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THE CLASSIFICATION OF CHILDREN’S AND 

ADOLESCENTS PSYCHOLOGICAL PROBLEMS 

 

Alan Carr 
 

 

INTRODUCTION 

 

In clinical child and family psychology classification has three main functions. 

First, it permits information about particular types of child and family problems 

to be ordered in ways that allow for the growth of a body of expert knowledge 

about different types of problems. This information typically includes the 

accurate clinical description of a problem and the identification of factors 

associated with the etiology, maintenance, course and possible management plans 

effective in solving the problem. Such expert information constitutes the basis for 

sound clinical practice. Second, classification systems allow for the development 

of epidemiological information about the incidence and prevalence of various 

problems. This sort of information is particularly useful in planning services and 

deciding how to prioratize the allocation of sparse resources. Third, classification 

systems provide a language through which clinicians and researchers 

communicate with each other.  

  



 
 
Table 1.1. DSM IV & ICD 10 multiaxial classification systems 
 

 
DSM IV 

 

 
ICD 10 

 
Axis I. Clinical disorders 
Disorders usually first diagnosed in infancy, 
childhood or adolescence. 
Learning disorders (e.g. reading disorder) 
Motor skills development  
Communication disorders (e.g. expressive language 
disorder) 
Pervasive developmental disorder (e.g. autistic disorder) 
Attention deficit and disruptive behaviour disorders (e.g. 
conduct disorder) 
Feeding and eating disorders of infancy and early 
childhood (e.g. Pica) 
Tic disorders (e.g. Tourette's disorder) 
Elimination disorders (e.g. encopresis) 
Other childhood disorders. 
 
Delirium, dementia, amnestic & other cognitive 
disorders 
Mental disorders due t a general medical condition 
substance related disorders 
Schizophrenia and other psychotic disorders 
Mood disorders  
Anxiety disorders 
Somatoform disorders 
Factitious disorders 
Dissociative disorders 
Sexual and gender identity disorders 
Eating disorders  
Sleep disorders 
Impulse control disorders 
Adjustment disorders 
Other conditions 

 
Axis I. Clinical psychiatric syndromes 
Behavioural and emotional disorders with 
onset usually occurring in childhood and 
adolescence 
Hyperkinetic disorders (e.g. disturbance of activity 
and attention) 
Conduct disorders 
Mixed disorders of conduct and emotion (e.g. 
depressive conduct disorder) 
Emotional disorders with onset specific to childhood 
(e.g. separation anxiety disorder) 
Disorders of social functioning with onset specific to 
childhood (e.g. elective mutism) 
Tic disorders (e.g. de la Tourette's syndrome) 
Other childhood disorders (e.g. encopresis & pica)  
 
Organic mental disorders 
Mental and behavioural disorders due to 
psychoactive substance use 
Schizophrenia, schizotypal and delusional 
disorders 
Mood disorders 
Neurotic, stress-related and somatoform 
disorders 
Behavioural syndromes associated with 
physiological disturbances and physical 
factors. 
Disorders of adult personality and behaviour 
  
 

 
Axis II. Personality disorders  
& Mental retardation 
Paranoid, Schizoid, Schizotypal 
Antisocial, Borderline, Histrionic, Narcissistic 
Avoidant, Dependent, Obsessive compulsive 
 

 
Axis II. Specific delays in development 
Specific developmental disorders of speech and 
language (e.g. expressive language disorder) 
Specific developmental disorders of scholastic skills 
(e.g. specific reading disorder) 
Specific developmental disorder of motor function 
Pervasive developmental disorders (e.g. childhood 
autism, Rett's syndrome etc.) 

  
Axis III. Intellectual level 

 
Axis III. General medical conditions 

 
Axis IV. Medical conditions 

 
Axis IV. Psychosocial & 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 
 

 
Axis V. Abnormal psychosocial situations  
Abnormal intrafamilial relationships 
Familial mental disorder deviance or handicap 
Inadequate or distorted intrafamilial communication 
Abnormal qualities of upbringing 
Abnormal immediate environment 
Acute life events 
Societal stressors 
Chronic interpersonal stress associated with school 
work 
Stress resulting from the child's disorder 



 
 
 
 
Axis V. Global assessment of functioning 
A score between 1 & 100 is given, e.g. 
10: Danger to self & others 
50: Serious symptoms and impairment of social 
functioning 
75: transient impairment of social functioning 
100: Superior functioning 

 
Axis VI. Global assessment of functioning 
A score between 0 & 8 is given, e.g. 
8: Profound and pervasive social disability 
5: Serious and pervasive social disability  
2: Slight social disability 
0: Superior social functioning 

Currently the two major classification systems in widespread use are the DSM IV 

and the ICD 10. The DSM IV is the fourth edition of the Diagnostic and 

statistical Manual of the Mental Disorders of the American Psychiatric 

Association and is used throughout North America (APA, 1994). It is also used in 

Europe for research purposes. The ICD 10 is the tenth edition of the international 

classification of diseases. Psychological problems are classified in Chapter 5 of 

this system (WHO, 1992) and a multiaxial version of it is available for the 

classification of child and adolescent psychological problems (WHO, 1995). In 

this paper, where ICD 10 is mentioned, it is to this multiaxial version that 

reference is being made, since it is this version, based on the pioneering work of 

Rutter, Schaffer & Shepherd (1975), that has been most influential in the child 

and family mental health field in the UK and Ireland.  

