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Foreword

Developmental psychopathology is the new child on the block. As yet not an overly sturdy
child, but one clearly out of the cradle, an active toddler and an enterprising explorer of the
boundaries of its province. It wasn’t always so.

Only 15 years ago Thomas Achenbach in publishing the first edition of his book used a
recently coined title, Developmental Psychopathology, and began the volume with a
provoking first sentence: ‘‘This is a book about a field that hardly exists yet.”” Seven years
later when the second edition appeared, that sentence had been deleted. In place of the
original 13-page chapter, on the ‘‘Developmental Approach to Psychopathology in Chil-
dren,’’ there was a 40-page chapter focused on the biological, cognitive, social-emotional,
and educational perspectives in development, together with a lengthy account of develop-
mental periods and an integrative statement on the constituents of a developmental
framework.

Other signs and symptoms began to appear. Child Development, a doyen for develop-
mentalists, devoted a special issue, under the guest editorship of Dante Cicchetti, to an
emergent developmental psychopathology. This year saw the publication of a new journal,
Development and Psychopathology (1989), edited by Cicchetti and Nurcombe. And attend-
ees at recent meetings of the Society for Research in Child Development can attest to the
growing interest of the membership in the linkage of development and psychopathology as
seen and heard via posters, symposia, and guest speakers.

Now there comes another milestone, this Handbook of Developmental Psycho-
pathology which readers will quickly identify as a gateway volume to a new interdisciplin-
ary basic and clinical science. The discipline is sufficiently youthful that definitions as to its
contents and course may vary even as promulgated by several of the contributing authors to
this volume. Some examples:

. . a general approach to understanding relations between development and its maladaptive devia-
tions (Achenbach).

Developmental psychopathology is the study of the prediction of the development of maladaptive
behaviors and processes (Lewis).

. . normal development gone awry . . . the search for understanding is conducted at the interface
between normal and abnormal development (Wenar).

A developmental perspective on the study of psychopathology takes into account the continuities and
discontinuities between normal growth and psychological disorder, age-related changes in modes of
adaptation and symptom expression, behavioral reorganizations that occur around salient developmental
challenges, internal and external sources of competence and vulnerability, and the effects of development
on pathology and of pathology on development (Attie, Brooks-Gunn, and Petersen).
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Actually, these and other authors in their chapters provide case and research examples
that reflect a commonality of definition not unlike the editorial commentary written by
editor Cicchetti on the first page of the first issue of the first volume of Development and
Psychopathology.

The emphasis is thus placed on the developmental course of disorder, but always in
relation to non-disordered behavior as well. There is interest too in the origins of disordered
behavior that may not appear clinically until adulthood. Differential diagnoses, treatment,
and prognosis, while important, are to be viewed contextually against the background of
development. ‘‘The developmental psychopathologist,”’ these authors note, *‘is concerned
with the origins and time course of a given disorder, its varying manifestations with
development, its precursors and sequelae, and its relation to non-disordered patterns of
behavior.”” This last phrase is particularly important, for as Sroufe and Rutter (1984) earlier
noted, developmental psychopathologists are equally interested in children who may evi-
dence precursors of a disordered behavior pattern, yet fail to develop the disorder proper, as
well as those who in time manifest the complete pattern of pathology.

This orientation to two groups, those who actualize their risk potential and others who,
despite equivalent risk status, escape disorder, accords centrality to the concepts of risk and
protective factors, elements which reflect the province and contributions of epidemiology.
For Sroufe and Rutter, risk research is in many ways ‘‘the paradigmatic developmental
psychopathology’’ with its emphasis on longitudinal study and differentials in the develop-
mental course of at-risk subjects, control, and comparison groups. The significant contrasts
are with those who go on to develop the disorder as opposed to those who do not. Those who
escape disorder spur the search for so-called *‘protective’” factors that operate to contain
risk. Such exemplars can provide a deepened understanding of development, and in time,
an empirical basis for primary prevention efforts. Thus the significance of contrasts of
clinically disordered children and adults with their more adaptive counterparts lies in
providing new insights into variants that reflect individualized biogenetic, familial, en-
vironmental, and personality elements. Thus, one can anticipate research programs of the
future that will reflect the multiplicity of sciences that contribute to the role of development
in psychopathology.

This handbook, in part, demonstrates this hoped-for catholicity of viewpoints. In
terms of coverage, the 37 chapters of this volume attend to the major disorders set forth in
DSM-III-R under the heading of ‘‘Disorders Usually First Evident in Infancy, Childhood,
or Adolescence.’’ In many instances the effort has been made (with varying degrees of
success) to provide a developmental emphasis in relation to these diverse disorders. But the
constraints when these are evident are less author-imposed than they are field-imposed,
reflecting the status of a classification system often devoid of a developmental focus. To
bolster the effort the editors have wisely organized multiple chapters around a given
disorder to provide a needed diversity that typically is absent in psychiatric texts. For
example, attention deficit disorder is discussed in chapters by Barkley (“* Attention Deficit
Disorders: History, Definition, and Diagnosis’’), Campbell (**The Socialization and Social
Development of Hyperactive Children’’), and Deutsch and Kinsbourne (“‘Genetics and
Biochemistry in Attention Deficit Disorder’”).

Conduct Disorder provides even more diversity, via six chapters that brook across the
disorder and provide research reviews on ‘‘Behavioral Genetics and Aggressive Behavior
in Childhood’’ (Plomin, Nitz, & Rowe), ‘‘The Learning of Aggression’’ (Perry, Perry,
& Boldizar), ‘“‘The Stability of Aggressive Behavior’” (Eron & Huesmann), ‘‘Morality
and Conduct Disorders’’ (Smetana), and ‘‘The Development of Prosocial Behavior versus
Nonprosocial Behavior in Children’’ (Eisenberg & Miller).

Anxiety disorders are given a similar outreach in chapters on their ‘‘Nature and
Development’’ (Miller), ‘‘Separation Anxiety’’ (Crowell & Waters), ‘‘Test Anxiety in
the School Setting”” (Wigfield & Eccles), ‘‘Posttraumatic Stress in Children following
Natural and Human-Made Trauma’’ (Davidson & Baum). To this array I would add the
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significant chapter by Kagan on the ‘‘Temperamental Qualities of Inhibition and Lack of
Inhibition,”’ particularly in light of recent accounts of behavioral inhibition in children of
parents manifesting panic disorder and agoraphobia (see Rosenbaum et al. in the May, 1988
issue of the Archives of General Psychiatry).

Depression too is given a broad canvas with superb chapters by Cantwell (*‘Depres-
sion across the Early Life Span’’), Miller and Birnbaum (‘‘Etiological Perspectives on
Depression in Childhood’’), Burke and Puig-Antich (‘‘Psychobiology of Childhood De-
pression’’) and Rehm and Carter (‘‘Cognitive Components of Depression’’).

