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This special issue of Research on Social Work Practice focuses

on a critical assessment of the Diagnostic and Statistic Manual

of Mental Disorders, fifth edition (DSM-5; American Psychia-

tric Association, 2013). This is the first substantial revision of

the DSM since 1994. Given the major impact of the DSM on

the field of mental health and beyond, it stands to reason why

clinicians, scholars, and the general public are interested in the

newest edition of the ‘‘psychiatric bible.’’ However, the

development and release of the DSM-5 has been accompanied

by an unprecedented level of public debate and protest (Kirk,

Cohen, & Gomory, in press). In just a few short years, a size-

able literature assessing and criticizing DSM-5 has emerged

(e.g., Frances, 2013a, 2013b; Greenberg, 2013; Kirk, Gomory,

& and Cohen, 2013). A public petition asking for an indepen-

dent scientific review of the DSM-5 was endorsed by at least 47

mental health organizations (Frances, 2012a). Jack Carney,

DSW, a longtime clinical social worker, organized a boycott of

the DSM-5 and asked ‘‘Where are the Social Workers?’’ (Frances,

2012b; Frances & Jones, 2014). However, the National Associa-

tion of Social Workers has not taken a stand on DSM-5 (Littrell &

Lacasse, 2012a). This special issue seeks to add to this emerging

literature by critically examining the DSM-5 from the perspective

of social work (see also Wakefield, 2013a, 2013b).

The DSM-5 has created controversy for a variety of reasons.

Some are specific to the DSM-5, while others are issues that

would apply to previous editions of the DSM as well. While

objections to the DSM-5 are detailed in the scholarly literature

(both in this special issue and beyond), a brief catalog of

the perceived problems with the new DSM provides useful

context: The reliability and the validity of the DSM-5 are

challenged based on the empirical data (Kirk et al., 2013;

Mallett, 2014; Spitzer, Endicott, & Williams, 2012). The

DSM-5 continues the reification of disorders despite compel-

ling counterevidence (Wong, 2014). While the creators of the

DSM-IV were concerned with false-positive diagnoses,

DSM-5 has expanded the boundaries of mental disorder and

medicalized many more human problems (Frances, 2013a,

2013b; Gambrill, 2014; Jacobs, 2014; see also Thyer, 2014).

The removal of the bereavement exclusion (Thieleman &

Cacciatore, 2014; Wakefield & Schmitz, 2014) and the creation

of binge-eating disorder and mild neurocognitive disorder are

examples of potential medicalization (Frances, 2013a, 2013b;

Myers & Wiman, 2014). Changes to the autism spectrum

disorder (ASD) have caused significant controversy (Green-

berg, 2013; Linton, Krcek, Sensui, & Spillers, 2014). The

DSM-5 developers also removed the multiaxial system, includ-

ing Axis IV, sometimes called the ‘‘social work axis’’ (Probst,

2014).

Accompanying these and many other DSM-5 controversies

(Frances, 2013a, 2013b; Wakefield, 2013b), there is a general

impression that the American Psychiatric Association has

bungled the development and release of DSM-5. The sources

of these criticisms included prominent psychiatrists Robert

Spitzer (Chair of DSM-III and DSM-III-R) and Allen Frances

(Chair of DSM-IV and DSM-IV-TR). They publicly objected

to the lack of transparency within the DSM-5 process (e.g.,

Spitzer, 2009). While the original hope was that developments

in neuroscience would uncover specific brain lesions allowing

DSM mental disorder categories to ‘‘map onto the brain,’’ pro-

viding for an integration of neuroscience and psychiatry under

DSM-5, no such scientific findings appeared. This has raised

the question of why a new DSM is needed at this time (Frances,

2009). To make matters worse, publication of the DSM-5 was

rushed, leading to copyediting errors in the printed edition,

some of which could impact clients (Frances, 2013c).

At times, it has seemed that the APA has behaved very much

like a corporation seeking profit and influence rather than a

scientific organization charged with the crucially important

task of defining mental disorders. Some have argued that the

motivations of the APA are not scientific but primarily finan-

cial (e.g., Frances, 2012c, 2012d). Rather than engaging with

the scholarly criticisms of the DSM-5 and mounting a credible

defense of their scientific work, the APA worked to suppress

critical discussion (see Greenberg, 2013, pp. 282–283, 292–

295, 338). For example, the APA claimed that anyone writing

a narrative account of the DSM-5 needed their permission. This

led Gary Greenberg to compare the APA to ‘‘bumbling Krem-

lin bureaucrats’’—and to question whether a private guild with

close ties to the pharmaceutical industry should be entrusted by
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the public to create the diagnostic manual used by all helping

professions (Cosgrove & Krimsky, 2012; Greenberg, 2012).