 Both DSM IV and ICD 10 are premised on a medical model of 

psychological difficulties. The model assumes, first, that syndromes comprising 

problem behaviours, emotions and cognitions reflect underlying individual 

psychological disorders rather than socially constructed concepts or interpersonal 

patterns of social organization. These syndromes are operationalized as 

diagnostic criteria.  The second assumption is that these psychological disorders 

are distributed within the population as discrete categorical phenomena rather 

than dimensional traits. The distribution of psychological disorders is 

investigated through epidemiological studies. The third assumption is that the 

etiology of each of these disorders is characterized by a unique set of 

predisposing, precipitating, maintaining and protective factors. These may fall 

into the biological-genetic or psychosocial domains. A variety of methods are 

used to identify these factors including psycho-social case-control comparison 

studies;  twin and adoption studies; behavioural observational studies of problem 



 
 
maintaining interactional patterns; neuroanatomical studies of brain 

abnormalities; and psychophysiological studies of neurotransmitter 

abnormalities, circadian rhythm peculiarities and arousal level abnormalities. The 

fourth assumption is that each disorder follows a unique course and is 

characterised by a unique response to treatment.  Longitudinal studies and 

treatment outcome studies are common methods for studying the course and 

response to treatment of particular disorders.  

  Because all of the assumptions of the medical model which underpins the 

DSM IV and ICD 10 classification systems are not shared by clinical 

psychologists who adopt  systemic, constructivist, cognitive-behavioural, 

psychodynamic, humanistic or other such frameworks as a basis for practice,  the 

ICD and DSM  systems may be ideologically unacceptable to them. However, at 

a pragmatic level it is worth noting that the administration and funding of clinical 

services and research programmes in Ireland, the UK and North America is 

predominantly framed in terms of the ICD and DSM systems and so it is 

important for clinical psychologists practicing in the public domain to be familiar 

with them. What follows is a cursory summary of the main features of both 

systems and an evaluation of their strengths and weaknesses.  

  

 

ADVANTAGES OF ICD 10 AND DSM IV 

 

Both systems are multiaxial. The main features of each multiaxial system are set 

out in Table 1.1. As multiaxial systems, they allow for complex information 

about important facets of a case to be coded simply and briefly without the 

drawback of oversimplification that characterizes single axis categorical systems. 

In both ICD 10 and DSM IV, the principal diagnoses are given on axis 1 and 

other facets of the case are described on the remaining axes. In both systems a 

given case may receive more than one diagnosis on the first axis. This provides 

both the clinician and the researcher with a way for dealing with the problem of 

co-morbidity. In both systems, the diagnoses on axis I are given in categorical 



 
 
 
rather than dimensional terms, although both systems contain dimensional axes to 

code aspects of psychosocial stress or overall level of psychosocial functioning. 

There has been an emphasis, within both systems, on hierarchical organization of 

axis I categories, with a few broadband categories subsuming many narrowband 

categories. In both systems each axis I diagnostic category is defined in 

atheoretical terms. For the most part, diagnostic categories are based on 

observable clusters of symptoms which are operationalized as diagnostic criteria. 

This strategy was adopted to avoid the unreliability of diagnoses based on 

inferred intrapsychic variables which characterized DSM I & II.  However, in 

some instances organic aetiological factors or psychosocial aetiological factors 

are used to define disorders, for example, substance related disorders or post 

traumatic stress disorder. Both systems attempt to address the complexity of the 

difficulties with which children and families present by providing an axis on 

which to code psychosocial and contextual factors. A facility for assessing 

adaptive social functioning on a dimensional axis is also provided by both 

systems. Both systems are open to revision in the light of new information. So, 

for example, ICD 10 recognises a distinction between oppositional defiant 

disorder and conduct disorder, whereas its precursor ICD 9 did not make this 

distinction. The differentiation of the two disorders is based on research which 

shows that the two disorders have different correlates and prognoses. Conduct 

disorder is associated with more pervasive family and school based difficulties 

and has a worse prognosis (Farrington, 1995). Both systems also permit 

information about the intellectual level and medical condition of the child to be 

coded. However, despite their many strengths, these classification systems are 

not without their flaws.  

 



 
 

PROBLEMS WITH DSM IV AND ICD I0 

 

Both DSM IV and ICD 10 have  a number of shortcomings including poor 

coverage, high levels of co-morbidity on axis 1 and in most instances only fair 

levels of reliability and validity. These will now be examined in more detail. 

