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According to current proposals for ICD-11, stereotyped movement disorder will be classified in the
grouping of neurodevelopmental disorders, with a qualifier to indicate whether self-injury is present,
similar to the classification of stereotypic movement disorder in DSM-5. At the same time, the WHO
ICD-11 Working Group on the Classification of Obsessive-Compulsive and Related Disorders has
proposed a grouping of body-focused repetitive behavior disorders within the obsessive-compulsive
and related disorders (OCRD) cluster to include trichotillomania and skin-picking disorder. DSM-5 has
taken a slightly different approach: trichotillomania and excoriation (skin picking) disorder are included
in the OCRD grouping, while body-focused repetitive behavior disorder is listed under other specified
forms of OCRD. DSM-5 also includes a separate category of nonsuicidal self-injury in the section on
‘‘conditions for further study.’’ There are a number of unresolved nosological questions regarding the
relationships among stereotyped movement disorder, body-focused repetitive behavior disorders, and
nonsuicidal self-injury. In this article, we attempt to provide preliminary answers to some of these
questions as they relate to the ICD-11 classification of mental and behavioral disorders.
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Introduction

There are several areas of scientific literature relevant to
stereotyped/stereotypic movement disorder (SMD). First,
the literature on intellectual disability and pervasive
developmental disorders has noted that SMD is prevalent
in individuals with these conditions, and can be an
important target of treatment.1,2 Second, the pediatric
neurology literature has emphasized that SMD may
present in children without intellectual disability or
pervasive development disorders, and require appropri-
ate management.3,4 Third, a number of papers have
focused on body-focused repetitive behaviors or on
nonsuicidal self-injurious behavior in patients with normal
development.5,6 Given WHO’s current revision of the
ICD-10, it is timely to establish a synthesis of these
different literatures so that nosological questions in the
field can be fully clarified. This brief paper raises a
number of these questions, and provides preliminary
answers relevant to the development of the ICD-11
classification of mental and behavioral disorders.

SMD in ICD-10 and DSM-5

In ICD-10, stereotyped movement disorders (SMDs)
appear in the grouping of ‘‘behavioral and emotional
disorders with onset usually occurring in childhood and
adolescence’’ (F90-F98). They are described as being

characterized by voluntary, repetitive, stereotyped, non-
functional (and often rhythmic) movements that do not
form part of any recognized psychiatric or neurological
condition. ICD-10 emphasizes that when such move-
ments occur as symptoms of some other disorder, such
as a pervasive developmental disorder, only the overall
disorder should be coded. However, when mental
retardation occurs together with SMD, both disorders
should be coded. SMD movements that are non-injurious
include body-rocking, head-rocking, hair-plucking, hair-
twisting, finger-flicking mannerisms, and hand-flapping.
Self-injurious stereotyped behavior includes repetitive
head-banging, face-slapping, eye-poking, and biting of
hands, lips, or other body parts. Nail-biting, thumb-
sucking, and nose-picking, as well as trichotillomania,
are specifically excluded. The ICD-10 section on perva-
sive developmental disorders also includes the diagnosis
of ‘‘overactive disorder associated with mental retardation
and stereotyped movements.’’

In DSM-5, stereotypic movement disorder (SMD) is
included in the neurodevelopmental section, where the
diagnostic criteria indicate that it is characterized by
repetitive, seemingly driven, and apparently purposeless
motor behavior, with onset in the early developmental
period, that interferes with activities and that may result in
self-injury. DSM-5 requires that the behavior not be better
explained by another neurodevelopmental or mental
disorder, such as obsessive-compulsive disorder or tricho-
tillomania, and not be attributable to the physiological
effects of a substance or neurological condition. Specifiers
of self-injurious behavior and severity are provided.
Confusingly, given the exclusion of neurodevelopmental
disorders, a qualifier is also provided for association with a
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known medical or genetic condition, neurodevelopmental
disorder, or environmental factor.

DSM-5 also includes two other conditions relevant to a
consideration of SMD. First, in the chapter on obsessive-
compulsive and related disorders (OCRD), the diagnosis
of other specified OCRD includes the term body-focused
repetitive behavior disorder. This is characterized by
recurrent body-focused repetitive behaviors (e.g., nail-
biting, lip-biting, cheek-chewing) and repeated attempts
to decrease or stop the behaviors. DSM-5 emphasizes
that these symptoms cause clinically significant distress
or impairment and are not better explained by conditions
such as trichotillomania, excoriation disorder, SMD, or
nonsuicidal self-injury.