It seems fair to conclude that the release of DSM-5 has been

chaotic at best, injecting many disturbing questions into the

scholarly and public discussions of psychiatric diagnosis. The

National Institute of Mental Health refused to fund develop-

ment of the DSM-5 (Greenberg, 2013) and has introduced a

new paradigm for mental health research, the Research Domain

Criteria (RDoC; Insel, 2013). RDoC is in its earliest stages and

will not affect clinical diagnosis for some time. In the

meantime, clinicians and researchers will continue to use DSM

categories (and soon DSM-5 categories), raising interesting

research questions for mental health researchers in the wake

of these controversies.

Below, I list nine conjectures derived from the ‘‘DSM-5

Wars’’ and related scholarly literature. These are simply proposi-

tions that I believe face academic and clinical social work in the

modern era, especially in the wake of DSM-5. Testing of these

conjectures may be very helpful to our field. Such testing may

occur through a variety of means ranging from conceptual analy-

sis to controlled studies. As Popper (1989, p. 36) has suggested,

producing evidence in support of conjectures or theories is not dif-

ficult. What is always challenging—and useful to our scientific

progress—is to falsify them (Gambrill, 1999).

Conjecture One: The DSM-5 Definition of Mental
Disorder Is Inadequate

While DSM-5 contains a new slimmed down definition of men-

tal disorder (p. 21), it is not an improvement. It is vague and

provides no clarity regarding the boundaries between what is

normal and what is mentally disordered. In fact, no definition

of ‘‘normal’’ that would allow the differentiation of DSM

mental disorders has ever been provided (Kirk et al., 2013)

Thus, the DSM is a medicalized dictionary defining the criteria

for various mental disorders but without ever specifying

exactly what a mental disorder is. Obviously, from a scientific

standpoint, this is troubling (see Boyle, 2005, pp. 222–231;

Greenberg, 2011; Kirk et al., 2013; Phillips et al., 2012; Wake-

field, 1992, 2005).

Conjecture Two: DSM-5’s Claim That All Mental
Disorders Are Medical Diseases Is Unsupported

The question of whether behaviors labeled as mental disorders

should be considered disease entities is hardly new and has

been addressed in some detail in the scholarly literature (Gom-

ory, 1998; Kirk et al., 2013; Szasz, 1997). All problems defined

in the DSM-5, from adjustment disorder to sexual problems to

shyness, are just claimed to be medical (see Lane, 2008). This

factual assertion takes place in the context of the well-

documented fact that there are no biological tests, markers,

or well-controlled studies identifying a biological lesion for

any mental disorder classification (Frances, 2009; Ross & Pam,

1995; U.S. Department of Health and Human Services, 1999;

see also Albert et al., 2011; Whitehouse, 2008).

The DSM-5 (2013) uses confused wording on this issue,

stating that a mental disorder is a ‘‘syndrome’’ (p. 21) and

elsewhere arguing disease by stating that the ‘‘DSM, like other

medical disease classifications . . . ’’ (p. 5, emphasis added).

Thus, according to the developers of DSM-5, mental disorders

are both syndromes and diseases—conflating two terms with

importantly different meanings in medicine (syndromes being

the minimum, nonrandom consistent grouping of observations

necessary to hypothesize possible medical disease; to validate a

syndrome as a disease, objective physiological markers must be

found; see Boyle, 2005; Gomory, 1998).

However, the process of the DSM developers indicates that

they do recognize a difference between confirmed medical

disease and mental disorder. Rett’s disorder was included in the

DSM-IV-TR (2000, pp. 76–77). In between the release of DSM-

IV-TR and DSM-5, the etiology of Rett’s disorder was discov-

ered (Lasalle & Yasui, 2009). The APA addressed this issue

by writing ‘‘Like other disorders in the DSM, Autism Spectrum

Disorder (ASD) is defined by specific sets of behavior and not

by etiology (at present) so inclusion of a specific etiologic entity,

such as Rett’s Disorder is inappropriate’’ (American Psychiatric

Association, n.d., as cited in Deacon, 2013, p. 851). Although

Rett’s syndrome can now be used as a descriptor under other

diagnostic categories, the disorder has been deleted from

DSM-5. Deacon (2013) points out that this amounts to ‘‘The

removal of a psychiatric diagnosis from the DSM upon discov-

ery of its biological cause’’ (p. 851). Thus, the DSM-5 only

includes mental disorders for which we lack information regard-

ing etiology, which may or may not turn out to be diseases in the

long run; but if their etiology is discovered, confirming that they

are diseases, apparently they cease to be mental disorders—

although the DSM also claims that mental disorders are diseases.

