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SUPPLEMENT 

Classification of Mental Retardation 

Mental Retardation: Development of an 
International Classification Scheme 

MENTAL RETARDATION is a universal phenomenon. It occurs, with 
varying degrees of frequency, in families from all walks of life in 

both developed and underdeveloped countries. In its most severe forms 
it is a source of great trauma, hardship, and despair to parents and is 
an economic and social burden to communities. Even the milder forms 
of intellectual handicap pose serious threats to individual self-fulfill­
ment, family security, and national productivity. The most affluent of 
nations can ill afford such losses in their human resources. 

The prevention and treatment of mental retardation on both the 
individual and societal levels rest fundamentally on a fuller under­
standing of its causes and pathogenesis, on concerned and skilled pro­
fessional practitioners, and on the commitment of appropriate re­
sources at all levels of government. Efforts to reach the first of these 
goals—which is essential to classification—have been greatly enhanced 
in recent decades through basic and applied research. During this peri­
od we have identified additional clinical syndromes, developed a tech­
nology for prenatal diagnosis and prevention, improved nutritional and 
medical intervention techniques, and made progress toward solving the 
mysteries surrounding the transmission of genetic materials at the cel­
lular level. 

In the behavioral sciences much has been learned about the impact of 
environmental deprivation on mental growth and the compensating ef­
fects of early stimulation, about methods for promoting language 
development and reading skills, and about the untapped capacities of 
many retarded individuals for socially useful living. Perhaps most im­
portant of all is the growing recognition that in most forms of retarda­
tion, even where a single etiological factor can be isolated, the 
individual's functional performance is the product of the interaction of 
his biological makeup and environmental events and can be modified. 
The potential for behavioral change, sometimes to the point of reversi­
bility, represents one of the most significant concepts in the field to 
emerge in recent years. 



The changing attitudes of psychiatrists, pediatricians, and obstetri­
cians toward the mentally retarded stem in part from this new concep­
tualization of the problem and the growing conviction that even where 
"cures" are not possible, informed treatment of the individual and his 
family can significantly aid life adjustment. To capitalize more fully on 
this burgeoning interest, these disciplines need more precise informa­
tion on hazards to fetal development, symptomatology and treatment 
potentials for specific diagnostic conditions, and the values and limita­
tions of psychological test measurements. Furthermore, to keep abreast 
of new discoveries and program developments, these disciplines must 
share a terminology and language that permit communication. Our 
failure in this latter area has seriously handicapped efforts of profes­
sionals from different countries to learn from one another. 

The World Health Organization, mindful of these deficiencies and of 
our increasing fund of knowledge, has embarked upon a series of 
seminars to develop an international scheme for the diagnosis, classifi­
cation, and reporting of statistics in psychiatric disorders, including 
mental retardation. This effort comes at a most opportune time. Com­
parative data among countries on the incidence and prevalence of 
mental retardation and the factors with which specific conditions are 
associated are not highly reliable. Although there are significant varia­
tions in prenatal care, population homogeneity, disease control, degree 
of environmental deprivation, and other factors causative or contributo­
ry to mental retardation, reported statistical differences may be more 
artifactual than real. Differences in the definition and conceptualization 
of mental retardation, inadequacies and variations in classification 
schemes used, confusion of terminology, and cultural variability in 
demands and expectations for human performance are only a few of the 
artifacts that preclude valid comparisons. Within and among countries, 
meaningful planning for the retarded cannot be accomplished until 
these issues are resolved. 

The 1969 seminar, cosponsored by the World Health Organization 
and the National Institute of Child Health and Human Development, 
was a milestone in the realization of these goals. It is clear that the 
complex issues confronted will require continuing attention, but mean­
ingful dialogue has begun and a sounder base for assessing the extent 
and diversity of this problem is being established. Community planners 
and professional practitioners should profit from this activity, but the 
ultimate beneficiaries and the raison d'etre of the seminar will be the 
mentally retarded and their families. 

MICHAEL J. BEGAB, P H . D . 

GERALD D. LAVECK, M.D. 



Fifth WHO Seminar on Psychiatric Diagnosis, 
Classification, and Statistics 

This report describes in detail the problems 
of adequately classifying mental retardation 
and the recommendations made for the 
forthcoming ninth revision of the Interna­
tional Classification of Diseases. In general 
the Seminar agreed that the current classifi­
cation of mental retardation is inadequate 
and that a multiaxial scheme should be 
adopted. This scheme would consist of three 
axes: 1) intellectual level, 2) associated or 
etiological factors, and 3) clinical psychiatric 
system, and would require that each axis be 
recorded. Information that should be 
considered in classifying mental retardation 
includes: degree, organic aspects, psychiatric 
and behavioral aspects, and psychosocial as­
pects. The participants also considered the 
need to develop a glossary and how best to 
promote the effective use of the ICD. 

THIS SEMINAR was the fifth in the World 
Health Organization's (WHO) ten-year 

program on "Psychiatric Diagnosis, Classi­
fication, and Statistics." Previous seminars' 
dealt with "Problems of Functional Psy­
choses, Particularly Schizophrenia" ( 2 ) , 
"Reactive Psychoses" (3), "Mental Disorders 
in Children" (4), and "Psychiatric Disorders 
of Old Age" (5). In the development of a 
classification of mental disorders, four prin­

ciples had been previously adopted. 
1. The study of the process of psychiatric 

diagnosis, as provided by the diagnostic ex­
ercise, should be used as the basis for under­
standing the different schemes that psychia­
trists of different schools employ. Major 
sources of variation and error should be 
identified in order to improve the reliability 
and validity of psychiatric diagnosis. 