I hesitate to single out any individual chapters, given the breadth and depth of this
excellent volume, but to the reader interested in the efforts to link contexts of development
to institutional settings and to treatment potential for behavior disorder in children, 1
strongly recommend Landesman’s chapter ‘‘Institutionalization Revisited: Expanding
Views on Early and Cumulative Life Experiences,”” as well as Meyers and Cohen’s
‘“‘Cognitive Behavioral Approaches to Child Psychopathology: Present Status and Future
Directions.’’

In several ways Landesman exemplifies the power of a developmental focus in relation
to individual adaptation to institutional experiences and environments. I find a tie to the
critical attributes of a developmental psychopathology contained in her commentary on the
predictive features of institutions. Landesman emphasizes the functional characteristics of
the child’s care-providing environment, such as the quality and amount of social interac-
tion, the presence of developmentally appropriate activities, and the variety of choices
available to the children. These she asserts are more important in terms of consequences for
the child than are the usual structural characteristics such as the size of the facility, the ratio
of adult staff to children, etc. In this regard I commend to the reader similar observations by
Trudy Festinger in her volume on the consequences of foster care for disadvantaged
minority youth (Festinger, 1983).

This emphasis on institutional climate has its parallel in renewed efforts to study the
impact of school climate on the development of competence in children from disadvantaged
environments (see Comer, 1980; Mortimer, Sammons, Stoll, Lewis, & Ecob, 1988 Rutter,
Maughan, Mortimer, & Ouston, 1979).

Here the joint power of environmental and individual variation serve as co-influencing
factors in the patterns of children’s adaptation. Although not an uncommon event it is an
understudied one now being redeemed by the efforts of developmental researchers to look
both at the ‘‘haves’’ and the ‘‘have-nots’’ under conditions of equivalent disadvantage.

Another chapter in this superb volume that is required reading is Cicchetti and Olsen’s
‘‘Developmental Psychopathology of Child Maltreatment.’’ If one wishes to see how the
developmental sciences can contribute to needed knowledge about the origins of psycho-
pathology, it is contained in this chapter on child abuse. Example after example of develop-
mental research on maltreated children is provided that produces insights into the conse-
quences of such stressful family pathology on the behavioral functioning of victimized
children. An added bonus is the authors’ listing of 12 recommendations for future research
directions.

To these 12 1 would add several others:

¢ Pursuit of the underlying mechanisms for factors identified as ‘‘risk’’ or ‘‘protec-
tive’” in their action

¢ The search for the substrates of defined competencies in different behavioral
domains

¢ An increased emphasis on the biology and psychology of temperament and their
phenotypic transformations over time

¢ Short-term longitudinal studies of children’s adaptation particularly at critical
transition points in development

* Rigorous efforts to define more adequately a typology of coping responses, the
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systematization of their measurement with particular attention to rigorous psycho-
metric development, and the testing of such instruments for their predictive rather
than their postdictive power

I have kept you too long from this substantial volume. To editors and authors go my
congratulations for a task well done, one that should move forward the scientific bases of an
emergent developmental psychopathology. To the editors go my appreciation for their
invitation to write the Foreword to this contributory volume.

Norman Garmezy

Professor of Psychology, Emeritus
University of Minnesota
Minneapolis, Minnesota
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Preface

The study of developmental psychopathology must combine questions about development
on the one hand, and maladaptive behaviors on the other. Therefore, we offer, as have
others, the definition of developmental psychopathology as the study of the prediction of
development of maladaptive behaviors and processes.

The thrust of the definition of developmental psychopathology forces something more
than a simple combination of two sets of interests. First and foremost, it is the study of
change and development in maladaptive behaviors and processes. This goal stands as the
basic definition of this domain. Second, however, is a much more important and interactive
level of mutual informing. Combining the study of development with the study of psycho-
pathology broadens the scope of each domain in unique and exciting ways. From a
developmental perspective, it introduces the problems of change and transformation, and
from a psychopathological perspective, it introduces the concept of individual difference,
and with it the variety of possible processes and outcomes.

The study of developmental psychopathology begins with the realization that mal-
adaptive behaviors often have an historical cause. Although most broad theories of mal-
adaptive behavior adhere to such a view, it is the psychoanalytic position which most
clearly expresses the developmental perspective that disorders in adulthood have their roots
in historical events, some of which occur in infancy and some in early childhood. Erikson’s
model of stages of development offers a viable framework for the factors which might be
related to subsequently different forms of psychopathology.

The view that maladaptive developmental factors are the cause of subsequent psycho-
pathology is so widely held that to argue its necessity seems redundant. Nevertheless, there
is relatively little study, either in development or in clinical psychology, which touches
upon this point. Thus, for example, in the study of development, most researchers tend to
emphasize developmental processes and the normal course of growth. While there are
studies on the development of pathological conditions, these remain few relative to the large
number of normative studies. The literature in clinical psychology, on the other hand, is full
of studies of pathological conditions, yet has concerned itself relatively less with explora-
tions of their initial causes or the stability and consistency of these conditions over time.

In part, the study of developmental psychopathology is hampered by at least two major
factors. The first is that it is inherently difficult to conduct longitudinal investigations which
could serve as a source for the understanding, not only of normal development, but of the
development of psychopathology. There are few longitudinal studies currently available.
Not surprisingly, therefore, this lack contributes to the dearth of information on the early
causes of maladaptive behavior. This is due to the cost of such studies, both in terms of

xiii
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monetary expenditure and in terms of time an investigator must spend before there is
sufficient payoff to facilitate a career.

The second major difficulty confronting the study of developmental psychopathology
has to do with the problem of meaning. While we understand, at least in part, what we mean
when we talk about a specific pathological condition in aduits, we are often at a loss to
understand what the same condition might mean for a young child. That is, it is not clear
that the meaning of maladaptive behavior is consistent over age.

This problem of consistency of meaning over age is one that has plagued developmen-
tal science and psychopathology for some time. A basic tenet of developmental psychology
is that the behaviors that underlie a given construct can change as a function of age. This is
but one example of the way in which developmental principles can help elucidate critical
issues in psychopathology.

At the same time, psychopathology, the study of individual differences, or deviant
behavior, can inform developmental theory. Consider, for example, the problems that
occur in the study of development when a normative approach is taken. A normative
approach tends to force us into thinking that the developmental process has a single path
leading to a specific outcome. A clinical perspective allows for a reconsideration of such a
view. It draws us into understanding that multiple models of development are possible,
where process as well as outcome can be variable.

It should be clear that the importance of the problem of developmental psycho-
pathology necessitates continued investigation and we see this handbook serving as an
important reference for those trying to study this domain. This volume should help to
educate and inform those scholars interested in development and in problems related to
psychopathology. Therefore, the scope of the handbook is extensive, especially since it
captures the intellectual excitement and growth of two areas of study and application. The
handbook not only addresses the academic community, but those who, during the course of
their day, devote their time and energy to the treatment of maladaptive behavior. As
articulated in individual chapters as well as in the volume as a whole, the multiple issues of
theory and practice are considered. The book is also intended to provide a framework
around which undergraduate and graduate courses can be structured.

