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The periodic revisions of the Diagnostic and Statis-
tical Manual (DSM) of the American Psychiatric As-
sociation (APA) reset the standard for diagnosis of
mental disorders and hence are of immense impor-
tance to the mental health professions. Although pri-
marily intended for use by clinicians, the criteria em-
bodied in the manual serve several other purposes,
including undergirding forensic evaluation and tes-
timony on topics ranging from disability and mal-
practice to testamentary capacity and criminal re-
sponsibility. Hence, the potential impact on forensic
psychiatry and the legal system is substantial and
must be taken into account in the revision process. In
this commentary, I review the process of revision that
led to DSM-5,1 published in May 2013, and explain
how forensic input was solicited. I offer several ex-
amples of ways in which discussions of forensic and
legal topics ultimately shaped the final diagnostic cri-
teria and suggest how the process might be improved
in future revisions.

Revising the DSM

The process of revising the DSM began in 1999
and 2000, with several planning conferences.2 A re-
search agenda was formulated, and a series of meet-
ings was held, from 2004 through 2008, to identify
relevant data for the revision process. In 2007 and
2008, a task force overseeing the revision process was
appointed, along with members of 13 work groups
covering the substantive areas of psychiatric diagno-

sis (e.g., mood disorders, neurocognitive disorders,
schizophrenia, and other psychotic disorders). The
work groups were charged with reviewing the DSM-
IV3 diagnostic categories to determine whether
changes were indicated in light of the accumulated
evidence. Beginning in 2010, draft criteria were
posted periodically on the DSM-5 website for public
review and input. Also in that year, field trials were
initiated to test the reliability of several of the pro-
posed changes in criteria sets.

As the revisions began to crystallize, an extensive
apparatus for vetting the proposals was put into
place. A Scientific Review Committee (SRC) con-
ducted a review of the evidence on which proposed
changes were based, often requesting additional em-
pirical support for the proposals. In addition, a
Clinical and Public Health Committee (CPHC) re-
viewed changes that were based on clinical consider-
ations (e.g., clarifying previously confusing lan-
guage). Representatives from the APA Assembly also
reviewed the proposals and provided their input. The
reports of the SRC and CPHC, along with extensive
backup materials, were funneled to the Summit
Group, comprising representatives from the SRC
and CPHC, the APA Board of Trustees, the APA
Assembly, and a small number of consultants. The
Summit Group was charged with integrating all of
the data from the other levels of review and making
recommendations to the APA Board of Trustees. Af-
ter review and approval of the revisions as a whole by
the APA Assembly, the Board made the final deter-
mination of which changes to accept.

The diagnostic criteria were finalized by Decem-
ber 2012, with the text of the manual brought to final
form in the following 6 weeks. DSM-5 was released
at the APA annual meeting in San Francisco in May
2013.
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Forensic Psychiatry and the DSM Revision
Process

Recognizing the need for awareness of legal and
forensic topics during the DSM-5 development pro-
cess, APA set up mechanisms to insure systematic
input from forensic psychiatrists. In 2011, represen-
tatives from the Council on Psychiatry and Law were
assigned to each of the work groups. Typically, two
forensic consultants were assigned to each work
group as the process of revising diagnostic criteria
was reaching its peak, and optimally (though not in
every case), they participated in conference calls,
face-to-face meetings, and review of criteria and text.
Some areas of diagnosis raised multiple, significant
debates from a forensic perspective (e.g., para-
philias), whereas others were much less problematic.
Each work group decided independently the extent
to which to take into account the concerns raised by
the forensic reviewers.

Several questions were considered by the forensic
reviewers: Were the new diagnostic criteria particu-
larly likely to be misused in the courts or in other
adjudicative contexts? Might they be confusing to
the courts or to others relying on them for nonclini-
cal purposes? Could they have other unanticipated
consequences? Might a given set of changes leave
psychiatrists open to increased risk of liability? Al-
though decisions about changes in criteria were based
primarily on the strength of the data supporting the
validity of the proposed approach, the identification
of significant forensic or legal implications of a pro-
posed change tended to raise the threshold for evi-
dence sufficient to warrant the changes. That is, in
the face of a strong probability of substantial impact
on the legal process, a higher level of proof was de-
manded for the change.

