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Psychiatric Diagnoses in Infancy: A Comparison

MARGUERITE DUNITZ, PETER J. SCHEER, ERICH KVAS, AND SUZANNE MACARI
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ABSTRACT: This study investigated the specificity of diagnostic classification in two standardized systems:
DSM-1V and Diagnostic Classification: Zero to Three. A sample of 82 infants aged 1-24 months suffering
from various psychogenic and functional pediatric symptoms was diagnosed applying both systems. For
DC: 0-3 (the Diagnostic Classification on Mental Health and Developmental Disorders of Infancy and
Early Childhood), this study presents results with respect to the specificity of symptom patterns. Twelve
out of 27 symptoms, specific for disorders in early infancy, showed high specificity and were significantly
discriminative for the diagnostic entities. These symptoms were differentiated for frequency and severity
of occurrence for each diagnosis. In the sample, DSM-1V and DC: 0-3 diagnoses were compared. Addi-
tionally, 13 items of biographical-biological data were collected (e.g., low SES combined with very young
or older mothers resulted in an increased risk for psychiatric disorders in early infancy). The data provide
support for the idea that the use of DC: 0-3 in early infancy may be helpful in relation to daily routines
and research by increasing the range of clearly defined diagnostic entities.

RESUME: Cette étude a examiné la spécificité de la classification diagnostique de deux systémes standard-
isés: DSM-1V et la Classification Diagnostique: Zéro a Trois. Un échantillon de 82 nourrissons dgés de
1 4 24 mois souffrant de divers symptdmes infantiles psychogéniques et fonctionnels a été diagnostiqué
en appliguant les deux systémes. Pour DC: 0-3, (la Classification Diagnostique sur les Troubles en matigre
de Développement et de Santé Mentale de la Petite Enfance) cette étude présente des résultats pour ce
qui concerne la spécificité des patterns de symptdémes. Douze des 27 symptémes, spécifiques des troubles
chez la petite enfance, ont présenté une haute spécificité et permettaient une nette distinction pour les en-
tités diagnostiques, Ces symptdmes étaient différenciés pour la fréquence et la sévérité de la fréquence
pour chaque diagnostique. Dans I'échantillon, les diagnostiques DSM-IV et DC: 0-3 ont été comparés.
De plus, 13 points de données biographiques-biologiques ont été recueillis, par exemple, un SES bas associé
a de trés jeunes méres ou & des méres plus dgées a abouti & un risque de troubles psychiatriques plus élevé
dans la petite enfance. Les données confirment que l'utilisation de DC: 0-3 durant la petite enfance peut
gtre utile par rapport aux routines journaliéres et & la recherche en augmentant la portée d'entités diagnosti-
ques clairement définies,

