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Objective:  To explore the rationales of mental health professionals (mainly psychiatrists and psychol-
ogists) from 8 countries for removing specific diagnostic categories from mental disorders classification
systems. Method:  As part of a larger study, 505 participants indicated which of 60 major disorders
should be omitted from mental disorders classification systems and provided rationales. Rationale
staternents were analyzed using inductive content analysis. Results:  The majority of clinicians
{60.4%]) indicated that 1 or more disorders should be removed. The most common rationales were
(a) problematic boundaries between normal and psychopathological conditions (45.9% of total removal
recommendations), (b) problematic boundaries among mental disorders (25.4%), and (c) problematic
boundaries between mental and physical disorders {24.0%). The categories most frequently recom-
mended for deletion were gender identity disorder, sexual dysfunction, and paraphilias, usually because
clinicians viewed these categories as being based on stigmatization of a way of being and behaving.
A range of neurocognitive disorders were described as better conceptualized as nonpsychiatric medi-
cal conditions. Results were analyzed by country and country income level. Although gender identity
disorder was the category most frequently recommended for removal overall, clinicians from Spain,
India, and Mexico were most likely to do so and clinicians from Nigeria and Japan least likely, prob-
ably because of social and systemic factors that vary by country. Systematic differences in removal
rationales by country income level may be related to the development, structure, and functioning of
health systems. Conclusion:  Implications for development and dissemination of the classification
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The World Health Orgamzatlon (WHO) is currently revxsmg the Internat;onal Classxﬁcatxon of
Diseases and Related Health Problems (ICD-10; WHO, 1992a), including the ohapter on mental
and behavioral disorders (WHO, 1992b). WHO considers that there are three major stakeholder
groups for the ICD revision: (a) governments of WHO member countries, (b) mental health
service users, and (¢) health care professionals (International Advisory Group for the Revision
of the ICD-10 Mental and Behavioral Disorders, 2011). The perspectives of mental health
professionals who are in daily contact with persons requiring treatment are clearly important
to inform the development of the classification of mental and behavioral disorders in ICD-11
(Reed, Correia, Esparza, Saxena, & Maj, 2011), and their direct participation in its development
is expected to result in improved clinical utility of the classification.

Major problems with the clinical utility of both the ICD-10 and the Diagnostic and Statistical
Manual of Mental Disorders (DSM) of the American Psychiatric Association have been widely
acknowledged (e.g., Andrews et al., 2009; First, 2010; Kendell & Jablensky, 2003). These include
(a) the extensive use of “Unspecified” or “Not Otherwise Specified” diagnostic categories of
limited informational value, (b) artificial and inflated comorbidity between mental disorders;
(c) the fact that many of the distinctions chmmans are asked to make in diagnostic systers have
no relevance for treatment, and (d) the overly complex nature of current diagnostic systems
{Reed, 2010),

At the same time, global surveys conducted by WHO in collaboration with the World Psy-
chiatric -Association (WPA,; Reed et al., 2011) and the International Union for Psychological
Science (IUPsyS; Bvans et al., 2013) indicated that the overwhelming majority of psychiatrists
and psychologists favored a diagnostic system for mental disorders with many fewer disorders
(i.e., fewer than 100 categories as compared to the more than 200 categories that currenﬂy exist).
To achieve this goal, many existing mental disorders categories would have to be eliminated
from mental disorders classifications, but little is known about mental health professionals’
perceptlons about which mental disorders should be removed and their rationales for doing so.

Recently, in a study of “natural taxonomies” of mental disorders among experienced clinicians
from eight different countries in various WHO regions, Reed and colleagues (2013) reported that
19.4% of participating clinicians recommended removal of gender identity disorder and 10.1%
recommended removal of sexual dysfunction from mental disorders classifications. These results
may have been partly explained by a lack of knowledge about these conditions or their lower
prevalence among patients in mental health services settings. On the other hand, high proportions
of clinicians reported that they had never seen a patient with certain other diagnoses, including
reactive. attachment disorder (47.1%) and intermittent explosive disorder (38.5%), though a
much smaller percentage recommended removal of these categories. Reed and colleagues (2013)
did not provide information about clinicians’ rationales for recommending deletion of pax ticular
categories from classifications of mental and behavioral disorders.

The present study is based on data collected as a part of the same natural taxonomy study'

(Reed et al., 2013). The main purpose of the present study was to more fully identify categories
that practicing mental health professionals from different countries recommended for removal
from mental disorders classifications, and to explore thelr rationales for deletion of these cate-
gories thlough a content analysis of the opened-ended questions included in the study. Based on
previous literature in the field, we expected that the main reasons for suggesting the elimination
of certain diagnoses from mental disorders classifications would include specificity problems
involving boundaries among mental dlsoxdcrs (Andrews et al., 2009; First, 2010; Kendell &
Jablensky, 2003; Reed, 2010); lack of validity due to problems regardmg boundanes between

JOURNAL OF CLINICAL PSYCHOLOGY, Vol, 00{00}, 2-15(2014) ' © 2014 Wiley Periodicals, Inc.
The World Health Organization retains copyright and all other rights in the manuscript of this article as submitted for publication.
Published online in Wiley Online Library {wileyonlinelibrary.com/journal/jclp). DOl 10.1002/jclp.22145
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Rationales for Removing Disorder Categovies 3

normal and pathological behavior, stigma attached to labeling particular behaviors or traits
as mental disorders (e.g., Drescher, 2010; George & Klijn, 2014); and classification problems
reflecting unclear boundaries between mental disorders and problems of a physiological, medi-
cal, or other nature (Horwitz, 2002; Wakefield, 1992).

