATTRIBUTED TO PHYSICAL CONDI-
TIONS LISTED PREVIOUSLY (295-298)
295 Schizophrenia
.0 Schizophrenia, simple type
.1 Schizophrenia, hebephrenic type

.2 Schizophrenia, catatonic type
.23* Schizophrenia, catatonic type, excited*
.24* Schizophrenia, catatonic type, withdrawn#
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Schizophrenia, paranoid type

Acute schizophrenic episode

Schizophrenia, latent type

Schizophrenia, residual type

Schizophrenia, schizo-affective type

.73* Schizophrenia, schizo-affective type, excited*

.74%* Schizophrenia, schizo-affective type, depressed*
Schizophrenia, childhood type*

90* Schizophrenia, chronic undifferentiated type*

.99* Schizophrenia, other [and unspecified] types*

296
.0
1
2

3

297

e~

298

[.1

Major affective disorders ( (Affective psychoses))
Involutional melancholia

Manic-depressive illness, manie type ((Manic-depressive
psychosis, manic type))

Manic-depressive illness, depressed type ((Manic-depres-
sive psychosis, depressed type) )

Manic-depressive illness, circular type ((Manic-depressive
psychosis, circular type))

.33* Manic-depressive illness, circular type, manic*
.34* Manic-depressive illness, circular type, depressed*
Other major affective disorder ((Affective psychoses, other))

Unspecified major affective disorder]
[Affective disorder not otherwise specified]
[Manic-depressive illness not otherwise specified]

Paranoid states

Paranoia

Involutional paranoid state ( (Involutional paraphrenia))
Other paranoeid state

Other psychoses

Psychotic depressive reaction ((Reactive depressive psy-
chosis) )

Reactive excitation]
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[.2 Reactive confusion]
[Acute or subacute confusional state]

[.3 Acute paranoid reaction]
[.9 Reactive psychosis, unspecified]

[299 Unspecified psychosis]
[Dementia, insanity or psychosis not otherwise specified ]

IV. NEUROSES (300)
300 Neuroses

.0 Anxiety neurosis

.1 Hysterical neurosis
.13* Hysterical neurosis, conversion type*
.14%* Hysterical neurosis, dissociative type*

i

Phobic neurosis

Obsessive compulsive neurosis

Depressive neurosis

Neurasthenic neurosis ((Neurasthenia))

Depersonalization neuresis ((Depersonalization syndrome))
Hypochondriacal neurosis

Other neurosis

O e ae e W

—

Unspecified neurosis ]

V. PERSONALITY DISORDERS AND CERTAIN OTHER NON-
PSYCHOTIC MENTAL DISORDERS (301—304)

301 Personality disorders
.0 Paranoid personality
.1 Cyclothymic personality ((Affective personality))
.2 Schizoid personality
.3 Explosive personality
4 Obsessive compulsive personality ((Anankastic personality))
.5 Hysterical personality
.6 Asthenic personality
.7 Antisocial personality
.81* Passive-aggressive personality*

.82*% Inadequate personality*
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.89* Other personality disorders of specified types*
[.9 Unspecified personality disorder]

302 Sexual deviations

.0 Homosexuality

.1 Fetishism

.2 Pedophilia

.3 Transvestitism

.4 Exhibitionism

5% Voyeurism*

6% Sadism*

.7* Masochism*

.8 Other sexual deviation

[.9 Unspecified sexual deviation]

303 Alcoholism

.0 Episodic excessive drinking

.1 Habitual excessive drinking

.2 Aleohol addiction

.9 Other [and unspecified] alcoholism

304 Drug dependence

.0 Drug dependence, opium, opium alkaloids and their de-
rivatives

.1 Drug dependence, synthetic analgesics with morphine-like
effects

.2 Drug dependence, barbiturates

&

Drug dependence, other hypnotics and sedatives or “tran-
quilizers®

Drug dependence, cocaine

R R T~ NI T N

Drug dependence, Cannabis sativa (hashish, marihuana)
Drug dependence, other psycho-stimulants

Drug dependence, hallucinogens

Other drug dependence

Unspecified drug dependence]
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VI. PSYCHOPHYSIOLOGIC DISORDERS (305)

305 Psychophysiologic disorders ((Physical disorders of presum-
ably psychogenic origin) )
Psychophysiologic skin disorder

o

Psychophysiologic musculoskeletal disorder
Psychophysiologic respiratory disorder

Psychophysiologic cardiovascular disorder
Psychophysiologic hemic and lymphatic disorder
Psychophysiologic gastro-intestinal disorder

Psychophysiologic genito-urinary disorder

RO R

Psychophysiologic endocrine disorder
Psychophysiologic disorder of organ of special sense
Psychophysiologic disorder of other type

VII. SPECIAL SYMPTOMS (306)

306 Special symptoms not elsewhere classified
.0 Speech disturbance
.1 Specific learning disturbance
.2 Tic
.3 Other psychomotor disorder
4 Disorders of sleep
.5 Feeding disturbance
.6 Enuresis
.7 Encopresis
.8 Cephalalgia
.9 Other special symptom

VIII. TRANSIENT SITUATIONAL DISTURBANCES (307)

307* 'Transient situational disturbances!

1 The terms included under DSM-II Category 307*, “Transient situational dis-
turbances,” differ from those in Category 307 of the ICD. DSM-II Category 307%,
“Transient situational disturbances,” contains adjustment reactions of infancy
(307.0%), childhood (307.1%), adolescence (307.2*), adult life (307.3%), and
late life (307.4%*). ICD Category 307, “Transient situational disturbances,”
includes only the adjustment reactions of adolescence, aduit life and late life.
ICD 308, “Behavioral disorders of children,” contains the reactions of infancy
and childhood. These differences must be taken into account in preparing
statistical tabulations to conform to ICD categories.
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.0*% Adjustment reaction of infancy*
.1* Adjustment reaction of childhood*
2% Adjustment reaction of adolescence*
3* Adjustment reaction of adult life*

4* Adjustment reaction of late life*

IX. BEHAVIOR DISORDERS OF CHILDHOOD AND ADOLES-
CENCE (308)

308 Behavior disorders of childhood and adolescence? ((Be-
havior disorders of childhood))
.0* Hyperkinetic reaction of childhood (or adolescence)*
.1* Withdrawing reaction of childhood (or adolescence)*
.2* QOveranxious reaction of childhood (or adolescence)*
.3* Runaway reaction of childhood (or adolescence)*

4% Unsocialized aggressive reaection of childhood (or ado-
lescence ) *

.5% Group delinquent reaction of childhood (or adolescence)*
9% Other reaction of childhood (or adolescence)*

