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chiatric Association requested the formation 
of a Scientific Review Committee which,  
building on the previously proposed crite-
ria, further developed them in a conscious 
attempt to move the process from an “em-
pirically aided expert consensus” model to 
a more empirically driven process in which 
the focus would shift from personal expert 
opinion to systematic review of research 
evidence for validity and reliability8.

This is a very challenging process, and 
will never be as simple as the evaluation 
of efficacy of a drug treatment, which can 
focus largely on results from randomized 
controlled trials and reports of side effects. 
What we see in the DSM-US based psychi-
atric nosologic process is a gradual shift 
from an expert consensus to a more data-
driven decision making, in line with the de-
velopments of the broader medical field9.

I am convinced that a move toward eti

ological diagnoses in psychiatry will result 
from incremental advances, not one dra
matic change. The DSM-5 already contains 
an etiologic diagnostic criterion for narcole
psy – evidence for a hypocretin deficiency. In 
the coming years, if genetic risk factors (e.g., 
polygenic risk scores) or imaging findings 
can add to the diagnostic validity or relia-
bility of specific diagnostic categories, then 
they can be added with the usual diagnos-
tic review process. Eventually, psychiatric 
diagnostic criteria may come to resemble 
those seen in other areas of medicine, for 
example, rheumatology, where the opera-
tionalized criteria are a mix of symptoms,  
signs, course of illness, and specific biolo
gical findings.
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Incremental integration of nosological innovations is improving 
psychiatric diagnosis and treatment

Stein et al1 present a perspective on the 
many forms of ferment and creative activ-
ity in contemporary psychiatric research 
and scholarship. Their paper articulates 
an appealing basic stance toward these 
developments: rather than calling for a 
revolution or paradigm shift to realize the 
clinical applications of recent research 
advances, their view is that such advanc-
es can be integrated incrementally. The 
breadth and scope of the paper is indeed 
impressive, covering numerous generally 
insular literatures, and successfully articu-
lating a truly international perspective on 
developments in psychiatric research and 
practice.

A focus on incremental integration pro-
vides an appealing stance, because para
digmatic disruption can be difficult to nav
igate in an ongoing enterprise such as psy-
chiatric care. As Hyman points out2, it can be 
difficult “to repair a plane while it is flying”. 
Many contemporary scholars call for funda-
mental shifts in psychiatric thinking, but, as 
we incorporate novel approaches, we must 
still attend to the structures in which current 
care is embedded. This is because ongoing 

patient care depends on those extant struc-
tures.

Although the basic stance of incremen-
tal advances has pragmatic appeal, there 
are also some aspects of the arguments of-
fered by Stein et al that may benefit from 
further thought and discussion. Specifical-
ly, their stance involves defining a threshold 
for the distinction between “incremental 
integration” and “paradigm shift”. The ba-
sic concern voiced by the authors is that 
paradigm shifts are disruptive and there-
fore problematic and suboptimal, whereas 
incremental integration is desirable and 
of course part and parcel of the history of 
medicine. But how should we distinguish 
between incremental integration and dis-
ruptive paradigm shifts, in incorporating 
novel evidence and approaches?

My impression is that constructive evo
lution in the field is happening within 
normal channels, thereby suggesting that 
important improvements do not require 
disruptive paradigm shifts. Moreover, this 
type of progression is obviously necessary 
if the goal of psychiatry is to base practice 
on research. This is because research aims 

to challenge tradition by its very nature 
as a creative and forward-thinking enter-
prise. Impactful medical research strives to
ward continuously improved understand-
ing of the world, with direct implications 
for patient care.

Consider for example the assertion that 
“categorical and dimensional approaches 
are interchangeable: any dimension can 
be converted into a category, and any cate-
gory can be converted into a dimension”1.  
This statement, although appealingly ecu-
menical, may be scientifically misleading. 
Fortunately, the burgeoning literature com
paring categorical and dimensional ap-
proaches directly is impacting psychiatry 
not through disruption, but via the normal 
interdigitation of science and practice.

Categorical and dimensional models are 
routinely contrasted and compared direct
ly in their ability to account for data, and 
these direct empirical comparisons help to  
distinguish various conceptions of psychi-
atric signs and symptoms. There is a vast lit
erature on this topic and, when such com
parisons are undertaken, dimensional 
models tend to fit data better than cate
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gorical ones3-5.
This body of evidence is shaping psy-

chiatric thinking not via disruptive para-
digm shifts, but through incremental inte-
gration. One area where this is abundantly 
evident is that of personality disorders 
(PDs). Few sections of classical diagnostic 
manuals have proven as problematic as 
that on PDs, because the vexing concep-
tual problems of comorbidity and within-
category heterogeneity are particular
ly acute when conceptualizing cases in 
terms of classical PD categories6. As noted 
by Stein et al, “when it comes to, say, per-
sonality disorders, the disease-entity con-
cept is even more distant, and the search 
for new approaches is seen as particularly 
key”.