Oune of the most important findings of the Reed and colleagues (2013) natural taxonomy study
was an extremely high degree of consistency in the structure of the classification system generated
by clinicians during the experimental task, across professions, countries, and classification system
used (i.e., ICD-10 or DSM-1V). Though clinician’s taxonomies of mental disorders were highly
similar to one another, they were less similar to the ICD-10 and to the DSM-IV, indicating that
clinicians were not simply replicating the structure that they had learned. In the present study,
we examined differences in categories recommended for removal and rationales for doing so
because the questions of what is and what is not a disorder and where it is placed mayto a
certain extent be considered a political and social issue in addition to a scientific and clinical one
{(Cochran et al., 2014). In addition, we expected that rationales for removal recommendations
in different countries would be related to practice patterns and the structure and functioning
of the health system in those countries. Howevey, it is very important to keep in mind that any
differences observed among countries occured within the context of overwhelming similarity
across countries in clinicians’ views of the structure of mental disorders.

Method
Participants

The sample for this study comprised participants who selected one or more categories to be
excluded from mental disorders classifications in the previously published “natural taxonomy™
study (Reed et al., 2013). This study involved a detailed face-to-face classification task completed
by 517 practicing mental health professionals (including psychiatrists, psychologists, social work-
ers and psychiatric nurses) with a wide range of clinical experience in diagnosis and treatment
across a spectrum of mental disorders. A requirement for inclusion in the study was that par-
ticipants had least 2 years of professional experience after completion of clinical training and
provided mental health services to patients during a minimum of 10 hours per week. Participants
were contacted through local researchers in eight countries: Brazil (n = 60), China (n = 62),
India (n = 61), Japan (n = 73), Mexico (n = 67), Nigeria (n = 60), Spain (n = 75) and the United
States (n = 60). (See Reed et al,, 2013, for a detailed description of the sample). As part of the
experimental task, 505 participants! were asked to indicate which of 60 major categories should
be excluded from a mental disorders classification system and to provide a rationale for their
suggestions.

Materials

The stimuli materials were 60 mental and behavioral disorders diagnostic category names, each
one printed on a 2.5”x3.5” laminated cards. The list of diagnostic category names used in the
study is shown in Table 1. The list was formulated by WHO and adjusted on the basis of feedback
from global experts in order to provide a range of categories with adequate representation across
all classes of mental disorders while limiting the total number so as to be manageable in relation
to the experimental task (see Reed et al., 2013 for further information). Categories were labeled
S0 as to be recognizable to people familiar with either the ICD-10 or the DSM-IV.

IThis part of the procedure was added after the first 12 participants from Japan had already completed the
study, accounting for the difference in sample size between the original study (Reed et al.,, 2013) and the
present analysis.
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Table 1
Mental and Behavioral Disorder Caregorzes Used in the Study
Alzheimer’s dementia o Conyersion disorders
Vascular dementia Hypochondriacal disorder
Ammestic disorder (orgamc) ' " Persistent somatoform pain disorder
Delirfum- oo e e S Bodydysmorphic disorder
Mood disorder due to a general medical Anorexia nervosa

condition Primary (nonotrganic) insomnia
Alcohol dependence Sexual dysfunction
Opioid dependence Abuse of nondependence producing substances
Cocaine dependence -+ {e.g;, steroids, hormones) -
Cannabinoid abuse ‘ Paranoid personality disorder
Abuse of volatile solvents (inhalanis) Antisocial (dissocial) personality disorder
Tobacco (nicotine) dependence Borderline personality disorder
Substance-induced psychctxc dlsordes Dependent personality disorder
Schizophrenia Pathological gambling
Schizotypal disorder a Intermittent explosive disorder
Delusional disorder Paraphilias
Acute and transient (brief) psychotic ' Grenderidentity disorder

disorder Factitious disorder
Schizoaffective disorder Intellectual disability (mental retardation)
Bipolar I disorder Specific developmental disorders of speech and
Bipolar II disorder language
Diepressive disorder (major) Specific developmental disorders of scholastic
Cyclothymia skills
Dysthymia .- , © Autistic disorder
Panic disorder o , Asperger’s syndrome
Social phobia , , Attention deficit-hyperactivity (hyperkmetxc)
Generalized anxiety disorder , disorder
Mixed anxiety and depressive disorder Conduct disorder
Obsessive-compulsive disorder Opposxtmnal defiant disorder
Posttraumatic stress disorder Childhood separation anxiety dzsordex
Adjustment disorders ' R Reactive attachment disorder
Dissociative disorders Tic disorders
Somatization disorder Nonorganic enuresis
Procedure

The study involved a procedure in which a trained research associate followed a written and
standardized protocol, which is summarized here. (See Reed et al., 2013, for a more detailed
description.} Prior to the study session, the research associate screened the participant for eligi-
bility, explained the overall purpose and requirements for the study, provided written material
about the study and answered any questions the participant might have. If the clinician agreed
to participate, he or she was scheduled to participate in a one—on—one experimental session with
the research associate lasting between 60 and 90 minutes.