.2. In view of the variety of theoretical 
concepts regarding the etiology and path­
ogenesis of mental disorders, and because 
of the paucity of evidence that might lead to a 
choice between theories, emphasis should be 
placed on the use of solid clinical facts as a 
starting point in developing a classification. 

3. The definition of terms should be 
operational and capable of clinical applica­
tion. 

4. Any scheme agreed upon at a seminar 
will be tested through national and interna­
tional exercises and through further refine­
ment and revision before a final recom­
mendation is made for the revision of 
the International Classification of Diseases 
(ICD) in 1975. 

The following activities that were carried 
out in different countries since the last semi­
nar were reported by the participants (see 
appendix 1): 1) Diagnostic exercises using 
case histories from previous seminars were 
carried out in Bulgaria, Czechoslovakia, Ja­
pan, and the U.S.S.R.; 2) glossaries and 
diagnostic manuals were prepared in a num­
ber of countries that were represented at the 
Seminar; 3) trial use of the Paris classifica­
tion of children's disorders is being planned 
in France, the United Kingdom, and the 
United States. The importance of such ex­
periments was particularly stressed by many 
participants as being essential for the im­
provement of the ICD. 

Diagnostic Exercises 

The procedure, which had been successfully 
used in previous seminars, of beginning with a 



detailed discussion of problems arising from 
the analysis of case histories and of video­
tapes, was again used in this one. Here the 
purpose was to enable participants first, to 
study a common set of case materials relating 
to mental retardation and to record their 
judgments about it; second, to discuss dis­
agreements, ambiguities, and points of 
controversy; and third, through the elucida­
tion of specific problems to approach general 
principles of diagnosis, classification, and 
statistics in this area. 

Case History Exercise 

Several months before the meeting partic­
ipants received case histories of 11 patients 
that they were asked to read and to analyze. 
The cases were chosen to illustrate problems 
that were related to difficulties in diagnosis 
regarding level of intellectual retardation, the 
causes of the patients' retardation, the diag­
nosis of psychiatric disorder accompanying 
the mental retardation, and the differential 
diagnosis of mental retardation and devel­
opmental disorders. The patients included 
some who were typical and others who were 
borderline or had an uncertain diagnosis that 
posed considerable problems. Each case his­
tory followed a standard format, giving the 
reasons for the patient's admission, his family 
history, information about his siblings, his 
developmental history, his history of neuro­
logical and physical illnesses, the results of 
current physical examination, neurological 
examination, laboratory findings, and psy­
chological evaluation, and some information 
about his hospital course or disposal. Partic­
ipants were invited to make a diagnosis of 
the patient, using their own terminology, to 
indicate whether the diagnosis was firm or 
provisional, and to code their diagnosis ac­
cording to the ICD rubrics by using one or 
more than one category. They were given 
standardized forms on which to record their 
judgments; these were then returned to WHO 
for analysis. Summaries of the data indicat­
ing diagnostic agreement and disagreement 
on the patients, as well as the comparison of 
diagnoses, were handed out at the meeting 
and participants brought with them the case 
material they had been sent. The excellent 
preparation of case histories by the U.S. col­
leagues in the preparatory committee and in 
the National Institute of Child Health and 
Human Development (NICHD) was widely 

appreciated, and there was general comment 
throughout the meeting on the outstandingly 
good choice of cases that highlighted the chief 
issues to be considered during the discussions. 

Videotape Diagnostic Exercise 

Three patients who were representative of 
different types of problems were shown on 
videotape to the participants. The purpose of 
this exercise was, again, to illustrate different 
facets of the diagnostic problem by showing a 
videotaped interview. The three patients 
shown illustrated problems of the differential 
diagnosis of developmental disorders and 
mental retardation, the problem of the dif­
ferential diagnosis of child psychosis and 
mental retardation, and a diagnostic problem 
that was complicated by the fact that one of 
the patients was an identical twin. Following 
a recommendation made at a past confer­
ence, the technique adopted at the Seminar 
was first to show the videotape to the partic­
ipants, who were asked to rate the patient 
according to his behavioral characteristics, 
knowing only his sex and age. Participants 
were then given a case history and were 
invited to ask for additional information that 
was not included in it. They then made a final 
diagnosis of the patient, rating this as either 
firm or provisional. 

The method of presentation of the video 
material proved to be reasonably satisfactory 
in that it enabled analyses to be made of rat­
ings of observed behavior and of this together 
with the written case material. It was 
thought, however, that the discussion would 
have been more fruitful had the videotapes 
been available for replay during the discus­
sion, and it was recommended that arrange­
ments be made for this in future seminars. 
It was also recommended that for future sem­
inars there be testing and revision of the 
evaluation sheets before the meeting. 

