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Table 4

Correlations Among Average Clinician Distance Matrices by International Field Study Center
Brazil China India Japan Mexico Nigeria Spain

China 911

India .943 962

Japan 921 .960 .956

Mexico 963 911 959 .920

Nigeria 943 951 977 946 968

Spain .945 .943 .968 951 962 .966

USA 963 901 939 917 959 944 939

Table 5

Correlations Among Average Clinician Distance Matrices by Diagnostic System Currently Used
Use ICD only Use DSM only Use both

Use DSM only 980

Use both 991 987

Use neither .982 966 979

While cluster analysis provides an overall picture of how participating clinicians considered
the mental disorders should be grouped together, it does not describe the relative cohesion of
the groups of disorders that were created. In other words, some groups might be very tightly
knit, having low in-group distances relative to larger out-group distances. Others might be loose,
having in-group distance values similar to out-group distance values. At the extreme end, the
members of a group might be no closer to one another than they are to disorders outside the
group. To examine this effect, we calculated a “cohesion index” for each group of disorders by
dividing the average distance among disorders within the group by the average distance from
disorders not in the group. The cohesion index was calculated for individual disorders by dividing
the average difference between that disorder and other disorders within the group by its average
distance from disorders outside the group. Low values on the cohesion index (closer to 0) indicate
strong group cohesion. High values (near to 1) indicate poor group cohesion. Cohesion index
values for each observed grouping and for each individual disorder are shown in Table 3. If a
particular grouping is not cohesive based on a relatively high cohesion index value shown in
Table 3, or a particular disorder isnot cohesive with the other disorders in the observed grouping,
then it is possible to see which other disorders the grouping overlaps by examining Figure 1.

As noted, substance-related disorders was the most cohesive groping (cohesion index = .36).
The mood disorders grouping was also quite cohesive (.38), as was personality disorders (.41),
with little variability among their members. The grouping called schizophrenia spectrum and
other primary psychotic disorders was also fairly cohesive (.47), with schizotypal disorder and
schizoaffective disorder less tightly attached to the group than the other members. The grouping
of anxiety, obsessive-compulsive, and stress-related disorders and the grouping of dissociative
and somatoform disorders had only moderate cohesion (.60 and .55, respectively), primarily
due to their substantial overlap with each other and with mood disorders.

Not surprisingly, the group labeled other bodily disorders evidenced the poorest internal
cohesion. A cohesion index of .86 indicates that the disorders within the group were only slightly
closer to one another than they were to disorders outside the group, as can also be seen in
Figure 1. This group of disorders combines several distinct areas in current diagnostic schemes,
and no disorders that would be more commonly paired with members of this group (e.g.,
bulimia nervosa with anorexia nervosa) were included in the study, making it impossible for
separate groups to emerge. Thus, this grouping is likely a methodological artefact of including a
limited number of stimuli. Similarly, pathological gambling and intermittent explosive disorder
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Figure 1. Percentage of participants (n = 517) grouping each disorder pairing in their most differentiated

grouping.
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were classificatory misfits, in that they were only slightly closer to each other than they were
to-any other disorder (.78). In fact, Figure 1 shows that participants more commonly grouped
pathological gambling with substance-related disorders. The grouping of other childhood
disorders was more cohesive than these two, but less cohesive than any of the other groupings
(.69), showing overlap not only with neurodevelopmental disorders but also to a lesser degree
with a diffuse set of conditions in other groupings (see Figure 1).