X. CONDITIONS WITHOUT MANIFEST PSYCHIATRIC DIS-
ORDER AND NON-SPECIFIC CONDITIONS (316*—318%* )t

316*7t Social maladjustments without manifest psychiatric dis-
order

.0* Marital maladjustment*

.1* Social maladjustment*

2% Occupational maladjustment*
.3* Dyssocial behavior*

9% Other social maladjustment*

2The terms included under DSM-11 Category 308%, “Behavioral disorders of
childhood and adolescence,” differ from those in Category 308 of the ICD. DSM-
IT Category 308* includes “Behavioral disorders of childhood and adolescence,”
whereas ICD Category 308 includes only “Behavioral disorders of childhood.”
DSM-II Category 308% does not include “Adjustment reactions of infancy and
childhood”, whereas ICD Category 308 does. In the DSM-II classification,
“Adjustment reactions of infancy and childhood” are allocated to 307* (Transi-
tional situational disturbances). These differences should be taken into account
in preparing statistical tabulations to conform to the ICD categories.
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317* Nen-specific conditions*
318* No mental disorder*

XI. NON-DIAGNOSTIC TERMS FOR ADMINISTRATIVE USE
(319%*)7
319% Non-diagnostic terms for adminisirative use*
0% Diagnosis deferred*
.1* Boarder*
2% Experiment only*
9% Other*

1 The terms included in this category would normally be listed in that section
of ICD-8 that deals with “Special conditions and examinations without sick-
ness.” They are included here to permit coding of some additional conditions
that are encountered in psychiatric clinical settings in the U. S. This has been
done by using several unassigned code numbers at the end of Section 5 of
the ICD.

++ This diagnosis corresponds to the category *Y 13, Social maladjustment without
manifest psychiatric disorder in ICDA.



Section 3
THE DEFINITIONS OF TERMS

I: MENTAL RETARDATION' (310—313)

Mental retardation refers to subnormal general intellectual functioning
which originates during the developmental period and is associated with
impairment of either learning and social adjustment or maturation, or
both. (These disorders were classified under “Chronic brain syndrome
with mental deficiency” and ‘“Mental deficiency” in DSM-1.) The
diagnostic classification of mental retardation relates to IQ as follows?:

310 Borderline mental retardation—IQ 68—385
311 Mild mental retardation—IQ 52—67

312 Moderate mental retardation—IQ 36—51
313 Severe mental retardation—IQ 20—35
314 Profound mental retardation—IQ under 20

Classifications 310-314 are based on the statistical distribution of levels
of intellectual functioning for the population as a whole. The range of
intelligence subsumed under each classification corresponds to one
standard deviation, making the heuristic assumption that intelligence
is normally distributed. It is recognized that the intelligence quotient
should not be the only criterion used in making a diagnosis of mental
retardation or in evaluating its severity. It should serve only to help
in making a clinical judgment of the patient’s adaptive behavioral
capacity. This judgment should also be based on an evaluation of the
patient’s developmental history and present functioning, including aca-
demic and vocational achievement, motor skills, and social and emo-
tional maturity.

315 Unspecified mental retardation
This classification is reserved for patients whose intellectual functioning

1 For a fuller definition of terms see the “Manual on Terminology and Classifica-
tion in Mental Retardation,” (Supplement to American Journal of Mental Defi-
ciency, Second Edition, 1961) from which most of this section has been adapted.
2 The IQs specified are for the Revised Stanford-Binet Tests of Intelligence, Forms
L and M. Equivalent values for other tests are listed in the manual cited in the
footnote above.

14
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has not or cannot be evaluated precisely but which is recognized as
clearly subnormal.

Clinical Subcategories of Mental Retardation

These will be coded as fourth digit subdivisions following each of the
categories 310-315. When the associated condition is known more
specifically, particularly when it affects the entire organism or an organ
system other than the central nervous system, it should be coded addi-
tionally in the specific field affected.

.0 Following infection and intoxication

This group is to classify cases in which mental retardation is the result
of residual cerebral damage from intracranial infections, serums, drugs,
or toxic agents. Examples are:

Cytomegalic inclusion body disease, congenital. A maternal viral
disease, usually mild or subclinical, which may infect the fetus and
is recognized by the presence of inclusion bodies in the cellular
elements in the urine, cerebrospinal fluid, and tissues.

Rubella, congenital. Affecting the fetus in the first trimester and
usually accompanied by a variety of congenital anomalies of the ear,
eye and heart.

Syphilis, congenital. Two types are described, an early meningo-
vascular disease and a diffuse encephalitis leading to juvenile paresis.

Toxoplasmosis, congenital. Due to infection by a protozoan-like
organism, Toxoplasma, contracted in utero. May be detected by
serological tests in both mother and infant.

Encephalopathy associated with other prenatal infections. Occasion-
ally fetal damage from maternal epidemic cerebrospinal meningitis,
equine encephalomyelitis, influenza, etc. has been reported. The
relationships have not as yet been definitely established.

Encephalopathy due to postnatal cerebral infection. Both focal and
generalized types of cerebral infection are included and are to be
given further anatomic and etiologic specification.

Encephalopathy, congenital, associated with maternal toxemia of
pregnancy. Severe and prolonged toxemia of pregnancy, particularly
eclampsia, may be associated with mental retardation.

Encephalopathy, congenital, associated with other maternal intoxi-
cations. Examples are carbon monoxide, lead, arsenic, quinine, ergot,
etc.
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Bilirubin encephalopathy (Kernicterus). Frequently due to Rh, A, B,
O blood group incompatibility between fetus and mother but may
also follow prematurity, severe neonatal sepsis or any condition pro-
ducing high levels of serum bilirubin. Choreoathetosis is frequently
associated with this form of mental retardation.

Post-immunization encephalopathy, This may follow inoculation
with serum, particularly anti-tetanus serum, or vaccines such as small-
pox, rabies, and typhoid.

Encephalopathy, other, due to intoxication. May result from such
toxic agents as lead, carbon monoxide, tetanus and botulism exotoxin.

.1 Following trauma or physical agent
Further specification within this category follows:

Encephalopathy due to prenatal injury. This includes prenatal irradi-
ation and asphyxia, the latter following maternal anoxia, anemia, and
hypotension.

Encephalopathy due to mechanical injury at birth. These are at-
tributed to difficulties of labor due to malposition, malpresentation,
disproportion, or other complications leading to dystocia which may
increase the probability of damage to the infant’s brain at birth, re-
sulting in tears of the meninges, blood vessels, and brain substance.
Other reasons include venous-sinus thrombosis, arterial embolism
and thrombosis. These may result in sequelae which are indistin-
guishable from those of other injuries, damage or organic impairment
of the brain.

Encephalopathy due to asphyxia at birth. Attributable to the
anoxemia following interference with placental circulation due to
premature separation, placenta praevia, cord difficulties, and other
interferences with oxygenation of the placental circulation.

Encephalopathy due to postnatal injury. The diagnosis calls for
evidence of severe trauma such as a fractured skull, prolonged un-
consciousness, etc., followed by a marked change in development.
Postnatal asphyxia, infarction, thrombosis, laceration, and contusion
of the brain would be included and the nature of the injury specified.

.2 With disorders of metabolism, growth or nutrition

All conditions associated with mental retardation directly due to meta-
bolic, nutritional, or growth dysfunction should be classified here, includ-
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ing disorders of lipid, carbohydrate and protein metabolism, and de-
ficiencies of nutrition.

