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F00-F09 Organic, including symptomatic, mental disorders.
Dementia

ICD-10 begins the FO0-F09 section with general criteria for Dementia which are
referred to in the criteria sets for the specific types of Dementia. Although DSM-IV does
not have a free-standing criteria set for the syndrome of Dementia, all of the DSM-IV
criteria sets for the specific types of dementia (Dementia of the Alzheimer’s Type,
Vascular Dementia, Dementia Due to Other General Medical Conditions, Substance-
Induced Dementia, and Dementia Due to Multiple Etiologies) share the same criteria A
and B, so that in effect, these two criteria serve the same purpose as the general criteria in
ICD-10.

The overall construct of Dementia is similar in DSM-IV and ICD-10 (i.e.,
memory impairment plus a decline in other cognitive abilities) but there are some
potentially significant differences:

1) ICD-10 is very specific as to the type of deficits that can qualify for a diagnosis of
dementia: both G1(1) memory impairment and G1(2) “a deterioration in judgment and
thinking ... and in the general processing of information.” Although DSM-IV similarly
requires another type of deficit in addition to memory impairment, the range of deficits is
broader: in addition to “disturbance in executive functioning” (which is equivalent to
ICD-10 G1[2]}, DSM-IV counts accept aphasia, apraxia, or agnosia. 1CD-10 does
mention that the diagnosis of dementia is “further supported” by evidence of aphasia,
apraxia, or agnosia.

2) While the ICD-10 and DSM-IV definitions both require that the deficits cause
clinically significant impairment in functioning, ICD-10 provides criteria for rating the
severity of the dementia as mild, moderate, or severe.

3) The ICD-10 definition requires that there be a “decline in emotional control or

Omotivation, or a change in social behavior.” The DSM-1V definition has no such
requirement, although it lists “disinhibited behavior” and “mood disturbances” as

associated features in the text.

4) ICD-10 requires a duration of at least 6 months for a “confident clinical diagnosis.”
The DSM-IV definition does not include duration in any of its criteria sets..

5) Both ICD-10 and DSM-1V allow a specification of the predominance of delusions,
hallucinations, or depressive symptoms. DSM-IV also includes a specifier for
presentations in which behavioral disturbances predominate.

Likely Overlap: All cases of ICD-10 Dementia would be diagnosed in DSM-IV as
Dementia, whereas some cases of DSM-1V dementia would not qualify for a diagnosis of
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Dementia in ICD-10. Examples include: 1) a patient with memory impairment and
aphasia, apraxia, or agnosia, but without a deterioration in intellectual abilities; 2) a
patient with multiple cognitive deficits, but who does not have a decline in emotional
control, motivation, or change in social behavior; 3) a patient with a duration of
symptoms of only 3 months.

FOO Dementia in Alzheimer’s Disease (Dementia of the Alzheimer's Type in DSM-
V)

In both the DSM-1V and ICD-10 definitions, Alzheimer’s is a diagnosis of
exclusion; it can only be made after all other causes of dementia have been ruled out.
The definitions differ in that DSM-IV requires that the course be “characterized by
gradual onset and continuing cognitive decline” whereas ICD-10 does not include any
criterion regarding course in its definition (although course plays a prominent role in
subtyping). The two systems also differ in their definition of Early Onset vs. Late Onset
types. ICD-10 offers two different ways to define these subtypes: 1) based on age at
onset alone with the cutoff being age 65 (the subtyping used in DSM-1V) and 2) a
tripartite subtyping scheme with “early onset” based on a combination of onset before
age 65, rapid onset and progression, and signs indicating the presence of temporal,
parietal, and/or frontal lobe involvement. “Late onset” is based on a combination of
onset at 65 or later, very slow progression, and the predominance of memory impairment
over intellectual impairment. In ICD-10 only, an “atypical or mixed type” is provided for
the remainder of cases that do not fit into the early or late onset types. 1CD-10 notes that
the status of this second method is “controversial.”

Likely Overlap: Determining overlap is complicated by the differences in the DSM-IV
and ICD-10 definitions of Dementia (see above). Those cases of DSM-IV Alzheimer’s
that lack intellectual impairment would not meet criteria for ICD-10 Alzheimer’s based
on the fact that the basic syndromal criteria for dementia are not met. Correcting for the
differences in the definitions of dementia, the DSM-1V definition of Dementia of the
Alzheimer’s Type is more narrowly defined than in the ICD-10 so that all cases of DSM-
IV Alzheimer’s would meet criteria for ICD-10 FOO. However, all cases of ICD-10
Dementia of the Alzheimer’s Type With Early Onset would not meet DSM-IV criteria
since they would not have the gradual onset and continuing decline required by DSM-1V.
Such cases would be diagnosed in DSM-1V as Dementia NOS. Crosswalking DSM-1V
Dementia of the Alzheimer’s Type into the three ICD-10 subtypes is also complicated.
All cases of DSM-1V Dementia of the Alzheimer’s Type with Early Onset would
correspond to ICD-10 Atypical or Mixed Type since such cases would not meet the ICD-
10 requirement for rapid onset. Those cases of DSM-1V Dementia of the Alzheimer’s
Type With Late Onset that have an especially slow gradual onset and in which memory
impairment predominates over intellectual impairments of ICD-10 would correspond to
the ICD-10 With Late Onset type. All other cases of DSM-1V Dementia of the
Alzheimer’s Type With Late Onset would be diagnosed in ICD-10 as Atypical or Mixed

Type.

FO1 Vascular Dementia
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Whereas the basic concept is the same (i.e., dementia etiologically related to
cerebrovascular disease), the definitions differ in several ways:

1) ICD-10 requires that the deficits in higher cognitive functions are unevenly
distributed. Although DSM-III-R had a similar criterion (i.e., “patchy” distribution of
deficits), this criterion was dropped from DSM-IV because of evidence suggesting that
this feature was not always present in Vascular Dementia.

2) ICD-10 and DSM-1V differ on the evidence required to establish a cerebrovascular
etiology. The ICD-10 criterion requires clinical evidence of focal brain damage, and
provides a specific list of neurological deficits, one of which must be present. In
contrast, DSM-1V requires focal neurological signs and symptoms or laboratory evidence
of cerebrovascular disease.

3) ICD-10 subtypes Vascular Dementia based on acute onse typet, multi-infarct type,
subcortical type and mixed cortical and subcortical type. There are no corresponding
subtypes in DSM-1V and no way to crosswalk a DSM-1V diagnosis of Vascular
Dementia to one of the ICD-10 subtypes without reviewing the case material to look for
features such as onset, and anatomical distribution of the deficits in the brain.

Likely Overlap: Again correcting for the differences in the definitions of the syndrome
of dementia, the DSM-1V definition is less stringent than the ICD-10 definition--some
cases of DSM-1V Vascular Dementia (e.g., those without focal neurological findings and
without the uneven distribution of deficits) would not meet criteria for ICD-10 Vascular
Dementia.

F02 Dementia in Other Diseases Classified Elsewhere

F02.0 Dementia in Pick’s Disease (Dementia Due to Pick’s Disease in DSM-1V)

F02.1 Dementia in Creutzfeldt-Jakob disease (Dementia Due to Creutzfeltd-Jakob
Disease in DSM-1V)

F02.2 Dementia in Huntington’s Disease (Dementia Due to Huntington’s Disease in
DSM-1V)

F02.3 Dementia in Parkinson’s Disease (Dementia Due to Parkinson’s Disease)

F02.4 Dementia in human immunodeficiency virus [HIV] disease (Dementia Due to
HIV Disease in DSM-1V)

ICD-10 provides specific definitions for dementia that occurs in the context of
five different medical conditions, some of which specify course features (e.g., onset is
slow with steady deterioration in Dementia in Pick’s disease) and neurological findings..
Although DSM-1V includes separate coded categories for these different types of
dementia (plus a category for Dementia Due to Head Trauma), it provides only a single
generic criteria set for the category “Dementia Due to Other General Medical
Conditions” which essentially requires that criteria be met for the syndrome of dementia
and that there be evidence from the history, physical examination, or laboratory findings
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that the dementia is the direct physiological consequence of a general medical condition
other than Alzheimer’s or cerebrovascular disease (without providing any further
guidance in the criteria set). Each type of dementia does have an accompanying
paragraph in the DSM-1V that includes the information contained in the ICD-10 criteria
set plus more.

F04 Organic amnestic syndrome, not induced by alcohol and other psychoactive
substances (Amnestic Disorder due to a general medical condition in DSM-1V)

Both the ICD-10 and DSM-1V define amnestic disorder as memory impairment in
the absence of other cognitive deficits. There are two main differences:

1) The ICD-10 definition is narrower by virtue of requiring that the memory impairment
be manifested by both an impaired ability to learn new information and a reduced ability
to recall past experiences. DSM-1V allows the memory impairment to be manifested by
impairment in the ability to learn new information or the inability to recall previously
learned information.

2) ICD-10 also requires that there not be a defect in immediate recall. DSM-IV has no
such requirement.

Likely Overlap: The ICD-10 definition is narrower; whereas all cases of ICD-10
Amnestic Disorder would meet criteria for DSM-IV Amnestic Disorder, some cases of
DSM-1V Amnestic Disorder (i.e., those with only an inability to learn new information, a
deficit which depends on the location and severity of brain damage according to the
DSM-IV text) would not meet criteria in ICD-10. Although DSM-1V does not require
that immediate recall be intact (as in ICD-10), the DSM-IV text notes that immediate
recall is “typically not impaired,” so that cases of memory impairment that include loss in
immediate recall are most likely to be rare.

FO05 Delirium not induced by alcohol and other psychoactive substances (Delirium
due to a general medical condition in DSM-1V)

Both DSM-1V and ICD-10 define Delirium as a clouding of consciousness with
an acute onset and fluctuating course. The two definitions differ considerably in their
requirements for additional symptoms that accompany the disturbance in consciousness.

1) DSM-1V also requires either a change in cognition (which is not operationalized other
than to provide examples such as memory deficit, disorientation, or language
disturbance) or the development of a perceptual disturbance.

2) ICD-10 has separate requirements for cognitive disturbance (which must be evidenced
by impairment in immediate recall and recent memory with intact long-term memory and
disorientation to time, place, or person), one of four types of psychomotor disturbance
and one of three specified manifestations of disturbance of the sleep-wake cycle.
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Likely Overlap: The ICD-10 definition appears to be much narrower than DSM-IV. All
cases of ICD-10 Delirium would meet criteria for DSM-IV delirium (since all that is
required by DSM-1V is cognitive disturbance in addition to the clouding of consciousness
and all ICD-10 cases must have cognitive disturbance). Because of the fairly elaborate
criteria required by 1CD-10, one could certainly imagine cases of DSM-IV Delirium that
would not meet ICD-10 criteria. However, because of the low thresholds (i.e., 1 out of 3
or 4 criteria required) and the fact that all of the ICD-10 items are listed in the
“Associated Features” section of the DSM-1V text, it is not clear how many actual cases
of DSM-1V Delirium would not meet the ICD-10 criteria.

FO06 General criteria defining “Due to Brain Damage and Dysfunction or Due to
Physical Disease” (i.e., “Organic™)

All of the DSM-IV Mental Disorders Due to a General Medical Condition share
two criteria that state: “There is evidence from the history, physical examination, or
laboratory findings that the disturbance is a direct physiological consequence of a general
medical condition,” and “the disturbance is not better accounted for by another mental
disorder.” The ICD-10 definition is basically in agreement with the DSM-IV criteria
and includes four criteria to help operationalize this concept: 1) there is evidence of a
cerebral disease or of a systemic physical disorder known to cause cerebral dysfunction
2) there is a presumed relationship between the development or exacerbation of the
medical condition and the mental disorder; 3) there is recovery or significant
improvement in the mental disorder following removal or improvement of the medical
condition; and 4) there is insufficient evidence for an alternative causation. In fact, the
discussion of these criteria in the DSM-1V-TR text (pp. 182-184) includes the guidelines
set forth in the ICD-10 criteria.

The main difference is in terminology and placement. DSM-IV eliminated the
term “organic” from the classification because of the incorrect implication that disorders
that are non-organic, like schizophrenia and bipolar disorder, do not have any biological
underpinnings. “Organic mental disorders” that are a manifestation of a general medical
condition are called “Mental Disorders Due to a General Medical Condition” in DSM-IV.
Furthermore, in DSM-IV these conditions are placed in diagnostic groupings with which
they share symptomatology, rather than together as they are in ICD-10 (i.e., Organic
Mood Disorder is placed within the Mood Disorder section in DSM-IV, rather than in the
Mental Disorder Due to a general medical condition section.

F06.0 Organic Hallucinosis/F06.2 Organic Delusional Disorder (Psychotic Disorder
Due to a General Medical Condition in DSM-1V)

Both systems have essentially the same definitions--ICD-10 has two separate
disorders, whereas DSM-IV has a single disorder with two subtypes. The one difference
is that ICD-10 provides what appears to be an exhaustive list of types of the delusions
that qualify (i.e., “persecution, bodily change, disease, death, jealousy”) whereas DSM-
IV does not specify the type of delusion.
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Likely Overlap: If taken literally, the ICD-10 definition is more restrictive given that
certain types of delusions included in the DSM-IV definition (e.g., grandiose, religious,
nihilistic, thought insertion or withdrawal) would not qualify under the ICD-10 criterion
B.

F06.1 Organic Catatonic Disorder (Catatonic Disorder Due to a General Medical
Condition in DSM-1V)

The DSM-IV definition requires the “presence of catatonia” which can be
manifested in a number of ways, ranging from immobility, negativism, mutism,
excitement, peculiarities of voluntary movement, echolalia, or echopraxia. (Note this is
the same list of symptoms in the DSM-IV criteria for Schizophrenia, Catatonic Type, and
the Catatonic Features subtype of Mood Disorder). ICD-10 requires that there be stupor
or negativism and excitement and that the stupor rapidly and unpredictably alternates
with the excitement.

Likely Overlap: Given that the ICD-10 definition is more restrictive than the DSM-IV
definition, one could easily imagine hypothetical cases of DSM-IV Catatonic Disorder
Due to a General Medical Condition that would not meet criteria for ICD-10 Organic
Catatonic Disorder. However, because this disorder is relatively rare, it is not clear how
many such cases actually exist.

F06.3 Organic Mood Disorder (Mood Disorder Due to a General Medical Condition
in DSM-1V)

Depending on how one interprets the wording of ICD-10 criterion B, the two
definitions are either identical or potentially quite different. ICD-10 criterion B states,
“the condition must meet the criteria for one of the affective disorders laid down in F30-
F32 (i.e., manic episode, bipolar affective disorder, depressive episode).” All of the
disorders with criteria in F30-F32 have a minimum duration of between 4 days for
hypomania and 2 weeks for a depressive episode, and various specified symptom
thresholds must be met. Therefore, one way to interpret this criterion would be to only
include organic mood disturbances that symptomatically resemble one of the non-organic
mood disorders. This would differ markedly from the DSM-1V definition which requires
only that there be a “prominent and persistent disturbance in mood” predominating in the
clinical picture. If one were to interpret ICD-10 criterion B to include F30.9 (manic
episode, unspecified), F31.9 (bipolar affective disorder, unspecified) and F32.9
(depressive episode, unspecified), then the two definitions are identical. It should be
noted that this interpretation is also consistent with the ICD-10 criteria for Organic
Anxiety Disorder, which also requires that the anxiety symptoms “meet the criteria for
F41.0 (panic disorder) or F41.1 (generalized anxiety disorder).”.

Likely Overlap: Assuming that ICD-10 requires the symptomatic picture of one of the
specific non-organic mood disorders included in F3, then the ICD-10 definition is much
narrower than the DSM-1V definition in that all cases of ICD-10 Organic Mood Disorder
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would meet criteria for DSM-1V Mood Disorder Due to a General Medical Condition,
whereas any case of the DSM-IV disorder characterized by mood symptoms that do not
meet the symptomatic or duration criteria would not receive a diagnosis of ICD-10
Organic Mood Disorder. It is likely that many such cases exist since the relevant DSM-
IV Literature review indicated depressive presentations often do not meet the full
symptomatic criteria for a Major Depressive Episode (Popkin & Tucker, 1994)..

F06.4 Organic Anxiety Disorder (Anxiety Disorder Due to a General Medical
Condition in DSM-1V)

While the constructs are similar (anxiety caused by a medical condition), the
ICD-10 definition is much narrower in that it requires that anxiety meet the full criteria
for either Panic Disorder or Generalized Anxiety Disorder. In contrast, DSM-IV requires
only that there be “prominent anxiety, panic attacks, obsessions, or compulsions” that
predominate in the clinical picture.

Likely Overlap: As with Organic Mood, the ICD-10 definition is considerably narrower-
-there are many presentations that would meet criteria for DSM-IV Anxiety Due to a
General Medical Condition but would not meet criteria for ICD-10 Organic Anxiety
Disorder (e.g., persistent anxiety lasting less than six months, obsessions or compulsions
that are judged to be due to a medical condition).

F06.5 Organic Dissociative Disorder

Organic Dissociative Disorder is not included as a separate category in DSM-1V.
Cases of dissociative symptoms that are due to a general medical condition would be
diagnosed in DSM-1V in the Mental Disorder Not Otherwise Specified Due to a General
Medical Condition category.

F06.7 Mild Cognitive Disorder

While not included as an “official” category in DSM-1V, it is included in the
DSM-IV Appendix for “Criteria Sets and Axes Provided for Further Study.” While the
two definitions are close conceptually (quantifiable cognitive deficits due to a medical
condition that does not meet the criteria for another cognitive disorder), they differ in the
required number of cognitive deficits. ICD-10 requires any one difficulty in memory,
attention or concentration, thinking, language, or visual-spatial functioning that lasts at
least two weeks. In contrast, DSM-IV requires at least two difficulties. Furthermore,
unlike DSM-IV (which includes its standard clinical significance criterion), ICD-10 does
not require any evidence that the cognitive difficulties interfere with the person’s
functioning or in some other way are a cause of distress.

Likely Overlap: The DSM-IV criterion is stricter, defining a more cognitively impaired

group than in the ICD-10 definition, by virtue of requiring both more evidence of
cognitive difficulties, as well as requiring functional impairment or distress.
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F07.0 Organic Personality Disorder/F06.6 Organic Emotionally Labile Disorder
(Personality Change Due to a General Medical Condition in DSM-1V)

Because the DSM-IV category is so much more broadly defined, both ICD-10
categories (Organic Personality Disorder and Organic Emotionally Labile Disorder) are
covered by the DSM-IV definition. The DSM-IV criteria define the condition as a
“persistent personality disturbance that represents a change from the individual’s
previous characteristic personality pattern” without specifying the nature of the change,
other than saying it must cause clinically significant distress or impairment. Both ICD-
10 definitions are specific in the types of personality symptoms that are required.
Organic Personality Disorder requires at least 6 months of at least three out of a list of six
features: reduced ability to persevere with goal-directed activities, emotional changes,
disinhibited expression of needs or impulses, cognitive disturbances, alteration in
language production, and altered sexual behavior. In addition, two options for subtypes
are specified in ICD-10. One option defines three subtypes: pseudoretarded type,
pseuopsychopathic type, and limbic epilepsy personality syndrome. The second option
indicates seven types, which are identical to the types included in DSM-IV.

Likely Overlap: The ICD-10 definitions are much narrower. All cases of ICD-10
Organic Personality Disorder and Organic Emotionally Labile Disorder would meet
criteria for DSM-IV Personality Change Due to a General Medical Condition (except for
those whose severity is so mild that they do not cause any impairment or distress). In
contrast, many DSM-IV presentations (e.g., a person with a brain tumor who develops a
strongly paranoid perspective in the absence of other features) would not qualify for a
diagnosis of ICD-10 Organic Personality or Organic Emotionally Labile Disorder.

F07.1 Postencephalitic syndrome

There is no corresponding category in DSM-1V. Cases would be diagnosed in
DSM-1V as a Mental Disorder Not Otherwise Specified due to a general medical
condition.

F07.2 Postconcussional syndrome (Postconcussional disorder in DSM-1V)

While not included as an “official” category in DSM-IV, it is included in the
DSM-1V Appendix for “Criteria Sets and Axes Provided for Further Study.” The two
definitions are different in a number of significant ways. 1CD-10 requires that the
symptoms develop within four weeks of the head trauma; DSM-IV does not require any
specific time frame. 1CD-10 requires that the head trauma be accompanied by a loss of
consciousness whereas DSM-IV requires that the head trauma has “caused significant
cerebral concussion” without specifying the manifestations of the concussion (although
DSM-IV does note that manifestations of the head trauma include loss of consciousness,
posttraumatic amnesia, and less commonly posttraumatic onset of seizures but also states
that the specific method for defining this criterion needs to be established by further
research). DSM-IV requires evidence from neuropsychological testing or quantified
cognitive assessment of difficulty in attention or memory, whereas ICD-10 only requires
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“subjective complaints of difficulty in concentration and in performing mental tasks and
or memory problems” without clear objective evidence. Finally, although both DSM-1V
and ICD-10 require an additional three symptoms, the item list differs significantly:
DSM-1V requires three from a list of eight items including becoming fatigued easily,
disordered sleep, headache, vertigo or dizziness, irritability or aggression on little or no
provocation, anxiety, depression, or affective lability, changes in personality (e.g., social
or sexual inappropriateness), and apathy or lack of spontaneity. The corresponding ICD-
10 list has only six items, including complaints of unpleasant sensations and pains (which
includes the DSM-1V items of easy fatiguability, headache, and vertigo, but also
mentions noise intolerance); emotional changes such as irritability, emotional lability or
some degree of depression and/or anxiety; subjective cognitive complaints, insomnia,
reduced tolerance to alcohol, and hypochondriacal ideas and adoption of the sick role.