Discussion

This study revealed a “natural taxonomy” of mental disorders held by global mental health
professionals that was strikingly consistent, with correlation coefficients higher than .90 across
countries (Table 4), languages, classification system used (Table 5), and professional discipline.
In the context of considerable discussion about the lack of reliability among clinicians (e.g.,
Garb, 2005; Regier et al., 2013), these results are compelling. Clinicians interact with people
with mental and behavioral disorders on a daily basis and form implicit (or sometimes explicit)
views of the relationships among disorders (Egli et al., 2006; Flanagan et al., 2008; Roberts
et al., 2012). At the same time, clinicians’ perspectives are obviously shaped by training and
theoretical and practical knowledge about the nature of psychopathology, which is increasingly
shared throughout the world. The ways in which this clinician-generated classification structure
deviates from current classification systems are neither random nor idiosyncratic, but they are
strongly shared across countries, languages, and the professional disciplines of psychiatry and
psychology. Although the classification structure generated by clinicians through this task has
clear similarities to both ICD-10 and DSM-1V, it is distinct from either of these systems (see
Table 3 and Figure 1). Clinicians were not simply parroting back the classification systems they
had been taught.

A major purpose of this study was to consider how clinicians’ organizations of mental disor-
ders might be used to inform revisions of ICD, and several characteristics of clinicians’ groupings
as compared to ICD-10 and proposals for ICD-11 seem particularly relevant. Global clinicians’
groupings of neurocognitive and “organic” disorders, substance-related disorders, schizophre-
nia spectrum and other primary psychotic disorders, and mood disorders corresponded quite
closely to disorder groupings in ICD-10 (FO, F1, F2, and F3), which will essentially be retained
in ICD-11. Clinicians included schizotypal disorder in the schizophrenia spectrum and other
primary psychotic disorders grouping, as in ICD-10 and as proposed for ICD-11, and not with
the personality disorders as in DSM-IV. The groupings of neurodevelopmental disorders and
other childhood disorders correspond in essence to the F8 and F9 grouping in ICD-10, with
the category corresponding to mental retardation* (F7) in ICD-10 absorbed into clinicians’
neurodevelopmental disorders grouping. The neurodevelopmental disorders grouping gener-
ated by clinicians is nearly identical to the neurodevelopmental disorders grouping proposed for
ICD-11. Interestingly, attention deficit-hyperactivity disorder (ADHD) was included in this
grouping. One difference is that the current ICD-11 proposal also includes tic disorders in
the neurodevelopmental grouping. While clinicians placed tic disorder in the other childhood
disorders grouping, it was paired with the categories in neurodevelopmental disorders with
approximately the same frequency (see Figure 1). The recommendation has been made not to
include a grouping of other childhood disorders in ICD-11, but rather to group these with the
corresponding “adult” disorders to provide a more developmental perspective (Rutter, 2011).

Three of the major groupings in ICD-10 are very broad and quite heterogeneous. These
include: F4, neurotic, stress-related, and somatoform Disorders; F5, behavioural syndromes
associated with physiological disturbances and physical factors; and F6, disorders of adult per-
sonality and behaviour. In the present study, clinicians divided the categories in these groupings
into a larger number of more narrowly defined groups. This finding is consistent with proposals
for ICD-11. Global clinicians grouped mixed anxiety-depressive disorder with anxiety disor-
ders, as in ICD-10, although they placed it with mood disorders with approximately the same

#In the current study, the category was labeled “Intellectual disability (mental retardation).” The proposed
category name for ICD-11 is “Disorders of intellectual development.”
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frequency (see Figure 1), as has been proposed for ICD-11. Only 4.2% of clinicians said that
mixed anxiety-depressive disorder should not be included in a classification of mental and
behavioral disorders (see Table 1).

There is little evidence based on these data that clinicians conceptualize a grouping of
obsessive-compulsive and related disorders, as has been proposed for ICD-11. Of possible
candidates for such a grouping, obsessive-compulsive disorder was paired with hypochondriacal
disorder by 27.9% of participants, with body dysmorphic disorder by 22.6% and tic disorders
by 22.0%, while having much higher co-occurrence with anxiety disorders. )

Any classification system of mental disorders serves the dual roles of representing the science
of psychopathology as accurately as possible given the current state of knowledge (i.e., validity)
while also maintaining utility for the clinicians who implement it on a daily basis. A scientifically
valid classification that is unusable in real-world health care settings will not lead to better
implementation of standardized classification in clinical settings, nor will it lead to improved
quality of health encounter data for the variety of purposes for which it is used. The current study
represents an attempt to systematize clinicians’ collective experience with psychopathological
conditions and their relationship to one another as one possible source of information that will
be useful in making decisions about how to structure the ICD-11 classification.