 

Reliability 

 

In the past, a major problem with the ICD and DSM systems has been their poor 

inter-rater reliability. Clinician's who interviewed the same cases, more often than 

not, reached different conclusions about the most appropriate diagnosis. It was 

hoped that the use of diagnostic criteria based on atheoretical observable 

symptoms would improve the unacceptably low reliability coefficients obtained 

for many of the DSM II categories. No such improvement was observed in 

carefully controlled studies comparing the DSM II (in which no diagnostic 

criteria were given) and DSM III (in which diagnostic criteria were first 

introduced) (e.g. Mattison et al, 1979; Kirk & Kutchins, 1992). However, in later 

studies that coupled the use of diagnostic criteria with standardized approaches to 

interviewing, it was found that diagnoses could be made with a fair degree of 

reliability for a small number of relatively common psychological disorders. 

Reliability data for conduct disorder, attention deficit disorder, major depression 

and anxiety disorders based on DSM 111 R, the immediate precursor of DSM IV, 

are presented in Table 1.2.  

The coefficient's in Table 1.2 are drawn from seven  major studies 

involving 750 clinical cases (Hodges et al, 1989; Costello et al, 1984; Shaffer et 

al, 1988; Welner et al, 1987; Last et al, 1987; Bird et al, 1987; Chambers et al, 

1985). The reliability of diagnoses in Table 1.2 are based on information drawn 

from structured interviews for Children such as the Diagnostic Interview for 

Children (DISC, Costello et al, 1984). In all studies children were interviewed 

twice by different interviews and the test retest interval varied from 2 hours to 3 

weeks.  



 
 
 
Table 1.2. The reliability of diagnoses of four childhood psychological disorders. 

 
 

Disorder 
 

Mean Kappa reliability coefficient  
 

 
Range of Kappa reliability 

coefficients  
 

 
Conduct Disorder 

 

 
.62 

 
.31-1.00 

 
Attention Deficit Disorder 

 

 
.52 

 
.21-1.00 

 
Major Depression 

 

 
.62 

 
.36-.90 

 
Anxiety Disorders 

 

 
.52 

 
.24-.84 

 
 

The most striking feature of the results is that fact that even with the use of highly 

structured interviews, diagnostic criteria and in some instances computer 

algorithms to reach diagnoses, reliability coefficients still fall within the .5 -.6 

range which Spitzer and Fleiss (1974) , in their seminal article, describe as fair. 

Kappa reliability coefficients must be above .7 in order to be classified as 

satisfactory. More recently, Jensen et al (1995) found that when data from 

parallel, structured parent and child interviews were combined  in clinical 

samples satisfactory levels of reliability were recorded for conduct disorder (.71) 

and depression (.70). However, only fair levels of reliability were obtained for 

anxiety and attention deficit disorders in clinical samples and for all four 

categories, only fair levels of reliability were obtained for all four categories in 

community samples. Currently for, both DSM IV and ICD 10,  the demonstration 

of  consistently high levels of reliability remains a central problem.  



 
 
Coverage 

 

Along with the use of diagnostic criteria, there has been a gradual  narrowing of  

definitions of disorders to reduce within category heterogeneity and to improve 

reliability. This effort to improve within category homogeneity has led to the 

problem of poor coverage. That is, many cases typically referred for consultation 

cannot be classified into clearly defined categories using either system. In a 

service audit conducted at a major community based Child & Family Centre in 

Dublin, it was found that many cases referred for consultation could not be given 

an unambiguous ICD diagnosis (Mandos, 1990) 

Two strategies have been adopted to deal with the coverage problem. The 

first is to include an undefined  subcategory for many disorders to accommodate 

individuals who show constellations of symptoms which fall between two clearly 

defined clinical syndromes. In the DSM such categories are labelled Not 

Otherwise Specified (NOS) and in the ICD the term unspecified is used. For 

example, conduct disorder, unspecified.    

 The second solution to the coverage problem has been to include a list of 

problems, concerns and factors that may lead to referral but which fall outside the 

overall diagnostic framework. In the ICD system these are termed Z codes and in 

the DSM, they are referred to as V codes. For example, in the ICD-10 code Z64.0 

is used when a person has problems related to unwanted pregnancy. In DSM IV, 

code V61.20 is used if there is a parent-child relational problem. This is more an 

acknowledgement of the technical problem of poor coverage than a useful 

solution.  



 
 
 
Comorbidity  

 

Comorbidity refers to situations where more than one diagnosis may be given.  

Comorbidity rates for four major DSM categories are presented in Table 1.3. The 

percentages in Table 1.3 are based on  aggregated data from four international 

studies involving 2662 cases (McConaughy & Achenbach, 1994).  These studies 

include  Anderson et al's (1987) investigation of 792 11 year olds and McGee et 

al's (1990) study of 943 15 year olds in New Zealand; Bird et al's (1988) study of 

777 4-16 year olds in Puerto Rico and Kashani's (1987) study of 150 14-16 year 

olds in Missouri. In all studies the DISC (Costello et al, 1984) was used except 

Kashani's where the DICA (Herjanic et al, 1982) was employed.  
Table 1.3. Comorbidity in community populations for four major DSM diagnostic categories  
 

  
Conduct  
Disorder 

 

 
Attention  

Deficit  
Disorder 

 
Major 

 Depression 

 
Conduct  
Disorder 

 

  
 

 
 

 
Attention 

Deficit Disorder 
 

 
23.3% 

 
 
 

 

 
Major  

Depression 
 

 
16.9% 

 
10.5% 

 

 
Anxiety  

Disorders 
 

 
14.8% 

 
11.8% 

 
16.2% 

Bidirectional comorbidity in all cells = Cases Da, Db / CasesDa, Db+Cases Da, not Db+ cases Db, 
not Da, where Da is diagnosis a and Db is diagnosis b.  
 