Cerebral lipoidosis, infantile (Tay-Sach’s disease). This is caused
by a single recessive autosomal gene and has infantile and juvenile
forms. In the former there is gradual deterioration, blindness after
the pathognomonic “cherry-red spot,” with death occurring usually
before age three.

Cerebral lipoidosis, late infantile (Bielschowsky’s disease). This
differs from the preceding by presenting retinal optic atrophy instead
of the “cherry-red spot.”

Cerebral lipoidosis, juvenile (Spielmeyer-Vogt disease). This usually
appears between the ages of five and ten with involvement of the
motor systems, frequent seizures, and pigmentary degeneration of
the retina. Death follows in five to ten years.

Cerebral lipoidosis, Iate juvenile (Kuf’s disease). This is categorized
under mental retardation only when it occurs at an early age.

Lipid histiocytosis of kerasin type (Gaucher’s disease). As a rule this
condition causes retardation only when it affects infants. It is charac-
terized by Gaucher’s cells in lymph nodes, spleen or marrow.

Lipid histiocystosis of phosphatide type (Niemann-Pick’s disease).
Distinguished from Tay-Sach’s disease by enlargement of liver and
spleen. Biopsy of spleen, lymph or marrow show characteristic “foam
cells.”

Phenylketonuria. A metabolic disorder, genetically transmitted as a
simple autosomal recessive gene, preventing the conversion of phen-
ylalanine into tyrosine with an accumulation of phenylalanine, which
in turn is converted to phenylpyruvic acid detectable in the urine.

Hepatolenticular degeneration (Wilson’s disease). Genetically trans-
mitted as a simple autosomal recessive. It is due to inability of
ceruloplasmin to bind copper, which in turn damages the brain. Rare
in children.

Porphyria. Genetically transmitted as a dominant and characterized
by excretion of porphyrins in the urine. It is rare in children, in whom
it may cause irreversible deterioration.

Galactosemia. A condition in which galactose is not metabolized,
causing its accumulation in the blood. If milk is not removed from
the diet, generalized organ deficiencies, mental deterioration and
death may result.
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Glucogenosis (Von Gierke’s disease). Due to a deficiency in glycogen-
metabolizing enzymes with deposition of glycogen in various organs,
including the brain.

Hypoglycemosis. Caused by various conditions producing hypogly-
cemia which, in the infant, may result in epilepsy and mental defect.
Diagnosis may be confirmed by glucose tolerance tests.

.3 Associated with gross brain disease (postnatal)

This group includes all diseases and conditions associated with neo-
plasms, but not growths that are secondary to trauma or infection. The
category also includes a number of postnatal diseases and conditions
in which the structural reaction is evident but the etiology is unknown
or uncertain, though frequently presumed to be of hereditary or familial
nature. Structural reactions may be degenerative, infiltrative, inflam-
matory, proliferative, sclerotic, or reparative.

Neurofibromatosis (Neurofibroblastomatosis, von Recklinghausen’s
disease). A disease transmitted by a dominant autosomal gene but
with reduced penetrance and variable expressivity. It is characterized
by cutaneous pigmentation (“café au lait” patches) and neurofibromas
of nerve, skin and central nervous system with intellectual capacity
varying from normal to severely retarded.

Trigeminal cerebral angiomatosis (Sturge-Weber-Dimitri’s disease).
A condition characterized by a “port wine stain” or cataneous angi-
oma, usually in the distribution of the trigeminal nerve, accompanied
by vascular malformation over the meninges of the parietal and oc-
cipital lobes with underlying cerebral maldevelopment.

Tuberous sclerosis (Epiloia, Bourneville’s disease). Transmitted by
a dominant autosomal gene, characterized by multiple gliotic nodules
in the central nervous system, and associated with adenoma sebaceum
of the face and tumors in other organs. Retarded development and
seizures may appear early and increase in severity along with tumor
growth.

Intracranial neoplasm, other. Other relatively rare neoplastic diseases
leading to mental retardation should be included in this category
and specified when possible.

Encephalopathy associated with diffuse sclerosis of the brain, This
category includes a number of similar conditions differing to some
extent in their pathological and clinical features but characterized
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by diffuse demyelination of the white matter with resulting diffuse
glial sclerosis and accompanied by intellectual deterioration. These
diseases are often familial in character and when possible should be
specified under the following:

Acute infantile diffuse sclerosis (Krabbe’s disease).

Diffuse chronic infantile sclerosis (Merzbacher-Pelizaeus disease,
Aplasia axialis extracorticalis congenita).

Infantile metachromatic leukodystrophy (Greenfield’s disease).

Juvenile metachromatic leukodystrophy (Scholz’ disease).

Progressive subcortical encephalopathy (Encephalitis periaxialis
diffusa, Schilder’s disease).

Spinal sclerosis (Friedreich’s ataxia). Characterized by cerebellar
degeneration, early onset followed by dementia.

Encephalopathy, other, due to unknown or uncertain cause with the
structural reactions manifest. This category includes cases of mental
retardation associated with progressive neuronal degeneration or other
structural defects which cannot be classified in a more specific,
diagnostic category.

4 Associated with diseases and conditions due to unknown pre-
natal influence

This category is for classifying conditions known to have existed at
the time of or prior to birth but for which no definite etiology can be
established. These include the primary cranial anomalies and con-
genital defects of undetermined origin as follows:

Anencephaly (including hemianencephaly).
Malformations of the gyri. This includes agyria, macrogyria (pachy-
gyria) and microgyria.

Porencephaly, congenital. Characterized by large funnel-shaped cavi
ties occurring anywhere in the cerebral hemispheres. Specify, i
possible, whether the porencephaly is a result of asphyxia at birtt
or postnatal trauma,

Multiple-congenital anomalies of the brain.
Other cerebral defects, congenital.

Craniostenosis. The most common conditions included in thi
category are acrocephaly (oxycephaly) and scaphocephaly. Thes
may or may not be associated with mental retardation.
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Hydrocephalus, congenital. Under this heading is included only
that type of hydrocephalus present at birth or occurring soon after
delivery. All other types of hydrocephalus, secondary to other
conditions, should be classified under the specific etiology when
known.

Hypertelorism (Greig’s disease). Characterized by abnormal devel-
opment of the sphenoid bone increasing the distance between the
eyes.

Macrocephaly (Megalencephaly). Characterized by an increased
size and weight of the brain due partially to proliferation of glia.

Microcephaly, primary. True microcephaly is probably transmitted
as a single autosomal recessive. When it is caused by other con-
ditions it should be classified according to the primary condition,
with secondary microcephaly as a supplementary term.

Laurence-Moon-Biedl syndrome. Characterized by mental retar-
dation associated with retinitis pigmentosa, adiposo-genital dys-
trophy, and polydactyly.

.5 With chromosomal abnormality

This group includes cases of mental retardation associated with chromo-
somal abnormalities. These may be divided into two sub-groups, those
associated with an abnormal number of chromosomes and those with
abnormal chromosomal morphology.