During the session, partlclpants were given the set of 60 cards, shuffled pmor to begmmn gthe

session, and asked to sort them into groups, based on their own clinical experience of how similar

they were and how they approached the clinical management of these conditions. Participants
were informed that slight differences between disorder names used in this study and the category
names in ICD and DSM were not intended to be meaningful. Participants were instructed to
set aside any the card for any particular disorder diagnosis of which he or she did not have basic
knowledge. Participants were then asked to form higher or lower order groups starting from
the groups they had formed, to yield a hierarchical arrangement of up to three levels. (See Reed
et al., 2013, for details.)

After the sorting task was completed, participants were asked to look through the cards
one by one and to identify any cards that corresponded to diagnostic categories that they had
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never used in clinical practice (in other words, they had never assessed or treated a patient with
that diagnosis). Next, participants were asked to look through the cards again and identify
any disorders they felt should not be included in a classification system of mental and behavioral
disorders (e.g., because they did not consider them to be mental disorders). For each category
identified, the researcher recorded the participant’s rationale or reason why the category should
not be included in the classification system. Last, all participants completed a brief background
questionnaire to collect information on their demographic and professional characteristics.
The study was administered in the local language of each country (u = 5: Chinese, English,
Japanese, Portuguese, and Spanish). The original English version of all materials, including
the cards with the names of mental disorder categories, the procedure protocol and the final
questionnaire, were translated into the local language by bilingual research collaborators. All
sorting data and rationale statements were recorded verbatim on paper forms by the research
associate and subsequently entered by them into an online data entry platform developed for
this purpose by WHO. All research associates were fully bilingual in their national language and
in English and entered the rationale statements in the data platform in the language in which
the study was administered, as well as providing an English translation for each. The English
version of all rationale statements was used for coding and analysis in the present study.

Analysis

For the present study, participants’ reasons for indicating that any diagnoses should not be
included in a diagnostic classification of mental disorders were analyzed using an inductive con-
tent analysis framework, a procedure designed to identify the frequent, dominant, or significant
themes inherent in raw data through the development of summary themes or categories (i.e.,
data reduction) using 2 model or framework that captures key themes and processes judged to
be important by the researcher (Thomas, 2006).

The first two authors (RR and AF) independently completed the content analysis of reported
reasons. Agreement between coders before the consensus review was high (kappa = 0.89, 95%
confidence interval [CI] [0.88, 0.89]).

Differences between countries and by income level were analyzed. For categorical variables,
descriptive statistics were calculated and chi-square analyses used for comparisons. Means,
standard deviations, and ranges were calculated for continuous variables. Logistic regression
analyses were performed to determine the likelihood of categories being recommended for
removal by country. All analyses were performed using SPSS-X (version 20).

Results

Of the 505 participants asked to indicate which of the 60 disorders should be excluded from
mental disorders classifications, 305 (60.4%) indicated that one or more diagnoses should be
removed and were asked to provide the rationales for their suggestions. This subgroup of
305 participants constitutes the sample for the present study and did not differ statistically
by age, profession, years of training after academic degree, years of experience after training,
and hours of clinical work per week from the 212 participants (40.6%) who did not suggest
removing any diagnosis from the classification.

Sample Description

The majority of the 305 participants included in the present sample were psychiatrists (n = 226,
74.1%), followed by psychologists® (n = 73, 23.9%). A small number were members of other
professions, such as nursing and social work (n = 6, 1.96%). The mean age of participants in the
present sample was 42.1 years (standard deviation [SD] = 9.9, range = 25-76). Participants had

2 As indicated, the study required that participants be authorized to practice as mental health professionals
in their own countries and have at least 2 years of experience after completion of their professional training.
Therefore, in the United States, individuals identifying themselves as psychologists were generally doctoral-



6 Journal of Clinical Psychology, November 2014

Table 2 '
Mental Disorders Most Frequently Recommended for Removal jrom Mental Disorders Classzﬁca—
tions ( by More than 10% of Sample ). e :

Inpresentstudy  InReedetal
a , (n=1305 (2013) (n = 517)

DiSOrdRrs i b b i bbb i, 0 B S ; . R g il R % e Y. :

1. Gender identity disorder . s s SURRE 98 320 19.4

2. Sexual dysfunction . Ling : ToSs - 52 17.0 = o103
3, Paraphlhas ; : g e 46. . 151 91

4, Primary i msonmza , ; ) 14.8 . 8.9 -
5. Specific developmcma} dtsmders of scholasuc sk,dls 43 141 - 8.5

6. Non-organic enuresis , ) 43 14.1 ; 8.5

7. Amnesic disorder (organic) ' - , 38 12.5 13

8. Intermittent explosive disorder B /A V% S 7.3

9. Specific developmental disorders of speeclz and language 34 B R 8 | 6.7

10. Vascular dementia : 33 10.8° ' 6.5

11. Alzheimer’s dementia S : 3102 ' 6.1

12. Reactive attachment disorder 31 10.2 6.1

Note, The sample for the present study comprised participants who recommended removing at least one
category. The Reed et al. (2013) sample included participants who did not recommend removing any category,

an average of 5.8 years of clinical training after completion of then academic degree (SD 3. 8
range = 0-28), and 11.6 years of clinical experience after completion of their clinical training

(SD = 8.9, range = 1-40). Participants spent an average of 26.4 hours per week pmvxdmg clinical .

mental health services (S’D =12.7, range = 0-77).