From these data it is clear that between 10 and 20% of cases in the 

community exhibit symptoms consistent with the diagnosis of two of  the four 

most common  childhood disorders: conduct disorder, depression, anxiety 

disorder or attention deficit hyperactivity disorder.  

 Further comorbidity data are presented in Table 1.4 which are drawn from  

McConaughy & Achenbach's  (1994) study of 2600 community and 2707 clinical  

 



 
 
cases in the US, aged 4-16. Parents completed Child Behaviour Checklists and 

youngsters over 11 completed the Youth Self-Report Form. Cases were  given a 

positive diagnosis if they scored  above the 95th percentile on the syndrome 

scales. These scales hold much in common with DSM diagnostic categories 

contained in Table 1.3  and are discussed more full below where dimensional 

alternative to categorical systems are being considered. The aggressive behaviour 

scale overlaps considerably with the DSM diagnosis of conduct disorder. The 

attention problem scale holds much in common with the DSM attention deficit 

hyperactivity disorder. Symptoms of both depressive and anxiety disorders are 

contained in the anxious depressed scale. The somatic complaints scale contains 

items that are common in cases of both separation anxiety and somatization 

disorder.  
Table 1.4. Comorbidity in community and clinic populations for four major syndromes on 
child and parent completed versions of Achenbach's behaviour checklist.   
 

  
Aggressive  
Behaviour 

 

 
Attention 
Problems 

 
Anxious  

Depressed 

 
Aggressive  
Behaviour 

 

 
 

  

 
Attention 
Problems 

 

 
Comm. Parent rep  28% 
Comm. Child rep    26% 
Clinic Parent rep     47% 
Clinic Child rep       40% 
 

  

 
Anxious  

Depressed 
 

 
Comm. Parent rep 26% 
Comm. Child rep    20% 
Clinic Parent rep    41% 
Clinic Child rep      34% 
 

 
Comm. Parent rep 28% 
Comm. Child rep    25% 
Clinic Parent rep    43% 
Clinic Child rep       43% 
 

 

 
Somatic  

Complaints 
 

 
Comm. Parent rep 14% 
Comm. Child rep    16% 
Clinic Parent rep     23% 
Clinic Child rep       25% 
 

 
Comm. Parent rep 12% 
Comm. Child rep    16% 
Clinic Parent rep     23% 
Clinic Child rep       25% 
 

 
Comm. Parent rep 15% 
Comm. Child rep    20% 
Clinic Parent rep     30% 
Clinic Child rep       32% 
 

Bidirectional comorbidity in all cells = Cases Da, Db / CasesDa, Db+Cases Da, not Db+ cases Db, 
not Da, where Da is diagnosis a and Db is diagnosis b.  
 
 From Table 1.4, it may be seen that comorbidity is far more common in 

clinical compared with community samples. Comorbidity is also more commonly 

reported by parents for aggressive behaviour coupled with either attention 



 
 
 
problems or anxious depression. Comorbidity is more commonly reported by 

children for somatic complains coupled with aggressive behaviour, attention 

problems or anxious depression.  These data on co-morbidity suggest that 

children who meet the criteria for more than one disorder are more likely to be 

referred to clinics; that parents are more likely to notice attention and mood 

problems when they occur in conjunction with aggression and that youngsters are 

more likely to have aggression, attention and mood problems when they also 

experience somatic complaints.   

 

Validity  

 

The validation of diagnostic categories within the DSM and ICD systems  

involves demonstrating that cases which meet the diagnostic criteria for a 

particular category share common critical characteristics. These include 

predisposing risk factors;  precipitating factors that trigger the onset of the 

disorder; maintaining factors that lead to persistence or exacerbation of the 

disorder and protective factors that modify the impact of aetiological and 

maintaining factors. The course of the disorder over time and the response of 

cases to specific treatments should also be shared to a fairly marked degree by 

cases falling within the same valid diagnostic category. Despite extensive 

research on many disorders, it is difficult to point to any one condition where 

validity on all of these criteria has been established. It has invariably been shown 

that certain sets of aetiological and maintaining factors are associated with 

particular disorders and that certain combinations of these are associated with 

different outcomes. However, such associations can only be stated in broad 

probabilistic terms (Rutter, Taylor & Hersov, 1994). 

 For example longitudinal data suggest that the main risk factors for 

conduct disorders are impulsivity, low intelligence and attainment, family 

criminality, poverty and poor parental child rearing behaviour (Farrington, 1995). 

