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ABSTRACT 

Context: Functional impairment is a necessary criterion for most DSM IV disorders, for determining need for services, 
for evaluating the effectiveness of treatment and for reimbursement of mental health services. It is also an important 
predictor of mental health service utilization in children. Presently the diagnosis of impairment on axis V of DSM IV 
makes it difficult to disentangle symptoms and functioning. Furthermore, clinicians are required to consider familial and 
contextual issues in assessing child impairment, but no specific guidance or guidelines to accomplish this are offered. 
Conclusions: Given these limitations, a new conceptualization of impairment in functioning based on a modification of 
the International Classification of Functional Disability and Health for Children and Youth (ICF-CY) is recommended. 
A new instrument, the Child WHODAS, which is being considered for inclusion in the new edition of DSM 5, is de- 
scribed. This instrument is a disability measure based on the ICF-CY for ascertaining disability in functioning. 
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1. Introduction 

There are limited resources available for mental health 
service. Managed care payers attempt to restrict services 
to those who in their judgment “really” need them, 
thereby containing costs and increasing the companies’ 
profit margins. To determine need managed care and 
insurance companies purportedly follow criteria estab- 
lished by Public Law 102 - 321 by which mandates the 
provision of mental health services only for children who 
have severe emotional disturbance (SED), defined as 
children who meet DSM IV diagnostic criteria [1] for 
mental disorders who also have substantial impairment in 
functioning [2]. Of significance is the fact that this legis- 
lation separates disability from psychopathology Thus, 
the classification of functional impairment (from now on 
called disability) associated with psychiatric disorder has 
become a necessary requirement for the reimbursement 
of mental health services and a necessary criterion for the 
allocation of resources.  

In this paper we discuss several aspects of mental 
health disability in children including the functional dis- 
ability requirement as an important construct for deter- 
mining need for mental health services in children and 
for determining a DSM diagnosis, In addition we de- 

scribe a new instrument which is being considered for 
inclusion as a disability measure based on the Interna- 
tional Classification of Functional Disability and Health 
for Children and Youth (ICF-CY) [3] for ascertaining 
disability in functioning in the new edition of DSM 5. 

Central to the discussion of these issues is a clear and 
operational conceptualization of functional disability. We 
propose a definition based on the classificatory system of 
the ICF-CY, by which disability refers to decrements in 
bodily functions (both physiological and psychological) 
which are manifest at the individual level as activity 
limitations (difficulties the child may have at executing 
activities) and at the societal level as resulting in restrict- 
tions in participation or problems the child may have in 
typical life situations such as at school, or with peers, 
with his/her family and in the community at large [3].  

2. Importance of Ascertaining Functional 
Disability for Determining Need for  
Mental Health Services 

Since the advent of DSM III [4], the designation of a 
mental disorder has included disability or functional im- 
pairment in order for a disorder to be considered as pre- 
sent. However, clinicians and researchers have been lax 
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in their consideration of this disability criterion when 
assigning diagnoses. Indeed, the very high rates of child 
psychiatric disorders (around 49%) reported by many 
population based epidemiology studies that were based 
on the DSM III and DSM III R nosology have been held 
by many to be largely the result of not requiring any im- 
pairment or disability when considering caseness [5,6]. 
Concerns about these high rates of disorder likely the 
result of “false positives” led to a greater emphasis on 
disability (called impairment previously) in DSM IV 
which made impairment or distress an explicit require- 
ment by including it as a separate and necessary criterion 
for many disorders [7]. As a result of this greater empha- 
sis on disability most population based epidemiologic 
studies that used the DSM IV criteria observed much 
lower rates of child psychiatric disorder (ranging from 
17% to 20%) than had been reported previously [8-12]. 