This confusion and discordance obviously casts doubt on the

idea that all DSM-5 disorders represent medical diseases.

Conjecture Three: The DSM-5 Is More Political and
Less Transparent Than Previous Editions

Comparing the DSM-5 with previous editions suggests that the

current DSM contains ‘‘spin’’ perhaps intended to manage the

many ongoing controversies and public debates concerning

psychiatry. The DSM-5 field trials (see below) are not

published in the DSM itself (as in DSM-III) or in associated

sourcebooks (as in DSM-IV). Instead, they have only been pub-

lished in the peer-reviewed literature, where most clinicians are

unlikely to ever see them. The DSM-IV (American Psychiatric

Association, 1994) and DSM-IV-TR (American Psychiatric

Association, 2000, p. xxxi) both included a section on ‘‘Limita-

tions of the Categorical Approach’’ which was transparent

about the weaknesses of categorical diagnosis (see Jacobs &

Cohen, 2003). Although DSM-5 is also a fundamentally cate-

gorical diagnostic system, this section has now been deleted.

The DSM-IV-TR mentions that brain changes in schizophrenia

may be related to treatment with antipsychotic medication and

notes that antidepressants may cause akathisia (a dangerous

adverse effect associated with suicidal behavior; Healy,
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2004). Despite the increasing body of literature demonstrating

the clinical importance of these issues (e.g., Ho, Andreasen,

Ziebell, Pierson, & Magnotta, 2011; Stahl & Lonnen, 2011),

references to both were deleted from DSM-5.

The reasons for these changes is unknown, but they are note-

worthy, especially since they result in providing practicing

clinicians with less information about the iatrogenic effects

of psychiatric treatment. Space constraints prevent a compre-

hensive list of how DSM-5 has changed in terms of framing,

omitting, and shaping how psychiatric diagnosis is presented

to the user of DSM-5. An in-depth analysis of DSM-5 regard-

ing these issues would be a contribution to the literature.

Conjecture Four: The DSM-5 Is Unreliable

From DSM-III (1980) forward, the DSM was marketed as hav-

ing high interrater reliability—that two independent clinicians

seeing the same client will reach the same DSM diagnosis a high

proportion of the time. Mental health textbooks commonly claim

that this is the case (Lacasse & Gomory, 2003). However, the

meticulous analysis by Kirk and Kutchins (1992) points out the

problems with such claims. Past reports of high interrater

reliability owe more to the biased research design and interpre-

tation of data than to the reliability of the DSM, and there is no

evidence that clinicians in routine practice are able to attain such

results (Kirk et al., 2013; Kutchins & Kirk, 1997).

The DSM-5 developers realize how crucial reliability is to the

scientific credibility of the DSM, writing, ‘‘Reliable diagnoses

are essential for guiding treatment recommendations . . . [and]

. . . for clinical and basic research’’ (APA, 2013, p. 5). The more

recent DSM-5 field trials sought to examine interrater reliability

under realistic conditions. However, their design did contain

some acknowledged biases, such as prescreening clients and per-

forming the field trials at sites that had very high prevalence

rates for the disorders under study (Regier et al., 2013). All the

same, the resulting k values for many diagnoses were quite poor.

The pooled kappa (k) values for major depressive disorder was

0.28, for generalized anxiety disorder, 0.20, and for schizophre-

nia, 0.46 (Regier et al., 2013). Given the design of the field trials,

these results probably represent higher interrater reliability than

that which would be attained in routine clinical settings.

Over 30 years ago, DSM-III claimed to solve the reliability

problem in psychiatric diagnosis (Kirk & Kutchins, 1992). A

generation of clinicians and academics has largely operated

under this assumption. The DSM-5 field trial data demonstrate

that DSM-5 categories are unreliable (Kirk & Kutchins, 1992;

Kirk et al., 2013), a crucially important issue that should be

addressed in both research and practice.

Conjecture Five: The Ramifications of Unreliable
Diagnoses Are Significant

The DSM is often said to have utility in terms of clinical com-

munication (e.g., APA, 2013). However, it is unclear how unre-

liable diagnostic labels can be helpful in clinical communication.

A lack of reliability also impacts the enterprise of evidence-

based or evidence-informed practice. If a client’s problem can-

not be assessed reliably (e.g., different clinicians reach discor-

dant diagnoses with the same client), the problem definition

phase of the evidence-based practice model may be undermined.