RESUMEN: Este estudio investigd la especificidad de la clasificacion de diagnostico en dos sistemas
estandarizados: DSM-1V y la Clasificacion de Diagndstico: de Cero a Tres. Como muestra, 82 infantes
de edades entre 1 y 24 meses, los cuales sufrian de sintomas sicogénicos y sintomas pedidtricos funcionales,
fueron diagnosticados aplicando ambos sistemas. Para DC: 0-3, (la Clasificacion de Diagnostico sobre
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la Salud Mental y los Trastornos en el Desarrollo Infantil y en los Primeros Afos de Nifiez) este estudio
presenta resultados con respecto a la especificidad de los patrones sintomdticos. Doce de los 27 sintomas,
especificamente para los trastornos en los primeros afios de la nifiez, mostraron especificidad y fueron
significativamente discriminatorios para las entidades de diagnostico. Estos sintomas se diferenciaron por
la frecuencia y la severidad con que cada diagnosis sucedi6. En la muestra, se compararon las diagnosis
de DSM-IV y DC: 0-3. Adicionalmente, 13 piezas de informacién bibliografica-bioldgica se recogieron;
e.g. bajos SES combinados con madres o muy jévenes o mds viejas resultaron en un incremento de riesgo
para trastornos siquidtricos en los primeros anos de la nifiez. La informacién proveyé apoyo para la idea
de que usar DC: 0-3 en los primeros aftos de la nifiez pudiera ser de ayuda en relacién con las rutinas
diarias y la investigacion en cuanto al aumento del espectro de entidades de diagnostico claramente definidas.
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Psychic disorders in babies are a diagnostic challenge. Because many disorders
during the first 2 years of life carry a significant developmental risk, correct diagnosis
is an important prerequisite of any early intervention and treatment (Glaser, Heagerty,
Bullard, & Pirchik, 1968; Woolston, 1988). As Irene Chatoor states, children with
substantial developmental problems and emotional difficulties are sometimes not
assessed and treated until nursery school age. Unfortunately, by the age of 3, the
time of optimal therapeutic leverage may have passed (Chatoor, Schaeffer, Dickson,
& Egan, 1984). Skuse (Skuse, Wolke, & Mathisen, 1987), in a community survey,
found a lack of detection of disorders in infancy and attributed this fact partially
to the insufficiency of diagnostic classification systems for this age group. The lack
of development of specific and adequate diagnostic systems for this age group may
also be related to the psychoanalytical convention of interpreting problems of infancy
from the perspective of adulthood. The newly developed system of Diagnostic
Classification of Mental Health and Developmental Disorders of Infancy and Early
Childhood: “Zero To Three: 0-3” (DC: 0-3; Zero to Three, 1994) attempts to integrate
psychodynamic, developmental, interactional, neurological, and psychiatric aspects
into a new diagnostic system. The use of this assessment tool requires a comprehen-
sive pediatric exam or information, an interview with the primary caretakers, and
observation of the parents interacting with their baby.

The Diagnostic and Statistical Manual of Mental Disorders (DSM-1V; American
Psychiatric Association, 1994), the American standardized psychiatric diagnostic
system, also provides new diagnostic categories for infancy. Nevertheless, the plasticity
and flexibility of the infant’s development as well as environmental influences introduce
questions as to whether and which diagnostic systems can be applied to this age group.
In discussing these topics and possible limitations of DSM-IV for research and clinical
application within the European WHO Study-Group for Standardization of Diagnosis
in Child Psychiatry (Head: MH Schmidt, Mannheim; H. Remschmidt, Marburg)




14 Infant Mental Health Journal

at a conference in Graz, Austria, in Fall 1992, we were asked to design and carry
out a prospective study using the DC: 0-3 system in its latest revision. During the
Regional Meeting of the World Association for Infant Mental Health, which we
organized in Graz, Austria, in May 1993, we were encouraged to incorporate the
DC: 0-3 into a first comparative European pilot study. This paper presents the results
of this study restricted to Axis I (i.e., to psychiatric diagnosis).

DESCRIPTION OF SITE AND RATERS

The team in the Division of Pediatric Psychotherapy and Pediatric Psychosoma-
tics of the Department of General Pediatrics who conducted the study includes 3 psy-
chotherapeutically trained pediatricians, 1 resident, 1 research fellow, 1 clinical psy-
chologist, 2 psychotherapeutically trained schoolteachers, 1 child-psychiatric nurse,
3 pediatric nurses, and 6 psychotherapists in training. This team is in charge of an
inpatient section for psychosomatics and psychotherapy in the second largest Euro-
pean University Children’s Hospital (211 pediatric beds, 103 beds for child surgery
and pediatric orthopedics). The University Children’s Hospital serves an area of 4,000
square miles and 2.5 million people. Our inpatient unit has 14 beds, 4 of which can
be adapted as separate units for mother and child. In these units, we can treat in-
fants under 4 years of age with the luxury of having their mothers in attendance.
About 70-80 infants are referred each year as inpatients with one of their parents
staying with them. Additionally, an Early Infancy Clinic is held once a week on an
outpatient basis and handles approximately 200 infants per year.

Two of the authors (M.D. and P.J.S.) have been ongoing participants of the
Diagnostic Classification Task Force developing the DC: 0-3 system since 1989 and
are working with a committee to study and promote the introduction of DC: 0-3 in
Europe.

