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SUMMARY

Considering the intensive preparation of the 11% revision of the International Classification of Diseases
(ICD-11), we discussed the justification of the existing classification of emotional disorders with onset
specific to childhood. This paper presents the citations from the ICD-10 (F93 block) and the authors’com-
ments as a critical review of the justification of further existence of emotional disorders with onset specific
to childhood as a separate block in ICD-11 classification. We concluded that the block F93 is insufficiently
defined and should be completely changed or removed from the ICD-11 classification. Additionally, the
specificities of the clinical picture of anxiety disorders in children should be adequately described within
the future category of anxiety and phobic disorders by giving an explicit set of instructions for identifying

clinical manifestations which vary by age.
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INTRODUCTION

Recent developments in both practice and re-
search demonstrate the importance of anxiety
disorders in childhood psychopathology. Con-
sidering the intensive development of the 11
revision of the International Classification of
Diseases (ICD-11), questions have arisen as to
how objective our current diagnostic system is
for children. We will discuss the need for the
revision of the existing classification of emo-
tional disorders with onset specific to child-
hood (block F93) [1], with the goal to improve
recognition of this important population. In
ICD-10 classification block F93 is separated
from other psychiatric disorders that occur
regardless of age and whose diagnostic criteria
are also valid for children (FO0-F79). Relation
and difference to the block F40-F48 (“Neurot-
ic, stress-related and somatoform disorders”)
was accentuated by this segregation. There are
four justifications in ICD-10 to separate emo-
tional disorders specific to childhood. The fol-
lowing section presents citations from the ICD-
10 (block F93), and the authors’ comments as a
critical review of further existence of emotional
disorders with onset specific to childhood as a
separate block in ICD-11 classification.

CONSIDERATION OF FOUR MAIN
JUSTIFICATIONS FOR DIFFERENTIATION
OF EMOTIONAL DISORDERS IN
CHILDHOOD FROM ADULT EMOTIONAL
DISORDERS

1. Research findings have been consistent in
showing that the majority of children with

emotional disorders go on to become “nor-
mal” adults. On the contrary, many adult
anxiety disorders appear to have an onset in
adult life without significant psychopathologi-
cal precursors in childhood. Hence, there is a
considerable discontinuity between emotional
disorders occurring in these two age periods.

Comment: The first criterion causes con-
fusion in understanding anxiety disorders be-
cause it indicates the difference in the origin
and evolution of fears in children and adults.
Empirical data show that most of the fears in
children, adolescents and adults are learned
(“fear conditioning®). Those principles of
learning are universal and well-studied [2, 3,
4]. Another group of fears, for which there
is no prior experience (“phylogenetic fears”),
and which amplify with repeated exposure,
also represent a universal functional aspect of
the neural circuits of emotional response of
all mammals. Therefore, theoretically estab-
lished differences in the occurrence of anxiety
disorders in children and adults are not logi-
cal. The reason why all children who express
anxiety disorder do not continue to “suffer” in
adulthood can be found in the fact that there
is a possibility of variations in manifestation in
relation to age, different degrees of manifesta-
tion of symptoms, cognitive adaptation to the
symptoms, changes in the provocative circum-
stances in family [5] and, finally, the manner in
which the disorder is diagnosed by category or
dimensional paradigm.

The second part of the claim that many
adult anxiety disorders begin in adulthood
rather than in childhood is incorrect. On the
contrary, the majority of adults with anxiety
and affective disorders have a history of anxi-
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ety disorders exactly in childhood [6]. Now we know that
anxiety disorders are among the most stable forms of
psychopathology including children [7]. The claim that
many anxiety disorders developed during childhood tend
to persist in adulthood if not treated is accepted in DSM-
V classification [8]. There is even an established longi-
tudinal connectivity (and not a discontinuity) between
specific disorders in childhood and those in adulthood,
social anxiety and social phobias, separation anxiety and
panic disorder, generalized anxiety with various anxiety
disorders and depression [9, 10]. Therefore, the second
and third statement are in opposition with the data of
continuity of childhood anxiety disorders and of the fact
that anxiety disorders in childhood predict anxiety and
depression in adulthood.