In addition to the forensic input to the work
groups, I was appointed forensic consultant to the
Summit Group. In that role, I reviewed every one of
the criteria sets in DSM-5 and participated in the
discussions on each Summit Group conference call
and at the December 2012 meeting of the Board of
Trustees. I attended, in particular, to the comments
from the forensic reviewers attached to the work
groups to ascertain whether they were incorporated
into the final versions of the criteria sets, and I tried
to identify additional questions that may have war-
ranted attention. Although the concerns expressed
by me and the other forensic reviewers were not al-

ways reflected in the final version of the criteria, our
comments played important roles with regard to
some of the most problematic of the proposed
changes. Some work groups engaged their forensic
reviewers in the task of drafting the text that accom-
panies each set of criteria, and several of the other
forensic reviewers and I were asked to read and com-
ment on some of the more sensitive chapters. Finally,
I drafted a revised version of the “Cautionary State-
ment for Forensic Use of DSM-5,” the warning that
appears in each edition underscoring that the diag-
noses are intended for clinical purposes and thus may
not meet the specific needs of the courts.

How Forensic Matters Were Addressed
in the DSM-5 Revision Process

The articles that follow in this Special Section of-
fer detailed appraisals of the forensic implications of
broad areas of diagnosis. Here, I want to focus on
how some of these problems played out in a smaller
number of diagnostic categories. I offer examples of
the forensic questions raised by proposals for new
diagnostic categories, revisions to existing categories,
and deletions of diagnostic categories, and how
changes in the text itself could have significant foren-
sic implications. By no means is this listing exhaus-
tive; the forensic reviewers contributed in ways large
and small to a high percentage of the criteria sets. The
ones that are discussed have been chosen only to
illustrate that process.

New Diagnoses

Among the new diagnoses proposed for DSM-5
was hypersexual disorder. An early version of the di-
agnostic criteria asked that persons being evaluated
meet three or more of the following (Ref. 4, p. 379):

Time consumed by sexual fantasies, urges, or be-
haviors repetitively interferes with other impor-
tant (nonsexual) goals, activities, and obligations

Repetitively engag[es] in sexual fantasies, urges,
or behaviors in response to dysphoric mood
states (e.g., anxiety, depression, boredom,
irritability)

Repetitively engag[es] in sexual fantasies, urges,
or behaviors in response to stressful life events

Repetitive but unsuccessful efforts to control or
significantly reduce these sexual fantasies, urges,
and behaviors
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Repetitively engag[es] in sexual behaviors while
disregarding the risk for physical or emotional
harm to self or others

For the diagnoses to be made, these behaviors had to
be present for six months and had to be associated
with impairment or significant distress.

During the discussions of this proposal, it was
clear that there was concern about its validity, partic-
ularly the extent to which the criteria could distin-
guish between normal people, particularly normal
adolescents, and persons with a disorder of sexual
desire who warranted clinical attention. However,
there was a forensic dimension to these concerns as
well. It could be anticipated that defendants, espe-
cially high-profile defendants, charged with sex-re-
lated offenses such as soliciting a prostitute would
turn to this diagnosis as a means of suggesting that
they had a medical problem that caused their behav-
ior, even when that was a dubious possibility. Ex-
tended battles of experts could be anticipated, featur-
ing debates over the extent to which the defendant
was able to control his behavior. As noted above, in
the face of strong evidence for the validity of a diag-
nostic category, these concerns would simply be ac-
cepted as the inevitable consequence of an advance in
psychiatric knowledge. However, in the face of what
were already substantial concerns about the validity
of the category, its potential impact in the courts
constituted one more reason to reject its addition to
the DSM.

Revisions of Existing Diagnostic Categories

One of the most controversial of the proposals for
DSM-5 involved changes in the criteria for the para-
philias in general and for pedophilia in particular.
Pedophilia had always been defined as involving a
sexual attraction to prepubertal children. The key
criterion for pedophilia in DSM-IV-TR required:

Over a period of at least 6 months, recurrent,
intense sexually arousing fantasies, sexual urges,
or behaviors involving sexual activity with a pre-
pubescent child or children (generally age 13
years or younger) [Ref. 5, p 572].