That is, the ‘‘answerable question’’ (Mullen, Bledsoe & Bel-

lamy, 2008) sought in the evidence-based practice model may

be wrong. Similarly, the unreliability of psychiatric diagnosis

could impact research on evidence-based treatments. If diag-

noses are unreliable within psychiatric research, the groups stud-

ied within randomized controlled trials will represent a

heterogeneous group and the outcomes from such studies cannot

be reliable and valid. Thus, the unreliability of psychiatric diag-

nosis can confound both the defining of client problems and the

application of research evidence to clients. Research on clinical

communication and the use of evidence in practice should inte-

grate the known unreliability of psychiatric diagnoses.

Conjecture Six: The Accuracy of Knowledge
Dissemination Regarding Psychiatric Diagnosis Is Poor

Following diagnosis, clinical social workers may describe the

putative cause of the diagnosed DSM-5 mental disorder in terms

that are incongruent with the neuroscience data. For instance,

they sometimes explain that depression is caused by serotonin

deficiency (Acker, 2013). Clients are likely to absorb such mes-

sages as scientific facts (Cohen & Hughes, 2011). This should

disturb those who think clinical practice and informed consent

should be based on evidence, as serotonin deficiency as a cause

of depression is known to be a myth (Lacasse, 2005; Lacasse &

Leo, 2006). Similarly, along with a DSM-5 diagnosis, clients

may receive a pessimistic prognosis discordant with the actual

data on mental health recovery (Harrow & Jobe, 2007; Mind-

Freedom International, 2013). Research efforts that examine

what clients are told about their DSM-5 diagnosis will be valu-

able. Interventions that provide rigorous data to clinicians may

have the potential to help clients (Cohen, Lacasse, Duan, & Sen-

gelmann, 2013).

Conjecture Seven: The Primary Utility of the DSM
Continues to be Financial, Not Scientific

The utility of the DSM for financial reimbursement of services

rendered is well documented (Greenberg, 2010; Gomory,

Wong, Cohen, & Lacasse, 2011; Kutchins & Kirk, 1987,

1997). In both agency and private practice settings, a DSM

diagnosis is often required to receive payment for clinical

work. A national survey of social workers found that over

90% rated reimbursement as a common reason for using the

DSM-IV, but that only 50% would use the DSM if not required

(Frazer, Westhuis, Daley, & Phillips, 2009). This illustrates the

difference between bureaucratic/financial and scientific/clini-

cal utility. In an era of evidence-based practice, the question for

researchers is, what scientific or clinical utility does the DSM-5

have? This is even more important in light of the research data

showing that DSM-5 is unreliable.
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Conjecture Eight: Applying DSM-5 Diagnoses to Clients
Can Cause Harm

By defining the problems of social work clients in biomedical

terms, DSM-5 diagnoses may cause harm to clients. Using the

language of ‘‘mental disorder’’ and presumed underlying brain

disease or defect could have important effects on how clients

view their problems and negatively impact their capacity to

recover from them (Kinderman, Read, Moncrieff, & Bentall,

2013). Feminist psychologist Paula Caplan (1995, 2011) has

written extensively about the potential harm inherent in DSM

diagnoses (see also Caplan & Cosgrove, 2004; Kutchins &

Kirk, 1997). Furthermore, a DSM diagnosis is often a pathway

to treatment with psychiatric drugs. Robert Whitaker (2010)

has hypothesized that psychiatric drugs often result in short-

term benefit but worsen long-term outcomes, a provocative

hypothesis to be sure, but one that deserves close consideration

(see Littrell & Lacasse, 2012b). These underresearched topics

deserve more attention from the research community.

Conjecture Nine: There Are Viable Alternatives to
Conventional Diagnosis

In the wake of these criticisms of DSM-5, it is natural to ask

what might be done to move the field forward. Frances

(2013b) has argued for a process of stepped diagnosis, where

a conservative diagnostic process takes place over an extended

period of time, starting with the least impacting diagnosis

possible. This is an effort to minimize stigma and invasive treat-

ment when it can be avoided. In many practice settings, this

would represent a positive step forward. Garland and Howard

(2014) argue for a transdiagnostic approach to human distress.

Others argue for the rejection of psychiatric diagnosis (e.g.,

Anthony, 2004; Boyle, 2005) and the clinical impact of such

approaches needs to be further tested. The potential delinking

of diagnosis and reimbursement, as well as the delinking of diag-

nosis and drug treatment, also offer intriguing possibilities (e.g.,

Kirk et al., 2013). Finally, the use of DSM-5 Z-codes (e.g.,

‘‘Phase of life problem,’’ ‘‘Relationship distress with spouse or

intimate partner’’; APA, 2013, pp. 895–896) in lieu of psychia-

tric diagnoses should be investigated. There are macrolevel bar-

riers to implementing such ideas in real-world practice settings,

but research delving into these alternative approaches would be

extremely valuable to the field.