Likely Overlap: Although the two definitions have a number of overlapping items, there
appear to be a number of opportunities for discordant cases. For example, a person with
noise intolerance, reduced tolerance to alcohol, and preoccupation with the fear of having
permanent brain damage would meet criteria in ICD-10 and yet meet none of the criteria
in DSM-IV. Similarly, a person with sexual inappropriateness, apathy, and hypersomnia
following head trauma would meet the DSM-IV criteria but meet none of the items in
ICD-10.

F10-F19 Mental and behavioural disorders due to psychoactive substance use

DSM-1V and ICD-10 group the substances slightly differently. ICD-10 has ten
categories (necessitated by the ten available digits): alcohol, opioids, cannabis,
sedatives/hypnotics, cocaine, other stimulants (including caffeine), hallucinogens,
tobacco, volatile solvents, and other. DSM-1V includes twelve groupings, separating
ICD-10’s “other stimulants (including caffeine)” into two groups (amphetamines and
caffeine) and including an additional category for PCP (phencyclidine). It is not clear
from the ICD-10 whether DSM-1V Phencyclidine-related disorders would fall under the
ICD-10 Hallucinogen or the ICD-10 Other Substance category.

F1x.0 Acute Intoxication

Although the wording is different, the generic pan-substance definitions of
intoxication are essentially identical and will delineate the same group of individuals.
The substance-specific definitions each differ slightly between the two systems. For each
substance, both systems present two criteria: one covering maladaptive or dysfunctional
behavior and a second covering physical signs. For the dysfunctional behavior criterion,
for each substance 1ICD-10 provides an exhaustive list of specific manifestations of
“dysfunctional behavior” that differs slightly from substance to substance, and requires
that at least one item be present. DSM-IV instead uses the same criterion (requiring
clinically significant maladaptive behavior or psychological changes) and provides
different parenthesized examples of this behavior depending on the substance. For the
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physical signs criterion, the similarities and differences are summarized in the table
below. (Note: DSM-IV does not include Nicotine Intoxication as a disorder).

Table 1: Comparison of DSM-1V and ICD-10 Criteria for Acute Intoxication

Alcohol

Opioids

Cannabis

Sedatives/
Hypnotics

Cocaine

Both DSM-1V and
ICD-10

one item is required
common signs: slurred
speech, unsteady gait,
nystagmus, stupor or
coma

pupillary constriction/
dilatation, drowsiness,
coma, slurred speech,

common signs:
conjunctival injection,
increased appetite, dry
mouth, tachycardia

one item is required
common signs: slurred
speech, unsteady gait,
nystagmus, stupor or
coma

two signs are required,
common signs:
tachycardia or
bradycardia; pupillary
dilation; elevated or
lowered blood pressure;
perspiration or chills;
nausea or vomiting;
evidence of weight loss;
psychomotor agitation

Unique to ICD-10

difficulty in standing,
flushed face, conjunctival
injection

one of four signs is required

one or more items are
required

difficulty in standing,
erythematous skin lesions
or blisters

muscular weakness and
chest pain are in separate
criteria
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Unique to DSM-1V

incoordination,
impairment in attention
and memory (latter
included in ICD-10
criterion for
dysfunctional behavior)

impairment in attention
or memory (included in
ICD-10 criterion for
dysfunctional behavior);
all cases must have
pupillary constriction/
dilatation AND one of
three additional signs

two or more items are
required

incoordination,
impairment in attention
and memory (latter
included in ICD-10
criterion for
dysfunctional behavior)

muscular weakness and
chest part are both part of
the same criterion which
also includes respiratory
depression and cardiac
arrhythmias; confusion,
dyskinesias, dystonias, or
coma included in same
criterion as seizures



Other
Stimulants
(including
caffeine)
compared to
DSM-IV
amphetamines

Other
stimulants and
caffeine
compared to
DSM-IV
Caffeine

Hallucinogens

Volatile
Solvents
(Inhalants in
DSM-IV)
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or retardation; muscular
weakness, chest pain,
seizures

two signs are required,
common signs:
tachycardia or
bradycardia; pupillary
dilation; elevated or
lowered blood pressure;
perspiration or chills;
nausea or vomiting;
evidence of weight loss;
psychomotor agitation
or retardation; muscular
weakness, chest pain,
seizures

common signs:
tachycardia, cardiac
arrhythmia, sweating,
psychomotor agitation

two or more are
required; all signs
identical

common signs: unsteady
gait, slurred speech,
nystagmus, stupor or
coma, muscle weakness,
blurred vision or
diplopia

muscular weakness and
chest pain are in separate
criteria

two or more required,
additional signs:
hypertension, nausea or
vomiting, evidence of
weight loss, pupillary
dilatation, muscular
weakness, chest pain,
convulsions

one or more are required,
additional sign: difficulty
standing

muscular weakness and
chest pain are both part
of the same criterion
which also includes
respiratory depression
and cardiac arrhythmias;
confusion, dyskinesias,
dystonias, or coma
included in same
criterion as seizures

five or more required,;
additional signs:
restlessness, nervousness,
excitement, insomnia,
flushed face,
gastrointestinal
disturbance, muscle
twitching, rambling flow
of thought and speech,
periods of
inexhaustibility

two or more are required,;
additional signs:
dizziness, incoordination,
depressed reflexes,
tremor, euphoria,
psychomotor retardation,
lethargy (latter two are
included in ICD-10
criterion for
dysfunctional behavior)



Likely Overlap: As can be seen from the table, while the criteria sets overlap
considerably, there is a lot of potential for cases to meet criteria in one system but not in
the other. Without informative empirical data, it would be difficult to speculate what the
significance of these differences would be in the classification of actual cases.

F1x.1 Harmful Use (Abuse in DSM-1V)

The ICD-10 criteria are much more broadly defined than the DSM-IV criteria for
Substance Abuse, requiring that there be "clear evidence that substance use was
responsible for (or substantially contributed to) physical or psychological harm, including
impaired judgment or dysfunctional behavior, which may lead to disability or have
adverse consequences for interpersonal relationships™ (emphasis added). In contrast,
DSM-1V requires that the harm be manifested in terms of any one of four specified types
of problems involving the negative occupational, social, and interpersonal consequences
of substance use: failure to fulfill major role obligations, use in situations when
dangerous, legal problems, or continued use despite having persistent social or
interpersonal problems. Thus, the ICD-10 concept of harmful use includes more severe
consequences (i.e., actual physical or psychological harm) than the DSM-IV definition
would allow.

While ICD-10 and DSM-1V were in development, it was noted that the ICD-10
concept of harmful use and the DSM-1V concept of abuse might differ significantly
because of the ICD-10 requirement that substance use is responsible for causing actual
psychological or physical harm to the user rather than the potential for harm as in DSM-
IV (i.e., use in situations that might be physically hazardous does not require actual
negative consequences). This difference was ultimately eliminated by having the ICD-10
criteria make explicit that impaired judgment (e.g., as evidenced by putting oneself at
significant risk for immediate harm) counts as an example of substance-induced
psychological harm.

Other differences in the two definitions include:

1) ICD-10 specifies that the pattern has persisted for at least 1 month or has occurred
repeatedly during a 12-month period (which corresponds to the duration requirement in
DSM-111-R). DSM-1V does not specify duration, instead relying on the requirement that
there be a “pattern” of substance, leading to “recurrent” problems that occur within a 12-
month period.

2) The exclusion criteria differ in significant ways. DSM-1V conceptually separates
Substance Use Disorders (Dependence and Abuse) from Substance-Induced Disorders
(e.g., Intoxication, Withdrawal, Substance-Induced Psychotic Disorder, etc.) and
encourages co-morbid diagnoses of a Substance Use Disorder along with a Substance-
Induced Disorder since they cover different types of problems (Substance Use Disorders
are for problems in the pattern of substance use whereas Substance-Induced disorders are
for diagnosing the direct physiological effects of the substance on the central nervous
system). Therefore in DSM-1V, a diagnosis of Substance Abuse is excluded only by a
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diagnosis of Substance Dependence. In contrast, in ICD-10 a diagnosis of Harmful Use
is excluded by any other Substance-Related diagnosis (for the same substance during the
same time period) except for Acute Intoxication.

Likely Overlap: From a symptomatic perspective, the DSM-1V criteria are more
restrictive, requiring at least one of four specified types of problems. In contrast, ICD-10
makes a diagnosis of Harmful Use if there are any substance-related physical or
psychological problems. Thus, while all cases of DSM-IV Abuse would meet criteria for
ICD-10 Harmful Use, there are a number of cases of ICD-10 Harmful Use which would
not meet criteria for DSM-1V Abuse (e.g., a patient with alcohol-related gastric
bleeding). This is supported by the results of the DSM-IV Substance Field Trial which
showed higher rates of ICD-10 Harmful Use compared to DSM-1V Abuse when these
criteria are applied to the same patients (Cottler et al., 1995).

Note that since DSM-IV does not have a duration criterion for Abuse, there may
be some cases of DSM-1V Abuse that would not meet criteria for ICD-10 Harmful Use
on those grounds. Finally, the different exclusion criteria make the ICD-10 Harmful Use
definition much more restrictive in practice. Whereas in DSM-IV, patients with a
Substance-Induced Disorder like Withdrawal or Substance-Induced Psychotic Disorder
would almost invariably receive a co-morbid diagnosis of Substance Dependence or
Substance Abuse, in ICD-10 those who do not meet criteria for Substance Dependence
could not otherwise get a co-morbid diagnosis of Harmful Use.

F1x.2 Dependence

The ICD-10 and DSM-IV criteria are similar but not identical. ICD-10 has
included all of the seven DSM-1V items but condenses these into five criteria and adds a
sixth item describing drug-craving behavior (see table 2 below). The main differences
are in the duration requirement and course modifiers. 1CD-10 requires either a one-
month duration or repeated occurrences within a 12-month period. In contrast, DSM-1V
does not specify duration but instead requires that three or more of the items occur at any
time during the same 12-month period.

The main focus of the ICD-10 course modifiers is on whether the person is
actively using the drug, differentiating between current abstinence (F1x.20, F1x.21,
F1x.23), controlled use (F1x.22) and current use (F1x.24). For those patients who are
currently abstinent, ICD-10 differentiates between regular abstinence (F1x.20) for which
ICD-10 allows subspecification for early, partial and full remission, and abstinence
related to being in a protected environment (F1x.21) or to treatment with an aversive or
blocking drug (F1x.23). For those patients currently using the substance, ICD-10 further
allows for an indication of continuous use (F1x.25) and episodic use (F1x.26). The
DSM-1V course specifiers, on the other hand, apply only if criteria are no longer met for
dependence. The four remission specifiers (early partial remission, early full remission,
sustained partial remission, sustained full remission) appear to be analogous to the ICD-
10 subspecifiers for currently abstinent (early, partial, and full remission). However,
since no definitions are provided in ICD-10 for these subspecifiers, it is not clear whether
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they are meant to be mutually exclusive (in contrast to DSM-1V which uses early vs.
sustained in combination with partial vs. full) or how someone can be both abstinent and
in partial remission. Of the two remaining DSM-IV course specifiers, only the specifier
“In a Controlled Environment” appears to be equivalent to the ICD-10 specifier “In a
Protected Environment.” The remaining DSM-IV specifier, “On Agonist Therapy” is
for individuals being treated with an agonist (e.g., methadone) or a partial
agonist/antagonist (e.g., nalorphine). The corresponding ICD-10 specifier is intended
only for treatment with antagonists (e.g., naltrexone) or aversive agents (e.g., disulfiram).
Presumably individuals on methadone would continue to be diagnosed as having
substance dependence in ICD-10. There is no counterpart in DSM-1V to the ICD-10
specifiers continuous use and episodic use.

Table 2: Comparison of ICD-10 and DSM-1V Criteria for Substance Dependence

ICD-10 DSM-1V
strong desire or sense of compulsion to use @ no corresponding
the substance criteria
impaired capacity to control use as 2 combines DSM-1V
evidenced by the substance often being (3) and (4)
taken in larger amounts or over a longer
period than intended or by a persistent
desire or unsuccessful efforts to control
use..
physiologic withdrawal 3) corresponds to

DSM-1V (2)
tolerance 4) corresponds to
DSM-IV (1)
preoccupation with substance use as (5) combines DSM-1V
manifested by important interests being (5) and (6)
given up or reduced or a great deal of time
spent in activities necessary to obtain, take,
or recover from the effects of the substance
Persistent substance use despite clear (6) corresponds to
evidence of harmful consequences DSM-1V (7)

Likely Overlap: The criteria sets are sufficiently similar that the overlap is likely to be
quite high although some cases in which criteria are met for Dependence in one system
and not the other are certainly hypothetically possible. This high degree of concordance
is supported by the DSM-IV Field Trial which showed that the DSM-IV and ICD-10
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definitions of Dependence identified virtually the same group of patients. (Cottler et al.,

1995)

F1x.4 Withdrawal State

The main difference in the definitions is that the DSM-1V criteria specify that the
withdrawal symptoms must cause clinically significant distress or impairment. In
contrast, the ICD-10 criteria indicate only the presence of characteristic signs and
symptoms. As with Intoxication, the substance-specific definitions each differ slightly
between the two systems. The table below summarizes the similarities and differences.

Table 3: Comparison of ICD-10 and DSM-1V criteria for Substance Withdrawal

Alcohol

Opioid

Sedative/
Hypnotic

Cocaine

Both DSM-1V and
ICD-10

common symptoms
include hand tremor,
sweating, nausea or
vomiting, tachycardia,
psychomotor agitation,
insomnia, transient
hallucinations, grand
mal seizures

common symptoms
include rhinorrhea or
sneezing, lacrimation,
muscle aches, nausea or
vomiting, diarrhea,
pupillary dilatation,
piloerection or recurrent
chills, yawning, or
restless sleep

hand tremor, nausea or
vomiting, tachycardia,
psychomotor agitation,
insomnia, transient
hallucinations, grand
mal seizures

dysphoric mood,
fatigue, psychomotor
agitation or retardation,

Unique to ICD-10

three out of ten required;
additional symptoms
include tremor of tongue or
eyelid, headache, malaise
or weakness

three out of twelve
required; additional
symptoms include drug
craving, abdominal cramps,
tachycardia or hypertension

three out of eleven
required; also includes
tongue or eyelid tremor,
postural hypotension,
headache, malaise or
weakness, paranoid
ideation

two out of six (plus
dysphoric mood) required;
also includes craving for
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Unique to DSM-1V

two out of eight required;
also includes anxiety

three out of nine required,;
additional symptoms
include dysphoric mood,
fever

two out of eight required,;
also includes anxiety

two out of five (plus
dysphoric mood)



Other
stimulants
(including
caffeine)
compared to
DSM-1V
amphetamines

Other
stimulants
(including
caffeine)
compared to
DSM-1V
Caffeine

Tobacco
(nicotine in
DSM-1V)

increased appetite,
insomnia or
hypersomnia, vivid or
unpleasant dreams

dysphoric mood,
fatigue, psychomotor
agitation or retardation,
increased appetite,
insomnia or
hypersomnia, vivid or
unpleasant dreams

dysphoric mood, fatigue
or drowsiness

common symptoms
include anxiety,
dysphoric mood,
irritability or
restlessness, insomnia,
increased appetite,
difficulty in
concentrating

cocaine

two out of six (plus
dysphoric mood) required;
also includes craving for
stimulants

two out of six (plus
dysphoric mood) required;
also includes psychomotor
agitation or retardation,
increased appetite,
insomnia, vivid or
unpleasant dreams

two out of ten required;
additional symptoms
include craving, malaise or
weakness, increased cough,
and mouth ulceration

two out of five (plus
dysphoric mood)

one out of three required,;
also includes nausea or
vomiting

four out of eight required,
also includes decreased
heart rate

Likely Overlap: From a symptomatic perspective, the situation is similar to Intoxication.

While the criteria sets overlap considerably, there is a lot of potential for cases to meet
criteria in one system but not in the other and without informative empirical data, it is
difficult to speculate on the extent of non-overlap in actual cases. However, from a
severity perspective, the DSM-IV definitions are much more narrowly defined in that
they requires that the withdrawal symptoms be sufficiently severe so as to cause
clinically significant distress or impairment. Thus, there are potentially many cases of
ICD-10 Withdrawal State that would not meet criteria for DSM-IV Withdrawal.

F1x.4 Withdrawal Delirium

The differences in the definition of Substance Withdrawal Delirium between
ICD-10 and DSM-IV depend entirely on the underlying differences in the ICD-10 and
DSM-1V definitions of delirium, as discussed under F05.

F1x.5 Substance-Induced Psychotic Disorder
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The ICD-10 definition is more narrowly defined than DSM-IV in terms of onset
and duration. ICD-10 requires duration within 2 weeks of substance use (as opposed to
within one month in DSM-1V) and sets a maximum duration of 6 months (apparently
regardless of whether the person continues to take substances).

Likely Overlap: The ICD-10 definition is narrower than DSM-1V because of its duration
and onset requirements. Thus, for example, an individual with recurrent cocaine use who
has longstanding substance-induced delusions that have persisted for a year would not
meet criteria for ICD-10 Substance-Induced Psychotic Disorder but would under DSM-
(\VA

F1x.6 Amnesic Syndrome (Substance-Induced Persisting Amnestic Disorder in
DSM-1V)

The differences in the definition of Substance-Induced Amnestic Disorder
between ICD-10 and DSM-1V depend entirely on the underlying differences in the ICD-
10 and DSM-IV definitions of Amnestic Disorder, as discussed under FO06 (i.e., ICD-10
requirements that both loss of learning and recall of previously learning information be
present and the immediate recall be preserved).

F1x.70 Residual and Late-Onset Flashbacks

No definitions or criteria are provided for flashbacks in ICD-10. Cases of
flashbacks related to hallucinogen use are diagnosed in DSM-1V as Hallucinogen
Persisting Perception Disorder. Flashbacks related to other substances are not
diagnosable in DSM-IV except as Substance-Induced Disorder Not Otherwise Specified.

F1x.71 Residual and Late-Onset Personality or Behaviour Disorder

The DSM-IV Substance Workgroup decided that there was not sufficient
evidence to support including this disorder in DSM-IV. Cases diagnosed as F1x.71 in
ICD-10 would be classified as Substance-Induced Disorder Not Otherwise Specified in
DSM-1V.

F1x.72 Residual Affective Disorder

Differences between the ICD-10 and DSM-1V definitions of this disorder parallel
differences in the definitions of ICD-10 F06.3 Organic Mood Disorder and DSM-1V
Mood Disorder Due to a General Medical Condition, namely that the ICD-10 definition
requires that the mood symptoms meet the full duration and symptom requirements for a
disorder in F32-34 whereas DSM-1V only requires that the mood symptoms be
prominent, persistent, and predominate in the clinical presentation.

F1x.73 Dementia (Substance Persisting Dementia in DSM-1V)
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Differences between the ICD-10 definition and DSM-1V definition parallel
differences in the definitions of Dementia..

F1x.75 Late-Onset Psychotic Disorder

The disorder is for psychotic symptoms that have their onset from between 2 and
6 weeks after cessation of substance use. As discussed above in F1x.5, in DSM-1V
Substance-Induced Psychotic Disorder, the onset of the substances must be within the
first 4 weeks after cessation of substance use.

Likely Overlap: Part of ICD-10 Late-Onset Psychotic Disorder completely overlaps with
DSM-1V Substance-Induced Psychotic Disorder (i.e., those cases of DSM-IV with their
onset between 2 and 4 weeks after the cessation of psychotic symptoms). However,
those cases of ICD-10 Late-Onset Psychotic Disorder with the onset of psychotic
symptoms between 4 and 6 weeks would not qualify as a Substance-Induced Psychotic
Disorder in DSM-IV. Instead, DSM-IV recommends against considering such cases of
psychotic symptoms as being etiologically related to the substance use and instead
diagnosing a psychotic disorder from F2.

F20-F29 Schizophrenia, Schizotypal, and Delusional Disorders
General Criteria for Schizophrenia

The ICD-10 and DSM-1V criteria sets have many basic similarities but differ in a
number of ways. Symptomatically, the ICD-10 and DSM-1V are quite comparable. Both
the ICD-10 and DSM-IV offer two ways to satisfy the symptom requirement for
Schizophrenia: either having one symptom from a list of especially characteristic
symptoms (i.e., Schneiderian first rank symptoms and others) or alternatively having two
from a second list of psychotic symptoms. However, the specific symptoms comprising
the lists differ among the two systems. 1CD-10 offers a list of very specific types of
symptoms, including thought echo, thought insertion or withdrawal or thought
broadcasting; delusions of control, influence or passivity; hallucinatory voices giving a
running commentary or discussing the patient among themselves or persistent delusions
of other kinds that are “completely impossible.” The corresponding list in DSM-1V
contains two items: bizarre delusions (which would cover the three delusional symptoms
in the ICD-10 list) and auditory hallucinations also of the type described in ICD-10. The
second list in ICD-10 includes four items: hallucinations accompanied by delusions or
overvalued ideas; incoherence or irrelevant speech; catatonic behavior; and “negative”
symptoms. In contrast, DSM-IV offers a choice of five symptoms: delusions of any type;
hallucinations of any type; disorganized speech; catatonic or grossly disorganized
behavior, and negative symptoms. Both systems require these symptoms to be present
for most of the time for at least 1 month.