Autosomal trisomy of group G. (Trisomy 21, Langdon-Down disease,
Mongolism), This is the only common form of mental retardation
due to chromosomal abnormality. (The others are relatively rare.)
It ranges in degree from moderate to severe with infrequent cases of
mild retardation. Other congenital defects are frequently present, and
the intellectual development decelerates with time.

Autosomal trisomy of group E.
Autosomal trisomy of group D.

Sex chromosome anomalies. The only condition under the category
which has any significant frequency is Klinefelter’s syndrome.

Abnormal number of chromosomes, other. In this category would
be included monosomy G, and possibly others as well as other forms
of mosaicism.

Short arm deletion of chromosome 5—group B (Cri du chat). A
quite rare condition characterized by congenital abnormalities and a
cat-like cry during infancy which disappears with time.
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Short arm deletion of chromosome 18—group E.

Abnormal morphology of chromosomes, other. This category includes
a variety of translocations, ring chromosomes, fragments, and iso-
chromosomes associated with mental retardation.

.6 Associated with prematurity

This category includes retarded patients who had a birth weight of less
than 2500 grams (5.5 pounds) and/or a gestational age of less than
38 weeks at birth, and who do not fall into any of the preceding cate-
gories. This diagnosis should be used only if the patient’s mental
retardation cannot be classified more precisely under categories .0 to
.5 above.

.7 Following major psychiatric disorder

This category is for mental retardation following psychosis or other
major psychiatric disorder in early childhood when there is no evidence
of cerebral pathology. To make this diagnosis there must be good
evidence that the psychiatric disturbance was extremely severc. For
example, retarded young adults with residual schizophrenia should not
be classified here.

.8 With psycho-social (environmental) deprivation

This category is for the many cases of mental retardation with no
clinical or historical evidence of organic disease or pathology but for
which there is some history of psycho-social deprivation. Cases in this
group are classified in terms of psycho-social factors which appear to
bear some etiological relationship to the condition as follows:

Cultural-familial mental retardation. Classification here requires that
evidence of retardation be found in at least one of the parents and
in one or more siblings, presumably, because some degree of cul-
tural deprivation results from familial retardation. The degree of
retardation is usually mild.

Associated with environmental deprivation. An individual deprived
of normal environmental stimulation in infancy and early child-
hood may prove unable to acquire the knowledge and skills required
to function normally. This kind of deprivation tends to be more
severe than that associated with familial mental retardation (q.v.).
This type of deprivation may result from severe sensory impairment,
even in an environment otherwise rich in stimulation. More rarely
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it may result from severe environmental limitations or atypical cul-
tural milicus. The degree of retardation is always marginal or mild.

9 With other [and unspecified] condition,

II. ORGANIC BRAIN SYNDROMES

(Disorders caused by or associated with impairment of brain
tissue function)

These disorders are manifested by the following symptoms:

(a) Impairment of orientation
(b) Impairment of memory

(¢) Impairment of all intellectual functions such as comprehension,
calculation, knowledge, learning, etc.

(d) Impairment of judgment
(e) Lability and shallowness of affect

The organic brain syndrome is a basic mental condition characteristically
resulting from diffuse impairment of brain tissue function from what-
ever cause. Most of the basic symptoms are generally present to some
degree regardless of whether the syndrome is mild, moderate or severe.

The syndrome may be the only disturbance present. It may also be
associated with psychotic symptoms and behavioral disturbances. The
severity of the associated symptoms is affected by and related to not
only the precipitating organic disorder but also the patient’s inherent
personality patterns, present emotional conflicts, his environmental situ-
ation, and interpersonal relations.

These brain syndromes are grouped into psychotic and non-psychotic
disorders according to the severity of functional impairment. The psy-
chotic level of impairment is described on page 23 and the non-
psychotic on pages 31-32.

It is important to distinguish “acute” from ‘*‘chronic” brain disorders
because of marked differences in the course of illness, prognosis and
treatment. The terms indicate primarily whether the brain pathology
and its accompanying organic brain syndrome is reversible. Since the
same etiology may produce either temporary or permanent brain dam-
age, a brain disorder which appears reversible (acute) at the begin-
ning may prove later to have left permanent damage and a persistent
organic brain syndrome which will then be diagnosed ‘“chronic”. Some
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brain syndromes occur in either form. Some occur only in acute forms
(e.g. Delirium tremens). Some occur only in chronic form (e.g. Alco-
holic deterioration). The acute and chronic forms may be indicated for
those disorders coded in four digits by the addition of a fifth qualifying
digit: .x1 acute and .x2 chronic.

THE PSYCHOSES

Psychoses are described in two places in this Manual, here with the
organic brain syndromes and later with the functional psychoses. The
general discussion of psychosis appears here because organic brain
syndromes are listed first in DSM-IL.

Patients are described as psychotic when their mental functioning is
sufficiently impaired to interfere grossly with their capacity to meet the
ordinary demands of life. The impairment may result from a serious
distortion in their capacity to recognize reality. Hallucinations and de-
lusions, for example, may distort their perceptions. Alterations of mood
may be so profound that the patient’s capacity to respond appropri-
ately is grossly impaired. Deficits in perception, language and memory
may be so severe that the patient’s capacity for mental grasp of his
situation is effectively lost.

Some confusion results from the different meanings which have become
attached to the word “psychosis.” Some non-organic disorders, (295-
298), in the well-developed form in which they were first recognized,
typically rendered patients psychotic. For historical reasons these dis-
orders are still classified as psychoses, even though it now generally is
recognized that many patients for whom these diagnoses are clinically
justified are not in fact psychotic. This is true particularly in the in-
cipient or convalescent stages of the illness. To reduce confusion, when
one of these disorders listed as a “psychosis” is diagnosed in a pa-
tient who is not psychotic, the qualifying phrase not psychotic or not
presently psychotic should be noted and coded .x6 with a fifth digit.

Example: 295.06 Schizophrenia, simple type, not psychotic.

It should be noted that this Manual permits an organic condition to
be classified as a psychosis only if the patient is psychotic during the
episode being diagnosed.

If the specific physical condition underlying one of these disorders is
known, indicate it with a separate, additional diagnosis.
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II. A. PSYCHOSES ASSOCIATED WITH ORGANIC BRAIN
SYNDROMES (290—294)

290 Senile and Pre-senile dementia
290.0 Senile dementia

This syndrome occurs with senile brain disease, whose causes are
largely unknown. The category does not include the pre-senile
psychoses nor other degenerative diseases of the central nervous
system. While senile brain disease derives its name from the age
group in which it is most commonly seen, its diagnosis should be
based on the brain disorder present and not on the patient’s age at
times of onset. Even mild cases will manifest some evidence of or-
ganic brain syndrome: self-centeredness, difficulty in assimilating new
experiences, and childish emotionality. Deterioration may be mini-
mal or progress to vegetative existence. (This condition was called
“Chronic Brain Syndrome associated with senile brain disease” in
DSM-1.)

