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■ Abstract Objective DSM-IV is
the most widely used diagnostic
classification system in research,
whereas ICD-10 is more widely
used clinically. Knowledge of dif-
ferences is essential when research
findings are implemented in daily
clinical practice. We examined dif-
ferences between the two diagnos-
tic systems regarding three major
child psychiatric diagnostic cate-
gories. Methods A total of 199 con-
secutively referred, child psychi-
atric patients were interviewed
with a semistructured diagnostic
interview (K-SADS-PL) including
questions covering specific ICD-
10-DCR criteria, and diagnosed
according to both diagnostic
systems. Results Differences were
found regarding the diagnoses
major depressive disorder/depres-
sive episode and attention deficit

hyperactivity disorder/disturbance
of activity and attention. In both
cases, more children met DSM-IV-
TR criteria than ICD-10-DCR
criteria. The diagnosis, opposi-
tional defiant disorder, proved
interchangeable between the two
diagnostic systems. Conclusion
Differences between diagnostic
systems must be taken into account
when research findings using one
diagnostic system are implemented
with children diagnosed by an-
other diagnostic system.
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International Classification of
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DSM-IV or ICD-10-DCR diagnoses in child
and adolescent psychiatry: does it matter?

Introduction

DSM-IV [2] and ICD-10 [24] are the most prominent di-
agnostic classification systems in psychiatry. ICD-10 is
the most frequently used system worldwide for clinical
diagnosis and training, whereas DSM-IV is the most fre-
quently used system for research [13]. Much effort has
been put into approximating the two systems, but sig-
nificant differences still remain [4, 16]. This may cause
problems for the generalisability of research findings.To
what extent we can apply knowledge gained from re-
search to clinical populations is essential for evidence-
based medicine.Differing diagnostic criteria in research

and clinical practice are one obstacle to this. Revision of
the ICD-10 has been set for 2010, and more research is
needed before revision can be successfully completed
[4]. In 2002, Steinberger et al. found the DSM-IV criteria
for diagnosing obsessive-compulsive disorder (OCD) in
children superior to those of the ICD-10 [21]. To our
knowledge, no other study has investigated the clinical
implications for child and adolescent psychiatry of the
differences between the two major classification sys-
tems.

The aim of this study was to examine differences be-
tween the DSM-IV-TR categories major depressive dis-
order (MDD), attention deficit hyperactivity disorder
(ADHD), and oppositional defiant disorder (ODD) and
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the corresponding diagnoses in ICD-10-DCR when ap-
plied to a child psychiatric population. These three dis-
orders are prevalent in clinical [19] as well as epidemio-
logic [5] samples.

Methods

■ Study population

The sample consisted of 199 consecutively, first-ever ad-
mitted children, aged 8–13 years, at the Psychiatric Hos-
pital for Children and Adolescents, Risskov, Denmark, in
the study period (1 December 2001–6 June 2003).We ex-
cluded children who were either not seen at the clinic or
only briefly seen but not offered child psychiatric as-
sessment. Twelve were inpatients, 187 were outpatients.

The hospital is the only child psychiatric clinic cov-
ering the county of Aarhus (population 644,666, includ-
ing 48,131 children, 8–13 years old on 1 January 2002).

■ Diagnostic procedures

The children were interviewed with the Schedule for Af-
fective Disorders and Schizophrenia for Children – Pres-
ent and Lifetime version (K-SADS-PL) [9] as part of the
standard examination procedure. K-SADS-PL is a
widely used semistructured diagnostic interview. It has
been validated for use in clinical populations [1, 9, 17].
Additional questions for ICD-10-DCR criteria not cov-
ered by the K-SADS-PL were included. The interview
took place as soon after the initial contact as possible.
Parents were interviewed first (one or both) and the
child as soon as possible afterwards. In three cases, the
child interview took place first for practical reasons. The
first author (M. S.) performed all interviews and rated
K-SADS-PL without considering diagnostic informa-
tion from other sources. According to research findings
[3, 8], parents were regarded as the optimal informants
about behavioural or easily observable symptoms,
whereas children were regarded optimal informants
about symptoms of emotions, thoughts, or affect. The
interviewer then used her clinical experience to make a
common score also considering the quality of informa-
tion from each respondent, which might be reduced by
lack of cooperation or reduced age or mental capacity of
the child [6]. The interviewer scored diagnoses accord-
ing to DSM-IV as well as ICD-10-DCR criteria and gave
two sets of diagnoses. Sleep changes of any kind were
considered sleep disturbance according to the instruc-
tions in the K-SADS-PL interview. The question of loss
of libido was not considered relevant in this age group
and was not asked. We regarded the item “depressed
mood” according to DSM-IV as met if the K-SADS-PL
criteria “depressed mood most of the time for more than