However, the subgroup assigned to address revi-
sions in criteria for the paraphilias recommended a
change in that focus, so that pedophilia would now
be taken to include attraction to early postpubertal
children:

Over a period of at least 6 months, a sexual pref-
erence for children, usually of prepubertal or
early pubertal age, as manifested by fantasies,
urges, or behaviors.

The group drafting this proposal suggested that early
pubertal age be defined as Tanner Stages 2 and 3,
reflecting the effects of early puberty on sexual
development.6

Support for the proposal was based largely on the
work of a single research group, represented in the
leadership of the subgroup, which suggested the ex-
istence of a substantial group of men with sexual
interests in children in the early postpubescent pe-
riod.7 Objections to the change came from people
concerned that a major change in diagnostic ap-
proaches should not be based on the work of a single
research group and from others who argued that it
would be problematic from an evolutionary perspec-
tive to characterize attraction to early pubescent chil-
dren as a disorder. As they noted, in some parts of the
world, marriage of children in this age group is
common.8

To this debate were added substantial forensic
concerns.9 With many states having instituted civil
commitment for sexually violent offenders, predi-
cated on the presence of an abnormality in the ability
to control their behavior, a more expansive definition
of pedophilia arguably would increase the number of
people subjected to indefinite commitment. Again,
although not a reason in itself to reject the proposal,
the possibility of a substantial impact in the courts
lent weight to the calls for caution in making such a
change in the face of limited empirical support. In
the end, the Board of Trustees voted not to accept the
expansion of the diagnosis as proposed.

Deletion of Diagnostic Categories

An often-heard criticism of the DSM is that the
number of diagnostic categories continues to grow,
with disorders subdivided into ever-finer gradations.
However, there have been instances over the years in
which categories have been combined, and a notable
instance occurred in the latest revision process. Data
suggesting the invalidity of categorical distinctions
among disorders that were often referred to as lying
on the autism spectrum (Asperger’s syndrome, au-
tism, and pervasive developmental disorder (PDD),
NOS (not otherwise specified)) led to a proposal to
collapse several categories into a single dimensional
construct: autism spectrum disorder.
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Although scientific support for the proposed
change was strong, opposition arose from an unex-
pected quarter outside the review process. Parents
and other advocates for children with Asperger’s syn-
drome and PDD expressed concern that a large num-
ber of children who were currently receiving publicly
funded services would lose those benefits, because
they would no longer qualify for a diagnosis.10 That
is, they worried that the new criteria would be differ-
ent and more restrictive to such an extent that their
children would lose the benefits that they were re-
ceiving on the basis of their current diagnoses. Eval-
uations to determine whether a child qualifies for
services, though not usually conceived of as a forensic
assessment, in fact share the core characteristics of
such assessments: psychiatric evaluations performed
for third parties for legal or administrative purposes.
In its essence, then, the concern about the new diag-
nostic category was that it would alter the outcome of
many forensic evaluations, with the result that chil-
dren now qualified for services would no longer re-
ceive them in the future.

It might have been argued in response that the
DSM-IV-TR criteria were overly expansive, espe-
cially with regard to PDD and Asperger’s and that
the new autism spectrum disorder merely corrects
the earlier errors. That would hardly have been reas-
suring to the understandably upset parents and other
advocates. However, many of their concerns were
put to rest by a study suggesting that 91 percent of
children with PDD would continue to qualify for a
diagnosis under the new criteria.11 Although the ef-
fect of the new criteria in practice will only be known
over time, the data suggesting a relatively small im-
pact allowed the new diagnosis to move to final ac-
ceptance and incorporation into DSM-5.

Changes to the Text

The diagnostic categories and the criteria that em-
body them received the most attention during the
DSM-5 development process. After they were posted
on the web for public comment in 2010, several di-
agnostic categories underwent iterative feedback and
revision over the next several years. Controversial
changes in the criteria became the focus of profes-
sional criticism and attention from the general me-
dia, and most of the review process described herein
focused on the criteria sets themselves. However, the
DSM is more than just a compilation of criteria.
Extensive textual materials accompany each set of

diagnostic criteria, and since the DSM is often used
as a textbook of psychiatry (whatever the intent of its
authors), the text can be every bit as influential as the
criteria themselves. Indeed, since the criteria are of-
ten sufficiently terse to require explication in the text,
the content of the explication can effectively modify
the criteria themselves.

