appendix 1

The types of personality changes
Absence of personality changes

States in which the clinical picture comprises only so-called positive symptoms, and no changes can be found in the premorbid properties of the personality, are included here. It must be recalled that when acute psychotic states arise it is extremely difficult to assess personality changes, and sometimes may be virtually impossible. In such cases the code number corresponding to the pattern of personality changes before the onset of the particular state, i.e., changes observed before the onset of the psychotic attack, should be used.

Personality changes in schizophrenia 

Mild schizophrenic personality changes 

The degree of the changes in the premorbid personality features to be included in this rubric is slight. Mild manifestations of autism, narrowing of the circle of interests, some weakening and monotony of emotional experiences and loss of emotional flexibility are observed in this case. Sometimes increased vulnerability, sensitivity, shyness, and indecision (a tendency towards self-analysis and lack of self-confidence) may appear, or if present previously, may increase abruptly in severity. Although intellectual-creative and occupational abilities may remain intact, the patient shows passiveness, contacts with other people are limited, and there is incomplete awareness by patients of their position in society and in the family. Sometimes patients become submissive and "controlled" by relatives and friends. In other cases the patients become rigid and sthenic, with a tendency towards monotonous, stereotyped activity, poverty of interests, and monotony of emotional responses. Sometimes personality changes are manifested as exaggerated, at times caricature-like exacerbation of premorbid features. In all cases, however, features of autism, weakening of emotional experiences, and diminution of creative powers are observed. Thinking becomes a pile of arguments. Powers of adaptation to new conditions are impaired.

Marked schizophrenic personality changes 

In this case further development of the negative changes is observed. There is a marked increase in severity of the autistic features and emotional impoverishment. These patients1 need for contacts with other people is greatly reduced, they become reserved, reticent, and often taciturn. They gradually lose interest in their surroundings, their work, and creative activities. Their emotional responses become gradually less clear and differentiated, and they lose their relevance. Emotional coldness predo​minates, and they often exhibit callousness, egoism and cruelty. The patients' mental activity and the productivity of their work are drastically reduced. The patients' entire mental activity becomes monotonous and stereotyped in character. They cease to be able to adapt themselves in practical problems of life. In some cases they appear apathetic and indifferent, in others their behaviour is dominated by eccentricity and strangeness. Motor disorders become even more prominent.

Schizophrenic dementia 

States with the severest schizophrenic personality changes are included in this rubric. Profound emotional impoverishment, loss of mental activity, a drastic decline in productivity, and inability to learn anything new dominate this state. Even if productive symptoms are absent or mild, these patients' ability to work is greatly reduced and not only do they not acquire new occupational skills, but they also lose the old ones acquired previously. The patients are completely helpless in practical tasks and become entirely dependent on the care of relatives. Sometimes predominant features are the oddity of their appearance, movements and behaviour, and their movements lose their harmony and plasticity. In other cases the predominant features are diminution of motivations, indifference, aloofness from their surroundings, and complete helplessness. If encouraged by others the patients can do simple tasks, but usually do not complete them, and if the slightest diffi​culty arises, all activity is immediately discontinued. All patients exhibit complete loss of their previous interests, sympathies and attachments, and considerable general hardening and levelling of the personality are charac​teristic. In the severest cases, against the background of general apathy and inertia, sometimes gross disinhibition and perversion of instinctive activity may stand out in sharp contrast (extreme gluttony, masturbation, and slovenliness, with manifestations of coprophagy).

Personality changes in epilepsy

Mild epileptic personality changes 

This code is used for mild personality changes, expressed as the appearance of a hitherto untypical tendency towards pedantry, overpunctuality and excessive accuracy, great attention to detail, rigidity of thinking with difficulty in switching the attention, and so on. The patients' circle of interests is somewhat narrowed and their creative powers diminished. A tendency towards explosive outbursts appears. However, the patients' ability to work is usually preserved or only a little impaired. In some cases, on the other hand, "oversociability" is observed, with exaggerated conscientious​ness and diligence in the performance of their routine tasks.