METHOD
Subjecis

The study sample of 82 infants was selected from 104 infants referred concur-
rently to our unit in the course of 8 months (July 1993-February 1994) for so-called
interactionally triggered pediatric problems. Criteria for inclusion were: age at refer-
ral 1-24 months, Apgar after 1 minute of at least 8, full term, first born. Criteria
for exclusion were: acute and chronic infectious conditions or diseases, congenital
malformations, complicated perinatal period.

All infants suffered from so-called “functional problems,” for example, feeding
difficulties, sleep disturbances, and/or excessive screaming. One common reason for
referral was the impression of interactional disturbances by the referring colleagues
or by the parents themselves. Referral occurred directly from general practitioners
(12%), pediatricians in private practice (53%), or by other hospitals (35%).

The age of the infants ranged from 9 days to 24 months (mean = 11.67 months)
and the sample included 38 boys (46.%) and 44 girls (54%). In 70 cases, both parents
were available, in 12 cases we could only contact the mother; in 3 of those 12 cases
the fathers were unknown; 64 children had parents who were married, another 6 were
living with both parents, 12 children were brought up by single mothers. Seventy-nine
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infants were of Caucasian origin, 2 were racially mixed (one Filipino-Caucasian, one
Hamite-Caucasian), 1 was African. Thirty-eight patients were assessed on an out-
patient basis, 44 patients were inpatients, of whom 17 stayed in the general baby ward
3-67 days (mean 21.2 days) and 27 with their mothers in the psychosomatic ward
2-54 days (mean 14.2 days). All parents had given informed consent to the study
and to the use of videotaped material for clinical rating and research according to
the declarations of Tokyo and Helsinki.

Procedure

The assessment was organized as follows:

* A first encounter with the baby and its parents consisted of a pediatric-neurological examina-
tion. This included measurement of weight, length, developmental performance, physical screening,
and serologic parameters when necessary. The complaints and symptoms were listed according
to DC: 0-3 t1able 6 in 3 degrees of severity.

Biological-biographical data were assessed: prenatal complications, birth complications, sex, Apgar
5 min., birthweight, gestational age, father’s age, mother’s age.

A play-interaction with the parents was videotaped for a sequence lasting 10-15 minutes,

A feeding interaction was videotaped for 10-15 minutes, both play and feeding interactions ac-
cording to the guidelines of Chatoor (1986).

Socioeconomic status (SES) and marital status were assessed (see Tables 1a and 1b).
This information was obtained by the medical staff and/or the social worker.

The diagnosis of each infant was assigned by the entire clinical team of pediatri-
cians, psychotherapists, and psychologists according to the respective manuals in
DSM-IV and DC: 0-3 at the end of a 3- to 6-hour assessment period, for the most
part completed within 1 week after referral.

Measures and Analysis

The 13 items of biological-biographical data and the list of pediatric symptoms
were gathered in three grades of severity. In our sample, 10 different diagnostic
categories were found. Concurrently, 10 groups arose in both diagnostic systems.
For the correlation of symptoms assessed in the 2 x 10 groups, we used the Spear-
man coefficient of rank correlation for estimating linear dependence between two
variables. Because of the ordinal characteristic of the symptoms using three degrees
of severity, the nonparametrical Kruskal-Wallis H-test (Miller, 1980) was applied.
This test investigares distribution in the whole reference group and allows statistical
comparability, (This means, for example, that sleep problems occurred in many
children in 8 groups but were found to be greater —degree of severity 2 or 3—only
in 3 groups.) Biological/biographical data were tested for normal distribution apply-
ing the nonparametrical Kruskal-Wallis H-test (Tables 2a and 2b).

RESULTS
Tables

Table 2a shows the analysis for the 10 diagnostic groups of DSM-1V. Table 2b
shows the 10 diagnostic groups of the DC: 0-3 system in their respective specific symp-
tom patterns. The values listed following the symptoms indicate the relative frequency
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Table la.
DSM-1V Groups
Mean (std. | k] 4 6 7 8.1 8.2 8.3
Group deviation)* n=6 n=10 n=6 n=6 n=16 n=20 n=7 n=5 p°

Family income  2.35+1.05  2.00° 1.30 283 267 275 245 257 240 0.02

Father's ed. 3.70£1.79 4.17 2.1 360 517 381 3.70 400 500 0.02
Apgar 5 8.124+1.46 7.83 8.00 9.5 817 7.2 8.35 9.00 7.60 0.02
Age 11.6747.56 12.58 11.56 21.00 1517 17.50 8.30 5.14 480 <I0°

*Mean of sample + standard deviation.

p-value of a Kruskal-Wallis H Test (DF: 7).

