
Whereas improving validity and reliability of psychiatric diagnoses were key objectives in the development of DSM-5, 
enhancing clinical utility was the primary goal. With reference to psychotic disorders, changes addressed limitations 
in DSM-IV while incorporating new information about the nature of these disorders generated over the past twenty 
years. With regard to schizophrenia, variation in distinct psychopathological dimensions has been found to better 
account for the heterogeneity of schizophrenia than traditional subtypes. Resulting changes in DSM-5 will likely in-
clude elimination of the classic subtypes of schizophrenia and addition of unique psychopathological dimensions, 
along with elimination of the special treatment of Schneiderian “first-rank symptoms.” In view of the poor reliability 
and limited validity of DSM-IV schizoaffective disorder, a clearer definition is provided in DSM-5. Considering the dis-
crepant treatment of catatonia in DSM-IV, it is treated consistently across the DSM-5 manual. Minor changes are made 
in the definition of delusional disorder to reduce spurious comorbidity and unnecessary complexity. A new category of 
“attenuated psychosis syndrome” is included in the appendix as a condition for further study. In this 
article, major likely revisions in the DSM-5 (due to be published in May 2013) criteria for schizophrenia spec-
trum and other psychotic disorders are summarized and their implications for clinical practice are discussed. 
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Abstract

Introduction
 Our current systems of classifying psychiatric disorders 
(DSM and ICD) have evolved over the past sixty years from 
the first edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-1) (1) to the current DSM-IV (2)
and the sixth revision of the International Classification of 
Diseases (ICD-6) (3) to the current ICD-10 (4). Each 
revision seeks to incorporate new knowledge concerning 
various psychiatric disorders, improve reliability and va-
lidity, provide diagnostic clarity and enhance clinical util-

ity. DSM-5 has been in development for over a decade and 
will be published in May 2013. Limitations in the DSM-IV 
definitions of various psychotic disorders (5) include: 1) un-
clear boundary between schizoaffective disorder and schizo-
phrenia; 2) variable definitions and discrepant treatment 
of catatonia across DSM-IV; 3) poor description of clinical 
heterogeneity of schizophrenia; 4) spurious comorbidity 
of delusional disorder and obsessive-compulsive disorder; 
5) poor reliability and low diagnostic stability of the diagno-
sis of schizoaffective disorder;  and, 6) inappropriate special 
treatment of Schneiderian first-rank symptoms (“bizarre” 
delusions or “special” hallucinations) in the definition of 
schizophrenia.
 Revisions in DSM-5 seek to address these limitations 
while incorporating new information concerning various 
psychotic disorders generated since the publication of DSM-
IV in 1994. Additionally, revisions are intended to enhance 
clinical utility by reducing unnecessary complexity and im-
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proving coherence across this group of disorders. The major 
likely revisions in the definition of schizophrenia and other 
psychotic disorders from DSM-IV to DSM-5 are discussed 
along with the implications of these changes for clinical 
practice.

Schizophrenia 
 Changes proposed in the diagnostic criteria of schizo-
phrenia are relatively modest and broad continuity with 
DSM-IV is maintained. The special treatment of bizarre 
delusions and other Schneiderian first-rank symptoms in 
criterion A (active phase symptoms) is eliminated because 
these symptoms have not been found to be specific for 
schizophrenia, and the distinction between bizarre versus 
non-bizarre delusions has been found to have poor reliabil-
ity (5-7). These symptoms lack any special significance in 
the context of schizophrenia (8), and there is no justification 
for their differential treatment in its diagnosis. In DSM-5, 
“Schneiderian first-rank symptoms” will be treated like any 
other positive symptoms with regard to their diagnostic im-
plication: two criterion A symptoms will be required even if 
one of them is a bizarre delusion. The impact of this change 
on clinical practice will be limited because less than 2% of 
DSM-IV schizophrenia meets criterion A exclusively by vir-
tue of a single first-rank symptom. This small proportion of 
patients will instead receive a diagnosis of delusional disor-
der. 
 A second change is the addition of a requirement that 
at least one of two required symptoms to meet criterion A 
be delusions, hallucinations, or disorganized thinking. These 
are core “positive symptoms” and should be necessary for 
a reliable diagnosis of schizophrenia. Again, this change 
will have negligible impact on clinical practice as less than 
1% of all DSM-IV schizophrenia meet criterion A solely on 
account of negative symptoms + catatonia. Such patients 
would appropriately be reclassified either as catatonia NEC 
(new residual condition added in DSM-5) or major depres-
sive disorder with catatonia or other condition based on as-
sociated symptomatology.
 One major change in DSM-5 will be the elimination of 
the classic subtypes of schizophrenia. These subtypes have 
limited diagnostic stability, low reliability, poor validity, and 
little clinical utility (8-11). Whereas this change represents 
a significant departure from a one-hundred-year tradition, 
it will have relatively little clinical impact except for the 