Principal Topics of Discussion 

Agreement on Diagnosis and Classification 

Level of intellectual retardation. For each 
of the patients in the case history exercise, the 
participants were asked to categorize the 
level of mental retardation according to the 
six-point coding (310-315) given in the eighth 
revision of ICD (ICD-8) (6). In most cases 
this caused no major difficulties, and there 
was a high level of agreement—80 to 90 per-



cent of the participants giving the same cod­
ing for the level of retardation. The only 
patient over whom there was appreciable dis­
agreement was a six-week-old boy with 
chromosomal abnormalities. It was agreed 
that it was not possible to make a meaningful 
assessment of intelligence in infancy and that 
judgments on level of retardation in very 
young children could only be approximate. 
Participants were unanimous in agreeing that 
the greatest difficulties in assessing retarda­
tion existed for individuals from minority 
groups, from cultures other than those in 
which the participants were living, and from 
socially deprived communities. Whereas 
intelligence tests are of great value in assess­
ing level of retardation, they should never be 
used in isolation from clinical considerations 
of social-adaptive functioning. When 
individuals come from cultures other than 
those used for the standardization of intelli­
gence quotient (IQ) tests, the tests are of 
limited value. 

Causation of retardation. The fourth digit 
in the ICD-8 mental retardation coding, that 
which specifies the cause of the disorder, gave 
rise to no difficulties in patients who had 
a clearly defined disease or disorder. Thus, 
cases of phenylketonuria and chromosomal 
a b n o r m a l i t y resu l ted in unan imous 
agreement on fourth-digit codings of .2 and 
.5, respectively. 

However, in patients who did not have a 
definite brain dysfunction or who did have 
some probable or definite organic brain dis­
order, but one that did not fit the criteria for 
any specific disease, agreement on fourth-
digit coding was extremely poor. This was 
due to uncertainties about etiology and to the 
problems of multiple factors in etiology; thus 
different participants coded different etio-
logic factors. For example, in case one, a child 
with a definite neurological disorder of an 
unknown type that had been present since 
birth, codings of .1, .2, .3, .4, .6, and .9 were 
all used, and one participant made a diagno­
sis under Section VI (Diseases of the Nervous 
System and Sense Organs) rather than under 
Section V (Mental Disorders). 

This patient and several others caused two 
important points to be raised: 1) Most cases 
of mental retardation, even those due to or­
ganic brain dysfunction, are not associated 
with clearly diagnosable diseases, and 2) the 
fourth digit of the mental retardation coding 

overlaps other parts of ICD-8, and there is no 
clear instruction as to whether the same 
condition should be recorded under one or 
both headings. Everyone agreed that it was 
most important to record the biological dis­
orders underlying mental retardation, but 
dissatisfaction was expressed with the fourth-
digit coding in that it necessitated judgments 
about hypothetical causes (which were shown 
to be unreliable) rather than recording asso­
ciated neurological handicaps. This issue was 
returned to later in the Seminar. 

Psychiatric or behavioral disorder accom­
panying mental retardation. Several of the 
patients showed disorders of behavior, as well 
as mental retardation. For example, the third 
patient in the case history exercise was a hos­
tile, extremely hyperactive child who had 
started several fires and who had gotten into 
frequent fights. However, only ten of the 16 
participants made a diagnosis outside of the 
mental retardation section and even these ten 
coded psychiatric disorder under three dif­
ferent headings. The same issue arose in 
connection with one of the patients shown in 
the videotape exercise. Most of the partici­
pants diagnosed psychosis of some type, but 
this was coded in several different ways. 
Some coded 295.8 ("childhood schizo­
phrenia") without recording anything in the 
mental retardation section; some coded 310.7 
("mental retardation following major psy­
chiatric disorder") without coding the type of 
disorder separately; some diagnosed psy­
chosis but coded it under 308 ("behavior dis­
orders of childhood"); and some diagnosed 
psychosis but coded only mental retardation. 

It was generally agreed that this state of 
affairs was most unsatisfactory. In spite of a 
high level of agreement on diagnosis, there 
was a very low level of agreement on coding. 
This arose through three factors: 1) no satis­
factory means of coding child psychiatric or 
behavior disorders; 2) no instruction on how 
many diagnoses to code when a psychiatric 
disorder accompanies mental retardation; 
and 3) unfamiliarity with sections of ICD-8 
outside of Section V. This issue was further 
discussed in relation to the report of the Paris 
Seminar. 

Developmental disorder. Several of the 
patients in both the case history and in the 
videotape exercises showed a severe delay in 
the development of speech and/or language 
that could not be accounted for in terms of 



mental retardation. For example, the second 
patient in the videotape exercise was a five-
year-old boy whose language comprehension 
was at the three-year level and whose 
language expression was even more retarded 
in spite of an overall IQ of 78 and of per­
formance abilities at above-age level. Some 
participants noted only the child's cognitive 
difficulties in their diagnosis. However, even 
those participants who made a primary 
diagnosis of a specific disorder of language 
for this boy did not agree in their coding, 
some coding under 306 ("special symptoms 
not elsewhere classified"), some under 308 
("behavior disorders of childhood"), and 
some under 310 ("mental retardation"). This 
case also emphasized the lack of instructions 
on how to deal with multiple diagnoses. It 
also demonstrated the lack of a suitable cod­
ing for developmental disorders (also noted in 
1967 at the Paris Seminar). This arose partly 
through a lack of suitable categories in the 
ICD and partly through the scattered and ill-
defined nature of such categories. 

