L. BEpEHEERETI—Y - JiL—7

BiFALFER (Somatic Symptoms) &1, FEHRAE
IZHEIRNSEEZET, COLoBEITH
HEZOBFRICBVTRHEYRLAT, T LA
FHEPLIEEBRELGVERTBICE VL THEE
ICRLBhEEVSHENH D,

DSM-IV IZBLWTChoDBEER BERRN
BE] EORBLADVTNEHN, COREAK
PERICHEVLDTLRLITREEZBL, £2T, &
D= TN—TERFRELDIEES & YBHREITR
THEHEEFELTHY, BE “Somatic Symptom
Disorders” MBI E LTRETh TV,

EIN—TIinBEnIBEOPIZIIHET S
BEERHO2LOLEL, ThoZFLHoniE
PEREEh TS, —H& L TIX DSMIV-TR i
BT HEAMEFENETLA, IS D0
Ta4THHDL00, OBHBICEEELM
EL VLD EARLZENTING,

BE, SHLEE, DRE EEEERLUR
MR EARBMEEIELOBHATI) —
ELTHATAN, Tho®xVE>0ATI—
ISEEHBELEVHIEMRHETLS (RIT “complex
somatic symptom disorder”; RS IFAEKEE A
RESATNSD) Y, ThITHBENHEML TS,
IhBEVELLCYITT D E, BROBHITER
EHERELZHS SUNEKTHS. £ Ch
LOHRICRERICERHERBIHLLOD, BE
D RIEHFRIZH L TFRRHY B LN OFELICE
ABT—ALHFEET S, BRE ERTHEHSH
BUMERT WS BREENBLLATOS,
ChIZLROT—RZEBRNT S L LY, EM
—BEHOEHEBREENT ERICDH TR
SF3zsizizybhhily, LEN>TIORH
BEICEAL TITHIRT STREMATRIATINS,

PHSRUATLICBVTHBEERT RE®
ENBLMRE EA TS, DSMIVIZHEINT
“Psychological factors affecting general medical condi-
tion (FKIZFEXE5ZHDHNER) ” (PFAGMC)
OEENRHLIHN, ChIZPLSMSEERICES
#BLHDOTHY, Somatic Symptom EE~DHFH
NBYELEDERIEHShTINVS, — AT, BRE,
SHMBEE LEARBEBEICHBEIATNS
A, OCD LB THHIONREHNTIILGILVLEDR
BARENATLND, FHEBRERESRITOVT

FREShTVIN, CAICELTAKMRER

TRE->TLMELY,

M. HEBEEEET—Y - IL—TF
BEE 2009 £ 2 BIZ 2 BES—T 127 %M@
#ELTHY, A 2 OOBESHILBEL T
2TW5, BBEORREG>TULSDIEUTOMHE
HWTH5.
1. FERDOIZ & S EEEDRIE
2. KEROEMERICET 2 L-BHEEDR
E
3. REEICET MBIV ETY T L —Th
Fh, EA KESLUPEICELTRAFTH
Y, ThoOAEICELTHEENfTOIEFET
Hd. HRFAMITU-IBER, 75317047
FITBITHEERR, HIRE, BEBLUVLOREK
EFELTLD,
4. COBETEALNDTILIA4AO—H:
a MEHERE —MES EEETH
i (BE PEE EE
b. MHEDE & BERAER
cBEHERICKIEMNES
ChoYEBEEOERICMZ, hicAEMEL
LB R ShizLE O 5[ “behavioral addic-
tion ({TEIAMPE)  “appetitive disorders (BEKD
BE) » L EMEhDIO2NTEEH HAHEM
IZOWTCTHRIFDPTH D, BRFICIIHWEEA LI
Rig&dnided, a2 bA—ALTEGWNMIED
B EMEEEERICE-FEREET HEAM
HY, ZhizOWTEI a3 vERTHIBERMNH
chtTna,
5. ¥ (Craving) OWSIET HRREEDHDHF
EBTHHHMN, EHIZELTEELLLIRAAITE
[
6. WAHEIZET ST L HENIKEICET St
FEHLNBFEREMN, I3 aT-BERKEFE
HOMEMEEE S ERICKR ShEZETH D,

6. RE{ (ML) BF - SrEiE (5

F1k) EEIZOIT

CCoT, WAl (R#EL) BEE (Internalizing
Disorders) & & U5 mEL (SAEL) BEE (Exter-
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nalizing Disorders) & LMD FAEEIC DLV THEEREIETL
WMEZTHEHD LRz, ThbOBEIT,
comorbidity & WS HREDHEMNLIREL=LDT
Hd,

A REOHEEFR

REDZHSERRTIE, BAOZHAIIHL
—EOBMHEEEFB L TONITTOZHAND
(T ElThhY, EROBHLERITHI LI
(W, ELLMENZIEZBHAVEDDHDE
il r— AN LAHTHY, EROZHEANE
Bt LTS (= comorbid) H#—ADIEEIZHZL
(Clark, Watson, & Reynolds, 1995; Wittchen, 1996).
ZOEEMND, comorbidity [FREDZESERR
DLEYMIBEZROTLOTEHEVLV,EDRS
AU T E = (Krueger, 1999; Krueger & Markon,
2006),

B. REETIL : NEIL - AELEE

ZOEE, SHOEZYLTVVERERTORME
HICEBLELETEASETL—TICELD, #
e s LTEE LE-OARNEILEES L U5

HLEETHD. ChoRBICEMHEZREILY
FTLWEIFTEHL, ERELTRENIZBRROEICH
LMD HBEFHE UL “core psychological proc-
esses (Krueger, 1999; Krueger & Markon, 2006;
Volleberg, ledema, Bijl, Graaf, Smit, & Ormel, 2001)”
RHEOTEREVWNEDRBNH D, BLADKRE
OERICEETHIOTRESAHLTEZ KR
EREMICESLZBILET, HENITHERBOS
LEAERELAROMLERS Z EAHRFS
hd,

