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Disclaimers

In our limited time we will be able to cover all of 
the major changes in the DSM-5-TR, but there are 
specialty areas of practice that will surely benefit 
from deeper dives.

Please feel free to ask anything you would like 
at any time.  Even if we don’t get to everything, 
I want to be sure to address areas of interest to 
you.  It’s your workshop.

If time permits, I will do my “DSM Rap” for you as 
a way of providing a memorable synopsis of the 
tandem development of the DSM and the ICD.  



Disclaimers

Not representing the American Psychiatric 
Association.

Not representing the other APA.

Not representing the WHO.

No proprietary or commercial interests.

All materials that are used are either open 
source or used with express permission.

We all bring perspectives.  I will share mine but 
there is nothing sacrosanct about it.



Poll:  Which Edition of the DSM 
did you FIRST train in?

A.  DSM-5-TR (2022)
B.  DSM-5 (2013)
C.  DSM-IV-TR (2000)
D. DSM-IV (1994)
E.  DSM-III-R (1987)
F.  DSM-III (1980)
G. DSM-II (1968)
H. DSM-I (1952)



Poll:  How familiar are you with 
the changes in the DSM-5-TR?

A.  I am very familiar. I’ve read it from 
cover to cover, so much so that I could 
conduct this training myself, but I don’t 
want to. 

B. I’m somewhat familiar.  I’ve read about 
most, if not all of them, but I just wanted 
a deeper dive or more comprehensive 
coverage

C. I’ve heard bits and pieces here and 
there, but not much else

D. I am genuinely clueless.  If I’ve heard 
anything at all I honestly can’t recall a 
word of it.



Overview

I.  The DSM-5-TR: Who, What, When, Where and Why (now)?

II.  Dual/Dueling Diagnostic Systems: The ICD and the DSM

III. New Disorders in the DSM-5-TR
A. Prolonged Grief Disorder and Differential Diagnosis
B. Unspecified Mood Disorders
C. Suicidal Behavior and Nonsuicidal Self-Injury (NSSI)
D.  Gender Dysphoria

IV.  Criteriological Changes

V.  Revisions in Assessment Tools

VI.  Culturally Sensitive and Affirming Revisions

VII.  “To Infinity and Beyond”…. Future directions for the ICD 
and the DSM



I.  Who, What, 
When, Where 
and Why?



A. Who

Michael B. First, M.D., and 
Philip Wang, M.D., Dr.PH., 
Revision Subcommittee Co-Chairs

Wilson M. Compton, M.D., and 
Daniel S. Pine, M.D., 
Revision Subcommittee Vice Chairs

Over 200 Subject Matter Experts



Comparative Percentages of MH Professionals 
Involved in the Revision of the DSM-5-TR
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Psychiatrists

Psycholgists



B.  What:
The Process

Three separate revision processes:

1. The development tof the original DSM-5 criteria and text 
(DSM- Steering Committee)

2. Updates to the DSM-5 criteria and text 
(DSM-5 Steering Committee)

3. Full updates to the DSM-5 text 
overseen by the DSM-5 Revision Subcommittee)

Three separate revision processes:

1. The development of the original DSM-5 criteria 
and text (DSM-5 Steering Committee)

2. Updates to the DSM-5 criteria and text 
(DSM-5 Steering Committee)

3. Full updates to the DSM-5 text 
(overseen by the DSM-5 Revision Subcommittee) 
including cross-cutting

a. Review Committee on Cultural Issues 
b. Ethnoracial Equity and Inclusion Work Group



B.  What:
The Outcome

New Disorders (e.g., Prolonged Grief Disorder; 
Stimulant-Induced Mild Neurocognitive Disorder)

Resurrected Disorders (e.g., Unspecified Mood Disorders)

Conceptually Revised Disorders (e.g., Gender Dysphoria)

New Codes: Includes all addenda
Includes new codes (e.g., Suicide and NSSI)
Drops all ICD-9 codes

Revised 70 Criteria sets (from the lofty to the sublime)

Performed a Culturally Informed Extreme Makeover 
(TR and Assessments)



C. Where

According to a study 
conducted by the World 
Health Organization across 44 
countries, more than 70 
percent of the responding 
psychiatrists use the ICD 
rather than the DSM. 

http://www.apa.org/monitor/2012/02/disorder-classification.aspx
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D. When

Functionally, began immediately 
after DSM-5

Officially, appointed in 2019

Launched in March, 2022

Concentrated on last 10 years of 
advances in the literature



E.  Why (now)

It’s been a decade 
(conceptual, sociocultural and 
empirical advances)

Need to align with ICD

Why DSM-5-TR and not DSM 5.1, 
DSM-R, or DSM-6?