An obvious question arising from these results concerns the relationship between clinicians’
implicit classification and patient-level phenomena. Clinicians’ implicit classifications may rep-
resent an accurate reflection of some patient variables, and a distortion or misinterpretation of
others. The consistency of the implicit classification found in this study across clinicians sug-
gests that it is at least accurate enough to be reliably reproduced across countries, languages, and
professions. It implies that disorders are real and accurately perceived, provided that clinicians
have the necessary information. This is likely to vary across individual patients and individual
clinicians based on clinician expertise, the adequacy of the assessment or observation of rele-
vant diagnostic symptoms, and the extent to which relevant diagnostic symptoms for particular
disorders are observable.

We are not suggesting that the conceptualizations of clinicians should override other forms of
evidence. In those cases in which compelling and dispositive data are available, the classification
should be structured according to the scientific evidence. But, even then, understanding clini-
clans’ cognitive structures for mental disorders classification can be important because it will
aid substantially in identifying those places of substantial divergence that should be a particular
target of educational efforts at the time the new classification is implemented. In the absence of
evidence that contradicts clinicians’ natural taxonomies, however, the extent to which alterna-
tive organizations facilitate the use of the classification in clinical settings should be among the
factors that are weighed in decisions about the final structure.

Understanding clinicians’® working taxonomies is of practical importance because these are
the same individuals who will be asked to apply a standardized system for identifying and
treating mental disorders, often under extreme pressure and with very little time for detailed
diagnostic interviewing. As noted above, many of the changes already being countenanced for
the ICD-11 are consistent with the clinician-generated structure, It is reasonable to assume—and
a testable hypothesis—that the more compatible the organization of the classification is with
clinicians’ implicit structures of mental and behavioral disorders categories, the easier and more
intuitive it will be for them to use the system.

Some implications may also be drawn from this study regarding the general characteristics of a
classification that clinicians might prefer. Clinicians in this study preferred a flatter organizational
structure for grouping mental disorders, with a relatively large number of groups. The average
number of groups clinicians generated on the first sorting trial, which could be seen as reflecting
their most spontaneous or natural organization, was nearly 14. Moreover, clinicians did not
create deeply hierarchical structures even within the limits set by the study methodology. Nearly
half the participants overall (47.6%) did not take full advantage of the hierarchical structure
available to them and refused at least one sorting, despite prompts and encouragement by the
experimenter. Participants were more resistant to hierarchical aggregation than disaggregation;
with nearly all of the refused sortings occurring when participants were being asked to combine
groups into larger, higher order groups. Of participants who did use the fully available three-level
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hierarchy, the number of groups they created at the highest order (most aggregated) level was
about seven (see Table 1), while their most detailed, lowest order level of organization contained
approximately 16 groups. There is certainly no evidence that clinicians conceptualize the sort
of radical collapsing of “emotional” and “externalizing” disorders, proposed by Andrews and
colleagues (Andrews et al., 2009; Goldberg, Krueger, Andrews, & Hobbs, 2009; Krueger &
South, 2009).

The wide range of experienced clinicians participating in this study—working in different
contexts in different countries and participating in different languages—is one of its major
strengths. Participants had an average of nearly 6 years of training and 12 years of professional
experience posttraining. Participants were practitioners, with an average of almost 27 hours of
patient contact per week. Participants were not randomly selected for participation, but the
517 clinicians who participated in this study can be conceptualized as an alternative (and large)
international panel of experts, supplementing the nonrandom panels collected by WHO and the
American Psychiatric Association to develop their respective classifications. The emphasis in this
study on the direct participation of clinicians from non-Anglophone countries outside North
America and Western Europe provides a basis for examining the cross-cultural applicability of
disorder concepts that have been considered “Western.”