Protective factors associated with a good outcome include marriage, employment 



 
 
and moving away from an urban to a rural environment. However, Farrington 

(1995) identified many cases where a poor outcome occurred and few risk factors 

were present and a number of cases with a good outcome where no protective 

factors were identified. Similar types of conclusions have been drawn from 

research on childhood depression which clearly identifies parental depression and 

early loss experiences as risk factors and social support as a protective factor 

(Harrington, 1993). However, non-depressed children with both risk factors 

present and who lack social support have been identified  in a number of studies 

reviewed by Harrington (1993).  

 

 

FACTORS UNDERPINNING ICD AND DSM'S SHORTCOMINGS 

 

The reason both classification systems have reliability, coverage and comorbidity 

difficulties which compromise their validity, it will be argued, is because most 

psychological difficulties are not distributed within the population as disease like, 

categorical entities. Rather they occur as either complex interactional problems 

involving the children  and members of their social networks or dimensional 

psychological characteristics or combinations of both. It is therefore useful for 

clinical psychologists to make use of dimensional and systemic frameworks in 

assessing many childhood problems. It is to these that we now turn. 

 

Dimensions vs. Categories 

  

Achenbach's (1991) analysis of standardization data for the Child Behaviour 

Checklist (and related instruments) gathered from over 5000 thousand parents, 

teachers and youngsters has shown that many behavioural difficulties which lead 

to referral are most parsimoniously conceptualized as reflecting extreme scores 

on two major behavioural dimensions. The first of these dimensions contains 

items that inquire about emotional behaviours such as crying, worrying  and 

withdrawal.  Items on this dimension have been termed internalizing behaviour 



 
 
 
problems and are most acutely problematic for the child rather than for parents or 

teachers. Although it goes without saying that parents and teachers are invariably 

concerned about such children when they realize the level of internal distress that 

these children experience. The second dimension contains items which focus on  

aggressive and delinquent actions. These have been termed externalizing 

behaviour problems and include conduct problems such as fighting, 

disobedience, drug abuse and delinquent gang membership. These problems are 

usually a primary concern for parents and teachers rather than the children who 

present with them.  

 ICD & DSM diagnostic categories accommodate cases who obtain 

extreme scores on these internalizing and externalizing dimensions. Inevitably, 

many children who do not score at the outer extremities of these dimensions, but 

who nevertheless are referred for clinical consultation, will unclassifiable within 

a categorical system such as the DSM or the ICD. This is one explanation for the 

coverage difficulties both systems exhibit.  

 Because internalizing and externalizing dimensions are normally 

distributed within the population, it is understandable that most children show 

some problems associated with both dimensions and a significant minority of 

youngsters score extremely on both. This way of conceptualizing children's' 

behavioural problems offers a parsimonious explanation for the co-morbidity 

problem discussed above. 

 Underlying the two broad-band dimensions of internalizing and 

externalizing behaviour problems are a small number of narrow-band syndrome 

scales which emerged from factor analyses of checklists completed by parents 

teachers and youngsters. These syndrome scales are summarized in Table 1.5. 

(Co-morbidity data derived from four of these narrow band scales have already 

been presented in Table 1.4.) 
Table 1.5. Internalizing, externalizing and mixed syndromes assessed by the child 
behaviour checklist and related instruments  
 



 
 

 
Age 

 
Internalizing 

Behaviour Problems  

 
Mixed 

Behaviour Problems  

 
Externalizing 

Behaviour Problems 
 
2-3 yrs 

 
Anxious/Depressed 
Withdrawn 

 
Sleep problems 
Somatic problems 

 
Aggressive behaviour 
Destructive behaviour 

 
4-18 yrs 

 
Anxious/Depressed 
Withdrawn 
Somatic complaints 

 
Social problems 
Thought problems 
Attention problems 

 
Aggressive behaviour 
Delinquent behaviour 

 

It is notable just how few syndromes emerged from these factor analyses 

in comparison to the proliferation of categories and subcategories in the DSM & 

ICD systems, both of which contain more than 50 diagnostic categories or 

subcategories relevant to children. The proliferation of categories in DSM IV and 

ICD 10 in many instances is based on insubstantial evidence. Both systems were 

evolved by committee consensus following literature reviews, and may reflect 

committee biases (Clark, Watson & Reynolds, 1995).  

 However, it is important to mention also that multivariate methods, such 

as those used by Achenbach, are particularly good at identifying frequently 

occurring syndromes which contain main symptoms such as aggressive 

behaviour. But multivariate methods are poor at identifying rare syndromes 

which are distributed categorically rather than dimensionally within the 

population such as autism or those involving a single symptom such as 

encopresis (Cantwell & Rutter, 1994). The DSM and ICD systems are therefore 

better than dimensional systems such as Achenbach's for conceptualizing 

pervasive developmental disorders,  tic disorders, single symptom presentations 

such as pica or night terrors.  

 Let us close this section on dimensional conceptualizations of 

psychological problems in children and adolescents by mentioning the 

importance of dimensional conceptualizations of intelligence for the assessment 

of learning problems. Specific learning disabilities, such as dyslexia, and extreme 

general learning problems such as profound mental retardation are distributed 

within the population as categorical disease like entities. However mild and 

moderate mental handicap appear to be distributed as the tail of a normal 

distribution (Cantwell & Rutter, 1994; Crinc, 1988; Taylor, 1988). 