Only a handbook broad in scope, bringing together experts across a wide area of
problems and domains could hope to capture the challenge of the study of developmental
psychopathology. We have undertaken this volume, in part, to meet this challenge. We
have done so because there exists at the moment no comprehensive and single volume
source in which these issues have been addressed. This is surprising, given the large and
rapidly growing literature in developmental psychology and psychopathology. We there-
fore have attempted to fill this gap by including experts in developmental psychology who
focus on maladaptive behaviors and processes. Likewise, we have found those scholars and
practitioners of the study of psychopathology who are interested in a developmental per-
spective and have joined them together in this volume. Itis, therefore, a unique effort aimed
at addressing an ‘important problem in the study and understanding of maladaptive
development.

The integration of developmental and clinical psychology is an important step toward
greater understanding, prediction, and management of normal and abnormal behavior.
Accordingly, the present volume aims to provide a broad and comprehensive perspective on
psychopathology in childhood, within a developmental context. It targets conceptual,
diagnostic, and treatment issues as they relate to the field at large, and with respect to
specific disorders and conditions. While we follow the broad outlines of current taxonomy,
as reflected in the Diagnostic and Statistical Manual of Mental Disorders (DSM), we also go
beyond the limitations of this classification system.

In the current version (DSM-III-R), and in the ongoing revision, only certain problems
are specifically identified as being relevant to childhood and early development. These
include various disruptive behaviors (e.g., attention deficit disorder, conduct disorder),
various forms of anxiety disorder (e.g., separation anxiety, avoidant disorder), eating
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disorders (e.g., anorexia nervosa, bulimia nervosa), gender identity disorders, tic and
elimination disorders, mental retardation and autism. All of these problems play a central
role in the growing field of developmental psychopathology and receive broad attention
here. While these disorders can occur in adulthood, they usually have their origins in
infancy, childhood, or adolescence.

The remainder of the diagnostic system includes disorders that have typically been
associated with the psychopathology of adulthood. However, many of these problems—
such as depression and schizophrenia—are relevant to the nature and course of early
development. The current volume provides a focus on these phenomena, and explores the
extent to which separate childhood diagnostic categornes may be warranted. In future work,
it will be exciting to examine if, and how, distinct adult classification diagnoses should be
applied to the evolution or late appearance of disorders that usually have their first onset in
the beginnings of life.

The book is divided into six major sections. The first section deals with key conceptual
and theoretical issues in the study of developmental psychopathology, and provides an
overview of the constructs, models, challenges, and cultural factors that are central to the
field. Developmental psychopathology is conceptualized as a ‘‘macroparadigm,’ which
can coordinate diverse theoretical models (e.g., biological, behavioral, psychoanalytic)
and thereby serve to integrate the study of psychopathology from birth to maturity. A model
is proposed that argues for the adoption of a *‘transformational’” perspective, which not
only emphasizes the way in which the child and environment interact, but also how each is
transformed and changed by the other. Methodological strategies for predicting the cause
and nature of pathology over time are highlighted. The application of cultural approaches to
psychopathology is also considered, which helps alert us to how the culture defines notions
of sickness and deviance and, in part, shapes the course and outcome of outlying behaviors.
Important diagnostic and classification considerations are also highlighted. In particular,
attention is given to the validity and usefulness of the diagnostic categories and to the need
to specify the source from which diagnostic information is obtained.

Sections 11 through V explore the major specific clinical disorders that are relevant to
childhood and development. The first section focuses on ‘‘undercontrolled’” or disruptive
disorders, specifically attention deficit disorder and conduct disorder. It begins with a focus
on attention deficit disorder, which is one of the most common reasons children are referred
for treatment. Conceptually, a model is proposed in which the deficits in sustained atten-
tion, impulse control, and poor regulation of activity level are seen as a result of more basic
deficits in rule-governed behavior or in the way in which consequences regulate sustained
responding. The importance of socialization influences to the etiology of the disorder, as
well as of genetic and biomedical contributions, is also reviewed. Several chapters are
devoted to conduct disorder and related problems of aggression. A range of issues is
considered, including evidence for two main types of aggressive disorder: group (so-
cialized) and solitary (unsocialized). While the role of genetics in the development of
aggression is not well established, there is considerable evidence for the role of social
cognitive deficits and for the influence of the family, the peer group, and the mass media.
Furthermore, there is an impressive stability of aggressive behavior across time and genera-
tions. Finally, conduct-disturbed children appear to reason at lower levels of moral maturity
than do nondisturbed children, which seems to be an important barrier to the development
of prosocial behavior.

Section III deals with ‘‘overcontrolled”’ or anxiety-related conditions. Little research
is currently available on the major clinical anxiety disorders that are specifically applied to
children, such as separation anxiety, avoidant disorder, and overanxious disorder. The
agenda for future research includes the development of multi-method assessment batteries
and the broadening of psychological theories. In addition, temperamental characteristics
appear to be important in some cases of anxiety disorder. For example, children who have a
low threshold for fear and threat tend to react by displaying protective inhibitory behaviors.
Peer relations are also central to and predictive of adaptive function in children. Among
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various anxiety conditions that are not specifically identified with but are relevant to
childhood (e.g., test anxiety, posttraumatic stress, child maltreatment, and fears and
phobias) important advances in conceptualization, treatment, and prevention are reviewed.

In Section IV, we present a perspective on depression as it relates to early develop-
ment, and review its etiology, psychobiology, and cognitive components. It is suggested
that the manifestation of depression in childhood must be evaluated in terms of age-
appropriate signs and symptoms. Future research is needed to establish criteria and assess-
ment instruments for the diagnosis and subtyping of depressive episodes. Evidence which
suggests that exposure to early loss and other adverse familial and personal experiences are
risk factors for the development of depression in young children. The biological parameters
of childhood depression appear to be more complex, with age and puberty exerting an
important influence. Finally, as with adults, a variety of cognitive deficits have been
identified in youngsters. However, these need to be considered and explored with respect to
the child’s stage of cognitive development.

Specific and pervasive disorders are presented in Section V. These range from more
generalized conditions (e.g., borderline disorders, schizophrenia, autism, and mental retar-
dation) to more delimited conditions (e.g., eating disorders, elimination disorders, physical
disorders, and sexual disorders). Early childhood autism is the most common of the severe
and pervasive childhood disorders and appears to be related to underlying biological and
physiological disturbances. With respect to borderline disorders, the current literature
needs to be supplemented by prospective longitudinal research, studies of high risk sub-
jects, and more sophisticated etiological models. The study and management of mental
retardation is particularly challenging, given the serious nature of the disorder and the fact
that it is so frequently linked with other severe behavioral and psychological problems.

Among the more specific disorders, eating problems are prevalent and appear to be
most likely to emerge in adolescence. This seems to be due, in part, to the convergence of
particular physical changes and psychosocial stresses during this period, particularly in the
lives of females. With regard to elimination problems, enuresis (bedwetting) is the most
common form. Since these problems can be persistent, it is important to develop useful
theoretical models and applied treatment modes. A number of other physical disorders are
also considered in this section, including tics (which appear to have a genetic component) as
well as sleep disorders and stuttering. Lastly, the development of a range of normal and
pathological sexual patterns is explored, including masturbation, effeminate behavior,
sexual identity, homosexuality, and paraphilias.