FEETF—A ERICHHENTEREZAL, BKREZE
BARETILERBLLEDETAIEDS, UTF
DETIV (Krueger & Markon, 2006) H&E T H 5
CEMmENT, BHIZENIE, RAEORRED
S -EBIFNEL - SHEEEFICKAEH, &5
[CRE{LEEOPIZE= DO FTEEF (Distress &
Fear) B\EHT %, DEMLGREMLSES &, NE
EEENEEEANEVLERNICERINSE
HKELTRHET RO L, HECEFIIRHEEZ
HUHRICHEVNTTHE LTRHESE 00
& & A B (Krueger, 1999),

kil

drtediii

[X| 2. Path diagram for best fitting meta-analytic model (Krueger, 1999)

FIZRENEETFTATE, ZLa—L, EHF
ICHESHHEEEEE, TARE TLTR#EM
FEoANECESICEENz, —FTHRELES
ICEHL T RERIBESLIVCAIRZEE LS
ENTELEBHANEEZSE LTz, LMLEHLIC
NEILEED TEREF TH D Distress & Fear &
BRET E, HEOHBERRY, FREF

D5t GAD OADBLLBIDREFLHET D
SPBEICO LAV ENTESNEZEER D,
-, ChFEFTRIBEO—RE LTHDLATL
F=IEHEEEIL, COEFIICBNTEESDD
FI—FIZERBE L,

AELEEO FREFIZO2LT, RELEERS
SHEEINDEHDOIEE LI Distress & Fear N=&
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IS hd T ENRESNFz, EEROETILH
FREINFf-2Y), Distress [ Anxious-Misery & DF
ELTH-oT=A, BIEIL Distress (Anxious-Misery D
RELFELLEALNDE) &EENTLVS, Distress
IZEFNIERIFMS OB, TRELEDEREE
ICRLTVWAOAARETHADIZH L, Fear IZF
FNHHEBIIEE #{XHWLGESFaI—ali
EHREORBIZHT IRIGE L TFREBLURR
REZXZ2TIOMNEHES A D,

C. KETLEXRFTHT 4

R THEDEER B 50, EhikE) H
BICK{REbhd I &lIFChETHRESA T
N ChEEEENELICEEEZRETHLOTE
<, AEEL - A EIEES~OEROGEOFE
IZ&BEDBRENT LSSz, Thik, B
mik - S EEEEOHFEYOZ LM EZIFITLHILED
T & A(Hicks, Krueger, Iacomo, McGue, & Patrick,
2004), £, ERICRESALETIVICBIT SR
AEHMMICE-THFTIADIIENRSIH
(Volleberg, Iedema, Bijl, Graaf, Smit, & Ormel, 2001;
Krueger, Caspi, Moffitt, & Silva, 1998), E{EZL L
HEILEMIXZFOBEAOLEBEORZICEEL
HDTHLAgEENRE SN T=,

D. CRNETOMRICEFTN TG LZEAICE
LT

Krueger (1994) LAE&, W@k - S EILEEOTHER
ICELTREORRLELGIEHEBIIT(BONT
xf-, FOH, RAEEL - SAEIEESLthOES
EDEEFEIMEINAEITHN TLYS, Kramer
etal. (2008) DL TIEHFH=ICEREZ (BN OH),

DEE, OCD &NELEE & DBEEASTREShIA,

HEFZWThELEERNELEEICRS SN TES
3 DfF* GAD LY EBHNELDTH-T=. =,

ERMAKES (BPD) IZEAL THEHRICHELL -
SELEESETIVICES LAbEEHANTOA
T % (James & Taylor, 2008), ChiT&kbE, £
FERUBHICBRIIESEIEER & Anxious-Misery
EmELHE BPD ISR ENTLVAS, HREX
#IZPREY S & BPD [ Anxious-Misery {BFRDH
EOHBTHLHASID, Pz UF—ITKYET
ENRohE, AEEL - AEEESETILART:
LTENEEICETHGTEDLONMEISEDER

BETHD,

E. #DETILEDLE

BHEELTEL AONBEESLUERLR
BAELTRB>TWAERBELRBMICHER - £
FIELES ETHRAIINETIZEZHTDA
T &7 (Hollander, 1993; Hudson, Mangweth, & Pope,
2003), CHOBEE TCITRRSAEZETILNSE
RENTLWARETILEEDESICHBENDTH
A5/, —fl& LTI Hollander (1993) A% Obses-
sive-Compulsive-Related Disorders (OCRD) % — &
DARY S LELTHR>TEHY, OCD ZIELO
ELTEBRRANLEE, BEtES, #HEET,
BPD, RHMESHABEZIELF THALHEEN
BEM T SN TRENATLNS, FFz Hudson et al.
(2003) 1K 5 DF, AREXERE, =y I EE,
HMIEMEE, ADHD, BA%/E REES TLTHA
Bt IREIZEE % Affective Spectrum Disorder & L
TIRA TS,

% #, Hollander ® OCRD E 7L IX3ME M
(compulsive) — & & & (impulsive) , 32 %18
(cognitive) — S AR (motoric) , FRERM (uncer-
tainty) —FEEME (certainty) H EME LDHRALA
ENOEREZRA-HLDTHY, Affective Spectrum
Disorders |XZEMARICE T HHEDMEADRIE
MEEWEMBEMZETIZRENLZIOT, 6D
HLAEIE - SAEEEED Comorbidity DEREE A
—RELETIO—FELIERELGZLDTHSD. L
Ao THMALREH L, BT LLELLA
ELVWETIEHETEDLDTIRAL, LAL
CHETICREBIAEZETILEERBEETS LI
BEBOEROBHOCEMENRAEL EOKRLLT
EREE, EBEIZ Co-morbid IZHRN HKE & DEE
DBEBREICH/IDEEAZLND,

F §KBIEECETAEL - HELERTHAT
E5M

WEL - HECEEICHESNEEOPTY,
FOBREREL - AELERAFOERBEDHRIC
BEhoTWaAMIEHERIZKYRL D (Kramer,
Krueger, & Hicks, 2008), 2F Y Zhld, L&EDD
FRIX, RELELZVLLAELEROERE EZDE
BIIHRENERIEAEDOES>TRETHEOT
HBIELERLTND, 5D/E OCD EHITE
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nE, SOBOAFRABECERICEYRE(E
ShThY, Rz OCD IZiIXR@ELIBRE LA O
BFRICAEHELZRITITRETEILDEERD
ZEMTES, MEIEERTHAIE SEER
DESOATHEL, EMELANICEITLE5ME
~DRBEENPREBRAOEICEY, RETE
KRRLEBEDERZIOND,

G MEk - AEiLiERORE
HEDEBRDHAEHOENREMEFEC LT
WZ EIFAEEL - SAEICER GRS S, A
mit - AEEERAEA TG EE BN 00
IZELTIEBBAIhTUWVEL, Pz o 4—ROB
REHIzENE, ZEEIRNEEERNE B
SECERA LY (HRMICKEITHEEESEA~
DREFENE, BT REEE~OBEEN
WY T &AM o= (Kramer, Krueger, & Hicks,
2008) A%, THEAEE S = U —(Ck > TEMEAIH
CHEIMNERMREDTHS, CnIZEHLT
Kramer 51&, WE{E - HEEMIZOGMNREH YR
D270 3—~ODBRENARC T VF—ICEYR
RAHTAHEMLREEFEITTCHY, NEL - HEIctE
FORENERCE—BOMRIBETHS 5.