Conclusion

In time, empirical testing may demonstrate that some of these

conjectures are in fact wrong. But for now, they appear to be

some of the most compelling issues facing academic and clin-

ical social work following the release of DSM-5. Allen Frances

described the DSM-5 as potentially taking psychiatry ‘‘off a

cliff’’ (Greenberg, 2011). Will the field of social work simply

be a helpless passenger along for the ride (Gomory et al.,

2011) over this metaphorical cliff? Or can the scientific furor

over DSM-5 be harnessed for the purposes of innovative

independent research, rigorous problem solving, and critical

testing, for the ultimate benefit of our clients?

Acknowledgments

First, much thanks is owed to editor Bruce A. Thyer for his kind

invitation to guest edit this special issue and his guidance throughout

the process. Second, I am grateful to all the contributors who sub-

mitted articles written specifically for this issue. Finally, I am indebted

to the many colleagues who spent substantial time as peer reviewers of

the submitted manuscripts.

References

Acker, J. (2013). Influences on social workers’ approach to informed

consent regarding antidepressant medication. (Unpublished

doctoral dissertation). SUNY-Albany, Albany, NY.

Albert, M. S., DeKosky, S. T., Dickson, D., Dubois, B., Feldman, H.

H., Fox, N. C., . . . Phelps, C. H. (2011). The diagnosis of mild cog-

nitive impairment due to Alzheimer’s disease. Alzheimer’s Demen-

tia, 7, 270–279.

American Psychiatric Association. (n.d.). DSM-5: The future of psychia-

tric diagnosis. Retrieved February 18, 2012, from http://

www.dsm5.org/Pages/Default.aspx

American Psychiatric Association. (1980). Diagnostic and statistical

manual of mental disorders (3rd ed.). Washington, DC: Author.

American Psychiatric Association. (1994). Diagnostic and statistical

manual of mental disorders (4th ed.). Washington, DC: Author.

American Psychiatric Association. (2000). Diagnostic and statistical

manual of mental disorders (4th ed., Text rev.). Washington,

DC: Author.

American Psychiatric Association. (2013). Diagnostic and statistical

manual of mental disorders (5th ed.). Washington, DC: Author.

Anthony, G. (2004). Resisting diagnosis. In P. J. Caplan & L.

Cosgrove (Eds.)., Bias in psychiatric diagnosis (pp. 241–242).

New York, NY: Jason Aronson.

Boyle, M. (2005). Schizophrenia: A scientific delusion? (2nd ed.).

New York, NY: Routledge.

Caplan, P. J. (1995). They say you’re crazy: How the world’s most

powerful psychiatrists decide who’s normal. New York, NY: Da

Capo.

Caplan, P. J. (2011). When Johnny and Jane come marching how:

How all of us can help veterans. Cambridge, MA: M.I.T. Press.

Caplan, P. J., & Cogrove, L. (2004). Bias in psychiatric diagnosis.

New York, NY: Jason Aronson.

Cohen, D., & Hughes, S. (2011). How do people taking psychiatric

drugs explain their ‘‘chemical imbalance’’? Ethical Human Psy-

chology and Psychiatry, 13(3), 176–189.

Cohen, D., Lacasse, J. R., Duan, R., & Sengelmann, I. (2013).

CriticalThinkRx may reduce psychiatric prescribing to foster

youth: Results from an intervention trial. Research on Social Work

Practice, 23, 284–293.

Cosgrove, L., & Krimsky, S. (2012). A comparison of DSM-IV and

DSM-5 panel member’s financial associations with industry: A

pernicious problem persists. PLoS Medicine, 9, e1001190.

Deacon, B. (2013). The biomedical model of mental disorder: A crit-

ical analysis of its validity, utility, and effects on psychotherapy

research. Clinical Psychology Review, 33, 846–861.

8 Research on Social Work Practice 24(1)

 at FLORIDA STATE UNIVERSITY on December 19, 2013rsw.sagepub.comDownloaded from 

http://www.dsm5.org/Pages/Default.aspx
http://www.dsm5.org/Pages/Default.aspx
http://rsw.sagepub.com/
http://rsw.sagepub.com/


Frances, A. (2009). Whither DSM-V? British Journal of Psychiatry,

195, 391–392.

Frances, A. (2012a). Can the press save DSM-5 from itself? Huffing-

ton Post. Retrieved from http://www.huffingtonpost.com/allen-

frances/dsm-5-press_b_1272068.html

Frances, A. (2012b). Why social workers should oppose DSM-5:

Because they bring a missing and much needed perspective.

Psychology Today. Retrieved from http://www.psychologytoday.

com/blog/dsm5-in-distress/201204/why-social-workers-should-oppo

se-dsm-5

Frances, A. (2012c). Is DSM-5 a public trust or an APA cash cow?