“Mean in group.

1. Father's education and mother’s education in 7 grades: | = Under 7 vears; 2= 7-11 years;
3 = 12 years (high school grade); 4 = 1-3 years college; 5= 4 years college (graduated), 6 = Master's
level; 7 = Doctoral level.

2. Annual Family Income in § grades: | = <US$10,000; 2 = >US$10,000; 3 = > US$20,000;
4 = >US$30,000; 5 = >US$50,000.

3. Marital status.

4. In Tables 1a and 1b only those items that were shown to be statistically significant are mentioned.

Table 1b.
DC: 0-3 Groups

Mean +std 1 2 4 5 6 7 8 9 10
Group deviation n=8 n=11 n=8 n=5 n=9 n=7 n=10 n=10 n=17 p*
Family income 2.35+1.05 325" 127 225 22 244 228 26 24 264 0.01
Father's ed. 1704179 425 2.1 362 375 4.0 471 44 34 375 0m
Birthweight 667+1.34 638 S98 688 670 678 T4 55 66 747 <107
Apgar § R.124146 675 809 7.2 76 1.88 B.14 K7 82 923<107?
Age 1267+7.67 19.75 968 594 7.1 811 1021 103 206 1853<i0”?

*p-value of a Kruskal-Wallis H Test (DF: 8).

PMean in group.

1. Father's education and mother's education in 7 grades: | = Under 7 years; 2= 7-11 years;
3 = 12 years (high school grade); 4 = 1-3 years college; 5= 4 years college (graduated); 6 = Master’s
level; 7 = Doctoral level.

2. Annual Family Income in § grades: 1 = <US$10,000; 2 = >US§10,000; 3 = > US$20,000;
4 = >US$30,000; 5 = >US$50,000.

3. Marital status.

4. In Tables 1a and 1b only those items that were shown to be statistically significant are mentioned.

of the symptom appearance in the sample in percent. Entering the individual group
columns, the upper value indicates the relative frequency of the appearance of the
symptom in the group in percent. The lower value gives the mean of the degree of
severity (0 = none, 3 = extreme) in the group. The rightmost column gives the p-
value of the applied Kruskal-Wallis H-test.

Graphs

A graphic design was implemented to visually demostrate the “diagnostic destiny”
of each patient in the two different diagnostic systems. Whereas some entities are
stable (for example, post-traumatic stress disorder), others were shown to be very
different in a nonpredictable way. For example, children with developmental disorders
in DSM-IV are found in DC: 0-3 in four different groups: reactive attachment disorder,
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Table 2a.
DSM-1V Groups