7.1CD-11 [2B83 38/

4%, AT ICD-11 IZAETTORIIA

BREINDIENTFEIIE, SOE5,
TEuropean Psychiatry | < [ICD-11 OB#HEZEDOR

Bl (2B84 %Y —X (Gask, Klinkman, Fortes, &
Dowrick, 2008; Lindesay, 2008; Schmidt & Sinzig,
2008) ABFE I hIZ LTz, COL ) —XDFEED
MG, Sartorius 2L APIRE AE#LI-EM
REFICEHRMOBAEEICLBMT ZBRNE
Zoht-1%, E{OMRBFIEBMT S EMNTE
¥, CORHIDOIY—XEREL, RERES
Mo LEENSELNT, EBATULNVS (Sartorius,
2008), ICD-11 OERkIE DSM-V DR E LA
FRLALTHEY, gL E1—ORENESE
n3s 40 EBirh B(Psychological Medicine TI&
ICD-11 & DSM-V IZET DFEMIHENLSFET
H5).

—7, DSM-V [ZEAL TH, HETICHE L THRXAH
B8 i TULvA, American Journal of Psychiatry

[Z1&9 TIC Editorial AB8ENTEY (First &
Frances, 2008; Maj, 2008; Oquendo, Baca-Garcia,
Mann, & Giner, 2008), APIRE DEHIZEIL TIEH
EFETIZN—F 1} T4 BF (Widiger, Simonsen,
Sirovatka, & Regier, 2006), S84 (Sundertand, Jeste,
& Baiyewu, 2007), ZEWELA (Saunders, Schuckit,
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{(Narrow, First, Sirovarka, & Regier, 2007),
Dimensional 7 38(ZB89 5 &% (Helzer, Kraemer,
Krueger, Wittchen, & Sirovatka, 2008) %, B &
HREhTHEY, SHRLEHENICHEENSFE
THdo

8. F&H

HE, BEETO ICD-11 LU DSM-V T[]
=B8RI DWTEHE LTz, ICD-11 IZ2WLWTIE,
ICD [FEFEDOAMEREE LTHEASATNS
o, SEORETICEHL TIE, BEH8E ICD BN
dibERY, HERERBIMI SRR KR,
BERURRMEEAREIL LT RE®R%
hihE LTHRADEREZRMTE S L5 ukH%E
EDTWS,

ERO& S, BEATHE “skelton® EFEEN S
ICD-1la & ELEREINATEST, A2 WHO
1 WHO6 AAREBEIchAZBANSOERY
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LTIERDHDIARIEL HBIEF RO Web Site
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Abstract

The recent development of the ICD-11: Mental and be-

havior disorders

This paper describes recent developments toward the
ICD-11, in relation to DSM-V. Specifically, it lists the
timetable from preliminary drafts through the issue and
distribution of the finalized version; introduces meet-
ings and symposia that have been held so far; intro-
duces the newly suggested 5 large-group model and its
background, and describes the work that has been done
by the DSM task force and its subgroups. The DSM
subgroups have investigated various issues associated
with specific groups of disorders, which should inform
the task force for the ICD-11. Publications up to to-

day and publication that are planned for the near future

are also introduced.
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HEHE | ICD-11 B DB

5% 106 E B B HRELERE

309

ICD-11 fERR DBl

HEBED, A 502, A BERY
1) RREBAPRHELRE, 2) PEXEREAMNEFEROEYER

R (World Health Organization : WHO) &, 2015 &2 > HA D 11 EIERE
#5598 (International Classification of Disease 11th Revision : ICD-11) ) TKEI{EE%:
fFoTwa, AWBTR, BHEETO EEL L TBORESE] OETRIEC OV THREL.

iz, FORTHEZEOBBEERERBETH S [ICD-10 FH#B L TEIORFOWFT O
DOFEET KR4 P —« =7 ] DEOTEMBTHE2I—TA2—T ¥ 7 - TN—7,
BT—F 7« TN—TOEEC OV TR L,

&5z, HERHESS L O RES I LBIEREDO S > 72 WHO-WPA Survey DWW T bR
HLl.

The Development of the ICD-11

The ICD-10 will have been used for approximately twenty years by the time the new
revision of the ICD (ICD-11) is completed, and the revision process is being implemented.
Accordingly, the WHO has organized groups of experts designated to deal with issues in
each field, and the International Advisory Group for the Revision of ICD-10 Mental and
Behavioral Disorders has been launched for the field of psychiatry. Regarding the revision,
this group is responsible for ultimate decision-making in establishing a framework for the
new version.

We reported processes of the ICD-11 by the above mentioned group and its coordinating
groups and working groups. In addition, we reported the WHO-WPA Survey which was

distributed to 500 members of the Japanese Society for Psychiatry and Neurology.