DSM in distress. Psychology Today. Retrieved from http://

www.psychologytoday.com/blog/dsm5-in-distress/201201/is-dsm-5-

public-trust-or-apa-cash-cow

Frances, A. (2012d). Follow the money: The APA puts publishing

profits above public trust. DSM in distress. Psychology Today.

Retrieved from http://www.psychologytoday.com/blog/dsm5-in-

distress/201206/follow-the-money

Frances, A. (2013a). Saving normal: An insider’s revolt against out-

of-control psychiatric diagnosis, DSM-5, big pharma, and the med-

icalization of ordinary life. New York, NY: William Morrow.

Frances, A. (2013b). Essentials of psychiatric diagnosis: Responding

to the challenge of DSM-5. New York, NY: Guilford.

Frances, A. (2013c). DSM-5 writing mistakes will cause great confu-

sion: Immediate corrections required. Psychology Today. Retrieved

from http://www.psychologytoday.com/blog/saving-normal/2013

06/dsm-5-writing-mistakes-will-cause-great-confusion

Frances, A., & Jones, K. D. (2014). Should social workers use the

DSM-5? Research on Social Work Practice, 24(1), 11–12.

Frazer, P., Westhuis, D., Daley, J. G., & Phillips, I. (2009). How

clinical social workers are using -the DSM-IV: A national study.

Social Work in Mental Health, 7, 325–339.

Gambrill, E. (1999). Evidence-based practice: An alternative to

authority-based practice. Families in Society, 80, 341–350.

Gambrill, E. (2014). The Diagnostic and Statistical Manual of

Mental Disorders as a Major Form of Dehumanization in the

Modern World. Research on Social Work Practice, 24(1),

13–36.

Garland, E., & Howard, M.O. (2014). A transdiagnostic perspective on

cognitive, affective and neurobiological processes underlying human

suffering. Research on Social Work Practice, 24(1), 142–151.

Gomory, T. (1998). Coercion justified? Evaluating the training in

community living model: A conceptual and empirical critique

(Doctoral dissertation). Available from Proquest Dissertations and

Theses database (UMI No. 9902082).

Gomory, T., Wong, S. E., Cohen, D., & Lacasse, J. R. (2011). Clinical

social work and the biomedical industrial complex. Journal of

Sociology and Social Welfare. 38, 135–165.

Greenberg, G. (2010). Manufacturing depression: The secret history

of a modern disease. New York, NY: Simon and Schuster.

Greenberg, G. (2011, January). Inside the battle to define mental

illness. Wired. Retrieved from http://www.wired.com/magazine/

2010/12/ff_dsmv/

Greenberg, G. (2012). DSM-5: How the emperor got his clothes. Plen-

ary presentation at the meeting of the International Society for

Ethical Psychology and Psychiatry, Philadelphia, PA. Retrieved

from http://www.madinamerica.com/2013/04/the-d-s-m-and-the-

nature-of-disease/

Greenberg, G. (2013). The book of woe: The DSM and the unmaking of

psychiatry. New York, NY: Blue Rider.

Harrow, M., & Jobe, T. (2007). Factors involved in outcome and

recovery in schizophrenic patients not on antipsychotic medica-

tions: A 15-year multifollow-up study. Journal of Nervous and

Mental Disease, 195, 406–414.

Healy, D. (2004). Let them eat Prozac. New York, NY: New York

University.

Ho, B. C., Andreasen, N. C., Ziebell, S., Pierson, R., & Magnotta, V.

(2011). Long-term antipsychotic treatment and brain volumes: A

longitudinal study of first-episode schizophrenia. Archives of

General Psychiatry, 68, 128–137.

Insel, T. (2013). Directors blog: Transforming diagnosis. Retrieved

from http://www.nimh.nih.gov/about/director/2013/transforming-

diagnosis.shtml

Jacobs, D. (2014). Mental disorder or ‘‘Normal Life Variation’’? Why

it matters. Research on Social Work Practice, 24(1), 152–157.

Jacobs, D. H., & Cohen, D. (2003). Hidden in plain sight: DSM-IV’s

rejection of the categorical approach to diagnosis. Review of Exis-

tential Psychology and Psychiatry, 26, 81–96.

Kinderman, P., Read, J., Moncrieff, J., & Bentall, R. P. (2013). Drop

the language of disorder. Evidence-Based Mental Health, 16, 2–3.

Kirk, S. A., Cohen, D., & Gomory, T. (in press). Onward, psychiatric

soldiers: DSM-5 and the delayed demise of descriptive diagnosis.