Perhaps the most significant difference is in duration. While both definitions
require at least 1 month of psychotic symptoms, DSM-IV requires that the total duration
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of the illness be at least 6 months (which can include prodromal and residual symptoms,
essentially milder versions of the definitional psychotic symptoms). Finally, DSM-IV
also requires that functioning since the onset of the illness be markedly below that
achieved prior to the onset.

The DSM-IV course modifiers were adapted from ICD-10. The main difference
is that in ICD-10, the episodic types are characterized by having negative symptoms (or
no symptoms) between episodes. These are further subtyped based on whether the
negative symptoms are progressive or stable. In DSM-1V, the episodic types are
characterized by the presence or absence of interepisode residual symptoms which may
be either negative symptoms or attenuated forms of the defining psychotic symptoms.

Likely Overlap: Even though the DSM-1V and ICD-10 symptom definitions differ in
form and content, the DSM-1V Field Trial showed that based on the symptom pattern
alone, the ICD-10 and DSM-IV definitions identified mostly the same patients (Flaum et
al., 1998). The main reasons for discordance in diagnoses were based on differences in
the duration requirement and in the boundary between schizophrenia and schizoaffective
disorder. Both systems mostly concurred on the diagnosis of individuals with a duration
of 6 months or longer (Schizophrenia) and on those with a duration of less than 1 month
(Brief Psychotic Disorder). The main difference occurs in those patients with a
(typically) first onset of psychotic symptoms lasting for at least 1 month but less than 6
months. In ICD-10, such individuals would be diagnosed as Schizophrenia whereas in
DSM-1V the diagnosis would be Schizophreniform Disorder.

F20.0 Paranoid Schizophrenia

ICD-10 definition requires that the delusions or hallucinations be prominent
whereas other specific symptoms (i.e., flattening or incongruity of affect, catatonic
symptoms, or incoherent speech) must not “dominate the clinical picture.” Although the
DSM-1V definition is similar, it is not identical; it requires that the individual be
preoccupied with one or more delusions or frequent hallucinations and that none of a list
of different specific symptoms (i.e., disorganized speech, disorganized or catatonic
behavior, or flat or inappropriate affect) be also prominent.

F20.1 Hebephrenic Schizophrenia (Disorganized Schizophrenia in DSM-1V)

The DSM-IV definition is more severe in that disorganized speech, disorganized
behavior and flat or inappropriate affect are all required. ICD-10 requires flat or
inappropriate affect and either disorganized speech or disorganized behavior.

F20.2 Catatonic Schizophrenia

The DSM-IV definition is more severe in that a minimum of two catatonic

features must be present. ICD-10 requires only one catatonic symptom lasting at least 2

weeks. The lists of catatonic symptoms share most features in common except for
echolalia and echopraxia (only in DSM-1V) and command automatism (only in ICD-10).
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F20.3 Undifferentiated Schizophrenia

ICD-10 allows for two ways to meet criteria for this subtype: either having
“insufficient symptoms” to meet the criteria for one of the other subtypes or else *“so
many symptoms that the criteria for more than one of the other subtypes is met.” DSM-
IV reserves this subtype only for cases that do not meet criteria for any of the other
subtypes.

F20.4 Post-schizophrenic Depression (Postpsychotic Depressive Disorder of
Schizophrenia in DSM-1V)

While not included as an “official” category in DSM-IV, Postpsychotic
Depressive Disorder of Schizophrenia is included in the DSM-1V Appendix for “Criteria
Sets and Axes Provided for Further Study.” The two definitions differ by virtue of the
DSM-1V criteria specifying that the depressive episode occur only during the residual
phase of Schizophrenia. This requirement was added to the DSM-1V definition to help
differentiate this disorder from Schizoaffective Disorder.

Likely Overlap: Those cases of ICD-10 Post-schizophrenia Depression where the
depressive episode is confined to periods in which the general criteria for Schizophrenia
(called the “active phase” in DSM-1V) are not met would be diagnosed in DSM-IV as
Postpsychotic Depressive Disorder of Schizophrenia. Cases where the depressive
episodes overlap with the active phase symptoms would most likely meet DSM-1V
criteria for Schizoaffective Disorder instead.

F20.5 Residual Schizophrenia

The ICD-10 definition requires that there be at least 12 months of negative
symptoms (four drawn from a possible list of six) in an individual for whom the general
criteria for Schizophrenia are not currently met. The DSM-1V definition is more broadly
defined in that the criteria also allow for two or more active phase symptoms to be
present in an attenuated form (e.g., odd beliefs, unusual perceptual experiences). DSM-
IV also does not specify a duration.

Likely Overlap: Whereas all cases of ICD-10 Residual Type would also meet criteria for
DSM-1V Residual Type (subject to the differences in the general definition of
Schizophrenia), many cases of DSM-IV Residual Type would not meet the ICD-10
criteria (e.g., those with attenuated positive symptoms, those with negative symptoms
lasting less than 12 months, those with three or fewer negative symptoms).

F20.6 Simple Schizophrenia (Simple Deteriorative Disorder in DSM-1V)
While not included as an “official” category in DSM-1V, Simple Deteriorative

Disorder is included in the DSM-IV Appendix for “Criteria Sets and Axes Provided for
Further Study.” The symptomatic criteria for the two definitions are similar but have
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somewhat different wording. 1CD-10 specifies that there be a significant change “in the
overall quality of some aspects of speech or personal behavior manifest as loss of drive or
interests, aimlessness, idleness, a self-absorbed attitude and social withdrawal.” The
corresponding criterion in DSM-1V requires “poor interpersonal rapport, social isolation,
or social withdrawal.” Furthermore, DSM-IV has a more restrictive exclusion
requirement, specifying that it be determined that no Personality, Mood, or Anxiety
Disorder better accounts for the symptoms.

F21 Schizotypal Disorder

In DSM-1V, this disorder is considered to be a type of Personality Disorder. The
nine-item ICD-10 and DSM-1V criteria sets share six items in common (inappropriate or
constricted affect, odd behavior or appearance, odd beliefs or magical thinking,
suspiciousness or paranoid ideas, unusual perceptual experiences, and odd thinking or
speech. The three items in ICD-10 (but not in DSM-1V) are: poor rapport with others
and a tendency to social withdrawal, ruminations without inner resistance, and transient
quasi-psychotic episodes. The three items in DSM-IV (and not ICD-10) are: ideas of
reference, lack of close friends or confidants, and excessive social anxiety. The
diagnostic thresholds also differ, with ICD-10 requiring at least four out of the nine items
and DSM-1V requiring at least five.

Another difference concerns the exclusion criterion. ICD-10 disallows the
diagnosis of Schizotypal Disorder if the criteria have ever been met for Schizophrenia.
In contrast, DSM-1V allows the diagnosis so long as it does not occur exclusively during
the course of Schizophrenia, a Mood Disorder With Psychotic Features, another
Psychotic Disorder, or a Pervasive Developmental Disorder. Thus, a patient with
Schizotypal Personality Disorder who goes on to develop Schizophrenia would be
diagnosed as Schizotypal Personality Disorder (Premorbid) so long as the symptoms of
Schizotypal Personality Disorder are evident during periods of remission.

Likely Overlap: Although the two definitions share only six out of nine symptoms, they
probably diagnose more or less the same group of patients. The three DSM-1V criteria,
while not explicitly mentioned among the nine ICD-10 criteria, are likely to be covered:
having few friends and social anxiety is certainly closely associated with the ICD-10 item
“poor rapport with others and a tendency toward social withdrawal,” and ideas of
reference might be covered under either odd beliefs or by the “delusion-like ideas” that
characterize the transient quasi-psychotic episodes. Looking from the opposite direction,
certainly the ICD-10 poor rapport and social withdrawal is likely covered by the DSM-1V
few friends and excessive social anxiety criteria. While the ICD-10 criterion for transient
quasi-like psychotic episodes is not part of the DSM-1V definition, this feature is
included in the “Associated Features” section of the DSM-IV text. Only the ICD-10
ruminations item has no counterpart in DSM-1V. However, since both the ICD-10 and
DSM-1V criteria are polythetic, it is unlikely that this single item mismatch among a total
of nine items would have much diagnostic significance
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F22.0 Delusional Disorder

Both ICD-10 and DSM-IV define Delusional Disorder as persistent delusions
with a content other than completely impossible or culturally inappropriate (called non-
bizarre in DSM-IV). The main difference in the definitions concern the minimum
duration: 3 months in ICD-10 vs. 1 month in DSM-1V. The two definitions also differ
somewhat regarding accompanying mood symptoms. ICD-10 allows depressive
symptoms “to be present intermittently provided that the delusions persist at times when
there is no disturbance of mood.” In contrast, DSM-IV focuses on the relative duration
of delusions vs. mood episodes, requiring that the duration of the mood episodes be brief
relative to the duration of the delusional periods.

Likely Overlap: DSM-1V is more permissive than ICD-10 with regard to minimum
duration (1 month vs. 3 months) whereas DSM-IV is stricter with regard to allowable
mood symptoms (although how much so is not clear since “brief” is not defined in DSM-
IV). Cases of DSM-IV Delusional Disorder lasting from between 1 and 3 months would
be diagnosed in ICD-10 in F23.

F23 Acute and Transient Psychotic Disorders (Brief Psychotic Disorder in DSM-1V)

This is perhaps the diagnostic area with the most complicated cross-walking rules
(and subsequent discordances) between ICD-10 and DSM-1V. ICD-10 includes four
disorders to cover acute and transient psychotic disorders, which differ based on types of
psychotic symptoms (i.e., with or without symptoms of schizophrenia) and course (i.e.,
whether or not they are polymorphic). In contrast, DSM-1V includes only one disorder
for psychotic presentations with a duration of at least 1 day but less than 1 month,
regardless of type or course of the psychotic symptoms. The crosswalking is complicated
by the fact that the ICD-10 disorders have differing maximum durations depending on the
type of symptoms (i.e., 1 month for Schizophrenia-like symptoms and 3 months for
predominantly delusional symptoms). Table 4 indicates the crosswalking rules for each
of the ICD-10 acute psychotic disorders.

Table 4: Crosswalk Between ICD-10 and DSM-1V Brief Psychotic Disorders

ICD-10 Acute and DSM-1V Brief DSM-1V DSM-1V Psychotic
Transient Psychotic Psychotic Delusional Disorder NOS
Dlsorders Disorder Disorder
F23.0 Acute if duration at least  if duration is if duration is less
Polymorphic Psychotic 1 day but less than  between 1 and 3 than 1 day or
Disorder w/o symptoms 1 month months and between 1 and 3
of Schizophrenia symptoms are non- months and
bizarre delusions ~ symptoms are other
only than non-bizarre

delusions (e.g.,
hallucinations)
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F23.1 Acute
Polymorphic Psychotic
Disorder with symptoms
of Schizophrenia

F23.2 Acute
Schizophrenia-Like
Psychotic Disorder

F23.3 Other Acute
Predominantly
Delusional Psychotic
Disorder

if duration at least
1 day but less than
1 month

if duration at least
1 day but less than
1 month

if duration at least
1 day but less than
1 month

if duration is
between 1 and 3
months and
symptoms are non-
bizarre delusions
only

if duration is less
than 1 day

if duration is less
than 1 day

if duration is less
than 1 day or
between 1 and 3
months and
symptoms are other
than non-bizarre
delusions (e.g.,
hallucinations)

F24 Induced Psychotic Disorder (Shared Psychotic Disorder in DSM-1V)

Although the wording differs, the two criteria sets define the same condition.

F25 Schizoaffective Disorder

The ICD-10 and DSM-1V definitions are similar in that they both require periods
of significant mood symptoms (i.e., that the full criteria be met for a mood episode) and
significant schizophrenia-like psychotic symptoms, which must occur concurrently
during the same episode of the disorder. The definitions differ significantly with respect
to the required relationship between the mood and psychotic symptoms. The ICD-10
diagnosis “depends on an approximate balance between the number, severity, and
duration of schizophrenic and affective symptoms.” In contrast, DSM-IV requires that 1)
delusions or hallucinations occur for at least 2 weeks in the absence of prominent mood
symptoms; and that the mood symptoms are present for a substantial portion of the total

duration of the illness.

Likely Overlap: While the two criteria sets will certainly define many cases in common
(for example, the patient with one month of depression, followed by a period of
concurrent mood and bizarre delusions, followed by a one month period of bizarre
delusions that persist even after the depression has remitted), each defines certain cases
as Schizoaffective that would not qualify for that diagnosis in the other system. For
example, a patient with concurrent bizarre delusions and depressive symptoms would be
classified as Schizoaffective Disorder in ICD-10 but would be considered to have a
Major Depressive Episode with psychotic symptoms in DSM-IV (due to the lack of a
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period of delusions without prominent mood). Similarly, a patient with 4 months of
bizarre delusions in the absence of prominent depressive symptoms who then goes on to
have 6 months of concurrent depressive and bizarre delusions would qualify for a
diagnosis of Schizoaffective Disorder in DSM-IV but not in ICD-10 (instead, the ICD-10
diagnosis would be Schizophrenia).

F30-F39 Mood Disorders

F30.0 Hypomania (Not a codable condition in DSM-1V; only diagnosed in context
of Bipolar Il Disorder)

The ICD-10 and DSM-1V definitions both require elevated or irritable mood
lasting at least 4 days. The criteria sets differ both in their lists of accompanying
symptoms and in the minimum required number of items. Both criteria sets have the
following symptoms in common: increased activity or physical restlessness, increased
talkativeness, distractibility, decreased need for sleep, and irresponsible or reckless
behavior. ICD-10 includes two additional items: increased sexual energy and increased
sociability or over-familiarity, and allows difficulty in concentration as an alternative for
distractibility. DSM-IV also includes two additional items, inflated self-esteem or
grandiosity and flight of ideas, and mentions social and sexual activity as examples of
increased goal-directed activity (an item that both ICD-10 and DSM-IV already have in
common). While both definitions require three out of seven items when mood is
elevated, DSM-1V requires that there be four items if the mood is only irritable (as ICD-
10 does for its definition of mania). Furthermore, DSM-1V has some additional
requirements that help to delineate it from “normal” good mood: a requirement that the
episode be associated with an unequivocal change in functioning that is uncharacteristic
of the person and that the disturbance in mood and change in functioning be observable
by others.

Likely Overlap: Although both definitions appear to have similar diagnostic thresholds
(i.e., three out of seven items), the ICD-10 definition defines a potentially much less
severe disturbance than does DSM-1V. For example, an individual with symptoms of
increased activity at work, increased sociability, and increased sexual activity would
meet criteria for hypomania in ICD-10 (items (1), (5), and (7) being met), whereas all
three symptoms would only count toward the single DSM-IV item “increase in goal-
directed activity (either socially, at work or school, or sexually).” Furthermore, the
additional DSM-1V requirements that the disturbance cause an unequivocal change in
functioning and be observable by others would also tend to select for more severe cases.

F30.1 Mania Without Psychotic Symptoms (Bipolar Disorder, Single Manic Episode
in DSM-1V)

The ICD-10 and DSM-1V definitions both require abnormally elevated or irritable
mood lasting at least one week (or less if hospitalization is required). The ICD-10 set of
accompanying symptoms includes all seven of the items in the DSM-IV definition but
also contains two additional items: marked sexual energy or indiscretions and loss of
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normal social inhibitions. However, the minimum number of required items in ICD-10
remains the same as the number in DSM-IV (i.e., three items if mood is euphoric, four
items if mood is irritable). Finally, although both DSM-IV and ICD-10 exclude a
diagnosis if the symptoms are due to a medical condition or substance use, DSM-1V also
excludes manic-like episodes caused by somatic antidepressant treatment from counting
towards a diagnosis of Bipolar | Disorder; ICD-10 makes no mention of this and
presumably would count such episodes towards a diagnosis of Bipolar Disorder. (This
applies to Mania With Psychotic Symptoms as well).

Likely Overlap: The diagnostic threshold in the ICD-10 criteria set is lower than in
DSM-1V since three (or four) out of nine items is required in ICD-10 as opposed to three
(or four) out of seven items.

F30.2 Mania with psychotic symptoms

ICD-10 excludes those delusions or hallucinations that are “completely
impossible or culturally inappropriate and hallucinations that are in the third person or
are giving a running commentary.” In contrast, in DSM-1V such delusions or
hallucinations are consistent with a diagnosis of Manic Episode With Psychotic Features-
-DSM-1V allows delusions or hallucinations of any kind. Both systems define a mood-
congruent and mood-incongruent subtype in the same way.

Likely Overlap: The DSM-IV definition is more inclusive than the ICD-10 definition.
Presentations meeting the full criteria for a manic episode that are accompanied by
schizophrenic-like delusions or hallucinations would be diagnosed as Manic Episode
with Psychotic Features in DSM-IV and either Schizoaffective Disorder or Schizophrenia
in ICD-10.

F31 Bipolar Affective Disorder (Bipolar I or Bipolar 11 Disorder in DSM-1V)

The ICD-10 definition of Bipolar Affective Disorder differs from the DSM-1V
definitions in two ways. In ICD-10, a diagnosis of Bipolar Affective Disorder requires
that there be recurrent mood episodes (i.e., more than one), whereas in DSM-IV a single
manic or mixed episode is sufficient for a diagnosis of Bipolar I Disorder. (In ICD-10 a
single manic or mixed episode is diagnosed as F30.1 or F30.2 Mania or F38.00 Mixed
Affective Episode.) More importantly, DSM-IV makes a fundamental distinction
between those cases of Bipolar Affective Disorder that include at least one manic or
mixed episode (called Bipolar | Disorder), and those cases that only have hypomanic
episodes and major depressive episodes in the absence of a history of manic or mixed
episodes (Bipolar Il Disorder). 1CD-10 makes no such distinction, using the Bipolar
Affective Disorder label to apply to any recurrent mood disorder that includes at least one
hypomanic, manic, or mixed episode. Finally, while both DSM-1V and ICD-10
demarcate episodes by either a change in polarity or a period of remission, DSM-IV
specifies that the minimum duration of the period of remission be two months.
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Likely Overlap: Each of the ICD-10 F30 and F31 disorders have a corresponding disorder
in the DSM-IV Bipolar section (see Table 5) with two exceptions: 1) F30.0 Hypomania
would not qualify for a diagnosis of a mental disorder in DSM-1V because it does not

meet the basic requirement of clinical significance that is part of the definition of a
mental disorder in DSM-IV; and 2) cases of F31.0 without any manic mixed, or

depressive episodes (i.e., consisting of recurrent hypomanic episodes only) do not meet
the basic requirements of either Bipolar | or Bipolar Il Disorder and would have to be
diagnosed as Bipolar Disorder Not Otherwise Specified in DSM-IV.

Table 5: Correspondence Between ICD-10 and DSM-1V Diagnoses of Bipolar

Disorder

ICD-10 Disorders

F30.0 Hypomania

F30.1 Mania w/o
Psychotic
Symptoms

F30.2 Mania With
Psychotic
Symptoms

F31.0 Bipolar,
current episode
hypomanic

F31.1 Bipolar,
current episode
manic without

Bipolar |
Disorder,
Single
Manic
Episode

Mild/

Moderate/

Severe

With
Psychotic
Features

DSM-1V Disorders

Bipolar I Disorder

Most Recent Episode
Hypomanic (if at least

one past manic or
mixed episode)

Most Recent Episode

Manic,
Mild/Moderate/

Bipolar 11
Disorder

Hypomanic (if
no past manic
or mixed
episodes)
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Bipolar
Disorder Not
Otherwise
Specified

single hypo-
manic episode
is generally
not
considered to
be a mental
disorder in
DSM-1V

if recurrent
hypomanic
episodes only



psychotic features Severe

F31.2 Bipolar, Most Recent Episode

current episode Manic With Psychotic

manic with Features

psychotic

symptoms

F31.3 Bipolar, Most Recent Depressed (if
current episode Episode Depressed, no past manic
moderate or mild mild/moderate (if at or mixed
depression least one past manic or episodes)

mixed episode)

F31.4 Bipolar, Most Recent Episode  Depressed (if

current episode Depressed, Severe (if ~ no past manic

severe depression at least one past manic  or mixed

without psychotic or mixed episode) episodes)

features

F31.5 Bipolar, Most Recent Episode  Depressed (if

current episode Depressed With no past manic

severe depression Psychotic Features (if  or mixed

with psychotic at least one manic or  episodes)

features mixed episode)

F31.6 Bipolar, Most Recent

current episode Episode Mixed,

mixed Mild/Moderate/Severe

F31.7 Bipolar, Most Recent Episode  Hypomanic/

currently in Manic/Mixed/ Depressed (if

remission Hypomanic/ no past manic
Depressed, in or mixed

Partial/Full Remission  episodes)
(if at least one manic

or mixed episode in

past)

F32.0-F32.2 Depressive Episode (Major Depressive Disorder, Single Episode, in
DSM-1V), mild, moderate, severe without psychotic symptoms
The ICD-10 and DSM-1V criteria sets defining a depressive episode are almost

identical, but unfortunately they are sufficiently different so as to not define the same
groups of individuals as having a major depressive episode.
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1) Although both definitions have eight items in common (i.e., depressed mood, loss of
interest, decreased energy or increased fatiguability, recurrent thoughts of death or
suicidal behavior, inability to concentrate or indecisiveness, psychomotor agitation or
retardation, sleep disturbance, and change in appetite or weight), they differ on the
remaining items. ICD-10 has two additional items: loss of confidence or self esteem and
inappropriate or excessive guilt, whereas DSM-IV has one additional item that combines
the inappropriate or excessive guilt with feelings of worthlessness (which is qualitatively
more severe than loss of confidence or self-esteem).