Finally, Section VI concludes with a focus on the management of psychopathology,
and provides an evaluation of the effects of institutionalization as well as of the efficacy of a
variety of psychotherapeutic intervention approaches. The effects of institutionalization on
young children are considered first and it is concluded that the negative consequences can
be at least partly offset by providing some stability in at least one close human contact.
While treatment considerations are tackled throughout the volume with respect to specific
disorders, the final chapters provide an overarching appraisal of critical aspects of the
therapies themselves, as they are applied to children. Treatment approaches explored
include dynamic, family, community and cognitive-behavioral modalities. These tech-
niques need to consider the child in a developmental context in which social, emotional, and
environmental influences are highlighted.

In conclusion, the volume provides a broad and in-depth coverage of the impact of
developmental influences on clinical disorders in childhood and explores their linkages
with subclinical and normal behaviors. For each disorder, its nature, origins, and evolution
over the life cycle are explored, paying close attention to the confluence of behavioral,
psychological, genetic, and social factors that are involved. As such, the volume presents a
state-of-the-field compendium of our current level of understanding of who is most vulnera-
ble to disorder, the factors that predispose toward disorder, and the conditions that activate,
exacerbate, or reverse disorder during the beginnings of life.

Michael Lewis
Suzanne M. Miller
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PART I

Issues and Theories of
Developmental Psychopathology



CHAPTER 1

Conceptualization of
Developmental Psychopathology

Thomas M. Achenbach

In this chapter, I will consider developmental psy-
chopathology as a general approach to understand-
ing relations between development and its
maladaptive deviations. This approach highlights
the value of viewing psychopathology in relation to
the major changes that typically occur across the
life cycle. It does not prescribe particular the-
oretical explanations for disorders but provides a
framework for organizing the study of psycho-
pathology around milestones and sequences in
physical, cognitive, social-emotional, and educa-
tional development. This framework is especially
pertinent to maladaptive behavior occurring during
the period of rapid development from birth to matu-
rity. It is also pertinent, however, to the less dra-
matic changes occurring later in life.

A developmental approach to understanding
psychopathology does not supplant particular theo-
ries but is intended to sharpen our awareness of
connections among phenomena that may otherwise
seem haphazard and unrelated. This book, for ex-
ample, deals with a variety of phenomena, theories,
and methods that may seem only remotely related to
each other. Although they can all be viewed as
potentially pertinent to relations between develop-
ment and psychopathology, none of them by itself

Thomas M. Achenbach ¢ Center for Children, Youth, and
Families, Department of Psychiatry, University of Vermont Col-
lege of Medicine, Burlington, Vermont 05401.

epitomizes the concept. Instead, the concept of de-
velopmental psychopathology is broader than can
be exemplified by any single study, theory, or
explanation.

Why Do We Need Developmental
Psychopathology?

Before elaborating on the concept of develop-
mental psychopathology, I must address a prior
question: Why is such a concept needed? The pri-
mary reason is that the developmental aspects of
maladaptive functioning are often obscured by a
focus on behavioral/emotional disorders as if they
were encapsulated entities that people either have or
do not have. This focus had its origins in nine-
teenth-century efforts to apply biomedical science
to the study and treatment of psychopathology. The
success of these efforts in differentiating general
paresis from other major mental disorders and in
identifying syphilitic infection as the cause fostered
a medical model for psychopathology. This model,
in turn, has shaped the twentieth-century ‘‘mental
health’” system in which ‘patients’’ are *‘treated”’
by ‘‘therapists.”” Although psychodynamic and be-
havioral approaches originating in the early twen-
tieth century emphasized the childhood psychologi-
cal roots of disorders, they did not really document
the developmental course of disorders. Instead,
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they extrapolated backward from adult disorders to
their hypothesized roots in childhood.

The tendency to view maladaptive behavior in
terms of encapsulated disorders has been reinforced
lately by efforts to make diagnostic criteria more
explicit and precise, as in the third edition of the
American Psychiatric Association’s (1980, 1987)
Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-III and DSM-III-R). It has also been
reinforced by criteria for special school services,
such as those required by Public Law 94142, the
Education of All Handicapped Children Act of
1975. These efforts have been prompted by a need
for greater specificity in the definition of disorders
for purposes of dispensing and funding services.
Yet they have been based more on assumptions
about children and on administrative exigencies
than on direct assessment of children. (For brevity,
I will use the term children to span the age range
from birth to about 20 years.)

As a result of definitions that are imposed by
fiat, children are often categorized according to di-
agnostic concepts or service distinctions that are not
congruent with their actual needs. For example, a
child may manifest problems that qualify for a diag-
nosis of Conduct Disorder according to the DSM-
III-R (American Psychiatric Association, 1987).
Yet the child may also have problems in other areas
that are equally serious but do not happen to qualify
for a categorical diagnosis. The child would be
viewed diagnostically as having a conduct disorder
and thus as belonging to a class of children defined
by present-versus-absent judgments of the requisite
number of items from the DSM-III-R’s definitional
list.

Similarly, to be entitled to special school ser-
vices, a child must meet the criteria for an admin-
istratively defined category, such as Learning Dis-
abled or Severely Emotionally Disturbed. If the
child has problems related to more than one catego-
ry, as is often the case, it must nevertheless be
decided (a) which disorder is primary, and (b)
whether the one that is primary meets the criteria of
severity for service within that particular category.

The need to fit children into such categories
results in haggling over services, shifting of chil-
dren from one service to another, and biasing of
assessment reports to match children to the catego-
ries. It also leads to denial of services when chil-
dren’s problems fail to fit neatly into any of the
prescribed categories, even when it is clear that the
child needs help that could be rendered. We are all
familiar with children who, for example, are denied
services for the mentally retarded because they are

emotionally disturbed but are denied services for
the emotionally disturbed because they are mentally
retarded.

Developmental Psychopathology as a
Conceptual Framework

To improve our understanding of maladaptive
behavior, it is helpful to view it in relation to nor-
mative sequences and achievements for particular
ages. When this is done, it is evident that many
behavioral/emotional problems for which profes-
sional help is sought are not qualitatively different
from those that most individuals display to some
degree at some time in their lives. Instead, many
problems for which help is sought are quantitative
variations on characteristics that may normally be
evident at other developmental periods, in less in-
tense degree, in fewer situations, or in ways that do
not impair developmental progress. A fundamental
challenge, then, is to distinguish those develop-
mental variations that are within the normal range
from those that are more ominous, either because
they disrupt development or because they reflect
pathological processes that bode ill for the future.

No one theory or type of research can meet this
challenge alone, because developmental variations
and pathological outcomes can involve so many
different kinds of variables. Not only is the range of
variables enormous, but those that are most relevant
and the ways in which they are assessable vary with
the individual’s developmental level.