Considerations of the Paris Seminar Report 
Concerning Child Psychiatry 

In discussing the case histories it was noted 
several times that the same problems were 
being encountered as those previously dis­
cussed at the Paris Seminar on child psy­
chiatric disorders. The Paris Seminar (4) had 
noted that there was no adequate provision 
for child psychiatric disorders in ICD-8, and 
decided that any scheme for the inclusion of 
such disorders must be simple and practical, 
must include only a basic minimum of 
information (in this respect classification 
necessarily differed from both a diagnostic 
formulation and nomenclature), and must 
include unambiguous coding since the chief 
purpose of a classification is to facilitate 
communication. 

Two main issues had arisen out of the case 
histories presented at the Paris Seminar: 1) 
Some psychiatric diagnoses for children were 
not included in the current ICD, and 2) the 
same diagnoses were coded differently by 
different psychiatrists because of a lack of 
explicit instructions about what the coding 
should include. As a result of these issues the 
Paris Seminar (4) recommended a triaxial 
scheme of classification in which all three 
axes had to be coded. The first axis was 
"clinical psychiatric syndrome," the second 

was "intellectual level," and the third was 
"associated and etiological factors." 

The present Seminar recommended that 
the proposals of the Paris Seminar for the 
classification of child psychiatric disorders be 
accepted and noted that the classification of 
mental retardation posed similar problems. 
It was agreed that a similar scheme was 
needed for mental retardation but that some 
modifications might be required. 

Principles of Classification 

It was agreed that the diagnosis of mental 
retardation necessarily involved recording 
several different and independent aspects of a 
case. Thus, at a minimum, it was essential 
that the degree of retardation, as well as the 
basic disorder (where present), be classified. 
Obviously, it would be totally unsatisfactory 
if it were only possible to record that a patient 
had either Down's syndrome or moderate re­
tardation. In fact, both statements are re­
quired for a diagnosis of his condition. In 
addition, many mentally retarded patients 
show some major emotional or behavioral 
disorder that must be recorded for the pur­
poses of providing medical care. 

It was decided that this problem could be 
solved by either a multiaxial scheme, as 
proposed at the Paris Seminar, or by a mul-
ticategory scheme. In both cases a clear set of 
instructions would have to be provided to 
ensure that each axis or category was rou­
tinely recorded for all patients. It was decided 
that at least three major axes or categories 
were required, namely, those outlined in the 
Paris Seminar. For all mentally retarded pa­
tients the intellectual level, the associated or 
etiological factors, and the clinical psychiat­
ric syndrome would need to be recorded. 
Whether a multiaxis or a multicategory 
scheme is adopted would be dependent on 
decisions made by WHO in relation to the 
organization of the ICD as a whole. 

The three classes of information needed to 
provide a satisfactory classification of mental 
retardation correspond with those proposed 
for child psychiatry, and the seminar foresaw 
no great problem in working out a scheme 
that would serve the needs of both disciplines 
while retaining compatibility with the rest of 
the ICD. The essential feature of the scheme 
is that for each patient three categories of 
information should be provided. Codings 
should be available that note where informa-



tion is not known or where no abnormality is 
present. 

It was noted that the necessity for clear 
instructions on how to code multiple diag­
noses is one common to all parts of the ICD 
that concern mental disorders. It was rec­
ommended that a similar multiaxial or 
multicategory system be considered for the 
psychiatric section of the ICD as a whole. 

Degree of mental retardation. It was 
agreed that the degree of mental retardation 
should constitute a principal dimension in the 
diagnostic classification. Discussion centered 
around three issues in this connection: 1) the 
criteria to be used in the assessment of re­
tardation, 2) the level below which retarda­
tion would be regarded as present, and 3) the 
subdivision into degrees of retardation. 

It is now known that intelligence is not a 
fixed and immutable quality, and in the pres­
ent state of knowledge, prognostications 
about future intellectual development are 
necessarily rather uncertain. In view of these 
considerations it was agreed that, in line with 
the recommendations of the Paris Seminar, 
mental retardation should be assessed on the 
basis of current level of functioning without 
regard to its nature or causation. 

It was also agreed that retardation con­
cerned intellectual functioning and that social 
handicaps due to other disorders, e.g., sensory 
defects or physical handicaps, should not be 
included. When used appropriately, intelli­
gence tests could provide valuable guidelines 
to assess the level of retardation. However, 
IQ scores should not be used in isolation; 
rather, they should be taken in conjunction 
with clinical judgments regarding the 
patient's social and adaptive behavior and 
development. 

It was noted that intelligence tests were the 
least useful and, indeed, might sometimes be 
quite inappropriate for individuals from 
populations in which the social and cultural 
factors were quite different from those found 
in the populations on which the tests were 
standardized. Attention was drawn to the 
Resolution on Psycho-Technical Tests (7 ) 
passed by the Educational, Scientific, Cul­
tural, and Health Commission of the Organi­
zation of African Unity (OAU). This reads as 
follows: 

CONSIDERING that the psycho-technical 
tests at present used in our countries are ill-
adapted and do not correspond with our culture, 

our environment and our development; 
CONSIDERING the danger of giving wrong 
guidance to our youth and workers through 
continued use of these ill-adapted tests; 
CONSIDERING the importance of having tests 
that are adapted to studying and using our human 
resources to better advantage; RECOMMENDS 
1) that studies be undertaken by Member States, 
wherever possible, to establish properly adapted 
psycho-technical tests; 2) that OAU, with the as­
sistance of the United Nations Specialized Agen­
cies (UNESCO: WHO: FAO: UNICEF) and the 
ICC take part in these studies.-