In S. Demaxeuz & P. Singy (Eds.), The DSM-5 in perspective:

Philosophical reflections on the psychiatric babel. New York,

NY: Springer.

Kirk, S. A., Gomory, T., & Cohen, D. (2013). Mad science: Psychiatric

coercion, diagnosis, and drugs. New Brunswick, NJ: Transaction.

Kirk, S. A., & Kutchins, H. (1992). The selling of DSM: The rhetoric

of science in psychiatry. New York, NY: Walter de Gruyter.

Kutchins, H., & Kirk, S. A. (1987). DSM-III and social work malprac-

tice. Social Work, 32, 205–211.

Kutchins, H., & Kirk, S. A. (1997). Making us crazy: DSM: The psy-

chiatric bible and the creation of mental disorders. New York, NY:

Free Press.

Lacasse, J. R. (2005). Consumer advertising of psychiatric medica-

tions biases the public against non-pharmacological treatment.

Ethical Human Psychology and Psychiatry, 7, 175–179.

Lacasse, J. R., & Gomory, T. (2003). Is graduate social work educa-

tion promoting a critical approach to mental health practice?

Journal of Social Work Education, 39, 383–408.

Lacasse, J. R., & Leo, J. (2006). Questionable advertising of psychotro-

pic medications and disease mongering. PLoS Medicine, 3, 1192.

Lane, C. (2008). Shyness: How normal behavior became a sickness.

New Haven, CT: Yale University.

Lasalle, J. M., & Yasui, D. H. (2009). Evolving role of MeCP2 in Rett

syndrome and autism. Epigenomics, 1, 119–130.

Littrell, J., & Lacasse, J. R. (2012a). Controversies in psychiatry and

DSM-5: The relevance for social work. Families in Society, 93,

265–270. doi:10.1606/1044-3894.4236

Littrell, J., & Lacasse, J. (2012b). The controversy over antidepressant

drugs in an era of evidence-based practice. Social Work in Mental

Health, 10, 445–463. doi:10.1080/15332985.2012.699444

Lacasse 9

 at FLORIDA STATE UNIVERSITY on December 19, 2013rsw.sagepub.comDownloaded from 

http://www.huffingtonpost.com/allen-frances/dsm-5-press_b_1272068.html
http://www.huffingtonpost.com/allen-frances/dsm-5-press_b_1272068.html
http://www.psychologytoday.com/blog/dsm5-in-distress/201204/why-social-workers-should-oppose-dsm-5
http://www.psychologytoday.com/blog/dsm5-in-distress/201204/why-social-workers-should-oppose-dsm-5
http://www.psychologytoday.com/blog/dsm5-in-distress/201204/why-social-workers-should-oppose-dsm-5
http://www.psychologytoday.com/blog/dsm5-in-distress/201201/is-dsm-5-public-trust-or-apa-cash-cow
http://www.psychologytoday.com/blog/dsm5-in-distress/201201/is-dsm-5-public-trust-or-apa-cash-cow
http://www.psychologytoday.com/blog/dsm5-in-distress/201201/is-dsm-5-public-trust-or-apa-cash-cow
http://www.psychologytoday.com/blog/dsm5-in-distress/201206/follow-the-money
http://www.psychologytoday.com/blog/dsm5-in-distress/201206/follow-the-money
from http://www.psychologytoday.com/blog/saving-normal/201306/dsm-5-writing-mistakes-will-cause-great-confusion
from http://www.psychologytoday.com/blog/saving-normal/201306/dsm-5-writing-mistakes-will-cause-great-confusion
http://www.wired.com/magazine/2010/12/ff_dsmv
http://www.wired.com/magazine/2010/12/ff_dsmv
http://www.madinamerica.com/2013/04/the-d-s-m-and-the-nature-of-disease
http://www.madinamerica.com/2013/04/the-d-s-m-and-the-nature-of-disease
http://www.nimh.nih.gov/about/director/2013/transforming-diagnosis.shtml
http://www.nimh.nih.gov/about/director/2013/transforming-diagnosis.shtml
http://rsw.sagepub.com/
http://rsw.sagepub.com/


Linton, K. F., Krcek, T. E., Sensui, L. M., & Spillers, J. L. H. (2014).

Opinions of people who self-identify with Autism and Asperger’s

on DSM-5 Criteria. Research on Social Work Practice, 24(1),

67–77.

Mallett, C. A. (2014). Child and adolescent behaviorally based disor-

ders: A critical review of reliability and validity. Research on

Social Work Practice, 24(1), 96–113.

MindFreedom International (2013). Hope in mental health care sur-

vey [Executive Summary]. Retrieved from http://igotbetter.org/

campaign/i-got-better/learnings/igb-exc-sum

Mullen, E. J., Bledsoe, S. E., & Bellamy, J. L. (2008). Implementing

evidence-based social work practice. Research on Social Work

Practice, 18, 325–338.

