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If several psychiatrists are presented with the same patient or case-
history and asked to meske a diagnosis, disagreements are likely to arise,
particularly i1f the patient's 1llness falls within the "functional” psychoses,
or within the neuroses and personality disorders. The size and nature of
such disagreements 15 a greater problem in psychiastry than in most medicel
and surgical disciplines because of the lack in psychiatry of independant and
reliable laboratory investigations that might conmtribute to the dragnostic
process It 1s usually necessary to rely upon what can be learned about the
patient by means of interviews and observation only , and 1t 1s easy to show
that differences are common between clinicians in their i1deas of what 1s normal
and abnormal, and how they perceive end interpret the statements and behaviour
of patients. It 18 also easy to demonstrate that psychiatrists use important
words like "schizophrenia" to mean different things in dafferent countries, and
even psychiatrists who have been treined and educated together often find that
they disagree to a surprising degree sbout, for instance, the most ususl way to
classify the various types of depressive illnesses.

In epirdemiologiecal work, 1t is particularly important to specify as clearly
as pessible what is meant by diagnostic terms, so that others in additicn to the
doctor who made the dimgnesis can deduce what was wrong with the patients, This
paper deals with a number of ways in which diagnosis cen be made ag relimble and
as communicable as possible. It 1s arranged in four sections-

a) nctes on some general problems of psychiatric d&ragnosie

b) diagnosis 1in ordinary clinicel work

£) diagnosis in statistical returns from hospitals and clinics

d) diegnosis ain special research studies.

a) Notes on some genergl problems of Exchiatric diagnosis

In their general medicel treining, psychiatrists learn to think of the
daegnostic process as a search for the underlying disorder thet is causing the
patient's signs and symptoms; in other words, the disgnosis is usually regarded
as the key to setioclogy, from which treatment and prognosis can usually be

deduced. There are nowadeys & sufficient number of well-understood medical



and surgical conditions for this aetiological sesrch often to be

successful and it 1s all too easy to assume on taking up psychistry

that this way of thinking 1s sti1ll] appropriste. But only in the

organically caused conditions (such as dementias, acute confusicnal

states, brain damage, epilepsy and mental deficiency) do we know anything
specific sbout mechanisms of causation in psychiatric 1llness. The

concepts that underlie words such as "schizophrenia", "mania" or "otsessional
neurosis" are more abstract and less well defined than those underlying
medical terms such as "perniclous anaemia"”, "malaria”, "pulmonary tuberculosis".
These differences are usefully illustrated by considering the way in which the
information about a patient 1s summarised and condensed through several stages

as 8 diagnosis 13 made -

1. Complaints The patient presents complaints, some of which may be
immediately recoguisable as due {0 morbid processes, but often these
are mixed up with social or work problems, or interpersonal
relationship difficulties unique to the petient.
2. Symptoms The doctor's first job is to sort out these complaints
and 1éentify any symptoms. These are descriptions by the patient of
feelings or experiences which the doctor has been taught t¢ recognise
as part of a morbid process., Symptems are recognisably the same from one
patient to another.
3. Syndromes  Symptoms tend to cluster together in groups, and these
recurring groups of symptoms are called syndromes. In general medicine,
the word syndrome is often used to imply a recognised group of
symptoms, for which the underlying ceuse 18 naot known, For instance,
"Cushing's Syndrome" was recognised and called by that name for years
before the present understanding of its causation was sequired.
4, Disease concepts When the underlying physiological, anatomical or
biochemical mechanism that 18 involved in en illness are understood,
1t 1s possible to develop an understanding of the whole chein of events by
which the causative event or process produces the symptome and
syndromes; this knowledge leads usually to rational treatment end
firm expectations of the course of the 1llness {prognoeis). The
expmples already noted of pernicions snaemia, malaria, and pulmonary
tuberculosis show how much information can be implied in cne or two
words.
Our concepts of Schizophrenia, Manic-depressive psychosis and the Neuroses

are still at the level of syndromes, since we do not yet understand the

underlying disturbances. However, in spite of the large 1ndividus]
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component in the way patients with these disorders present, there

15 still enough common to the complaints of patients for the symptoms
and syndromes to be described amnd recognised, (even across cultures in
many instances}). The fact that schizophrenia and mesnic-depressive
psychosis respond to fairly specific chemical and physical treatments
1s a strong pointer to the existence of some underlying biochemical or
electro-physiological disturbances, as yet tcoo subtle for us to detect
direetly. Thus our present day concepts of these psychiatric conditions
can be thought of as intermediate between the simplest type of syndrome
nocted above, and the familisr medical disease concept, we 1nfer that at
least an important part of the symptoms 1s due to a disturbance that is
the game in all the patients with a particular diagnostic label, but we
do not yet know what that disturbance 1is.

The conditions called "Personality disorders" need yet another set
of i1deas for their description, since most of these disorders are
concerned with excesses 1n quantity or time of behaviour thaet by 1tself
is not necessarily abnormal.

These comments should meke 1t clear that when we talk of "psychiatric
diagnosis" we are using a very general term which covers several quite
different concepts of the type of disorder present in the patient. It is
for this reason that attempts to describe the psychiatric patient in one or
two words lead to difficulties and disagreements, To do Justice to the
complexity of the patient's complmants, several statements are often
necessary, for instance, many patients need three separate statements - one
giving the mentsl 1llness present, one giving the personality type, and one
giving the intellectual level. This leads to the comsideration of multi-
axial system of classification, which 1s a subject of current interest in

psychiatric classificaticn.

Diggnosis in ordinary elinical work
A systematic and rational method for sorting out the information

about a patient is the essential first step for the production of a useful
diagnosis, whether this is tc be used for ordinary clinicel work, for
statistical returns, or for research.