In addition to the problem of inflated (perhaps unbe- 
lievable) rates of disorder when impairment or disability 
is not considered considerations on functional disability 
by both DSM IV and researchers is also critical because 
declines in functioning, unexpected behavioral deviations 
and disruptive behavior are the most common reasons 
that mental health services are first sought for children 
and adolescents [13-15]. Disability in functioning is 
more likely to lead parents to take their children into 
treatment than is a diagnosable psychiatric disorder [9,16] 
and perception of disability appears to be more signifi- 
cant than diagnosis in predicting service utilization [9,13]. 
These results indicate that a caregiver’s decision to seek 
care requires an awareness of the child’s functioning. 

It has also been reported that when a child meets crite- 
ria for more than one disorder, clinicians are more likely 
to treat the most impairing disorder first [17]. Moreover, 
prospective studies show that it is the level of disability 
and not symptom presentation that predicts adult out- 
comes [17]. Improvement in functioning is the main di- 
agnostic outcome used for determining the effectiveness 
of any mental health intervention, and the litmus tests 
that society uses to evaluate the intervention. Identifying 
limitations in functioning in a child provides important 
information potentially useful for planning and imple- 
menting service interventions [18]. 

Thus, it appears fitting that a determination of “need 
for services” should rest substantially on the individual’s 
level of functioning and disability. A child may experi- 
ence significant symptoms of a psychiatric disorder that 
result in little or no functional disability. Conversely a 
child can have rather severe functional disability with 
relatively few symptoms, lending support to the notion 
that psychiatric symptoms and functional disability are 
two distinct domains of an individual’s psychiatric pres- 
entation [19], of which clinical disability seems to be of 
greater clinical relevance. Several studies have shown 

that there is a group of children with significant disability 
that lack sufficient symptoms to meet symptom criteria 
for a specific disorder [20,21]. An emphasis on func- 
tional disability can result in early intervention for chil- 
dren at risk of significant morbidity and prevent delaying 
an intervention until after significant morbidity has oc- 
curred.  

3. The Need for a Measure for Ascertaining 
Functional Disability in the Forthcoming 
DSM 5 

While criteria for establishing the symptom criteria for a 
DSM IV disorder are well established [1], the decision of 
what constitutes substantial disability in social, occupa- 
tional or other areas of functioning is variable and left up 
to the interpretation of the clinician or investigator using 
the manual. As noted, virtually no guidance was offered 
by DSM IV as to the operationalization of disability nec- 
essary to warrant a psychiatric diagnosis. In spite of the 
fact that research has demonstrated that symptoms and 
functional disability are clear-cut and distinct domains, in 
practice, the DSM combined symptoms and functioning 
in a way that made it difficult to disentangle the con- 
structs.  

As noted above, in DSM IV many diagnoses include 
an “impairment” criterion to assign diagnosis. However, 
this assumes that the clinician or patient (or in the case of 
children, the parent and/or child and/or teacher) can cor- 
rectly attribute the cause of the patient’s impairment as 
being the symptoms from the diagnosis being assigned. 
As it turns out, this is a difficult task. That is, is it the 
patient’s depression that is causing him to not perform 
well at school OR might it be his anxiety or his attention 
deficit disorder? Bird et al. [22] found that it was diffi- 
cult for children and their parents to make accurate attri- 
bution of impairment to specific symptoms- in subjects 
who had comorbid diagnoses, if same impairment would 
be endorsed for each of the diagnoses. It is unclear at this 
point whether DSM 5 will keep or drop this criterion.  

In addition to considering the impairment criterion in- 
cluded as one of the criteria for most disorders, when 
using the DSM IV TR [23] clinicians are asked to con- 
sider measuring children’s impairment in functioning 
with the Child Global Assessment in Functioning (C- 
GAS) provide an overall rating of impairment for Axis V, 
using the Global Assessment of Functioning Scale (GAF). 
For the GAF, the clinician picks a single number from 1 
to 100 on a hypothetical continuum of mental health- 
illness to indicate overall functioning. This scale was 
adapted from the Global Assessment Scale (GAS, [24] 
and the corresponding child scale, the CGAS, adapted by 
Shaffer and colleagues [25], so that it could be used for 
all ages. The GAF requires clinicians to assess not only 
functioning in different life domains, (e.g., family, social, 
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academic/occupational) but also includes psychological 
functioning which confounds functioning with the ex- 
pression of psychiatric symptoms and behaviors (e.g., 
suicide attempts, manic excitement). Thus, we, agree 
with other investigators that the GAF is not an inde- 
pendent measure of disability [26,27]. 