2. Many emotional disorders in childhood seem to
constitute exaggerations of normal developmental trends
rather than phenomena that are abnormal themselves.

Comment: This justification is noted as key for deter-
mination of differences between disorders of blocks F93
and F40-F49. However, the validity of this difference is
not reliable because it introduces relativism and uncer-
tainty of the disorder existence, but also the negation of the
usefulness of the overall classification of mental disorders
which should clearly separate the pathological from non-
pathological. In these criteria it is not clear whether the
fears are really fears and whether they are pathological
or not. If fear condition is not an abnormality, why do we
qualify it as a disorder? In other words, if an emotional
state is qualified as abnormal, then it cannot be develop-
mental, but rather pathological. If a child learns a new
truth about itself and about the world around it exhibit-
ing abnormal emotional state, then that can be a state of
adaptation, but it is also classified in a different block. If
we want to further relativize this criterion, we can say that
any change in emotional response and behavior, whether
in childhood or adulthood, may be “developmental” in
terms of some adaptation or learning, and therefore does
not represent a pathological condition. Thus, there is a
conclusion that this criterion creates confusion in defined
boundaries between normal and pathological anxiety in
children. It is also ambiguous in understanding anxiety
disorders in general.

3. The former statement is based on theoretical as-
sumptions that mental mechanisms involved in emotional
disorders of childhood may not be the same as for adult
neuroses.

Comment: The third justification, which is based on
theoretical concepts (rather than empirical evidence) is im-
possible to prove the way it is presented. It is known that
the functional neuronal circuits are the same in all mam-
malian brains, with the difference related to the neocortex
and the development of cognitive apparatus in humans
[11]. Researches conducted on animal models have shown
that: a) differences in the functioning of neural circuits are
individual; b) there are no differences in the functioning
of neural circuits between young and adult animals; c) ex-

istence of emotional disorders in pediatric population is
the result of abnormalities, which both adults and children
show in cognitive tests and neuromorphometry [12, 13,
14]. It has even been shown that mature neural circuits
of adults with anxiety disorders reflect the long-term im-
pact of environment at an early age [15]. Also, there is little
doubt that anxiety disorders are heritable and mediated by
genetic factors [7]. Finally, pharmacological studies have
shown that the effects of the examined benzodiazepines
and antidepressants in the pediatric population are similar
to those in adults [6, 16]. If we know, in general, that the
nervous system of children and adults is the same, but has
not reached the full maturation in children, it is logical that
this fact makes the difference, rather than existing brain
structures and mental mechanisms including cognitive ex-
perience, which is wider and more complex in most adults.

4. The emotional disorders of childhood are less clearly
demarcated into supposedly specific entities such as pho-
bic or obsessional disorders.

Comment: Conspicuousness of this justification is that,
if correct, it contradicts the statement number 2, because
the disorder cannot be existent and non-existent at the
same time and cannot be less differentiated and appropri-
ate to developmental period. Also, if we do not recognize
emotional disorders in childhood, we cannot sufficiently
precisely monitor and discuss the relationship with anxiety
disorders in adulthood, which again calls into question the
statement number 1.

Disorder differentiation problem in children can be
seen through the lesser inclusion of learning. This un-
derdevelopment of cognitive apparatus in children shifts
the balance toward the greater expression of “predisposed
fears” (unlearned fears) and social fears, but less toward
the learned, especially cognitively conditioned fears [17].
It is evident that preschool children rarely manifest panic
disorder, although they may have panic attacks as a part
of many anxiety states, due to lack of cognitive potential
for the wrong interpretation of the somatic experience in
the catastrophic manner [18]. On the other hand, there are
well-described clinical pictures of the separation disorder,
social anxiety disorder and generalized anxiety disorder,
simple phobias and obsessive disorder in preadolescent
period. The longitudinal connection of specific disorders
of childhood with those in adulthood has already been
mentioned. Therefore, the claim that childhood-related
emotional disorders are less clearly separated into specific
entities cannot exclude their existence, so their extraction
into specific block is illogical. It is probably more logi-
cal to define them as part of an existing block of anxiety
disorders, because no other disorder is specific to early
development except separation anxiety disorder.

