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In the mid-nineteen-forties, Robert Spitzer, a mathematically minded boy of fifteen, began weekly sessions of Reichian psychotherapy. Wilhelm Reich was an Austrian psychoanalyst and a student of Sigmund Freud who, among other things, had marketed a device that he called the orgone accumulator—an iron appliance, the size of a telephone booth, that he claimed could both enhance sexual powers and cure cancer. Spitzer had asked his parents for permission to try Reichian analysis, but his parents had refused—they thought it was a sham—and so he decided to go to the sessions in secret. He paid five dollars a week to a therapist on the Lower East Side of Manhattan, a young man willing to talk frankly about the single most compelling issue Spitzer had yet encountered: women. Spitzer found this methodical approach to the enigma of attraction both soothing and invigorating. The real draw of the therapy, however, was that it greatly reduced Spitzer’s anxieties about his troubled family life: his mother was a “professional patient” who cried continuously, and his father was cold and remote. Spitzer, unfortunately, had inherited his mother’s unruly inner life and his father’s repressed affect; though he often found himself overpowered by emotion, he was somehow unable to express his feelings. The sessions helped him, as he says, “become alive,” and he always looked back on them with fondness. It was this experience that confirmed what would become his guiding principle: the best way to master the wilderness of emotion was through systematic study and analysis. 

Robert Spitzer isn’t widely known outside the field of mental health, but he is, without question, one of the most influential psychiatrists of the twentieth century. It was Spitzer who took the Diagnostic and Statistical Manual of Mental Disorders—the official listing of all mental diseases recognized by the American Psychiatric Association (A.P.A.)—and established it as a scientific instrument of enormous power. Because insurance companies now require a DSM diagnosis for reimbursement, the manual is mandatory for any mental-health professional seeking compensation. It’s also used by the court system to help determine insanity, by social-services agencies, schools, prisons, governments, and, occasionally, as a plot device on “The Sopranos.” This magnitude of cultural authority, however, is a relatively recent phenomenon. Although the DSM was first published in 1952 and a second edition (DSM-II) came out in 1968, early versions of the document were largely ignored. Spitzer began work on the third version (DSM-III) in 1974, when the manual was a spiral-bound paperback of a hundred and fifty pages. It provided cursory descriptions of about a hundred mental disorders, and was sold primarily to large state mental institutions, for three dollars and fifty cents. Under Spitzer’s direction—which lasted through the DSM-III, published in 1980, and the DSM-IIIR (“R” for “revision”), published in 1987—both the girth of the DSM and its stature substantially increased. It is now nine hundred pages, defines close to three hundred mental illnesses, and sells hundreds of thousands of copies, at eighty-three dollars each. But a mere description of the physical evolution of the DSM doesn’t fully capture what Spitzer was able to accomplish. In the course of defining more than a hundred mental diseases, he not only revolutionized the practice of psychiatry but also gave people all over the United States a new language with which to interpret their daily experiences and tame the anarchy of their emotional lives. 
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Spitzer, however, managed to turn this obscurity to his advantage. Given unlimited administrative control, he established twenty-five committees whose task it would be to come up with detailed descriptions of mental disorders, and selected a group of psychiatrists who saw themselves primarily as scientists to sit on those committees. These men and women came to be known in the halls of Columbia as dops, for “data-oriented people.” They were deeply skeptical of psychiatry’s unquestioning embrace of Freud. “Rather than just appealing to authority, the authority of Freud, the appeal was: Are there studies? What evidence is there?” Spitzer says. “The people I appointed had all made a commitment to be guided by data.” Like Spitzer, Jean Endicott, one of the original members of the DSM-III task force, felt frustrated with the rigid dogmatism of psychoanalysis. She says, “For us dops, it was like, Come on—let’s get out of the nineteenth century! Let’s move into the twentieth, maybe the twenty-first, and apply what we’ve learned.” 