1. L &<

TR EEH%ET (World Health Organization :
WHO) &, 201542 & HEADE 11 HEERR
4y¥8 (International Classification of Disease
11th Revision : ICD-11) icFJ THETFEE %17
5TWw3%, ICDE, ICD-10 £ TR 104EL &
CHETSh T &, SEOBENC IR ICD-10 2
5#20 FDRIEA D 5. ICD-11 OHETFERK

DVLTIE, BFICARBEEESY TIEA L TWw 5,
ARETIX, D% WHO »1T- T 2WETEE
o e T 5,

2. ICDETiCREd 5 WHO MEIR)
WHO @ ICD OEIE¥ I WHO O 28 &
HER| ey, WHOEENE 7 3 Y
— 2y F7—7 (WHO-FIC) O ERETER

2106 B H AR EEESRE =211 1 201045 A 20~22 B, 25 REERE®S - 7TAT VT IY
BEEATF —7 | KD oM BHEZOREL Y a v | FREZFEROER LS
HEEE | ICD-11 OB R fHE Bt MEEAMREFERTH RREREET)
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310

% (Update & Revision Committee) Db & 8§
FTEHZHE S (Revision Steering Group) 735%
Toh, BEOLIAZTOAREELT, B,
SN, EE, MLER, WE, BToRE, FE
H, BB L UVEERBHRS AT L% EDOSEHHE
FAZ 84 (Topical Advisory Group : TAG) #»8
REINTWVE, 260, W20 TAG
LSBRBRBEINDIFETH S,

%7z, WHO dEEB%®KSE (ICD), EE4E
{EHEEEN S (International Classification of Fun-
ctioning, Disability and Health : ICF) & & UE
B DOEETHR O 5 (International
Classification of Health Interventions : ICHI)
D3IDOHEEPLETIEBNAEY 7 2 —
(Family of International Classifications : FIC)
2RWT, REORESEY, MRERE, THER,
WEEE R REINTIT> TV I 3 L » ) REER
¥ A7 A (Health Information System : HIS)
DEEZEHFELTVE. 20X KRS LEED
T, ICD-11 DYEINEFR I LT 57290, &
E D ICD SHETx} s 2 BL X FER D BGETIEE D
LD bEL, ICD-11&&2EE T 5 WHO
e AES o UstinEPIE & 1Lid,
ICD-11 1%, EROH|BEED A% 5 3 iCat & W
Eh2BFREETHOREINRDZ &0,

FEFEFTIE, WHO OfMREL L UEWELA
Oy, [BEB L UTHoBE] ok
DOLSFHEMRRBESRT 50T, HEITFED
TohTwa,

WHO @ ICD-11 ®% 4 L7 —7VIETFREO &
IWZ>TVED, HETENTHEZOBRERTH
5,

20005 o ROV E2—BLU7 4 —LF 2R
F T4
BIR¥EER CBRIER 74—V F b
T4 TN
BARR & Fo 3R
HARERSE (WHA) &R
HA

2011 4

2013 £
2014 £
2015 4E

BrEsE (2011) 113 %38

3. [ICD-10 ¥§t# & &L UTBIOBEENSETN
1HDEBRT FAA Y — « T—T] OB
FEREERPS D TAG i, [ICD-10 fgfEE L UMT
BOBEDOUREIOIDDEET KN FY — 7
J—77 (International Advisory Group for the
Revision of ICD-10 Mental and Behavioral
Disorders : BIF AG £ 3) | L@pfdh, EE
W21 N—23— FR¥O Hyman 32058 F L Tw»
. ZOMO X N—fEERE, FMRELTOR
BAEDIEh, HMBIFHIRE Y BB 2 £ 2 i
RBLTAEINTWS, BHoEI a2
SWETEECBEbL D, AGD =3 (Advisory
Group Meeting : AGM) % 2007 E» 5fTbh T
WwWa, AGOAYN—DEHRIE 2FETHY, 2007
F~2008 F (FH1HD), 2009 F~20104F (B2
) © 280 AGM »35F6 EfTbh T3,
< E1H
CSUEES
52 &
B3 EsE
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B1EEHE 200949 A 28~29 H
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1T, ICD-11 icHARF & L B 1#RE, ICD-
11 BT EHEEDESR, ICD-11 BT 54
BSOS, ICD-10 2B F % RES - ICD-
11 A 7358, BERBETOMER, HETO
BH, BEBL UV N — Y — Nk UT{#EA,
AREE BN T M, HEHERSEHWTOME
AENEmEINI, INSOSHEEL, BEE
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Neurodevelopmental Cluster
RS  mEEE. FEEE. K
M REEE

B RBECREVIRDOLNL, TORR
HERRIFHOE COERNEET D,

Emotional Cluster
EREREE oK, FEEE. OCD,
PTSD, ELEE, HHEEE, &R
MEEE, BEEE -V TV T EE

Wl R AT 4 TRRBRENEET D,

Neurocognitive Cluster
ERMEMEE  WAE. BEE. BTE
B HBERORENRDOND, BH
T DERAE L1,

Psychosis Cluster

TARREMIES e RRE. PUBHERE
EE, &R —YFI T EE

A REHERESEFICHE D, ELY
WO BREVERBE TOBEKTH S,

Externalizing Cluster

FRMEE  EeERDEERICE
HEE, Rtk - RS-V T
7 4 [EE, 1T4EE. ADHD

R . EENI S A EHIAARIRIC IR,

B1 50 Cluster &2 & % Large Grouping

B2 SEO—EE L THRDANDS Z L R HEEL
v, FHERBECERTH S 2 L I3HERT 5,
EERERELL T OiREE, GRETB L CRENVHET
DELIFHE LY, BRETB X OCRENATF
WoOWTE, BB UTHOEETIE L |
ICD 4kt LTERYHEERETHD, REIPR
57, ¥/, AGMOEI 2 E QL %X D1,
NOS (Not Otherwise Specified) 7%, ¥ARTiZ
ZWOSIERICH Y, TOBRER X ERIICHRE
R 3203 9§ R E D, Comorbidity &
JEMWETH Y, HRTREROZHEN DL
REBSZ LR X OEFLE { & h, Robert
Krueger % Robert Kessler ¥ > - 72 Wi
REREEREZREED AGM KHE/FIN,
BE L -Emsnahnl, E1LHORERELT,
) ICD-10 i ikZhicEEL2E5E 25X KE
I EYIEHFERE (N4 A A=) BRnI L,
2) BT0 ICD-10 213 LEED L 5 R MEER S D
b, HEBERY—EAR{TI ETZORERAEC
WEOLMNSH D L, 3) KROEOKELZRD
% Ot Krueger OFFEY 2RI & 35K L IR
LIz5 2D 7 I AY —ETVHBERTRZVLE
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Study Bz 7 A8 =TI NERETH 2., Th
5DFIC DT, BBV MESEL T
THX 7219,

b) WHO-WPA Survey

EE7 FoNA 3Y — « Z—A1zi3, MR
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c) V—FYTIN—=TZonT
B2HOAGO THRMAK L LT, LEO
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ARVT 7] D62DT—F7 « TN — 7T
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FERNEINTORWLY, FFSCG Ik Xk hiThh
IZRABEOBERSHRE, L VIEBIEHLETSH
DEeBbhs,
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WHO-WPA Survey for WPA Member Societies on the Revision of the ICD-10