The Seminar considered the Fifteenth Re­
port of the WHO Expert Committee on 
Mental Health on the "Organization of 
Services for the Mentally Retarded" (8). It 
recommended that its suggestions on classi­
fication by degree of mental retardation be 
accepted. The Committee had criticized the 
classification of those with an IQ in the range 
of 68-85 as being "borderline mentally re­
tarded," noting that this vastly widened the 
concept of mental retardation, in that at least 
16 percent of the general population would be 
considered retarded. The Committee also 
expressed itself as being strongly opposed to 
this expansion of the concept, taking the view 
that a level of functioning equivalent to an IQ 
two standard deviations below the mean, i.e., 
about 70, was a most useful upper demarca­
tion of mental retardation. The Seminar 
expressed the view, however, that IQ limits 
should constitute only a guide, it always being 
necessary to take clinical considerations of 
social and adaptive functioning into account. 

The Seminar concurred with the recom­
mendation of the Expert Committee that the 
term "borderline mental retardation" had no 
place in a medical classification and that it 
should be dropped from the ICD. As it was 
necessary in all patients to make some coding 
under the rubric of "current level of intellec­
tual functioning," it was recommended that 
the coding of "borderline mental retarda­
tion" be replaced by a coding of "normal 
variations in intelligence—including border­
line intelligence." 

The Seminar concurred with the recom­
mendations of the Expert Committee on the 
various degrees of mental retardation, name-



ly that the categories of "mild," "moderate," 
"severe," and "profound" be retained. How­
ever, in view of the advice that IQ scores 
should never be the sole measure of degree of 
retardation, it was recommended that IQ 
levels that define the categories be omitted 
from the category headings. Instead, the 
terms should be carefully defined in the 
Manual on Psychiatric Disorders and Classi­
fications. Where appropriate, the IQ ranges 
proposed by the Expert Committee should be 
used as a guide instead of the current limits 
ICD-8 suggests.3 However, the IQ limits 
should constitute just one aspect of the defini­
tion of categories that should include a care­
ful description of the degree of handicap in 
social and adaptive terms. 

The category "unspecified mental retarda­
tion" (315 in ICD-8) should be retained but 
instructions to coders should indicate very 
clearly that it be used as sparingly as pos­
sible; it is intended solely for patients whose 
current level of intellectual functioning can­
not be assessed either by standardized tests 
or by clinical judgments (e.g., a newborn). 

Associated or etiological organic factors. 
As the case history exercise showed, the 
fourth-digit coding for mental retardation 
proved to be quite unreliable. This is partly 
because it demands a knowledge of the etiol­
ogy of the retardation, which is often lacking 
due to the pathogenesis of mental retardation 
being only imperfectly understood. Further­
more, nine of the fourth digits combine into 
groups a larger number of conditions repre­
sentative of many areas of ICD-8, so that as a 
statement of etiology, they are inadequate. 
Moreover, clinicians or coders who work 
mainly with Section V of ICD-8 do not al­
ways have the complete manual available to 
them; hence they may be unable to code cor­
rectly conditions other than those specifically 
mentioned as inclusions of the fourth digits as 
listed, and in some cases, they may fail to re­
cord relevant information on diagnosis. 

The Seminar recommended that these dif­
ficulties be eliminated by making the catego­

ry of "associated and etiologic factors" use, 
where appropriate, ICD codings from other 
sections. The organization of this method of 
coding needs further consideration and it may 
be necessary to provide special codings for 
definite neurological disorders that do not 
constitute a clearly defined disease of a rec­
ognized type. A working party needs to be 
set up to determine how this should best be 
done. Alternatives to be considered by the 
working party are that the fourth digits 
should merely indicate the presence of an as­
sociated physical condition that would then 
be coded under its ICD number, or that the 
provision for coding such disorders under the 
fourth digits be revised to provide a more 
satisfactory system. The list of available 
terms in ICD-8 should be reviewed to ensure 
that all diagnoses required for the satisfacto­
ry classification of mental retardation were 
available and that added provision be made 
where necessary. The Seminar recommended 
that the terms describing conditions com­
monly found and reported in the classifica­
tion of mental retardation be brought to­
gether in a glossary accompanying the 
classification. 

Occasionally more than one associated 
organic condition may be present. For ex­
ample, one of the patients in the exercise had 
diabetes, as well as epilepsy, but only a small 
number of the participants coded diabetes. It 
was recommended that, as a rule, the diag­
nosis of the condition most closely associated 
with the pathogenesis of mental retardation 
be recorded. Where feasible, and where the 
patient's condition demands this for purposes 
of medical care, more than one diagnosis 
should be entered on the second axis. (The 
problems of dealing with data involving 
multiple coding present no difficulties in 
modern computer technology, but coding 
more than one diagnosis may present prob­
lems to the personnel involved in maintaining 
records systems.) Where there are no organic 
features associated with the patient's re­
tardation, this fact should be recorded on the 
second axis. 

