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ABSTRACT   
Aim: the study examined the relationship between  
psychosocial categories obtained by wHo-developed 
semistructured interviews  (iCD-10 Axis V) and 
clinical Axis i psychiatric diagnoses in psychiatrically 
hospitalized adolescents.  

Methods: the sample included 71 consecutive patients 
admitted to an adolescent unit and their mothers. 
Mothers completed a semi-structured interview derived 
from the criteria for each psychosocial category (Axis 
V), and the adolescents were diagnosed by experienced 
psychiatrists using the Schedule for Affective Disorders 
for School Age Children (k-SADS-P). 

Results: Anorexia nervosa and conduct disorder were 
associated with a psychosocial category  of “abnormal 
qualities of upbringing,” and conduct disorder and 
schizophrenia were associated with a psychosocial 
category of  “events brought about by the child’s own 
behavior.”

Conclusions: the systematic assessment of psychosocial 
categories add specific information to the validity of the 
Axis i diagnosis.
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InTRoduCTIon
The established role of psychosocial stress as a risk factor 
for psychiatric disorders in adults led to its investigation 
in the development of child and adolescent mental dis-
orders (1) and to its association in the course of mental 
disorders and in the response to treatment (2). Research 
on psychopathology in this age group highlighted the 
problems of reliability of the different sources of infor-
mation and how to resolve those differences (3-5). 
These findings suggested that psychopathology should 
be approached from a developmental perspective with 
assessments of family, peer, school, and their environ-
mental relationships, thereby obviating the need for a 
structured and systematic psychosocial diagnsosis. 

In 1990, a work group of the World Health Organization 
(WHO) specified criteria for abnormal psychosocial situ-
ation in a similar fashion to the clinical Axis I psychiat-
ric disorders in the research version of ICD-10 and the 
DSM-IV (6). The tenth revision of the ICD-10 adopted 
these recommendations in the form of the new nine-cate-
gory qualitative classification for children based on previ-
ous studies (7). This axis suggests a way to code abnormal 
psychosocial conditions based on the developmental age 
of the child and his past history. The categories were cho-
sen based on their ability to validate significant risk fac-
tors even if they were not considered a direct etiological 
factor (8, 9). Clear operational criteria were developed for 
each category, and two semistructured interviews, one for 
children and one for their parents, were constructed. The 
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psychosocial categories form the fifth axis of the five-part 
multiaxial classification of childhood psychiatric disor-
ders (7). We found as part of the present study that all of 
the psychosocial categories of Axis V were common and 
relevant to a population of inpatient adolescents and we 
conclude, based on our findings, that it is possible to make 
reliable and relevant diagnoses in severely ill adolescents 
(10).

In the present paper we aimed to further investigate 
the specific links between the psychiatric diagnosis and 
the psychosocial categories.

Sarason et al. (11) claim that there is a correlation 
between specific life events and specific psychiatric disor-
ders. It is widely accepted that depression and mania are 
associated with life events and the ability to adjust to them. 
Specific life events like loss, divorce of parents and trau-
matic events in the parent are associated with higher rates 
of mood disorders later in life, especially if those events 
occur during childhood (12, 13). Abnormal family rela-
tionship and rearing practices have been related to eating 
disorders for many years (14). However, when anorexic 
patients are studied separately from those with other eat-
ing disorders the results of controlled studies are conflict-
ing (15). In a recent study women with bulimia nervosa 
tended to report more troubled childhood expriences 
than did women from a non-morbid comparison group. 
In this respect they resembled those with major depres-
sion. In contrast, those with anorexia nervosa resembled 
the non-morbid women rather than the other psychiatric 
groups (16). Some authors claim that family factors are 
related to short-term outcomes (17). The research on life 
events and schizophrenia had been subject to the usual 
methodological problems of retrospective case-control 
designs and have had difficulties in outlining predisposi-
tional factors in schizophrenia (18). In a review, Holmes 
et al. (19) concluded that in addition to temperament and 
psychiatric comorbidity, psychosocial factors influence the 
development of conduct disorder. A child’s family expe-
rience is one of the most influential environmental fac-
tors contributing to conduct disorder beginning at birth 
and continuing throughout childhood and adolescence. 
Familial factors related to the development of conduct dis-
order are inconsistent supervision interspersed with harsh 
punishment, large family size, institutional living early in 
life, parental rejection, inconsistent parental figures and 
the presence of an alcoholic father (20). 