There are also some limitations that should be considered in interpreting the study’s results.
The most important one relates to the relatively limited set of disorder stimuli, which likely
limited the number of groups that emerged in the clinician sortings. It seems likely that had
some additional disorders been included (e.g., bulimia nervosa), additional groupings might
have emerged. In addition, the placement of some disorders may have been related to clinicians’
lack of knowledge about them. For example, 47.1% of participants reported never having seen
someone with reactive attachment disorder in clinical practice, and 38.6% had never encountered
a patient with intermittent explosive disorder (which is not a separate category in the ICD-10),
though only 11% and 13%, respectively, admitted that they were not familiar enough with these
categories to be able to sort them.

Further, it is not entirely possible to separate participant’s “natural” taxonomies of mental
disorders from their own training in particular systems of classification (ICD or DSM). These
formal classification systems likely act as a baseline for clinicians’ “natural” classifications. The
similarity between clinicians’ classifications and those of diagnostic manuals is doubtless in part
due to their training and not just because this is what they have learned through their own
experience. On the other hand, mental disorders classifications began as attempts to systematize
clinicians’ observations and therefore likely have some degree of naturalistic validity such that
when clinicians agree with the system, it is in part a reflection of this validity and not just a result
of rote training. In the present study, what is perhaps most important features of the data are
the points of departure observed in clinicians’ taxonomies from existing classification systems,
and the consistency of these deviations across countries, languages, and professions, regardless
of which classification system they used in daily practice.

Conclusions

The most striking feature of this study of the natural taxonomy of mental disorders among
517 mental health professionals from around the world was the consistency and robustness of
the clinician-generated model. Despite all the myriad ways in which individual clinicians might
differ, they constructed a classification of mental disorders that was virtually identical across
psychiatrists and psychologists in Brazil, China, India, Japan, Mexico, Nigeria, Spain, and the
United States, whether they were asked in Chinese, English, Japanese, Portuguese or Spanish.
This commonality suggests a communal understanding of mental disorders among clinicians
that appears to transcend cultural or professional differences. We are not suggesting that there
are no cultural differences in the expression of psychopathology or that there are no meaningful
distinctions among professions. Rather, we wish to highlight that the common organization of
mental disorders obtained in this study may be relevant to the development of classifications of
mental and behavioral disorders because it can be used to improve the interface between health
information systems and clinical practice, so that (a) practice is more usefully guided by standard
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concepts and definitions, (b) data generated in health encounters reflect clinical experience more
accurately, and (c) aggregated health encounter data are more valid and reliable for decision
making and policy setting by health systems and governments. Attention to these issues will
help to make the ICD-11 a more effective tool for identifying people who need mental health
treatment and reducing the burden of mental disorders throughout the world.

In particular, research is needed to address the enormous unmet mental health needs of low-
and middle-income countries (e.g., WHO, 2012). Science, in its quest to accomplish valid gen-
eralizations about nature, is inherently global. Researchers from all parts of the world should,
desirably, contribute to new knowledge about mental health and mental illness. Mental health
research from low- and middle-income countries is needed for acceptance of classification sys-
tems in these countries. A steady stream of information about mental health issues in these
countries will contribute to a greater international and multicultural understanding of mental
disorders and of mental health.
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WHO & TIENREEEE , & (PRREResE 4 pahhs
LRSS DT BT,

Flo, FRAMEBFERIE Z OMIBENEEE IS
BENTHBEH, Py g < —oligiEs &
DEFUEZ 0 b OOIE TR B & ok
EAENZ -3 (R SRRl A 2ot

0. ICD-11 OIEE
[CD-11 M T ORBEO R 5 FFT o0
BT OREED L & e B & E DUETDRIH» 5
WESH T, LikdioT, 4ET0LIcs
DR DEEEL 10 BOMIEAIC E 5 b2 B
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Dl e ofe, ICD-10 T TR L O fid o
TE I, HIVE LV 2 ke, ICD-11 T3 T05,
EvHa—FeFEFERZ NS Bl L,
[CD-10DF a— FIZfEY), ROTT L7 7y
F AR & OMTEI ORI O A i X 41 2
NP tcm‘; (2L 0), gREDa— 1z