2) The structure of the diagnostic algorithms also differs between the two systems. ICD-
10 groups the items into two sets: one containing the three items depressed mood, loss of
interest, and decreased energy and the other set containing the remaining seven items.
The ICD-10 diagnostic thresholds are specified in terms of the number of items required
from each of the two sets. DSM-1V instead presents the nine items in one set but
indicates that either depressed mood or loss of interest is required for a diagnosis of
Major Depressive Episode.

3) ICD-10 provides separate diagnostic thresholds for each of the different severity
levels: a minimum of four out of ten symptoms defines mild, six out of ten symptoms
defines moderate, and eight out of ten symptoms defines severe. Furthermore, the ICD-
10 diagnostic algorithm gives special significance to three symptoms in particular (i.e.,
depressed mood, loss of interest, and decreased energy) by requiring that there be at least
two out of three for the mild and moderate types, and three out of three for the severe
type. As discussed above, DSM-1V has a single nine-item criteria set and requires that at
least five items be present, and also gives special priority to depressed mood and loss of
interest by requiring that at least one of them be present. Severity specifiers in DSM-1V
are assigned only after the five-out-of-nine diagnostic threshold for a Major Depressive
Episode has been met and are based on how many items in excess of the threshold are
present combined with the level of functional impairment (i.e., “mild” is for few, if any,
symptoms above the threshold and no more than minor impairment in functioning,
“moderate” is intermediate, and “severe” is for several symptoms in excess of the
minimum threshold plus marked interference with functioning).

4) The ICD-10 criteria do not mention any exclusion based on bereavement whereas
DSM-1V excludes a diagnosis if the depressive disturbance is better accounted for by
bereavement. DSM-1V considers depression following the loss of a loved one to be
pathological bereavement (which would qualify for a diagnosis of major depression) if
the depression is prolonged (lasting more than 2 months) or if it includes certain features
uncharacteristic of a normal grief reaction (i.e., marked functional impairment, morbid
preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or
psychomotor retardation).

Likely Overlap: Given that the two definitions share eight items in common, one would
expect the overlap to be considerable. However, the differences in the definitions lead to
cases that will meet criteria under one definition and not the other. Examples of cases
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that meet criteria under the ICD-10 definition and not the DSM-1V definition include: 1)
cases of Mild Depressive Episode with a total of four symptoms (five is the minimum
required in DSM-1V, even for the mildest cases); 2) ICD-10 mild depressive episodes
occurring in response to the death of a loved one; and 3) ICD-10 mild depressive
episodes with five depressive symptoms including loss of confidence or self-esteem as
one of the symptoms (which is less severe than the “worthlessness” item in DSM-IV.
Examples of cases that meet criteria under the DSM-1V definition and not the ICD-10
definition include a DSM-IV Major Depressive Episode with depressed mood and four
symptoms other than loss of interest or decreased energy (which violates the ICD-10
requirement of two out of three defining symptoms).

F32.3 Severe depressive episode with psychotic symptoms

The ICD-10 criteria for indicating psychotic features requires that the criteria also
be met for “severe depressive episode” (i.e., eight out of ten items total, and all three of
depressed mood, loss of interest, and decreased energy). Depressive episodes with
psychotic symptoms that are otherwise less symptomatically severe therefore cannot be
indicated using the “psychotic symptoms” specifier in ICD-10. The DSM-1V literature
review documented that although psychotic symptoms typically occur in the most severe
cases, this is not necessarily the case (Schatzberg & Rothschild, 1996). Although the
corresponding DSM-1V subtype is labeled “Severe With Psychotic Features” to be
compatible in name with ICD-10, the definition of this subtype does not require that the
depressive episode be severe; only that delusions or hallucinations (of any kind) must be
present. Note that “depressive stupor” accompanying a depressive episode (diagnosed
as “Severe With Psychotic symptoms” in ICD-10) is diagnosed as “With Catatonic
Features” in DSM-IV.

|

ICD-10 places restrictions on the type of delusions or hallucinations that are
allowed. It excludes those delusions or hallucinations that are “completely impossible or
culturally inappropriate and hallucinations that are in the third person or are giving a
running commentary.” In contrast, in DSM-IV such delusions or hallucinations are
consistent with a diagnosis of Major Depressive Episode With Psychotic Features. Both
systems define a mood-congruent and mood-incongruent subtype in the same way.

Likely Overlap: The DSM-IV definition is more inclusive than the ICD-10 definition.
Presentations meeting the full criteria for a major depressive episode that are
accompanied by schizophrenic-like delusions or hallucinations would be diagnosed as
Major Depressive Episode with Psychotic Features in DSM-1V and either
Schizoaffective Disorder or Schizophrenia in ICD-10.

Somatic Syndrome (With Melancholic Features specifier in DSM-1V)
The criteria sets for this specifier for a Depressive Episode share a number of
features but have different algorithmic structures. They both include loss of interest or

pleasure, lack of reactivity, early morning awakening, depression worse in morning,
psychomotor retardation or agitation, appetite loss, and weight loss. 1CD-10 includes one
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additional item (loss of libido), whereas the DSM-1V item set also includes a distinct
quality to the mood and excessive or inappropriate guilt. Although both have a similar
symptom threshold count (four symptoms required), ICD-10 requires a simple four out of
eight, whereas DSM-IV gives special emphasis to loss of interest and lack of mood
reactivity, requiring one of these for the diagnosis of the specifier.

Likely Overlap: DSM-1V provides a more strict definition by requiring that all cases
have either loss of pleasure or lack of mood reactivity.

F33 Recurrent Depressive Disorder (Major Depressive Disorder, Recurrent in
DSM-1V)

DSM-1V includes a single category for Major Depressive Disorder with two
subtypes; single episode and recurrent, reflecting the belief that they are part of the same
iliness. ICD-10, on the other hand, has two separate categories; F32 for a depressive
episode, and F33 for recurrent depressive disorder. The actual criteria defining
recurrence are significantly different in the two systems. 1CD-10 requires that there be
“at least 2 months free from any significant mood symptoms,” whereas DSM-1V requires
“an interval of at least 2 consecutive months in which criteria are not met for a Major
Depressive Episode.

Likely Overlap: ICD-10 is much more stringent, requiring more or less a 2-month period
of full remission in between the episodes. In contrast, DSM-IV would consider an
individual to have had separate episodes if the depression improves only so much as to
bring the symptom count down from five symptoms to four for at least 2 months. Thus,
an individual with a waxing and waning course of chronic depression would be
considered to have a single episode in ICD-10 but multiple episodes (i.e., those periods
of time in which the depression increased above the threshold for a major depressive
episode) in DSM-IV.

F34.0 Cyclothymia (Cyclothymic Disorder in DSM-1V)

Although the constructs are conceptually similar in the two systems (i.e., a 2 year
interval with periods of depression and hypomania not meeting full criteria for a manic or
major depressive episode), they are operationalized quite differently in the two systems.

1) The ICD-10 Diagnostic Criteria for Research provides specific lists of symptoms that
must be associated with the periods of depressed mood and hypomania, each of
which differ from the ICD-10 item sets for dysthymia and hypomanic episodes. In
contrast, the DSM-IV criteria do not provide symptom lists at all. .

2) DSM-1V reduces the required duration from two years to one year for children and
adolescents; ICD-10 makes no such provision.

3) DSM-1V requires that there be no Major Depressive or Manic Episodes “during the
first 2 years of the disturbance,” allowing such episodes only after the 2 year period
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free of mood episodes has been established. While ICD-10 similarly requires a 2 year
period without Major Depressive or Manic Episodes, this period can be preceded by
Major Depressive or Manic Episodes.

4) DSM-1V excludes cases in which the symptoms are due to the direct physiological
effects of a substance or general medical condition; ICD-10 includes no such
exclusion.

Likely Overlap: Although symptomatically the ICD-10 criteria appear more stringent in
that a specific pattern of depressive symptoms is required (three out of eight in contrast to
DSM-1V’s requirement for depressive symptoms not meeting criteria for MDE), this
difference is unlikely to result in significant differences in terms of identified cases. The
ICD-10 criteria are more narrow when applied to children and adolescents (given the 2
year duration in ICD-10 vs. 1 year duration requirement in DSM-1V) but more broad in
terms of not requiring the absence of an organic etiology (although given the requirement
for a two year period of persistently disturbed mood, actual cases due to a substance or
general medical condition are likely to be rare). The ICD-10 definition is also broader in
terms of its relationship with prior Major Depressive or Manic Episodes. Cases with
Manic Episodes and Depressive Episodes followed by a 2 year period of ups and downs
not meeting criteria for full mood episodes would be diagnosed as Cyclothymia plus
Bipolar Disorder in ICD-10, whereas such cases would be diagnosed as Bipolar Disorder
in partial remission in DSM-1V.

F34.1 Dysthymia (Dysthymic Disorder in DSM-1V)

While both DSM-IV and ICD-10 require a 2 year period of depressed mood, ICD-
10 requires that the depressed mood be “constant or constantly recurring” whereas DSM-
IV only requires that the depressed mood be present “more days than not” (i.e., at least
50% of the time). Regarding symptoms that must accompany the depressed mood, ICD-
10 requires that there must be three items present from a list of eleven symptoms (which
includes five of the six DSM-IV items; items not on the DSM-1V list include frequent
tearfulness, loss of interest in or enjoyment of sex or other pleasurable activities, a
perceived inability to cope with the routine responsibilities of everyday life, pessimism
about the future or brooding over the past, social withdrawal, and reduced talkativeness).
DSM-1V requires two symptoms from a list of six; five of which are essentially part of
the eleven ICD-10 symptoms (although worded differently); only “poor appetite or
overeating” appear on the DSM-1V list. DSM-IV includes two modifications to facilitate
the application of the criteria to children or adolescents: the mood can be irritable instead
of depressed and a duration of only one year is allowed. 1CD-10 does not exclude cases
in which the depressive symptoms are due to substance use or a general medical
condition (although the likelihood that a substance or GMC would cause 2 years of
depression is probably low). Finally, while ICD-10 restricts co-occurring Major
Depressive Episodes to "none or very few” during the 2-year period, DSM-IV does not
allow any Major Depressive Episodes during the first 2 years of the disturbance
(analogous to a similar requirement in Cyclothymic Disorder).
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Likely Overlap: ICD-10 is clearly narrower in its requirement that the depression be
“constant or constantly recurring” and is more narrow in its application to children and
adolescents. The difference in symptom requirement (2 out of 6 vs. 3 out of 11) is of
unclear significance—empirical data would be informative here. DSM-IV is stricter in
its not allowing any Major Depressive Episodes during the 2 year period.

F38.00 Mixed affective Episode (uncodable type of episode that is part of Bipolar
Disorder in DSM-1V)

In DSM-1V, “mixed” episodes are considered to be a type of manic episode and
like a manic episode, a single mixed episode is sufficient to qualify for a diagnosis of
Bipolar | Disorder. In ICD-10, mixed episodes are defined as a distinct third type of
affective episode. ICD-10 requires a “mixture or a rapid alternation (i.e., within a few
hours) of hypomanic, manic, and depressive symptoms, and that manic and depressive
symptoms must be prominent most of the time during a period of at least 2 weeks. DSM-
IV requires that the criteria be met for both a manic episode and a major depressive
episode nearly every day during at least a 1 week period, but does not specify any pattern
of symptoms. Finally, DSM-IV includes an exclusion criterion for symptoms due to a
substance or GMC whereas ICD-10 has no such exclusion, which was probably on
oversight.

Likely Overlap: The ICD-10 definition is more stringent by virtue of requiring 2 weeks
of symptoms (as opposed to only 1 week in DSM-1V). The differences in symptom
pattern appear minor.

F38.10 Recurrent brief depressive disorder

While not included as an “official” category in DSM-IV, recurrent brief
depressive disorder is included in the DSM-IV Appendix for “Criteria Sets and Axes
Provided for Further Study.” The definitions are very similar with only a few exceptions.
Whereas DSM-1V requires a minimum duration of at least 2 days (but less than 2 weeks),
ICD-10 only requires that the episodes last less than two weeks; no minimum duration is
specified (although the criterion does say that the episodes “typically last 2-3 days”).
While DSM-1V requires a minimum frequency of at least once a month for 12
consecutive months, ICD-10 indicates that the episodes “have occurred about once a
month over the past year,” suggesting that more frequent episodes might exclude the
diagnosis, although this is unclear.

Likely Overlap: DSM-1V is more narrowly defined in terms of setting a minimum
duration of 2 days but is more broadly defined in terms of allowing for more than 12
episodes a year.

F40 Phobic anxiety disorders

F40.0 Agoraphobia
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Agoraphobia is conceptualized differently in ICD-10 and DSM-IV. In DSM-IV,
agoraphobia is defined as being secondary to panic attacks or panic-like symptoms.
Specifically, the definition of agoraphobia requires that focus of the anxiety is about
being in places or situations from which escape might be difficult or embarrassing or in
which help may not be available in the event of having an unexpected or situationally-
predisposed panic attack or panic-like symptoms. Reflecting the primary/secondary
conceptualization of panic disorder and agoraphobia, Panic Disorder is subtyped as
“With Agoraphobia” and “Without Agoraphobia.” Agoraphobia without Panic is a
separate category in DSM-IV.

In contrast, the ICD-10 definition is couched in terms of specific situations that
are feared or avoided (i.e., crowds, public places, traveling alone, traveling away from
home). 1CD-10 also requires that there be at least two symptoms of anxiety (drawn from
the same list of fourteen symptom used in the definition of a panic attack) on at least one
occasion and that these anxiety symptoms be "restricted to, or predominate in, the feared
situations or contemplation of the feared situations.” Agoraphobia is subtyped in ICD-10
as “With Panic Disorder” or “Without Panic Disorder”

Likely Overlap: The ICD-10 definition is more restrictive than the DSM-1V definition
because it limits the scenarios of avoided situations to only four and requires that there be
avoidance of at least two of the four situations. By not specifying the avoided situations,
the DSM-1V definition is potentially much broader, allowing any avoided situation so
long as the person avoids the situation because of a fear of a panic attack or panic-like
symptoms. It is likely that virtually all cases of ICD-10 agoraphobia would meet criteria
for DSM-IV agoraphobia, since the avoidance of multiple situations is most likely related
to a fear of having a panic attack across a number of situations.

F40.1 Social Phobia

ICD-10 defines the phobia as fear OR avoidance of social situations, whereas
DSM-1V requires fear AND either avoidance or endurance with extreme anxiety. While
both DSM-IV and ICD-10 require anxiety upon exposure to social situations, ICD-10
specifies that at least two symptoms of anxiety (i.e., from the list of fourteen panic
symptoms) be present together on at least one occasion along with at least one of the
following anxiety symptoms: blushing or shaking, fear of vomiting, and urgency or fear
of micturition or defecation.

Each system imposes some requirements not addressed by the other. DSM-IV
requires that exposure to the feared social situation “almost invariably” provokes anxiety,
that the avoidance, anticipation or distress interfere significantly with the person’s
normal routine, occupational functioning or social activities and relationships or else
there is marked distress about having the phobia; and that the duration is at least 6
months for those under age 18. Additionally,, if a general medical condition or another
mental disorder is present, the fear is unrelated to it. 1CD-10, on the other hand, requires
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that the anxiety symptoms be "restricted to, or predominate in, the feared situations or
contemplation of the feared situations.”

Likely Overlap: While it appears that both DSM-1V and ICD-10 define mostly the same
individuals as having social phobia, some discordant cases are possible (e.g., a 12 year
old with only a few months of these symptoms would be diagnosed in ICD-10 and not
DSM-1V).

F40.2 Specific (Isolated) Phobia

ICD-10 defines the phobia as fear OR avoidance of a specific object or situation,
whereas DSM-IV requires fear AND either avoidance or endurance with extreme
anxiety.

Each system imposes some requirements not addressed by the other. DSM-IV requires
that exposure to the phobic stimulus “almost invariably” provokes anxiety, that the
avoidance, anticipation or distress interfere significantly with the person’s normal
routine, occupational functioning or social activities and relationships or else there is
marked distress about having the phobia; and that the duration is at least 6 months for
those under age 18. ICD-10, on the other hand, requires that the anxiety symptoms be
"restricted to, or predominate in, the feared situations or contemplation of the feared
situations.”

Likely Overlap: While it appears that both DSM-1V and ICD-10 define mostly the same
individuals as having specific phobia, some discordant cases are possible (e.g., a 12 year
old with only a few months of these symptoms would be diagnosed in ICD-10 and not
DSM-IV).

F41.0 Panic Disorder

The ICD-10 Diagnostic Criteria for Research for a panic attack are identical to the
DSM-1V criteria set except that ICD-10 includes an additional item (i.e., dry mouth). In
contrast to DSM-1V, which requires any four out of the list of thirteen symptoms, the
ICD-10 algorithm requires that at least one of the four symptoms be “palpitations,
sweating, trembling, or dry mouth. Although both classifications note that the symptoms
start abruptly, ICD-10 indicates that they reach a maximum “within a few minutes,”
whereas DSM-IV indicates that they reach a peak “within 10 minutes.”

DSM-IV and ICD-10 differ in how they describe the nature of the relationship of
the panic attacks to triggering circumstances. DSM-1V indicates that the panic attacks
must be “unexpected” (without defining precisely what that means) whereas ICD-10
requires that the panic attacks “are not consistently associated with a specific situation or
object and that they often occur spontaneously (i.e., the episodes are unpredictable)” and
are “not associated with marked exertion or with exposure to dangerous and life-
threatening situations.” Although it may appear that the ICD-10 wording is simply an
operationalization of the DSM-1V concept of “unexpected,” the difference in wording
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may lead to significant diagnostic discordance. Although panic attacks in panic disorder
must by definition be “unexpected” to start with, over time the person may start to
associate the panic attacks with certain environmental cues so that the attacks eventually
become “situationally-predisposed” (i.e., the person is more likely to have a panic attack
in such situations). The ICD-10 criterion requiring that the attacks not be “consistently
associated with a specific situation or object” would seem to exclude a diagnosis of panic
disorder in these cases.

In addition to requiring that the unexpected attacks be recurrent, DSM-1V
includes an additional measure of severity, namely the requirement that at least one of the
attacks be followed by one month or more of (a) persistent concern about having
additional attacks; (b) worry about the implications of the attack or its consequences; or
(c) a significant change in behavior related to the attacks. ICD-10 has no such
requirement.

ICD-10 excludes a diagnosis of panic attacks that are due to another mental
disorder such as schizophrenia, a mood disorder, or a somatoform disorder. There is no
such exclusion in DSM-IV (although there was in DSM-III-R).

Finally, ICD-10 provides criteria for severity: “moderate” PD is diagnosed when
there are at least four attacks in a 4-week period; “severe” is diagnosed when there are at
least 4 attacks per week in a 4-week period. DSM-IV has no panic-disorder-specific
severity criteria.

Likely Overlap: The ICD-10 definition is broader in that it allows a diagnosis of panic
disorder with recurrent attacks without any sequelae like a change in behavior related to
the attacks. The DSM-IV requirement that at least one of the attacks is followed by a
month of worry or a significant change in behavior excludes some cases of ICD-10 panic
disorder. On the other hand, the ICD-10 definition is narrower in that it excludes case
where the panic attacks have become situationally-predisposed during the course of the
disorder.

F41.1 Generalized Anxiety Disorder

DSM-IV requires that there be “excessive anxiety and worry...more days than
not” for at least 6 months and that the person “finds it difficult to control the worry.”
ICD-10, on the other hand, requires “a period of at least 6 months with prominent
tension, worry and feelings of apprehension about everyday events and problems”
without requiring that the anxiety be excessive and without specifying how often the
anxiety must occur during the 6 month period. While both systems require that the
anxiety and worry be associated with other symptoms, ICD-10 requires that four
symptoms be present from a list of twenty-two and that at least one symptom must be
indicative of autonomic arousal. DSM-IV requires three from a list of only six, five of
which are included in the ICD-10 list of twenty-two items (*“easily fatigued” is not on the
ICD-10 list).
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The exclusion criteria differ markedly between the two systems. 1CD-10 requires
that the disorder “not meet criteria for panic disorder, phobia anxiety disorders,
obsessive-compulsive disorder, or hypochondriacal disorder.” DSM-IV excludes GAD if
the symptoms “occur exclusively during a Mood Disorder, a Psychotic Disorder, or a
Pervasive Developmental Disorder” and deals with the boundary between GAD and other
disorders characterized by anxiety and worry by requiring that the focus of the anxiety
and worry not be confined to features of another Axis | Disorder, e.g., the anxiety or
worry is not about having a Panic Attack, being embarrassed, etc.

Likely Overlap: The DSM-1V requirement that the anxiety and worry be excessive and
that the worry is difficult to control makes it much narrower than the ICD-10 definition.
This was confirmed by Slade and Andrews’ analysis of data from the Australian National
Mental Health Survey (Slade & Andrews, 2001).