Marked epileptic personality changes 

In this case the changes are much more profound. All the patients' mental processes gradually lose their plasticity. Thinking becomes inert, rigid and inflexible, unproductive, and with a tendency to freeze on a particular theme. The patients’ circle of interests is considerably narrowed and their direction is changed — principally towards their own illness and condition. Egocentrism develops. A combination of feeblemindedness with rancourousness and vindictiveness is observed. Pedantry and overaccuracy in all patients become caricature-like in character. Gradually their creative powers are completely lost and their ability to work drastically impaired. Turgidity of affect becomes more pronounced in all patients.

Epileptic dementia 

This term is used to describe profound personality changes with obliteration of individual personality traits, severe loss of memory, and often with a reduction of the vocabulary. Thinking becomes concrete and descriptive, with inability to distinguish what is most important, or to reflect abstract connections between phenomena. The circle of interests is extremely narrowed. Servile obsequiousness is combined with badtemperedness, maliciousness and extreme cruelty. The patients' critical attitude toward their own state and their surroundings and their ability to work are completely lost.

Personality changes of organic type

Deterioration of the personality 

This rubric includes mild initial stages of changes in the premorbid personality makeup observed in organic diseases, including alcoholism, atherosclerosis, and the senile type. In some cases this is manifested as accentuation of the premorbid properties of the personality, whereas in others some levelling of individual personality features is found. Some degree of simplification of all mental activity arises, with lowering of the level of mental activity and of the productivity of intellectual activity, impairment of adaptive powers and of ability to utilise previous experience. Initial signs of intellectual deterioration also are found: slight loss of memory, deterioration of judge​ments and critical awareness, some narrowing of interests, and weakening of initiative. Depending on the genesis of the state quite substantial differences in the clinical picture may be observed: rigidity, egocentrism, and peevishness in the senile type, complacency and "flat humour" in alcoholism, and so on.

Considerable organic deterioration of the personality 

In this degree of organic changes a considerable further aggravation of the disturbances described previously is observed. Memory disorders become increasingly pronounced, attention lapses, quickness of wit declines, and ideas and concepts are impoverished. Ability to acquire new knowledge and skills is completely lost. The patient's previous distinctive personality qualities and his former emotional resonance are considerably obliterated. Their ability to work is drastically reduced or completely lost. Cases with marked deterioration of personality associated with alcoholism, atherosclerosis, and of the senile type belong in this rubric.

Organic dementia 

This code is used in the severest cases of personality changes of varied exogenous-organic nature, with profound mnemic and general intellectual disorders. Complete loss of the premorbid personality qualities and profound mnemic disorders are observed in this case. Often not only critical awareness of the patients1 own state, but also awareness of their mental insufficiency (illness) is lost. The patients are dependent on the care of relatives, and are often completely unable to care for themselves.

Syndrome of retardation of mental development

Retardation of mental development to the feebleminded degree 

This code is used for states with a very mild degree of retardation of mental development. These patients have a certain store of abstract concepts and their speech is sufficiently well developed. They exhibit some capacity for learning and acquisition of occupational skills. However, poverty of ideas and fantasies are observed, and capacity for abstract thinking and for determining logical connections between phenomena is weak. Knowledge and skills are concrete, and speech is characterised by limited vocabulary there is some poverty of the emotions. The patients’ ability to adapt themselves independently to the demands of practical life is often limited.

Retardation of mental development to the imbecility degree 

These patients have marked retardation of mental development. The clinical picture is determined by the extreme primitiveness of thinking, drastic limitation of vocabulary, concreteness of thought, and absence of generalising words in the vocabulary. Articulation is poorly developed. By systematic training the patients can acquire simple skills for physical work, but need constant guidance. The patients' emotions are distinguished by extreme poverty, monotonousness and shallowness.

Retardation of mental development to the idiocy degree 

Cases of total or almost total absence of development of mental activity are included in this rubric. Thinking and ability to comprehend what is going on around are virtually absent. Speech is either absent or limited to the use of single words.
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Course of the disease

Exacerbation, attack, phase 

Cases when the clinical picture of the patient's state is characterised by the onset of a new syndrome compared with the previous one (most frequently more severe), or by a temporary and sudden exacerbation of existing disorders belong in this rubric. In these cases features of the acuteness of the state are always found: an acute or subacute onset, phenomena of confusion and acute sensory delusions (in acute psychotic attacks), polymorphism of productive disorders, and invariably the presence of marked affective distur​bances (lability of affect, polarisation of its fluctuations, anxious and timid affect, and so on).