II. Dual/Dueling 
Diagnostic Systems



Development of the ICD

THE  GREAT EXHIBITION IN LONDON 
1851



IDC’s 
Revisions 
Across Time

Approved in 2019 
for Adoption 
beginning in 2022



Editions of the DSM

DSM-I (1952)

DSM-II (1968)

DSM-III (1980)

DSM-III-R (1987)

DSM-IV (1994)

DSM-IV-TR (2000)

DSM-5 (2013)

DSM-5-TR (2022)



ICD DSM

Produced by global health agency of UN

Covers all health conditions  Mortality 

and Morbidity

Produced by the American Psychiatric 

Association

Covers only mental disorders

Morbidity

Free and open resource for public health 

benefit 

Copyrighted by the APA

For countries; front-line service providers For (US) psychiatrists

Global, multidisciplinary, multilingual 

development

Dominated by US, Anglophone perspective

Approved by World Health Assembly Approved by APA Assembly



Harmonizing the DSM and the ICD



Harmonizing the DSM and the ICD



ICD-10-CM Sample Chapters and Codes
Chapter Range of Codes
I. Certain infectious and parasitic diseases A00-B99

II. Neoplasms C00-D48

III. Disease of the blood D50-D89

IV. Endocrine, nutritional and metabolic diseases E00-E90

V. Mental and behavioral disorders F00-F99
VI. Diseases of the nervous system G00-G99

VII. Diseases of the eye and adnexa H00-H59

VIII. Diseases of the ear and mastoid process H60-H95

IX. Diseases of the circulatory system I00-I99

X. Diseases of the respiratory system J00-J99

…continues through XXI. Factors influencing 
health status and contact with health services (Z00-

Z98)



III. “New Disorders” 
in the DSM-5-TR

A. Prolonged Grief Disorder

B. Unspecified Mood Disorders

C. Suicidal Behavior and 
Nonsuicidal Self-Injury (NSSI)

D.  Gender Dysphoria



A. Prolonged Grief 
Disorder  Added to 
Trauma and Stress-
Related Disorders 

REACTIVE ATTACHMENT 
DISORDER

DISINHIBITED SOCIAL 
ENGAGEMENT DISORDER

POSTTRAUMATIC STRESS 
DISORDER

ACUTE STRESS 
DISORDER

ADJUSTMENT 
DISORDERS

PROLONGED GRIEF DISORDER
(UNDER TRAUMA AND NOT 
DEPRESSIVE DISORDERS

27



The Bereavement Exclusion 

In the DSM-IV there was an exclusion for a 
major depressive episode that was applied 
to depressive symptoms lasting less than 2 
months following the death of a loved one 
(i.e., ”the bereavement exclusion”)



DSM-5 Dropped The 
Bereavement Exclusion because:

1. Bereavement can precipitate a MDE

2. Important to remove implication 
that bereavement lasts only 2 months



Distinguishing 
Grief from 
Depression

Grief Major Depression

Predominant 
affect

Emptiness and loss Persistent depressed mood and 
the inability to anticipate 
happiness or pleasure

Dysphoria Decreases in intensity over 
days to weeks and occurs in 
waves, the so-called pangs 
of grief; waves associated 
with thoughts or reminders 
of the deceased

Persistent and not tied to 
specific thoughts or 
preoccupations

Pain Accompanied by positive 
emotions and humor 

Pervasive unhappiness and 
misery 



Distinguishing 
Grief from 
Depression

Grief Major Depression

Thought 
content

Preoccupation with thoughts and 
memories of the deceased

Self-critical or pessimistic 
ruminations 

Self-esteem Preserved; If self-derogatory 
ideation is present, it typically 
involves perceived failing vis-à-vis 
the deceased (e.g. not visiting 
frequently enough, not telling the 
deceased how much he or she was 
loved) 

Feelings of worthlessness and 
self-loathing are common

Suicidal 
thoughts

Focused on the deceased and 
possibly about “joining” the 
deceased

Focused on ending one’s own life 
because of feeling worthless, 
undeserving of life, or unable to 
cope with the pain of depression.