F42 Obsessive-Compulsive Disorder

ICD-10 differentiates between obsessions and compulsions entirely based on
whether they are thoughts, ideas, or images (obsessions) or acts (compulsions). ICD-10
provides a set of features which are shared by both obsessions and compulsions: they are
acknowledged as originating in the mind of the patient; they are repetitive and unpleasant
and at least one obsession or compulsion is acknowledged as excessive or unreasonable;
the patient tries to resist them but at least one obsession or compulsion is unsuccessfully
resisted; and experiencing the obsessive thought or carrying out the compulsive act is not
in itself pleasurable.

In contrast, DSM-1V defines obsessions and compulsions differently and
distinguishes between obsessions and compulsions based on whether the thought, idea, or
image causes anxiety or distress or prevents or reduces it. DSM-1V defines obsessions as
thoughts, impulses or images that are experienced as intrusive and inappropriate and
cause marked anxiety or distress. DSM-IV also requires that they are not simply
excessive worries about real-life problems, that the person attempts to ignore or suppress
such thoughts, impulses or images or to neutralize them with some other thought or
action and that the person recognizes them to be a product of his or her own mind.
Compulsions are defined as repetitive behaviors that the person feels driven to perform in
response to an obsession or according to rules which must be applied rigidly; and that are
aimed at preventing or reducing distress or preventing some dreaded event or situation.
Thus, DSM-1V would consider a repetitive driven thought (like a prayer) to be a
compulsion if it functioned to reduce distress or to prevent some dreaded event,
something that would be considered an obsession in ICD-10.

In addition, ICD-10 sets a minimum duration of at least 2 weeks ,whereas DSM-
IV does not specify any minimum duration. Both systems require that the obsessions or
compulsions cause marked distress or interfere with the person’s social or occupational
functioning, DSM-IV, however, also allows the diagnosis to be made if it is particularly
time-consuming (i.e., take more than 1 hour a day) even if the person denies distress or
impairment.
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Finally, ICD-10 provides a number of subtypes that may be coded based on
whether obsessions or compulsions predominate in the presentation, i.e., “predominantly
obsessional thoughts and ruminations,” “predominantly compulsive acts,” and “mixed
obsessional thoughts and acts.”

Likely Overlap: Although DSM-1V and ICD-10 differ on what each system considers to
be an obsession vs. a compulsion, it is not clear whether this would have any impact on
whether a particular individual is considered to have OCD given that both DSM-1V and
ICD-10 require either obsessions or compulsions. Although ICD-10’s requirement of a
minimum duration of at least 2 weeks make it more restrictive than DSM-1V in theory,
(given the absence of any duration requirement in DSM-1V), it is unlikely in practice that
any cases would come to clinical attention with a duration of less than 2 weeks.

F43.0 Acute Stress Reaction (Acute Stress Disorder in DSM-1V)

The ICD-10 and DSM-1V definitions of Acute Stress Disorder differ in a number
of ways.

1) While both definitions define syndromes that develop in response to a traumatic event,
the two systems differ in their definition of the event. 1CD-10 requires that the person be
“exposed to an exceptional mental or physical stressor,” whereas DSM-1V provides much
more detailed and specific guidelines for the exposure (the same ones used in its
definition of PTSD). The person must have “experienced, witnessed” or be “confronted
with an event or events that involved actual or threatened death or serious injury or a
threat to the physical integrity of self or others.” In addition, the person’s response to the
traumatic event must have involved “intense fear, helplessness, or horror.” The only
guidelines provided by ICD-10 for understanding what might be “exceptional” are in the
corresponding criterion for PTSD, i.e., that the event is “exceptionally threatening or
catastrophic in nature, which would be likely to cause pervasive distress in almost
anyone.” Note, that the ICD-10 definition of the traumatic stressor is similar to the
DSM-111-R definition of stressor (i.e., “an event that is outside the range of usual human
experience”) which was changed in DSM-1V because of concerns that events that can
potentially trigger a disordered reaction are unfortunately relatively common (e.g.,
automobile accidents) and thus not exceptional experiences.

2) ICD-10 describes the response to the traumatic stressor in terms of three levels of
severity: “mild” which entails meeting the symptomatic criteria for GAD (i.e., four out of
a list of twenty-two anxiety symptoms), “moderate” which require meeting criteria for
GAD plus having two symptoms from a list of seven symptoms including social
withdrawal, narrowing of attention, disorientation, anger, despair, purposeless
overactivity, and uncontrollable grief; or “severe” which involves meeting criteria for
GAD and having four out of the list of seven symptom or else dissociative stupor (i.e.,
profound diminution or absence of voluntary movements and speech and of normal
responsiveness to light, noise, and touch). In contrast, DSM-IV requires at least three
frank dissociative symptoms (from a list including numbing, detachment, or absence of
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emotional responsiveness, reduction in awareness of surroundings, derealization,
depersonalization, and dissociative amnesia). Furthermore, DSM-IV requires symptoms
from the three symptom clusters that define PTSD, i.e., persistently re-experiencing the
traumatic event, marked avoidance of stimuli that arouse recollections of the trauma, and
marked symptoms of anxiety or arousal.

3) ICD-10 requires the onset of symptoms within one hour of exposure to the stressor; in
contrast, DSM-IV requires onset within 4 weeks of the traumatic event.

4) 1CD-10 requires that the symptoms begin to diminish within 8 hours for a transient
stressor or within 48 hours for a stressor with continuous exposure. DSM-IV has no such
requirement but instead requires a minimum duration of 2 days.

Likely Overlap: The DSM-IV and ICD-10 definitions are likely to identify different sets
of individuals as having Acute Stress Disorder. Symptomatically DSM-1V is more
narrowly defined in that it requires at least three dissociative symptoms as well as PTSD
symptoms such as re-experiencing the trauma and avoidance of situations, thoughts, and
feelings associated with the trauma. 1CD-10 is more narrowly defined in terms of
requiring onset of the symptoms within 1 hour of the trauma and requiring that the
symptoms start to diminish shortly thereafter.

F43.1 Posttraumatic Stress Disorder
There are a number of differences between the two systems.

1) As discussed above, DSM-1V and ICD-10 have different definitions of the qualifying
stressor, with ICD-10 requiring that it be “exceptional” in the sense that it would be
likely to cause pervasive distress in almost anyone. DSM-1V specifies the nature of the
stressor in terms of involving actual or threatened death or serious injury or a threat to the
physical integrity of self or others. Also, DSM-IV requires that the person’s response to
the traumatic event involve intense fear, helplessness, or horror, a criterion added to
validate the psychological seriousness to the person of the exposure to the trauma.

2) The diagnostic algorithms, while similar, are also not congruent. Whereas both ICD-
10 and DSM-IV have pretty much the same criterion B requiring re-experiencing of the
traumatic event (although with some slight differences in wording), the remaining criteria
differ. In DSM-IV, criterion C requires persistent avoidance of stimuli associated with
the trauma and numbing of general responsiveness, requiring three out of a list of seven
symptoms including efforts to avoid thoughts, feelings or conversations associated with
the trauma, efforts to avoid activities, places or people that arousal recollections of the
trauma; inability to recall an important aspect of the trauma, markedly diminished
interest or participation in significant activities; feelings of detachment or estrangement
from others; restricted range of affect; and a sense of a foreshortened future. In contrast,
ICD-10 focuses only on the first two items from the DSM-1V list by requiring the
avoidance of “circumstances resembling or associated with the trauma.” DSM-1V
criterion D requires persistent symptoms of increased arousal, with a minimum of two
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out of a list of five symptoms including difficulty falling or staying asleep, irritability or
outburst of anger; difficulty concentrating; hypervigilance; and exaggerated startle
response. In contrast, ICD-10 criterion D requires EITHER an inability to recall some
important aspect of the trauma (equivalent to DSM-IV criterion C[3]) or persistent
symptoms of increased arousal stated in terms identical to DSM-IV criterion D (i.e., the
same list of two out of five symptoms). Four of the seven DSM-IV criterion C items are
not included in the ICD-10 criteria set at all.

3) ICD-10 requires that in most cases, symptoms have their onset within 6 months of the
stressor (although cases with onset of more than 6 months can be considered “probable™).
In contrast, DSM-1V has no such requirement and provides a specifier to indicate delayed
onset for cases with onset after 6 months.

4) DSM-1V requires that the symptoms persist for at least one month and provides an
acute/chronic specifier for a duration of less than/ more than 3 months. ICD-10 has no
such requirement.

Likely Overlap: It appears that the DSM-1V definition is more narrowly defined in two
ways. The specification of the types of events that qualify as “trauma” and the
requirement that the person has reacted with fear, helplessness or horror is more stringent
that ICD-10, which has a much more vague requirement that the trauma be “exceptional.”
The DSM-IV algorithm also appears to be more stringent, most particularly its criterion
C which requires three out of seven items, whereas ICD-10 only requires persistent
avoidance of circumstances resembling or associated with the stressor. Furthermore, the
fact that cases with avoidance of circumstances associated with the trauma and inability
to recall parts of the trauma would meet both 1CD-10 criterion C and D (but would only
meet DSM-1V criterion C, leaving the DSM-IV requirement for two out of five criterion
D items unmet) also suggest that DSM-IV is more narrowly defined. Given the
complexity of the respective algorithms, empirical studies comparing the application of
the criteria are needed to determine which definition is more broadly defined. STOPPED
HERE

F43.2 Adjustment Disorder

While both DSM-1V and ICD-10 conceptualize Adjustment Disorder as a reaction
to a stressor that does not meet criterion for other specified disorders, there are some
differences in their actual definitions. DSM-IV aims to differentiate normal non-
disordered reactions to stressful events from Adjustment Disorder by excluding
Bereavement and by requiring that the symptoms be clinically significant as evidenced
either by their being characterized by marked distress that is in excess of what would be
expected from exposure to the stressor or else that they lead to significant impairment in
social or occupational functioning. 1CD-10 has no such requirement. Furthermore, in
contrast to DSM-1V, which requires the onset of symptoms within 3 months of the
stressor, ICD-10 specifies an onset within 1 month. 1CD-10 also excludes stressors of
"unusual or catastrophic type™ which would presumably justify a diagnosis of Acute
Stress Disorder or Posttraumatic Stress Disorder. In contrast, DSM-1V allows stressors
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of any severity including severely traumatic stressors so long as the reaction does not also
meet criteria for Posttraumatic or Acute Stress Disorder. While the subtypes are
essentially the same, ICD-10 splits depressive reactions into “brief depressive reaction”
(duration less than 1 month) and “prolonged depressive reaction” (“a mild depressive
state occurring in response to a prolonged exposure to a stressful situation but of a
duration not exceeding 2 years). Furthermore, ICD-10 includes a subtype for “with
predominant disturbance of other emotions” that would be covered by the “unspecified”
subtype in DSM-IV.

Likely Overlap: DSM-1V is defined more narrowly than ICD-10 in terms of requiring
that the reaction to the stressor be either in excess of expected or else cause significant
impairment. 1CD-10 is defined more narrowly in terms of excluding “unusual or
catastrophic” types of stressors.

F44 Dissociative (Conversion) Disorders

ICD-10 provides general criteria that apply to all of the listed dissociative
disorders, requiring that there be "convincing associations in time between the symptoms
of the disorder and stressful events, problems, or needs,” thus explicitly making an
etiological connection between dissociative symptoms and stress. Although the DSM-
IV text for most of these disorders notes the frequent association with stress (e.g., the
DSM-1V text for conversion disorder states “symptoms may be more common following
extreme psychosocial stress [e.g., warfare or the recent death of a significant figure]”)
there is no general requirement for an association between dissociative symptoms and
stress.

There are also significant differences in how ICD-10 and DSM-1V group together
these disorders. 1CD-10 includes as “dissociative disorders” the following: dissociative
amnesia, dissociative fugue, dissociative stupor, trance and possession disorders,
dissociative motor disorders, dissociative convulsions, dissociative anaesthesia and
sensory loss, Ganser’s syndrome, multiple personality disorder, and transient dissociative
(conversion) disorders occurring in childhood and adolescence. DSM-IV includes a
category called Conversion Disorder among its somatoform disorders, which essentially
corresponds to the ICD-10 categories of dissociative stupor, dissociative motor disorder,
dissociative convulsions and dissociative anaesthesia and sensory loss. (In fact, DSM-IV
provides three subtypes to conversion disorder “with motor symptom or deficit,” “with
sensory symptom or deficit,” and “with seizures or convulsions” in an explicit
acknowledgment of this equivalence). DSM-IV includes depersonalization disorder in its
section on Dissociative Disorders, whereas ICD-10 includes its roughly equivalent
category, F48.1 depersonalization-derealization syndrome, in its section for “Other
neurotic disorders.

F44.0 Dissociative Amnesia
As part of the requirement for fulfilling the general criteria, ICD-10 requires that

there be a "convincing association in time between the onset of symptoms of the disorder
and stressful events, problems, or needs.” Although the DSM-1V text notes that gaps in
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memory are “usually related to traumatic or extremely stressful events,” the DSM-IV
definition has no such requirement. The nature of the memory loss is also depicted
differently in the two systems. 1CD-10 requires “amnesia, either partial or complete, for
recent events or problems that were or still are traumatic or stressful.” In contrast, DSM-
IV requires “one or more episodes of inability to recall important personal information,
usually of a traumatic or stressful nature, that is too extensive to be explained by ordinary
forgetfulness.”

Likely Overlap: ICD-10 is more narrowly defined in that it requires the memory loss to
be convincingly associated in time with a stressful event, problem or need and that the
amnesia be for these recent stressful events or problems.

F44.1 Dissociative Fugue

As part of the requirement for fulfilling the general criteria, ICD-10 requires that
there be a "convincing association in time between the onset of symptoms of the disorder
and stressful events, problems, or needs.” Although the DSM-1V text notes that the
“onset of Dissociative Fugue is usually related to traumatic, stressful, or overwhelming
life events, the DSM-IV definition has no such requirement. Although both DSM-1V
and ICD-10 require amnesia, the nature of the amnesia differs; DSM-IV requires an
“inability to recall one’s past,” whereas ICD-10 requires “amnesia, either partial or
complete for the journey.”

Likely Overlap: 1CD-10 is in theory more narrowly defined in that it requires the fugue
to be convincingly associated in time with a stressful event, problem or need and that the
amnesia be for these recent stressful events or problems. In practice, it is likely that all
such cases of this rare condition are triggered by a stressful event.

F44.2 Dissociative Stupor

F44.4 Dissociative Motor Disorders

F44.5 Dissociative Convulsions

F44.6 Dissociative Anaesthesia and sensory loss

These ICD-10 categories describe cases which present with neurological
symptoms (i.e., coma, paralysis, seizures, anesthesia) without evidence of a physical
disorder that can explain the symptoms and in which there is a convincing association
between the onset of the symptoms and stressful events, problems or needs. These four
disorders correspond to DSM-1V conversion disorder which is defined in terms of one or
more symptoms affecting voluntary motor or sensory function that suggest a neurological
or other general medical condition in which the initiation or exacerbation of the symptom
or deficit is preceded by conflicts or other stressors. DSM-IV includes a criterion
excluding cases in which the symptoms are intentionally produced or feigned.

Likely Overlap: Although organized differently, the DSM-1V and ICD-10 definitions are
essentially the same (with the exception of the lack of a rule out for factitious
disorder/malingering in ICD-10).
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F44.80 Ganser’s syndrome

No criteria are presented in ICD-10 other than indicating that it involves
“approximate answers” and that there be a convincing association in time between its
onset and stressful events, problems, or needs. DSM-1V lists Ganser’s syndrome as an
example of a Dissociative Disorder Not Otherwise Specified.

F44.81 Multiple Personality Disorder (Dissociative Identity Disorder in DSM-1V)

The definitions are virtually identical except in criterion indicating what it means
to have “multiple personalities.” 1CD-10 requires that “two or more distinct
personalities exist within the individual, only one being evident at a time.” In contrast, in
keeping with the change in the name of the disorder from Multiple Personality Disorder
to Dissociative Identity Disorder, DSM-IV clarifies that instead of there being more than
one fully-developed personality in the person, there are actually “two or more distinct
identities or personality states each with its own relatively enduring pattern of perceiving,
relating to, and thinking about the environment and self.”

Likely Overlap: The DSM-IV definition is potentially more broad in that its requirement
for two or more personality states is less stringent that the ICD-10 requirement for two
distinct personalities.

F45 Somatoform Disorders
F45.1 Somatization Disorder

There are a number of differences between the ICD-10 and DSM-IV criteria sets.
ICD-10 requires a “history of at least 2 year’s complaints of multiple and variable
physical symptoms” and that the “preoccupation with the symptoms causes persistent
distress and leads the patient to seek repeated (3 or more) consultations” or “there must
be persistent self-medication or multiple consultations with local healers.” In contrast,
DSM-1V requires “a history of many physical complaints beginning before age 30 that
occur over a period of several years and result in treatment being sought or significant
impairment...in functioning.

Both the item set of somatoform symptoms and algorithm differ considerably.
ICD-10 requires six symptoms out of a list of 14, which are broken down into the
following groups: 6 gastrointestinal symptoms, 2 cardiovascular symptoms; 3
genitourinary symptoms; and 3 "skin and pain" symptoms. It is further specified that the
symptoms must occur in at least two separate groups. DSM-IV requires a total of at least
eight symptoms distributed over four groups, four of the symptoms being pain symptoms,
two gastrointestinal symptoms, one sexual symptom, and one pseudo-neurological
symptom. Furthermore, unlike the ICD-10 list which specifies the particular symptoms,
DSM-1V lists the symptoms as examples within each group allowing for other types of
symptoms that are not mentioned but are from same grouping to count as well (e.g.,
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orgasmic dysfunction in a woman is not specifically listed but can be counted in DSM-
IV). Finally, ICD-10 requires that there must be "persistent refusal to accept medical
reassurance that there is no adequate physical cause for the physical symptoms.”

Likely Overlap: The DSM-IV requirement that the complaints begin before age 30 and
last several years is narrower than ICD-10’s 2 years of complaints without any specified
onset. While both definitions require that the complaints be significant, they differ on
how this is operationalized (three or more consultations or self-medication in ICD-10 vs.
seeking treatment or impairment in functioning in DSM-1V). The DSM-IV Somatization
Disorder Field Trial (Yutzy et al., 1995) which compared the DSM-111, DSM-1II-R,
DSM-1V, Perley-Guze, and ICD-10 definitions of somatization disorder demonstrated
that while the three DSM criteria sets and Perley-Guze criteria clustered together in terms
of identified cases, the ICD-10 criteria set was largely discordant and also identified a
lower percentage of cases in the field trial as having Somatization disorder, suggesting
that it is more narrowly defined that the DSM-IV criteria.

F45.1 Undifferentiated Somatoform Disorder

Although conceptually the ICD-10 and DSM-IV definitions are similar in that
they are intended to diagnose those individuals who have insufficient somatoform
symptoms to meet criteria for Somatization disorder, they differ in that ICD-10 still
requires “multiple and variable physical symptoms” whereas DSM-1V only requires “one
or more physical complaints.”

Likely Overlap: The ICD-10 definition is narrower in that it requires at least two
symptoms, whereas the DSM-IV definition requires only one symptom.

F45.2 Hypochondriacal Disorder (Hypochondriasis in DSM-1V)

ICD-10 provides a single criteria set that applies to both Hypochondriasis and
Body Dysmorphic Disorder. The ICD-10 definition of Hypochondriacal Disorder
requires a persistent belief of the presence of a "maximum of two serious physical
diseases (of which at least one be specifically named by the patient.)” In contrast, DSM-
IV defines Hypochondriasis as “preoccupation with fears of having, or the idea that one
has, a serious disease based on the person’s misinterpretation of bodily symptoms.”

The fact that the ICD-10 criteria set is intended to also cover Hypochondriacal
Disorder leads to significant differences. The DSM-IV definition of Body Dysmorphic
Disorder requires “a preoccupation with an imagined defect in appearance” which causes
clinically significant distress or impairment in functioning. Unlike ICD-10, there is no
minimum duration of 6 months, no requirement that the patient seek medical treatment or
investigations and no requirement that the patient persistently refuse to accept medical
reassurance that there is no physical cause for the physical abnormality.

Likely Overlap: The ICD-10 definition of hypochondriasis appears narrower in that it
specifies a belief of the presence of a maximum of two serious physical diseases one of
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which must be specifically named. DSM-IV, in contrast, requires either fears of having
or the belief that one has a serious illness and sets no further requirements about a
maximum number or that the patient must specifically name the disease. Furthermore,
when applied to cases of Body Dysmorphic Disorder, the ICD-10 definition is much
narrower than DSM-1V given its requirement for a minimum duration, treatment seeking,
and refusing to accept medical reassurance.

F45.3 Somatic Autonomic Dysfunction

This category is for autonomic arousal symptoms that are attributed by the patient
to a physical disorder. There is no corresponding disorder in DSM-1V: presumably such
patients would be subsumed into undifferentiated somatoform disorder if the symptoms
have persisted for at least 6 months.