200~99 ECa— FEEiE N (B3 LA
/b) HEE S EC BIAE IR IC & FIRRIC 00~99 &
T FAsEEliE L (B4 LL), &SI TR
BB THIULES L _ABAEI RT3
(1),

. @EROHFIdU—EDNT

L 05 A BliEFEERE®E (Neurodevelopmental

disorders)

I Zai, MYEREOEE, EEEARS +
L\kivlﬂkﬁﬁféﬁ, EEIYSEIE, FORNED)
, Fv b TER K RabeE s, o mE)
W, BTN - VBRI X B AESR ok E
BLOLO & i S ok WIEIE R o g
BLOERRENEENTHS, LHL, 2l
D TEBIEDS kot s

2. 05B &F6 &%
speech and language)

% (Disorders of

ZZICE, &FEEAE (Speech sound disor-
der), H7EBIE (Voice disorder), &EHHGIERE
% (Speech fluency disorder), IR/ FHEUEE
FRIEE, RIMESHEEE, dXasazyr—va
VIEER EBEERTH S, L L, FHllicow
TRBES Wi Tn s,

3. 05C MARFEARZ b7 2B LD —
KAEDEEHMHRTEREE (Schizophrenia spec-
trum and other primary psychotic disor-
ders)

Z 2o, :ﬁﬁ%ﬁﬁ, ﬁu }nﬁﬂ’_&'ﬁ]ﬁ':’ =, 0

BRAEMEE, M X BIERELER
SRR, {LOD e 0_ bR SN VEEE
PRI & B IEIEIERE, RS
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[fEMsLUTHORECE,
[05]Ev IR EZSNS (BB 1 LAL)

TIT b (8 2 LAJL)IZEY

EDKPFITEENIPITE

BIZIE, SARMAE MELIEY~F, BESLBHETA,
[05C0031&VIT—FI5R50%

i (2014) 16 %L

® 1 ICD-11 DRSEIINSE

BESEETND, B ELREE I aREIE
IR, FEEREE L oEMrEEE S
DHMILAATFTY—ZEZ 50T, EHRE
EDHRICEEND T LItk o7, KERMEES
KErBWLEHOroDe= 2T, HEIR
(Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition : DSM-5)P % Sectionll
@ Conditions for further study iC&FN TV 3
Attenuated psychosis syndrome (2D ¥ Tld
ICD-11 CIREEHENA LI & L2,

Tz, EHCH SN TE MAEKRINED S
AR, RME, EBREIOmEIC>wLTikIhs ik
FHENT, F4L0T, YELY-F, B
EEMEIEY—F, RUERE ORIEY—F,
BESEIEY —F, BTEiE, gELEy —
R, BEEHSEME, wRE Y —F, 5Tk
ZBEY—F, BEREIEY—F, $EIY
v —F, BERSER, 4By —F, BES
KB, FEREORE, FETEL VI EBE
ZAv, B5 LRV THEERE S, BHEER
EEES, I OMEREMES, BAEREMED, RE
BN RS B X CRARERZMES, Lvd kD
s Nhs,

4. 05D A% +=7 (Catatonia)
AY =TI O EEORETCLRO N
BREHETHL L VI RB»s, Thy =Ty L

THET B I Licaote, T2, {Lokiribs
ELBET 2 h 8 P 2T BE U & 2 bt
FNBOEEEPRBIC LA S P T hOHEN
T3,

5. 05 £ B ¥ & O BY B

related disorders)

WY, AT & DRYERE & BB ehi vk
ELT, 12offcT 5 EbRET &y, o
TREEBEFCZ O 2 ODEIBEYUL TV 3 L v
IMEIEH B OO, HEER TR TR
LS RRE L TR L TR EENR VLT
REbsd b, Fi, dORMEIIEEWIBEZIILO
LT BRI RS L) BRMSHE 5O
Fo. TR, I 0% L WUBERE 2 R (B
s —45H (29 % ICD-10 £ TONEMHE S
., &b clinical utility #E®E L7z, I oW EHN
RIS L7 B2 E D H T2 IR X
NBTFETHB,

CTlE, UMD TUREE, WRE AR, &0
TEERRE, BRRPRAEREHEIMOEZIcb Y
XN OEERERIC L 2EDEER L OEE
RPIRATERE ML) WHBRIEROBED S
ni.