Associated or etiological psychosocial fac­
tors. Problems of intellectual retardation 
arise not infrequently in relation to psy­
chosocial factors, and the Seminar considered 
it desirable that there be provisions for the 
coding of such factors. The provision and 
definition of categories of psychosocial 



influences posed difficulties beyond the scope 
of the present Seminar, but it was recom­
mended that a working party4 be set up to 
develop appropriate definitions for psy­
chosocial factors, both those important in the 
pathogenesis of mental retardation and also 
those influences, familial and other than fa­
milial, that are important in the pathogenesis 
of emotional and behavioral disorders. In 
view of the importance of psychosocial 
influences it was recommended that this be a 
separate axis or category to be recorded for 
all patients instead of the present fourth digit, 
.8, that associates mental retardation with 
psychosocial (environmental) deprivation and 
that was felt to be insufficient. 

Genetic factors in mental retardation. 
Some cases of mental retardation are due to 
specific diseases that are genetic in origin. 
These should be noted in the category re­
cording etiological or associated physical 
conditions. In addition, however, cases of 
mental retardation not due to any brain 
disease often result from an interaction be­
tween polygenic factors and environmental 
influences. Although the science of behav­
ioral genetics is rapidly advancing, the Sem­
inar recognized that in the current state of 
knowledge it is usually not possible to differ­
entiate genetic influences from psychosocial 
influences of an environmental kind. 

Associated psychiatric and behavioral 
conditions. The Seminar agreed that coding 
any associated psychiatric condition consti­
tuted an essential part of the diagnosis and 
classification of mental retardation. An axis 
or category should be included to deal with 
this dimension. As far as adult patients were 
concerned, Section V of ICD-8 provided 
suitable categories, and as far as child pa­
tients were concerned the recommendations 
of the Paris Seminar should be accepted. 

Classification of Child Psychiatric Disorder 

It was noted that the recommendations on 
child psychiatric disorders necessitated only a 
few extra codings and that provision might be 
made for these by transferring the ICD-8 
category 308 and utilizing categories 316 to 
319 that are at present not assigned. By ap­
propriate adjustments to the glossary to take 

account of disorders in children, neurotic 
disorders, personality disorders, psy­
chosomatic disorders, and other clinical 
syndromes could be included in existing cod­
ings. By redefining psychoses and by provid­
ing extra digits, child psychoses could also be 
included under the current codings. Normal 
variation, conduct disorder, and manifesta­
tion of mental subnormality only would need 
additional codings. Adaptation reaction 
would need an extra coding, but this might be 
provided by a redefinition and reorganization 
of category 307, "transient situational dis­
turbances." Specific developmental disorders 
also need a special category but this might 
be provided by a reorganization of category 
306. 

Mental Retardation in Adults 

Whereas the Seminar spent the majority 
of its time discussing mental retardation in 
children, it was recognized that any classifi­
cation scheme must also apply to adult pa­
tients. It was thought that the scheme sug­
gested by the Seminar would be equally 
appropriate for all age groups. 

Glossary and Instructions on Use 

Throughout its deliberations, the Seminar 
stressed the need for a glossary that would 
bring together terms commonly used in de­
scribing mentally retarded patients, whether 
or not these were found in Section V of ICD-8 
or in other sections. An essential task is to 
define terms. Several countries and profes­
sional organizations have produced glossaries 
concerning mental retardation, that put out 
by the American Association on Mental 
Deficiency being the most comprehensive (9). 
The Seminar welcomed the initiative of 
WHO, which has undertaken to produce a 
glossary of mental disorders, taking into ac­
count the existing national glossaries. A pub­
lication incorporating a glossary should also 
contain a manual that would give clear cod­
ing instructions about what should be 
included in, and excluded from, any partic­
ular category of the classification. Where the 
instructions state that a particular diagnosis 
should not be included in a particular cate­
gory, there should be clear instructions about 
where the diagnosis should be coded. 
Consistency is essential; this cannot be 
achieved unless coding instructions are unam-



biguous and unless they cover most contin­
gencies. 
Classifications for Different Purposes 

The Seminar agreed that no classification 
would meet all purposes: Statistical data on 
mental retardation are of interest not only to 
clinicians, but also to geneticists, other med­
ical scientists, and psychologists, educators, 
and social service agencies concerned with 
health, education, and welfare. The Seminar 
noted that whereas the ICD was originally 
designed to provide a basis for vital statistics 
and for public health purposes, increasing at­
tention was paid in the future to health service 
needs, including the utilization of hospital 
and other medical care facilities. However, it 
was recognized that a classification that 
served these needs would not necessarily be 
entirely satisfactory to educators and to so­
cial agencies concerned with welfare, or in the 
treatment of offenders who did not present 
psychiatric or other medical problems. While 
it took cognizance of these problems, the 
group recognized that they fell outside the 
scope of medicine; and for the purposes of the 
ICD it is important that categories included 
in it be relevant to medical needs. If classifi­
cations for different needs are produced, they 
should be capable of translation into the ICD 
categories. However, no classification should 
be used unless it has been satisfactorily tested 
in practice, and in general the use of different 
classifications for different purposes should 
be discouraged. 