Further, the instructions for use of the scale offer no 
specific guidance as to how clinicians or investigators 
can accomplish this task, except that “functioning due to 
physical (or environmental) limitations should not be 
considered. This represents a challenge for both since the 
focus of the DSM was to describe psychiatric disorders 
and not to develop a classification of functional disability. 
On the other hand, the adult ICF [28] and youth ICF-CY 
[3] and were designed specifically as a classificatory 
system of disability and consequently provide the clini- 
cian with criteria that offer guidance for assessing and 
recording different types of disability and the contextual 
factors that might significantly contribute to the presen- 
tation, occurrence and outcome of mental or physical 
disabilities [29]. These systems recognize that “one size 
may not fit all” by having a separate system for youth. 
An example related to children would be code Z61.3 
“Events resulting in loss of self-esteem in childhood” 
[30]. The implementation of the ICF-Y has been done 
mostly with physically or developmentally disabled chil- 
dren [31] however, and its applicability to children with 
mental disorders, has been very limited because of the 
lack of a valid tool to measure disability in children 
based on this classificatory system. 

The major obstacle in developing appropriate meas- 
ures of children’s disability has been due, to a great ex- 
tent, to the absence until recently [3] of an international 
classificatory system of impairment that could serve as 
foundation for the development of an impairment in- 
strument. There was also the need to adapt the ICF-CY to 
make it applicable to children with mental health prob- 
lems or disorders. A recent review of child measures of 
disability reported by Simeonsson and colleagues [31] 
demonstrated that most of these measures were not based 
on the current ICF-CY. Until now, the only measure 
based on the current ICF [28] was the World Health Or- 
ganization Disability Assessment Schedule (WHODAS 
II) for adults [32,33], with no similar measure for chil- 
dren; in spite of the fact that an important requirement 
for research studies was the availability of assessment 
tools that empirically appraise disability. 

4. A New Instrument for Assessing  
Functional Disability for Children  

Like adults, children with chronic conditions such as 
severe emotional disturbance, vary greatly in their ability 
to perform in different contexts. Conversely, the contexts, 

culture and environment in which children’s lives unfold 
affect their functioning [18]. The nature of a child’s en- 
vironment is different from those of adults: in early child- 
hood, the child’s environment is largely controlled by 
parents, so that child/caregiver’s relationships and family 
environment are important components of the context in 
which the young child functions. As the child ages, school 
becomes an important context at this is where the child 
spends most of his/her days. Finally, as adolescence ap- 
proaches both peers and the community at large become 
much more salient.  

A new instrument to measure child disability, the 
Child WHODAS II, has been developed that contains 
domains related to these varying contexts and is based on 
the assumption that cultures and contexts vary and are 
important to consider in assessing functional disability. 
The Child WHODAS II was adapted for children from 
the adult WHODAS II [33] by the DSM 5 Impairment/ 
Disability workgroup [34] of which one of the authors 
(GC) of this paper belongs and another (PF) serves as an 
advisor. The adaptation process included making sure 
that the items could be well understood by children and 
their families, and that the items were consonant with the 
basic assumptions of child disability described in the 
ICF-CY [3].  

The child WHODAS II conceptualizes functional dis- 
ability as resulting not only from a medical or mental 
health condition inherent to the individual but from the 
interaction of the individual’s health or mental health con- 
dition with environmental/contextual factors and changes 
related to developmental stage [31]. While the DSM IV 
required that the disability observed in the child resulted 
from the symptoms of the specific disorder, an attribution 
that many parents, particularly low education and minor-
ity parents, could not make reliably [35], in the ICF-CY 
and consequently in the child WHODAS II, functional 
disability is a separate construct from the disorder or ill- 
ness and does not necessarily have to occur as a result of 
the same.  