F45.4 Persistent Somatoform Pain Disorder (Pain Disorder in DSM-1V)

ICD-10 requires that the pain last at least 6 months (and continuously on most
days) and that it not be "explained adequately by evidence of a physiological process or a
physical disorder.” In contrast, DSM-1V does not specify either persistence or duration,
and does not force the clinician to make the often impossible judgment about whether the
pain can be adequately explained and instead requires only that “psychological factors
are judged to have an important role in the onset, severity, exacerbation, or maintenance
of the pain.” DSM-IV provides subtypes for acute vs. chronic (less than 6 months vs. 6
months or longer) and for whether the pain is associated with psychological factors or
with both psychological factors and a general medical condition.

Likely Overlap: DSM-IV is much more broadly defined in that it includes both acute and
chronic pain and does not require evidence that the pain is not adequately explained by a
physical disorder.

F48 Other Neurotic Disorders
F48.0 Neurasthenia
The category is not included in DSM-1V.

F48.1 Depersonalization-derealization Disorder (Depersonalization Disorder in
DSM-1V)

ICD-10 has a single category "depersonalization derealization syndrome™ for
presentations characterized by either depersonalization or derealization. In contrast, the
DSM-1V category includes only depersonalization and mentions derealization only as an
associated feature in the text.

Likely Overlap: Hypothetically DSM-1V is more narrowly defined in that it requires
depersonalization, whereas the ICD-10 diagnosis can be made with derealization alone.
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In practice, this discordance depends on how often derealization occurs in the absence of
depersonalization.

F50.0 Eating Disorders
F50.0 Anorexia Nervosa

The ICD-10 and DSM-IV criteria differ in several ways. 1CD-10 specifically
requires that the weight loss be self-induced by the avoidance of "fattening foods," in
contrast to DSM-1V which does not require any particular method. Regarding body
image, ICD-10 requires a “self-perception of being too fat.” DSM-1V, on the other hand
provides three possible manifestations of problematic body image: “a disturbance in the
way in which one’s body weight or shape is experienced, undue influence of body weight
or shape on self-evaluation, or denial of the seriousness of the current low body weight.”
ICD-10 requires “a widespread endocrine disorder involving the hypothalamic-pituitary-
gonadal axis” which is manifested in women by amenorrhea and in men by loss of sexual
interest and potency. In contrast, DSM-IV requires amenorrhea in post-menarchal
females (defining amenorrhea as the absence of three consecutive menstrual cycles); no
corresponding requirement is mentioned for males. Finally, in contrast to DSM-1V
which gives Anorexia Nervosa precedence over Bulimia Nervosa (i.e., Bulimia Nervosa
is excluded if criteria are also met for Anorexia Nervosa,) ICD-10 excludes a diagnosis
of Anorexia Nervosa if regular binge eating has been present.

Likely Overlap: The ICD-10 definition is narrower than the one in DSM-1V in that it
requires a particular method of weight loss (avoidance of fattening foods), requires a
particular type of body image disturbance (self-perception of being too fat), and excludes
the diagnosis if regular binge eating is present.

F50.2 Bulimia Nervosa
There are a number of small differences between the ICD-10 and DSM-IV criteria.

1) While both DSM-IV and ICD-10 define a binge as eating a large amount of food in a
short period of time, DSM-IV also requires a sense of lack of control over eating during a
binge.

2) ICD-10 includes a general requirement that there be “persistent preoccupation with
eating and a strong desire or sense of compulsion to eat (craving)” for which there is no
corresponding criterion in DSM-1V.

3) While both DSM-1V and ICD-10 require attempts to counteract the potential weight
gain that might result from binges, ICD-10 requires one from a list of four specified
methods: self-induced vomiting, self-induced purging, alternating periods of starvation,
or use of drugs such as appetite suppressants, thyroid preparations or diuretics. DSM-1V,
in contrast, describes these attempts in general as “recurrent inappropriate compensatory
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behavior” and provides a number of examples, several of which are not included in the
ICD-10 list (i.e., misuse of enemas and excessive exercise).

4) ICD-10 requires, as it does in the definition of Anorexia Nervosa, “a self-perception of
being too fat with an intrusive dread of fatness (usually leading to underweight).” DSM-
IV, in contrast, requires only that “self-evaluation is unduly influenced by body shape
and weight.” The DSM-1V-TR text explicitly notes that most patients with Bulimia
Nervosa are ‘typically within the normal weight range, although some may be slightly
underweight or overweight.” (DSM-IV-TR, p. 591).

5) Finally, DSM-1V excludes a diagnosis of Bulimia Nervosa if the behavior (i.e.,
binging and inappropriate compensatory behavior) occurs exclusively during the course
of Anorexia Nervosa. In contrast, ICD-10 excludes a diagnosis of Anorexia Nervosa if
regular binge eating has been present.

Likely Overlap: There is a significant difference in the DSM-IV and ICD-10
conceptualizations of Bulimia Nervosa. ICD-10 sees Bulimia Nervosa as closely related
to Anorexia Nervosa, thus it includes the same requirement as Anorexia for the self-
perception of being too fat with an intrusive dread of fatness; the ICD-10 clinical
guidelines in fact explicitly state “the term [Bulimia Nervosa] should be restricted to the
form of the disorder that is related to anorexia nervosa by virtue of sharing the same
psychopathology.” (ICD-10 CDDG, p. 178). DSM-IV sees these as two distinct
conditions that can overlap..

F51 Nonorganic Sleep Disorders

F51.0 Nonorganic Insomnia (Primary Insomnia and Insomnia Related to an Axis |
or Axis 11 Disorder in DSM-1V)

The ICD-10 Diagnostic Criteria for Research and the DSM-IV criteria are almost
identical with a duration of 1 month except that ICD-10 requires a frequency of at least 3
times a week, whereas DSM-IV does not indicate a minimum frequency. This single
ICD-10 category corresponds to both DSM-IV Primary Insomnia and Insomnia Related
to an Axis | or Axis Il Disorder.

Likely Overlap: The ICD-10 definition is slightly more narrow since it imposes a
minimum frequency of 3 times per week.

F51.1 Nonorganic Hypersomnia (Primary Hypersomnia and Hypersomnia Related
to an Axis I or Axis Il Disorder in DSM-1V)

The ICD-10 and DSM-1V definitions differ in how hypersomnia may be
manifested. 1CD-10 allows for “excessive daytime sleepiness,” “sleep attacks,” or
“prolonged transition to the fully aroused state upon awakening (sleep drunkenness)”
whereas DSM-IV requires “excessive sleepiness...as evidenced by either prolonged sleep
episodes or daytime sleep episodes.” Otherwise the two definitions are virtually
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identical. This single ICD-10 category corresponds to both DSM-IV Primary
Hypersomnia and Hypersomnia Related to an Axis | or Axis Il Disorder.

Likely Overlap: The ICD-10 definition is broader since it allows for other symptoms to
count as “hypersomnia” (i.e., sleep attacks and sleep drunkenness).

F51.2 Nonorganic disorder of the sleep-wake schedule (Circadian Rhythm Sleep
Disorder in DSM-1V)

The ICD-10 and DSM-1V criteria are almost identical except that ICD-10
specifies that the problems (i.e., the consequent insomnia or hypersomnia) must occur
nearly every day for at least 1 month (or recurrently for shorter periods of time). DSM-
IV provides a number of subtypes that describe the nature of the mismatch between the
person’s actual sleep-wake pattern and the desired sleep-wake schedule. These include:
delayed sleep phase type, jet lag type, shift work type, and unspecified type.

Likely Overlap: The ICD-10 definition is narrower in that a minimum duration is
imposed.

F51.3 Sleepwalking (Sleepwalking Disorder in DSM-1V)

The ICD-10 and DSM-1V criteria are almost identical except that ICD-10 adds a
requirement concerning the duration of the walks; i.e., that they last for between several
minutes to half an hour.

Likely Overlap: The ICD-10 definition is hypothetically narrower by virtue of it
imposing a duration on the sleepwalking episodes though in practice it might not make
any difference since, as noted in the DSM-1V text, “most episodes last several minutes to
half an hour.” (DSM-IV-TR, p. 640).

F51.4 Sleep Terrors (Sleep Terror Disorder in DSM-1V)

The ICD-10 and DSM-1V criteria sets are almost identical except that ICD-10
explicitly limits the duration of the episode to less than 10 minutes.

Likely Overlap: The ICD-10 definition is hypothetically narrower by virtue of imposing a
maximum duration on the episode to 10 minutes, although in practice it might not make
any difference since it is unclear whether such episodes would even last more than 10
minutes.

F51.5 Nightmares (Nightmare Disorder in DSM-1V)
Although the two definitions are essentially identical, there are some differencesw
in the actual diagnostic criteria. Whereas ICD-10 requires that the awakenings associated

with the episodes cause marked distress to the individual, DSM-1V allows the
awakenings to cause either marked distress or impairment in functioning. Furthermore,
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whereas the ICD-10 criteria exclude only “causative organic factors,” DSM-1V excludes
the diagnosis if the nightmares occur “exclusively during the course of another mental
disorder (e.g., a delirium, Posttraumatic Stress Disorder).”

Likely Overlap: Given its exclusion for nightmares occurring during other mental
disorders, the DSM-1V definition is narrower than ICD-10.

F52 Sexual dysfunction, not caused by organic disorder or disease
F52.0 Lack or loss of sexual desire (Hypoactive Sexual Desire Disorder in DSM-1V)

The ICD-10 and DSM-1V criteria differ on their requirements for the
manifestations of loss of desire. 1CD-10 lists “diminution of seeking out sexual cues,”
“thinking about sex with associated feelings of desire or appetite,” or “sexual fantasies”
and also requires “lack of interest in initiating sexual activity either with a partner or as
solitary masturbation.” DSM-1V requires “persistently or recurrently deficient (or
absent) sexual fantasies and desire for sexual activity.” By virtue of requiring that the
general criteria for a sexual dysfunction be met, ICD-10 also requires an inability “to
participate in a sexual relationship as he or she would wish,” that it “occurs frequently,”
and that it has been present for at least 6 months. DSM-IV has no minimum frequency
or duration but does require that the disturbance cause “marked distress or interpersonal
difficulty.”

Likely Overlap: The ICD-10 definition is potentially more narrowly defined by its
minimum frequency and duration requirements.

F52.10 Sexual Aversion (Sexual Aversion Disorder in DSM-1V)

The ICD-10 and DSM-1V criteria differ in several ways. In contrast to DSM-IV
which restricts the condition to aversion, and avoidance of, sexual genital contact, ICD-
10 also includes cases in which the person experiences “aversion, fear, or anxiety” at the
prospect of sexual interaction with a partner and does not necessarily avoid sexual
contact; instead, if sexual contact occurs, “it is associated with strong negative feelings
and an inability to experience any pleasure." Furthermore, ICD-10 excludes cases in
which the aversion is due to performance anxiety. By virtue of requiring that the general
criteria for a sexual dysfunction be met, ICD-10 also requires an inability “to participate
in a sexual relationship as he or she would wish,” that it “occurs frequently,” and that it
has been present for at least 6 months. DSM-IV has no minimum frequency or duration,
but does require that the disturbance cause “marked distress or interpersonal difficulty.”

Likely Overlap: The ICD-10 definition is potentially more narrowly defined by its
minimum frequency and duration requirements. It is unclear to what extent ICD-10’s
exception to avoiding sexual activity would cause discordant cases.

F52.11 Lack of sexual enjoyment
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DSM-1V does not include a specific category for lack of subjective sense of
enjoyment occurring in the context of a normal genital response. This phenomenon is
included as an example under Sexual Dysfunction NOS in DSM-IV.

F52.2 Failure of genital response (Female Sexual Arousal Disorder and Male
Erectile Disorder in DSM-1V)

The ICD-10 and DSM-1V criteria differ in several ways. First of all, DSM-1V
includes separate female-specific (i.e. Female Sexual Arousal Disorder) and male-
specific (i.e., Male Erectile Disorder) criteria sets, whereas ICD-10 has female-specific
and male-specific criteria embedded within the same disorder.

Regarding the female-specific criteria, whereas DSM-IV requires “persistent or
recurrent inability to attain, until completion of the sexual activity, an adequate
lubrication-swelling response of sexual excitement,” ICD-10 notes, in addition, three
possible forms of the dysfunction: “general: lubrication fails in all relevant
circumstances,” “lubrication may occur initially but fails to persist for long enough to
allow comfortable penile entry” and “situational: lubrication occurs only in some
situations (e.g., with one partner but not another, or during masturbation, or when vaginal
intercourse in not being contemplated.)” DSM-IV instead offers a “generalized type”
and a “situational type” specifier (that can potentially be applied to any of the sexual
dysfunctions in order to indicate the context in which it occurs). Finally, by virtue of
requiring that the general criteria for a sexual dysfunction be met, ICD-10 also requires
an inability “to participate in a sexual relationship as she would wish,” that it “occurs
frequently,” and that it has been present for at least 6 months. DSM-IV has no minimum
frequency or duration but does require that the disturbance cause “marked distress or
interpersonal difficulty.”

Regarding the male-specific criteria, whereas DSM-1V requires “persistent or
recurrent ability to attain, or to maintain until completion of the sexual activity, an
adequate erection,” 1CD-10 requires that “erection sufficient for intercourse fails to
occur when intercourse is attempted” thus not allowing the diagnosis to be made in the
context of sexual activities other than intercourse. Furthermore, ICD-10 enumerates four
possible forms that the dysfunction can take: “full erection occurs during the early stages
of lovemaking, but disappears or declines when intercourse is attempted (before
ejaculation if it occurs);” “erection does occur, but only at times when intercourse is not
being considered;” “partial erection, insufficient for intercourse, occurs but not full
erection,” or “no penile tumescence occurs at all.” Finally, by virtue of requiring that the
general criteria for a sexual dysfunction be met, ICD-10 also requires an inability “to
participate in a sexual relationship as he would wish,” that it “occurs frequently,” and
that it has been present for at least 6 months. DSM-IV has no minimum frequency or
duration but does require that the disturbance cause “marked distress or interpersonal
difficulty.”
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Likely Overlap: The ICD-10 definition is potentially more narrowly defined by its
minimum frequency and duration requirements. Furthermore, the ICD-10 definition for
male erectile disorder is more narrowly defined in that the dysfunction is couched in
terms of interference with the ability to have intercourse, in contrast to DSM-IV in which
the interference is with any sexual activity.

F52.3 Orgasmic Dysfunction (Female Orgasmic Disorder and Male Orgasmic
Disorder in DSM-1V)

There are several differences in the DSM-1V and ICD-10 criteria sets. First, as
with Failure of Genital Response, DSM-IV has separate criteria sets for Female Orgasmic
Disorder and Male Orgasmic Disorder. Also as with Failure of Genital Response, ICD-
10 provides the various “forms” in which orgasmic dysfunction might take, as opposed to
DSM-1V, which provides a single criterion covering the general concept of orgasmic
dysfunction.

For women, ICD-10 specifies those forms as 1) “orgasm has never been
experienced in any situation” (corresponding to the DSM-1V “lifelong” subtype); or 2)
orgasmic dysfunction has developed after a period of relatively normal response
(corresponding to the DSM-IV “acquired” subtype). For the acquired subtype, ICD-10
specifies two types: “general” in which the orgasmic dysfunction occurs in all situations
and with any partner, or “situational,” in which orgasm does occur in certain situations
(e.g., when masturbating or with certain partners). DSM-1V, in contrast, defines female
orgasmic disorder as “persistent or recurrent delay in, or absence of orgasm following a
normal sexual excitement phase” and then goes on to note that the diagnosis should be
based on the “clinician’s judgment that the women’s orgasmic capacity is less than would
be reasonable for her age, sexual experience, and adequacy of sexual stimulation she
receives.”

For men, ICD-10 specifies the same “lifelong,” “acquired,” and “general” types
as with women, but for the “situational” type has three forms: orgasm occurs only during
sleep, never during the waking state; orgasm never occurs in the presence of the partner,
or orgasm occurs in the presence of the partner but not during intercourse. DSM-IV, in
contrast, defines male orgasmic disorder as “persistent or recurrent delay in, or absence
of orgasm following a normal sexual excitement phase during sexual activity that the
clinician, taking into account the person’s age, judges to be adequate in focus, intensity,
and duration.”

Finally, for both women and men, by virtue of requiring that the general criteria
for a sexual dysfunction be met, ICD-10 also requires an inability “to participate in a
sexual relationship as he or she would wish,” that it “occurs frequently,” and that it has
been present for at least 6 months. DSM-IV has no minimum frequency or duration but
does require that the disturbance cause “marked distress or interpersonal difficulty.”

Likely Overlap: The ICD-10 definition is potentially more narrowly defined owing to its
minimum frequency and duration requirements. However, the DSM-1V requirement that
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the clinician consider issues such as the individual’s age, prior sexual experience, and the
adequacy of the sexual stimulation makes the DSM-IV definition likely to be
significantly narrower than the ICD-10 definition which does not take these individual-
specific factors into account.

F52.4 Premature Ejaculation

The ICD-10 and DSM-1V criteria sets differ in several ways. 1CD-10 defines two
possible ways to get the disorder: either the occurrence of ejaculation before or very soon
after the beginning of intercourse or ejaculation occurs in the absence of sufficient
erection to make intercourse possible. In contrast, DSM-IV defines the disorder as
“persistent or recurrent ejaculation with minimal sexual stimulation, before, on, or shortly
after penetration and before the person wishes it” which corresponds to the first way
indicated by ICD-10 but not the second. Furthermore, DSM-IV requires the clinician to
take into account factors that “affect the duration of the excitement phase, such as age,
novelty of the sexual partner or situation, and recent frequency of sexual activity.” The
only contextual factor taken into account in the ICD-10 definition is that the “problem is
not the result of prolonged abstinence from sexual activity.”

Finally, by virtue of requiring that the general criteria for a sexual dysfunction be
met, ICD-10 also requires an inability “to participate in a sexual relationship as he
“would wish,” that it “occurs frequently,” and that it has been present for at least 6
months. DSM-IV has no minimum frequency or duration but does require that the
disturbance cause “marked distress or interpersonal difficulty.”

Likely Overlap: The ICD-10 definition is potentially more narrowly defined by its
minimum frequency and duration requirements. However, the DSM-1V requirement that
the clinician take into account a wide array of contextual factors makes the DSM-IV
definition narrower in that regard.

F52.5 Nonorganic Vaginismus (Vaginismus Not Due to a General Medical Condition
in DSM-1V)

While both ICD-10 and DSM-IV define vaginismus as spasm of the peri-vaginal
muscles that interferes with sexual intercourse, ICD-10 provides a choice of forms that it
may take: either that a normal response has never been experienced (corresponding to the
DSM-1V “lifelong” subtype) or that vaginismus has developed after a period of relatively
normal response. In such cases, there is either a normal sexual response when vaginal
entry is not attempted or any attempt at sexual contact leads to generalized fear and
efforts to avoid vaginal entry.

In addition, by virtue of requiring that the general criteria for a sexual dysfunction
be met, ICD-10 also requires an inability “to participate in a sexual relationship as she
would wish,” that it “occurs frequently,” and that it has been present for at least 6
months. DSM-IV has no minimum frequency or duration but does require that the
disturbance cause “marked distress or interpersonal difficulty.”
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Likely Overlap: The ICD-10 definition is potentially more narrowly defined by its
minimum frequency and duration requirements and also by its more specific
requirements that it must take on one of a specified number of forms.

F52.6 Nonorganic Dyspareunia (Dyspareunia Not Due to a General Medical
Condition in DSM-1V)

Whereas DSM-1V defines dyspareunia in a general way as “recurrent or persistent
genital pain associated with sexual intercourse in a male or female,” for women, at least,
ICD-10 describes a much more specific pattern: the pain must be “experienced at the
entry of the vagina, either throughout sexual intercourse or only when deep thrusting of
the penis occurs.”

In addition, by virtue of requiring that the general criteria for a sexual dysfunction
be met, ICD-10 also requires an inability “to participate in a sexual relationship as she
would wish,” that it “occurs frequently,” and that it has been present for at least 6
months. DSM-IV has no minimum frequency or duration but does require that the
disturbance cause “marked distress or interpersonal difficulty.”

Likely Overlap: The ICD-10 definition is potentially more narrowly defined by its
minimum frequency and duration requirements and also by its more specific
requirements concerning the nature of the pain in women.

F52.7 Excessive Sexual Drive

There is no corresponding specific category in DSM-1V nor it is included as an
example under Sexual Dysfunction NOS or Sexual Disorder NOS because of concerns
about its validity. Although included in ICD-10, diagnostic criteria are not provided.

F53 Mental and behavioral disorders associated with the puerperium, not elsewhere
classified.

Although DSM-1V does not include disorders definitionally restricted to the
puerperium, a “with postpartum onset” specifier is available for some disorders, which is
defined as “onset of the episode with 4 weeks postpartum.” It is available for the current
or most recent major depressive, manic, or mixed episode in the context of Major
Depressive Disorder or Bipolar | Disorder, the current or most recent major depressive
episode in the context of Bipolar 11 Disorder, or brief psychotic disorder. 1CD-10
recommends that F53 “be used in research work only in exceptional circumstances.”
(ICD-10 DCR, p. 120). Mental disorders associated with the puerperium should be
coded according to the presenting psychiatric disorder while a second code from ICD-10
(099.3) will indicate the association with the puerperium.
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F54 Psychological and behavioral factors associated with disorders or diseased
classified elsewhere (...[Specified Psychological Factor] Affecting ... [Indicate the
General Medical Condition] in DSM-1V)

DSM-1V includes a non-mental disorder category (coded in its section for “Other
Conditions that may be a focus of clinical attention”) with specified criteria that are much
more complex and nuanced than the corresponding ICD-10 category. The ICD-10
category is to be used to “record the presence of psychological or behavioral factors
thought to have included the manifestation, or affected the course of,” a physical
disorder. In contrast, DSM-1V specifies four possible ways in which a psychological
factor can adversely affect a physical condition, including 1) influencing the course of the
physical condition; 2) interfering with the treatment of the physical condition; 3)
constituting additional health risks for the physical condition, or 4) describing stress-
related physiological responses that precipitate or exacerbate symptoms of the general
medical condition. Note that some examples of the fourth type likely correspond to cases
of ICD-10 somatic autonomic dysfunction. Furthermore, DSM-IV allows for the
specification of the type of psychological factors, ranging from a mental disorder
affecting the physical condition, psychological symptoms affecting the physical
condition, personality traits or coping styles affecting the physical condition, maladaptive
health behaviors affecting the physical condition, and stress-related physiological
responses affecting the physical condition.