M. ental Disorders Reéommendéd for Removal

Among the 305 participants who recommended removing any disordet, the mean number of
mental disorder diagnoses recommended for removal was 3.5 (SD = 3.8, range = 1-20) for a
total number of 1,081 recommendations for removal. Of the 60 dlsorder categories presented
to the participants in the study, only schlzophrema was not recommended for removal by any
participant. Table 2 presents the diagnoses most commonly cited for removal.

Rationales for Removing Disorders

Open-ended rationale statements for each of these recommendations were included in a content
analysis. Several themes emerged The final coding system used to analyze the ra‘uonales provzded
for removmg disorders Was orgamzed mto four general themes

& Thcme I D1agnoses that represent problematw boundaries among mental disorders
@ Theme 2: Diagnoses that represent problema‘cm boundanes between normal and psy-'
chopathological conditions

level professionals. In other countries participating in this study, the academic portmn of the requnfemcnt
to practice as a psychologist is typlcaﬂy a quahfymg master s deg,lee ~ :

3Questions about training were asked in such a way as to allow for differences in the structure of training
across countries. For example,in many countries outside the United States, the academic equivalent of
medical school is provided as part of a 5-year undergraduate university degree. “Years of training” in this
study therefore refers to training after completlon of the academxc portlon of professxonal trammg, and
therefore mcludes reszdency for psychiamsts
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@ Theme 3: Diagnoses that problematic boundaries between mental and physical disorders
¢ Theme 4: Nonexistent, implausible, or untreatable conditions

Theme 1 was further divided into three more specific subthemes, and theme 2 was further
divided into four specific subthemes. The complete coding system, with brief descriptions of each
theme and subtheme and examples from rationales provided by clinicians, is shown in Table 3.

Most Cited Reasons for Removing Mental Disorders Categories

Of the 1081 suggestions for the removal of mental disorders, 1,066 were classified under one of
the above general themes or specific subthemes. Fifteen rationale statements (1.4%) could not
be classified using this system because they were too general or too vague or did not actually
provide a rationale for removal and were therefore excluded from the analysis. Examples of
rationale statements that could not be coded include “Change the name to Polymorphic Affective
Syndrome” (in relation to borderline personality disorder) and “There is a lot to study about
this disorder.”

Frequency and percentage of total coded removal rationale statements (N = 1066) for each
theme and subtheme are also show in Table 3. The theme most frequently cited overall was
Theme 2, Diagnoses that represent problematic boundaries between normal and psychopathological
conditions (cited 489 times; 45.9% of the 1,066 codable removal recommendations). The Theme
2 subtheme most frequently cited as a rationale for removal of a diagnostic category was
Subtheme 2b, Diagnoses that represent stigmatization of a way of being and behaving (cited
257 times, 24.1%), followed by Subtheme 2¢, Diagnoses that represent problems that are not
health or mental health conditions (cited 162 times, 15.2%).

The second most frequently cited theme was Theme 1, Diagnoses that represent problematic
boundaries among mental disorders (cited 271 times; 25.4%). The most frequently cited Theme |
subtheme was Subtheme la, Diagnoses that are symptoms, parts, or subtypes of other disorders
(cited 181 times, 17.0%). Theme 3, Diagnoses that represent problematic boundaries between
mental and physical disorders, was cited 256 times (24.0%). Theme 4, Nonexistent, implausible
or untreatable conditions, was the least commonly cited rationale for category removal (cited 50
times; 4.7%).

Consistency of Rationales for Specific Removal Recommendations

Of the disorders most frequently recommended for removal, vascular dementia was the diagnosis
with the highest consistency in terms of participants’ rationales for removing it from the mental
disorders classification. Of those who suggested that this category should be removed, 90.9%
{(n=30) agreed that it was a neurological problem that has been misclassified as a mental disorder
(Theme 3). ,

In contrast, participants offered the greatest diversity of rationales for removing gender
identity disorder, even though this was the diagnosis most frequently recommended for removal.
All of the themes and subthemes were cited by one or more professionals-in their rationales
for removing this category, with the exception of Subtheme 1b, Diagnoses that are combinations
of disorders. Nevertheless, Subtheme 2b, Diagnoses that represent stigmatization of a way of
being or behaving, was the most commonly cited rationale for removal of this category from
the classification of mental disorders (n = 73, 75.3% of those recommending removal of the
category).

Diagnoses Recommended for Removal: Comparisons by Country

Percentages of the main diagnoses recommended for removal (see Table 2) were compared
across the countries from which the clinicians were sampled. Significant differences by country
emerged for proportions of clinicians recommending removal of gender identity disorder, sexual
dysfunction, paraphilias, specific developmental disorders of scholastic skills, and non-organic
enuresis. There were no significant differences across countries in proportions of participants
recommending removal of other diagnoses. ’
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Clinicians’ Rationales for Removing Mental Disorder Catf,gorzes General Themes, Specific Sub-
themes, Examples, and Frequency and Percentage of Coded Removal Ranonales Accoumed for by
Each Caregm v of Rationale Statement

General themes

Specific subthemes

Frequency and
percentage of coded
removal rationales
(N = 1066)

There 1;

Diagnoses that
repregent problematic
houndaries among
mental disorders..