Unfortunately, given the importance of the text, it
was subject to much less scrutiny than it warranted.
Drafting of the text, in many cases, had to be delayed
until the shape of the final criteria became clear.
When proposed changes were contentious, it often
meant waiting for the decision of the APA Board.
Even when work groups were able to get a head start
on writing the text, there was often a need for exten-
sive editing to ensure uniformity of style across the
volume. Given the deadline for production of the
book, which had to be ready by the May 2013 APA
Annual Meeting, the process of writing the text was
much more hurried than would have been optimal.
The extensive review process did not extend to the
text, which was drafted by the work groups and the
DSM staff, with review by a limited number of ex-
perts, and a less-than-transparent process by which it
was decided which comments to incorporate into the
final version.

Although in most cases the resulting text, despite
the pressure to complete it, turned out well, there are
some exceptions. From a forensic perspective, one of
the most interesting is the text for the paraphilias.
The relevant work group had recommended chang-
ing the name of each paraphilia to a paraphilic disor-
der (e.g., pedophilia became pedophilic disorder),
and those changes were approved by the APA Board.
However, in the text, the former term (e.g., pedo-
philia) was retained to denote a group of people who
meet the criteria of the sexual preference in question
without having acted on the urges or manifesting
distress or impairment (the latter being required for
pedophilic disorder). This change resulted in the cre-
ation of a new group of people to whom a term is
now applied that had historically been associated
with a diagnostic category, but who were now said
not to have a disorder.

The forensic reviewers were greatly concerned
about this change. It opened up the possibility that a
large number of people who may have had sexual
urges but had never acted on them and had never
been distressed or impaired by them would receive a
highly stigmatizing label. It was a label that was sus-
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ceptible to being misinterpreted by the courts and
that could have significant forensic consequences.
For example, a defendant convicted of a relatively
minor sex offense who was said to have pedophilia
(but not to have pedophilic disorder) might well be
subject to more punitive sentencing as a result, al-
though he had never behaved improperly toward a
child. Even the possibility that pedophilia (and other
paraphilic labels) would serve as the basis for com-
mitment of a sexual offender is not beyond imagin-
ing. Unfortunately, this language in the text was
never subjected to the same level of discussion and
examination as was applied to the diagnostic criteria,
and it was incorporated into the final version of the
manual.

Thoughts for the Future

At this point, the future development of the DSM
series is undergoing careful examination. I chair a
work group appointed by the APA Board of Trustees
to consider how DSM can become a living docu-
ment, responsive to changes in scientific knowledge
without waiting a decade or more for a full revision to
occur. Whatever the ultimate decision about its fu-
ture, my experience with DSM-5 suggests two ways
in which the input of forensic psychiatrists can be
made more effective:

A mechanism should be developed to allow fo-
rensic input early in the process of developing
diagnostic criteria. To wait until the criteria are
substantially drafted before forensic input is ob-
tained, as occurred in the DSM-5 process, creates
unnecessary obstacles to the incorporation of fo-
rensic concerns. Forensic review also should be
part of the oversight process at the earliest stages,
and for diagnoses that can be identified a priori as
having substantial legal implications, consider-
ation should be given to having a forensic psychi-
atrist as part of the work group.

The text should be subject to review with the
same care as the diagnostic criteria, including fo-
rensic review. That process will require a realistic
timeline for the generation of the text, as well as
a review that ensures that important questions
raised about the text are taken into account in the
final version.

Conclusion

Although DSM-5 was the focus of substantial crit-
icism during its development, my view is that it
turned out reasonably well. Precisely because of the
openness of the process, the less well-supported pro-
posals were subjected to considerable scrutiny and
fell by the wayside. However, as would be true for
any process of this degree of complexity, imperfec-
tions remain in the final product, and some of them
will have substantial forensic and legal implications,
perhaps only to be discovered as the manual is used in
practice. Nonetheless, the leaders of the APA deserve
credit for recognizing the importance of input from
forensic psychiatrists, and the leaders of the DSM
process are due similar credit for creating mecha-
nisms by which that could be accomplished
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