Likely Overlap: The DSM-IV category appears to be more broadly defined by virtue of
its much wider range of specified psychological factors.

F55 Abuse of non-dependence-producing substances

This ICD-10 category is for the abuse of substances that do not produce
physiological dependence such as antidepressants, laxatives, over-the-counter analgesics,
antacids, vitamins, steroids or hormones, or herbal or folk remedies. DSM-IV would
classify these in its Substance Dependence or Abuse section under the “other substance”
rubric.

F60 Specific Personality Disorders
General Criteria for Personality Disorder

While the wording of the ICD-10 and the DSM-1V criteria are quite similar, there
are some slight differences. Whereas ICD-10 requires “personal distress or adverse
impact on the social environment,” DSM-1V requires distress or impairment more
broadly, indicating impairment in “social, occupational, or other important areas of
functioning.” Perhaps more significantly, ICD-10 requires onset in “late childhood or
early adolescence” whereas DSM-1V requires only that *“its onset can be traced back at
least to adolescence or early aduithood.”

F60.0 Paranoid Personality Disorder
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Although the two systems define a similar condition, there are a number of
discordant items. Overall, three out of the seven items are essentially identical. Both
require four items for a list of seven. Items in ICD-10 without a corresponding item in
DSM-IV include: “excessive sensitivity to setbacks and rebuffs,” “a combative and
tenacious sense of personal rights out of keeping with the actual situation,” and
“persistent self-referential attitude, associated particularly with self-importance.” Three
DSM-1V items not in ICD-10 include: “suspects, without sufficient basis that others are
exploiting, harming, or deceiving him or her,” “is preoccupied with unjustified doubts
about the loyalty or trustworthiness of friends or associates,” and “is reluctant to confide
in others because of unwarranted fear that the information will be used maliciously
against him or her.” (Two DSM-1V items, (4) and (6), correspond to ICD-10 item (3)).

F60.1 Schizoid Personality Disorder

Although the two systems define a similar condition, there are a number of
discordant items. Four out of seven items are required by DSM-1V, whereas four out of
nine are required for ICD-10. Overall, all seven of the DSM-IV items are contained
among the nine ICD-10 items (with one ICD-10 item (8) corresponding to two DSM-IV
items (1) and (5)). Items in ICD-10 but not in DSM-IV include: “limited capacity to
express either warm, tender feelings or anger towards others,” “excessive preoccupation
with fantasy and introspection,” and “marked insensitivity to prevailing social norms and
conventions; disregard for such norms and conventions is unintentional.”

F60.2 Dissocial Personality Disorder (Antisocial Personality Disorder in DSM-1V)

Although the two systems define a similar condition, there is very little overlap
among the items. First of all, DSM-1V requires evidence of Conduct Disorder with onset
before age 15 years. In contrast, although “persistence irritability and the presence of
conduct disorder during childhood and adolescence complete the clinical picture” (ICD-
10 DCR, p. 126), they are not required for a diagnosis of Dissocial Personality Disorder
in ICD-10. DSM-1V requires three out of seven items, whereas ICD-10 requires three
out of six. Two of the DSM-IV items (1) and (6) correspond to ICD-10 item (2), DSM-
IV item (7) fairly closely corresponds to ICD-10 item (6) and DSM-IV item (4)
somewhat corresponds to ICD-10 item (4). Items unique to DSM-1V include:
“deceitfulness as indicated by repeated lying, use of aliases, or conning others for
personal profit or pleasure,” “impulsivity or failure to plan ahead,” and “reckless
disregard for the safety of self or others.” Items unique to ICD-10 include *“callous
unconcern for the feelings of others,” “incapacity to maintain enduring relationships,
though with no difficulty in establishing them,” and “incapacity to experience guilt or to
profit from adverse experience, particularly punishment.”

Likely Overlap: The DSM-IV requirement for a childhood history of Conduct Disorder
makes it much narrower than the ICD-10 disorder.
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F60.3 Emotionally Unstable Personality Disorder (Borderline Personality Disorder
in DSM-1V)

Two subtypes are provided: an “impulsive type” and a “borderline type.” The
DSM-1V category of Borderline Personality Disorder straddles both these subtypes, with
some items overlapping each of them. With the exception of one item (DSM-1V item
(9)) (“transient, stress-related paranoid ideation or severe dissociative symptoms”™), all of
the DSM-1V items are contained within at least one of subtypes. DSM-IV items (1), (2),
(3), (5), and (7) completely overlap with the five items in the ICD-10 borderline type,
whereas DSM-IV items (4), (6), and (8) overlap with items in the ICD-10 impulsive type.
One item “difficulty in maintaining any course of action that offers no immediate
reward” is unique to the ICD-10 impulsive type.

F60.4 Histrionic Personality Disorder

The six ICD-10 items are contained within the eight DSM-1V items. Two items
(“has a style of speech that is excessively impressionistic and lacking in detail” and
“considers relationships to be more intimate than they actually are”) are unique to DSM-
IV. Finally, ICD-10 requires four out of six items, whereas DSM-IV requires five out of
eight.

F60.5 Anankastic Personality Disorder (Obsessive-Compulsive Personality Disorder
in DSM-1V)

Six of the eight items in each system overlap and are essentially identical. Items
unique to ICD-10 include “feelings of excessive doubt and caution” and “excessive
pedantry and adherence to social conventions.” Items unique to DSM-IV include “is
unable to discard worn out or worthless objects even when they have no sentimental
value,” and “adopts a miserly spending style toward both self and others; money is
viewed as something to be hoarded for future catastrophes.”

F60.6 Anxious (Avoidant) Personality Disorder

Four of the six ICD-10 items (and seven DSM-1V items) are essentially identical.
Unique ICD-10 items include “persistent and pervasive feelings of tension and
apprehension” and “restrictions in lifestyle because of need for physical security.” ltems
unique to DSM-1V include “shows restraint within intimate relationships because of the
fear of being shamed or ridiculed,” “is inhibited in new interpersonal situations because
of feelings of inadequacy,” and “is unusually reluctant to take personal risks or to engage
in any new activities because they may prove embarrassing.”

F60.7 Dependent Personality Disorder
Five of the six ICD-10 items overlap with five of the eight DSM-IV items. (ICD-

10 requires four out of six and DSM-IV requires five out of eight). The item unique to
ICD-10 is “unwillingness to make even reasonable demands on the people one depends
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on.” The two items unique to DSM-IV are “has difficulty initiating projects or doing
things on his or her own because of a lack of self-confidence in judgment or abilities
rather than a lack of motivation or energy” and “goes to excessive lengths to obtain
nurturance and support from others to the point of volunteering to do things that are
unpleasant.”

Narcissistic Personality Disorder

Although this DSM-IV disorder is not included among the personality disorders
in ICD-10, the nine DSM-1V criteria appear in Annex 1 among the “provisional criteria
for selected disorders.”

F62 Enduring personality changes, not attributable to brain damage and disease
F62.0 Enduring personality change after catastrophic experience
F62.1 Enduring personality change after psychiatric illness

Although considered for inclusion in DSM-IV (see DSM-IV Options Book, pages S:1-
S:6) (Task Force on DSM-1V, 1991) neither of these disorders were ultimately included
because of concerns about their validity as distinct syndromes.

F63 Habit and Impulse Disorders
F63.0 Pathological Gambling

The ICD-10 and DSM-1V definitions differ markedly. All four of the ICD-10
criteria are required, so that to get a diagnosis of pathological gambling, individuals must
have had two or more episodes of gambling in a one year period which “do not have a
profitable outcome for the individual but are continued despite personal distress and
interference with personal functioning in daily living.” Furthermore, the individual must
describe an intense urge, which is difficult to control and be preoccupied by thoughts of
gambling. The DSM-IV definition is polythetic (i.e., five out of ten are required)
reflecting the heterogeneity of the condition, and are modeled after the criteria for
substance dependence, including items reflecting tolerance (“needs to gamble with
increasing amounts of money in order to achieve the desired excitement”), withdrawal
(“restless or irritable when attempting to cut down”), loss of control (“repeated
unsuccessful efforts to control, cut back, or stop”), and negative consequences
(“committed illegal acts to finance gambling” “lies to family members to conceal extent
of involvement,” “has jeopardized or lost a significant relationship, job, or educational or
career opportunity”).

Likely Overlap: By virtue of it’s the monothetic construction of the criteria set (as
compared to the polythetic DSM-1V criteria), the ICD-10 definition is much more
narrowly defined since all individuals must meet all four criteria.
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F63.1 Pathological fire-setting (pyromania)

Although similar, there are a number of wording differences that affect the
concordance in definition. ICD-10 requires “tension” before the act, whereas DSM-1V
requires “tension or affective arousal.” ICD-10 requires “relief” after the act, whereas
DSM-1V notes “pleasure, gratification, or relief when setting fires or when witnessing or
participating in their aftermath.” 1CD-10 requires “preoccupation” with thoughts of fire-
setting or of the circumstances surrounding the act, whereas DSM-1V allows for
“fascination with, interest in, or curiosity about, or attraction to fire or its situational
contexts.” Finally, DSM-1V excludes a number of situations in which the person might
engage in fire-setting for other reasons like arson for monetary gain or to conceal
criminal activity.

Likely Overlap: On the one hand the DSM-1V criteria are more broadly defined in that
each criterion is provided with multiple ways for it to be met (e.g., “tension or affective
arousal” vs. just “tension” in ICD-10). On the other hand, the lack of a criterion in ICD-
10 to rule-out potential false negatives makes that diagnosis more broadly defined.

F63.2 Pathological stealing (kleptomania)

Although similar, there are several differences in the definitions. 1CD-10 focuses
on the behavior itself, specifying that there be “two or more thefts in which the individual
steals without any apparent motive of personal gain or gain for another person.” DSM-
IV frames the disorder in terms of a “recurrent failure to resist impulses to steal.” ICD-
10 requires “relief” after the act, whereas DSM-1V notes “pleasure, gratification, or relief
at the time of committing the theft.” Finally, DSM-IV excludes a number of situations in
which the person might steal for other reasons like to express anger or vengeance.

Likely Overlap: On the one hand the DSM-IV criteria are a bit more broadly defined in
that each criterion is provided with multiple ways for it to be met (e.g., “pleasure,
gratification, or relief” vs. just “relief” in ICD-10). On the other hand, the lack of a
criterion in ICD-10 to rule-out potential false negatives makes that diagnosis more
broadly defined.

F63.3 Trichotillomania

Although similar, there are some differences in the definitions. 1CD-10 requires
tension before the act of pulling out the hair and relief afterwards. DSM-1V, requires
tension either before pulling out the hair or when attempting to resist the behavior.
Finally, ICD-10 requires “relief” after the act, whereas DSM-IV notes “pleasure,
gratification, or relief when pulling out the hair.”

Likely Overlap: The DSM-IV criteria are a bit more broadly defined in that two criteria
are provided with multiple ways for it to be met (e.g., “pleasure, gratification, or relief”
vs. just “relief” in ICD-10).
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F64 Gender Identity Disorder

ICD-10, as did DSM-I11-R, defines three separate disorders: "Gender ldentity
Disorder of Childhood," "Dual-role Transvestism," and "Transsexualism" all of which
are included under the single DSM-1V category Gender Identity Disorder.

F64.0 Transsexualism

This category corresponds to the most extreme end of the GID spectrum and
would overlap completely with the DSM-1V criteria for GID by virtue of the “desire to
live or be treated as the other sex” and a “preoccupation with getting rid of primary and
secondary sex characteristics.”

F641.1 Dual-role transvestism

The relationship of this category to the DSM-1V category of GID is less clear.
The ICD-10 category simply describes individuals who “wear clothes of the opposite sex
in order to experience temporarily membership of the opposite sex” but who do not want
a permanent change to the opposite sex (nor who are motivated by sexual arousal to
cross-dressing). The DSM-IV criteria for GID have two components: a strong and
persistent cross-gender identification and persistent discomfort with his or her sex or
sense of inappropriateness in the gender role of that sex. The first requirement may be
manifested by behaviors such as “frequent passing as the other sex”, which individuals
with dual-role transvestism would meet. The second requirement in DSM-IV that there
be discomfort with his or her sex can be met either by a “preoccupation with getting rid
of secondary sex characteristics” or the “belief that he or she was born the wrong sex”
neither of which is part of the definition of dual-role transvestism in ICD-10..

Likely Overlap: Individuals with dual-role transvestism for whom there is no “persistent
discomfort with his or her sex or sense of inappropriateness in the gender role of that
sex” would not meet criteria for DSM-1V GID.

F64.2 Gender identity disorder of childhood

Although the DSM-IV and ICD-10 likely identify similar sets of individuals, the
criteria sets are quite differently constructed. To get a GID diagnosis in DSM-1V, an
individual must have both a strong and persistent cross-gender identification and a
persistent discomfort with his or her sex or sense of inappropriateness in the gender role
of that sex. The ICD-10 criteria cannot be deconstructed along these lines. For girls,
there must a persistent and intense distress about being a girl and a stated desire to be a
boy and there must be either persistent marked aversion to normative feminine clothing
and insistence on wearing stereotypical masculine clothing or persistent repudiation of
female anatomical structures. For boys, there must be persistent and intense distress
about being a boy and an intense desire to be a girl, and there must be either
preoccupation with stereotypical female activities and a rejection of stereotypical male
toys, games and activities or a persistent repudiation of male anatomical structures.

Annotated Guide to DSM-1V/ICD-10 Differences — Page 59 of 72



Likely Overlap: It seems likely that most individuals would be classified as GID in both
systems but because of the differences in structure of the criteria sets, there may be some
discordant cases.

F65 Disorders of Sexual Preference
F65.0 Fetishism

ICD-10 requires that the fetish (i.e., non-living object) be the “most important
source of sexual stimulation” or be “essential for satisfactory sexual response.” DSM-IV
only requires that there be “recurrent intense, sexually arousing fantasies, sexual urges or
behaviors involving the use of non-living objects” without requiring that this preference
be either the most important or mandatory. Furthermore, ICD-10 gives the diagnosis if
the individual “acts on the urge” whereas DSM-1V requires either distress or
impairment—merely using a fetish in a sexual situation is not enough to qualify for a
diagnosis.

Likely Overlap: The DSM-1V definition is narrower in the sense that clinically
significant distress or impairment is required (not just acting), but the ICD-10 definition
is narrower in its requirement that the fetish either be mandatory for satisfactory
functioning or be the most important source of sexual stimulation.

F65.1 Fetishistic transvestism (Transvestic Fetishism in DSM-1V)

DSM-IV defines the condition simply as sexually arousing fantasies, urges or behaviors
involving cross-dressing. 1CD-10 requires that the motivation for cross-dressing be “to
create the appearance and feeling of being a member of the opposite sex.” Furthermore,
ICD-10 specifies a temporal relationship between the cross-dressing and sexual arousal,
requiring that “once orgasm occurs and sexual arousal declines, there is a strong desire to
remove the clothing.” Finally, DSM-1V gives the diagnosis only if the fantasies, urges,
or behaviors cause clinically significant distress or impairment. The behavior of sexually
arousing cross-dressing by itself without any distress or impairment is sufficient to get
the diagnosis in ICD-10.

Likely Overlap: The DSM-IV definition is narrower in the sense that clinically significant
distress or impairment is required (not just acting), but the ICD-10 definition is narrower
in its requirement that there be a desire to remove the clothing after orgasm.

F65.2 Exhibitionism

While both systems define this disorder in terms of urges to expose one’s genitals
to unsuspecting strangers, ICD-10 requires that there be “no intention or invitation to
have sexual intercourse with the ‘witnesses’” although the DSM-1V text notes that “if the
person acts on these urges, there is generally no attempt at further sexual activity with the
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stranger.” Both DSM-1V and ICD-10 assign the diagnosis based on action alone—
distress or impairment in not necessarily required.

Likely Overlap: Although ICD-10 includes an additional requirement of having no
intention or invitation to have intercourse with the victim, given its mention in the DSM-
IV text as a feature of the disorder, the requirement is unlikely to result in any discordant
cases.

F65.3 Voyeurism

While both systems define this disorder in terms of sexually arousing urges or
fantasies to observe unsuspecting people engaging in sexual or intimate behavior such as
undressing, ICD-10 requires that there be “no intention of sexual involvement with the
person(s) observed,” although the DSM-IV text notes that “generally no sexual activity
with the observed person is sought.” Both DSM-1V and ICD-10 assign the diagnosis
based on action alone—distress or impairment in not necessarily required.

Likely Overlap: Although ICD-10 includes an additional requirement of having no
intention of sexual involvement with the victim, given its mention in the DSM-1V text as
a feature of the disorder it is unlikely to result in any discordant cases.

F65.4 Paedophilia (Pedophilia in DSM-1V)

ICD-10 defines this disorder as a “persistent or predominant preference for sexual
activity with a prepubescent child or children” suggesting that the desire for sexual
activity with a child be the preferred focus of sexual arousal over any other. DSM-1V
defines it in terms of “recurrent, intense, sexually arousing fantasies, sexual urges, or
behaviors involving sexual activity with a prepubescent child” without making any
mention of whether it is preferred.” Both DSM-1V and ICD-10 assign the diagnosis
based on action alone—distress or impairment in not necessarily required.

Likely Overlap: If one interprets ICD-10 to mean that its require that sexual activity with
children be the preferred focus, then the ICD-10 definition is narrower than the DSM-1V
definition.

F65.5 Sadomasochism (Sexual Sadism and Sexual Masochism in DSM-1V)

ICD-10 combines both sexual sadism and sexual masochism into the same
disorder, defining the condition as a preference for masochistic sexual activity, sadistic
sexual activity, or both. DSM-1V has two separate paraphilias—one for sexual sadism
and one for sexual masochism, although the text noted that some males with sexual
masochism also have sexual sadism. ICD-10 requires that the sadomasochistic activity
be the most important source of stimulation or is necessary for sexual gratification (as it
did for fetishism); DSM-1V has no such requirement.

Annotated Guide to DSM-1V/ICD-10 Differences — Page 61 of 72



Likely Overlap: The ICD-10 definition is narrower due to its requirement that the
sadomasochism be the most important source of stimulation or mandatory.

F66 Psychological and behavioral disorders associated with sexual development and
orientation

F66.0 Sexual Maturation Disorder
F66.1 Ego-dystonic Sexual Orientation
F66.2 Sexual Relationship Disorder

None of these disorders are included in DSM-1V.
F68.0 Elaboration of physical symptoms for psychological reasons

This disorder is defined in terms of the exaggeration or prolongation of physical
symptoms which were originally due to a confirmed physical disorder or disease. There
is no corresponding category in DSM-IV. Some cases would be classified as
malingering (if there are clear external motivations for the behavior and it is being
consciously done).

F68.1 Intentional production or feigning of symptoms or disabilities, either physical
or psychological (factitious disorder)

Although very similar, there are some differences in the definitions. DSM-IV
requires that the “motivation for the behavior is to assume the sick role.” 1CD-10 does
not suggest any motivation but does rule out cases in which there is an external
motivation such as financial compensation. 1CD-10 requires that there be a “persistent
pattern of intentional production or feigning of symptoms” whereas DSM-IV does not
require that the intentional production of symptoms be persistent.

Likely Overlap: The extra requirement in DSM-IV that the motivation be to assume the
sick role is unlikely to lead to any significant discordant cases since in the absence of
external motivations, the most likely other motivation is a need to assume the sick role.
The ICD-10 requirement that it be a “persistent pattern” is narrower than the requirement
in DSM-IV, however.

F70-79 Mental Retardation

Although both DSM-1V and ICD-10 define mental retardation in terms of both a
reduced level of intellectual functioning and a consequent diminished ability to adapt to
the daily demands of the social environment, the method of defining the level of severity
differs slightly between the two systems. 1CD-10 defines the levels using exact cut-off
scores on 1Q testing: Mild is defined as 50 to 69, Moderate is defined as 35 to 49, Severe
is defined as 20 to 34, and Profound is defined as below 20. In contrast, DSM-IV-TR
provides somewhat greater flexibility in relating severity to a given 1Q score by defining
severity levels using overlapping scores (i.e., mild is 50-55, moderate is 35—-40 to 50-55,
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severe is 20-25 to 35-40, and profound is below 20-25). Within the overlapping range,
the severity is determined by the level of adaptive functioning.