Recommendations to Other Working Groups 

The Seminar noted that the current ICD-8 
classification of neurological disorders asso­
ciated with mental retardation is not entirely 
satisfactory, for example, in relation to epi­
lepsy and to certain types of encephalopathy 
not diagnosed as specific diseases. The Sem­
inar called the attention of the Working 
Group on Neurological Disorders to this 
shortcoming. Neurological disorders often 
accompany mental retardation, and the Sem­
inar expressed the wish that the working 
group should be cognizant of the problems 
of mental retardation in its deliberations. 

Promoting the Effective Use of ICD 

The Seminar discussed what steps could be 
taken to ensure that the ICD be used in the 
most effective manner possible, both within 
a given country and internationally. It ex­

pressed its appreciation of the lead that 
WHO had taken in this field and stressed the 
vital part it could play in promoting further 
studies. 

The point was made that a decision by a 
member country or by a professional or­
ganization to use the ICD routinely for re­
porting purposes could have a beneficial 
effect not only upon the standard of case re­
porting, but also upon the attention paid to 
diagnosis and classification in medicine. If, 
for example, pediatricians were constantly 
reminded of the need for early diagnosis and 
classification, this would lead not only to 
their making better use of the ICD, but it 
would also influence the attention paid to 
diagnosis and classification during medical 
and pediatric training. Use of the ICD might 
thus have an influence upon medical educa­
tion in a more general sense. 

Attention should also be paid to providing 
medical students with training in classifica­
tion and in the use of the ICD scheme. This 
topic should be included in the curricula of 
clinical training. Case history exercises might 
be a suitable method of teaching in this con­
nection. 

At a local level there needs to be close col­
laboration among biostatisticians, clinicians, 
and coding officers in medical records de­
partments regarding the use of the ICD. Rec­
ords officers require training in the use of the 
ICD and of the manual of coding instruc­
tions, and they should be encouraged to work 
closely with clinicians and to return to them 
for clarification records that do not permit 
ambiguous coding. Seminars and short cours­
es in the correct use of the ICD according to 
the manual and glossary would do much to 
improve the quality of statistical reporting; 
and regular feedback both for queries re­
garding particular patients and for material 
fed to a central statistical office would ensure 
that record keeping achieves and maintains 
high standards. 

Professional organizations (including local 
and national medical societies and associa­
tions for the scientific study of mental re­
tardation) can also help to educate their 
members in the use of the ICD. Studies 
should be planned and carried out with the 
help of statisticians who should be consulted 
early and with whom analyses of data should 
be discussed at each stage of inquiry-research 
and fact-finding. At an international level the 



support of the International Association for 
the Scientific Study of Mental Deficiency 
should be sought. 

The Seminar was impressed by the useful­
ness of the diagnostic case reports and vid­
eotape exercises in bringing to light specific 
problems and in clarifying concepts. 

National Centers of Health Statistics and 
professional organizations should be en­
couraged to work together to adapt the ICD 
to more specialized purposes, thus ensuring 
that when they themselves are involved in 
collecting statistical data, the data would be 
put in a form that would allow the use of the 
ICD. 

Even in countries capable of carrying out 
case reporting and videotape exercises on 
their own, the initiative of WHO in sponsor­
ing such exercises by bringing together 
experts from different countries and in pro­
viding case materials and videotapes from 
different countries had been of great impor­
tance in efforts to promote uniformity in 
diagnosis and in case reporting. It was rec­
ommended that WHO should promote fur­
ther exercises of this type at local and 
regional levels. It was also hoped that WHO 
would be able to make readily available 
case materials from different centers in 
different countries and that it would further 
promote or facilitate seminars concerned 
with diagnosis and classification. 

Arising from the deliberations at hand, the 
Seminar emphasized the importance of pre­
paring at an early date and of testing in prac­
tice a provisional classification on the lines 
suggested earlier. The results of any field 
studies that use the proposed classification 
and that should, by preference, be carried out 
in more than one country, should be reported 
back to WHO. A future seminar that would 
take up the problems raised but not settled in 
this one would be invaluable. The group rec­
ognized that WHO could take a lead in stim­
ulating these developments. Indeed, without 
WHO's sponsorship they are unlikely to oc­
cur at all. 

S u m m a r y and Recommendat ions 
The Ninth Revision of ICD 

The Seminar considered alternative ap­
proaches to the problems of classification in 
mental retardation. It decided in favor of a 
scheme compatible with, and derived from, 
the proposals recommended by the Third 

Seminar on Psychiatric Diagnosis, Classifi­
cation, and Statistics, that dealing with child 
psychiatry (4). This would require that for 
each patient, the following four types of 
information would be recorded: 1) degree of 
mental handicap, 2) etiological or associated 
biological or organic factors, 3) associated 
psychiatric disorder, and 4) psychosocial fac­
tors. For each patient, all four types of 
information would be routinely reported, 
instead of only the degree of mental handi­
cap. 

Degree of mental retardation. In the as­
sessment of the degree of mental retardation, 
relevant information about the sociocultural 
background of a patient and his social and 
adaptive functioning must be taken into ac­
count. The grade of mental retardation rec­
ommended by the Expert Committee on 
Mental Health (8) should be used in the ninth 
revision of ICD. These comprise ICD cate­
gories 311-314—"mild," "moderate," "se­
vere," and "profound" mental retardation, 
together with category 315—"unspecified 
mental retardation." Category 310, "border­
line mental retardation," which includes 
backwardness, borderline intelligence, de-
ficientia intelligentiae, borderline mental 
deficiency, or subnormality, and an IQ range 
of 68 to 85 should be replaced by a category 
of normal variations in intelligence in ICD-9. 