Course outside exacerbation 

All cases, in which the course of the disease is outside exacerbations, attacks, and phases, belong in this rubric. In some cases the patients' state can be regarded as a stage of the continuously progressive development of the disease with regular alternation of positive syndromes and the gradual discovery of features of deficiency. In other cases it can be regarded as stages of the course of episodic-progressive and episodic diseases outside an attack. Finally, this rubric includes stages of development of diseases with a non-progressive or mildly progressive and continuous course.

Residual state

This rubric includes only the various kinds of residual states with a stable clinical picture. In this case there is usually considerable diminution of the symptoms compared with the previous state. Throughout this stage no new positive disorders appear and features of deficiency do not increase. These states must not be confused with remissions, during which an increase in either productive or negative symptoms is observed.
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Official Statistical Classifications

ICD-10 — International Classification of Mental Disorders

Mental and behavioral disorders are housed within Chapter V of ICD-10 and are coded with the letter F. The use of the sixth letter of the Gregorian alphabet to denote chapter V is explained by the assignment of two letters to a very lengthy list of conditions in chapters on infectious and parasitic diseases. After the letter F, the first digit of the Chapter V diagnostic codes denotes 10 major classes of mental and behavioral disorders: F0 through F9. The second and third digits (third and fourth characters) identify progressively finer categories. For example, the code F30.2 sequentially denotes the mental chapter, mood disorders class, manic episode, and the presence of psychotic symptoms. In this manner, 1000 four-character mental disorder categorical slots are available in ICD-10.

F0 – Organic, Including Symptomatic, Mental Disorders. This class is etiologically based on physical disorders or conditions involving or leading to brain damage or dysfunction. The first clusters have disturbances of cognitive functions as prominent features and include the dementias (Alzheimer's, vascular, associated with other diseases, and unspecified), organic amnestic syndrome, and delirium not induced by psychoactive substances. The second cluster has as its most conspicuous manifestations alterations in perception (hallucinations), thought (delusions), mood (depressed or manic), various emotional domains (such as anxiety and dissociation), and personality.

F1 – Mental and Behavioral Disorders Due to Psychoactive Substance. Use In contrast to earlier classifications, this class subsumes all mental disorders related to psychoactive substance use, from patterns of dependence and harmful use to various organic brain syndromes induced by substances. The diagnostic process and coding starts with identification of the substance involved (i.e., alcohol, opioids, cannabinoids, sedatives, or hypnotics, cocaine, other stimulants, hallucinogens, tobacco, volatile solvents, and other substances and combinations of them). Identified next in the code is the involved clinical condition: acute intoxication, harmful use (previously known as abuse and characterized by a pattern of use causing damage to physical or mental health), dependence syndrome, withdrawal state (with or without delirium), psychotic disorder, amnesic syndrome, residual and late-onset psychotic disorder, and other and unspecified mental disorders.

F2 – Schizophrenia, Schizotypal, and Delusional Disorders. This class has schizophrenia as its centerpiece, a disorder characterized by fundamental and distinctive distortions of thinking and perception and by inappropriate or blunted affect. The remaining categories of nonorganic, nonaffective psychoses are considered somewhat related, phenomenologically or genetically, to schizophrenia. Particularly interesting is the cluster of acute and transient psychotic disorders, which encompasses a heterogeneous set of acute-onset and relatively short-lived psychoses (polymorphic with or without schizophrenic symptoms, acute schizophrenia-like, and others) reportedly frequent in industrially developing countries (where most of the world population lives).

F3 – Mood (Affective) Disorders. The fundamental disturbance in this class is a change in mood or affect, usually involving depression or elation, often accompanied by a change in level of activity. Included here are manic episode, bipolar affective disorder (characterized by recurrent episodes involving both depression and elation), depressive episode, recurrent depressive disorder, persistent mood disorder (cyclothymia, dysthymia), and other and unspecified mood disorders.