CONCLUSION

There is an obvious intention that the existence of block
F93 justifies the optimism that emotional disorders in
childhood are not the same as anxiety disorders in adult-
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hood (The validity of this distinction between the emotional
disorders with an onset specific to childhood (F93.—) and
the neurotic disorders (F40—F49) is uncertain, but there is
some empirical evidence to suggest that the developmentally
appropriate emotional disorders of childhood have a better
prognosis). However, the desires and theoretical assump-
tions are not supported by valid evidence. On the contrary,
some evidence is exactly contrary to the assertions.

We know that ICD-11 will use a different coding
structure that is not based on a decimal numbering sys-
tem, such that there can be a larger number of blocks or
groupings within a chapter [19]. Our conclusion is that
the ICD-11 Working Group on the Classification of Mood
and Anxiety Disorders should consider that the block F93,
“Emotional disorders with onset specific to childhood”,
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NMpomeHe notpebHe y KnacuduKaymju aHKCMO3HUX nopemehaja y

AeTUHCTBY — onuuja 3a MKB-11

Muogpar CraHkoBuh'?, Tpo3paHko Mpbelwa'?, JeneHa Koctuh, CaHapa CtaHkoBuh?, JeneHa CteBaHoBuh*
'KnnHwKa 3a 3aWwTuTy MeHTanHor 3apasrba, KnuHnukn ueHTap, Huw, Cpbuja;

2Ynusep3utet y Huwy, MeguuuHckmn daxynet, Huw, Cpbuja;

3KnuHwka 3a fieyje nHTepHe 6onectu, KnuHuuku ueHTap, Huw, Cp6uja;

‘OnwTa 6onHMLa, Jleckosal, Cpbuja

KPATAK CAZIP?KAJ

Vimajyhin y Bugly HTeH31BMpaHy npunpemy JeaaHaecte pesu-
3uje MehyHapopHe knacudwmkaumje 6onectn (MKb-11), pasmo-
TpeHa je onpaBAaHOCT peBu3uje noctojehe noaene emouwo-
HanHux nopemehaja Kop geue. Y pagy cy nprkasaHu LuTati
n3sopa u3 [lecete pesusunje MKB (6nok ©93) n komeHTapm
ayTopa Yy Kojuma je AaT KpUTUYKU OCBPT Ha Aarby OnpaBaaHoCT
nocTojara nomeHyTor 6noka y MKB-11 knacudmkauuju. Mocto-
ju DoBO/LHO aprymeHaTa aa je 6nok ®93 HegoBoLHO JO6PO
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AedrHMCcaH 1 fa ra Tpeba NoTnyHo yknoHuty. CmaTpamo aa y
6ynyhoj knacudvkauwmjy Tpeba Ha ogroBapajyhu HauuH onmca-
TV CNeLmMPUUYHOCTY KIMHNYKUX CIIKa aHKCMO3HMX nopemehaja
Kog Aeue y oksupy Beh noctojehnx aHKCMo3HMX U GOOMUHUX
nopemehaja, y3 faBatbe eKCMIMLUTHOT CeTa UHCTPYKLMja 3a
npeno3HaBatbe KIMHUYKMX MaHipecTalmje Koje Bapupajy ¢
y3pacTom.

KmbyuHe peun: emoLyoHanHy nopemehajy ¢ noyeTkom y aeu-
jem y3pacty; aHkcnosHu nopemehaju; MKB-10; MKB-11
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