A psychiatrist will remsin unclear about a patient in his own mind
unless he has his ideas sufficiently well organised to be able to present
the case briefly and coherently to others. The most importent step in
this process 1s the production of what is often called a "formulation",
which is different from a "s ', A summary is simply a condensed
version of all the relevant facts about a patient, collected under the



usual headings of Famly History, Childhood Development, Social, sexual
and work history ete. The summary should contain no interpretation or

inferences,

A formulstion 1s best thought of as the attempt by 1ts author te
make sense of the information in the summary, In writing a formulation
the author tries to show that he has some concept of what sort of a person
the patient is, what has happened to him, both personelly and psychiatrie-
ally, i1n the past, and how this 1s related (i1f at all) to the present
illness and problems. Reasonable inferences must be made, partieularly
pbout relationships in time between events and i1llnesses, and the cause of
the present 1llness must be discussed If interpretations are made, their
purpeose and theoretical framework should be specified.

The central pert of this type of formulation 1s a discussion of the
possible diagnoses - the differentisl diagnosis, which leads on naturally

to treatment and prognosis. An outline scheme for the writing of a
formulation 1s given in Appendix A.

An importent di1fference between a summary and s formulation is that
the summary of & patient should be virtually the same, wvhoever prepares it.
But the formulation of a particular patient may differ in some respects for
each psychiatrist who prepasres one, since 1t will contain the psychiatrist's
own individusl views, interpretations and points of emphasais.

Even in ordinary clinical work, the diagnosis given to the patient often
has to be recorded for administretive purposes, and even though the
psychietrist making the diagnosis may not be very concerned asbout the future,
his notes may be used by others in years to come if the patient has further
1llnesses. Thus there are good reasons why the diagnosis should always be
recorded in & manner that can be understood by others, any clinician can
record diagnoses 1n his own praivate system, but in eddation, scme accepted
system of classification should also be used, either nationel or internsatiocnal.
The World Health Organisation glossary and guide to the ICD=-8 1s for thais
purpose, and should be used in addition to any local or national systems that

are required.
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¢. Diagnosis in statistical returns from hospitals and clinics

Medicel students are usually taught little or nothing sbout medical

administration and the planning end provision of medical services, but

yet their conditions of work are in the end determined by decisions made

by administrators and planners. Planning decisions are often mede on the

basis of information collected sbout ordinary clinical work, and this

information often includes the diagnosis of patients,

It is to everybody's advantage 1f information used for planning

purpcses has some meaning, so some elementary rules for the collection of

diagnostic information are suggested -

1‘

The diagnosis collected, usually the one recorded on the patient’'s
case notes or record sheet, should be made by a doctor. All too
often, 1nvestigation of hospital statistical systems shows that

the diagnosis 1s collected or recorded from the case-noctes by e
nurse or a clerk, at a time when the doctor in charge of the patient
has not yet made a diagnosis, or 1f he has, he has not yet written
1t down in a comprehensible form. Doctors should be taught to
record diegnoses clearly and wvathin a few deys of admission, this may
be superceded by a final &ragnosis after investigations or at
drscharge, but an admission diagnosis should still be clearly
specified,

All diagnoses should be expressed by the doctor in the terms and

code numbers of an agreed system of classification. Local areas

or 1ndividual nations may have their own systems which will have to

be used, but an official internstional system should also be used

at the same time. The World Health Organisation glossary to ICD-8

18 intended &s an international reference system to help commmications,
and 18 explmined in the "Glossary and Guide". A common fault of many
hospital systems is that the doctors record diagnoses on thear own
personal systems, leaving a records clerk or nurse to try to converi
their idiosyneratic and imdefined terms into an official system,
Doctors tmst be taught to regerd classification and glossaries as a
useful way of learning sbout psychiatric illnesses as other doctors
see them. Any doctor cem, of course, record diagnoses in his own
words or using any system he chooses, but he should also make sure
thet he records a diagnosis using an accepted system that others can
understand.



3 Both the doctors and the hospital sdmnistrators should know
whet type of diagnosis i1s required by the collecting office,
Do they require the irmediste admission dragnosis, or the
diagnosis of the most serious condition present 1f more than
one, or do they reguire the finsl discharge diagnosis? These
mey all be different in some patients, If the collecting
system can cope, 1f necessary, with more than one diagnosis for
each patient, then an agreed set of rules should be used %o
decide the order in which diagnoses are given. Some examples
and comments on these points are to be found in 'Notes for users'
1n the World Eealth Organisation Glossary and Guide.

It 15 clear from these comments that most of the problems under
discussion originate in the ettitudes of the psychiatrists towards the
keeping of case-notes and the recording of diagnoses. This will only
improve 1f they are taught from the earliest stages in their medical
tralning to take a positive interest in medical administration, plenning

and epidemology

d. Diagnosis _in special reseerch studies

This section 1s divided into two, the first dealing with studies
in which the patients (and possibly their relatives) can be interviewed
by e psychiatrist or other trained research worker, thereby making
avgilable detailed and reliable information about all relevant aspects
of the patient. The second section contains comments upon different
types of studies, usually field surveys on a large scale, in which the
amount and type of information obtainable about the patients or subjects
18 very limited by practical problems of distance or shortage of irained
staff, and where the psychiatric disgnosis may be less importent than
closely related but different statements about degree of disebility and
need for trestment.

80 long as the purposes of a diagnostic study or survey are clearly
stated and the methods used are described end adhered to, almest any level
of diagnostic information, however crude, is useful for some purpose, It
18, however, essential to match the objectives of a study to the methods
used to collect the information, and to ensure that information end disgnoses
collected for one purpose are not used for a gmite different purpose, for
which they are unsuiteble.



d (1) Disgnosis in special research studies with detalled informstaion.

Because of the ease with which inter-cobserver variastion can
affect psychiatric diagnoses, there have been a number of studies
1n recent years aimed at i1nvestigating the conditions under which
these differences and variations are likely to be large, and how
they can be minimised. In order to mimimze diagnostic disagreement,
the careful use of agreed systems of classificstion and accompanying
glossaries, as discussed gbove, 18 an obvious and essential procedure,
but the other components of the disgnostic process also need to be
standardised as much as possible.