There was just one problem with this utopian vision of better psychiatry through science: the “science” hadn’t yet been done. “There was very little systematic research, and much of the research that existed was really a hodgepodge—scattered, inconsistent, and ambiguous,” Theodore Millon, one of the members of the DSM-III task force, says. “I think the majority of us recognized that the amount of good, solid science upon which we were making our decisions was pretty modest.” Members of the various committees would regularly meet and attempt to come up with more specific and comprehensive descriptions of mental disorders. David Shaffer, a British psychiatrist who worked on the DSM-III and the DSM-IIIR, told me that the sessions were often chaotic. “There would be these meetings of the so-called experts or advisers, and people would be standing and sitting and moving around,” he said. “People would talk on top of each other. But Bob would be too busy typing notes to chair the meeting in an orderly way.” One participant said that the haphazardness of the meetings he attended could be “disquieting.” He went on, “Suddenly, these things would happen and there didn’t seem to be much basis for it except that someone just decided all of a sudden to run with it.” Allen Frances agrees that the loudest voices usually won out. Both he and Shaffer say, however, that the process designed by Spitzer was generally sound. “There was not another way of doing it, no extensive literature that one could turn to,” Frances says. According to him, after the meetings Spitzer would retreat to his office to make sense of the information he’d collected. “The way it worked was that after a period of erosion, with different opinions being condensed in his mind, a list of criteria would come up,” Frances says. “It would usually be some combination of the accepted wisdom of the group, as interpreted by Bob, with a little added weight to the people he respected most, and a little bit to whoever got there last.” 

Because there are very few records of the process, it’s hard to pin down exactly how Spitzer and his staff determined which mental disorders to include in the new manual and which to reject. Spitzer seems to have made many of the final decisions with minimal consultation. “He must have had some internal criteria,” Shaffer says. “But I don’t always know what they were.” One afternoon in his office at Columbia, I asked Spitzer what factors would lead him to add a new disease. “How logical it was,” he said, vaguely. “Whether it fit in. The main thing was that it had to make sense. It had to be logical.” He went on, “For most of the categories, it was just the best thinking of people who seemed to have expertise in the area.”

Not every mental disorder made the final cut. For instance, a group of child psychiatrists aspired to introduce a category they called “atypical child”—an idea that, according to Spitzer, didn’t survive the first meeting. “I kept saying, ‘O.K., how would you define “atypical child”?’ And the answer was ‘Well, it’s very difficult to define, because these kids are all very different.’ ” As a general rule, though, Spitzer was more interested in including mental disorders than in excluding them. “Bob never met a new diagnosis that he didn’t at least get interested in,” Frances says. “Anything, however against his own leanings that might be, was a new thing to play with, a new toy.” In 1974, Roger Peele and Paul Luisada, psychiatrists at St. Elizabeths Hospital, in Washington, D.C., wrote a paper in which they used the term “hysterical psychoses” to describe the behavior of two kinds of patients they had observed: those who suffered from extremely short episodes of delusion and hallucination after a major traumatic event, and those who felt compelled to show up in an emergency room even though they had no genuine physical or psychological problems. Spitzer read the paper and asked Peele and Luisada if he could come to Washington to meet them. During a forty-minute conversation, the three decided that “hysterical psychoses” should really be divided into two disorders. Short episodes of delusion and hallucination would be labelled “brief reactive psychosis,” and the tendency to show up in an emergency room without authentic cause would be called “factitious disorder.” “Then Bob asked for a typewriter,” Peele says. To Peele’s surprise, Spitzer drafted the definitions on the spot. “He banged out criteria sets for factitious disorder and for brief reactive psychosis, and it struck me that this was a productive fellow! He comes in to talk about an issue and walks away with diagnostic criteria for two different mental disorders!” Both factitious disorder and brief reactive psychosis were included in the DSM-III with only minor adjustments.

The process of identifying new disorders wasn’t usually so improvisatory, though, and it is certain that psychiatric treatment was significantly improved by the designation of many of the new syndromes. Attention-deficit disorder, autism, anorexia nervosa, bulimia, panic disorder, and post-traumatic stress disorder are all examples of diseases added during Spitzer’s tenure which now receive specialized treatment. But by far the most radical innovation in the new DSM—and certainly the one that got the most attention in the psychiatric community—was that, alongside the greatly expanded prose descriptions for each disorder, Spitzer added a checklist of symptoms that should be present in order to justify a diagnosis. For example, the current DSM describes a person with obsessive-compulsive personality disorder as someone who:

—is preoccupied with details, rules, lists, order, organization, or schedules to the extent that the major point of the activity is lost. . . . 
—is unable to discard worn-out or worthless objects even when they have no sentimental value. . . . 
—adopts a miserly spending style towards both self and others. 

Five other criteria are listed in a box beneath the description of the disorder, and clinicians are cautioned that at least four of the eight must be present in order for the label to be applied. 