Childhood Depression

An illustrative example is childhood depres-
sion. From the 1930s through the 1960s, the pre-
vailing psychoanalytic theory held that true
depressive disorders were not possible before the
superego was fully established in adolescence (see
Kashani, Husain, Shekim, Hodges, Cytryn, &
McKnew, 1981). In a swing to the opposite extreme
during the 1970s, however, childhood depression
was widely inferred from a variety of symptoms
that were viewed as ‘‘depressive equivalents’ or
manifestations of ‘‘masked depression.”” The
symptoms of childhood depression were said to in-
clude abdominal pains, headaches, fears, temper
tantrums, aggression, changes in school perfor-
mance, hyperactivity, truancy, running away, sex-
ual promiscuity, and firesetting (Cytryn &
McKnew, 1979; Frommer, 1967; Kovacs & Beck,
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1977; Weinberg, Rutman, Sullivan, Penick, & Di-
etz, 1973). From a general denial of depression in
children, there was thus a radical turnabout, where-
by almost every problem of childhood was in-
terpreted as reflecting a depressive disorder.

Despite the diversity of symptoms attributed to
childhood depression, the official nosology held
that ‘‘the essential features of a major depressive
disorder are similar in infants, children, adoles-
cents, and adults’’ (American Psychiatric Associa-
tion, DSM-III, 1980, p. 211). The nosology there-
fore provided no separate categories for childhood
depression but merely offered two slight modifica-
tions of adult criteria for diagnosing depressive epi-
sodes in children under the age of 6. One modifica-
tion was that dysphoric mood did not have to be
reported by the child but could be inferred from a
persistently sad facial expression. The second mod-
ification was the requirement that three symptoms
out of a particular subset of four from an overall list
of eight be present, rather than the adult criterion of
any four of the eight symptoms.

We can summarize these approaches to child-
hood depression as follows:

1. The psychoanalytic approach denied the
possibility of true depressive disorders in
childhood, because of its assumptions
about what depression is and the level of
personality development that is required
before it can occur.

2. When interest in childhood depression
blossomed forth in the 1970s, depressive
disorders were inferred from a great many
different characteristics of children.

3. When the DSM-III addressed the issue, it
held that major depressive episodes were
essentially similar from infancy through
old age and that minor modifications of
adult criteria were needed only below the
age of 6.

Note that all three approaches were based on
assumptions about children, rather than on direct
assessment of them. Furthermore, the assumptions
were generalized across broad age ranges, without
much differentiation within those age ranges. Psy-
choanalytic theory, for example, ruled out depres-
sion for all children below the point in adolescence
where the superego was assumed to mature. The
clinical theorists of the 1970s did not distinguish
between ages at which particular symptoms, such
as headaches and hyperactivity, were or were not
signs of depression. The DSM did not differentiate
between features of depression from birth to age 6
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or from age 6 to old age. Finally, none of the three
approaches assessed representative samples of chil-
dren to determine the prevalence rates for the hy-
pothesized features of depression at particular ages,
whether such features actually occur together to
form a syndrome, or whether the features reflect
disorders involving impairment.

A Developmental Approach to Childhood
Depression

If we address the question of childhood de-
pression from the perspective of developmental
psychopathology, what would we do differently?
Rather than start from assumptions about depres-
sion in children in general, a developmental ap-
proach would start by empirically assessing chil-
dren according to procedures appropriate for their
developmental level, using multiple sources of data
on their functioning in different contexts. The aim
would be to determine what actually characterizes
children at each age. Even if we were interested
only in depression, we should assess a wide range
of characteristics besides those that might be
viewed a priori as signs of depression. Otherwise,
our assumptions about signs of depression might
unduly distort findings by preventing us from dis-
covering relations among variables that would be
ignored by focusing exclusively on depression. A
higher rate of apparent depressive symptoms at age
4 than at age 11, for example, might merely reflect
the fact that our assessment procedures reveal more
problems of all sorts among 4-year-olds than among
11-year-olds, rather than that depressive disorders
are more common at age 4 than at age 11.

To determine what is atypical and potentially
pathological at each age, we first need to know what
is typical. This involves standardized assessment of
large representative samples of children to obtain
norms by age, as well as by other demographic
variables that may be associated with the target
characteristics, such as sex, socioeconomic status
(SES), and ethnic group. This normative-develop-
mental approach to determining what is typical for
children at each age is well established as a basis for
judging cognitive performance and academic
achievement. It is also applicable to assessing chil-
dren’s behavioral/emotional problems and social
competencies on the basis of standardized reports
by parents, teachers, and children themselves, as
detailed elsewhere (Achenbach & Edelbrock,
1983, 1986, 1987).

Once normative base rates are obtained for
each age, comparisons with demographically
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matched clinical samples can be used to determine
which characteristics actually differentiate children
considered to need professional help from typical
children of the same age. Empirical comparisons of
this sort can yield surprising results, as problems
considered to be of clinical significance on the basis
of prevailing theories may not actually differ much
between clinical and normative samples.

As an example, comparisons between 1300
demographically matched referred and nonreferred
children showed little association between referral
status and parents’ ratings of the item Fears certain
animals, situations, or places, other than school,
despite the prominence given fears in both psycho-
dynamic and behavioral theories (Achenbach &
Edelbrock, 1981). Comparisons between the same
referred and nonreferred children showed that par-
ents’ ratings of the item Urhappy, sad, or de-
pressed, however, discriminated between referred
and nonreferred children better than any of 117
other problems, although depressed affect was sel-
dom a reason for referral when the data were col-
lected during the mid-1970s.

Beside developmental norms for the rates of
specific problems and their association with clinical
status, a developmental approach takes account of
differences in patterns and syndromes of problems
that may occur at different ages or developmental
levels. Factor analyses of problems reported for
clinically referred children, for example, show that
some syndromes are evident only at particular ages,
whereas others are generally similar from one age to
another but differ with respect to certain details
(Achenbach & Edelbrock, 1983, 1986).

Components of the Developmental Study
of Psychopathology

Normative-developmental studies of preva-
lence rates, detection of clinically significant dis-
criminations, and identification of syndromal
patterns are cornerstones of a developmental ap-
proach to psychopathology. Although cross-sec-
tional research is needed to lay these cornerstones,
they are prerequisites for longitudinal research on
continuities and discontinuities between problems
across developmental periods. To determine
whether particular problems, competencies, or
other individual difference characteristics have
good or poor outcomes, normative baselines are
needed to identify the initial characteristics and to
compare particular outcomes with those considered
normal. Developmental research on psycho-
pathology ultimately aims to detect relations be-
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tween particular characteristics of particular indi-
viduals across extended periods of development,
but a strong foundation of cross-sectional knowl-
edge is required to achieve this aim. Furthermore,
because longitudinal research is so costly and slow,
cross-sectional research is needed to explore many
of the developmental aspects of psychopathology.

In my view, the developmental study of psy-
chopathology includes the following components:

1. Normative-developmental research on the
prevalence of particular problems in the
general population at each age level.

2. Identification of variables that discriminate
between individuals who are considered
normal for their age and individuals who
are considered deviant enough to need spe-
cial help from mental health or educational
professionals.