The Seminar departed from the recom­
mendations of the WHO Expert Committee 
on Mental Retardation in recommending 
that IQ ranges should not be included in the 
ICD manual, but rather, should be specified 
in an accompanying glossary that would draw 
attention to the limitations, as well as to the 
usefulness, of IQ data for the assessment of 
intellectual handicaps. The glossary should 
also stress that in evaluating the grade of 
intellectual retardation, social and cultural 
background be taken into account. 

Organic aspects. The second type of 
information to be recorded for each patient 
should, at a minimum, consider the principal 
organic feature, if any, associated with the 
retardation. If no such features are reported, 
this should be recorded. Users should employ 
multiple coding on this axis, etiological and 
other diagnoses being included where appro­
priate. 

Psychiatric and behavioral aspects. The 
third class of information should include 
psychiatric symptoms or syndromes catego-



rized in a form compatible with that used in 
child psychiatry and elsewhere in the ICD. 
The same considerations regarding multiple 
coding that apply to the previous section 
should apply to this one. 

Psychosocial factors. The Seminar recog­
nized the importance of psychosocial factors 
in the pathogenesis of mental retardation and 
recommended that psychosocial influences be 
recorded on a separate axis or category. A 
working party is needed to develop appro­
priate categories and to provide definitions 
for them. 
Adequacy of ICD Rubrics 

A small working group should review the 
rubrics used in sections of the ICD other than 
Section V to see whether they will provide on 
the axes of the proposed classification a 
comprehensive list of terms for classification 
in mental retardation. This working group 
should include representatives from the sem­
inar on child psychiatry to ensure com­
patibility between the two systems of classi­
fication, and between them and the rest of the 
ICD. 

The same working group should discuss 
with WHO the possibility of incorporating 
sociocultural factors in the diagnostic classi­
fication, linking this with the attempt now 
being made by WHO to classify socioenvi-
ronmental factors leading to hospitalization 
or to a need for medical care. 
Recommendations Concerning Other Scien­
tific Groups 

Because mental retardation is so frequently 
associated with neurological disorders, 
including epilepsy, the Seminar expressed the 
hope that the scientific group considering 
neurological disorders would bear in mind 
the problems of mental retardation in mak­
ing their recommendations. It was also hoped 
that the forthcoming seminars concerned 
with character disorders and with neuroses 
would give some consideration to any partic­
ular problems arising in relation to mental 
retardation. 
Glossary and Manual of Instructions 

The Seminar was greatly impressed by the 
need for a glossary5 and for a manual of 

instructions to accompany ICD-9. It wel­
comed both WHO initiative and the efforts of 
national and of professional organizations in 
taking steps to provide an acceptable glos­
sary. The group recommended that the glos­
sary should bring together terms commonly 
applicable to the mentally retarded and found 
in all sections of the ICD, and that the ac­
companying manual of instructions should 
give guidance to users concerning where par­
ticular diagnoses should or should not be 
placed. 

Promoting the Effective Use of the ICD 

The Seminar recommended that WHO 
should consult with government agencies and 
international and professional organizations 
about steps that might be taken to promote 
the effective use of the ICD in member 
countries. These steps include: further diag­
nostic exercises, national and regional semi­
nars organized on the lines successfully pio­
neered in the series of WHO seminars on 
classification, and short training courses for 
medical students and for persons particularly 
responsible for coding and classification. 

The Need for Field Trials 

The Seminar recommended that WHO 
should consider as soon as it can the possi­
bility of sponsoring field trials in different 
countries in which the proposed classification 
would be tried in practice. The results of any 
field studies should be reported back to 
WHO. It was also recommended that a fu­
ture meeting be convened to discuss the re­
sults of the field trials and also the integration 
of the various recommendations of the semi­
nars on different mental disorders. 

The Seminar endorsed the recommenda­
tions of the Paris Seminar with regard to the 
need for an adequate provision of categories 
regarding child psychiatric disorders in ICD-
9. 

The 1969 recommendation of the Educa­
tional, Scientific, Cultural, and Health 
Commission of OAU (7) was noted with ap­
proval. The recommendation proposes that 
appropriate intelligence tests be developed 
for different cultures and that tests developed 
for one culture should not be applied without 
modification in very different cultures. The 
Seminar considered that the same issue might 
apply to different cultures within one 
country. 
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Some Thoughts on the Classification of 
Mental Retardation in the United States of America 

BY GEORGE TARJAN, M.D., AND LEON EISENBERG, M.D. 

It is desirable to reach a generally accepted 
international resolution that assures that pa­
tients afflicted with severe emotional disor­
ders and manifesting the symptomatology of 
mental retardation are classified into the 
same category. The solution advocated by the 
current Diagnostic and Statistical Manual of 
Mental Disorders—placing first emphasis 
on mental retardation—offers the most for 
comparability of biostatistical information 
from diversified geographic settings. Further, 
the manual's encouragement of multiple 
psychiatric diagnoses assures against loss of 
information. 

THE MOST COMMONLY USED classification 

system in mental retardation in the 
United States of America is the one con­
tained in the Manual on Terminology and 