125 (Bipolar and

6. 05 F #119 >#:fEE (Depressive disorders)
I, IO EY—F, KEMED Wk

RS AT ICD- 11 DX i

Bl SUTASHNRE, AT >R gEE, PR
AR (Premenstrual dysphoric disorder :

PMDD), 9 2fEREMI o & Tz b ahn
Lo BEEE USRI & B AR LU DR
185 M EA TEVER D PRSI & s, PMDD v
SRR & U CRBNT 20 & 9 deiliant e X
NTCE LD, STEOBGETTIEA T ) —hg 4 6
L, DSM-S T 1205 Y — %52 5
AL (1 WY SR R BEE (Disruptive
mood dysregulation disorder : DMDD) o2 uT
WS TIOFIZECIIRY B S hug v,

7. 05 G RLEE L OIS (Anxiety and
fear-related disorders)
DAk, MR, Sy sk
LR, R (kL4
), RS, BRI, o oicbsy
f ke R QY b ey AN o N IR S S S G L
WEIERLREED & E D UK MR
PRI, & TRV, NG X BRI o
HHIE EILT RS, SHED O ETREE L OB
BN D o BT D & sk o 7,

N

sl

8. 05 H MutEs £ OPLHEEE (Obsessive-
compulsive and related disorders)

OO, E R, B ARBUBYERS, Olfac
tory reference disorder, QoG (TEFRAZEREE),
Foby MR, —REED B IS ST
WSSy 7, BAREE (Hoarding disor-
der), BRESMREIBETRE, oIy
SE S e OEEEDREIC L 2 MEERE S E
Sz, & (Hypochondriasis) & v 9 WEFRIC
W stigma 2 SATWS L) HA»S, B
T EE (lllness anxiety disorder) & > FEFR
WKEBEINDTFETH DD, DAL, BRT3
105 K BEEMERE, BIMbo &b
ENpVEECEE L BE T 2 08I0E X T
WARRF KbPHENTRD, Thr Py
BT 22 TIRBRERRTTH 5.

i, bo Ly FEE, XKD B VIR
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VR S S v 7124 £ T, SR, NIRRT
BELUOEENORECEENTWEY, §H»S
ZIRDEHENIEOKRELREESTH B,

9. 051 A ML REFFICEHET 2% (Disor-

ders specifically associated with stress)

T ZACE, SMEBA b U ARE, EHIMER A
b U ABESE, BEEMERMIREE, WIGHE, R
Ty F Ay MEER ORI Y-
Ay MNEENEEND. DSM-5 IS, EHMEE
APLABEELWHIAT IR, —H, &
YEZ b U ABEE R L A,

BYEA P L ARG TR 5 B IERIE, FRHoEE
YIEEDBHHENE 2L LB LEHFE V) X
DREELZEIETHD EVHIFRSE L, SEE
fa—FREiohhhot, 7=, BHELHN
A b L ARSI, SMEEBA N L REE LR
RER R ORI S — I ) T 4 E{hsmb o 7
FETHY, SEID LS hEAHsEL oY,

10, 05 ] fR#EVEREE (Dissociative disorders)

T, SUBIRRBIL O MUHERE, SRMmEE
e, BAMMMREES L Mo &2 Icb o8
SR L EEDRERIC & 2RI ENSES N
7.

ICD-10 Ci ittt (ipfatk) MEL Hy o
FANTOREREREIC> VLT, i@
T enZOrHEIN T IEETHD.