 
 
 
 Dimensional conceptualizations of the behavioural and learning problems 

for which children are referred for psychological consultation offer a useful 

framework for assessment in many instances. The use of reliable and valid 

behaviour checklists and ability tests can readily be incorporated into routine 

clinical practice to provide assessments of the status of children on such 

dimensions. Furthermore, cut-off scores can be used, when administratively 

necessary, to translate dimensional scores into DSM & ICD diagnoses. Finally, 

improvement or deterioration  may be assessed in terms  of changes in scores 

along dimensions.  

 

Interactional Processes vs. Individual Characteristics 

 

Both categorical and dimensional approaches to conceptualizing childhood 

problems entail the assumption that behavioural and learning problems are 

inherent characteristics of the child. Of course,  to some degree this is a useful 

way to conceptualize such difficulties, particularly with disorders such as autism 

(Lord & Rutter, 1994). However, children's problems are typically part of 

patterns of interaction which involve family members and members of the wider 

social and professional networks in which families are embedded. For example, 

conduct problems typically evolve as part of a chaotic family system 

characterised by marital discord and parenting skills deficits within a social 

context where the parents experience little social support, considerable stress and 

extremes of poverty (Farrington, 1995; Patterson, 1982). Similarly, separation 

anxiety is described in the ICD and DSM systems as if it were an inherent 

characteristic of the child, when the evidence suggests that it is one part of an 

interactional pattern usually involving mutual concerns for safety expressed by 

both mother and child which the father and occasionally involved medical and 

educational professionals criticize as inappropriate or deviant. It is not 

uncommon for this type of system to evolve following some threat to the family's 

integrity such as a loss or bereavement  (Yule, 1989).  



 
 
 Categorical individualistic models such as the DSM and ICD and 

dimensional models such as Achenbach's run the risk of obscuring the 

interactional embeddedness of most childhood problems. In both the ICD and  

DSM systems there is a facility for coding psychosocial and contextual factors. 

However, this occurs on the second last axis, a position which is not likely to 

command a busy clinician's attention. This may be unhelpful for clinical 

psychologists, since often it is the characteristics of the system of relationships 

around the child which has the greatest implications for management and 

prognosis.  

 Families whose children are referred for psychological consultation may 

differ along a variety of  contextual parameters which allow therapeutically  

useful distinctions to be made (Carr, 1994; 1995). These distinctions include: 

• focal problem families vs.  multiproblem families 

• families at different lifecycle stages 

• Traditionally organized families vs. non-traditionally organized families 

• Families where physical, sexual or emotional abuse has occurred 

It may be useful for clinical psychologists to incorporate these type of 

distinctions into the way they organize the classification of referrals.  

 

A FRAMEWORK FOR THE CLASSIFICATION PROBLEMS  

IN CHILD AND FAMILY PSYCHOLOGY 

 

To propose a dimensional or systemic alternative to the ICD or DSM 

classification systems would probably create more problems than it would solve 

for the practicing clinical psychologist. This is because  in most child guidance 

clinics and community care services in Ireland some variant of the ICD or DSM  

approach to classification is standard practice.  To use some other system would 

confuse interprofessional, interdisciplinary and interagency communication.  The 

challenge is to use those aspects of the DSM & ICD systems that are clinically 

meaningful, scientifically supported and organisationally coherent. The 

organizational frameworks used in both the DSM IV and the ICD 10 are 



 
 
 
cumbersome and unwieldy for the practicing clinician.  A more parsimonious 

framework  for classifying the main problems  with which clinical psychologists 

have to deal when working with children and families is presented in Table 1.6.  

Problems are organized  largely (although not exclusively) by 

symptomatology rather than by etiology, course, treatment response or the 

systemic pattern of interactions in which children's' problem behaviours are 

embedded. The framework organizes problems into eight  broad problem areas.  

• Preschool problems 

• Learning problems 

• Conduct problems 

• Emotional problems 

• Repetition problems 

• Somatic Problems 

• Pervasive development problems and psychoses  

• Social problems 



 
 
 
Table 1.6. Main problem areas in clinical child and family psychology and associated DSM IV and ICD 10 diagnostic 
categories. 
 

 
BROAD 

PROBLEM AREA 

 
PROBLEM TYPES 

 

 
DSM IV CATEGORIES 

 

 
ICD 10 CATEGORIES 

 
PRESCHOOL 
PROBLEMS  

 
Sleep Problems 

 
Primary insomnia 
Nightmare disorder 
Sleep terror disorder 
Sleepwalking disorder 

 
Non-organic insomnia  
Nightmares 
Sleep terrors 
Sleepwalking 

  
Feeding Problems  

 
Feeding disorder of infancy or 
early childhood 
Rumination disorder 
Pica 

 
Feeding disorder of infancy & 
Childhood 
Pica 

  
Attachment Problems 
Problems 

 
Reactive attachment disorder 
of infancy or early childhood 

 
Reactive attachment disorder 
of childhood 
 

  
Communication Problems 

 
Expressive language disorder 
Mixed receptive-expressive 
language disorder 
Phonological disorder 
Stuttering 