Many of the studies on psychosocial correlates and 
severe mental illness have shown overlapping and non-
specific stressors as preceding or contributing to the 

development of mental illness. However, considering 
our limited resources, we found it very important, espe-
cially with adolescents, to reach a more specific psycho-
social category, so that we could more effectively direct 
our psychosocial interventions. 

The purpose of the present study was to determine 
the specificity of the Axis V categories against the Axis I 
diagnoses by applying systematically specific criteria for 
the psychosocial categories using a semi-structured inter-
view. We hypothesized that there is a specific relationship 
between the psychosocial category and the Axis I diag-
nosis. We expected subjects with mood disorders to have 
problems in the categories of acute life events and social 
stressors; those with conduct disorder to have problems 
in the categories of family relationship and societal stress; 
those with anorexia nervosa to have problems in the cat-
egory of abnormal upbringing; and subjects with schizo-
phrenia to have more problems in the category of the 
consequences of their illness on the family and on their 
life. No specific hypothesis was raised regarding OCD.

MeThodS
Subjects: Fifty-five mothers of patients, consecutively 
admitted to the Adolescent Unit of a university-affili-
ated psychiatric hospital, were interviewed. The choice 
of the mothers as the source of information was because 
we thought that mothers were usually more aware of 
their children's upbringing and to minimize the effect 
of gender and role in the family on our findings. Mean 
age was 16.04±1.7 years; most were of middle socioeco-
nomic class, 23 boys (41.8%) and 32 girls (58.2%). Axis 
I diagnoses according to the ICD-10 were as follows: 
schizophrenia, 14 patients (25.5%); mood disorder, 
10 (18.2%); conduct disorder, 20 (36.4%); obsessive-
compulsive disorder, 6 (10.9%), and anorexia nervosa 
restrictive type, 5 (9.1%). The study was approved by 
the Geha Hospital Review Board, and written informed 
consent was obtained from all subjects and their parents 
after the nature of the study was fully explained. 

Instruments: The parents completed the parent version 
of the semistructured interview of the ICD psychosocial 
axis which rates 9 psychosocial categories on a 3-point 
scale: 0 – the item is not present; 1 – possibly present; 
2 – definitively present; 9 – not enough data to decide 
(WHO, Parent Interview Schedule, 8). Each main cat-
egory included 1-7 subcategories (total of 39 sub-cate-
gories). Categories 1 through 5 relate to unusual family 
environments: 1 – abnormal intrafamilial relationship like 
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lack of interest and/or concern from parents, physical and 
sexual abuse; 2 – mental disorder, deviance or handicap 
in the child’s primary care support group; 3 – inadequate 
or distorted intra-familial communication; 4 – abnormal 
qualities of upbringing; 5 - abnormal immediate environ-
ment (e.g., institutional upbringing); 6 – acute stressful 
life events like death in the family, sexual abuse, birth of 
a sibling; 7 – societal stressors like those associated with 
immigration or moving to a different geographical region; 
8 – chronic interpersonal stress associated with school or 
work; 9 – stressful events/situations resulting from the 
child’s own disorder/disability. We present for example 
one of the sub-categorizations of Category 4 and one of 
the sub-categorizations of Category 9: Category 4 consists 
of four different subcategories and the sum on all these 
subcategories represent the means presented in the table: 
4.3 – inappropriate parental pressures: 4.3.0 inappropriate 
parental pressures regarding gender; high score on this 
item means – encouraging the child for inappropriate 
gender behavior, e.g., encouraging the girl to develop mas-
culine behavior; 4.3.1 – inappropriate parental pressures 
regarding the child's chronological age; high score on this 
item means – putting pressure on the child to behave in a 
way that is incompatible with his age, his developmental 
stage or his will, e.g., parents involve the child with their 
intimate problems, child is functioning as a “parental 
child.” Category 9 has four subcategories: 9.0 – institu-
tional upbringing: the child was put out of his family and 
hospitalized or was sent to a treatment facility because of 
his illness for at least 3 months; 9.1 – removal from home 
carrying significant contextual threat; 9.2 – events result-
ing in loss of self-esteem as a result of the child’s disorder, 
and 9.8 other. All psychosocial diagnoses refer to the 6 
months prior to admission. For each sub-category there 
were detailed instructions for coding as provided by the 
manual: 2 = definitely present, 1 = present but not in the 
required severity, 0 = absent, normal, 8 = not applicable, 
9 = not enough information. The interview takes about 90 
minutes to complete. For the present study, the interview 
schedules were translated into Hebrew and retranslated 
back into English by two clinicians. The methodology 
used was described in an earlier study (10). Inter-rater 
reliability for the psychosocial diagnoses was moderate 
to high (k=0.83 to 1.0) for all nine categories. All patients 
were evaluated psychiatrically and received DSM-IV 
Axis I and II diagnoses (21). They also completed the 
Schedule for Affective Disorders and Schizophrenia for 
School-Age Children (K-SADS-P). The Hebrew version 
of the K-SADS-P was validated on the unit’s population 