Diagnostic 
Criteria for 
Prolonged Grief 
Disorder

A. The death, at least 12 months ago, of a person who was close to the 
bereaved individual (6 months for children)

B. The development of a persistent grief response characterized by 
one or both of the following nearly every day for the last month:

◦ 1. Intense yearning/longing for the deceased person
2. Preoccupation with thoughts or memories of the deceased person

C. Since the death, at least three of the following nearly every day:

1. Identity disruption (feeling as though part of oneself has died)
2. Marked sense of disbelief about the death
3. Avoidance of reminders that the person is dead
4. Intense emotional pain (anger, bitterness, sorrow)
5. Difficulty reintegrating into relationships and activities
6.  Emotional numbness
7. Feeling that life is meaningless
8. Intense loneliness 

D. Clinically  significant distress or impairment

E. Duration and severity clearly exceed expected social, cultural 
or religious norms for the person

F.  Not better explained by another disorder (PTSD, depression, etc.)



Prevalence and 
Early Predictors
Boelen and Lenferink, 
(2022)

Self-Reported data from 306 adults within 
first year of bereavement (Wave 1) 
and again 1 year later (Wave 2)

10.1% met criteria for probable 
Prolonged Grief disorder (Wave 2)

People meeting criteria at Wave 1 had a 
significantly increased risk of meeting criteria 
at Wave 2 (71% of Wave 1) 

Highest predictors were loss of child, 
unnatural loss, lower education



Prolonged Grief 
Disorder 
Assessment: 
PG-13-R



B. Unspecified 
Mood Disorder

Unspecified Mood Disorder was 
an inadvertent casualty of the 
DSM-5’s discontinuation of the 
category of Mood Disorders

So, the DSM-5-TR “resurrects” 
the disorder and looks for 
where to best place it 



Depressive 
Disorders

Disruptive Mood 
Dysregulation Disorder

Major Depressive Disorder

Persistent Depressive 
Disorder (Dysthymia)

Premenstrual Dysphoric 
Disorder

Other Specified Depressive 
Disorder

Unspecified Depressive 
Disorder

Unspecified Mood Disorder

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=m4NEQnBc-uBUfM&tbnid=9-yFS6TB86skzM:&ved=0CAUQjRw&url=http://touchstonehealthpartners.org/2013/02/the-encompassing-darknessdepression/&ei=j0XkUYzaDpXb4APi4YG4Aw&bvm=bv.48705608,d.dmg&psig=AFQjCNEneIM2G68MeM2N945FxhJBW_LHVQ&ust=1374000883793021


Unspecified 
Mood Disorder

“This category applies to presentations in 
which symptoms characteristic of a mood 
disorder occur but do not at the time of the 
evaluation meet the full criteria for any of 
the disorders in either the bipolar or the 
depressive disorders diagnostic classes and 
in which it is difficult to choose between 
unspecified bipolar and related disorder 
and unspecified depressive disorder (e.g., 
acute agitation).”

-Appears in Depressive Disorders AND in 
Bipolar Disorders Sections



C. Suicidal 
Behavior and 
Nonsuicidal Self-
Injury

Remain in Section on Other Conditions 
that May Be a Focus of Clinical Attention

But, are brought forward in the 
“Z codes” from the ICD-10 



C. Suicidal 
Behavior and 
Nonsuicidal Self-
Injury

Suicidal Behavior (T14.91A or D)

“This category may be used for individuals who have 
engaged in potentially self-injurious behavior with at 
least some intent to die as a result of the activity.
Evidence of intent to end one’s life can be explicit or 
inferred from the behavior or circumstances.  A 
suicide attempt may or may not result in actual self-
injury.  If the individual is dissuaded by another 
person or changes his or her mind before initiating 
the behavior, this category does not apply.”