Furthermore, the conceptualization of the workgroup 
of disability in children as well as that of the ICF-CY takes 
into consideration that growth and functioning change 
rapidly in the developing child and that disabilities may 
be more difficult to ascertain than in adults particularly 
for young children who may lack the necessary cognitive 
development to serve as an informant of his/her disabili-
ties [36]. For this reason, the child WHODAS II has two 
versions, one to be completed by parents about their 
children ages 0 to 17 and another parallel form for youth 
12 years and above to complete about themselves. In 
addition, there is a clinician version. Consonant with the 
ICF-CY, the three versions of the child WHODAS assess 
the following domains: understanding and communicat- 
ing, getting around (mobility), self care, getting along 
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with people, life activities (school and non-school), par- 
ticipating in society. The time frame for all three versions 
is the last 30 days. 

Parent and Youth Version: The parent and the youth 
versions begin with a global rating of overall health in 
the past 30 days, rated on a five point scale (very good, 
good, moderate, bad, and very bad). This is followed by 
34 items divided across the different domains as follows: 
understanding and communicating—6 items; getting 
around—5 items; self care—4 items; getting along with 
people—5 items; life activities—4 items for non-school 
and 5 items for school; participation in society 5 items. 
For each the respondent considers the level of difficulty 
on a five point scale (none, mild, moderate, severe, ex- 
treme/cannot do). At the end of the questionnaire the par- 
ticipant is asked to provide an overall rating of how 
much his/her difficulties interfered with the child’s life 
(using the same five point scale), the number of days (or 
the last thirty) the difficulties were present, the child was 
unable to carry out usual activities or the child had to cut 
back on usual activities, how many days the child was 
late for school and missed school and number of days 
absent from school and late to school. 

Clinician Version: The clinician version also begins 
with an overall rating of the patient’s health rated on a 
five point scale ranging from very good to very bad. This 
is followed by 7 items, one for each of the domains spelt 
out above on which the clinician makes an overall rating 
as to level of difficulty using the five point “none” to 
“extreme/cannot do” scale described above. Two addi- 
tional ratings about how much the difficulties caused 
interference in the patient’s (or family’s) life and how 
much the difficulties had been a drain of the financial 
resources of the family are also made by the clinician. 

5. Conclusions and Recommendations for 
Future Research 

The present proposal of the DSM 5 impairment work- 
group is to substitute the GAF recommended by the 
DSM-IV-TR [23] with the child WHODAS II in order to 
assess disability in children. The test-retest reliability of 
the new instrument and its acceptability and usefulness 
for clinical planning is presently being tested as part of 
the DSM 5 field trial, of up to 1000 child and adolescent 
patients being carried out by four academic centers in the 
mainland United States. There is a need though to test the 
psychometrics of the instrument in other cultures and 
contexts different from the United States mainland.  

In summary, classification systems and measures of 
disability should provide a basis for determining need for 
services, providing appropriate treatment interventions, 
addressing parental concerns and providing equity in the 
allocation of services. We feel that the Child WHODAS 

II has the potential to achieve these goals, particularly if 
future studies test the psychometric properties of the in- 
struments in other cultures and contexts. However, clas- 
sification is a tool and its usefulness or lack there of de- 
pends for whom and under what circumstances the 
measure is used. The recognition of researchers, educa- 
tors and policymakers of the need to use a measure based 
on a classification of disability within the ICF-CY model 
that takes into consideration individual needs in interact- 
tion with contextual, family and cultural factors is im- 
portant to avoid stigmatizing, labeling, and under or over 
diagnosing children with disabilities [36].  

Cost-containment strategies will be emphasized and 
enforced by payers during the next decade, and greater 
demand for children’s disability measures will come into 
effect. Having explicit criteria that facilitate identifying 
children in terms of disability and adjustment will be 
critical. Making sure that we have a global rather than an 
ethnocentric perspective in our measurement and criteria 
development is crucial. 
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