1 3 4 6 7 8.1 8.2 8.3
Group n=6 n=10 nn=6 n=6 n=16 n=20 n=7 n=35 p!
Sleep (42.68") 100,00° 5000 33331 5000 4375 2500 5714 60.00 <107
0 1.1 0.5 1.0 1.06 0.35 1.57 1.2
Feeding/eating 16.67 1000 83,33 50.0 75.0 95.0 100.0 0.00 <107
(70.73) 033 222 1.5 1.16 2.0 2.35 2.42 0.0
Poor attachment 33.33 90.0 16.67 16.67 75.00 10.0 42.85 200 <107t
(41.46) 0.5 2.1 0.16 0.33 2.0 0.15 0.42 0.2
Oppositional 0.00 2000 6667  S0.00 3125 200 0.00 0.00 003
(26.82) 0.0 0.4 1:5 0.66 0.56 0.35 0.0 0.0
Attention diff, 33.33 70.00 0.00 66.67 81.25 20.00 28.57 000 <107?
(41.46) 0.5 0.8 0.0 0.83 IS 0.25 0.28 0.0
Separation 66.67 10.00 50.00 1000 31.25 50.0 14.28 2000 <1072
anxiety (41.46) 1.16 0.2 1.33 2.66 0.68 1.0 0.28 0.4
Fearfulness 66.67 50.0 16.67  100.0 12.5 55.0 28.57 0.00 <l10°?
(39.02) 1.16 0.8 0.5 233 0.25 0.8 0.42 0.0
Depressed affect 16.67 100.0 16.67 33.33 12.5 5.00 0.00 0.00 <107t
(20.73) 0.16 2.1 0.33 0.33 0.25 0.05 0.0 0.0
Unrelated autistic  16.67 90.0 0.00 0.00 81.2 5.00 0.00 0.00 <10°*
(29.26) 0.16 1.2 0.0 0.0 2.12 0.05 0.0 0.0
Motor developm.  16.67 50.0 0.00 33.33 81.25 15.00 0.00 0.00 <107}
delay (30.48) 0.33 0.7 0.0 0.5 1.68 03 0.0 0.0
Others (24.39) 16.67 60.00 0.00 0.00 12.5 10.00 0.00 1000 <107t
0.16 1.8 0.0 0.0 0.37 0.2 0.0 3.0

*p-value of a Kruskal-Wallis H Test (DF:7).

PRelative frequency in the sample of the appearance of symptom in %.
‘Mean of degree of severity in group (0 = none to 3 = extreme).
“Relative frequency in group of the appearance of symptom in %,

anxiety disorder, disorders of relating and communicating, and regulatory disorders
types 11I-1V. This is due to a different hierarchy and different emphasis on topics
of attachment and bonding within the decision tree of DSM-IV and DC: 0-3,
respectively.

Figures 1 and 2 show the shift of infants within the two comparative diagnostic
systems. Figure 1 is based on the DSM-IV diagnosis (left column) and shows the
distribution of the same infants in DC: 0-3 (right column). Figure 2 is based on the
DC: 0-3 (left column) diagnosis and shows the distribution of the same infants in
DSM-1V (right column).

What is demonstrated on first sight is the relative stability of infants in the two
comparative systems in the various categories: adjustment disorders, post-traumatic
stress disorder (PTSD), and reactive attachment disorder. This finding contrasts, for
example, to the regulatory disorders—a basically new concept for standardized
diagnosis used in DC: 0-3 —which categorize infants subsequently from four other
categories in the DSM-1V. For example, the 6 infants diagnosed as sleep disorders
in Figure 1 (left column) divide up into 5 of the 7 sleep disorders of DC: 0-3 (right
column) and one infant who ended up as a regulatory disorder type I, because its
sleeping problem was assessed as a single symptom combined with others as part of
a problem of regulation. In Figure 2, 1 of the 7 sleep behavior disorders (upper left
column, group #1) in DC: 0-3 was diagnosed as separation anxiety disorders (group #6)
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Table 2b.
DC: 0-3 Groups
1 2 4 5 6 7 8 9 10
Group n=8 n=18 n=8 n=5 n=9 n=7 n=10 n=5 n=17 p*
Sleep (42.68)" 37.50° 4545 5000 20,00 3333 1000  40.00 60.00 2941 <107?
1.0¢ 1.0 1.5 02 066 3.0 0.8 1.0 0.41

Feeding/eating 87.50 90,90 7500 60.00 7777 1428 1000 4000 70.58 <10~°
(70.73) 2.25 19 187 1.4 2.0 028 08 0.8 1.41

Poor attachment  87.50 81.81 1250 000 3333 2857 4000 6000 17.64 <107*
(41.46) 2.5 2.0 025 00 066 028 06 1.2 0.23

Exc. tantrums 3750 9.09 3750 000 000 1428 3000 60.00 47.50 0.03
(26.82) 1.12 0.09 075 00 0.0 0.4 05 1.6 1.1

Oppositional 17.50 9.09 1250 000 000 000 4000 8000 5294 <l107?
(26.82) 0.87 0.8 025 00 0.0 0.0 0.7 1.0 1.29