- In 2020, an estimated

12.2 million American adults seriously thought about suicide
3.2 million planned a suicide attempt, and 
1.2 million attempted suicide

50,000 succeeded



s

C. Suicidal 
Behavior and 
Nonsuicidal Self-
Injury

Nonsuicidal Self-Injury (NSSI) (R45.88)
“This category may be used for individuals who 
have engaged in intentional self-inflicted damage to 
their body of a sort likely to include bleeding, 
bruising, or pain (e.g., cutting, burning, stabbing, 
hitting, excessive rubbing) in the absence of suicidal 
intent.”

1. Different from SB in purpose (emotional 
regulation, self-punishment, interpersonal 
influence) and methods (non-lethal)

2. Predicts SB better than depression, 
anxiety, impulsivity

3. Lifetime Prevalence of 15-20%, with onset 
around 13-14 years of age.



Nonsuicidal Self-Injury 
(NSSI)
Cornyn Hates Hurting



Poll:  Is Cornyn a candidate for 
a NSSI coding?

A.  Yes. She demonstrates several non-suicidal self-injurious 
behaviors, and she talks about them in terms of punishing herself

B. Maybe. Her self-injurious behaviors seem more anxiety-
related so it’s not clear whether or not they are intended as self-
harm 

C. Probably not.  They seem secondary to anxiety disorders 
(excoriation disorder and trichotillomania), and she specifically 
denies any clearer instances of self-harm, like burning or cutting

D. Definitely not. They are ego dystonic, lack injurious intent, 
respond to anti-anxiety medications, and are better accounted 
for by Obsessive-Compulsive and Other Related Disorders



D. Gender Identity 
and Gender 
Dysphoria



Overview

The medicalization of transgender identities 
and gender identity-related distress has been a 
controversial topic for decades.

This is due in part to continuing concerns 
about further stigmatization of an already 
marginalized group.

Early theories often conflated homosexuality 
and transgender (i.e. sexual orientation and 
gender identity) and pathologized gender 
non-conformity.



Diagnostic and 
Statistical Manual 
of Mental 
Disorders

DSM I (1952)  and DSM II (1968)
No mention of gender Identity

DSM-III (1980)- diagnosis of 
“transsexualism” first appeared
-in 1990 the WHO followed suit 
and included the diagnosis in 
ICD-10



DSM-IV

-Introduced the concept of 
“Gender Identity Disorder” 
in an effort to reduce stigma

-Pathologized identity rather 
than representing a disorder



DSM-5 and 
DSM 5-TR

-Gender Identity Disorder 
was eliminated and 
replaced with 
“Gender Dysphoria”
-Focused attention on the 
gender identity-related 
distress rather than on 
transgender individuals or 
identities themselves



DSM-5 and DSM 
5-TR

-So, gender variation is no 
longer pathological, but 
dysphoria is pathological
-“Gender non-conformity is 
not in itself a mental 
disorder”
-Needs to be 
“Ego-Dystonic”
-DSM-5 criteria were revised 
to allow the diagnosis to be 
given to individuals with 
Disorders of Sexual 
Development



Gender Dysphoria
A. A marked incongruence between one’s experienced/expressed 
gender and assigned gender, of at least six months duration, as 
manifested by at least two or more of the following:

1. A marked incongruence between one’s experienced/expressed 
gender and primary and/or secondary sex characteristics 
(or anticipated secondary characteristics)

2. A strong desire to be rid of one’s primary and/or secondary 
sex characteristics because of a marked incongruence with one’s 
experienced/expressed gender

3. A strong desire to be of the other gender 
(or some alternative gender different from on’es assigned gender)

4. A strong desire to be treated as the other gender

5. A strong conviction that one has the typical feelings and reactions 
of other gender

B.. Associated with clinically significant distress or impairment 
in social, occupational or other important areas of functioning