Themie 2:
Diagnoses that

represent problematic -

boundaries between
normal and
psychopathological
conditions

Subtheme 1a:

Diagnoses that are symptoms, parts or subtypes of other
disorders (not a specific disorder per se)

Examples: Primary (nonorganic) insomnia: “symptom
or part of disorders, does not represent a category”;
Persistent somatoform pain disorder: “a type of
somatoform disorder”’

Stibtheme 1b:
Diagnoeses that are comiymatwm of d;sordets (redundant
category)

Examples: Mixed anxicty and depressive disorder: “7¢ is
essential to determine whether it is a depression or an
anxiety"”; Schizoaffective disorder: “Seem to be a mz‘x
between mood and psychoses; itis not a pure category”

Subtheme lc:
Nenspecific eategory (imprecise description; nonspecific
diagnostic descriptions, very general category)

Examples: Schizoaffective disorder: ‘Tt should be better
defined”; Intermittent explosive disorder: “Far too

over-inclusive” . .. It is not well described”

Subtheme 1d:
Misclassification of a mental disorder (as subtype or part
of another group or spectrum of mental disorders)

Examples: Schizotypal disorder: “It belongs to the
psychoses spectrum, it is not a personality disorder”;
Pathological gambling: “It should be OCD spectrum”
Total Theme 1

Subthéme"iza: o
Diagnoses that are pathologizing of natural and
adaptative behaviour (as a part of development orin

light of special circumstances)
~ Examples: Childhood separation anxiety disorder: “It is

a natural reaction; when is-intense it becomes another
disorder”’; Adjustment disorders: “People need some
time to adupt to a new environment. .. it can’t be
considered a sick condition” '

Subtheme 2b:
Diagnoses that represent stigmatization of a way of being
or behavmg

Examples: Gender 1dentxty disorder: “I don’t tlvmk that
- this is a medical/ clinical condition; it has to do with the

overt preference and sexual behavior of the person”;
Pathological gambling: “It'is a dynamic and not a
disorder; it is a way of functioning”’ :

A =181
(17.0%)

n=14
1.3%

=56
5.3%

n=20
1.9%

n=271

25.4%

n=T70
6.6%

n =257
24.1%

(Continued)
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Table 3
Continued
Frequency and
percentage of coded
; removal rationales
General themes Specific subthemes . (N=10686)
Subtheme 2¢: ‘ ‘ ' n=162
Diagnoses that represent problems that are not health or 15.2%
mental health conditions (psychological, educational,
family, socio-cultural or legal problems)
Examples: Specific developmental disorders of
scholastic skills: “Learning problems in children. This
condition is not a psychiatric illness. Treatment requires
intervention by special educators rather than mental
health professionals”; Oppositional defiant disorder:
“Just poor parenting skills” o ,
Total Theme 2 n =489
45.9%
Theme 3: Diagnoses that should be considered non-psychiatric in n=256
Diagnoses that nature or represent symptoms of a non-psychiatric 24.0%
represent problematic physical illness or medical condition (neurological,
boundaries between urological, metabolic, genetic vs. psychiatric)
nps’u‘ai and physical Examples: Alzheimer’s and Vascular dementias: “Should
disorders (No be in Neurology”,; Autistic discrder; “Jt’s an organic or
subthemes) genetic problem, not disordered thinking or behavior”
Theme 4: Categories that are nonexistent, implausible or cannot n=>50
Nonexistent, be treated , , 4. 7%
implausible or Examples: Cyclothymia: “ Have never seen this”;
unfreatable conditions  peygistent somatoform pain disorder: “Tmpossible to
(No subthemes) prove”; Factitious disorder: “Can’t be treated”

For gender identity disorder, participants from Spain (n = 24, 34.8% of Spanish participants
included in the present analysis), India (n = 8, 27.6%), and Mexico (n = 15, 24.6%) were
more likely than participants from other countries to recommend removal of this category from
the mental disorders classification (odds ratio [OR] = 2.30, CI [1.51, 3.51], p < 0.001), while
participants from Japan (n = 6, 9.8%) were less likely to do so and no participant from Nigeria
recommended removal of the disorder, X2 = 30.9, degree of freedom [df] = 7, p < 0.001.

Participants from Japan and China were most likely to suggest removal of sexual dysfunction
(n = 14, 23.0% and n = 9, 15.3%, respectively; OR = 3.12, CI [1.73, 5.60], p < 0.001), while
participants from three countries were less likely to do so (India n = 1, 3.4%, Mexico n = 2,
3.3% and Spainn =2, 2.9%) X =23.3,df=7,p <0.001.

Higher proportions of participants from Japan (n = 17, 27.9%) and India (n = 8, 27.6%) than
from other countries recommended removal of paraphilias from the diagnostic classification of
mental disorders (OR = 6.75, C1[3.69,12.37], p < 0.001), with lower proportions of participants
from Brazil (n = 3.4%) and Nigeria (n = 1, 2.2%) recommending removal, X? = 51.7, df = 7,
p < 0.001.

Mexico and Nigeria were the nations where specific developmental disorders of scholastic
skills were most likely to be recommended for removal (n = 10, 16.4% and » = 6, 13.3%,
respectively; OR = 2.43, CI [1.28, 4.60], p = 0.006), while clinicians from India (n = 1, 3.4%)
and Japan (n = 2, 3.3%) were less likely to do so. No mental health professional from Spain
recommended removal of these diagnoses, X2 = 18.0, df =7, p = 0.01.
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Higher proportions of Nigerian clinicians recommended removal of nonorganic enuresis from
the classification than clinicians from other countries (n = 9, 20%; OR = 3,12, CI = 1.45-6.74,
p = 0.004), while this recommendation was made by much lower proportions of clinicians from
India (n = 1, 3.4%), Mexico (n = 2, 3.3%), and Spain (n = 2, 2.9%) X? = 16.9,df =7, p < 0.01.