 
Expressive language disorder 
Receptive language disorder 
Specific speech articulation 
disorder 
Stuttering 
Cluttering 

  
Toileting Problems 

 
Encopresis 
Enuresis 

 
Nonorganic enuresis 
Nonorganic encopresis 

 
LEARNING  
PROBLEMS 

 
General Learning Problems 
 

 
Mental retardation 
 

 
Mental retardation 
 

  
Specific Learning Problems 

 
Reading disorder 
Mathematics disorder 

 
Specific reading disorder 
Specific disorder of arithmetical 
skills 

 
CONDUCT 
PROBLEMS 

 
Aggressive Behaviour 

 
Conduct disorder 
Childhood onset 
Oppositional defiant disorder 
Disruptive behaviour disorder 

 
Unsocialized conduct disorder 
Oppositional defiant disorder 
conduct disorder confined to 
the family context 
Depressive conduct disorder 

  
Attention Problems 

 
Attention deficit hyperactivity 
disorder 
 

 
Disturbance of activity and 
attention 

  
Delinquent Behaviour 

 
Conduct disorder 
Adolescent onset 
Substance related disorders 
Pathological gambling 

 
Socialized conduct disorder 
Mental and behavioural 
disorders due to psychoactive 
substance use 
Pathological gambling 

 
EMOTIONAL 
PROBLEMS 
 

 
Mood Problems 

 
Major depressive disorder 
Dysthymia 
 

 
Recurrent depressive disorder 
Dysthymia 

  
Anxiety Problems 

 
Separation anxiety disorder 
Post traumatic stress disorder 
Social phobia 
Selective mutism 

 
Separation anxiety disorder of 
childhood 
Post traumatic stress disorder 
Social phobia 
Elective mutism 

  
Psychosexual Problems 
 

 
Gender identity disorder 

 
Gender identity disorder of 
childhood 



 
 
 
 
REPETITION  
PROBLEMS 

  
Obsessive- compulsive 
disorder 
Tic disorder 
Tourette's Disorder 
Kleptomania 
Pyromania 
Trichotillomania 
 

 
Obsessive-compulsive disorder 
Tic disorder 
de la Tourette's disorder 
Kleptomania 
Pyromania 
Trichotillomania 



 
 
Table 1.6 (Continued) Main problem areas in clinical child and family psychology and associated DSM IV and ICD 10 
diagnostic categories. 
 

 
BROAD PROBLEM 

AREA 

 
PROBLEM TYPES 

 

 
DSM IV CATEGORIES 

 

 
ICD 10 CATEGORIES 

 
SOMATIC 
PROBLEMS 

 
Symptoms For Which No 
Organic Basis Can Be Found 

 
Somatization disorder 
Pain disorder 
Conversion disorder 
 

 
Somatization disorder 
Persistent somatoform pain 
disorder 
Dissociative (conversion) 
disorder 
 

  
Adjustment To Illness 

 
Psychological factors affecting 
medical condition 
 

 
Psychological factors 
associated with disorders 
classified elsewhere 
 

 
 
 

 
Eating Problems 

 
Anorexia nervosa 
Bulimia nervosa 

 
Anorexia nervosa 
Bulimia nervosa 

  
Head Injury 

 
Cognitive disorder 

 
Mental disorders due to brain 
damage and dysfunction and to 
physical disease 
 

 
PERVASIVE 
DEVELOPMENTAL 
PROBLEMS & 
PSYCHOSES 

  
Childhood autism 
Asperger's syndrome 
Rett's syndrome 
Childhood disintegrative 
disorder 
Schizophrenia 
 

 
Childhood autism 
Asperger's syndrome 
Rett's syndrome 
Childhood disintegrative 
disorder 
Schizophrenia 

 
SOCIAL 
PROBLEMS 
 

 
Parental Separation 
Child Care Placement  
Child Abuse 
 

  

 
 

The broad categories of conduct and emotional problems reflect the externalizing 

and internalizing dimensions which so parsimoniously describe many behaviour 

problems with which children and adolescents present (Achenbach, 1991). 

Specific problems that occur during the preschool years have been allocated to 

their own category, since these are predominantly (although not exclusively) 

developmental. That is,  they reflect a variety of developmental immaturities with 

which children may present (Nicol, Stretch & Fundudis, 1993). Learning 

problems are accorded their own category since the principle concern is ability 

rather than behavioural deviance (Crnic, 1988; Taylor, 1988). Under somatic 

problems, conditions which are usually a focus of concern within a paediatric 

setting have been grouped (Lask & Fosson, 1989). The repetition problems 

category includes problems where stereotyped or compulsive behaviour is the 

central concern. These conditions are grouped together because quite similar 



 
 
 
treatment approaches are useful for both classes of problems (Rapoport, Swedo 

& Leonard, 1994; Barkley, 1988). Pervasive developmental problems and 

psychoses have been grouped together because of the severity of their impact on 

adaptive functioning and the apparent discontinuity between these conditions and 

normal functioning (Lord & Rutter, 1994; Werry & Taylor, 1994). Finally, social 

problems including those associated with parental separation (Amato, 1993); 