FINAL TRANSLATION FORM

After completion, please save this document as both a Word file (.doc) and a PDF file (.pdf).
Please return BOTH versions of the completed document to :

Dr. Patricia Esparza, Department of Mental Health and Substance Abuse, WHO : esparzap @ who.int

Country :

Name of Forward Translator :
Name of Backward Translator :

Name of Psychiatric Soctety :

Telephone and e-mail :
Telephone and e-mail :

QUESTION
ENGLISH VERSION FORWARD TRANSLATION
NUMBER GLIS SI0
INTRO Paragraph 1: Paragraph 1:

Dear Colleague,

Our Society is collaborating with the World
Psychiatric Association (WPA) and the
World Health Organization (WHO) in order
to provide input into the revision of the ICD-
10, currently underway. The WPA and the
WHO are engaging in a truly international
and multilingual process in order to assess the
views and opinions of psychiatrists around
the world regarding the problems with cur-
rent classification systems and how their clini-
cal utility can be improved.

BEEA
BERTEESETHFTH L ICDIZB VLT,
FZLF WPA BX U WHO B /1BREH D
3. BEOZHAEY A7 LB 58
HROOFHBIEDE S, SWI ML, £/2%
OBENAEBEE2RmEE® 3~ WPA L
WHO REBH» DS L 2B ED T
WEg,

Paragraph 2:

The WHO expects to publish the ICD-11 in
2014. During the revision process, our Society
will work with its members to provide
scientific and clinical input to strengthen,
broaden, and improve the revision process.

Paragraph 2:

WHO i 2014 f£0 ICD-11 HREEZ FEL T ¥
3. FEEZ, BEENS L UERKRRMHS 2
OYFIEECELRES B L UBEEHET> T |
LDTT,

Paragraph 3:

The first way in which we are collaborating is
through this on-line survey. This is only the
first of a series of oppertunities for our Socie-
ty to participate in the revision of the ICD-10,
which will involve a systematic program of
surveys and field studies. The WPA and the
WHO are taking advantage of technology
that did not exist at the time the ICD-10 was
developed in order to make this survey avail-
able and accessible throughout the world.

Paragraph 3:

FEROEBHO—BYE L TETRTE 2D,
K54 RAETT. SBRBLLFAEB LV
T4—F 25T 4 BEHEBEERTEY, FH
i3 ICD-10 KET~DFES OB IESH DOE—
T ¥ A, WPA & WHO i3 ICD-10 1
BRUBCREEL S » o777/ uy—%2HH
L, AFEEZSHRICED IS L LTWET,
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Paragraph 4:

We are asking vou to complete this survey,
answering each question as honestly and as
accurately as possible. The survey should
take approximately 20 minutes to complete.
Most of the questions relate to your own
views and opinions, based on your day-to-
day clinical experience. There are no right or
WIOng answers.

EEEEE (2011) 113 %35

Paragraph 4:
KAEMTE D7D, T2 EVEELDOE
BCBEZELIII>BEVWLET, BIHCET
SEHI200BETY. BLAYXOHEMER
BHaiz0RACERCET b0 THY, &
HEOEHOBKRBRIIEIVWTBEZHE Y
DTY. EEPAERIIHD EHA,

Paragraph 5:

Your participation in this survey is strictly
voluntary. The information you provide will
be used for the purposes of this study only and
will be reported only in aggregated form.
This survey contains no questions that can
potentially identify you or your patients, and
your name will not be associated in any way
with the research findings. It is possible,
however, with internet communications, that
through intent or accident someone other
than the intended recipient may see your
response.

Paragraph 5:

FHRE~DSMEH L F CEETT., BIERE
3, FHEEOHNWOAIZAWS NI BDTHD,
BEABRMTARIND I EWXHDERA, EF
CEEBIUVBERADETTRECEY ER
CHET2EMEBREIRTVEYA, &5,
A vy -2y b ERBYA2EEOHEE, BT
BERLZUAOADHIZ 50 5 RS EE
TienZ ki3, JHEELIZE L,

Paragraph 6:

The content of the questionnaire should cause
no more discomfort than you would experi-
ence in your everyday life. Although partici-
pation may not benefit you directly, we be-
lieve that the information obtained from this
study will help us gain a better understanding
of psychiatrists’ views of ICD and issues relat-
ed to classification.

Paragraph 6:

BREB W, BEEEVVEBAZ LD
TRENBERSENTVEYA, EEKRAEA
O X 2 EENARED D AN, £
EHoBoN3NARBHERIENE X £0ICD
NI ZRAB L USBIE T ZMER ER
THLECHRBCEETHSLEBEbhET.

Paragraph 7:

We are grateful for your interest and your
participation in this study. If you have ques-
tions or comments, please send them to Dr.
Patricia Esparza, Department of Mental
Health and Substance Abuse, World Health
Organization at esparzap@who.int.

Paragraph 7:

ERE~O W IR L 2T, JERBR
TERZENITENE LIS, WHO Depart-
ment of Mental Health and Substance Abuse
DN FY Y7 ex A2 Y iE T (esparzap
@who.int) FTIEEEBEVELZT.

Paragraph 8:
Thank you very much for your participation
and support.
Exempted from review by the World Health
Organization Research Ethics Review Com-
mittee, 26 March 2010. Protocol ID RPC 394.

Paragraph 8:

ZEE s ITHXBELEL BT T,

2010 €3 H 26 Aic WHO BEZEEER S &
N EFEHETE LM (Protocol ID RPC 394)

Paragraph 9:
If you agree to participate in this WHO spon
sored survey, and wish to proceed, please

—381—
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ERFHEA~OSMZAE L, TEZEVLETS
BEE, [RuIEZ7V9 7L TLEEn, Zh
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click on the 'Yes’ button below. Clicking on
the ‘Yes’ button indicates your willingness to
participate in this survey, that you are a
psychiatrist, and that you have completed
your training.