11. 05 K BEEitiEs, si0to sl
LI NG LREEPRE LY 5 LI
B & CFIHAERET (Bodily distress
disorders, and psychological and behav-
ioural factors associated with disorders or
diseases classified elsewhere)

I, SERENMEE, EFERAENEE,
DRIE (BRARKEE), BLOMEO & TIb o
EhipWEELESE L BT 2 LMENE L CTH
e EFODES L,

ICD-10 D S hEBREBEC TR ENESE
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(bodily distress disorder) & MEFRZEBE S 41/,
ICD-10 @ & e EiiE ‘*{‘»%L'i Skt
AAEEIY B R RIS E, LREE, &
B At e &, RRei: Bk SERES 1] e
D BREBRIEREE L O S RRIIERY, W
Tl EMRgEI TRy, SHOKEECTI
CE B (somatoform) ; © TEA{L (somati-
zation) 3 % EOFFEIE RS 60,

—75, DSM-5Tl, ZDOAT 3 —ICHEHT 5
b D, TEEERE & OB
symptom and related disorders) s & %> TE
7 D CERERE L EEn T Y,

(Somatic

12, 05 L WiE R & CHEARE (Feeding and
eating disorders)

T2, MR, MERECRRE, T
B e RS, |8/ H R ﬁ%fﬂ}&ﬁi}i%‘?
(avmdant/restncuve food intake disorder), %
A, KHEE (regurgitation disorder) 7& &3
E¥N3. UbeRuEEIGRERERYE LT
AT B E ) DEHD B SN TERY, SED
WETClA T I —hE L s,

13. 05 M HEpEE (Elimination disorders)

2zl REER L EEESNEENB I L
W5, ufz’kﬂfk 1%, WREIOMRREE (RER), [
DEREE, ERE Brh oMIRED T 783 H
b, SEIERECE, Boay br—LORZ, Hh
o 7o RS, SRR GRS &S A
W,

14. 05N #%E# (Substance intoxication)

WL LTiE, PAa—, FEFAF, KR
SEEH, MERRA B 2 VIGHIREEE, aAaL Y, T
Y7 2 I B IOCUOBHEER, A7 =24
v, FEA, ZaFr, HERERAK, MDMA
(o Apv—) H0REEYHE, ¥53Iv,
PCP % 3\ WAt > fREEHESRY, L OREE & L7l
WEEWE I X B, FHOYWH L E2FET 5 &

Sl o TWa, H4 LT, SHEEMED,

phEsas (2014) 116 &1 9

MG O R S, CAEERMNES, Rk
£, AR NS, Werid, 9065
\M‘tﬁdm)\'éﬂﬁ:ﬂv ﬂ..(/)"'- AR & 1S, 1S
NE& 49, fhols , BRIV 4T
73 (b LLILM]T%ZVJLLU: ‘.:.0)?’1 feflr) mE%
Fidid % & 9 i > Tw 3,

15, 05 O W oA LN (Harmful use of

substances)

WEE LTI, 05 N R &R L D OnigE
Wohtes, W4T, o2y — ko
bo, BB Lo, FHEHED b OREET D4
Wi, 5 LU, SR A,
e RN R (s I (2= 2N (E1 G A S R )
BPEF, AV UANVAFRETELORES,
BRI B b K S 29 FEVED (TR
fES e ER RT3 L) iR o Tw D

16. 05 P k(7 (Substance dependence)

W E LT, 05 N WRRE L RU b ohs
FohTws, H4L_LT, Hﬁru ff1,
DAL, MW O SEA T, ik (Sus-
tained) 4R, HiktEo (Sustamed) FEATE
REREL, BELAALTPIZALHZ0HET
DA T Y AR Mk BRI, 7
vy S AL BB IEUBESEIC & B EED, b
OBFER, a2y ba— L ENAEBREICE LT
BuERRET LI ROTVD

17. 05 Q % 'E S BEAE R 8E (Substance with-

drawal syndrome)

P L LT, 05 N bR die SR,
MDMA (=7 2%+ —) H30RBEEYWEH, 75
3 v, PCP & %\ 2 b DMFEHEEY UL D & DA
BFHNTWVS.