Rationales for Removing Disorders: Comparzsons by Country

The greatest proporhorz of removal recormnendatwns were provided by chmcxans from the
United States, accounting for 21.9% (n == 233) of the total recommendations for removing
specific diagnoses from the classification of mental disorders: This was most often due to U.S.
clinicians” view that categories identified for removal were better conceptualized as nonpsychi-
atric medical conditions (Theme 3, cited 91 times). The second highest proportion of removal
recomumendations by country was accounted by Brazil (m = 166; 15.6% of all removal recom-
mendations). The rationales provided by Brazilian clinicians most frequently related to their
view that these categories were better conceptualized as symptoms parts, or subtypes of other
disorders (Subtheme 1a, cited 64 times),

Clinicians from Spain accounted for the third highest proportion of removal recommendations
(13.7%, n = 146), followed by Mexico and China (12%, n = 128 each). Like Brazilian clinicians,
Spanish clinicians most frequently cited problems with boundaries among mental disorders as
their rationale for removal (Theme 1, cited 61 times), specifically because they saw these condi-
tions as better conceptualized as symptoms; parts, or subtypes of other disorders (Subtheme 1a,
n=237). Mexican and Chinese clinicians most frequently cited problems with boundaries between
normal and psychopathological conditions as the rationale for their removal recommendations
(Theme 2, n = 68 for Mexico and # = 99 for China), most often because these categories
stigmatized or medmahzed a way of being or behaving (Subtheme 2b, n = 45 and n = 39,
respectively). ,

Japanese clinicians accounted for 11.4% of the removal recommendations (n = 122), most
commonly related to problems with boundaries between normal and psychopathological con-
ditions (Theme 2; 1 = 55) and, more spemﬁcally, to stlgmanzatlon of a way of being or behavmg
(Subtheme 2b, n = 42).

Clinicians from Nigeria and India provided the smaﬁest proportions of suggestions for the
removal of mental disorders (n =90, 8.4% of total removal recommendations and n = 52, 4,9%,
respectively). In both countries, the rationale most frequently cited was related to problems with
the boundaries between normal and psychopathological conditions (Theme 2, n = 47, 52.2% for
Nigeria and 41, 78.8% for India), specifically because the categories recommended for removal
were seen as representing problems that are not health or mental healih conditions (Subtheme
2c; Nigeria n = 26, 28.9%,; India n = 20, 38.5%).

Raz‘zonales for Removmg Dzsmders Comparlsons by Country Income Level

Clinicians’ ratlonales for removal of dlagnoses from mental disorders clasmﬁcatxons were also
analyzed by country income level: lower middle (India and Nigeria, n = 142, 13.1% of the
sample), upper middle (Brazil, China, and Mexico, n = 423, 39.1% of the sample), and high
income (Japan, Spain and USA, »n = 516, 47.7% of the sample). Among lower middle income
countries, concerns about diagnoses that represent problems that are not health or mental health
conditions (Subtheme 2c) was the specific rationale most frequently cited as the reason for
removal (n = 46, 32.4%), Among upper middle income countries, concerns about stigmatization
of a way of being or behaving (Subtheme 2b) was the most frequently cited rationale (n = 108,
25.6%). Among high-income countries the most common rationale for removal was related
to the boundary between mental disorders and nonpsychiatric medical conditions (Theme 3,
n = 148, 29.5%).

Discussion ,
This study constitutes a part of WHO’S effort to understand mental health clinicians’ perceptions

of mental disorders classifications and their suggestions for changes in order to inform the ICD-
11 development process, a main goal of which is to improve the clinical utility of the classification
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(International Advisory Group for the Revision of ICD-10 Mental and Behavioural Disorders,
2011; Reed, 2010).

Although this study involved a limited set of disorder stimuli (60 diagnoses compared to the
whole range of more than 200 diagnostic categories in the ICD-10 and the DSM), the list of
diagnoses includes the full spectrum of mental and behavioral disorders, with representation of
each existing group or category (see Table 1). The same set of disorders was used in another
study on clinicians’ conceptualization of relationships among mental disorders (Roberts et al.,
2012) and is similar to one used in an earlier U.S. study on clinicians’ natural taxonomies of
mental disorders (Flanagan, Keeley, & Blashfield, 2008). The range of stimuli was sufficient
to allow significant inferences regarding clinicians’ views of categories that should be removed
from mental disorder classifications. : :

Categories Most Frequently Recommended for Removal

Many of the recommendations for removal involved conditions related to gender identity and
sexuality, specifically gender identity disorders, sexual dysfunction, and paraphilias. It should be
emphasized that clinicians’ recormmendations to remove these categories from mental disorders
classifications does not necessarily suggest that they question the validity of the categories
themselves but rather their placement in the classification of mental disorders. According to
between 15% and 32% of clinicians from eight different countries, at least some of these disorders
should be removed from mental disorders classifications, mainly because of problems related to
stigma and unclear boundaries between normal behavior and psychopathology.