If you do not want to participate, please close
this browser window to leave the survey

315

12D, Bt FRBE~OSMERLH B
L, B BEBETHL &, bkl:»NE
PIRELTO ML —=2 7B RTLTWE 2 E
LRZLUET,
FHEE~OEMEFLE IR VWEEIR, 777
FTOT7 4 FoRHL, BTLTLZS N,

website.
QUESTION : Q: I agree to participate in this study. Q: XEE~OSMcEELET.
AGREEMENT Al: Yes Al: iZw
TO
PARTICIPATE A2: No AZ: vz
QUESTION 1 Q1 : Country of residence Ql: BEE
Al: (NOTE TO TRANSLATOR : Please | Al: AZK
provide the name of your country in your
language.)
A2: Other (specify) : A2: Zofth (Biken) :
QUESTION 2 Q2 : Year of birth Q2: HEE
Al: (NOTE TO TRANSLATOR : If your | Al:
language does not use Avabic numerals for
dates, as in English, please provide the num-
bers in your language corresponding fo every
year from 1924 to 1988.)
QUESTION 3 Q3 : Gender Q3 R
Al: Male Al B
A2: Female A2: ¢
QUESTION 4 Q4 : Years of professional experience (after | Q4: BERER BHREZO MV —= v 7T
training in psychiatry) %)
Al: None Al: %L
A2: 1 year A2: 14
A3: 2 years A3: 2%
(NOTE TG TRANSLATOR : Please provide
the interveming vears if mnecessary for clarity.)
Ad4: 60 years Ad: 60 F
QUESTION 5 Q5: Do you currently see patients as part of | Q5: /- IREEHREORKE L LT, BE
your regular professional activities ? BADREBLVEBRET>TWETH?
QUESTION 6 Q6 : During a typical week, how many hours | Q6 : —EEICFOMFERELBZ X ADE

do you spend seeing patients ?

HLARBEIATTHETHM?

Al: None

Al: =L

A2: Between 1 and 9 hours

A2: 1 RS 5 9 BERD

A3: Between 10 and 19 hours

A3 10 KR & 19 REfE
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A4 : Between 20 and 40 hours Ad: 20 FFRG» 5 40 B
A5: More than 40 hours AS: A0BFREI X D E
QUESTION 7 Q7: As part of your day-to-day clinical | Q7: HEBKE BT, ICD, DSM, B LU
work, how much of the time do you use a | EPNERE (A LHhi) R EOEALEZHD
formal classification system for mental disor- | Y A7 AR FOREOEE TRV ETH?
ders, such as the ICD, the DSM, or a national
classification ?
Al: Almost always/Always Al BZHERNCHVWA/BEMNCAVS
A2: Often A2: LELIERWw3
A3: Sometimes A3: LEXERAWS
A4: Rarely Ad: FEAEAVREL
A5 : Never A5: Fok{Hwnlw
QUESTION 8 Q8 : In your day-to-day clinical work, which | Q8: BEBEKRKICBWT, UTO 3L EDRHy
classification system for mental disorders do | Y AT ARRL LI HVLE T ?
you use most ?
Al: ICD-10 Al: ICD-10
A2: ICD-9 or ICD-8 A2: ICD-9 #7:12 ICD-8
A3: DSM-IV "A3: DSM-IV
A4 : Other diagnostic system (specify) Ad: FOMOBEINEY AT A (B
QUESTION 9 Q9: From your perspective, which is the sin- | Q9: BN EY AT LORVEELZENIITH

gle, most important purpose of a diagnostic
classificatory system ?

SOBELSATHLERBVETH?
UREIRL T &Y,

—D

Al: To serve as a reliable tool for communi-
cation between clinicians

Al BREEOI 2=y —vya v 273
EREEDOE WY — & L TORRE

A2: To facilitate communication between
clinicians and service users/patients

A2 BERREBEMOII 227 —vav %
M3 2 HaE

A3: To inform decisions about treatment
and clinical management

A3 MEBELHRI Y A — Y A VBT B
ERBIT 5 HEE

A4: To facilitate research

Ad: FIFEEHEh T 5 H6E

A5: To serve as a basis for generating na-
tional health statistics

A5: B0E4EB X UVEHEBEEOFHETOE IR
i3 B HaE

A6: Other (please describe) :

A6: ZOft (BER) :

QUESTION 10

Q10: In clinical settings, how many diagnos-
tic categories should a classificatory system
contain to be most useful for mental health
professionals ?

QLO: XV FAANADEMRICEST, B
FEVATLAREENIZBH AT TV =250
SEETHNEIRLAVIEVLEnETH?

Al: 10 to 30 diagnostic categories

Al: 10530 DAF T —

AZ: 31 to 100 diagnostic categories

A2: 31 »5 100 DA 7TV —

A3: 101 to 200 diagnostic categories

A3: 101 5520004 7 I —

A4: More than 200 diagnostic categories

Ad: 200 E0FBwAHT T —
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QUESTION 11

Q11: Primary care practitioners should
have:

317

Qll: 774 =Y « ry7EBHVIE, UT
DIBVTFNOVATFLBEDBLTVBE LR
WEFn?

Al: A modified/simpler classification system
of mental disorders

Al: IR EBEESNISEY AT A

A?: The same classification systemn as spe-
cialist mental health professionals

A2: AVEZNWANVADEFMENHAVWSL D L
RCHE AT 5

QUESTION 12

Q12 a) : Please rate the extent to which you
agree with the following statement :

Q12 a) : ITFOXEKHNL, FOREBRTE
ZMRLTLIZE N,

Q12 b) : “A diagnostic classification system
should serve as a useful reference not only for
psychiatrists but also for other mental health
professionals? (e.g., psychologists,
workers, psychiatric nurses).”

social

QI2 b): [ZMSET AT L1E, BEHEEDS
TRELAVYI AN RCHED 2 HMOEMR
(LB, Y=y ¥y Y —%—, BHHEEEMR
BE) KE-THRIDBDTHBRENR]

Al: Do not agree

Al: BERL W

AZ: Agree somewhat

A2 Wl shER

A3: Mostly agree

A3: BBDLER

Ad: Agree completely

Ad: RECEM

QUESTION 13

Q13: “A diagnostic classification system
should be understandable to service users,
patient advocates, administrators, and other
relevant people as well as to health profes-
sionals.