3. Identification of syndrome patterns of
problems requiring special help in each age
range.

4. Longitudinal research on relations between
characteristics evident in particular devel-
opmental periods and the favorable versus
unfavorable outcomes of those charac-
teristics. Such longitudinal research in-
cludes treatment studies and others in
which outcomes are compared following
different intervening conditions to test the
effects of the intervening conditions.

Relations between Developmental
Psychopathology and Other
Approaches

The four components listed above are by no
means the only types of research applicable to the
developmental study of psychopathology. They
mainly emphasize the need to look at the actual
characteristics of children in relation to their age-
mates, to avoid prejudging what is pathological ver-
sus normal, to identify the patterns of problems
actually characterizing children at different ages,
and to pinpoint developmental continuities and dis-
continuities in functioning. Rather than being re-
stricted to particular kinds of research, however,
the concept of developmental psychopathology
highlights potential relations between different ap-
proaches, variables, and levels of analysis. The
four components listed in the preceding section are
intended to facilitate a convergence of diverse ap-
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Examples of Theories
1. Genetics 1. Reinforcement 1. Psychosexual 1. Anomie theory 1. Child's 1. Piagetian
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determinants anorexia
5. Neurotrans-
mitters

Figure 1. Schematic overview of developmental psychopathology as a macroparadigm in relation to other conceptual levels.

From Achenbach (1990).

proaches on a common set of phenotypes but not to
replace the other approaches.

If we view developmental psychopathology as
a way of integrating different approaches around a
common core of phenomena and questions, it can
be thought of as a ‘‘macroparadigm’” within which
to coordinate paradigms that deal with particular
subsets of variables, methods, and explanations.
Figure 1 illustrates relations between developmen-
tal psychopathology viewed as a macroparadigm
and a variety of relevant paradigms and theories.

The biomedical, behavioral, psychodynamic,
and other paradigms are designated in Figure 1 as
“‘microparadigms,’’ because they each deal with
only a portion of the phenomena relevant to devel-
opmental psychopathology. Most of them cover
large domains in their own right, but their contribu-
tions to the developmental study of psycho-
pathology can be enhanced by integrating them
within a central framework of questions and con-
cepts. Even though researchers inevitably spe-
cialize within particular microparadigms and theo-
ries, reference to an overarching macroparadigm of
developmental psychopathology can also stimulate
hypotheses that converge on common issues.

The chapters of this book illustrate both the
diversity of topics potentially related to develop-
mental psychopathology and the need for an over-
arching perspective from which to view the rela-
tions between them. Part I focuses on issues that cut
across specific disorders, developmental periods,

and etiological factors. Part II concerns disorders
that involve overt conflicts with standards of de-
corum and the rights of others. These problems may
also have certain underlying characteristics in com-
mon, such as low anxiety, lack of internalized so-
cial standards, or a weakness in inhibition of im-
pulses. Yet these disorders are apt to have diverse
and complex etiologies, as indicated by the chapters
dealing with the possible contributions of learning,
socialization, genetics, neurochemistry, tempera-
ment, abuse, and moral development.

Analogously, Parts III and IV include prob-
lems of overinhibition, affective distress, and inter-
nal conflict that may share underlying charac-
teristics, such as high anxiety, social introversion,
or excessively harsh internalized standards. Here,
too, however, the etiologies are apt to be diverse
and complex, involving factors such as genetics,
temperament, socialization, trauma, and debilitat-
ing self-attributions.

Most features of the undercontrolled and the
overcontrolled disorders are not intrinsically patho-
gnomonic but are extreme versions of charac-
teristics that many children show at some point in
their development. The versions that are extreme
enough to warrant professional help may not reflect
a specific disease state so much as relatively ex-
treme standing on multiple variables that collec-
tively impair adaptive development.

As an example, a boy whose genetically influ-
enced capacity for attention 1s at the low end of the
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population distribution and whose geneticaily influ-
enced activity level is at the high end may be at
greater risk for being considered hyperactive than a
boy with the opposite genotype. Yet, whether the
first boy is ever considered deviant at all and, if so,
whether his deviance is designated as hyperactivity
depend on a host of other factors. If he had excep-
tionally high cognitive ability, he might achieve so
well in school or might work out adaptive strategies
that were effective enough that his short attention
span and high activity neither stunted his adaptive
development nor brought him into conflict with oth-
ers. Or, if he were socially attractive or had an
environment compatible with his attentional and ac-
tivity levels, he might also adapt effectively.

Alternatively, deviance in attention and ac-
tivity levels might raise the risk of other types of
problems, such as delinquent behavior, if such be-
havior were reinforced while efforts at more con-
structive adaptation were not reinforced. Even if
genetic risk factors in attentional capacities and ac-
tivity level were involved, they would thus not nec-
essarily produce a phenotypic disorder that was uni-
form among all children who had the risk factors,
nor would the disorder necessarily remain uniform
throughout the course of development. Instead, ex-
tremes of attention or activity level might be man-
ifest in different ways during the preschool, ele-
mentary school, and adolescent periods.

The presence of particular risk factors can also
raise the risk of other problems that are then per-
ceived as primary disorders. There is evidence, for
example, that slow perceptual maturation at ages S
and 6 can interfere with learning to read, resulting
in diagnoses of learning disabilities at a later age
(Amold et al., 1977. Yet although the perceptual
lags are usually overcome by the age of 8, children
who have failed to learn to read at the usual time are
subsequently burdened with maladaptive behaviors
that then hinder reading, even when the children
become perceptually and cognitively able to ac-
quire reading.

Several of the disorders considered in Part V,
such as autism, mental retardation, and severe gen-
der identity problems, involve more qualitatively
distinctive deviance than most of the problems con-
sidered in Parts II to IV. Although mental retarda-
tion obviously has a variety of causes—as the other
disorders may, too—such disorders usually have
more uniform, profound, and pervasive impacts on
children’s development than most of the problems
discussed in Parts I to IV. The range of individual

and developmental variations in such disorders is .

nevertheless enormous, making it essential to view
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whatever is specific to the disorder in relation to the
child’s overall developmental progress, the devel-
opmental tasks to be accomplished, and the pos-
sibilities for maximizing long-term adaptation de-
spite a handicapping condition.

The Relevance of Developmental
Periods

Besides emphasizing particular research strat-
egies, the developmental study of psychopathology
must take account of existing research and theory
on development in general. Although developmen-
tal theories often imply stages and levels, these are
relatively arbitrary segmentations of sequences that
are basically continuous. Nevertheless, massive de-
velopmental changes occur in many aspects of
functioning that affect children’s adaptive pos-
sibilities, judgments of normality versus pathology,
and the possibilities for research and intervention. It
is therefore helpful to have guidelines for the typical
sequence of development in multiple spheres of
functioning.

Without reifying the stage constructs of any
particular theory, it is convenient to summarize the
period from birth to maturity in terms of ages at
which major changes typically occur. One of the
most conspicuous transitional periods occurs be-
tween the ages of 18 and 24 months, when children
become highly mobile and begin mastering lan-
guage. According to Piaget’s (1983) cognitive the-
ory, the emergence of mental representation under-
lies the linguistic advances of this period. Whatever
the reason for the major advances in language and
thought, they not only bring new status and new
ways of relating to others, but also the potential for
new problems and conflicts. The child’s capacity
for fantasy, for example, spawns unrealistic fears
that cannot yet be tamed by the reality-testing logic
of later years. Children’s curiousity can also get
them into dangerous situations that they cannot
cope with. And adult expectations for increasingly
socialized behavior create innumerable new
conflicts.