Gender Dysphoria
Ara: In Position to Transition



A Comparison of the DSM-5 and DSM-5-TR

Used in DSM-5

Desired gender
•Cross-sex medical 
procedure
•Natal male
•Natal female

Used in DSM-5-TR

Experienced gender
•Gender affirming medical 
procedure
•Individual assigned male 
at birth
•Individual assigned female 
at birth



IV. Criteriological 
Changes

1. ASD- A Criteria; “as manifested by all of the following…”

2. DMDD- specified 6-18 years of age

3. PTSD- specified that it cannot be caused by first-person shooter video games 

4. Attenuated Psychosis Syndrome- eliminated “with relatively intact reality testing”

5. Severity specifiers for manic episodes revert to DSM-IV:
needed because DSM-5 Mild criteria specified only “distressing but manageable 
symptoms that resulted in minor impairment in social or occupational functioning.”

Mild: if only minimum symptom criteria are met
Moderate: if there is a significant increase in activity or impairment in judgment
Severe: if almost continual supervision is required

6. Functional Neurological Symptom Disorder (Conversion Disorder)

7. Intellectual Developmental Disorder (“Intellectual Disability”)

8. Narcolepsy subtypes (with and without cataplexsy and hypocretin deficiency) 
to match ICD-11

9. Olfactory Reference Disorder (replaces “Jikoshu-kyofu”)- to match ICD-11

10.  Persistent Depressive Disorder (eliminates “Dysthymia” in parentheses)-
Dysthymia was a remnant of Dysthymic Disorder in DSM-IV and required that the 
depression not meet the criteria for MDE at any time during the first 2 years. 
All DSM-IV Dysthymia would be PDD, but not all PDD would be dysthymia.



V.  Changes in 
Assessment 
Tools

Psychiatry.com

Online Assessment Measures



VI. Culturally Sensitive and Affirming Revisions 
“The APA, in response to members and others 
in the mental health field that race, 
ethnoracial difference, racism and 
discrimination be handled appropriately in the 
DSM, adopted multiple strategies to address 
these factors that impact psychiatric diagnosis 
in the DSM-5-TR.”

A. Cross-Cutting Review Committee on 
Cultural Issues, composed of 28 U.S and 
international experts in cultural psychiatry, 
psychology and anthropology reviewed the 
texts for cultural influences on disorder 
characteristics

B. An Ethnoracial Equity and Inclusion Work 
Group, composed of 10 mental health 
practitioners from diverse backgrounds with 
expertise in disparity-reduction practices, 
reviewed references to race, ethnicity, 
nationality etc. to avoid perpetuating 
stereotypes or including discriminatory clinical 
information

C. Cultural Context Section III 
(CFI; Assessments Tools)



The DSM-5-TR 
changes aimed at 
reducing racial and 
cultural biases

•The term "race" was replaced 
with "racialized" to call out that 
race is socially constructed.

•The term "ethnoracial" is used 
to refer to categories like 
Hispanic, White, and African 
American.

•The terms "minority" and 
"non-White" are not used 
because they imply that 
Whiteness is prioritized over 
other social groups.

•The term "Caucasian" is not 
used. The APA notes that this 
term is based on erroneous 
views about the geographic 
origin of people who are called 
Caucasian.

•The term Latinx is used instead 
of Latino/Latina for gender 
inclusivity.



VII. “To Infinity and 
Beyond…”

What’s next for the ICD?

What’s next for the DSM?



Poll:  Would You Like to Hear 
the DSM Rap as performed by 
its author?

A.  Absolutely! Psychodiagnostic Rap is my favorite 
genre and I can’t wait to hear it

B. Sure, why not?  How bad can it be?

C. If you insist.  We’ve got a few more minutes to 
kill and besides, I’ve got to finish my game of 
Words with Friends anyways

D.  I’d give anything not to hear it, but I’m guessing 
that you won’t give us our CE certificates until we 
hear you out, so go ahead and get it over with.





DSM-I

Bang, Bang ,Bang, get your gun

Now's the time for DSM-I

Troops are home, minds blown, 

Psyches shredded

while we fretted 

about how best to categorize

their pain,

prescribe whatever doses to anything we name. 