Q13: (MY A7 413, EFIROA TR L,
BERA, BRAXEES, TEHHEUEL S
Lo ToBETELLDTHENEN]

QUESTION 14

Q14 : For maximum utility in clinical set-
tings, a diagnostic manual should contain:

Ql4: BRKBLWTHRLFLRTLRLDKES
ez, BT a7 VEUTR2EDNETH
P

Al: Clear and strict (specified) diagnostic
criteria for all disorders

Al: T RTOBECHET 2HEL OEER
(Bhig7e) R

A2: Diagnostic guidance that is flexible e-
nough to allow for cultural variation and
clinical judgment

A2: ERZERDERFHE 23 E 3 57200
E#RMED b B LWrIESt

QUESTION 15

Q15: The best way for a diagnostic system to
address the concept of severity would be:

Ql5: BEEEOHSE2RTIOELHEL TS
WY ATLLIR:

Al: To provide subtypes of relevant diagnos-
tic categories (e.g., mild, moderate or severe
depressive episode), based on the number
and/or severity of symptoms present.

Al: BEORY ZIEROHE L U/ $ 3 EEE
BrETE, YHBWH T IV -0 TS
B:>oFEY —FOBRE, $RE, X
L) REHET S

A2 : To provide subtypes of relevant diagnos-
tic categories, based on the degree of func-
tional impairment (e.g., impairment in self-
care or occupational functioning).

A2 BEEMIREBEORE Bl HEEBES
F2ReNTS T ISR YY) KEDE,
Wl h 7 I — DY 7Y 4 FEREET S

A3: To provide a separate axis allowing an
overall assessment of severity that could be

—384—
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used for all diagnoses.

gk (2011) 113 %35

LTRHET %

A4: Not to try to include it ; severity is an
important part of clinical assessment but does
not need to be part of the diagnostic
classification.

Ad: EDINER L EEEIEEREMEIC
BOWTEETHI Y, ZMSEOFICED Ah
ZBEIFEw

QUESTION 16

Q16 : What is the best way for a diagnostic
system to conceptualize the relationship be-
tween diagnosis and functional status (e.g.,
impairment in self-care or occupational fun-
ctioning) ?

Ql6: TWEEBILB VT, W & BERE
Bl eN7 77 £l 3REREEL P ORE)
OBFRIZEDI S St anIRETL LS

7

Al: Functional impairment should be a diag-
nostic criterion for most mental disorders ; if
there is no functional impairment, then a
disorder should not be diagnosed.

Al: KESOBHBEEC BV TRIERE 232
MERBICEDRETHS ) b L HEIEREL ¥
STl Bohithil, BELZHEIhiRE
TR

A2 : Functional status should be a diagnostic
criterion for some mental disorders, when it is
necessary to infer the presence of a disorder
from its functional consequences.

A2 WL O OBEMEE I BWLTIE, BEER
EPRBERICSURETH S | BEEREE
EOBERPHERH T 20LBLEENHLH S
Th>

A3: Functional status should not be included
in diagnostic criteria; functional impair-
ments are more properly viewed as conse-

quences or outcomes of mental disorders.

A3: BEERRBIEIZHMERBICSINIRETE
VBT RBHEEOERTHLLELS
DPHEHETH 3

QUESTION 17

Q17 : Should a diagnostic system incorporate
a dimensional component, where some disor-

ders are rated on a scale rather than just as
present or absent ?

QL7: BEOFEO MY E5T, RELT
Fl R ENE LI RTF 4 Ay a P VEER
MW AT AZBOWITLETTH?

Al: YES, because this would make the diag-
nostic assessment more detailed and personal-
ized.

Al: v, €% 5, BT S D Hife
DL OREZ R L2 b DER DS,

A2: YES, because this would more accurate-
ly reflect the continuous nature of the under-
lying psychopathology.

A2: kv, 2¥%e, REWCHI2REDFEE
FIMEES, X DIERICRBENE» 5,

A3: NO, because this would be too compli-
cated for use in most clinical settings.

A3: VWA, ¥R, BEAYXOBEKEE
THWROREET X505,

A4: NO, because there is insufficient research
evidence regarding the reliability of a dimen-
sional approach.

Ad: Wz, BERS, T4 RAYYaFNl
F7o—FOEBEECET I IE T ANTE
LTwahs,

QUESTION 18

Q18 : Should the diagnosis of depression be
assigned when the depressive symptoms ate a
proportionate response to an adverse life
event {e.g., loss of job or home, divorce) ?

Qi8: FFEh 7474 b BPFKE%,
BB &) LIS oM RIS R S iz
&, 7A7ANY FPOERS LT HEATREL
BEORKETH-TH, IDEOBKHRETEH
LERETLxId?

Al: NO, a proportionate response to an ad-
verse life event should not be considered a

mental disorder.

—385—
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A2: YES, if the full depressive syndrome is
present, the diagnosis should be made regard-
less of whether there are life events that can
potentially explain it.

A2: 3w, bLLERERZE2IHLTHI S
ERVEZEDLLNZOTHINIT, FXohI2RIB
EHRIZED > TBANT I B RE,

QUESTION 19

Q19 a) : Please rate the extent to which you
agree with the following statement based on
yvour day-to-day clinical experience :

Qi% a): HENOBECEERERICL LTV,
UToXECNL, COBEERTELMTRL
TR,

Q19 b): “The diagnostic system I use is
difficult to apply across cultures, or when the
patient/service user is of a different cultural
or ethnic background from my own.”

QL9 b): [V TWEIZBEHI AT AL, &
AR UEAT 2 DLV, 2 RESE
BELZZXEPREE2EFRBC b DBHIHL
THEHATBOPE L]

QUESTION 20

Q20 a) : Please rate the extent to which you
agree with the following statement based on
your day-to-day clinical experience:

Q20 a): BEI-OHEOEERRIZL LT,
UToXxBLHL, YOEREBRTE I LRL
TLIZE 0,

Q20 b) : “The diagnostic system I use is prob-
lematic because it is over-embedded in U.S.
and European culturally-derived concepts
and values.”

Q20 b) : TRV 22T > A7 A id, BRKX
fLicHRT 2SS MEROFEISRT 5T
D, FE»NH 5]

QUESTION 21

Q21 a): The following questions relate to
your use of the ICD-10 diagnostic categories
for mental and behavioural disorders.