Attention diff. 87.50 54.54 2500 20,00 5555 42.85 3000 8000 11.76 <l10°?
{41.46) 1.87 063 037 04 088 042 03 1.0 .11

Separation 2500 9.09 1250 4000 1111 71.42 70.00 1000  47.05 <10~}
anxiety (41.46) 0.5 0.18 025 1.0 0.11 142 1.6 28 1.0

Fearfulness 2500 3636 6250 400 0.00 S7.04 7000 6000 2352 0.03
(39.02) 0.5 054 134 08 0.0 1.14 1.0 1.2 035

Depressed affect  25.00 8L1.81 1250 2000 000 1428 20000 000 588 <l07*
(20.73) 0.5 172 012 02 0.0 0.14 03 0.0 0.11

Unrelated, 100.00 §1.81 1250 2000 4444 000 1000 000 0.00 <10°*

autistic (29.26) 2.75 1.27 0.12 0.2 1.0 0.0 0.1 0.0 0.0
Motor developm. 100.00 54.54 12,50 40.00 4444 1428 10.00 20.00 0.00 <1074

delay (30.48) 2.0 0.81 0.25 0.8 1.0 0.14 0.2 0.4 0.0
Developm. delay 100.00 63.63 12.50 0.00 4444 1428 10,00 40.00 0.00 <l0°*
language (30.48)  2.62 1.0 0.37 0.0 0.88 0.14 0.1 1.2 0.0

*p-value of a Kruskal-Wallis H Test (DF: 7).

"Relative frequency in Sample of the appearance of symptom in %.
“Mean of degree of severity in group (0 = none to 3 = extreme).
“Relative frequency in group of the appearance of symptom in .

in DSM-IV because this problem was predominant. The seventh infant was diagnosed
as feeding disorder (group #8.2, right column) because the feeding problem had been
given priority above the sleeping problem. Every child was given only one single diagnosis.

DISCUSSION

The specificity of symptom patterns for diagnostic entities was the main focus of
this pilot study. Pattern specificity was shown to be reliable and significant for nearly
all groups. The study was done on a relatively small clinical population in terms of
statistical relevance, but adequately large in terms of the occurrence of these disorders
in early childhood. DC: 0-3 offered some completely new categories that were incom-
patible with DSM-IV as they came from a different background.

A comparison of two basically different systems has certain scientific limitations
that must be considered:

* Both systems are dealing with psychological problems in babies, but they are using different approaches

so that the comparison can only be based on observations.

¢ The classification items are different and so are their manuals. Therefore, the comparison of the systems
has to look first at the relation of diagnosable vs. undiagnosable children and second, at the appear-
ance of a disordered child in each system. A scientific comparison of the quality of the two manuals
with respect to each other is not considered by the authors with the help of the presented study design.
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* A comparison of diagnostic systems usually refers to construct validity, sensitivity, and other implicit
factors of psychological methodology. We have investigated the clinical practicability and the impact
on scientific communication of the tools more than their internal validity.

Our work-up is based on a clinical population referred mostly for feeding, eating, and sleeping prob-
lems. A control group of healthy children has not been used, in order to exclude the possibility of
diagnosing pathology in a “healthy” population.

Our examination of this clinical sample has revealed a clear diagnostic “fit” for some
classification groups: developmental disorders (mental, pervasive, and specific) are defined
clearly by symptoms in both systems and appears to be suitable for infants with disorders
in this domain. The subgroups #1 - #6 DSM-1V are also well defined and show symptom
specificity.

The introduction of the DC: 0-3 category “regulatory disorder” is useful especially
for pediatricians. Quoting the DC: 0-3 manual: “They are characterized by difficulties
the infant has in regulating physiological, sensory, attentional, motor or affective pro-
cesses, and organizing a calm, alert, or affectively positive state.” Whereas one could
argue that this category is at risk to combine children with many different diseases,
resulting in a false impression of interpreting these infants as a homogeneous group,
the manual argues: “There is a longstanding assumption and growing evidence that fussy
or difficult infants are, at least in part, the way they are due to constitutional and early
maturational patterns. However, it is also recognized that the early caregiving patterns
can exert considerable influence on how these constitutional and maturational patterns
develop and become part of the evolving personality of the child.” The background
paragraph is concluded by: “As interest in these children increases, it is important to
systematize the descriptions of the presumed involved sensory, motor, and integrative
patterns.”