For these reasons, contemporary PD 
models in diagnostic manuals are transi
tioning to dimensional approaches. For ex
ample, the ICD-11 model is based on the 
empirical dimensional structure of PD vari-
ation, and is now officially in use7. Is this an 
example of a paradigm shift, or of incre-
mental integration? Inasmuch as research 
influenced the structure of the evolving and 
established ICD nosological endeavor (vs. 
dispensing with the ICD altogether), this 
provides a compelling example of a much 
needed and welcome incremental integra-
tion. The general point is that progress does 
not require disruption in all instances; ex-
isting structures and mechanisms (such as 
the ICD revision endeavor) can often sup-
port constructive forms of progress.

Importantly, whether such progress is 
seen as paradigm shifting or as incremen-
tal integration may be in the eye of the 
beholder. For example, to maintain con-
formity with the international psychiatric 
community, the DSM’s approach to PDs 
will need to shift toward the ICD-11 ap-

proach, which is highly similar to the DSM-
5 alternative model of PDs (as opposed to 
the DSM-5 PD categories reprinted from 
DSM-IV in the categorical diagnostic sec
tion of the manual). Whether this inevi-
table evolution is perceived as disruptive 
or as incremental will depend on the per-
spectives of the scholars contemplating 
these changes. Nevertheless, the general 
point is that PD nosology is shifting based 
on evidence, within the pages of stalwart 
diagnostic manuals. Progress is being in-
crementally integrated through normal 
channels and is achieved without need-
ing to dispense entirely with the ICD and 
DSM. Indeed, to maintain scientific vi-
ability, the ICD and DSM will need to con-
tinue to integrate dimensionality more 
thoroughly and not just for PDs, given the 
state of the extensive literature on empiri-
cal classification of psychopathology8.

Innovations in PD classification are also 
beginning to impact thinking about effec-
tive approaches to intervention, through 
incremental integration. Sauer-Zavala et al9 
provide a compelling example of framing 
such approaches as transitional, via mod-
ules aimed at unpacking heterogeneity 
in the classical category of borderline PD. 
Rather than reifying this category, they em-
brace the heterogeneity of presentations 
within it, by parsing it in terms of modern 
dimensional approaches. They show that 
borderline PD heterogeneity can be effec-
tively conceptualized by tailoring interven-
tions to specific dimensional sub-elements, 
shifting treatment to more directly address 
the features delineated in the DSM-5 alter-
native model (e.g., tailoring treatment for 
more antagonistic vs. more disinhibited 
presentations). This type of perspective 
shows that innovation can make its way 
into front-line practice not by demanding  

abandonment of classical diagnostic la
bels, but by showing how modern dimen-
sional research can help to improve case 
conceptualization, focusing interventions 
on specific presentations.

In sum, Stein et al are to be commended 
on a thorough and forward-thinking re-
view of the numerous developments at the 
cutting edge of psychiatric research and 
practice. Their call to incorporate these ad-
vances is indeed welcome. Nevertheless, 
whether the incorporation of advances is 
seen as disruptive as opposed to integrative 
is often tied to the perspective of the ob-
server, and the previous investments and 
traditions embraced by that observer. The 
good news is that many creative and novel 
ideas from the research realm are making 
their way into practice through normal 
channels, even if some are afraid that in-
novation may be unnecessarily disruptive.
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The future of CBT and evidence-based psychotherapies is promising

Stein et al1 point out that, while evi-
dence-based psychotherapies and particu-
larly cognitive behavioral therapy (CBT) 
represent a “remarkable step forward”, 
their implementation in mental health sys-
tems globally is “arguably best conceptual-
ized as representing incremental progress”.

Modest implementation is tied to sev-
eral factors, including incompatibility with 
other psychotherapeutic models, frequent 
departure from evidence-based guidelines 
in routine care, and lack of trained clini-
cians. Further, even with embedded training 
in evidence-based therapies, as exemplified 

by the UK Improving Access to Psychologi-
cal Therapies (IAPT) program, the authors 
report that rates of clinically significant im-
provement are estimated at only 26% when 
assuming poor treatment response among 
dropouts1.

In line with 2004 modeling to suggest 
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