Myers, L. L., & Wiman, A. (2014). Binge eating disorder: A critical

review of a new DSM diagnosis. Research on Social Work Practice,

24(1), 86–95.

Phillips, J., Frances, A., Cerullo, M. A., Chardavoyne, J., Decker, H.

S., . . . Zachar, P. (2012). The six most essential questions in

psychiatric diagnosis: A pluralogue part 1: Conceptual and defini-

tional issues in psychiatric diagnosis. Philosophy, Ethics and

Humanities in Medicine, 7, 1–29.

Popper, K. (1989). Conjectures and refutations: The growth of scien-

tific knowledge (5th ed.). New York, NY: Routledge.

Probst, B. (2014). The life and death of Axis IV: Caught in the quest

for a theory of mental disorder. Research on Social Work Practice,

24(1), 123–131.

Regier, D. A., Narrow, W. E., Clarke, D. E., Kraemer, H. C., Kuramoto,

S. J., . . . Kupfer, D. J. (2013). DSM-5 field trials in the United States

and Canada, part II: Test-retest reliability of selected categorical diag-

noses. American Journal of Psychiatry, 170, 59–70.

Ross, C. A., & Pam, A. (1995). Pseudoscience in biological psychia-

try: Blaming the body. New York, NY: John Wiley and Sons.

Spitzer, R. L. (2009). DSM-V transparency: Fact or rhetoric? Psychia-

tric Times. Retrieved from http://www.psychiatrictimes.com/arti-

cles/dsm-v-transparency-fact-or-rhetoric

Spitzer, R. L., Endicott, J., & Williams, J. B. W. (2012). Standards for

DSM-5 reliability. American Journal of Psychiatry, 169, 537.

Stahl, S. M., & Lonnen, A. J. (2011). The mechanisms of drug-

induced akathisia. CNS Spectrums, 16, 7–10.

Szasz, T. (1997). Insanity: The idea and its consequences. Syracuse,

NY: Syracuse University.

Thieleman, K., & Cacciatore, J. (2014). When a child dies: A critical

analysis of grief-related controversies in DSM-5. Research on

Social Work Practice, 24(1), 114–122.

Thyer, B. A. (2014). Book review: Essentials of psychiatric diagnosis.

Research on Social Work Practice, 24(1), 164–168.

U.S. Department of Health and Human Services. (1999). Mental

health: A report of the surgeon general. Rockville, MD: U.S.

Department of Health and Human Services, Substance Abuse and

Mental Health Services Administration.

Wakefield, J. C. (1992). The concept of mental disorder: On the

boundary between biological facts and social values. American

Psychologist, 47, 373–388.

Wakefield, J. C. (2005). Disorders versus problems in living in DSM:

Rethinking social work’s relationship to psychiatry. In S. A. Kirk

(Ed.)., Mental disorders in the social environment (pp. 83–95).

New York, NY: Columbia University.

Wakefield, J. C. (2013a). DSM-5 and clinical social work: Mental dis-

order and psychological justice as goals of clinical intervention.

Clinical Social Work Journal, 41, 131–138.

Wakefield, J. C. (2013b). DSM-5: An overview of changes and

controversies. Clinical Social Work Journal, 41, 139–154.

Wakefield, J. C., & Schmitz, M. (2014). Uncomplicated depression, sui-

cide attempt, and the DSM-5 bereavement-exclusion debate: An

empirical evaluation. Research on Social Work Practice, 24(1),

37–49.

Whitaker, R. (2010). Anatomy of an epidemic: Magic bullets, psychia-

tric drugs, and the astonishing rise of mental illness in America.

New York, NY: Crown.

Whitehouse, P. J (2008). The myth of Alzheimer’s: What you are being

told about today’s most dreaded diagnosis. New York, NY: St.

Martin’s.

Wong, S. E. (2014). A critique of the diagnostic construct schizophre-

nia. Research on Social Work Practice, 24(1), 132–141.

10 Research on Social Work Practice 24(1)

 at FLORIDA STATE UNIVERSITY on December 19, 2013rsw.sagepub.comDownloaded from 

http://igotbetter.org/campaign/i-got-better/learnings/igb-exc-sum
http://igotbetter.org/campaign/i-got-better/learnings/igb-exc-sum
http://www.psychiatrictimes.com/articles/dsm-v-transparency-fact-or-rhetoric
http://www.psychiatrictimes.com/articles/dsm-v-transparency-fact-or-rhetoric
http://rsw.sagepub.com/
http://rsw.sagepub.com/


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice




