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Time to choose – DSM-5, ICD-11 or both?

Peter Tyrer

Summary
DSM-5 was published in May 2013, and ICD 11 is not due to be published until the end of 2015 at the ear-
liest. Nevertheless, it is possible to make a comparison at this early stage as much of the main decisions 
have been made with both classifications. DSM-5 aimed to make a paradigm shift by providing objective, 
independent measures of classification, but in this respect it clearly failed. It did respond to previous criti-
cisms that there were too many diagnoses in the classification and that eliminated some conditions in fa-
vour of larger groupings (eg, autism spectrum disorder), but it has still come in for heavy criticism. ICD 11 
deviates from DSM-5 in radically different classifications of personality and stress disorders and in gener-
al has pursued a different pathway, concentrating on clinical utility as the main guide to the classification. 
It is up to practitioners to choose which they prefer, but ICD 11 will be in a much stronger position than 
ICD 10 was when it was published in 1992.
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INTrODuCTION

The pace of classification has slowed down in 
psychiatry. Between 1980 and 1994 there were 
three revisions of the DSM classification, but it 
has taken 20 years to produce DSM-5, published 
in May 2013 [1]. There has been the longest ever 
gap between the ICD revisions, with ICD-10 
published in 1992 [2] but with the ICD-11 not 
published until 2015 at the earliest and possibly 
as late as 2017. But despite less change the de-
bate about classification has become even more 
intense, and has been noted too in this journal 
[3, 4], which has also involved the French clas-
sification for child and adolescent mental disor-
ders, CFTMEA [5].

So which classification should we choose? This 
is as much a political decision as a psychiatric 
one. For example, the UK is a ‘DSM-free zone’ as 
far as clinical practice is concerned, whereas in 
the USA DSM is dominant, but even in the US na-
tional statistics have to follow the ICD classifica-
tion. But in practice all psychiatrists have to make 
a choice, and many will ‘mix and match’. They 
will use different classification terms for different 
disorders, irrespective of national requirements, 
if they seem to be more suitable for an individual 
patient or group of disorders, and this is particu-
larly true in child psychiatry where there is great 
concern over inappropriate labelling. The goal of 
complete harmonisation of classifications is now 
a very long way off. In this paper the criticisms 
and assets of each will be compared.

DSM-5

At the May meeting of the American Psychi-
atric Association in San Francisco DSM-5 was 
launched. Many involved in the long and ardu-
ous task of revision is will have been disappoint-
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ed by the reaction to its publication. Perhaps the 
hopes of practitioners may have been raised too 
much by the high-flown rhetoric preceding the 
new classification but there has been heavy crit-
icism in the following areas:
1. The original aim of the classification was to 

make it independent of clinical description - 
the overused words ‘paradigms shift ‘ were 
used to describe this in the hope that we would 
have biomarkers and other independent meas-
ures at the core diagnosis. This was a very opti-
mistic hope and was not achieved in any way. 
The call was made to science but it remained 
unanswered.

2. There was much criticism of the influence 
of pharmaceutical companies on Task Force 
members in making the final recommenda-
tions. This may have been a little unfair but 
had a long history. Although the arrange-
ments for including people on the Task Forc-
es, and for their declaration of interests to be 
published, the influence of Big Pharma was 
still perceived to be a problem

3. The boundary between normal variation of pa-
thology was deemed to have been crossed too 
often in the revised diagnoses. The removal of 
bereavement is an exclusion for major depres-
sion, the adding of premenstrual dysphoric 
disorder, disruptive mood dysregulation dis-
order, illness anxiety, hoarding, binge eating 
and minor neurocognitive disorder, were all 
seen to have crossed this boundary with the 
needless addition of extra pathology. One of 
the most trenchant critics was Allen Frances, 
Chair of the Task Force for the DSM-IV revi-
sion, and the title of his book ‘Saving Normal’ 
encapsulates this concern [6].

4. The National Institute of Health in the US (the 
most prestigious research body in psychiatry 
in the US) was critical of the new classification 
and has supported the development of an al-
ternative one, RDoc, which is still far too pre-
mature to introduce into psychiatric practice 
but which will be based on independent bio-
logical and neuropsychological variables [7].

5. Some of the diagnoses of earlier revisions were 
retained in DSM-5 even though field trials had 
demonstrated poor reliability (eg, generalized 
anxiety disorder), so it was felt that proper 
scientific process had not been followed.

There have also been long-standing concerns 
about diagnoses such as ‘major depressive epi-
sode’ that is alleged to have promoted excessive 
drug prescribing [8] tand the absence of a classi-
fication for probably the most common disorder 
in psychiatry, mixed anxiety and depression [9], 
and these were not answered in the new classi-
fication.