Imitation is the sincerest form of flattery 

so why not borrow the codes and modes of the ICD, 

only build it up, charge a fee 

and raise the value of psychiatry.



DSM-II
But times they are a-changing, 

rearranging the psychoanalytic system we are toutin'. 

How can we stop the sting of all their floutin' 

and still stay on top, show that we are able to turn the tables 

and remain King of the Mountain?

I think I know a way.

I think I know a way.

To resolve our situation.

It's statistical deviation.

Statistical deviation.

We can find a norm and determine all its forms

and find what's not without an ink blot.



DSM-III

(Bob Spitzer, DSM-III Task Force Chair)

In DSM-III we don't agree, 

we are heretical and jettison the theoretical. 

You took disorders to be given 

but we insist that you desist 

and make all decisions empirically driven.

Everything in III must be tried, true and factual, 

arrayed in space and multi-axial.



DSM-IV 

(Allen Frances, DSM-IV Task Force Chair)

There's more in IV and also culture 

but circling overhead are psychiatric vultures. 

I don't know why they are so tired of me. 

I've done my best to save psychiatry.

Man alive we need a 5 

but there is no time for such a mission 

with all the DSM-haters out there dishin'. 

So, let's stall or two-step or filibuster 

until we can muster the energy we need to mount a mission

and settle now for a Text Revision.



DSM-5 

(David Kupfer, DSM-5 Task Force Chair)

Alan Francis prances as he enhances 

the plan-less approach to the DSM

which even if he does not know it

is bigger than him.

Now it's time for 5 and not a simple medical evolution 

but instead a radical revolution. 

A transfusion of all things psychological 

with the lifeblood of the biological.

DSM-5 provides no buffer for David Kupfer

I put a pencil to my temple and realized it's the brain. 

Before I arrived I watched psychiatry tripping and tipping, 

drip, dripping down the drain.

I'm not giving up my

Best parts.

I'm not giving up my

Best parts.

.



You try to eat the sacred cow

While I eat venison.

You talk psychology 

while I am doing medicine.

You treat them all up in the head, inaptly-

While I treat them where the problem is, synapticaly-

Someone hurts and is sufferin' 

We do the right thing and give them Bufferin. 

He wants hugs instead of drugs 

He talks crisis instead of prices 

He looks to save the soul 

where we look to gain control. 

What will become of psychiatry

if it does support my 403(b)? 



All of psychiatry comes down to biology.

Biology is psychiatry. Psychiatry is biology. 

Biology is psychology. It's in your brain that your insane. 

Dysfunctional biology is psychopathology. 

Psychopathology is brain biology. 

There is no difference between an appendectomy 

and a narcissistic personality. 

Whether you have an exploding appendix or an exploding ego, 

that's where we go, 

bringing medicine to your suffering.

I'm not giving up my Best Parts

I'm not giving up my Best Parts



Alan Francis responds

To you everything is abnormal. 

Your DSM-5 is a monster with a voracious 

appetite for making all human experience 

pathological. 

Your wannabe taxonomy makes it formal 

but someone has to be out there saving normal.



You do not like kids that do not comply

With your law and order

So you use them for fodder to make up

Another disorder 

like Disruptive Mood Dysregulation disorder

This is completely out of order



Hyper sexual arousal disorder?

Hyper sexual arousal disorder?

That is a tall order.

Your are asking a lot.

Is that a disorder-

I think it is not;

The DSM-5 without apology makes pathology 

out of everything

we like to do a lot



Thomas Szaz

(Father Of Anti-psychiatry)

I'm Thomas Szaz and when I

look at psychiatry 

all I see is its dirty laundry. 

Let's get serious, not imperious. 

There is nothing in a book like this but hubris 

that induces diagnostic delusions and illusions, 

inducing and seducing pathology 

out of normality through osmosis 

like a bad parlor game of hypnosis.



There is nothing in this book for you or me 

if you look at its pages and its sages 

through the lens of antipsychiatry.

You are both wrong my friends

No reason to fight each other; 

the problem is psychiatry itself - Big Brother. 