F4 – Neurotic, Stress-Related, and Somatoform Disorders. This grouping is based on a historical concept of neurosis that presumes a substantial role played by psychological causation and that mixtures of symptoms are common, particularly in less severe forms often seen in primary care. Included in this book are phobic anxiety and other anxiety disorders, obsessive-compulsive disorder, reactions to severe stress and adjustment disorders, dissociative and conversion disorders, somatoform disorders, and other neurotic disorders (e.g., neurasthenia and depersonalization-derealization syndrome).

F5 – Behavioral Syndromes Associated With Physiological Disturbances and Physical Factors. Included here are eating disorders, nonorganic sleep disorders, and sexual dysfunction, mental disorders associated with the puerperium and not elsewhere classified, psychological factors influencing physical disorders, and abuse of non-dependence-producing substances (e.g., antidepressants, hormones, analgesics, and many folk remedies).

F6 – Disorders of Adult Personality and Behavior. This class includes clinical conditions and behavioral patterns that tend to persist and the expression of an individual's characteristic lifestyle and mode of relating to self and others. The main subclass involves personality disorders, which are deeply ingrained and enduring behavior patterns, manifesting as inflexible responses to a broad range of personal and social situations. An innovative category is that of enduring personality change, neither developmental nor attributable to brain damage or disease, and usually emerging after catastrophic experiences or another psychiatric illness. The broad class also includes impulse, gender identity, sexual preference, and sexual development and orientation disorders.

F7 – Mental Retardation. Mental retardation, one of the oldest in the history of psychiatric classifications, involves arrested or incomplete mental development, characterized by impaired cognitive, language, motor, and social skills evidenced during the person's formative period and contributing to the overall level of intelligence. Its subcategories correspond to various levels of severity: mild, moderate, severe, and profound mental retardation. Extent of behavioral impairment is also coded.

F8 – Disorders of Psychological Development. Disorders of psychological development are characterized, as a class, by the following attributes: onset during infancy or childhood, impairment or delay of functions connected to the maturation of the central nervous system, and a steady course unlike the remissions and relapses usual in many mental disorders. The functions affected most frequently include language, visuospatial skills, and motor coordination. A major subclass encompasses a variety of specific developmental disorders, classified by the abilities involved: speech and language, scholastic skills, and motor function. The other major subclass corresponds to pervasive developmental disorders, many of which are more saliently characterized by deviance rather than delay in development but always involving some degree of delay. Most conspicuous here are childhood and atypical autistic disorder and Rett's syndrome and other childhood disintegrative disorders.

F9 – Behavioral and Emotional Disorders. With Onset Usually Occurring in Childhood and Adolescence This complex class complements F7 and F8. Child-onset disorders included first are hyperkinetic disorders characterized by early onset, overactive and poorly modulated behavior associated with marked inattention, lack of persistent task involvement, and pervasiveness over situations and time. Conduct disorders are defined by a repetitive and persistent pattern of dissocial, aggressive, or defiant behavior. Also included in this class are emotional, social-functioning, tic, and other disorders usually starting in childhood or adolescence.

The full ICD-10 classification of mental disorders has three presentations corresponding to various degrees of definitional detail, aimed at serving different purposes and uses:

1. An abbreviated glossary containing the principal features of each disorder, for the use of statistical coders and medical librarians, published within the ICD-10 general volume

2. Clinical descriptions and diagnostic guidelines, containing widely accepted characterizations of an intermediate level of specificity, intended for regular patient care and broad clinical studies

3. Diagnostic criteria for research, characterized by more-precise and rigorous definitions

DSM-IV 
Diagnostic & Statistical Manual of Mental Disorders

DSM-IV is a multiaxial system that comprises five axes and evaluates the patient along each. Axis I and Axis II comprise the entire classification of mental disorders: 17 major groupings, more than 300 specific disorders, and almost 400 categories. In many instances the patient has one or more disorders on both Axes I and II. For example, a patient may have major depressive disorder noted on Axis I and borderline and narcissistic personality disorders on Axis II. In general, multiple diagnoses on each axis are encouraged.
Axis I consists of all mental disorders except those listed under Axis II, and other conditions that may be a focus of clinical attention.