(22). The psychiatrists who made the final diagnoses were 
blinded to the results of the psychosocial questionnaires. 
In addition, data were gathered from the families and 
from clinical observations during hospitalization. The 
psychosocial interview was conducted by two experi-
enced psychiatric social workers specially trained by the 
unit director (A.A.) with 15 subjects (not included in the 
study) for two months. Differences in interpretation were 
discussed until a consensus was reached.

Procedure: All study interviews were conducted 2 to 4 
weeks after admission. To measure inter-rater reliability, 
55 patients were rated concurrently by the two interview-
ers using the child version of the semistructured interview, 
and their mothers were rated with the parent version. 

STATISTICAl AnAlYSIS
We summarize the sums of items given on each category 
and means for each category and for each diagnosis were 
calculated. Kruskal-Wallis (χ2) test was used for non-
parametric comparisons of more than two groups; Mann 
Whitney (U) analyses were used to compare two groups. 
Non-parametric analyses were done because the distribu-
tion of the scores on the items deviated from normality.

ReSulTS
Comparison of the means of the psychosocial catego-
ries by Kruskal-Wallis test (χ2) showed statistically sig-
nificant differences for categories 4 (abnormal qualities 
of upbringing) and 9 (stressful life events resulting from 
child’s behavior or disorder). To find the source of these 
differences, we analyzed the data with the Mann-Whitney 
test for pairs of categories. For category 4, there was a 
statistically significant difference between patients with 
schizophrenia and conduct disorder (U=57.5, p < .01) and 
between patients with schizophrenia and anorexia nervosa 
(U=17.5, p < .05). The highest mean scores for category 4 
were noted for the patients with conduct disorder and with 
anorexia nervosa (Table 1). Regarding category 9, there 
was a statistically significant difference between patients 
with schizophrenia and with anorexia nervosa (U=16.0, 
p <. 05), between patients with affective disorder and 
conduct disorder (U=64.5, p < .05), and between patients 
with schizophrenia and affective disorder (U=23.0, p <. 
01). To rule out the possible effect of the two small groups 
(anorexia nervosa, n=6 and obsessive compulsive disorder, 
n=5), we conducted a non-parametric analysis of the three 
larger groups. As shown in Table 2, the results were similar 
to those achieved by comparing the five Axis 1 diagnos-
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tic categories, with the addition of a statistically 
significant difference for psychosocial category 7 
(acute social stressors). This category consists of 
two subcategories: 7.0 – persecution or adverse 
discrimination; high score on this category means 
the child experiences discrimination based on 
his ethnic, religious, skin color or affiliation to a 
group. Exclusion was any discrimination based on 
the child’s personality. To qualify for high score 
on this category those experiences must termi-
nate in physical injury or exclusion from activities 
that are important for the child; 7.1– migration 
or social transplantation; high score the child is 
transferred to another area with/without family 
with loss of personal confidence or loss of welfare 
or social status. Subjects with affective disorders 
had the highest scores for category 7; lower scores 
were noted for patients with conduct disorder and 
schizophrenia.

dISCuSSIon
In a previous study we concluded that it is pos-
sible to make reliable and relevant psychosocial 
diagnoses in severely ill adolescents (10). The 
low agreement between clinicians and research-

Table 1.  Means* of Axis V Categories and Clinical Axis I Diagnoses (n=55)

p<.05
* Means of sums of each category includes sums of all subcategories
Category 9 – Stressful events/situations resulting from the child’s own disorder disability and includes 9.0 institutional upbringing; 9.1 removal 
from home carrying significant contextual threat and 9.2 – events resulting in loss of self-esteem as a result of the child’s behavior
Category 4: 4.0 – parental overprotecting; 4.1 – inadequate parental supervision/control; 4.2- experiential deprivation; 4.3 inappropriate parental 
pressures on child to behave not according to gender or chronological age; 4.8 – other