Second, the section of DSM-5 on ‘‘conditions for further
study’’ includes nonsuicidal self-injury. The diagnostic
criteria for nonsuicidal self-injury include engagement in
intentional self-inflicted damage to the surface of one’s
body, of a sort likely to induce bleeding, bruising, or pain,
with the expectation that the injury will lead to only minor
or moderate physical harm. The absence of suicidal intent
is either reported by the patient or can be deduced
by frequent use of methods that the patient knows, or has
learned, not to have lethal potential. The behavior is not
socially sanctioned, and is not restricted to picking a scab
or nail-biting. DSM-5 notes that the intentional self-injury
aims to obtain relief from negative feelings or thoughts, to
resolve an interpersonal difficulty, or to induce a positive
feeling. Furthermore, the intentional self-injury is asso-
ciated with negative feelings or thoughts or interpersonal
difficulties, preoccupation with the intended behavior
that is difficult to resist, and frequent thinking about self-
injury. The behavior or its consequences cause clinically
significant distress or impairment. Furthermore, the
behavior does not occur exclusively during states of
psychosis, delirium, or intoxication, is not part of a pattern
of repetitive stereotypies in individuals with a develop-
mental disorder, and cannot be accounted for by another
mental or medical disorder.

SMD in ICD-11

ICD-11 aims to have clinical utility, global applicability,
and provide a version that is suitable for use in primary
care settings by non-specialist clinicians. Given these aims,
how should the section on SMD be updated? We raise three
questions, and provide preliminary answers to each.

1) In which grouping should SMD be classified?

As noted, ICD-10 places SMD in the section on ‘‘other
behavioral and emotional disorders with onset usually
occurring in childhood and adolescence.’’ Notably, the
WHO ICD-11 Working Group on the Classification of
Obsessive-Compulsive and Related Disorders has pro-
posed a grouping of body-focused repetitive behavior
disorders, which includes trichotillomania and skin-pick-
ing disorder, given the phenomenological and psychobio-
logical overlap between these conditions and the potential
clinical utility of conceptualizing them as closely related.7,8

Some authors have suggested that SMD should be a
single entity, which includes both stereotypic behaviors in
those with intellectual disability (e.g., head-banging) and
body-focused repetitive behaviors (e.g., hair-pulling, skin-
picking, cheek-chewing, lip-biting) in those without
intellectual disability, and that this broader construct
should be included in the chapter on OCRD, alongside
tic disorders.9 This view is consistent with the hypothesis
that stereotypies in a range of disorders have overlaps in
underlying psychobiology.10,11 According to this line of
thinking, stereotypies such as head-banging and cheek-
chewing12 could then be classified alongside trichotillo-
mania and skin-picking disorder.

However, the literatures on stereotyped behavior in
intellectual disability and pervasive developmental dis-
order (e.g., head-banging) and in individuals of normal
intelligence seen in pediatric neurology clinics (e.g.,
hand-flapping) and in OCRD clinics (e.g., hair-pulling)
have evolved separately, and there is perhaps insufficient
data to make the case that a single entity would have
clinical utility or diagnostic validity. Nevertheless, if there
is to be an ICD-11 diagnosis of SMD in the neurodeve-
lopmental section, and a grouping of body-focused
repetitive behavior disorders in the section on OCRD,
then it is important to provide information that helps
clinicians to make the differential diagnosis. One possi-
bility, consistent with that taken in DSM-5, is to
emphasize that SMD begins very early in life; this is
consistent with the literature on SMD in patients with
intellectual disability and pervasive developmental dis-
orders, as well as with the pediatric neurology literature
on SMD in patients with normal development.

2) What is the appropriate diagnostic hierarchy for SMD?

A first question is whether SMD should be diagnosed in
the presence of autistic disorder or neurogenetic condi-
tions such as Lesch-Nyhan syndrome or Prader-Willi
syndrome. Clearly, SMD can be a focus of management
in such conditions. ICD-10 supports the hierarchy rule,
indicating that SMD should not be diagnosed in such
patients. DSM-5, on the one hand, has the medical
exclusion criterion (which indicates that SMD should not
be diagnosed when better explained by other neurologi-
cal, mental, or neurodevelopmental conditions), but, on
the other hand, provides a medical association specifier
(when SMD is associated with a known medical, genetic,
or neurodevelopmental condition).

The view of the WHO ICD-11 Working Group on the
Classification of Obsessive-Compulsive and Related
Disorders is that SMD should be able to be diagnosed
as an independent condition in a range of medical
conditions, such as Lesch-Nyhan syndrome and Prader-
Willi syndrome. This would help maximize the clinical
utility of the nosology, and would help encourage
research on SMD in such conditions. In fact, the literature
on these conditions frequently refers to SMD as an
important target of treatment.

In patients with autistic disorder, repetitive behaviors
are common and diagnostic. Nevertheless, they may
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again be characterized by specific neurobiological altera-
tions, and they may constitute a particular treatment
target.13 One approach here may therefore be to have a
specifier for SMD that acknowledges when it is secondary
to a pervasive developmental disorder. Such a specifier
would, on the one hand, emphasize that the SMD is not
the primary diagnosis, but would, on the other hand,
encourage clinicians to think about treatments that
emerge from the general literature on SMD.