18. 05 R WEFZBRIMERME L MTH o K

(Substance-induced mental and behav-

ioural disorders)
S EREERE o T, H3ILR

PR AL ICD-1T ORBE O

VT, AR, RTIRTERGE, S, s
FLA in‘\un:/f\(?t: EDFEEEN, Hi4 LT
TRREY 2 & ) fifiliic > Tw s, CoWH
i =ad G ERTuin,

’

19. 05 Sl dihifitf i o> B35 (Impulse control
disorders)

A, W, IR (R, I

SHIENEE) , RO R & & ORI

Bl EW&EEND.

20, 05 T WEERMY T & OV gk bh £ (1 i o
(Disruptive behaviour and dissocial disor-
ders)

TS, BChURERRR

I EMEEND, IS ETl, MARREA
HASRNOBEE O TafiEsuTniody, Sio
AT S e T,

o

BT/ IR ST

%)’

21, 05 U /8= Y5 1 ofiiH
personality)

i (Disorders of

ST, B3 u«mm PR L O
[EARSBT 2o ik, Hd LV TEHENLK

=

BERE O 1 A A /@{erMI Hbo, &N N
A4 v OUEZEED b o, N E A A > O
b0, MHEN R X A v ofifEfd Lo,

Ty FN LA v OEfEES b OERET 2
Mo > Tw 3, DSM-5 Tk DSM-IV-TR %%
FOEEREEINLOT, SHETSMAI6NS
b Lo,

3

22. 05V »85 7 14 7 (Paraphilic disorders)
T, SRR, GRS, N

PErEsE, HMN (Coercive) ¥ 74 AF 4 v 7
, G A EasE END

23, 05 W iEfAtERiE (Factitious disorders)
ik, EORIET BEHIEREE & bE i

THERERENEENS.
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24, 05 X MhiERRAIEE (Neurocognitive disor-
ders)

SITHIELALT, HAY, MRS
{eete, CRAMINESE, FAMNERERTE, TMEEREE
BEREDEE N, H4 LT, BE, ¥ f;z:io
FOEEDS AN AFEIC > TWw 3, i
WA=, PV A e —PRE R & 0),.@7!1
fEZ Db OO TRiE X CTEIORE, 12
Fa&FhhwnwI bickotk,

25. 05 Y {ho £ Zic b DI NV ERE DR
BCHME K MTEHOMECBRT L0
(Mental behavioural disorders associated

with disorders or diseases classified else-

where)
Tk, TETI LR htﬁblﬁﬁ‘a%%’};@?ﬁ
THME X CITHIORECBET 2 b0, Mo

ENBHIEWkd,

V. BARBEEESORY) A

HtE, DARAPRSESIE ICD-11 ZE &% h
042 ICD DUETESIC D A T 3%, WHO
BERER g -2y b7 —2 (Global
Clinical Practice Network : GCPN) &9 & v |
T— 0 R ELBITEHEELZEDTHE, 2O
GCPN @& v b7 — 213 WHO @ 6 DDAFRED
flh, HAFEEL FA YHETTON TS, ZOkd
WHO 3 A& & OBk E RO ICHIFL T 3,
AARSUAESERDE—~LAR=I P IDF Y b
7= ~\DEMBTETH B, BEET, TRV
Z LR B REE, o7 v — FIEMTH

NTEY, SELENOAFITY —KDWTEE
HETDLNZFETHD.

WHORICD-11D7 4 =LK bS5 T7NE
UTO3BTITY FETHS. O GCPNICERH
L 7 vy — 2 %kf, @ Sz
T74=NF - 547N (HOBHEERELE
MO BT T 3B RENETE2Y),
@ BWEKER L, EEOBERICHII W
74 =WF - bF34T7N, TH5,