Axis II consists of personality disorders and mental retardation. The habitual use of a particular defense mechanism can be indicated on Axis II.

Axis III lists any physical disorder or general medical condition that is present in addition to the mental disorder. The identified physical condition may be causative (e.g., hepatic failure causing delirium), interactive (e.g., gastritis secondary to alcohol dependence), an effect (e.g., dementia and human immunodeficiency virus [HIV]-related pneumonia), or unrelated to the mental disorder. When a medical condition is causally related to a mental disorder, a mental disorder due to a general condition is listed on Axis I and the general medical condition is listed on both Axis I and III.

Axis IV is used to code psychosocial and environmental problems that contribute significantly to the development or the exacerbation of the current disorder (Table 9.1-4). The evaluation of stressors is based on the clinician's assessment of the stress that an average person with similar sociocultural values and circumstances would experience from psychosocial stressors.

Axis IV: Psychosocial and Environmental Problems

· Problems with primary support group

· Problems related to the social environment

· Educational problems

· Occupational problems

· Housing problems

· Economic problems

· Problems with access to health care services

· Problems related to interaction with the legal system/crime

· Other psychosocial and environmental problems

Axis V is the Global Assessment of Functioning (GAP) scale with which the clinician judges the patient's overall level of functioning during a particular time period (e.g., the patient's level of functioning at the time of the evaluation or the patient's highest level of functioning for at least a few months during the past year). Functioning is conceptualized as a composite of three major areas: social functioning, occupational functioning, and psychological functioning. The GAF scale, based on a continuum of severity, is a 100-point scale with 100 representing the highest level of functioning in all areas.
Global Assessment of Functioning (GAF) Scale

Consider psychological, social, and occupation functioning on hypothetical continuum of mental health-illness. Do not include impairment in functioning due to physical (or enviromental) limitations.
	Code
	(Note: Use intermediate codes when appropriate, e.g., 45,68,72)

	100

|

91
	Superior functioning in a wide range of activities, life’s problems never seem to get out of hand, is sought out by others because of his or her many positive qualities. No symptoms.

	90

|

|

81
	Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in all areas, interested and involves in a wide range of activities, socially effective, generally satisfied with life, no more than everyday problems or concerns (e.g., an occasional argument with family members).

	80

|

|

71
	If symptoms are present, they are transient and expectable reactions to psychosocial stressors (e.g., difficulty concentrating after family argument); no more than slight impairment in social, occupational, or school functioning (e.g., temporarily falling behind in schoolwork).

	70

|

|

61
	Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in social, occupation, or school functioning (e.g., occasional truancy, or theft within the household), but generally functioning pretty well, has some meaningful interpersonal relationships.

	60

|

51
	Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic attacks) OR moderate difficulty in social, occupational, or school functioning (e.g., few friends, conflicts with peers or coworkers).

	50

|

41
	Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplifting) OR any serious impairment in social, occupational, or school functioning (e.g., no friend, unable to keep a job) 

	40

|

|

|

31
	Some impairment in reality testing or communication (e.g., speech is at times illogical, obscure, or irrelevant) OR major impairment in several areas, such as work or school, family relations, judgment, thinking, or mood (e.g., depressed man avoids friends, neglects family, and is unable to work; child frequently beats up younger children, is defiant at home, and is failing at school).

	30

|

|

21
	Behavior is considerably influenced by delusions or hallucinations OR serious impairment in communications or judgment (e.g. sometimes incoherent, acts grossly inappropriately, suicidal preoccupation) OR inability to function in almost all areas (e.g., stays in bad all day; no job, home or friends).

	20

|

|

11
	Some danger of hurting self or others (e.g., suicide attempts without clear expectation of death, frequently violent, manic excitement) OR occasionally fails to maintain minimal personal hygiene (e.g., smears feces) OR gross impairment in communication (e.g., largely incoherent or mute). 

	10

|

0
	Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent inability to maintain minimal personal hygiene OR serious suicidal act with clear expectation of death.

	0
	Inadequate information
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