290.1 Pre-senile dementia

This category includes a group of cortical brain diseases presenting
clinical pictures similar to those of senile dementia but appearing char-
acteristically in younger age groups. Alzheimer’s and Pick’s diseases
are the two best known forms, each of which has a specific brain
pathology. (In DSM-I Alzheimer’s disease was classified as “Chronic
Brain Syndrome with other disturbance of metabolism.” Pick’s disease
was “Chronic Brain Syndrome associated with disease of unknown
cause.”) When the impairment is not of psychotic proportion the
patient should be classified under Non-psychotic OBS with senile or
pre-senile brain disease.

291 Alcoholic psychoses

Alcoholic psychoses are psychoses caused by poisoning with alcohol
(see page 23). When a pre-existing psychotic, psychoneurotic or other
disorder is aggravated by modest alcohol intake, the underlying condi-
tion, not the alcoholic psychosis, is diagnosed.

Simple drunkenness, when not specified as psychotic, is classified under
Non-psychotic OBS with alcohol.

In accordance with ICD-8, this Manual subdivides the alcoholic psy-
choses into Delirium tremens, Korsakov’s psychosis, Other alcoholic
hallucinosis and Alcoholic paranoia. DSM-II also adds three further
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subdivisions: Acute alcohol intoxication, Alcoholic deterioration and
Pathological intoxication. (In DSM-I “Acute Brain Syndrome, alco-
hol intoxication” included what is now Delirium tremens, Other alco-
holic hallucinosis, Acute alcohol intoxication and Pathological intoxi-
cation.)

291.0 Delirium tremens

This is a variety of acute brain syndrome characterized by delirium,
coarse tremors, and frightening visual hallucinations usually becom-
ing more intense in the dark. Because it was first identified in alco-
holics and until recently was thought always to be due to alcohol
ingestion, the term is restricted to the syndrome associated with
alcohol. It is distinguished from Other alcoholic hallucinosis by the
tremors and the disordered sensorium. When this clinical picture is
due to a nutritional deficiency rather than to alcohol poisoning, it is
classified under Psychosis associated with metabolic or nutritional dis-
order.

291.1 Korsakov’s psychesis (aleoholic) Also “Korsakoff”

This is a variety of chronic brain syndrome associated with long-
standing alcohol use and characterized by memory impairment, dis-
orientation, peripheral neuropathy and particularly by confabulation.
Like delirium tremens, Korsakov’s psychosis is identified with alco-
hol because of an initial error in identifying its cause, and therefore
the term is confined to the syndrome associated with alcohol. The sim-
ilar syndrome due to nutritional deficiency unassociated with alco-
hol is classified Psychosis associated with metabolic or nutritional
disorder.

291.2 Other alcoholic hallucinosis

Hallucinoses caused by alcohol which cannot be diagnosed as de-
lirium tremens, Korsakov’s psychosis, or alcoholic deterioration fall
in this category. A common variety manifests accusatory or threat-
ening auditory hallucinations in a state of relatively clear conscious-
ness. This condition must be distinguished from schizophrenia in
combination with alcohol intoxication, which would require two
diagnoses.

291.3 Alcohol paranoid state ((Alcoholic paranoia))

This term describes a paranoid state which develops in chronic alco-
holics, generally male, and is characterized by excessive jealousy and
delusions of infidelity by the spouse. Patients diagnosed under pri-
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mary paranoid states or schizophrenia should not be included here
even if they drink to excess.

291.4* Acute alcohol intoxication*

All varieties of acute brain syndromes of psychotic proportion caused
by alcohol are included here if they do not manifest features of de-
lirium tremens, alcoholic hallucinosis, or pathological intoxication.
This diagnosis is used alone when there is no other psychiatric dis-
order or as an additional diagnosis with other psychiatric conditions
including alcoholism. The condition should not be confused with
simple drunkenness, which does not involve psychosis. (All patients
with this disorder would have been diagnosed “Acute Brain Syndrome,
alcohol intoxication” in DSM-L.)

291.5* Alcoholic deterioration*

All varieties of chronic brain syndromes of psychotic proportion
caused by alcohol and not having the characteristic features of Kor-
sakov’s psychosis are included here. (This condition and Korsakov's
psychosis were both included under “Chronic Brain Syndrome, al-
cohol intoxication with psychotic reaction” in DSM-1.)

291.6* Pathological intoxication*
This is an acute brain syndrome manifested by psychosis after mini-

mal alcohol intake. (In DSM-I this diagnosis fell under “Acute
Brain Syndrome, alcohol intoxication.”)

291.9 Other [and unspecified] alcoholie psychosis

This term refers to all varieties of alcoholic psychosis not classified
above.

292 Psychosis associated with intracranial infection
292.0 General paralysis

This condition is characterized by physical signs and symptoms of
parenchymatous syphilis of the nervous system, and usually by posi-
tive serology, including the paretic gold curve in the spinal fluid.
The condition may simulate any of the other psychoses and brain
syndromes. If the impairment is not of psychotic proportion it is
classified Non-psychotic OBS with intracranial infection. If the spe-
cific underlying physical condition is known, indicate it with a sep-
arate, additional diagnosis. (This category was included under
“Chronic Brain Syndrome associated with central nervous system
syphilis (meningoencephalitic)” in DSM-1.)
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292.1 Psychosis with other syphilis of central nervous system

This includes all other varieties of psychosis attributed to intracranial
infection by Spirochaeta pallida. The syndrome sometimes has fea-
tures of organic brain syndrome. The acute infection is usually pro-
duced by meningovascular inflammation and responds to systemic
antisyphilitic treatment. The chronic condition is generally due to
gummata. If not of psychotic proportion, the disorder is classified
Non-psychotic OBS with intracranial infection. (In DSM-1 “Chronic
Brain Syndrome associated with other central nervous system syphilis”
and “Acute Brain Syndrome associated with intracranial infection”
covered this category.)

292.2 Psychosis with epidemic encephalitis
(von Economo’s encephalitis )

This term is confined to the disorder attributed to the viral epi-
demic encephalitis that followed World War 1. Virtually no cases
have been reported since 1926. The condition, however, is differ-
entiated from other encephalitis. It may present itself as acute de-
lirium and sometimes its outstanding feature is apparent indifference
to persons and events ordinarily of emotional significance, such as the
death of a family member. It may appear as a chronic brain syndrome
and is sometimes dominated by involuntary, compulsive behavior.
If not of psychotic proportions, the disorder is classified under
Non-psychotic OBS with intracranial infection. (This category was
classified under “Chronic Brain Syndrome associated with intra-
cranial infection other than syphilis” in DSM-1.)

292.3 Psychosis with other and unspecified encephalitis

This category includes disorders attributed to encephalitic infections
other than epidemic encephalitis and also to encephalitis not other-
wise specified.! When possible the type of infection should be in-
dicated. If not of psychotic proportion, the disorder is classified under
Non-psychotic OBS with intracranial infection.