Another important transitional period occurs
at around the age of 5. According to Piaget’s theo-
ry, major cognitive advances enable the child to
begin applying logical principles to phenomena that
were previously grasped only in terms of ap-
pearances, figurative representations, and mental
associations. At the same time, the onset of formal
schooling in most cultures requires children to con-
form to a social system that emphasizes age-graded
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acquisition of complex new skills. This opens up
great opportunities for developing new modes of
adaptation and feelings of competence. Yet it also
raises new risks of frustration, maladaptive behav-
iors, and feelings of incompetence in those who fail
to meet the age-graded expectations.

The next important transition is marked most
conspicuously by the physical changes of puberty
and also by major changes in educational and social
status. The relatively protected environment of self-
contained classrooms is typically replaced by a
more differentiated educational environment re-
quiring greater independence on the part of the
child. New privileges and activities offer new op-
portunities for success and failure. In the cognitive
sphere, the advance to formal operational thought
not only brings new possibilities for cognitive mas-
tery but also new sources of conflict as adolescents
become capable of questioning the values they have
been taught and even the meaning of life itself. In
addition, behaviors that were relatively harmless at
younger ages can now threaten the well-being of
others and of the adolescents themselves. Further-
more, the need to prepare for adult roles and the
onset of early versions of major adult disorders
makes deviance in adolescence seem more ominous
than in earlier periods.

Table 1 presents an overview of developmen-
tal periods in terms of the major cognitive changes
hypothesized by Piaget, psychosexual changes hy-
pothesized by psychodynamic theory, and psycho-
social conflicts hypothesized by Erikson (1980).
Table 1 also lists the normal achievements of each
period, as well as the behavior problems reported
most often in general population samples and the
clinical disorders that typically become evident at
each period.

Applications of Developmental
Psychopathology

Many different disciplines are concerned with
children’s problems in one way or another. Because
classroom teachers have to deal with a wide range
of problems every day, problems that exceed their
expertise may often be referred for more specialized
help within the educational system, involving
school psychologists and special educators. Pedi-
atricians may be among the first professionals con-
sulted by parents about their children’s problems,
especially in the early years. Psychologists, psychi-
atrists, and other mental health professionals are
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usually sought only when the problems are deemed
too serious to be handled by the school or the pedi-
atrician alone. Those that involve antisocial behav-
ior often come to the attention of law-enforcement
agencies whose reactions may determine whether
the child is viewed primarily as a criminal to be
punished or someone needing special help.

The variety of disciplines involved with chil-
dren’s problems and the variety of pertinent circum-
stances and mandates inevitably create barriers to
communication and coordination. Furthermore,
within each discipline, there is considerable varia-
tion in theoretical orientations and interpretations of
particular problems. This makes it difficult to bring
research findings to bear on services and to insure
that help for each child is based firmly on state-of-
the-art knowledge.

If developmental psychopathology is viewed
as a macroparadigm within which to integrate the
study of psychopathology from birth to maturity, it
can also help to integrate practical applications of
research knowledge to such activities as training,
prevention, services, and the planning of services.
Figure 2 illustrates the ways in which these different
activities can be viewed in relation to the mac-
roparadigm of developmental psychopathology. As
with the research paradigms shown in Figure 1, the
activities are not viewed as subordinate to a specific
theory of developmental psychopathology but as
coordinated around a central set of concepts and
cumulative findings on relations between develop-
ment and its deviations. Thus, for example, in the
box labeled ‘‘Training,”’ the goals, common core
of knowledge, professional models, subject matter,
and practical experience for the professions con-
cerned with troubled children would focus on max-
imizing the awareness of relations between devel-
opment and its deviations. Similarly, services
should strive for standardization of assessment pro-
cedures geared to the developmental levels of the
children they serve. Services should also strive to
coordinate developmentally appropriate procedures
for identifying cases, for applying research findings
to prevention and intervention, and for evaluating
outcome and follow-up status in relation to norms
for the children’s age.

An Assessment Model for
Developmental Psychopathology

Throughout this chapter, I have emphasized
the multiplicity of variables and concepts that are
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6. Etiology 5. Practical of services
experience 5. Outcome
7. Treatment
6. Follow-up

Figure 2. Potential applications of developmental psychopathology. From Achenbach (1990).

relevant to developmental psychopathology. I have
also stressed the need for coordination of different
activities around a common core of concepts, pro-
cedures, and data. Assessment of children’s prob-
lems and competencies is central to virtually all
other activities, including research, training, ser-
vices, evaluation of outcomes, epidemiology, and
planning. It is via assessment procedures that con-
cepts of disorders are operationalized, the problems
of individual children are identified, interventions
are chosen, and outcomes are judged.

Because children’s behavior varies from one
situation and interaction partner to another, no sin-
gle assessment procedure or source of data can pro-
vide a comprehensive picture of the child’s func-
tioning. Meta-analyses of correlations between
reports of children’s behavioral/emotional prob-
lems thus show only modest agreement between
reports by different informants. These correlations
average about .60 between similar informants
seeing children under generally similar conditions
(e.g., pairs of teachers, pairs of parents); .28 be-
tween different types of informants seeing children
under different conditions (e.g., parents vs. teach-
ers, teachers vs. mental health workers); and .22
between children’s self-reports and reports by oth-
ers, including parents, teachers, and mental health

workers (Achenbach, McConaughy, & Howell,
1987). )

Although many of the rating instruments
showed high reliability, the modest correlations be-
tween informants indicate that no single informant
can substitute for all the others. It is therefore neces-
sary to obtain data from multiple informants who
interact with children under different conditions.
Furthermore, it is important to understand assess-
ment as intrinsically multiaxial, aimed at identify-
ing the strengths and weaknesses of children’s func-
tioning in each of several important areas. Because
the child’s functioning may really differ from one
area to another, the goal is not to determine which
assessment procedure yields a singular truth about
the child but to use what each one reveals about
needs for help in particular areas. In some cases,
multiaxial assessment may reveal that certain in-
teraction partners, such as a parent or teacher, need
changing more than the child does. In other cases,
multiaxial assessment may show that one type of
intervention is needed for one context but a differ-
ent type is needed for another context.