F80 Specific Developmental Disorders of Speech and Language
F80.1 Specific Speech Articulation Disorder (Phonological Disorder in DSM-1V)

ICD-10 defines the condition in terms of test scores, requiring that articulation
skills, as assessed on standardized tests, be two standard deviations below the expected
level and one standard deviation below non-verbal 1Q. In contrast, DSM-IV defines the
disorder in terms of being unable to use developmentally expected speech sounds that are
appropriate for age and dialect and that this inability interferes with academic or
occupational achievement or with social communication. Finally, in contrast to ICD-10
which does not allow the diagnosis to be made if language, expression, and
comprehension, as assessed on standardized tests, are within the 2 standard deviation
limit for the child’s age or if there are any neurological, sensory, or physical impairments
that directly affect speech sound production, DSM-IV allows the diagnosis to be made in
these circumstances if the speech difficulties are in excess of those usually associated
with these problems.

F80.1 Expressive Language Disorder

The ICD-10 definition provides specific cutoffs for the expressive language scores: two
standard deviations below the expected level and one standard deviation below non-
verbal 1Q. In contrast, DSM-IV only requires that the scores be “substantially below
those obtained from standardized measures of both nonverbal intellectual capacity and
receptive language development.” Furthermore, ICD-10 also requires that use and
understanding of non-verbal communication and imaginative language functions be
within the normal range. Finally, in contrast to ICD-10 which does not allow the
diagnosis to be made if there are any neurological, sensory, or physical impairments that
directly affect the use of spoken language, DSM-1V allows the diagnosis in these
circumstances if the language difficulties are in excess of those usually associated with
these problems.

F80.2 Receptive Language Disorder (Mixed Receptive-Expressive Language
Disorder in DSM-1V)

Perhaps the biggest difference is that DSM-IV does not include a disorder of
isolated receptive language; according to DSM-1V, all disorders of receptive language are
inevitably accompanied by impairments in expressive language as well. Furthermore,
the ICD-10 definition provides specific cutoffs for the language comprehension scores:
two standard deviations below the expected level and one standard deviation below non-
verbal 1Q. In contrast, DSM-1V only requires that the scores be “substantially below
those obtained from standardized measures of both nonverbal intellectual capacity.”

Note that in keeping with the above principle of there being a mixed receptive-expressive
language disorder in DSM-1V, scores obtained on a battery of measures of both receptive
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and expressive language development have to be below 1Q. Finally, in contrast to ICD-
10 which does not allow the diagnosis to be made if there are any neurological, sensory,
or physical impairments that directly affect receptive language, DSM-IV allows the
diagnosis in these circumstances if the language difficulties are in excess of those usually
associated with these problems.

F80.3 Acquired aphasia with epilepsy (Landau-Kleffner syndrome)
This disorder is not included in DSM-1V.

F81 Specific Developmental disorders of scholastic skills

F81.0 Specific reading disorder (Reading Disorder in DSM-1V)

The ICD-10 definition provides specific cutoffs for the reading test scores: two
standard deviations below the expected level based on the child’s chronological age and
general intelligence. In contrast, DSM-IV only requires that the scores be “substantially
below that expected given the person’s chronological age, measured intelligence, and
age-appropriate education.” In addition, the ICD-10 definition includes as an alternative
a history of serious reading difficulties plus a score on a spelling test that is at least 2
standard errors of prediction below the level expected. In addition, while ICD-10
excludes the diagnosis if the disorder is the “direct result of a defect in visual or hearing
acuity or of a neurological disorder,” the DSM-1V notes that if a sensory deficit is
present, the reading difficulties are in excess of those usually associated with it. DSM-IV
does not have any exclusions for neurological conditions, and instead recommends that
any comorbid neurological conditions be coded on Axis I11. In ICD-10, Reading
Disorder takes precedence over Mathematics Disorder so that if criteria are met for both,
only Reading Disorder is diagnosed; in contrast, in DSM-IV if criteria are met for both,
both disorders are diagnosed.

F81.1 Specific Spelling Disorder (Disorder of Written Expression in DSM-1V)

DSM-1V does not include a spelling disorder per se. It includes instead a
Disorder of Written Expression which includes spelling problems as one example of the
combination of difficulties in the individual’s ability to compose written texts. Spelling
problems in the absence of other difficulties (i.e., grammatical or punctuation errors
within sentences, poor paragraph organization, and excessively poor handwriting) would
not justify a diagnosis in DSM-IV.

F81.2 Specific disorder of arithmetic skills (Mathematics Disorder in DSM-1V)

The ICD-10 definition provides specific cutoffs for the arithmetic test scores: two
standard deviations below the expected level based on the child’s chronological age and
general intelligence. In contrast, DSM-IV only requires that the scores be “substantially
below that expected given the person’s chronological age, measured intelligence, and
age-appropriate education.” In addition, ICD-10 requires normal reading and spelling

Annotated Guide to DSM-1V/ICD-10 Differences — Page 64 of 72



skills and no history of significant reading or spelling difficulties. Finally, ICD-10
requires that arithmetical difficulties have been present from the early stages of learning
arithmetic.

F82 Specific developmental disorder of motor function (Developmental coordination
disorder in DSM-1V)

ICD-10 requires that the score on a standardized test of fine or gross motor
coordination is at least 2 standard deviations below the level expected whereas DSM-1V
states that “performance in daily activities that require motor coordination is substantially
below that expected.

F84 Pervasive Developmental Disorders
F84.0 Childhood Autism (Autistic Disorder in DSM-1V)

Although there are slight differences in wording in the items, the DSM-IV and
ICD-10 item sets and diagnostic algorithms are quite similar with only minor differences
in wording. For example, compare 1ICD-10 criterion B(1)(b) “failure to develop (in a
manner appropriate to mental age and despite ample opportunities) peer relationships that
involve a mutual sharing of interests, activities, and emotions” with DSM-1V criterion
A(1)(b) “failure to develop peer relationships appropriate to developmental level”.
Conceivably, even these small wording differences could lead to diagnostic discordance
if one literally interprets the phrase in ICD-10 “peer relationships that involve a mutual
sharing of interests, activities, and emotions” as requiring evidence of lack of mutual
sharing in all three domains, in contrast to DSM-IV’s lack of specificity regarding what
is meant by “peer relationships appropriate to developmental level.” The ICD-10
exclusion criterion is considerably more broad than the DSM-IV exclusion (which only
excludes cases meeting criteria for Rett’s or Childhood Disintegrative Disorder),
requiring that a number of other disorders be considered instead (e.g., early-onset
Schizophrenia, Mental Retardation with an associated emotional or behavioral disorder).

F84.1 Atypical Autism

There is no corresponding category with criteria in DSM-1V; cases would be
diagnosed in DSM-1V as Pervasive Developmental Disorder NOS.

F84.2 Rett’s syndrome (Rett’s Disorder in DSM-1V)

Although most of the items are worded identically, there are some slight
differences. For example, ICD-10 indicates that the deceleration in head growth and loss
of hand skills are associated with “concurrent communication dysfunction and impaired
social interactions” whereas DSM-IV requires “loss of social engagement early in the
course.”
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F84.3 Other Childhood Disintegrative Disorder (Childhood Disintegrative Disorder
in DSM-1V)

The DSM-IV and ICD-10 item sets and diagnostic algorithms are virtually
identical except for the C criterion, which in ICD-10 includes an additional fourth item,
"a general loss of interest in objects and the environment.”

F84.4 Overactive disorder associated with mental retardation and stereotyped
movements

This disorder in not included in DSM-1V.

F84.5 Asperger’s syndrome (Asperger's Disorder in DSM-1V)

Although there are slight differences in wording in the items, the DSM-IV and
ICD-10 item sets and diagnostic algorithms are almost identical and identify the same
group of individuals as having Asperger’s. The ICD-10 exclusion criterion is
considerably more broad than the DSM-IV exclusion (which only excludes cases meeting
criteria for other pervasive developmental disorders or Schizophrenia).

F90 Hyperkinetic Disorders (Attention-deficit Hyperactivity Disorder in DSM-1V)

ICD-10 subdivides the group of hyperkinetic disorders based on whether or not
there is associated aggression, delinquency, or antisocial behavior, resulting in combined
disorders, i.e., single disorders defined only in terms of meeting the criteria for two
separate disorders. For example, Hyperkinetic conduct disorder is defined as meeting the
criteria for both Hyperkinetic disorder and Conduct disorder. In contrast, in DSM-IV
each of these disorders is diagnosed separately and if criteria are met for more than one
disorder, all the relevant comorbid disorders are diagnosed.

The ICD-10 and DSM-1V item sets are almost identical but there are some
significant differences in the diagnostic algorithm. Both DSM-1V and ICD-10 have an
“inattention” criteria set, in which the same six out of nine symptoms must have persisted
for at least six months. DSM-1V also provides a hyperactivity-impulsivity criteria set,
for which a similar requirement of six symptoms out of a total of nine are required (with
the first six considered “hyperactive” symptoms and the last three considered to be
“impulsivity” symptoms). In contrast, ICD-10 has two separate lists: a list of five
hyperactive symptoms, three of which must have persisted for six months, and a second
list of four impulsivity symptoms, one of which must have persisted for six months. The
algorithms differ considerably in that ICD-10 requires at least six inattention symptoms,
three hyperactivity symptoms, and one impulsivity symptom to qualify for a diagnosis of
hyperkinetic disorder (a total of 10 symptoms). DSM-1V requires either six inattention
symptoms or six hyperactive-impulsivity symptoms to justify a diagnosis of Attention-
deficit/hyperactivity disorder.
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Looking at the overlap between the DSM-1V and ICD-10 hyperactive-impulsivity
items, four of the six DSM-IV hyperactive symptoms are included almost verbatim in the
ICD-10 hyperactive list. One ICD-10 symptom “exhibits a persistent pattern of
excessive motor activity that is not substantially modified by social context or demands”
is similar, but not identical, to the DSM-IV item “is often ‘on the go’ or often acts as if
‘driven by a motor.”” The sixth DSM-1V hyperactivity item, “often talks excessively,” is
included among the four ICD-10 impulsivity symptoms.

ICD-10 and DSM-1V also differ in terms of required onset of symptoms. ICD-10
requires that the “onset of the disorder is no later than age 7 years,” implying that at least
10 symptoms (the number required for a diagnosis) must be present by age 7; DSM-1V,
in contrast, requires only that “some hyperactive-impulsive or inattentive symptoms that
caused impairment were present before age 7 years.”

Likely Overlap: It would appear that the ICD-10 definition of hyperkinetic disorder is
more narrowly defined than DSM-IV in that it requires a total of 10 symptoms (as
opposed to only six in DSM-1V) and requires that the symptoms be distributed among the
different domains so that at least six inattentive symptoms, three hyperactive symptoms,
and one impulsive symptom must be present; DSM-1V allows the diagnosis with only six
symptoms from only one of its two domains (inattention and hyperactive-impulsive).

F91 Conduct Disorders

ICD-10 provides a list of 23 items, the latter 15 corresponding exactly to the list
of 16 items included in the DSM-IV criteria set for Conduct Disorder. 1CD-10 includes
four types of Conduct Disorder: Conduct Disorder confined to the family context,
Unsocialized Conduct Disorder, Socialized Conduct Disorder, and Oppositional Defiant
Disorder. DSM-IV, in contrast, has only two subtypes of Conduct Disorder (childhood-
onset type and adolescent-onset type, based on whether the onset of any of the Conduct
Disorder symptoms is prior to age 10); Oppositional-defiant disorder is not considered to
be a type of Conduct Disorder, but a separate condition..

The first three types of ICD-10 Conduct Disorder require at least three items from
the latter list of 15 items, which is the same requirement as in DSM-1V Conduct
Disorder. There are some significant differences between ICD-10 and DSM-IV however.

1) ICD-10 Conduct Disorder types require that at least one item from the list of 15 items
be “present for at least 6 months.” DSM-IV does not specify any minimum duration, but
does require the presence of at least three or more “in the past 12 months, with at least
one criterion present in the past six months.”

2) The DSM-1V and ICD-10 algorithms for Oppositional-defiant disorder differ
considerably. DSM-IV requires a minimum of four items from the list of eight symptoms
(which are the first eight out of the ICD-10 list of 23 symptoms). In contrast, while ICD-
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10 also requires a minimum of four symptoms, at least two symptoms can be from the list
of symptoms qualifying for Conduct Disorder.

Likely Overlap: DSM-IV and ICD-10 cases of Conduct Disorder are likely to be the
same, except that ICD-10 Conduct Disorder is slightly more narrowly defined by virtue
of its requirement that at least one symptom persists for at least six months. On the other
hand, ICD-10 Oppositional defiant disorder is likely to more severe because up to two of
the items can be drawn from the Conduct Disorder item set.

F92 Mixed Disorders of Conduct and Emotions

DSM-IV does not include any such compound categories. If criteria are met for
Conduct Disorder and a mood, anxiety, somatoform, or other disorder, both types of
disorders are diagnosed separately.

F93.0 Separation Anxiety Disorder

The DSM-IV and ICD-10 symptom items are almost identical. The ICD-10
definition is narrower in that the age of onset must be before age 6 (in contrast to age 18
in DSM-1V) and the diagnosis cannot be made in ICD-10 if the presentation is “part of a
broader disturbance of emotions, conduct, or personality."

F93.1 Phobic anxiety disorder of childhood

There is no corresponding child-specific category in DSM-IV. Phobias occurring
during childhood are diagnosed in DSM-1V as a specific phobia in the Anxiety Disorders
section. In DSM-1V, the duration of a specific phobia in individuals under age 18 must
be at least 6 months whereas the required duration in ICD-10 is only 4 weeks. Thus,
cases of transient phobias in childhood lasting less at least one month but less than 6
months would not be given a diagnosis in DSM-IV.

F93.2 Social anxiety disorder of childhood

There is no corresponding child-specific category in DSM-1V. Social anxiety
occurring during childhood is diagnosed in DSM-1V as Social phobia in the Anxiety
Disorders section. In DSM-1V, the duration of Social phobia in individuals under age 18
must be at least 6 months whereas the required duration in ICD-10 is only 4 weeks.

Thus, cases of transient social anxiety in childhood lasting less at least one month but less
than 6 months would not be given a diagnosis in DSM-IV.

F93.3 Sibling Rivalry Disorder
There is no corresponding disorder in DSM-IV. Sibling rivalry problem is

included in DSM-1V among the Additional conditions that may be a focus of clinical
attention but that are not considered to be mental disorders.
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F93.80 Generalized Anxiety Disorder of Childhood

There is no corresponding child-specific category in DSM-IV. Generalized
anxiety occurring during childhood is diagnosed in DSM-1V as Generalized Anxiety
Disorder in the Anxiety Disorders section. The ICD-10 criteria for generalized anxiety
disorder of childhood, in contrast to the adult criteria, are virtually identical to the DSM-
IV criteria for Generalized Anxiety Disorder, which are less heavily focused on the
anxiety symptoms, as per the accompanying note in ICD-10: “in children and adolescents
the range of complaints by which the general anxiety is manifest is often more limited
than in adults and the specific symptoms of autonomic arousal are often less prominent.
For these individuals, the following alternative set of criteria can be used if preferred.”
(ICD-10 DCR, pp. 164-165).

F94.0 Elective mutism (Selective Mutism in DSM-1V)

Although the two criteria sets are worded differently, they define essentially the
same condition. DSM-IV adds a requirement that it not be limited to the first month of
school in order to avoid false positives.

F94.1 Reactive Attachment Disorder of childhood (Reactive Attachment Disorder of
infancy or early childhood, inhibited type in DSM-1V)

While both ICD-10 and DSM-IV describe a condition in which the child has
markedly disturbed social relatedness, they describe slightly different manifestations of
it. 1CD-10 requires the child to exhibit strongly contradictory or ambivalent social
responses and to have evidence of emotional disturbance as shown by lack of emotional
reactivity, withdrawal reactions, aggressive responses to the child’s own or other’s
distress, or fearful hypervigilance. DSM-IV requires a persistent failure to initiate or
respond to most social interactions as manifest by excessively inhibited, hypervigilant, or
highly ambivalent and contradictory responses.

More importantly, however, DSM-1V requires that this disturbed behavior is
causally related to pathogenic care as evidenced by persistent disregard of the child’s
basic emotional needs, disregard of the child’s basic physical needs, or repeated changes
in primary caregivers that prevent formation of stable attachments. 1CD-10 has no such
requirement.

Likely Overlap: DSM-IV is much more narrowly defined by virtue of the requirement for
pathogenic care.

F94.2 Inhibited attachment Disorder of childhood (Reactive Attachment Disorder of
infancy or early childhood, disinhibited type in DSM-1V)

While both ICD-10 and DSM-IV describe a condition in which the child has
diffuse social attachments, they describe slightly different manifestations of it. 1CD-10
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requires diffuse attachments during the first five years of life plus a failure to show
selective social attachments as manifested by a normal tendency to seek comfort from
others when distressed accompanied by a lack of selectivity in the people from whom
comfort is sought. Furthermore, ICD-10 requires that social interactions with unfamiliar
people are poorly modulated and that there be either generally clinging behavior in
infancy or attention-seeking and indiscriminately friendly behavior in early or middle
childhood. In contrast, DSM-IV requires diffuse attachments as manifest by
indiscriminate sociability with marked inability to exhibit appropriate selective
attachments. No other requirements are imposed.

More importantly, however, DSM-1V requires that this disturbed behavior is
causally related to pathogenic care as evidenced by persistent disregard of the child’s
basic emotional needs, disregard of the child’s basic physical needs, or repeated changes
primary caregivers that prevent formation of stable attachments. 1CD-10 has no such
requirement.

Likely Overlap: DSM-IV is much more narrowly defined by virtue of the requirement for
pathogenic care.

F95 Tic Disorders
F95.0 Transient Tic Disorder
The definitions are virtually identical.
F95.1 Chronic Motor or Vocal Tic Disorder
The definitions are virtually identical except that ICD-10 sets a 2-month limit on
tic-free intervals during the 12 months, whereas DSM-IV sets a limit of three consecutive

tic-free months. .

F95.2 Combined vocal and multiple motor tic disorder [de la Tourette's syndrome]
(Tourette’s disorder in DSM-1V)

The definitions are virtually identical except that ICD-10 sets a 2-month limit on
tic-free intervals during the 12 months, whereas DSM-IV sets a limit of three consecutive
tic-free months.

F98.0 Nonorganic enuresis (Enuresis Not due to a general medical condition in
DSM-1V)

The ICD-10 definition has a lower threshold for the number of enuretic episodes
that justify a disorder: at least twice a month in children aged under 7 years and at least
once a month in children aged 7 years or more. In contrast, DSM-IV requires a
frequency of twice a week for at least three consecutive months. Furthermore, ICD-10
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includes a very strict exclusion criterion, preventing a diagnosis of Enuresis to be made if
there is any evidence of another mental disorder.

F98.1 Nonorganic functional Encopresis (Encopresis in DSM-1V)

In contrast to DSM-1V, which establishes a minimum duration of three months,
ICD-10 has set a minimum duration of six months. The two systems provide different
subtypes. 1CD-10 has three subtypes: “failure to acquire physiological bowel control,”
“adequate bowel control with normal feces deposited in inappropriate places,” and
“soiling associated with excessively fluid feces.” The two DSM-1V subtypes are “With
constipation and overflow incontinence” and “without constipation and overflow
incontinence.”

F98.2 Feeding Disorder of Infancy and Early Childhood (also includes Rumination
Disorder in DSM-1V)

This ICD-10 category covers two DSM-1V categories: Feeding Disorder of
Infancy or Early Childhood and Rumination Disorder. Combining the two definitions
into a single criteria set results in some diagnostic differences, however. DSM-IV
Rumination Disorder is defined as repeated regurgitation and re-chewing of food lasting
at least one month without any requirement for failure to gain weight or other health
problems and no requirement for an age of onset. .By including rumination within the
criteria set for Feeding Disorder, ICD-10 consequently requires an age of onset by age 6
and failure to gain weight or health problems for cases of rumination.

F98.3 Pica of infancy and childhood (Pica in DSM-1V)

Although both systems describe essentially the same condition, there are several
differences in wording. In contrast to DSM-1V, which allows the diagnosis to be made in
the presence of other mental disorders if it is sufficiently severe to warrant independent
clinical attention, the ICD-10 definition excludes the diagnosis in the presence of any
other mental disorder (except Mental Retardation). ICD-10 sets a minimum frequency of
at least twice a week whereas DSM-1V does not impose any minimum frequency.

Finally, whereas ICD-10 specifies a minimum chronological and mental age of at least 2
years, DSM-IV requires that the eating of non-nutritive substances be inappropriate to the
developmental level.

F98.4 Stereotyped Movement Disorder (Stereotypic Movement Disorder in DSM-
V)

The ICD-10 definition is much narrower in that a diagnosis of Stereotypic
Movement Disorder cannot be made in the presence of any other mental disorder (except
for Mental Retardation).

F98.6 Stuttering
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Although both systems define essentially the same condition, there are several
differences. 1CD-10 defines stuttering as “speech characterized by frequent repetitions or
prolongation of sounds or syllables or words or by frequent hesitations or pauses”
whereas DSM-IV provides a list of eight items describing the various manifestations of
stuttering, including “circumlocutions (word substitutions to avoid problematic words)
and words produced with an excess of tension.” DSM-IV also notes that the speech
dysfluency must be inappropriate for the individual’s age (to avoid false positives for
normal developmental fluency problems). Finally, ICD-10 requires a minimum three
month duration; DSM-1V does not set a minimum duration.
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