292.9 Psychosis with other [and unspecified]
intracranial infection

This category includes all acute and chronic conditions due to non-
syphilitic and non-encephalitic infections, such as meningitis and

1 A list of important encephalitides may be found in “A Guide to the Control
of Mental Disorders,” American Public Health Association Inc., New York
1962, pp. 40 ff.



28

MENTAL DISORDERS

brain abscess. Many of these disorders will have been diagnosed as
the acute form early in the course of the illness. If not of psychotic
proportion, the disorder should be classified under Non-psychotic OBS
with intracranial infection. (In DSM-I the acute variety was clas-
sified as “Acute Brain Syndrome associated with intracranial in-
fection” and the chronic variety as “Chronic Brain Syndrome asso-
ciated with intracranial infection other than syphilis.”)

293 Psychosis associated with other cerebral condition

This major category, as its name indicates, is for all psychoses asso-
ciated with cerebral conditions other than those previously defined. For
example, the degenerative diseases following do not include the previous
senile dementia. If the specific underlying physical condition is known,
indicate it with a separate, additional diagnosis.

293.0 Psychosis with cerebral arteriosclerosis

This is a chronic disorder attributed to cerebral arteriosclerosis. It
may be impossible to differentiate it from senile dementia and pre-
senile dementia, which may coexist with it. Careful consideration of
the patient’s age, history, and symptoms may help determine the
predominant pathology. Commonly, the organic brain syndrome is
the only mental disturbance present, but other reactions, such as
depression or anxiety, may be superimposed. If not of psychotic pro-
portion, the condition is classified under Non-psychotic OBS with
circulatory disturbance. (In DSM-I this was called “Chronic Brain
Syndrome associated with cerebral arteriosclerosis.”)

293.1 Psychosis with other cerebrovascular disturbance

This category includes such circulatory disturbances as cerebral
thrombosis, cerebral embolism, arterial hypertension, cardio-renal
disease and cardiac disease, particularly in decompensation. It ex-
cludes conditions attributed to arteriosclerosis. The diagnosis is de-
termined by the underlying organ pathology, which should be speci-
fied with an additional diagnosis. (In DSM-I this category was di-
vided between “Acute Brain Syndrome associated with circulatory
disturbance” and “Chronic Brain Syndrome associated with circu-
latory disturbance other than cerebral arteriosclerosis.”)

293.2 Psychosis with epilepsy

This category is to be used only for the condition associated with
“idiopathic” epilepsy. Most of the etiological agents underlying
chronic brain syndromes can and do cause convulsions, particularly
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syphilis, intoxication, trauma, cerebral arteriosclerosis, and intra-
cranial neoplasms. When the convulsions are symptomatic of such
diseases, the brain syndrome is classified under those disturbances
rather than here. The disturbance most commonly encountered here
is the clouding of consciousness before or after a convulsive attack.
Instead of a convulsion, the patient may show only a dazed reaction
with deep confusion, bewilderment and anxiety. The epileptic attack
may also take the form of an episode of excitement with hallucina-
tions, fears, and violent outbreaks. (In DSM-I this was included in
“Acute Brain Syndrome associated with convulsive disorder” and
“Chronic Brain Syndrome associated with convulsive disorder.”)

293.3 Psychosis with intracranial neoplasm

Both primary and metastatic neoplasms are classified here. Reactions
to neoplasms other than in the cranium should not receive this
diagnosis. (In DSM-I this category included “Acute Brain Syndrome
associated with intracranial neoplasm” and “Chronic Brain Syndrome
associated with intracranial neoplasm.”)

293.4 Psychosis with degenerative disease of the central nerv-
ous system

This category includes degenerative brain diseases not listed previous-
ly. (In DSM-I this was part of “Acute Brain Syndrome with disease
of unknown or uncertain cause” and “Chronic Brain Syndrome
associated with diseases of unknown or uncertain cause.”)

293.5 Psychosis with brain trauma

This category includes those disorders which develop immediately
after severe head injury or brain surgery and the post-traumatic
chronic brain disorders. It does not include permanent brain dam-
age which produces only focal neurological changes without sig-
nificant changes in sensorium and affect. Generally, trauma pro-
ducing a chronic brain syndrome is diffuse and causes permanent
brain damage. If not of psychotic proportions, a post-traumatic per-
sonality disorder associated with an organic brain syndrome is clas-
sified as a Non-psychotic OBS with brain trauma. If the brain
injury occurs in early life and produces a developmental defect of
intelligence, the condition is also diagnosed Mental retardation. A head
injury may precipitate or accelerate the course of a chronic brain
disease, especially cerebral arteriosclerosis. The differential diagnosis
may be extremely difficult. If, before the injury, the patient had
symptoms of circulatory disturbance, particularly arteriosclerosis,
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and now shows signs of arteriosclerosis, he should be classified
Psychosis with cerebral artiosclerosis. (In DSM-I this category was
divided between “Acute Brain Syndrome associated with trauma”
and “Chronic Brain Syndrome associated with brain trauma.”)

293.9 Psychosis with other [and unspecified] cerebral
condition

This category is for cerebral conditions other than those listed above,

and conditions for which it is impossible to make a more precise

diagnosis. [Medical record librarians will include here Psychoses with

cerebral condition, not otherwise specified.)

294 Psychosis associated with other physical condition

The following psychoses are caused by general systemic disorders
and are distinguished from the cerebral conditions previously described.

If

the specific underlying physical condition is known, indicate it with a

separate, additional diagnosis.

294.0 Psychosis with endocrine disorder

This category includes disorders caused by the complications of dia-
betes other than cerebral arteriosclerosis and disorders of the thyroid,
pituitary, adrenals, and other endocrine glands. (In DSM-I “Chronic
Brain Syndrome associated with other disturbances of metabolism,
growth or nutrition” included the chronic variety of these disorders.
DSM-I defined these conditions as “disorders of metabolism” but they
here are considered endocrine disorders.)

294.1 Psychosis with metabolie or nutritional diserder

This category includes disorders caused by pellagra, avitaminosis and
metabolic disorders. (In DSM-I this was part of “Acute Brain Syn-
drome associated with metabolic disturbance” and “Chronic Brain
Syndrome associated with other disturbance of metabolism, growth
or nutrition.”)

294.2 Psychosis with systemie infection

This category includes disorders caused by severe general systemic
infections, such as pneumonia, typhoid fever, malaria and acute
rheumatic fever. Care must be taken to distinguish these reactions
from other disorders, particularly manic depressive illness and schizo-
phrenia, which may be precipitated by even a mild attack of infectious
disease. (In DSM-I this was confined to “Acute Brain Syndrome as-
sociated with systemic infection.”)
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294.3 Psychosis with drug or poison intoxication (other than
alcohol)

This category includes disorders caused by some drugs (including
psychedelic drugs), hormones, heavy metals, gasses, and other in-
toxicants except alcohol. (In DSM-I these conditions were divided
between “Acute Brain Syndrome, drug or poison intoxication” and
“Chronic Brain Syndrome, associated with intoxication.” The former
excluded alcoholic acute brain syndromes, while the latter included
alcoholic chronic brain syndromes.)