As pediatricians, we have found these new diagnostic opportunities with DC: 0-3
intriguingly well matched for very young infants for whom a diagnosis in DSM-IV had
not been assignable at all. For example, Robert, a small boy 5 weeks old, was described
by his already distressed parents as being very awkward, fussy, hard to please, hypersen-
sitive to tactile stimulation, and having very short periods of sleep. He was quite normal
in development, focusing and relating well when examined in a “good moment.” This
picture matches well for regulatory disorder, type I. Robert could not be categorized
sufficiently in the DSM-IV. Another positive advantage is offered by DC: 0-3 for the
common circumstance of feeding problems. Focusing only on the feeding disorder as
the cardinal problem, one might overlook infants whose problems may also include
difficulty in eating, together with other problems of temperament, including variability,
conduct, or regulating capacity,

As to the regulatory disorders type 11, we can see that, especially in the first months
of life, the term “mental retardation” or “developmental disorder” can in some cases
by described by the less negative term of underreactive or motor processing regulation.
In this way, the physician is forced to provide a differentiated rating of the infant’s abilities
in various sensory systems. Also, the term offers a more positive perspective. If, sup-
ported with therapeutic interventions, for example, a specific program of sensory ac-
tivation is offered, the result may be an improvement in prognosis. As the infant grows
older, the termn mental retardation or developmental disorder will become a less com-
mon alternative to regulatory imbalances and will need to be described separately in
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DC: 0-3. It may well be that many children suffering from different diseases may be
covered within this group.

A trend can be found within the regulatory disorders types III-1V: These split up
mainly into the developmental disorders group of DSM—IV, whereas the regulatory
disorders types I and II divide up mostly into the feeding disorders of DSM-1V. Because
the DC: 0-3 manual demands priority for regulatory disorder above eating behavior
disorder, the large group (n = 27) of feeding disorders in DSM-IV is largely diminished
to only ten cases. We can see that the group identified as “disorder of relating and com-
munication” (group #6, DC: 0-3) is incorporated completely in “developmental disorders”
(group #7, DSM-IV) with the addition of the group of regulatory disorders types III
and 1V. The specification of pervasive developmental disorders, especially the identification
of PDD-autism, has not been a main focus in the comparative study design and, there-
fore, potentially will be diagnosed too often because DC: 0-3 regulatory disorders can
distinguish children having severe processing difficulties who are fine on relating and
cognition in contrast to the PDD-NOS group.

The issue of which classification system does a better job at predicting etiology,
outcome, or response to treatment has not been addressed in this study design. Addi-
tional research is needed to investigate such differentiated, but important, dimensions
of diagnostic classification systems.

CONCLUSION AND CLINICAL IMPLICATIONS

Multiaxial diagnosis in any system forces us to consider different kinds of findings:

s 2 closer look at presenting symptoms, their pattern, their possible specificity;
» a closer look at the infant's personality, style of temperament, and regulatory patterns;
¢ a closer look at the infant's level of functioning and of relating;

* acloser look at the infant's immediate caregivers and their mutual relationship to the infant and with
each other; and

* a closer lock at the psychosocial situation characterizing the baby’s environment,

Applying standardized rating systems such as DSM-IV and new systems such as
the DC: 0-3 teaches us to think in organized and systematic ways on different levels
and in different “realities” in our daily work. We saw infants whose presenting problem
was matched better in one system or described and explained better in the other.

Correct standardized codability for psychodyamically related disturbances in infancy
is an important condition for comprehensive understanding of the complex and multi-
dimensional background of many disorders of infancy presenting as functional pediatric
problems. The relevance for all therapeutic interventions must be based on reliable
diagnostic classification systems, for which DSM-1V and the DC: 0-3 systems open new
pathways.
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