paranoid and undifferentiated subtypes; the other subtypes 
are rarely utilized in most mental healthcare systems across 
the world. In fact, clinicians will be able to utilize dimen-
sional assessments which better describe the heterogeneity 
of schizophrenia and will be much more useful in terms of 
providing measurement-based treatment for persons with 
schizophrenia (12).   
 Schizophrenia and other psychotic disorders are char-
acterized by several psychopathological domains, each 
with distinctive courses, patterns of treatment-response, 
and prognostic implications (13). The relative severity of 
these symptom dimensions varies across patients, as well 
as within patients at different stages of their illness. Rel-
evant symptom domains include reality distortion (delu-
sions, hallucinations), negative symptoms, disorganization, 
cognitive impairment, motor symptoms (e.g., catatonia), 
and mood symptoms (depression, mania). Measuring the 
relative severity of these symptom dimensions through the 
course of illness in the context of treatment can provide use-
ful information to the clinician about the nature of the ill-
ness in a particular patient and in assessing the specific im-
pact of treatment on different aspects of the patient’s illness 
(14). A 0–4 rating scale with anchor points for each of the 
eight items (delusions, hallucinations, negative symptoms, 
cognitive impairments, disorganization, catatonia, depres-
sion, and mania) to rate these six dimensions is provided 
in Section 3 of the DSM-5 manual. As a simple rating scale, 
it should encourage clinicians to explicitly assess and track 
changes in the severity of these dimensions in each patient 
with schizophrenia, and use this information to guide mea-
surement-based, collaborative treatment. 

 These changes in the DSM treatment of schizophrenia 
are consistent with the proposed changes in ICD-11, which 
also include deletion of classic subtypes, elimination of the 
special treatment of Schneiderian first-rank symptoms, and 
addition of dimensions to characterize the heterogeneity of 
schizophrenia. The current discrepancy in the duration cri-
teria for schizophrenia between DSM and ICD (six months 
versus one month, respectively) will likely remain.
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Schizoaffective Disorder
 Characterization of patients with both psychotic and 
mood symptoms either concurrently or at different points 
during their illness has always been a nosological challenge 
and this is reflected in the poor reliability, low diagnostic sta-
bility, and questionable validity of DSM-IV schizoaffective 
disorder (8, 15-19). In DSM-5, an effort is made to improve 
reliability of this condition by providing more specific crite-
ria and schizoaffective disorder is explicitly conceptualized 
as a longitudinal and not a cross-sectional diagnosis. Chang-
es are made in criterion C, with the requirement that a major 
mood episode be present for a majority of the total duration 
of the illness in order to make a diagnosis of schizoaffective 
disorder in contrast to schizophrenia with mood symptoms. 
This change will provide a clearer separation between schizo-
phrenia with mood symptoms from schizoaffective disorder. 
This will also likely reduce rates of diagnosis of schizoaffec-
tive disorder while increasing the stability of this diagnosis 
once made; it should be noted that DSM-IV schizoaffective 
disorder is an unstable diagnosis over time, with the diagno-
sis most often changing to schizophrenia.

Catatonia
 In DSM-IV, two different sets of criteria are used to 
diagnose catatonia in different parts of the manual and the 
syndrome is treated discrepantly (e.g., a subtype of schizo-
phrenia, but a specifier of major mood disorders). Addition-
ally, catatonia is found to exist in psychiatric and general 
medical conditions outside of DSM-IV conditions in which 
it can be diagnosed (8, 20). Given the fairly specific treat-
ment implications of catatonia, its appropriate recognition 
and treatment is a clinical imperative. Catatonia will be 
treated consistently across the DSM-5 manual using a single 
set of criteria and will be a specifier for various psychotic 
disorders (including schizophrenia) and major mood and 
bipolar disorders. Catatonia associated with a general medi-
cal condition will be retained as a category. A new residual 
category of catatonia NEC is added to classify individuals 
with catatonia associated with other psychiatric disorders or 
those whose contributing general medical condition has not 
yet been identified. These changes should improve the con-
sistent recognition of catatonia across the range of psychiat-
ric disorders and facilitate its specific treatment. 