3) How to differentiate SMD from body-focused repetitive
behavior disorders and nonsuicidal self-injury?

As alluded to earlier, there may in fact be considerable
phenomenological overlap between SMD, trichotilloma-
nia, skin-picking disorder, and nonsuicidal self-injury.
ICD-10 seems to indicate that in SMD there may be skin-
plucking, while in trichotillomania there is hair-pulling; in
the clinic, it is not clear that such a differentiation exists.
DSM-5 indicates that nonsuicidal self-injury should not be
used for picking of scabs, but, in other respects, the DSM-
5 description of nonsuicidal self-injury has a good deal in
common with that of excoriation (skin picking) disor-
der.14,15 As suggested earlier, as there is little overlap
between the literature on SMD in intellectual disability and
pervasive developmental disorders (often characterized
by self-injury) and in pediatric neurology (typically without
self-injury) and the literature on body-focused repetitive
behavior disorders in patients with normal development.
resulting in insufficient data on the extent of the overlap of
these conditions, it may be appropriate to maintain the
distinction between SMD (among the neurodevelopmen-
tal disorders) and body-focused repetitive behavior
disorders (in the OCRD grouping).

However, our view is that there is significant evidence
of an overlap between hair-pulling, skin-picking, and a
range of other body-focused repetitive behaviors (e.g.,
cheek-chewing) in individuals without intellectual disabil-
ity, often with onset at puberty or later. While trichotillo-
mania and skin-picking disorder are the most prevalent
and best characterized of these conditions, patients with
any one of these conditions are at significant risk of
suffering from any one of the others,16,17 and they
respond to similar treatments.18 Thus, the Working
Group has proposed for ICD-11 a broad construct of
body-focused repetitive behavior disorders, with tricho-
tillomania and skin-picking disorders as exemplars, but
allowing also classification of those individuals with
normal development and childhood/adolescent onset of
other body-focused repetitive behaviors, such as cheek-
chewing. This would encourage clinicians to screen for a
range of these disorders and to be aware of their overlap
in symptomatology, but at the same time to be cognizant
of the particular importance of trichotillomania and skin-
picking disorder as more prevalent disorders for which
there are well-studied treatment options.

The WHO ICD-11 Working Group on the Classification
of Obsessive-Compulsive and Related Disorders is not,
however, persuaded that there is sufficient data to
differentiate body-focused repetitive behavior disorders

and nonsuicidal self-injury. (Note that the developers of
DSM-5 were also not completely persuaded of the validity
of the nonsuicidal self-injury category, hence its place-
ment in the section on ‘‘conditions for further study.’’) One
possible distinction, alluded to in DSM-5, is that non-
suicidal self-injury is characterized by the specific intent to
harm the body. However, this distinction requires further
investigation, as both body-focused repetitive behavior
disorders and nonsuicidal self-injury are characterized by
repetitive self-injurious behavior. Both conditions often
feature preceding tension and subsequent gratification,
although this is not universally present.19 Much more
needs to be done to understand the psychobiology of
these disorders before a compelling argument that they
are similar (or dissimilar) can be made more comprehen-
sively. However, it is notable that the evaluation and
treatment of patients with repetitive self-injurious behavior
is currently quite similar, irrespective of the particular
nature of the habitual self-injurious behavior.20,21

Conclusion

This article has emphasized that there are several
different literatures relevant to SMD and to self-injury,
ranging from work on self-injurious behavior in individuals
with intellectual disability and pervasive developmental
disorders to work on body-focused repetitive behavior
and body-focused repetitive behavior disorder in indivi-
duals with OCRD. It is conceivable that these terms all
describe the same entity, with non-substantive distinc-
tions primarily reflecting differences in developmental
trajectory and treatment setting. However, it is also quite
possible that there is significant heterogeneity between
different patients with stereotypic behaviors, and that
multiple different diagnoses should be established.22

The WHO ICD-11 Working Group on the Classification
of Obsessive-Compulsive and Related Disorders has
argued for a compromise position, consistent with much
previous work. In particular, maintenance of the distinc-
tion between SMD and body-focused repetitive behavior
disorders is recommended. Within SMD, there may be a
distinction between patients with intellectual disability or
pervasive developmental disorders together with self-
injurious behavior, and those who present in pediatric
neurology without developmental disorders or self-injur-
ious behavior. The Working Group notes that SMD may
be secondary to medical/genetic disorders and empha-
sizes the potential value of a SMD specifier that also
allows for this diagnosis in patients with pervasive
developmental disorders. Within the body-focused repe-
titive behavior disorders, trichotillomania and skin-picking
disorder are the most prevalent conditions, but the Working
Group has recommended a grouping of body-focused
repetitive behavior disorder to facilitate the recognition of
other forms of repetitive or self-injurious behavior.
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