The results of this study support the recommendations of the ICD-11 Working Group on
Sexual Disorders and Sexual Health regarding: (a) the removal of gender identity disorder cate-
gories from the ICD-11 chapter on mental and behavioral disorders (Drescher, Cohen-Kettenis,
& Winter, 2012), renaming the category “gender incongruence” to reduce pathologization of
identity (i.e., stigma), and modification of the current diagnostic guidelines to ensure access
to health services; (b) the placement of sexual dysfunctions in a new chapter of the ICD-11
classification (removing it from the mental and behavioral disorders chapter), to unify the clas-
sification of sexual dysfunctions by eliminating the false dichotomy between mind and body
that is inherent in the current classification and to reduce stigma and encourage treatment; (c)
the elimination of categories related to sexual orientation (Cochran et al., 2014); and (d) the
reformulation and clarification of paraphilic disorders in the ICD-11, including the removal
of diagnoses that involve consensual or solitary sexual behavior and result in stigmatization
without a discernible public health benefit (Wright, 2010).

Another cluster of disorders commonly recommended for removal were neurocognitive dis-
orders, which clinicians viewed as being better conceptualized as neurological disorders (e.g.,
amnestic disorder, vascular dementia, Alzheimer’s dementia). Consistent with this perspective,
according to current proposals for ICD-11, vascular dementia and Alzheimer’s dementia will be
classified under diseases of the nervous system, but cross-referenced in mental and behavioral
disorders because mental health professionals, particularly neuropsychologists, are frequently
responsible for the evaluation of deficits, severity, and impairment associated with dementias,
Amnestic disorder will be retained in the neurocognitive disorders grouping of the Mental and
Behavioural Disorders chapter, but will be cross-referenced in the Diseases of the Nervous
System chapter.

Some clinicians also recommended the exclusion of specific developmental disorders of speech
and language and specific developmental disorders of scholastic skills on the grounds that
such learning problems require the intervention of special educators rather than mental health
professionals. However, mental health experts specializing in childhood and developmental
disorders do not share this opinion (Rutter & Uher, 2012). The current proposal for ICD-11 is
to retain developmental speech and language disorders and developmental learning disorders
under the grouping of neurodevelopmental disorders in the ICD-11 classification of mental and
behavioral disorders. These findings suggest a need for field studies to evaluate the clinical utility
of the corresponding proposals and their proposed placement in ICD-11, as well as education
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related to the underlying logic for their inclusion in the Mental and Behavioural Disorders
chapter.

Primary insomnia and non-organic enuresis were also commonly recommended for removal,
primarily because they were seen as representing symptoms rather than separate disorders per
se. According to current proposals for ICD-11, chronic insomnia and short-term insomnia will
be included in a new chapter on Sleep-Wake Disorders rather than being classified as mental
and behwmral dlsorders Enuresis will be retained under neumdevdopmentai disorders in the
Mental and Behavioural Disorders chapter for use when it represents a recurrent problem that
represents an independent focus of clinical attention and that is not due to a medical condition
that interferes with continence (e.g., neurological or musculoskeletal disorders) or to congenital
or acquired abnormalities of the urinary tract. Enuresis that is temporary or secondary to
another condition can be coded in the ICD-11 chapter on Symptoms, Signs, Clinical Forms,
and Abnormal Clinical and Laboratory Findings, Not Elsewhere Classified.

The frequency with which intermittent explosive disorder and reactive attachment disorder
were recommended for removal from the classification of mental disorders is most likely due to
lack of familiarity with these conditions among participating clinicians. Intermittent explosive
disorder is not a separate category in ICD-10. In the larger original study (Reed et al.; 2013),
more participants indicaied that they lacked sufficient basic familiarity with these two disorders
to include them in the sorting task (13% for intermittent explosive disorder and 11% for reactive
attachment disorder) and that they had never used them in clinical practice (38.6% for intermit-
tent explosive disorder and 47.1% for reactive attachment disorder) than was the case for any of
the other categories.

It is unclear why there were dlffcrences in the overal} frequency of removal recommendatxona
by country. One possibility is that these reflect country-level differences in the overall rate of
diagnostic activity as a part of practice, with practitioners in countries in which diagnosis. is
not a routine aspect of their practice less likely to recommend the deletion of diagnostic entities
because they have less experiential basis for doing so. However, other available data do not
support this hypothesis. For example, in a survey of nearly 5,000 psychiatrists in 44 countries
(Reed et al., 2011), rates with which psychiatrists reported often, almost always, or always using a
formal classification system in day-to-day clinical practice in Brazil, China, India, Japan, Nigeria,
Spain, and the United States—all countries partlmpatmg in the present study-—were similar and
ranged from 74% (Japan) to 94% (Nigeria).? Another possibility is that these differences reflects
more deferential attitudes toward the authority structures represented by formal classification
systems in countries in which participants were less likely to make removal recommendations.