You know Foucault. He got it right.

Pull back the curtain on hurtin’ 

and see the trick that's there-

just another simple psychiatric Orwellian nightmare.



Benjamin Rush 

(The Father of American Psychiatry)

I think I see where this is heading. 

Two diagnostic systems that had a bedding, 

and now are heading to the chapel to have a wedding 

to legitimize the offspring we are getting-

a DSM-5 cloaked in new ICD codes and modes –

all dressed up with nowhere to go.



And now that we have breathed diagnostic life 

into all of life's strife, 

we have a new system and we have launched her,

but now that we have launched her 

maybe we have launched Frankenstein's Monster.

Maybe we should go back to 

Sigmund Freud and Harry Stack Sullivan, 

or maybe power forward and listen to none of them.

I'm The one who got Adams to talk to Jefferson, 

maybe those two were the very best of 'em. 

Maybe psychiatry should support liberty in all its glories 

rather than succumb to the hardening of all our diagnostic categories.



What is the answer to the question that is pressin' 

about the future legacy we are leaving 

with all our diagnostic lurching and heaving.

I look for answers from authoritative sources 

like my magic 8-ball 

that when you turn it over forces

a truth to emerge from the dusky 

depths of its viscous fluid 

like a prophesy from an ancient Druid 

that confronts me

with the same torment as a monster 

lurking and searching from underneath my bed



who claws his way up and launches into my conscious 

dark fears unsaid. 

What is the answer to the pressing question 

of what we leave behind when all is said and done?

The acrylic analytic, round Nostradamus among us 

heeds our urges and purges a painful truth from his bowels, 

a response without vowels, hauntingly howls 

the answer to the pressing question 

of what we leave behind as evidence of our collective vision?

Perhaps it is nothing more or less than a… 



….DSM-5-Text Revision



Don’t Let the “TR” Fool You: 
The DSM-5-TR is more than 

a Text Revision
Greg Neimeyer, Ph.D.
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DSM-5-TR 
Definition of a 
Mental Disorder

A mental disorder is a syndrome characterized by clinically significant 
disturbance in an individual’s cognition, emotion regulation, or 
behavior that reflects a dysfunction in the psychological, biological, or 
developmental processes underlying mental functioning.

Mental disorders are usually associated with significant distress or 
disability in social, occupational, or other important activities. 

An expectable or culturally approved response to a common stressor 
or loss, such as the death of a loved one, is not a mental disorder.

Socially deviant behavior (e.g. political, religious, or sexual) and 
conflicts that are primarily between the individual and society are not 
mental disorders unless the deviance or conflict results from a 
dysfunction in the individual, as described above



Gender Dysphoria: 
Contemporary Controversies

-”Ego Dystonic” may arise from interaction with, 
and marginalization from, society

-If gender variation is a normal phenomenon then 
it should be excluded from the DSM (like sexual 
orientation), and the root causes should be 
addressed within the culture (e.g. homophobia) 
rather than pathologized within the person



Prevalence and 
Correlates of 
PGD
Treml, Erahler, and 

Kersting (2022)

Previous meta-analysis suggested overall prevalence of PGD after 
natural loss of 10%; 49%  among unnatural deaths (homicide, 
suicide, accidents) (Lundorff, Holmgren, Zacharie, et al., 2017).

A general sample of 2,531 indicated that 1,371 (54.2%) had 
experienced significant lifetime loss

Prevalence of PGD was 3.4% (n=47)

Risk factors included loss of partner or child 
and unexpected loss

Intense yearning and longing and intense emotional pain 
were the most highly predictive symptoms



Differential Objectives

ICD
Coding Manual

Free and open access

Single, world-wide health care 
nomenclature

Reduce global disease burdens
Disability Adjusted Life 
Years ‘ (DALYs).

DSM
Diagnostic Manual

Proprietary and Revenue-
Generating

Better-Differentiated and 
Permissive

Facilitate Individual Treatment



Now 
Other-Specified 
and 
Unspecified

No NOS

.

NOS



Sub-threshold

Mixed-types

Florid but not 

recognized

Other Specified

.

NOS