ICD-11

ICD 11 will not be published for at least anoth-
er 18 months, but it has the advantage of being 
able to respond to some extent to the criticisms 
that have followed the publication of DSM-5. 
The main problem with the ICD 11 reclassifica-
tion system is that it is very poorly resourced 
compared with DSM, Perhaps this avoids argu-
ments about conflict of interest as there is virtu-
ally no financial benefit to be gained by anyone 
in helping with this revision. It would be pre-
mature to outline the current plans for the new 
diagnostic system as it is some way for publi-
cation but the following points ought to be re-
membered:

(I) the International Classification of Diseas-
es is the official world classification of all dis-
eases and DSM has been the only competitor 
(in the case of psychiatry). The DSM classifica-
tion was set up in the face of poor use of the 
earlier ICD classifications and there were good 
reasons for stimulating a new classification, 
which was illustrated by the tremendous suc-
cess of DSM-III when it was published in 1980. 
We therefore need to be good reasons for con-
tinuing with DSM in the longer term, as it rep-
resents an anomaly.

(II) have referred, somewhat mockingly, to 
the letters DSM as standing for either diagno-
sis for simple minds or diagnosis as a source of 
money [9]. Like all short summaries. This can 
be regarded as unfair, but there is absolutely no 
doubt that the relatively simple way of record-
ing DSM diagnoses is sometimes a substitute for 
proper thought, and that financial influences of 
strongly to bear when deciding on the structure 
of DSM-5.

(III) Both ICD and DSM share much more than 
they differ, but when they do differ. It is impor-
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tant that practitioners are aware of the reasons 
for this and can decide to choose.

(IV) Researchers generally preferred DSM for 
classification purposes because its criteria are 
much tighter than those in ICD. ICD-11 will 
however be published with other material to aid 
researchers and this will partly compensate for 
the past deficiencies in the classification.

What is already clear in that there will be many 
differences between DSM-5 and ICD-11 that can-
not be papered over as minor variation. Two ex-
amples will suffice in explanation.

POST-TrAuMATIC AND OThEr STrESS DISOr-
DErS

 Post-traumatic stress disorder (PTSD) is one 
of the more controversial diagnoses in psychia-
try because, unlike almost all others, it combines 
aetiology with diagnosis. It has been noted pre-
viously that many patients develop all the symp-
toms of PTSD but in the context of normal stress 
rather than exceptional trauma [10]. It is diag-
nosed remarkably frequently whereas the relat-
ed concept of adjustment disorders is very in-
frequently diagnosed but would be expected to 
be much more frequent [11]. In ICD-11 the defi-
nition of post-traumatic stress disorder is much 
tighter than in DSM-5, so the diagnosis cannot 
be based entirely on non-specific symptoms. 
It also includes a new complex PTSD category 
that comprises three clusters of intra- and inter-
personal symptoms that overlap with person-
ality change, and which also includes the core 
symptoms of PTSD. It also redefines the disor-
ders associated with grief as a new diagnosis - 
prolonged grief disorder – a condition in which 
patients suffer an intensely painful, disabling, 
and abnormally persistent response to bereave-
ment. There is also a major revision of adjust-
ment disorder involving much tighter specifi-
cation of symptoms; and a conceptualization of 
“acute stress reaction” as a normal phenomenon 
that still may require clinical intervention. These 
changes will set ICD-11 stress disorders on a dif-
ferent path from DSM-5.

PErSONAlITy DISOrDErS

The ICD-11 classification of personality disor-
der removes all the existing categories of person-
ality disorder from ICD-10 apart from the main 
one, the presence of personality disorder itself. 
Because personality dysfunction is best repre-
sented on a continuum or dimension, differ-
ent levels of severity are defined to indicate the 
point on the continuum that represents the per-
son’s personality functioning at the time of the 
assessment, including the relatively recent past. 
The severity of personality disturbance ranges 
from no personality dysfunction to personality 
difficulty and mild, moderate and severe person-
ality disorder [12]. Personality difficulty is not a 
disorder but is classified in the part of the clas-
sification that relates to non-disease entities (Z 
codes in ICD-10). If this new classification was 
embraced by the profession and the public, it 
would be a major help in destigmatising the di-
agnosis of personality disorder and alleviating 
the tendency to regard it as a reason for non-in-
tervention. It would also help the practitioner to 
feel reassured about making the diagnosis dur-
ing adolescence, as the diagnoses would be seen 
as subject to change and not as a lifelong label.

The level of severity is qualified by a descrip-
tion of domain traits. These indicate which of 
the main facets of personality are most promi-
nent in the individual concerned. These trait do-
mains are not categories of personality disorder, 
but they help to describe the nature of any per-
sonality pathology. The ones that have been pro-
posed and will be subject to field testing are neg-
ative emotional (affective); dissocial; disinhibit-
ed; anankastic; and detached domains.

There are likely to be other surprises when ICD-
11 is published. It will certainly not be following 
tamely in DSM’s footsteps, and when it comes to 
the case of DSM-5 personality disorders , there 
is no real competitor to ICD-11, as the American 
Psychiatric Association did not accept the recom-
mendations of the Task Force and decided to re-
vert to the DSM-IV classification.

As with all classifications, in the end it is the 
clinicians who will decide. If a classification does 
not help the clinician it will not be used, and so 
clinical utility will be the yardstick of success. But 
if ICD-11 can be topped off with a helping of sci-
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ence as well as pragmatism, as Ghaemi [13] has 
suggested, its reputation will be aided greatly.
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