50 % of the days” was met. In order to assess the ICD-10
criterion “depressed mood largely uninfluenced by cir-
cumstances”, we combined the criterion “depressed
mood”with the criterion “non-reactivity of mood”pres-
ent at least at subthreshold level. Subthreshold level re-
quires that the child is “somewhat responsive but still
feels depressed. Mood improves partially and stays like
that for more than a few minutes”. We did not have data
to assess the criterion for attention deficit hyperactivity
disorder in ICD-10-DCR that all criteria must be met in
more than one setting; thus, if symptoms were present in
more than one setting, this criterion was regarded as
met.

The interviewer assigned diagnoses according to
DSM-IV/ICD-10-DCR criteria if the child met criteria
for a disorder at some time during the course of illness
and there had not been a period of 2 months of complete
remission.

We did not consider exclusion criteria in any of the
diagnostic systems.

We categorised the diagnostic groups, depressive
conduct disorder and hyperkinetic conduct disorder, in
ICD-10 as conduct disorder as well as depressive disor-
der or hyperkinetic disorder,respectively, in order not to
inflate artificially rates of disagreement.

■ Statistics

We used the kappa coefficient to measure interrater re-
liability for DSM-IV diagnoses. For analyses of age and
gender differences, we used non-parametric tests be-
cause these variables were not normally distributed in
the sample. We conducted all analyses by using the Sta-
tistical Package for the Social Sciences [20].

■ Reliability

Interviewer and rater training included a theoretical
training course in ICD-10/DSM-IV, live and videotaped
K-SADS interviews with non-referred children, and live
K-SADS interviews with child psychiatric patients. The
interviews were videotaped and rated by a second rater.
The entry criterion for the interviewer and the second
rater was 100 % diagnostic agreement on three consecu-
tive videotaped interviews. The second rater reassessed
video recordings of 20 interviews (patients with mixed
diagnoses) during the study period and diagnosed the
interviews according to DSM-IV diagnostic criteria. Ac-
cording to Landis and Koch [12], kappa values for cur-
rent disorders were almost perfect (0.81–1) for ODD and
substantial (0.61–0.80) for MDD and ADHD.
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Results

■ Description of the sample

The sample consisted of 147 boys and 52 girls aged 8–13
years. MDD was found in 33 (16.6 %), ODD in 47
(23.6 %), and ADHD in 71 (35.7 %) children using K-
SADS-PL. These were the most prevalent diagnoses in
the sample. The diagnostic distribution can be seen in
Table 1.

Significantly more girls (29 %) than boys (12 %) had
MDD (χ2 = 7.65; p = 0.006). The comorbid disorders
anorexia nervosa (Fisher’s Exact Test; p = 0.008) and
separation anxiety disorder (Fisher’s Exact Test;
p = 0.021) were significantly more prevalent in the de-
pressed group than in the non-depressed group.

Significantly more boys (42 %) than girls (17 %) had
ADHD (χ2 = 10.35; p = 0.001). OCD (χ2 = 9.78; p = 0.001)
was significantly more prevalent in the non-ADHD
group whereas ODD (χ2 = 15.3; p < 0.001) was signifi-
cantly more prevalent in the ADHD group than ex-
pected.

There was no significant gender difference in the
presence of ODD (17 % girls, 26.5 % boys) and, apart
from the above-mentioned association with ADHD, no
significant differences in comorbidity were found be-
tween the ODD group and the non-ODD group. For fur-
ther description of the sample see Sorensen et al. [18].

■ Major depressive disorder

The diagnoses MDD and “depressive disorder” differ in
the two systems on several points such as number of
symptoms required,number and type of core symptoms
required, possibility for depressed mood to be irritable
mood, and demands of depressed mood to be uninflu-
enced by circumstances.

In all, 33 children had the diagnosis MDD according
to DSM-IV-TR criteria (see Table 2). Eight (24 %) of
these children did not meet ICD-10-DCR criteria for de-
pressive disorder, because they failed to meet the crite-
rion “at least two core symptoms”. Half of these children
had six or seven DSM-IV-TR depressive symptoms and
would, thus, be classified as moderately to severely de-
pressed according to DSM-IV-TR severity specifier.
Thus, using DSM-IV-TR as the gold standard, the ICD-
10-DCR had sensitivity for MDD of 76 % and specificity
of 99 %. Of the 33 children with a DSM-IV-TR diagnosis
of MDD, 31 met the criterion “depressed mood”. Of
these 31 children, 16 (52 %) met the ICD-10-DCR crite-
rion “depressed mood largely uninfluenced by circum-
stances”. This criterion was met significantly more often
by girls than by boys with depressed mood (χ2 = 7.43;
p = 0.006). One (4 %) of 26 children with an ICD-10 di-
agnosis of depressive disorder did not meet DSM-IV-TR
criteria for MDD because the child had only four de-
pressive symptoms.