placement in substitutive child care (Colton, Hellincks, Ghesquiere & Williams, 

1995) and child abuse (Cicchetti & Carlson, 1989) are grouped together because 

they frequently are characterized by multiagency involvement and involvement 

in the judicial system (Herbert, 1993).  Problem types listed in the second column 

of Table 1.6 reflect the types of groupings that might be useful in organizing 

service delivery. For example, psychology clinics might be organized  for 

preschool feeding problems or aggressive behaviour.  DSM IV and  ICD 10  

diagnostic categories are given in the third and fourth column of Table 1.6 as an 

administrative aid and to facilitate integrating information from sources that use 

these diagnostic systems. 

 It is important to highlight that this idiosyncratic organizational system 

reflects a set of distinctions that I have found  to be clinically useful, 

organizationally coherent and  scientifically parsimonious. There is no 

implication that the system is true or correct. It is no more than a useful social 

construction (Polkinghorne, 1992).  

 

 

ETHICAL ISSUES 

 

Two main ethical issues arise from a discussion of classification of problems in 

child and family psychology. The first is that of stigmatization and the second is 

that of  individualizing interactional problems. Each of these will now be 

outlined.  



 
 
 At an ethical level, it may be argued that diagnoses pathologize 

youngsters who are relatively powerless to resist this process. That is, diagnoses 

focus on weaknesses rather than strengths and are couched in a pathologizing 

pejorative discourse. Pathologizing  entails stigmatisation. The process of 

stigmatizing youngsters by labelling them is questionable. If labelling leads to 

stigmatisation, then it  may only be justifiable to the extent that  the diagnoses 

given lead to treatment which ameliorates the problems described by the label. 

Incidentally, the same argument holds for labelling families as dysfunctional. A 

counterargument to this overall objection to labelling, is that it is not the label 

which leads to stigmatization but the behavioural difficulties themselves which 

are labelled (Cantwell & Rutter, 1994). My own view is that the problems and the 

label combine to lead to stigmatization and that the benefits of some form of 

labelling may often outweigh the costs.  It is a continual challenge for clinical 

psychologists to use labels in the service of clients needs and avoid the social 

construction of problem saturated identities (White & Epston, 1990).   

 A related ethical issue is that of defining complex psychosocial problems 

in individualistic terms and then avoiding addressing the resolution of the 

complex social problems by focusing on treating apparently deviant individuals.  

For example, it has already been noted that children who receive  diagnosis of 

conduct disorder often have educational difficulties, live in chaotic families and 

these families often reside in impoverished circumstances (Farrington, 1995). In 

Ireland these youngsters and their parents live on the fringe of society where 

educational attainment and wealth are highly valued. The gap between the 

undesirable circumstances in which these children and their families find 

themselves and those to which society would have them aspire is regularly and 

forcefully highlighted by the media particularly through advertising. In the light 

of this analysis, it may be asked if it is ethical to label children in such 

circumstances as conduct disordered and offer them treatment. if concurrently 

we, as a profession, are not also engaged in efforts to reduce poverty, enhance 

educational opportunities for those with learning problems and offer preventative 

support services for parents in chaotic families. There is a danger that by focusing 



 
 
 
our scant resources on treatment, we may inadvertently give policy makers the 

message that all that should be done is being done. If this occurs then our 

therapeutic efforts maintain the social system in which children's conduct  

problems are  embedded. We inadvertently become part of problem rather than 

part of the solution (Watzlawick, Weakland & Fisch, 1974) .  

 

 

SUMM ARY 

 

Problem classification is important  for facilitating  clinical practice, 

communication and research in clinical child and family psychology. DSM IV 

and ICD 10  are the two major classification systems currently in use, with the 

latter being most widely employed in Europe and the former in North America.  

The systems are premised on a medical model which assumes that clusters of 

cognitive, affective and behavioural features reflect underlying psychological 

disorders which are discretely distributed within the population. It is also 

assumed that each disorder is characterised by a unique etiology, course and 

response to treatment. These systems have the advantages of being muliaxial; of 

incorporating diagnostic criteria; of allowing for the coding of psychosocial 

stresses;  of permitting the coding of the child's level of adaptive functioning; and 

of providing a facility for coding a child's intellectual level and medical status.  

However, both the DSM IV and ICD 10 systems have poor coverage, high levels 

of co-morbidity on axis 1 and in most instances only fair levels of reliability and 

validity. The problems of reliability, coverage and co-morbidity may be due to 

the dimensional distribution of most behaviour problems within the population.  

The privileging of the individual rather than the social network as the primary 

unit of analysis may be one of the factors underpinning the validity problems of 

both classification systems. Despite their limitations, pragmatic considerations 

make it important for clinical psychologists to have a working knowledge of both 

the DSM & ICD classification systems. The paper closes with a consideration of 



 
 
the ethical dilemmas posed by labelling and individualising interactional 

problems.   
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