Q21 a) : ATOHERMIZ, ICD-10 B 2 HEH
BLUMTHOBEORE A 7 7V - OHEARE
BT 0TT.

Q21 b) : Of the ICD-10 diagnostic categories
listed below, please indicate which ones you
use once a week or more in your day-to-day

clinical practice (that is, you see a patient
with that diagnosis at least once a week).

(NOTE TO TRANSLATOR : Please trans-
late the mental disorders listed in Table 1,
using the official ICD-10 in your language.)

QL b): UTOICD-102MA4 7 2Y —D > b,
HEBECSW T BN —EUERwE (£
OB O BERBMcr L D UER
3) bORFEFCIEE O,

QUESTION 22

Q22 a) : Please evaluate the ICD-10 diagnos-
tic categories you previously selected by
making a rating of each category on two
dimensions: 1) ease of use of the ICD-10
diagnostic guidelines for that category; and
2) goodness of fit or accuracy of the ICD-10
definition, clinical description, and diagnostic
guidelines in describing the patients you see
in clinical practice.

Q22 a) : BIRX N2 ICD-102HH 7TV —%,
1) #OBECET5ICD- 102KV P4
YO X, 2) TOBEECHET 5 ICD-10
DEHEB L CHEEMTRE, BREETHE
BHBBRELOEBED ST OOE A & FHE
LTS,

Q22 b) : Please use the following scales for
making your ratings:
EASE OF USE of the ICD-10 diagnostic

Q22 b) : FHECERL, UTOREEZHWTE
B,
ICD-10 A A F I A > DfFEDFE

guidelines :
0=Not at all easy to use in clinical practice

1=Somewhat easy to use
2=Quite easy to use
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3=Extremely easy to use

HHERE (2011) 113%3 5

Q22 ¢) : GOODNESS OF FIT in clinical prac-
tice (accuracy in describing patients) :
0=Not at all accurate

1=Somewhat accurate

2=Quite accurate

3=Extremely accurate

Q22 ¢) : AEBEC BT 2 8E (BEDOTHR
BT HTERS)

0=% -7 {IEFETH W

1=%b % HEREYR

2=z D IERETS

I=FFE IR

QUESTION 23

Q23 : Are there diagnostic categories in ICD-
10 with which you are especially dissatisfied,

Q23: HEERBD 3 —HEOBA»S, B
KA B -7 0, BMEBHLEBbhl) T

or that you believe are especially problematic
in terms of their goodness of fit in clinical

settings ?

2E0%BHATITV—NICD-10 b D &
T

QUESTION 24

Q24 : If yes, please explain:

Q24: bLbh, HBPLTIEE L,

QUESTION 25

Q25 : Are there any specific diagnoses in ICD
-10 that you feel should be removed or moved
to another section?

Q25: HllRb L idbotr v a Vi BE T
ErBbh2gliAT TV —BICD-102ixdH
DEgh?

QUESTION 26

Q26 : Are there any specific diagnostic cate-
gories that you feel should be added to the
ICD-10?

Q26: ICD-10 k- iBiNEhs~E L Bb
RBBAT I —BHBDETH?

QUESTION 27

Q27 : Do you think that any of the terms used
in current diagnostic systems are stigmatiz-
ing in your language or cultural context ?

Q27: BRLDEBL LR UEHAERICES
LEbYT, RECBHATEI AT AKBWT
AT A 7RREORBOP T Bbi s AES
HDETH?

QUESTION 28

Q28 : Do you see the need in your country for
a national classification of mental disorders
(i.e.,, a country-specific classification that is

not just a translation of ICD-10) ?

Q28: Hi-OEIZBWT, BHEEoEME
DEHIEY AT, (ICD-10 D 28R T
1172) BABETHLLEbNRETH?

QUESTION 29

Q29 : Please use this space to provide any
comments you have about this survey over-
all:

Q29: AFEeFcELCa A v BhhiTE
DAL TL I E W,

* Note: A refers to Answer

TABLE 1. LIST OF ICD-10 MENTAL DISORDERS TO BE TRANSLATED AS PART OF QUESTION 21

Please refer to the official ICD-10 in your country and/or local language for the exact translation of the disorders.
In some cases (i.e. F60.2, F7, F90 and F91), labels were slightly modified, please translate accordingly.

TRANSLATION

Fo0o TN 2 —RTIRATRE

FO1  mEHRAE

F05 FAE, 7Vva—ABXUMOBHEREIZ LB WwED

F10 TNA—NERIZ L 28BS X CTEBOBEE

Fl11 TAVEERC L 2B L UTHORE

F12 KEEERC X 288 L CiTBIoES

F13 SHEPED 2 L REREER K & 2 BB L UTEHOBSE
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Fl14 IhA4 AAERIZ L BHEHE L CTBORE

F15 H 7 x4 B & UHhOBHRIEEER I X s X TEIOES

F16 KEAERC X 28ME L CTEOBE

F18 ERMEEIFER I L 2BES L MTEORESE

F20 HAKRE

F21 e RRRERE

F22  fetEEnEE

F23 Al—REEEREES

F25 HasRREEE

F30 BRrEy—F

F31  WusiREEE (B oK)

F32 SOOIV —F

F33 RE%ES oRtREE

F40.0  [R3BAMH

F40.1 #2= [#32] B FE]

F40.2 HRG (EHR) BiE

F41.0 /Sy ofEE

Fill &RiErEES

F41.2 RBEEALS >EE

F42 daREE

F431 LOMBEA P L ARE

F432 @EEEE

F44  fEEHE (i) BF

F45  HHRBAUEE

F50.0 fEMEERAE

F50.2  fiiEthER [Ral E

F51  FEREHREREE

F52  H#gETe

F60.31 #BRE -V Y F 1 EE

F60.2 REsWi—-v+UTEE

F63 BES L vEBHORE

F7 RN (oEE)

F84.0 /NEBRIE

F845 7 AN —fEREE

F90 SEME (EEXE) EE

F91 TAEE, RkREESEL&T
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F95 F v 7EE
ZDM—EEm
ERorndFZHLixwn

Unresolved translation issues/questions (add additional sheets if necessary) :

1. The definition of “home (see Q. 18) is unclear (i.e. whether to refer to the house or to the family members)

O o 3 D U= W N

[
[}
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