Axis I diagnoses

Axis V Diagnoses
Schizophrenia
n=14

Mood
n=10

Conduct
n=20

Anorexia
n=6

OCD
n=5 χ2

1. Abnormal intrafamilial relationship (6 subcategories) 26.75 27.05 30.23 27.00 25.70 .63

2. Mental disorder, deviance or handicap in child’s primary 
support group (4 subcategories)

24.96 29.00 28.48 28.08 32.50 .95

3. inadequate or distorted familial communication  
(1 subcategories)

25.27 25.30 28.42 25.17 26.80 .48

4. Abnormal qualities of upbringing (5 subcategories) 18.54 26.30 34.80 33.17 25.40 9.43*

5. Abnormal environment (5 subcategories) 26.96 28.70 30.52 21.25 27.50 1.64

6. Acute life events (7 subcategories) 26.61 29.70 28.45 30.25 24.00 .66

7. Societal stressors (3 subcategories) 25.50 33.95 28.15 25.50 25.50 1.99

8. Chronic interpersonal stress associated with schoolwork 
(4 subcategories)

28.15 24.10 28.53 20.33 26.75 1.74

9. Stressful life events resulting from child’s disorder  
(4 subcategories)

37.21 18.90 28.80 20.75 25.90 9.22*

Axis I diagnoses

Axis V diagnoses
Schizophrenia
n=14

Mood
n=10

Conduct
n=20 χ2

1. Abnormal intrafamilial relationship 21.50 24.00 21.07 .53

2. Mental disorder, deviance or handicap 
in the child’s primary support group

23.75 23.27 20.50 .63

3. inadequate or distorted familial 
communication

19.95 22.36 19.92 .58

4. Abnormal qualities of upbringing 15.61 20.8 28.17 8.47*

5. Abnormal environment 22.15 23.73 21.00 1.64

6. Acute life events 23.75 22.75 21.25 .24

7. Societal stressors 20.0 26.8 22.1 5.50*

8. Chronic interpersonal stress 
associated with schoolwork

18.90 23.39 22.19 0.69

9. Stressful life events resulting from 
child’s disorder

28.86 14.25 22.17 8.29*

Table 2.  Comparison of mean scores on three main Axis I diagnoses and 
Axis V categories (N=44)

P <.05* 
* Means of sums of each category includes sums of all subcategories
Category 4: 4.0 – parental overprotecting; 4.1 – inadequate parental supervision/
control; 4.2- experiential deprivation; 4.3 inappropriate parental pressures on 
child to behave not according to gender or chronological age; 4.8 – other
Category 7: Societal Stressors: 7.0 persecution or adverse discrimination; 7.1 
migration or social transplantation and 7.8 - other
Category 9 – Stressful events/situations resulting from the child’s own disorder 
disability and includes 9.0 institutional upbringing; 9.1 removal from home carrying 
significant contextual threat and 9.2 – events resulting in loss of self-esteem as a 
result of the child’s behavior
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ers emphasized the need for systematic probing so all the 
relevant information for diagnostic assessment becomes 
available. The findings of the present study support the 
hypothesis of an association between ICD-10 Axis I diag-
noses and Axis V diagnoses obtained by semi-structured 
interview. We found only one study in the literature that 
examined the relationship between Associated Abnormal 
Psychosocial Situations Axis V and psychiatric disorders 
in children and adolescents (23). The investigators in this 
study compared inpatient adolescents with Emotional 
Disorders (mainly anxiety disorders and depression) 
with inpatient adolescents with a diagnosis of Disruptive 
Behavior Disorders, Specific Developmental Disorders 
and Non Specific Developmental Disorders and found 
that psychosocial categories were more frequently found 
in children and adolescents with Emotional Disorders 
or Disruptive Behavior Disorders than in those with 
Developmental Disorders but there was no diagnostic 
specificity in the distribution of the psychosocial catego-
ries. Their sample was large and included 1,050 patients. 
The differences in findings between our study and Doyen 
et al.’s (23) might be in the difference methodology (in 
their study they did not use a structured interview while 
we used systematically a structured interview with the 
mothers), the difference in the diagnostic groups (theirs 
not including schizophrenia and eating disorders and 
ours not including developmental disorders), and the 
difference in the methodology of arriving at a diagnosis. 
The differences might also emanate from the differences 
in the settings: in our setting we hospitalize only patients 
with severe forms of pathology while the French sample is 
based on the composition of diagnosis, less severe forms 
of disorder are used. 