Finally, Spitzer and the dops argued, here was the answer to the problem of reliability, the issue that had bedevilled psychiatry for years. As they understood it, there were two reasons that doctors couldn’t agree on a diagnosis. The first was informational variance: because of rapport or interview style, different doctors get different information from the same patient. The second was interpretive variance: each doctor carries in his mind his own definition of what a specific disease looks like. One goal of the DSM-III was to reduce interpretive variance by standardizing definitions. Spitzer’s team reasoned that if a clear set of criteria were provided, diagnostic reliability would inevitably improve. They also argued that the criteria would enable mental-health professionals to communicate, and greatly facilitate psychiatric research. But the real victory was that each mental disorder could now be identified by a foolproof little recipe. 
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The DSM-III and the DSM-IIIR together sold more than a million copies. Sales of the DSM-IV (1994) also exceeded a million, and the DSM-IV TR (for “text revision”), the most recent iteration of the DSM, has sold four hundred and twenty thousand copies since its publication, in 2000. Its success continues to grow. Today, there are forty DSM-related products available on the Web site of the American Psychiatric Association. Stuart Kirk, a professor of public policy at U.C.L.A., and Herb Kutchins, a professor emeritus of social work at California State University, Sacramento, have studied the creation of the modern DSM for more than seventeen years, and they argue that its financial and academic success can be attributed to Spitzer’s skillful salesmanship. According to Kirk and Kutchins, immediately after the publication of the DSM-III Spitzer embarked on a P.R. campaign, touting its reliability as “far greater” and “higher than previously achieved” and “extremely good.” “For the first time . . . claims were made that the new manual was scientifically sound,” they write in “Making Us Crazy: DSM—The Psychiatric Bible and the Creation of Mental Disorders” (1997). Gerald Klerman, a prominent psychiatrist, published an influential book in 1986 that flatly announced, “The reliability problem has been solved.” 

It was largely on the basis of statements like these that the new DSM was embraced by psychiatrists and psychiatric institutions all over the globe. “The DSM revolution in reliability is a revolution in rhetoric, not in reality,” Kutchins and Kirk write. Kirk told me, “No one really scrutinized the science very carefully.” This was owing, in part, to the manual’s imposing physical appearance. “One of the objections was that it appeared to be more authoritative than it was. The way it was laid out made it seem like a textbook, as if it was a depository of all known facts,” David Shaffer says. “The average reader would feel that it carried great authority and weight, which was not necessarily merited.” 

Almost immediately, the book started to turn up everywhere. It was translated into thirteen languages. Insurance companies, which expanded their coverage as psychotherapy became more widespread in the nineteen-seventies, welcomed the DSM-III as a standard. But it was more than that: the DSM had become a cultural phenomenon. There were splashy stories in the press, and TV news magazines showcased several of the newly identified disorders. “It was a runaway success in terms of publicity,” Allen Frances says. Spitzer, Williams, and the rest of the dops were surprised and pleased by the reception. “For us it was kind of like being rock stars,” Williams says. “Because everyone saw that it was the next big thing, everyone knew us and wanted to talk to us. It was like suddenly being the most popular kid on the block.”

A year and a half after the publication of the DSM-III, Spitzer began work on its revision. Emboldened by his success, he became still more adamant about his opinions, and made enemies of a variety of groups. “I love controversy,” Spitzer admits, “so if there was something that I thought needed to be added that was controversial, so much the better.” He enraged feminists when he tried to include a diagnosis termed “masochistic personality disorder,” a nonsexual form of masochism which critics claimed implied that some abused wives might be responsible for their own mistreatment. He angered women’s groups again when he attempted to designate PMS as a mental disorder (“pre-menstrual dysphoric disorder”). “A lot of what’s in the DSM represents what Bob thinks is right,” Michael First, a psychiatrist at Columbia who worked on both the DSM-IIIR and DSM-IV, says. “He really saw this as his book, and if he thought it was right he would push very hard to get it in that way.” Thus, despite the success of Spitzer’s two editions, and despite extensive lobbying on his part, the American Psychiatric Association gave the chairmanship of the DSM-IV task force to Allen Frances. “The American Psychiatric Association decided that they had had enough of Spitzer, and I can understand that,” Spitzer says with a note of regret in his voice. “I think that there was a feeling that if the DSM was going to represent the entire profession—which obviously it has to—it would be good to have someone else.” This certainly was part of the reason. But Spitzer’s colleagues believe that the single-mindedness with which he transformed the DSM also contributed to his eclipse. “I think that Spitzer looked better in III than he did in IIIR,” Peele says. “IIIR, for one reason or another, came across as more heavy-handed—‘Spitzer wants it this way!’ ” 