Turning to observed differences among countries in the specific categories recommended
for removal, one possibility is that these reflect real differences in population prevalence, such
that practitioners in which particular disorders are simply less common were more likely to
recommend their. deletion. Again, available data do not support this hypothesis. Although
comprehenswe global epidemiological data are not available for all categories used in this study,
existing rescarch indicates roughly comparable levels of specific mental disorders around the
world, with a small number of notable exceptions (Kessler et al., 2009; Whiteford et al., 2013;
WHO World Mental Health Survey Consortium, 2004). For example, differing patterns of
cultural and legai prohibitions related to the use of alcohol are associated with substantially
variable prevalence rates of alcohol-related disorders by country. The differences observed in
this study are therefore more likely that to reflect country-level differences in practice patterns
and in the structure and functioning of health systems. For example, some conditions may be
seen as part of the responsibility of the medical or educational systems rather than the mental
health system. :

Howaver social attn:udes and systemlc fdctors ‘that vary by countxy are also hkely to play a
role, partxcularly with regard to certain categories. Gender identity disorder provides the most

4Th18 survey did not mclude 2 Mcmuan sample but dlagnoms IS a core aspect of psych.lamc practlce in
Mexico. ~

o
)
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dramatic example of potentially relevant social and contextual factors. This was the category
most frequently recommended for removal overall, and clinicians from Spain, India, and Mex-
ico were particularly likely to do so. In each of these countries, there are laws that support
self-determination and prohibit discrimination based on gender identity and expression (Gov-
ernment of Mexico, 2003; Government of Spain, 2007; National Legal Services Authority v.
Union of India and others, 2014), as well as active civil society organizations that advocate on
behalf of transgender people. In contrast, in Nigeria, where no clinician recommended removal
of gender identity disorder as a mental disorder, there are no laws protecting gender identity and
gender expression, and indeed a new law has recently been enacted that criminalizes participa-
tion in “gay clubs, societies, and organisation,” specifying a penalty of 10 years imprisonment
for such participation (Same Sex Marriage Prohibition Act, 2013). This would obviously have a
chilling effect on civil society advocacy on behalf of transgender people. Given the complexity
of the legal, social, and political contexts within which the ICD-11 will be implemented, WHO
is undertaking an assessment in several countries of the relevant legal, regulatory, and policy en-
vironment related to gender identity, its effects on transgender people, and their potential effect
on the implementation of a proposed new classification of gender incongruence in ICD-11,

Rationales for,Remov:zZ of Mental Disorders Categories

Consistent with the literature in the field (e.g., First, 2010; Horwitz, 2002, Wakefield, 1992), the
rationales or reasons for suggesting the removal of mental disorders from psychiatric classifi-
cations were mainly related to problems with boundaries among mental disorders, boundaries
between normal behavior and psychopathology, and boundaries between mental disorders and
medical conditions. Across countries, the most commonly cited subtheme provided as a rationale
for removal was clinicians’ view that a category stigmatized or medicalized a way of being or
behaving, accounting for nearly one fourth of all removal recommendations. However, different
types of rationales were given different weight in different countries. For example, U.S. clinicians
emphasized the boundary between mental disorders and medical conditions, while Brazilian
clinicians most frequently cited issues related to boundaries among mental disorders.

The suggestion that such differences may be partly related to differences among countries in
the development, structure, and functioning of country-level health systems is supported by the
analysis of the relationship between types of rationale statements and country income group.
Among lower middle countries (Nigeria and India), the most frequently cited specific rationale
for removal related to concerns about diagnoses that represent problems that are not health
or mental health conditions, such as educational or social problems (Subtheme 2c). Among
upper middle income countries (Brazil, China, and Mexico), concerns about stigmatization and
medicalization of a way of being or behaving (Subtheme 2b) was the most frequently cited
specific rationale for removal. For high-income countries (Japan, Spain, United States), the
most common rationale for removal was related to the misplacement or confusion about the
boundary between mental disorders and nonpsychiatric medical conditions (Theme 3).

It is interesting to speculate, and an appealing topic for future research, that as countries
develop and their health care systems evolve, the areas that are the focus of consideration in
terms of what is and what is not a mental disorder shift from (a) how to specify a realistic
and achievable role for mental health services in the context of much broader social needs, to
(b) concerns about stigmatization of people who need mental health services; to (c) concerns
about differential diagnosis, particularly with neurological conditions, an activity likely to require
tests that are simply not available in low-resource settings.

Limitations

The specificity of the sample included and the nonprobabilistic approach limits the generalizabil-
ity of these findings. These findings should not be interpreted as representative of all clinicians
or countries in the world, but they do provide specific suggestions and rationales offered by
clinicians—mainly psychiatrists and psychologists—in various contexts that can be useful in the
development and implementation of the ITCD-11. This is especially true when these findings can
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be integrated with advances in the scientific literature and developments in clinical disciplines
in terms of professmnal training and practice roles. As WHO pursues this agenda, this repre-
sents only one of a series of studies that can help WHO to improve the chmcal utxhty of the
classification of mental and belmworal disorders: , : g

Conclusmns

These ﬁndmgs highhght a number of Sngﬁcant chailenges to be addressed in mtroducmg
ICD-11 in the various regions in the world. Although these findings point to some interesting
differences by country and by country income level, it is important to interpret these within
the context of the overwhelming consistency across countries, languages, and disciplines in
clinicians’ implicit models of mental disorders classification (Reed et al., 2013; Roberts et al.,

2012). These results do suggest areas that may be important targets of enhanced educational
efforts when the new classification system is implemented, particularly regarding the need for
certain diagnostic categories and the rationale for their placement (whether inside or outside
the Mental and Behavioural Disorders chapter), The need for specific categories often relates to
ensuring access to care for people who need mental health services or other types of treatment,
which in most countries requires the provision of a diagnosis as a condition for coverage by
government-sponsored health plans or third-party payors,

Finally, these results underscore the usefulness and importance of mtematlonal smches of
clinicians’ perspectives within the context of global mental health care. Further research of this
kind is a critically important aspect of the development of a genuinely universally accepted
diagnostic classification system for mental and behavioral disorders.
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