Among children with a depressive disorder accord-
ing to one diagnostic system, we compared mean age
and gender in the nine cases, in which there was dis-
agreement about the presence of a depressive disorder,
with the 25 cases, in which there was agreement. We
found the group in which there was agreement slightly
older (11.8 vs. 10.3 years; Mann-Whitney test; p = 0.04).
We found no differences with regard to gender (Fisher’s
exact test; p = 0.45) or with regard to any comorbid psy-
chiatric disorder between the two groups.

Five children had a specifier of melancholic features
according to the DSM-IV-TR system. One of these had a
somatic syndrome according to the ICD-10-DCR sys-
tem. No child had a diagnosis of somatic syndrome ac-
cording to ICD-10-DCR without a specifier of melan-
cholic features according to DSM-IV-TR.

Table 1 Diagnostic distribution in the total sample

Diagnosis n

MDD 33

Brief recurrent depression 1

Dysthymia 1

Cyclothymia 1

Separation anxiety 11

Specific phobia 21

Social anxiety 7

Generalised anxiety 21

OCD 21

Adjustment disorder 12

Enuresis 23

Encopresis 12

Anorexia Nervosa 6

ADHD 71

CD 1

ODD 47

Tourette’s syndrome 10

Tics 15

Psychosis 9

Table 2 DSM-IV: major depressive episode vs. ICD-10-DCR: depressive episode

ICD-10-DCR

+ –

DSM-IV-TR + 25 8 33

– 1 165 166

Total 26 173 199
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■ Attention deficit hyperactivity disorder

A total of 71 children had the diagnosis ADHD accord-
ing to DSM-IV-TR. Of these, 17 (24 %) did not have the
diagnosis “disturbance of activity and attention” (F90.0
or F90.1) or the diagnosis “attention deficit without hy-
peractivity” (F98.8) according to ICD-10-DCR (Table 3).
These children all had a DSM-IV diagnosis of ADHD,
primarily hyperactive-impulsive. ICD-10-DCR has no
diagnostic category for these children. Using DSM-IV-
TR as gold standard, the ICD-10-DCR has a sensitivity
for ADHD of 76 % and a specificity of 99 %. One (2 %) of
55 children who had one of the above ICD-10-DCR di-
agnoses did not meet the DSM-IV-TR age criterion for
ADHD.

Among children with a diagnosis of ADHD/“disturb-
ance of activity and attention” or “disturbance of atten-
tion without hyperactivity” according to one diagnostic
system, we compared age and gender in the 54 cases in
which there was agreement with the 18 cases in which
there was disagreement. We found no gender (Fisher’s
exact test; p = 1) or age (Mann-Whitney; p = 0.96) diffe-
rences.

There were no differences in the occurrence of co-
morbid disorders between the ADHD children with or
without a diagnosis of attention problems according to
the ICD-10-DCR.

■ Oppositional defiant disorder

The diagnosis of ODD differs slightly between the two
diagnostic systems. According to ICD-10-DCR, up to
two items from the conduct disorder (CD) section can
be counted as symptoms of ODD. This is not the case in
DSM-IV.

In all, 47 children met DSM-IV-TR criteria for ODD.
All of these children also met ICD-10-DCR criteria for
ODD. One child met ICD-10-DCR but not DSM-IV-TR
criteria for ODD because two of the symptoms belonged
to the symptoms 9–23 in ICD-10-DCR.

Discussion

The disagreements between DSM-IV-TR and ICD-10-
DCR regarding MDD and ADHD were moderate, but
certain important differences were identified.

Regarding MDD, the prevalence of 16 % is higher
than found in clinically diagnosed samples [18, 19], but
equivalent to the prevalence found in systematically as-
sessed samples [7, 10]. DSM-IV-TR included more chil-
dren in the MDD diagnosis than did ICD-10-DCR in the
corresponding diagnostic categories. Half of the chil-
dren with a DSM-IV-TR diagnosis of MDD and no ICD-
10-DCR diagnosis were moderately to severely de-
pressed according to the severity specifier in
DSM-IV-TR. Thus, clinicians using the ICD-10-DCR
may overlook quite a large number of children with clin-
ically relevant depression who are in need of treatment.