Table 2 outlines five axes that are relevant to
the assessment of most children. Examples of as-
sessment procedures are listed that have promising
reliability, validity, and/or normative data, or for



ISSUES AND THEORIES OF DEVELOPMENTAL PSYCHOPATHOLOGY

PART1

12

‘uotssturad £q pasutidoy a8eg Aq fukdoy -afeg 1y “yed AIgmaN ‘6861 ‘Udequaydy ‘W L Aq (gL1 "d) dSojoyivdoyodsg wassajopy
puv piy D fo K&wouoxn pup 1uawssassy woij paydepy “palsi| ale elep sanewsou pue ‘Aupijea ‘Anqiqera1 Sursiword jsow ay) Yim 30yl ‘dfqe(iear are suswnnsur oidnjnw drsyp 20N

(861 “3oIqiopg

2 YorquUAYIY)

Hoday-31e8 ynox

(861 ol % ‘seled]

‘ued[n ‘yooiqapya
‘ofs0D) ISIA

(6861 ‘Audneuo)ol

2% Y4orquUaYdY) UaIp[IyD

10] MOIAIU] [edTUI]D)

paIMONNSIWDS (7861

‘ouly %9 ‘wiAg ‘ukni)

CMOUDOIN ‘SOFPOH) 9In
-paYOS JUDWISSISSY PIIYD

MIAIIU
Ked Suump suonearasqO

Sunsay reyuswdojoa
-op Suunp suoneAIssqQ

wexs
[eo1paul pue [esi3ojor
-nau ydrem Yoy

wex?
{ed1pow pue [esrdojol
-nau 9yFrom ysioy

wex?
[ed1paw pue [ed130]01
-nau ydrom ydrey

wex?
[eo1pawt pue [es13o[ox
-nou yyFrom ‘yyfroy

(1861 “IO[SUOOM )
d-SIvVAm

d-OSIm
£§159) JUSWIAAJIYPOY

IIPOYD
lolaeyag [00UdS ‘WO
woday s, Ioyoeay-1O9D

(FL61
“19[SU93M) ¥-DSIM (TL6!
[EISAD) Iopudg “ID[IIAD 1S11¥09YD)
(5L61) znddoy L1y lo1avyag [0OUDS
-leg UWISSISSY (€861) ‘(9861 “ooI1qropy
uBUIINEY 79 UBWIINEY] 29 JorqualQy) U0
$5159) JUAWISASIYIY uoday s Joysee 104D

(L6l

‘ploysuing % rey

-og) ISIPOAY) Jotarydg
[ooyosald IS YYD

sa[edS (TL61) AuedoW wordwAg (£L61) uyo

S9[BOS
Juegu] (6961) Aalkeg —

ISIYoaUD

IOIARYQ D[IASINOT 9S1]

-Yo2yD 1olaklRd PIUD
‘K103s1y [eyuswidoraasg 81-21

ISHAd™YD

101ARYDg S[[IASINOT ‘81|

-§oayD Joiaeyag pIyD
¢K10)s1y [eyuswidojanag 119

(1861

“ISMTAD ISTH3YD

lolaeydg S[[1ASINOT

(€861 “Yooiqrapg

% yoequaydy

9861 ‘UorqUALDY) 1sI]

-{osyD Jolaeyag PIID
‘L1031 teyuswdopoasgg d

(rL6Y

‘Buimy g, 7 uoyaIy)

Aojuaau] Juswdo

“[PAS PITUD BI0SUUIN
{K10151y [RyUSWIdO[OAS] -0

PItYd Jo
JUSWISSISSE 13T A SIXY

JUDWISSIsse
12a18KUg AT SIXV

JUSWISSISSE spodar 1ayoeay, I SIXY

aapudo) [I1 SIxy

suodor Juared | SIXy a8uer o8y

JUDWISSISSY [BIXENAIAL JO PPOIN V °T dlqeL,



CHAPTER1 -~

which such data are potentially obtainable. Not all
axes or procedures are equally relevant for all de-
velopmental periods. Axis II, Teacher Reports, for
example, would be relevant only for children of
school age. Similarly, the self-report procedures
listed on Axis V, Direct Assessment of the Child,
are not usable with infants. At later ages, Axis V
procedures vary from play interviews in the pre-
school period, to semistructured interviews in the
elementary school period, and self-ratings in ado-
lescence. Detailed illustrations of multiaxial assess-
ment of a wide variety of problems in children of
different ages have been presented elsewhere
(Achenbach & McConaughy, 1987; McConaughy
& Achenbach, 1988). :

The multiaxial model outlined in Table 2 em-
phasizes the diversity of data relevant to assessing
children and the importance of a standardized nor-
mative-developmental approach for determining
whether and to what degree a child’s behavior devi-
ates from that of agemates. This model is applicable
to most children who are assessed for purposes of
research, services, epidemiology, and planning, re-
gardless of the theoretical predilections of the users.
Because Axes I, II, and V can be assessed via stan-
dardized procedures for obtaining data from infor-
mants, they can be economically applied under
many different circumstances and at different ages
and different points in contacts with children, such
as referral, termination of an intervention, and fol-
low-up. They can thus provide a common descrip-
tive language with which members of different pro-
fessions can communicate about children’s
problems, as well as operational procedures for
constructing a knowledge base for developmental
psychopathology.

Summary and Conclusions

A developmental approach to understanding
psychopathology does not supplant particular theo-
ries but focuses on connections between develop-
ment and its deviations. This approach counteracts
the tendency to view behavioral/emotional disor-
ders as encapsulated entities existing in all-or-none
fashion unrelated to the individual’s developmental
level.

The developmental study of psychopathology
includes the following components: normative-de-
velopmental research on the prevalence of particu-
lar problems; identification of characteristics that
discriminate between individuals who are consid-
ered normal and their agemates who need special
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help from mental health or educational profes-
sionals; identification of syndromal patterns; and
longitudinal research on the outcomes of particular
characteristics.

Developmental psychopathology can function
as a macroparadigm within which to coordinate re-
search and theories that deal with particular subsets
of variables, methods, and explanations. Different
kinds of disorders may require different theoretical
models and research strategies, but the range of
variation in each disorder makes it essential to view
whatever is generic to the disorder in relation to the
child’s developmental progress, the developmental
tasks to be faced, and the possibilities for long-term
adaptation.

The developmental study of psychopathology
must take account of research and theory on devel-
opment in general. Major transitions in cognitive,
physical, social-emotional, and educational devel-
opment make it convenient to view relations be-
tween development and its deviations in terms of
periods from birth to 2 years, 2 to 5 years, 6 to 11
years, and 12 to 20 years.

Developmental psychopathology can help to
integrate practical applications of research knowl-
edge to training, prevention, service, and the plan-
ning of services. Such activities should be coordi-
nated around central concepts and cumulative
findings on relations between development and its
deviations. A multiaxial assessment model for de-
velopmental psychopathology was outlined in
terms of standardized procedures for obtaining data
from parents, teachers, cognitive tests, medical
exams, and direct assessment of the child. Agree-
ment between different assessment procedures
tends to be low, and children’s behavior often var-
ies from one situation and interaction partner to
another. Consequently, the goal of assessment is
not to determine which procedure reveals a singular
truth but to use multiple procedures that can identify
needs for help in different areas. Standardized nor-
mative-developmental assessment can provide a
common descriptive language and operational pro-
cedures on which to build a knowledge base for
developmental psychopathology.
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CHAPTER 2

Models of Developmental
Psychopathology

Michael Lewis

Models of development represent world views
about human nature and environments that create a
human life course (Lewis, 1