Delusional Disorder
 In DSM-IV, if obsessive-compulsive symptoms reach 
delusional proportions, clinicians are asked to make two 
concurrent diagnoses: obsessive-compulsive disorder + 
delusional disorder. This is an example of spurious comor-
bidity, as the condition likely reflects a single pathology 
that crosses a certain threshold rather than two separate 

Psychotic Disorders in DSM-5
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pathologies. The same is true for delusional variants of body 
dysmorphic disorder (21). In DSM-5, a clearer demarcation 
of delusional disorder from psychotic variants of obses-
sive-compulsive disorder and body dysmorphic disorder is 
provided, and patients with delusional forms of obsessive-
compulsive disorder or body dysmorphic disorder will 
receive a single diagnosis: obsessive-compulsive disorder or 
body dysmorphic disorder with psychotic features. The im-
pact of this change would be to simplify and provide for a 
more precise description of the clinical presentation.  

Attenuated Psychosis Syndrome
 It is believed that the poor outcome of schizophrenia 
in many individuals with the disorder is because of the late 
identification and intervention in the course of the illness by 
which time patients have experienced a substantial amount 
of socio-occupational decline and brain damage (22-24). A 
fairly characteristic prodrome, characterized by attenuated 
psychotic symptoms, precedes onset of frank psychosis in 
schizophrenia. Although individuals with a defined attenu-
ated psychosis syndrome are five-hundred-times more likely 
than the general population to develop a psychotic disorder 
in the next year (25), the vast majority of such individuals 
do not develop schizophrenia (26, 27). Additionally, many 
of these individuals experience a current mood or anxiety 
disorder which should be the focus of intervention (27, 28). 
In view of the uncertain nosologic status of this condition, 
attenuated psychosis syndrome will be added to Section 3 
(Appendix) of DSM-5 as a condition for further study. The 
clinical impact of this change will be the availability of a 
reliable set of criteria for attenuated psychosis syndrome, 
which should allow its appropriate recognition and encour-
age careful ongoing monitoring which might facilitate early 
diagnosis and appropriate treatment should conversion to 
overt psychosis occur. Data necessary to address various 
questions about its precise nature and nosological status can 
be generated and this will allow future diagnostic systems to 
better characterize this condition.    

The clinical impact of this change will be 
the availability of a reliable set of criteria 
for attenuated psychosis syndrome, which 
should allow its appropriate recognition 
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Conclusions
 While high reliability and validity were important con-
siderations, changes in the DSM-5 treatment of schizophre-
nia and other psychotic disorders are principally designed to 
facilitate clinical assessment and treatment (29). Hopefully, 
the revisions in DSM-5 criteria for schizophrenia and related 
disorders will make them more useful to patients and clini-
cians while providing a more useful platform for integrat-
ing emerging genetic and other neurobiological information 
about these conditions (30-33). The addition of psychopa-
thology dimensions with a simple rating scale should en-
courage provision of measurement-based care.

References
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

American Psychiatric Association: Diagnostic and Statistical Manual of Mental 
Disorders, First Edition. Washington, DC, American Psychiatric Association, 
1952.

World Health Organization: Manual of the International Statistical Classifica-
tion of Diseases, Injuries and Causes of Death, Sixth Edition. Geneva, Switzer-
land, World Health Organization, 1949.

American Psychiatric Association: Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition. Washington, DC, American Psychiatric Associa-
tion, 1994.

World Health Organization: The ICD-10 Classification of Mental and Behav-
ioral Disorders: Clinical Descriptions and Diagnostic Guidelines. Geneva, 
Switzerland, World Health Organization, 1992.

Tandon R. The nosology of schizophrenia: toward DSM-5 and ICD-11. Psychi-
atr Clin North Am 2012;35(3):555-569.

Cermolacce M, Sass L, Parnas J. What is bizarre about bizarre delusions? A 
critical review. Schizophr Bull 2010;36(4):667-679.

Nordgaard J, Arnfred SM, Handest P, Parnas J. The diagnostic status of first-
rank symptoms. Schizophr Bull 2008;34(1):137-154. 

Tandon R, Maj M. Nosological status and definition of schizophrenia: some 
considerations for DSM-V and ICD-11. Asian J Psychiatr 2008;1(2):22-27. 

Helmes E, Landmark J. Subtypes of schizophrenia: a cluster analytic approach. 
Can J Psychiatry 2003;48(10):702-708.

Linscott RJ, Allardyce J, van Os J. Seeking verisimilitude in a class: a systematic 
review of evidence that the criterial clinical symptoms of schizophrenia are tax-
onic. Schizophr Bull 2010;36(4):811-829.
 
Xu TY. The subtypes of schizophrenia. Shanghai Archives of Psychiatry 
2011;23:106-108.

Tandon R, Nasrallah HA, Keshavan MS. Schizophrenia, “just the facts” 5. Treat-
ment and prevention. Past, present, and future. Schizophr Res 2010;122(1-2):1-
23.