Studies in the 1980s demonstrated the cumulative 
effects of stressful life events in childhood and adolescence 
on the development of mental disorder (24-26). Stressful 
life events were associated with the majority of severe men-
tal disorders (1, 26). In the present study, patients with an 
Axis II diagnosis of conduct disorder had a higher mean 
score for the psychosocial category of “abnormal upbring-
ing,” which reflects parental overprotectiveness, a deficit 
in social experiencing, and parental control and pressure 
inappropriate to the child’s gender, age or capabilities. 
These findings are supported by previous studies showing 
a correlation of conduct disorder and criminal behavior 
in children and adolescents raised in homes with a lack 
of parental discipline and guidance, parental rigidity and 
severe punishment, inconsistency in teaching habits of dis-
cipline, or vague or absent discipline habits (1, 27, 28). Our 

findings are also supported by in-home observations of 
inconsistent behavior of parents of children with conduct 
disorder. Specifically, the parents tended to be rigid, tough 
and controlling, while rewarding unacceptable behavior 
and disregarding positive behavior.

The association of abnormal bringing with anorexia in 
our study is in line with the known conflict of anorexic 
girls between control and dependence on the one hand 
and fear of their own sexual development and indepen-
dence on the other hand (29, 30). Although recent stud-
ies, when including adolescents with a short evolution of 
the disease fail to find a relationship between altered fam-
ily relationships in general and anorexia nervosa (31), the 
presence in our sample of chronic patients with a severe 
form of the disease might explain the differences. 

Accordingly, the relative lack of association between 
schizophrenia and abnormal qualities of upbringing 
emphasized in this sample the smaller role of upbring-
ing in the evolution of the disease. 

Studies have shown that affective patients, more than 
patients from other diagnostic categories, experience more 
negative life events in the period preceding the onset of 
the episode. In the present study, the stressful life events 
probed in section 7 deal with social discrimination that 
cause physical and emotional humiliation, public stigma-
tization, status of social isolation, and mockery by the peer 
group. Adolescence is a period when social acceptance and 
social ties are the major developmental tasks, and failure 
in these domains can lead to the development of an affec-
tive disorder. The findings of an association between social 
stigmatization and discrimination and affective disorder 
are particularly important in Israel, where religious and 
ethnic pluralism and acceptance of others are assumed to 
play an important role in the mental health of adolescents 
from immigrant families. Like adolescence, the immigra-
tion process is accompanied by emotional instability and 
vulnerability and an absence of the family as a source of 
social support. Their combination increases the impor-
tance of the peer group and, consequently, the risk of psy-
chopathology in cases of rejection and humiliation. 

The third domain which was specifically associated 
with a clinical diagnosis was the need to remove the child 
from the home because of his (or her) symptomatology 
(26). This was the only situation in which the interviewers 
were instructed to rate the subjects on the basis of their 
current condition. Schizophrenia and conduct disorder 
were associated with this psychosocial category. Both 
these disorders are expressed by symptoms that are dif-
ficult to handle and contain at home. The psychotic 
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symptoms of schizophrenia and the antisocial impulsive 
behavior associated with conduct disorder threatened the 
integrity of the family. 

lIMITATIonS of The STudY
The sample included only hospitalized adolescents 1. 
with the severe form of the disorders.
The sample was small, especially regarding anorexia 2. 
and OCD. Further research on a larger sample should 
be done to replicate our findings.
The design of the study could lead only to correla-3. 
tions and the findings can be explained in both 
directions: as the causes as well as the results of the 
disorders investigated. 

ConCluSIonS
In an inpatient sample with severe psychopathology 1. 
specific association between ICD-10 Axis I diagnoses 
and Axis V categories obtained by semi-structured 
interview was found. 
The study indicates the usefulness of systematically 2. 
categorizing and quantifying psychosocial diagnostic 
information in addition to a psychiatric diagnosis in 
adolescents. The validity of diagnoses based on con-
temporary nosological systems might be strengthened 
by data moving toward an etiological rather than a 
descriptive system. Such data would probably include 
socio-cultural as well as genetic and congenital factors 
phasing in at various points in development. 
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