As chair of the DSM-IV, Frances quickly set about constructing a more transparent process. Power was decentralized, there were systematic literature reviews, and the committees were put on notice that, as Frances says, “the wild growth and casual addition” of new mental disorders were to be avoided. Spitzer was made special adviser to the DSM-IV task force, but his power was dramatically reduced. He found the whole experience profoundly distressing. “I had the feeling that this wonderful thing that I created was going to be destroyed,” he says. 
The official position of the American Psychiatric Association is that the reliability of the DSM is sound. Darrel Regier, the director of research at the A.P.A., says, “Reliability is, of course, improved. Because you have the criteria, you’re not depending on untestable theories of the cause of a diagnosis.” He says that psychiatric practice was so radically changed by Spitzer’s DSM—it was, for the first time, at least nominally evidence-based—that it’s impossible to compare reliability before and after. One consequence of the addition of diagnostic criteria was the creation of long, structured interviews, which have allowed psychiatrists successfully to assemble homogeneous research populations for clinical trials. In this context, the DSM diagnoses have been found to be reliable. 

But structured interviews don’t always have much in common with the conversations that take place in therapists’ offices, and since the publication of the DSM-III, in 1980, no major study has been able to demonstrate a substantive improvement in reliability in those less formal settings. During the production of the DSM-IV, the American Psychiatric Association received funding from the MacArthur Foundation to undertake a broad reliability study, and although the research phase of the project was completed, the findings were never published. The director of the project, Jim Thompson, says that the A.P.A. ran out of money. Another study, whose primary author was Spitzer’s wife, Janet Williams, took place at six sites in the United States and one in Germany. Supervised by Williams and some of the most experienced diagnostic professionals in the world, the participating clinicians were given extensive special training before being split into pairs and asked to interview nearly six hundred prospective patients. The idea was to determine whether clinicians faced with the same client could agree on a diagnosis using the DSM. Although Williams claims that the study supported the reliability of the DSM, when the investigators wrote up their results they admitted that they “had expected higher reliability values.” In fact, Kutchins and Kirk point out, the results were “not that different from those statistics achieved in the 1950s and 1960s—and in some cases were worse.” 

Reliability is probably lowest in the place where the most diagnoses are made: the therapist’s office. As Tom Widiger, who served as head of research for the DSM-IV, points out, “There are lots of studies which show that clinicians diagnose most of their patients with one particular disorder and really don’t systematically assess for other disorders. They have a bias in reference to the disorder that they are especially interested in treating and believe that most of their patients have.” Unfortunately, because psychiatry and its sister disciplines stand under the authoritative banner of science, consumers are often reluctant to challenge the labels they are given. Diagnoses are frequently liberating, helping a person to understand that what he views as a personal failing is actually a medical problem, but they can in certain cases become self-fulfilling prophecies. A child inappropriately given the label of attention-deficit/hyperactivity disorder can come to see himself as broken or limited, and act accordingly. And there are other problems with the DSM. Critics complain that it often characterizes everyday behaviors as abnormal, and that it continues to lack validity, whether or not the issue of reliability has been definitely resolved. 

Even some of the manual’s early advocates now think that the broad claims of reliability were exaggerated. “To my way of thinking, the reliability of the DSM—although improved—has been oversold by some people,” Allen Frances says. “From a cultural standpoint, reliability was a way of authenticating the DSM as a radical innovation.” He adds, “In a vacuum, to create criteria that were based on accepted wisdom as a first stab was fine, as long as you didn’t take it too seriously. The processes that happened were very limited, but they were valuable in their context.” And Frances believes that both psychiatry and the public have benefitted in a less tangible way from the collective fantasy that the DSM was a genuine scientific tool. “In my view, if I had been doing the DSM-III it would never have been as famous a document, because I’m a skeptic,” he says. “But it was good for the world at large. Good for psychiatry, good for patients. Good for everyone at that point in time to have someone whose view may have been more simpleminded than the world really is. A more complex view of life at that point would have resulted in a ho-hum ‘We have this book and maybe it will be useful in our field.’ The revolution came not just from the material itself, from the substance of it, but from the passion with which it was introduced.” 

Spitzer, too, has grown more circumspect. “To say that we’ve solved the reliability problem is just not true,” he told me one afternoon in his office at Columbia. “It’s been improved. But if you’re in a situation with a general clinician it’s certainly not very good. There’s still a real problem, and it’s not clear how to solve the problem.” His personal investment in the DSM remains intense. During one of our conversations, I asked Spitzer if he ever feels a sense of ownership when troubled friends speak to him of their new diagnoses, or perhaps when he comes across a newspaper account that features one of the disorders to which he gave so much of his life. He admitted that he does on occasion feel a small surge of pride. “My fingers were on the typewriter that typed those. They might have been changed somewhat, but they all went through my fingers,” he said. “Every word.” [image: image3.png]
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