Tandon R, Nasrallah HA, Keshavan MS. Schizophrenia, “just the facts” 4. Clini-
cal features and conceptualization. Schizophr Res 2009;110(1-3):1-23.

Tandon R, Moller HJ, Belmaker RH, et al. World Psychiatry Association Phar-

macopsychiatry Section statement on comparative effectiveness of antipsy-
chotics in the treatment of schizophrenia. Schizophr Res 2008;100:20-38.

Jager M, Haack S, Becker T, Frasch K. Schizoaffective disorder—an ongoing 
challenge for psychiatric nosology. Eur Psychiatry 2001;26(3):159-165.

Malhi GS, Green M, Fagiolini A, Peselow ED, Kumari V. Schizoaffective disor-
der: diagnostic issues and future recommendations. Bipolar Disord 2008;10(1 
Pt 2):215-230.

Cheniaux E, Landeira-Fernandez J, Lessa Telles L, Lessa JL, Dias A, Duncan 
T, et al. Does schizoaffective disorder really exist? A systematic review of the 
studies that compared schizoaffective disorder with schizophrenia or mood 
disorders. J Affect Disord 2008;106(3):209-217.

Bromet EJ, Kotov R, Fochtmann LJ, Carlson GA, Tanenberg-Karant M, Rug-
gero C, et al. Diagnostic shifts during the decade following first admission for 
psychosis. Am J Psychiatry 2011;168(11):1186-1194.

Korver-Nieberg N, Quee PJ, Boos HB, Simons CJ; GROUP. The validity of the 
DSM-IV diagnostic classification system of non-affective psychosis. Austral N 
Z J Psychiatry 2011;45(12):1061-1068.

Heckers S, Tandon R, Bustillo J. Catatonia in the DSM—shall we move or not? 
Schizophr Bull 2010;36(2):205-207.

Phillips KA, Wilhelm S, Koran LM, Didie ER, Fallon BA, Feusner J, et al. 
Body dysmorphic disorder: some key issues for DSM-V. Depress Anxiety 
2010;27(6):573-591.

Carpenter WT. Anticipating DSM-V: should psychosis risk become a diagnos-
tic class? Schizophr Bull 2009;35(5):841-845. 

Tandon R, Keshavan MS, Nasrallah HA. Schizophrenia, “just the facts”: what 
we know in 2008 part 1: overview. Schizophr Res 2008;100(1-3):4-20.

Woods SW, Walsh BC, Saksa JR, McGlashan TH. The case for including Atten-
uated Psychotic Symptom Syndrome in DSM-5 as a psychosis risk syndrome. 
Schizophr Res 2010;123(2-3):199-207.

Fusar-Poli P, Bonoldi I, Yung AR, Borgwardt S, Kempton MJ, Valmaggia L, et 
al. Predicting psychosis: meta-analysis of transition outcomes in individuals at 
high clinical risk. Arch Gen Psychiatry 2012;69(3):220-229.

Addington J, Cornblatt BA, Cadenhead KS, Cannon TD, McGlashan TH, Per-
kins DO, et al. At clinical high risk for psychosis: outcome for non-convertors. 
Am J Psychiatry 2011;168(8):800-805. 

Tandon N, Shah J, Keshavan MS, Tandon R. Attenuated psychosis and the 
schizophrenia prodrome: current status of risk identification and psychosis 
prevention. Neuropsychiatry (London) 2012;2(4):345-353.

Ruhrmann S, Schultze-Lutter F, Klosterkotter J. Probably at-risk, but certainly 
ill— advocating the introduction of a psychosis spectrum disorder. Schizophr 
Res 2010;120(1-3):23-37.

Tandon R, Carpenter WT. DSM-5 status of psychotic disorders: 1 year pre-
publication. Schizophr Bull 2012;38(3):369-370.
 
Hyman SE. The diagnosis of mental disorders: the problem of reification. Annu 
Rev Clin Psychol 2010;6:155-179.

Tandon R, Keshavan MS, Nasrallah HA. Schizophrenia, “just the facts” what 
we know in 2008. 2. Epidemiology and etiology. Schizophr Res 2008;102(1-
3):1-18.

Kupfer DJ, Regier DA. Neuroscience, clinical evidence, and the future of psy-
chiatric classification in DSM-5. Am J Psychiatry 2011;168(7):672-674.

Tandon R, Carpenter WT. Die Psychiatrie. In press 2013.

Clinical Schizophrenia & Related Psychoses  April 2013   •   19

Rajiv Tandon

Tandon.indd   4 3/12/13   6:00 PM


	•CS0413PG16
	•CS0413PG17
	•CS0413PG18
	•CS0413PG19