The fact that ICD-10-DCR requires depressed mood
to be largely uninfluenced by circumstances meant that
only 52 % of the children with depressed mood accord-
ing to DSM-IV-TR met the criterion of depressed mood
in ICD-10-DCR. We speculate that the criterion that
mood be largely uninfluenced by circumstances should
not be a requirement in children. This is supported by
findings by Patton et al. [15], who found lack of reactiv-
ity as defined by the CIDI in only 56 % of their sample of
depressed adolescents, and by Williamson et al. [23],
who found reactivity present in 41 % of an outpatient
sample of depressed children and adolescents. The find-
ing that depressed mood was influenced by circum-
stances was most prevalent in boys with MDD which is
interesting because so far very few gender differences
have been detected in the clinical presentation of child-
hood depression [11]. To our knowledge, no studies
show whether the number of core symptoms or the ex-
tent to which depressed mood is influenced by circum-
stances influences aetiology, treatment response or
prognosis. Thus, we cannot know which diagnostic sys-
tem is more valid, and future studies should address
these issues.

ICD-10-DCR also included one child in the depres-
sive group who was not included according to DSM-IV-
TR. This child had a mild depressive episode. Thus,
children with a DSM-IV-TR diagnosis of depressive dis-
order may on average be slightly more severely affected
than a group of children with an ICD-10-DCR diagnosis
of depressive disorder, and the certainty with which we
can extend results from DSM-IV studies to children with
mild depression according to ICD-10-DCR may be lim-
ited.

DSM-IV included more children in the ADHD diag-
nosis than did ICD-10-DCR. Children included in DSM-
IV, but not in ICD-10-DCR, all belonged to the subtype
hyperactive/impulsive, because ICD-10-DCR does not
offer a diagnosis covering this constellation of symp-
toms. Additionally, it seems insufficient that no specific

Table 3 DSM-IV: attention deficit hyperactivity disorder vs. ICD-10-DCR: distur-
bance of activity and attention/disturbance of attention without hyperactivity

ICD-10-DCR

+ –

DSM-IV-TR + 54 17 71

– 1 127 128

Total 55 144 199
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diagnostic category exists in ICD-10-DCR for children
with the inattentive subtype of ADHD. These children
are classified in an ill-defined category which may in-
clude very different conditions such as excessive mas-
turbation and thumb-sucking. Accumulating evidence
suggests that subtypes of ADHD differ in areas of de-
mographic characteristics, comorbid symptoms, and
perhaps treatment response [14], and, therefore, dis-
crepancies in this area are very important when inter-
preting results from DSM-IV research. The minor dif-
ference in the age criterion had direct importance in
only one case, but it seems an unnecessary discrepancy
that should be eliminated at the next revision of the cri-
teria. ODD criteria differ only slightly and in a way that
had little clinical implication. Thus, the two diagnoses
are almost interchangeable.

In daily clinical practice, deviations from strict diag-
nostic criteria occur. This may happen after careful clin-
ical consideration and reflects the fact that diagnoses are
man-made categories into which real-life children do
not always fit completely. Such deviations can be clini-
cally meaningful. Nevertheless, implementation of evi-
dence-based medicine can be successful only if findings
from research trials can be extended to the patients
treated. In other words, if a patient does not meet strict
DSM-IV-TR criteria for MDD or ADHD, even if he/she
meets ICD-10-DCR criteria, clinicians must be aware
that the evidence-base for the treatment given is limited.

■ Strengths and limitations

To our knowledge, this is the first study to assess the im-
portance of differing diagnostic criteria in DSM-IV-TR

and ICD-10-DCR regarding the three DSM-IV-TR diag-
noses, MDD, ADHD, and ODD, and their corresponding
ICD-10-DCR diagnoses in a relatively large, mixed child
psychiatric sample. The children’s conditions were thor-
oughly diagnosed by means of a semistructured diag-
nostic interview with both parents and child, usually
considered the most sensitive way of getting diagnostic
information about children [22]. Yet, some limitations
must be taken into account when interpreting these re-
sults. The age groups examined were limited, and no
conclusions can be made about the importance of dif-
fering diagnostic criteria in preschool children and in
adolescents. The sample size may have been too small
for detection of discrepancies occurring rarely. We did
not take into consideration the criterion that criteria for
attention deficit hyperactivity disorder in ICD-10-DCR
must be met in more than one setting. Had this been
possible, larger differences between the two diagnostic
systems might have been found. The focus of this study
was on differences between systems, and we did not at-
tempt to draw conclusions about the validity of diag-
noses. The diagnoses were given by one single inter-
viewer which may introduce a single-rater bias.
However, measures of interrater reliability based on
video recordings suggest that this was not the case.
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