294.4 Psychosis with childbirth

Almost any type of psychosis may occur during pregnancy and the
post-partum period and should be specifically diagnosed. This cate-
gory is not a substitute for a differential diagnosis and excludes other
psychoses arising during the puerperium. Therefore, this diagnosis
should not be used unless all other possible diagnoses have been
excluded.

294.8 Psychosis with other and undiagnosed physical condition

This is a residual category for psychoses caused by physical condi-
tions other than those listed earlier. It also includes brain syndromes
caused by physical conditions which have not been diagnosed. (In
DSM-I this condition was divided between “Acute Brain Syndrome
of unknown cause” and “Chronic Brain Syndrome of unknown
cause.” However, these categories also included the category now
called Psychosis with other [and unspecified)] cerebral condition.)

[294.9 Psychosis with unspecified physical condition]

This is not a diagnosis but is included for use by medical record
librarians only.

II. B. NON-PSYCHOTIC ORGANIC BRAIN SYNDROMES (309)

309 Non-psychotic organic brain syndromes ((Mental disorders
not specified as psychotic associated with physical conditions))

This category is for patients who have an organic brain syndrome but
are not psychotic. If psychoses are present they should be diagnosed as
previously indicated. Refer to pages 22-23 for description of organic
brain syndromes in adults.

In children mild brain damage often manifests itself by hyperactivity,
short attention span, easy distractability, and impulsiveness. Some-
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times the child is withdrawn, listless, perseverative, and unresponsive.
In exceptional cases there may be great difficulty in initiating action.
These characteristics often contribute to a negative interaction be-
tween parent and child. If the organic handicap is the major etiological
factor and the child is not psychotic, the case should be classified here.
If the interactional factors are of major secondary importance, supply
a second diagnosis under Behavior disorders of childhood and ado-
lescence; if these interactional factors predominate give only a diagnosis
from this latter category.

309.0 Non-psychotic OBS with intracranial infection

309.1 Non-psychotic OBS with drug, poison, or systemic in-
toxication

390.13* Non-psychotic OBS with alcohol* (simple

drunkenness )
309.14* Non-psychotic OBS with other drug, poison,

or systemic intoxication*

309.2 Non-psychetic OBS with brain trauma

309.3 Non-psychotic OBS with circulatory disturbance

309.4 Non-psychotic OBS with epilepsy

309.5 Non-psychotic OBS with disturbance of metabolism,

growth or nutrition
309.6 Non-psychotic OBS with senile or pre-senile brain disease
309.7 Non-psychotic OBS with intracranial neoplasm

309.8 Non-psychotic OBS with degenerative disease of central
nervous system

309.9 Non-psychotic OBS with other [and unspecified] physi-
cal condition
[.91*% Acute brain syndrome, not otherwise speci-
fied*]
[.92%* Chronic brain syndrome, not otherwise speci-

fied*]

III. PSYCHOSES NOT ATTRIBUTED TO PHYSICAL CONDI-
TIONS LISTED PREVIOUSLY (295—298)

This major category is for patients whose psychosis is not caused by
physical conditions listed previously. Nevertheless, some of these pa-
tients may show additional signs of an organic condition. If these or-
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ganic signs are prominent the patient should receive the appropriate ad-
ditional diagnosis.

295 Schizophrenia

This large category includes a group of disorders manifested by char-
acteristic disturbances of thinking, mood and behavior. Disturbances in
thinking are marked by alterations of concept formation which may
lead to misinterpretation of reality and sometimes to delusions and hal-
lucinations, which frequently appear psychologically self-protective.
Corollary mood changes include ambivalent, constricted and inappro-
priate emotional responsiveness and loss of empathy with others. Be-
havior may be withdrawn, regressive and bizarre. The schizophrenias, in
which the mental status is attributable primarily to a thought disorder,
are to be distinguished from the Major affective illnesses (q.v.) which
are dominated by a mood disorder. The Paranoid states (q.v.) are dis-
tinguished from schizophrenia by the narrowness of their distortions of
reality and by the absence of other psychotic symptoms.

295.0 Schizophrenia, simple type

This psychosis is characterized chiefly by a slow and insidious re-
duction of external attachments and interests and by apathy and in-
difference leading to impoverishment of interpersonal relations, mental
deterioration, and adjustment on a lower level of functioning. In gen-
eral, the condition is less dramatically psychotic than are the hebe-
phrenic, catatonic, and paranoid types of schizophrenia. Also, it
contrasts with schizoid personality, in which there is little or no
progression of the disorder.

295.1 Schizophrenia, hebephrenic type

This psychosis is characterized by disorganized thinking, shallow and
inappropriate affect, unpredictable giggling, silly and regressive be-
havior and mannerisms, and frequent hypochondriacal complaints.
Delusions and hallucinations, if present, are transient and not well
organized.

295.2 Schizophrenia, catatonie type

295.23*% Schizophrenia, catatonic type, excited*
295.24* Schizophrenia, catatonic type, withdrawn*

It is frequently possible and useful to distinguish two subtypes of
catatonic schizophrenia. One is marked by excessive and sometimes
violent motor activity and excitement and the other by generalized
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inhibition manifested by stupor, mutism, negativism, or waxy flex-
ibility. In time, some cases deteriorate to a vegetative state.

295.3 Schizophrenia, paranoid type

This type of schizophrenia is characterized primarily by the pres-
ence of persecutory or grandiose delusions, often associated with hal-
lucinations. Excessive religiosity is sometimes seen. The patient’s at-
titude is frequently hostile and aggressive, and his behavior tends
to be consistent with his delusions. In general the disorder does
not manifest the gross personality disorganization of the hebephrenic
and catatonic types, perhaps because the patient uses the mech-
anism of projection, which ascribes to others characteristics he can-
not accept in himself. Three subtypes of the disorder may sometimes
be differentiated, depending on the predominant symptoms: hostile,
grandiose, and hallucinatory.

295.4 Acute schizophrenic episode

This diagnosis does not apply to acute episodes of schizophrenic
disorders described elsewhere. This condition is distinguished by
the acute onset of schizophrenic symptoms, often associated with
confusion, perplexity, ideas of reference, emotional turmoil, dream-
like dissociation, and excitement, depression, or fear. The acute
onset distinguishes this condition from simple schizophrenia. In time
these patients may take on the characteristics of catatonic, hebe-
phrenic or paranoid schizophrenia, in which case their diagnosis
should be changed accordingly. In many cases the patient recovers
within weeks, but sometimes his disorganization becomes progres-
sive. More frequently remission is followed by recurrence. (In DSM-I
this condition was listed as “Schizophrenia, acute undifferentiated
type.”)

295.5 Schizophrenia, latent type

This category is for patients having clear symptoms of schizophrenia
but no history of a psychotic schizophrenic episode. Disorders some-
times designated as incipient, pre-psychotic, pseudoneurotic, pseudo-
psychopathic, or borderline schizophrenia are categorized here. (This
category includes some patients who were diagnosed in DSM-I under
“Schizophrenic reaction, chronic undifferentiated type.” Others for-
merly included in that DSM-I category are now classified under
Schizophrenia, other [and unspecified] types (q.v.).)

295.6 Schizophrenia, residual type
This category is for patients showing signs of schizophrenia but
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who, following a psychotic schizophrenic episode, are no longer psy-
chotic,

295.7 Schizophrenia, schizo-affective type

This category is for patients showing a mixture of schizophrenic
symptoms and pronounced elation or depression. Within this category
it may be useful to distinguish excited from depressed types as
follows:

295.73* Schizophrenia, schizo-affective type, excited*
295.74* Schizophrenia, schizo-affective type, depressed*

2935.8* Schizophrenia, childhood type*

This category is for cases in which schizophrenic symptoms appear
before puberty. The condition may be manifested by autistic, atypical,
and withdrawn behavior; failure to develop identity separate from
the mother’s; and general unevenness, gross immaturity and inade-
quacy in development. These developmental defects may result in
mental retardation, which should also be diagnosed. (This category
is for use in the United States and does not appear in ICD-8. It is
equivalent to “Schizophrenic reaction, childhood type” in DSM-1.)

295.90* Schizophrenia, chronic undifferentiated type*

This category is for patients who show mixed schizophrenic symp-
toms and who present definite schizophrenic thought, affect and be-
havior not classifiable under the other types of schizophrenia. It is
distinguished from Schizoid personality (q.v.). (This category is
equivalent to “Schizophrenic reaction, chronic undifferentiated type”
in DSM-I except that it does not include cases now diagnosed as
Schizophrenia, latent type and Schizophrenia, other [and unspecified)
types.)

295.99* Schizophrenia, other [and unspecified] types*

This category is for any type of schizophrenia not previously de-
scribed. (In DSM-I “Schizophrenic reaction, chronic undifferentiated
type” included this category and also what is now called Schizo-
Dhrenia, latent type and Schizophrenia, chronic undifferentiated type.)

296 Major affective disorders ((Affective psychoses))

This group of psychoses is characterized by a single disorder of mood,
either extreme depression or elation, that dominates the mental life
of the patient and is responsible for whatever loss of contact he has
with his environment. The onset of the mood does not seem to be
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related directly to a precipitating life experience and therefore is dis-
tinguishable from Psychotic depressive reaction and Depressive neurosis.
(This category is not equivalent to the DSM-I heading “Affective reac-
tions,” which included “Psychotic depressive reaction.”)

296.0 Involutional melancholia

This is a disorder occurring in the involutional period and character-
ized by worry, anxiety, agitation, and severe insomnia. Feelings of
guilt and somatic preoccupations are frequently present and may be
of delusional proportions. This disorder is distinguishable from Manic-
depressive illness (q.v.) by the absence of previous episodes; it is
distinguished from Schizophrenia (q.v.) in that impaired reality
testing is due to a disorder of mood; and it is distinguished from
Psychotic depressive reaction (q.v.) in that the depression is not
due to some life experience. Opinion is divided as to whether this
psychosis can be distinguished from the other affective disorders. It
is, therefore, recommended that involutional patients not be given this
diagnosis unless all other affective disorders have been ruled out. (In
DSM-I this disorder was included under “Disorders due to dis-
turbances of metabolism, growth, nutrition or endocrine function.”)

Manic-depressive illnesses (Manic-depressive psychoses)

These disorders are marked by severe mood swings and a tendency
to remission and recurrence. Patients may be given this diagnosis in
the absence of a previous history of affective psychosis if there is no
obvious precipitating event. This disorder is divided into three
major subtypes: manic type, depressed type, and circular type.

296.1 Manic-depressive illness, manic type ((Manic-depres-
sive psychosis, manic type))

This disorder consists exclusively of manic episodes. These episodes

are characterized by excessive elation, irritability, talkativeness, flight

of ideas, and accelerated speech and motor activity. Brief periods of

depression sometimes occur, but they are never true depressive epi-

sodes.

296.2 Manic-depressive illness, depressed type ((Manic-depres-
sive psychosis, depressed type))

This disorder consists exclusively of depressive episodes. These

episodes are characterized by severely depressed mood and by mental

and motor retardation progressing occasionally to stupor. Uneasi-

ness, apprehension, perplexity and agitation may also be present.



DEFINITIONS OF TERMS 37

When illusions, hallucinations, and delusions (usually of guilt or of
hypochondriacal or paranoid ideas) occur, they are attributable to
the dominant mood disorder. Because it is a primary mood dis-
order, this psychosis differs from the Psychotic depressive reaction,
which is more easily attributable to precipitating stress. Cases in-
completely labelled as “psychotic depression” should be classified
here rather than under Psychotic depressive reaction.

296.3 Manic-depressive illness, circular type ((Manic-depressive
psychosis, circular type))

This disorder is distinguished by at least one attack of both a de-
pressive episode and a manic episode. This phenomenon makes
clear why manic and depressed types are combined into a single cate-
gory. (In DSM-I these cases were diagnosed under “Manic depres-
sive reaction, other.”) The current episode should be specified and
coded as one of the following:

296.33* Manic-depressive illness, circular type, manic*
296.34* Manic-depressive illness, circular type, depressed*

296.8 Other major affective disorder ((Affective psychosis,
other))

Major affective disorders for which a more specific diagnosis has not
been made are included here. It is also for “mixed” manic-depres-
sive illness, in which manic and depressive symptoms appear almost
simultaneously. It does not include Psychotic depressive reaction
(q.v.) or Depressive neurosis (q.v.). (In DSM-I this category was
included under “Manic depressive reaction, other.”)

[296.9 Unspecified major affective disorder]

[Affective disorder not otherwise specified]
[Manic-depressive illness not otherwise specified]

297 Paranoid states

These are psychotic disorders in which a delusion, generally persecu-
tory or grandiose, is the essential abnormality. Disturbances in mood,
behavior and thinking (including hallucinations) are derived from this
delusion. This distinguishes paranoid states from the affective psy-
choses and schizophrenias, in which mood and thought disorders, re-
spectively, are the central abnormalities, Most authorities, however,
question whether disorders in this group are distinct clinical entities
and not merely variants of schizophrenia or paranoid personality.
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297.0 Paranoia

This extremely rare condition is characterized by gradual de-
velopment of an intricate, complex, and elaborate paranoid system
based on and often proceeding logically from misinterpretation of an
actual event. Frequently the patient considers himself endowed with
unique and superior ability. In spite of a chronic course the condi-
tion does not seem to interfere with the rest of the patient’s thinking
and personality.

297.1 Involutional paranoid state ((Involutional paraphrenia))
This paranoid psychosis is characterized by delusion formation with
onset in the involutional period. Formerly it was classified as a para-
noid variety of involutional psychotic reaction. The absence of con-
spicuous thought disorders typical of schizophrenia distinguishes it
from that group.

297.9 Other paranoid state
This is a residual category for paranoid psychotic reactions not
classified earlier.

298 Other psychoses

298.0 Psychotic depres