The compliceted process of making a diagnosis can be divigded
into meny stages, but for our purpeses the folleowing four represent

a convenient division —~

1. The interviewing technique of the psychiatrist.

2. Hig perception of the patient's speech and behaviocur, and
the patient's perception of his.

3, The inferences and decisions made by the psychiatrist on
the besis of what he has perceived.

k. The choice by the psychiatrist of a particular dregnostic
term for the patient.

The second and third of these components together constitute &
complicatbed mddle stage of the diagnostic process during which the
psychiatrist perceives, classifies, sumarizes and to some degree
interprets stetements made by the petient. These processes gp on in
the psychimtrist's mind as the i1nterview is proeeeding, and are his
guides 1n the ehoosing of further questicns or lines of enqumiry which
in turn result in more information. Thais rapid and alwost automstic
system of informetion extrection and processing is essentially
sequential 1n nature. The topic in the mnd of the psychiatrist at
any moment i1s determped largely by what immedistely preceded 1t, so
divergence between possible alternative lines of engquiry 1s likely to
be cummulative es the i1nterview proceeds. To achieve in the final
gtage of diagnosis the high degree of reliasbility and repestability
necessary for resesrch purposes, al} the steges of the diagnostice
process must be under some sort of censcious control, as far as the
patient's condition and expectations of the interview will allow. To
obtain the best results, a complete system of standardised interviews
and rating procedures 1s needed, in addition to the use of a glossary
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and classification. If well-trained and commrtted research workers
are available, the diagnostic process can be standardised to a
surprising degree without exceeding the tolerance of either the
patient or the psychiatrist. (A high degree of standardisation has
recently been achieved in two large international studies, (1) the
World Health Orgasnisation International Pilot Study of Schizophrenia,
and (11) the US-UK Diagnostic Project, which can be consulted for
details of procedure).

The maximum agreement between & group of psychiatrists will be
achieved 1f account 1s taken of the following -

1. The background and training of the psychistrists

The psychistrists i1n the research team will find their task of
agreeing on the definiticon and criteria of sbnormelity contained
in the standardised interviewing gchedules easier 1f they are
fairly similar in general background, training and psychiatric
interests than if they are a very heterogenous group They all
have to learn the same rules of rating, and be prepared to use
gtandards and criteria which seem reasonable to others but with
some of which they may themselves disagree or have been previously
unfamiliar,

2. The need for standardised interviewing and rating procedures

These are necessary to ensure that the same symptoms are enquired
about with every patient, in the same manner Any symptoms thus
elicited must then be rated according to an agreed set of rules
and definitions. The i1nterviewers must be prepared to train
together for weeks or even months until their reliasbility can be
shown to have reached an acceptable level. The training process
congists partly of becomng famliar with, and therefore confident
about, the schedules, and partly in them being flexible enough in
its use to keep the interview both standardised and clinically
acceptable to the patient. Interview schedules covering both mental
gtate and history must be included in the system.

3. The use of diagnostic terms with accepted and explieit meaning

This 1mplies the use of a diagnostic classification with an
accompanying glossary of terms, the best known example of this 1is
the Int ernationel Classification of Diseases (ICD-8), which now
has a glossary and guide. Other examples are The American D.S,.M.
1 and 11 and the Britash Glossary of Mental Disorders, which are
all very simlar an that they are all based on the ICD-8. It 1s
hoped that in the future, more and more countries will begin to use
the World Health Organisstion version 1n statistical returns and

research work,
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For some research purposes, specially deteiled or unusual
classification systems may need to be devised, but it 1s usually
possible to state how they are related tc the ICD-8, If possible,
the results of such studies should alsoc be given in ICD terms or
the nearest equivalent, so that other psychiatrists in different
countries and cultures cen understand at least in part whet the
results mean.

d (11) Disgnostic objectives in surveys of mentsl 1llness

For some purposes, 1t mey not be necessary to have the information
about patients in the very reliable and detailed forme as has been
drscussed above, and shorter and easier methods of classifying patients
may be all that i1s required. For instance, if the task 13 to plan a
psychiatric service for & rural area with scerce resources and few
trained persomnel, the diagnostic objectives would be very different from
those in a study comparing the effects of two or more drugs on specially
selected 1n-patients. In studies where the research workers have severe
problems in travelling and contacting patients it may be necessary to have
quite modest diagnostic objectives. The clasgsaification of patients into

"o

very broad groups such as "psychosis" "neuroses” msy be all that 1s possible,
and particularly if it 1s not practical to have a face to face interview with
some of the subjects in the survey. Such terms can still have quite useful
meanings 1n terms of the type of care or the number of medical persomel
needed for a service, even though they do not give much information about
the details of the patient's i1llness. In the planning of psychistric services,
the classification of patients into varicus grades of dissebility and
chronicity may be more useful than the formal psychiatric diagnosis. In
addition, the concept of "being a case" has been used and studied in some
surveys, and 18 usually regarded as a measure of the need for psychiatric
treatment. All these concepts are closely allied to the more conventional
diagnostic terms, but they may be surprisingly independant of them in some
patients. Much more work is needed on these ather weys of classifying
patients, particularly with regard to out—patients and hospital services
and clinics, where patients with the less severe types of mental disorders
can be treated. Whatever the terms chosen for classifying the patients,
théy should slways be defined as strictly as possible before the survey starts,
and preliminary testing should be done to check that the definitione egreed
upon can be used relisbly by the research workers.

In particular, the method of diagnostic surveys in which all the
subjects are not interviewed directly, has been used in a number of swrveys
of rurel aress (e.g. Lembo and Leighton). Diagnoses made in this indireet
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way may sti1ll be quite useful in meking rcugh estimates of the
nunber of different types of disorders in an area, but the different
qualities of such informetion and the lower levels of confidence
implied in such efforts must be recognised and described.

Standardised survey interviewing methods are also now being
developed which take the form of several stages of assessment, of
different degrees of detail A brief interview of, say fifteen
minutes durastion, can be used to i1dentify those subjects 1n a
population with more than a certain number of symptoms or degree of
disebirlity, and these are then given a mere thorough interview to
determine i1n more detea:rl exactly what are their symptoms and diagnoses.
The combination of a brief sereening procedure with a more detailed
assessment of those subjects put forward by the screening procedure
allows B large population to be dealt with with the maximum utilisation

of the time of the survey workers.

Further reading {Opticnal)

1. The International Pilot Study of Schizophrenia, W.H.O. Geneva 1973
2. Psyehiatric Epidemiology:  An international symposium. edited by

E.H.Hare and

J.K.Wing.
Oxford University Press. 1970



From: Cooper, J.E., Kendell, R.E., Gurland, B.J., Sharpe, L., Copeland,
J.R.M. & Simon, R., "Psychiatric Diagnosis in New York and London",
Maudsley Monograrh No. 20, Oxford University Press, London, 1972.

APPENDIX 1

THE BACKGROUND TO THE STUDY

THIs study 15 concerned with rhe diagnostic meaning of routinely collected
mental Lospital statistics, and 1ts design allows comparisons o be made
berween statistics arsing fro. arce mental hospitals in London and Siate
hospitals in New York Psychuotric smat.sacs have not been o popular subject
for stua; in the past, although marked differences have been known to enst
between tne Unuted States and Creat Britamn in this field for many vears
One siribing esample of these d.flerences will serve to indicate the filld of
mterest of this work, bcfore moving on to an introductory discussion of two
1ssues wits which this study 1s concerned, namely, stanstics relatng to
mental iliness, and the rehabihity of diagriosts 1n psychiatry

Figuies prepared by Kramer (Kramer, 1961, 19694 and &) showed that the
mental hospital firsi-admission rate fo. England and Wales for manic-depres-
sive psychosis (or reaction) mn thc age-group §5—64 vears was about 26 tumes
the coriesponding Armerican rate This difference 1s so large that it demands
an explanation Possible contribators 1o ta. disparnity are differences between
the rtwo oa:ent populations 1n hospnal utilization and 1n biological and genetic
constitution, and the presence of different ecological mflucnces Before an
1vestigation 1nto any of these, or other, possibilit.es 1s justified 1t 1s necessary
to establish what proportion of the differences in reported staustics can be
artributed to the Jpauents themselves If the patients on two sides of the
Atlantic turned out to be very simular to cne another when both were assessed
by the ~ame methods, one would be forced to conciude that the reported
diagnostic differcnces were, at least 1n pary, artuacts -oduced by differences
in diagnostic eritersa Such a finding could hardly tau 1o be of interest to those
concerned with the collecuon and use of staustics, «nd would also raise the
quesuon of whether psychiatrists are entitled to accepr at face value diagnostc
statements 1 psychiatric investigations carried out .n countries other than
their own Thus, an examination of this statistical dispanity appeared to be
worthwhile whatever the resuits

NATIONAL STATISTICS OF MENTAL ILLNESS

Trne .mportance 2nd asefulness of statistics relating to mental 1} 'nesy have
been 1ecozmizad by prominent pschiatric anters for over 100 vears, ~0 118
surprisiag that so hitrle 15 known ubout their deficiencies  In rhe mtreduction
to Lo Study of the Maor Psychoses i an Lnghsh Coennry, Shephard (2957)
traces brefly the history of the 1ecogmtion of the mmportance of psychiatric
statistics, starting with Prichard (1835), Esquirol (1838), and Thurnkam
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(1845), and culminating 1n the Br.uish nauonwide system of collection made
possible by the meepnon of the National Healih Service i 1948, upon which
his own study was based The most prominent early studies m this field were
not carried out in Great Britamn, and Shepherd instances workers .n other
countries, such as degaard {1945, 1946) and Svendsen (1952) i Scandmavia,
and Pollock and Malzberg (1937) 1n the Umted States More recently, the
World Health Organization, with its mternational responsibilities, has brought
together published psychiatnc staustics from many different councres
(World Health Organizanon, 1963, 1966, 1968) These and many other
studies provide ample evidence for the usefulness of routinzly collected
peychuatric statistics, but it must not be forgotten that until very recently the
type of mnformauon used was quite hmited, in that the statistics regularly
available were concerned only with admussions to mental hospitals or psychi-
atric out-patient climcs Even 1n 1969, Kramer felt obliged to begm an
extensive review of contemporary staustics of mental disorders 1n the Urnited
States with the statement  ‘Annual morbidity statist:cs on the prevalence and
mcidence of mental disorders are not available for the Umted States or for
any other country’ (Kramer, 19695)

In the majority of published studies, there are no more than passing
comments on the quality of the psychiatric diagnoses being used, ana 1
particular there has peen msufficent emphasis upon the presence of two
distinct components in psychiatric statistics as they are usually collected
There 1s first of all 2 group of ‘hard facts’ such as age, sex, marital status,
and length of stay in hospiial, however thesc arc collected they arc hikely to
be comparatvely reliable With the second component, a diagnosis, quite
diffcrent problems are encountered, due mainly to vaniations in diagnoestc
habits among psychiatrists Every psycluatrist 1s faraliar, at an anecdotal
level, with the diagnostic differences that can occur between himself and his
colleagues under ordinary climeal conditions In the context of choical work
or teaching activities, these differences are often sumulating and producuve
of useful discussion, but for statistical purposes they are merely sources of
varmation which must be mumiruzed

Part of the explanation for this lack of appreciation of the inherent problems
of psychueiric diagnosis meay lie :n the fact that those responsible for the
collecion and compilation of psychiatric statistics are usually admimstrators
and smat:sticians Experienced climcal psyciuatrists who nught be eapected to
be only too famiiar with the problems have tended to neglect this field
Probably the most widespread mamfestation of this mdifference 1s the refuct-
ance of many hospital climcians a1 Grear Britan to follow the repzated
requests of the Mmustry of Health to use the nomenclature of the International
Classification of Diseases when making official hospirai admussion diagnoses
for the monthly statistical retuins

It seems reasonable to accept that large-scale psychuatric statistics contamn
information potenually of great interest for eprdemuology and for purposes of
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planning and admunistration, but their acceptance must be qualified by
maquiry into the extent and sources of the inevitable var.ations, and by con-
structive crit.cism to improve their quality Uncritical acceptance of their
diagnostic value, as 1n the studies by Burch 19644 and o), must mean that
the authors’ conclusions will be at least as suspect as the quality of the
diagnoses themselves,

There are sigas, however, that more attention 15 being paid to the quality
of psychiatric statstics, as a result of the incieasing emphasis in the last two
decades upon the rational planning of psychiatric services The complex
system of diferent types of treatment and care that forms the current ideal
of a comprehensive psychiatuic service needs careful planning to make the
most of the usually madequate resources available It becomes necessary to
estimate numbers and types of patients for very practical reasons, and since
the deployment of manpower and moacy will depend directly upon such
estimates, they must be based upon rehiable information

The need for reliable diagnostic methods and for the consistent use of
psychiatric terms, which are central features of the present study, 1s now
only too apparent

THE RELIABILITY OF PSYCHIATRIC DIAGNOSIS

There 15 a good deal of cvidence to show taat under ordinary clinical con-
ditions psychiatric diagnosis 1s usually an unrehable procedure The whole
problem of this unreliabdity will not be reviewed here m tull, since several
faurly recent commentaries have covered the subject (Kreitman, 1961, Beck,
1962, Zubin, 1967) It 15, however, worthwhile selecung a number of studies
which illustrate the different types of inter-psycimatrist variatton thatr can
influence diagnostic stat:stics

In one recent experimental study, the sources of variation were convenently
summarized as ‘first, vananons at the level of observation and percepuon by
the chin:cian, secondly, variations in the mnferences drawn from such observa-
tions, and thirdly, variations in the nosological schemata employed by the
individual chimcians’ (Shepherd, Brooke, Cooper, and Lin, 1968) Good
cxamples of variations between observers at the perceptual level were
obtained by Katz, Cole, and Lowery (1969) who showed short cine films of
psychiatric interviews to audiences of psychiatrists For two of the pauents
used, the audiences showed significant variations in their ratungs of ‘apathy’,
in spite of the use of a rating method that znsured thar all the rarers used
the same simply-phrased rating-scales (Lorr and Klett, 1967) High ratings
on apathy were associated with a diagnosis of schizophremia, which raises
the question of how early mn an interview 15 a diagnosis made by the
chmcian, and how much does this affect his subsequent judgements and
perceptions One of Katz’s films was shown in borh the United States
and in London, ana the American psychiatrists had a significantly lower
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thresizold for the perception of abnormal behaviour and symptoms than the
Briush

This finding was confirmed by another transatlantic comparison (Sandifer,
Hordern, Timbury, and Green, 1959) During a series of evaluations of 23
American patients by eight British and 33 American psychuatrsts, Sandifer
and lus colleagucs found that the American psychuatrists reported almost
twice as many symptoms as the Bniish A complete cross-over rating expert-
ment 1 which psychuatrists from two or more culwures all rate in turn patients
from the same cultures has not yet been reported, but even without this 1t
seems very likely that these two groups of workers have encountered a
differznce 1n rating sensinvity between Briush and American psychiatrists
wiich will prove to be important and widespread

The final stage in the diagnostic process, that of choosing a term from a
nomenclature, 1s particularly vulnerable to individual differences between
dizgnosticians, as shown by the study of Ward, Beck, Mendelson, Mock, and
Erbaugh (1962) This study was directly aimed at 1dentufying and estimatng
the relauve importance of different sources of inter-observer vaniation while
using the Diaggnostic and Statistical Manual Mental Disorders (DSMI)
(American Psychiatric Association, 1952) Each of a series of 153 pauents
was seen and diagnosed separatzly by two different psychiatrists who then
met to discuss and 1denuify the sources of disagreement 1n the 40 cases where
this had occurred They concluded thar the causes of disagreement were

1 Inadequacy of the nosology, responsible for 62 § per cent of the dis-
agreement (25 cases)

2 Inconsistency on the part of the d.agnostician, responsible for 32 5 per
cent of the disagreement (13 cases)

3 Inconsistency on the part of the pauent, responsible for 5 per cent of
the disagreement (2 cases).

By ‘mnadequacies of the nosology’ they meant that they found that descrip-
tions of diagnostic categories were somenmes overlappmg and not mutually
exclusive, and that there were inadequate mstructions and guidance about
how to give precedence to one disorder when two or more were judged to be
present In other words, even with a conscientious effort to follow the Manual,
wo nmuch was sull left to be decided by individual attitudes and preferences.

In most of the reported studies of the unrehiability of psychiatric diagnosis,
1t 1s not possible to apportion out the demcastrated vanations to the dafferent
components of the diagnostic process, they show only a total sum of varia-
tions from all possible sources Such studies are valuable none the less, since
they dlustrate how much vartation can occur in wadely different settings,
whether expenmental or climcal

Studies done within the setting ot one hosprtal can bring to light asurprising
amouant of variation between chnicians One such study was reported by
Pasamanick, Dimitz, and Lefton (1959}, but 1t does not scem to have aroused
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the attention 1t deserves, pethaps because of the disanming simplicite of is
design It conssts merely of a description of the routine hosprtal diagnoses
made upon 538 female patients eater.ng the wards of a well-staffed Un:versity
hospital The patients went 1into onc of three wards with little or no selection
between wards The three resulting groups of patients did not duffer 1n a
variety of personal characteristics such as age, race, and socio-economic
status, so there was no reason to supposc that the.r diagnosuic breakdowns
would be very different In fact, very marked differences in the distribution
of major diagnostic categosies were found and could be traced to the individual
ideas of the three psychiatrists in charge of the secnions For iastance, one
psychiatrist made a diagnosss of sch.zophrema m 66 per cent of his panents,
the others in 22 per cent and 29 per cent For ‘character disorders’ one
psychuatrist put 57 per cent of h.s patients into this group, a second 47 per
cent, and the third only 15 per cent This study 15 important because the
authors were able to show that these var.ations 1in diagnostic hab.ts were not
merely of academic interest but were associat=d with differences ma treatment
Nor do they munce thewr words in summarizing their conclucions ¢ despite
protestauons that therr point of reference 1s alwvavs the ;ndividual pauent,
climicians 1n fact may be so comimutted to a pertcular psychiatric school of
thougnt that the paticnt’s diagnosis and treatment is largely predetermined’
The stabihity of diagnosis over tunc has been the subject of some interest
as another aspect of rehability, although a change .n the clinical state of the
patient 15 al ¥ays a possible complication A 1-vear follow-up study of 100
patients stadied i coastderable decail (Masserman and Carmichael, 1938) 1s
often quoted as a source of evidence for the unrehability of psychiatric
diagnosis, since 41 of the pattents requured a revision of the diagnosis at the
end of the year It 15, however, impossible to tell from the method of study
whether the changes resulted from change m the patients, or from diffecing
dragnostic habits among the clinicians concernzd In add:uion, cxaminston of
the details of the changes shows that some categeries were quute stable, for
mstance 15 out of I8 patents called ‘orgamc psychoses’ kept the same
diagnosis, as did seven out of eight labelled “maruc-depressuve psychosts” The
categories of ‘adult maladjustment’, and the neuroses, were responsible for
most of the instablity, for only 18 patients out of 45 1n these two groups kept
their onginal diagnosis Schizophrenia was intermediate 1 ats stebility Such
a wide rang> of variauon makes generalizat:ons unjustified, but rather point
to the need for further studies on tne stability of the .ndividual categorics
There 15 evidence from a Briush study that changes an doctor produce must
changes mn diagnosis over ttme 1 he mental hospital almission statistcs
collected by the Ministry of Health since 1948 have made possible a large-
scale longitudinal study (Brooke, 1963), and from the 14,047 patients i this
group who had their first adsmssion 1n 1954 a group of 200 were sclected who
had four admuissions within 2 years of their first (Cooper, 1667) It might be
expected that 1n the majority of these patients the admissions would «ll be
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tor the same condition, bat according to the 3-digit categories of the Inter-
national Ciassification of Diseases (Seventh Edition) into which the diagnoses
were grouped, only 37 per cent retamned the same diagnosis throughout By
regrouping the diagnoses 1nto eight broad groupings (Schizophremua, Affective
Dusorders, Neuroses, Personality Disorders, etc ) and by subjecting the case-
notes of each admussion to a uniform assessment procedure by one psychiatrist,
the proportion of pauents keeping the same diagnosis rose to 81 per cent
Strong correlations were also evident between the number of changes
diagnosis and the number of changes of doctor Tlus study was comparatively
crude in that 1t relied upon the assessment of case-notes, but the sheer size
of the reduction m diagnostic changes 1s impressive.

In view of the length of ume that this evidence of the unrehability of
psychiatric diagnosis has been common kncwledge, 1t 15 surprising that the
problem was not mvestigated at an international level prior to the recent
work of Sandifer and s colleagues (Sandifer, Hordern, Timbury, and
Green, 1968) These authors carried out a senies of diagnostic comparnisons
between 33 psychiatrists in North Carolina, four in London and four m
Glasgow. Their study used cmne films of 30 brief climical psychiatric inter-
views, supported by a written summary of the pauent’s psychiatric, social,
and fanuly history and the results of psychological and laboratory mnvestiga-~
tions, The differences between the diagmoses of Briush and Amerncan
psychiatrists were not very striking and were not 1n accordance with expecta-
tions from Kramer's staustics (Kramer, 19694a), for the Briish and North
Carolna groups used the diagnosis of schizophrenia to the same extent (for
the North Carolina psychuatrists 18 per cent of all diagnoses, compared with
16 per cent for the Briush) For manic-depressive psychosis, however, the
findings were more m line with expectation, the Briish psychiatnists using
this term twice as often as their American counterparts. In addition, the
North Carolmnz group used the term ‘neurotic depressive’ far more than the
British groups, and the Glasgow group alone made particular use of ‘per-
sonality disorder’ The diagnosticians 1 North Carolina were apparentiy
ty pacal of their local colleagues, for the authors comment that the 18 per cent
of diagnoses of schizophrema made by the North Carohna psychiatrists 1s
close to the annual percentage of admissions so diagnosed at their parent
kospital The existence of regional differences in admussion rates or diagnostic
criter1a 1s an obvious possibility 1n a country as large and vaned as the Unuted
States, and may account for the disparity between the results of this study
ana Kramer’s The 1ssue 15 considered further in CHAPTER XVIII

In contrast, one of the studies reported by Katz, Cole, and Lowery (1969)
revealed a very large Anglo-Amenican diagnostic difference for sclnzophrenia,
at least for the one patent mnvolved. A filmed psychiatric interview was shown
to 42 American and to 32 British psychiatrists the patient was an attracuve
young woman in her middle twenties with a variety of fairrly mild symptoms of
anxiety and depression, who also complained of difficulty with inter-personal
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relationships and the frustration of her ambition to be an actress In spite
of one-third of the American psychiatrists making a diagnosis of schizo-
phrenia, none of the British put this forward as the primary diagnosis The
predilection of American psycluatrists for symptoms related to or suggestive
of schizophrenia was shown by the use of the terms schizophrema and
sctuzoid personality by nearly half of them, whereas over half of the Briush
psychuatrists used diagnoses with a more affective connotation such as
depressive neurosis or emotionally unstable personality Anotner eapern-
ment reported n the same paper showed how wide a variety of diagnoses
can be given to a single patient, 44 American psychiatrists between them
used 12 different diagnoses after all viewing the same film

Thus last example from the work of Katz shows how marked the contribu-
tion of mdividual differences between diagnosticians can be towards variation
in psychuatric diagnosis, since all the psychiatrists 1n both countries received
exactly the same mnformauon and recorded their observations according to
the same nstructions Because of the lack of objective or quantfiable data,
there 1s no doubt that of all branches of medicine, psychiatry 1s most prone
to thus hazard But this necessary examination of glaring examples taken from
psychiatry must not obscure the presence of a good deal of inter-observer
disagreement 1n many vestigations used 1n general medicine that are usually
accepted without questien as objective and reliable Beck, for mstance, Lists
the assessment of emphysema, judgements on the nutritional state of children,
estimates of the degree of pathological inflammation of ronsils, and accounts
of pulmonary symptoms 1n medical history taking, as examples of medical
procedures that have all been shown to be subject to sigmificant inter-observer
error (Beck, 1962) Other examples are the assessment of X-ray films (Gar-
land, 1960), blood pressure readings by sphygmomanometer (Oldham,
Pickering, Roberts, and Sowry, 1960, Holland, 1963), and the interpretation
of ECGs (Kagan, 1965) In other words, there are good grounds for believing
that all varieues of the diagnostic process are at times subject to significant
observer vaniation But because of their specially vulnerable position, psychi-
atrists must be prepared to devote more attention than other diagnosticians
to inter-observer dufferences and other vaniations mherent 1n the diagnostic
process

Influenced no doubt by these diagnostic discrepancies, authors such as
Masserman and Carmichael (1938), Colley (1960), and Menninger (1963)
have gone so far as to suggest that conventional descriptive diagnoses are so
unrehable that they are best disregarded. Such pesstmism 15 not justified,
because the diagnosticians in the studies described above, and in virtually
all the others 1n the literature, were workmg under ordinary chinical condi-
tions They had not undergone any special training, and at the most had only
a brief acquaintance with an agreed rating-scale or with a glossary of terms
At least one studv performed even under these mimmal conditions of
standardization achieved diagnosnc consistency, probably because the
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dizgnosticians mvolved had all had a sitmular psychiatric traiming The study,
by Wilson and Meyer (1962), stands n interesting contrast to that of Pasa-
manick, Ditez, and Lefton (1959) alieady noted The distributions of differ-
ent diagnoses i a psychiatric hiaison service in a general hospital for 2
consecutive years were compared and found to be very similar, in spite of a
different set of patients and a different set of diagnosticians For 1nstance, the
proporuon of patients diagnosed as schizophremic remaimned at 15 per cent,
all types of depression together changed only from 23 per cent to 26 per cent,
and personality disorders changed from 38 per cent to 34 per cent (the
number of patients dealt with was 128 and 166 1n the 2 years)

Much more convincing evidence of the reliability of the diagnostic process,
however, 15 available from specially designed studies, as opposed to these
carried out under ordinary clmical conditions One of the early reports on the
development and use of the ‘Present State Exammation’ (PSE) which was
used 1n a modified form 1n the present stuay, demonstrated that a hugh degree
of rehiabslity can be achieved when diagnoses are made under optimal condi-
tions (Wing, Birley, Cooper, Graham, and Isaacs, 1967) During work pri-
marily directed at establishing the inter-rater reliability of symptom scores,
a provisional diagnosis was made by the pairs of mnterviewers mndependently
at the end of each mterview Since the PSE 1s directed only at the symptoms
experienced by the patient over the last month, this provisional diagnosss 1s
not a definitive diagnosis, but 1t must bear a very close relationship to 1t in
most patients The mterviewers had all been tramned 1n the same institute and
all used a set of instructions geared to the interview and specially prepared for
the purpose of making this categorization. Over a series of 172 patents (about
half of whom had schizophrenia, just under half some type of affective 1llness,
and the remainder a variety of other disorders) there was complete agreement
on prrmary diagnosis m 84 per cent, when they were tabulated into 11 cate-
gortes There was partial disagreement tn 7 per cent, and serious disagreement
in only 9 per cent, a large proportion of the disagreements mvolving the
notoriously difficult category of ‘personality disorder’, or distinctions between
different sabcategories of non-psychotic affective disorders -

This tugh level of agreement showed what could be expected with a special
eftort to control known sources of inter-observer variation Together with the
recent emergence of other rehable chinical methods of mterviewing and ratung
(Sputzer, Fless, Burdock, and Hardesty, 1964) and with the development of
other types of standardized rating instruments such as Lorr’s IMPS (Lorr
and Klett, 1967), these results at last raised the possibility of a more systematic
examunation of the diagnostic process in psychiatry As already noted, 1t had
become 1ncreasingly obvious to those concerned with psychiatric epidemiclogy
and statistics 1n America and 1n Britain that the duderences between some of
the mental hospital admussion rates were the single outward manifestation of
several possible differences between patients, psychiatrists, or hospital and
statistical services, all worthv of 1mnvesugatioa The use of these standardized

proce?ures as a yardstick te set against the more variable diagnoses
used in official hospital admission statistics was an obvious and
practical way of starting work in this field.
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APPENDIX 2

DISAGREEMENTS IN THE MAKING
OF A PSYCHIATRIC DIAGNOSIS
BACKGROUND AND LITERATURE

If several psychiatrists are presented with the same patient or case-
history and asked to make a aiagnoss, dwagreements are lhkely to become
evident, and these are now well documented Zubin (1967) and Krestman
(1961) have reviewed and summarwed a large number of such studics, m
which the emphasis has almost always been upon demonstraung the between-
psychuatrist rehability of commonly used diagnost.c categories Both these
reviewers pomt out, however, that hrtle 15 known about the sources of the
disagreements

The purpose of this section 15 to discuss some of the causes of chagnostic
disagreements in relauon to the components of the diagnostic process, and
also to comment briefly upon the relevance of some published studies to
possible sources of vamation mn thesc componert processes There 13 a pressing
necd at the moment to wnprove the rehabiity wnd valelity of psychsatric
diagnosis, and somec knowledgr of the varnious components that together
constitute a diagnostic 1mierview 1 a pre-requisite for the idennficauon and
study of the wmajor sources of vamiaton and wrror It 1 not intended to give
an exhaustive and cniical survey of the uteratwze, lLut rather to comment
upon a number of selected pons, dlustrating these whenever possible by
anvestigauons directly concerned with psychiatric interviewing. Unfortunately,
such studies are surprsingly tew The very large number of psycholugical
studies dealing with mterviewing techniques, perception, and decision theory,
being of only indirect interest, can be given only a passing mention m a
preliminary discussion of this type, wxcept where they can be used as examples
of a particular princ:ple

It mght be as well to begin bv suggestng a denmon of “making a
diagnosis”, formulated at a sufficiently general level to cover mwost even-
tualities For the purposes of this discussion, the following 15 suggested

“The psychiatrist interviews the patient, and chooses from a systemn of

psychiatric terms a few words or phrases which he uses as a label for

the patient, s0 as to convey to lumself and others as rmmch as possible
about the astiology, the mmediate manmifcstatons, and the prognosis of
the patient’s eondition”
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These same elements are also found in diagnostic procedures in general
medicine, but there the mterview and chinical examnation of the patient
are usually foliowed by pathological or brochemical investigations which
are expected to give specific and independent clues as to the diagnosis. With
the increasing vanety and specificity of tests of physiclogical abnormality,
and the simplfication or even automation of laboratory procedures, little
attention 13 now given in general medical traimng programmes to the study
of interviewing procedures and the sources of differences between observers,
but there are some indications that many medical procedures do not rest
upon as firm a foundation as 15 often assumed Disagreement between ex-
perienced climeians, and also between different opinions of the same cln-
1c1an presented with the same decision on different occasions, has been dem-
onstrated to a surpnsing degree for such diverse procedures as ’Ehysxcal
examnation of the chest, the assessment of the need for tonsillectomy, and
the interpretation of X-rays and electro-cardiograms {Garland (1960),
Fletcher (1952)) But whatever the situation i general medicine, psychia-
tric procedures must be much more vulnerable to observer differences, for
in dealing with most psychiatric patients there 15 a lack of external critena
by which the psychiatrst’s observations and decisions can be vabidated, 1t
1s usually necessary to rely upon what can be learnt about the pauent by
means of interviews only Until something s known about how to make the
gathering and recording of interview information accurate and rehable,
psychiatric diagnosis cannot rest upon a firm foundation,

If the defimtion given above 1s accepted for the sake of argument, it 18
posable to separate out four major stages or components of an interview
conducted for the purposes of making a diagnosis It will be assumed that
the psychiatnst takes an active role for at least a part of the interview, and
also that he does not follow a pre-ordained set of questions

These four elements are, fust, the mnterviewing technique of the psychia-
trist, second, the perception of the patient’s speech and behaviour, third, the
inferences and decisions made by the psychiatrist on the basis of what he
has perceived, and fourth, the attachment of a particular diagnostic label
to the patient The second and third components together constitute a com-
plex middle stage during which the psychiatrist perceives, classifies, sum-
marzes, and to some degree interprets statements made by the patient. These
procésses go on 1n the psychiatrist’s mund as the interview 18 proceeding,
and are his guides in the choosing of further questions or lines of enquury,
which 1n turn result in more information Separation 1n the manner suggested
here 1s somewhat artificial, but 1s necessary for the purposes of discussion

An 1mportant point concerning all four components should be mentioned
at this stage Even from the quite general statements made up to now, 1t
15 evident that the system of information extraction and processing formed
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by the first threz components is essentially sequential in nature The topic
at any one moment 1s to some extent determmined by what immediately
preceded 1t, and so divergence between alternative lines of enquiry may be
cumulative as the interview proceeds The divergence 1tself would not be
mmportant if 1t were always possible to ash all questions of all patients, for
gaps could be filled in eventually, but this of course does not happen owing
to the severe practical limitations on the duration of interviews

These four components will now be examined for possible sources of
variation which could give mse to disagreements when psychiatrists are
faced with the same patient

1 Iatervicwing the patient

Many psychiatnists consciously adopt a parocular style or techmque of
interviewing on the assumption that the pattern they try to impose upon
themselves will have an unportant effect upon the patient’s responses

Style of speech 1 usually assumed to be highly individual, and the first
step 1n studymng the mmportance of interviewing techmques s to know to
what extent constant individual elements can be identified The work of
Goldman-Esler showed that thus 16 1 some degree possible, although sur-
prisingly difficult (Goldman-Ewsler (1951, 1958)) She concluded that “certamn
relations of time sequences of action and silence n conversation tend to be
constant within Iunus, and characteristic of mdividuals independent of
changing partners and topics” The pattern of silences turned out to be
the most easdy identifiable interview characteristic in her studies, but
fortunately other more positrve features could also be 1dentified

What exactly determines an interviewer’s verbal behaviour 15 open to
question, and the effect of training in interviewing techmgues seems to be
stll uncertain During a psychiatric or psychological training programme a
balance has to be struck between the individual verbal characterstics of the
pupil and those taught by the system being learned It 1s often assumed that
voluntary adoption by the interviewer of a particular interviewing techmque
will play the major part in determumng the style of the interview, but there
1 at least one well-known study which suggests that other and more indivi-
dual imnfluences may be predominant

Fiedler (1950) used tape-recordings of interviews to obtain judgements
about type of therapeutic relationships, the judgements bemng expressed in
terms of cornments upon the verbal behaviour and styles of the therapists
The therapists studied were chosen from three contrasting schools (psycho-
analytic, non-directive or Rogerian, and Adlerian) and 1t was shown that
eapeits of any one school resembled experts of other schools more closely
than they resembled non-experts of their own school The influences of



experience (and presumably age) scemed to be more formauve of interview
behaviow: than were traming and affilation

Whatever then sources, these differences between mnterviewers piesumably
uiust have elfects upon the patient Even of the content of a gioup of
quustions s thie same, vanations in the style of questioning and subsequent
responses of the interviewcr will 1esult 1n the patient receiving impressions
of different emphasis, which may well result in different replies The 1glative
efficicncy m terms of the speed and completeness with which imformation
1» extracted by different styles of interviewing also remains unstudied

2 Perceplivn

The psychiatiist can usc only mformation that he perceves, and somc
punts about perception 1 general will apply to the nterview situation
Perception 15 necessanly a selective process, and involves omutting some of
the inforn.aation available, since all possible stimuli cannot be regsteica
stimultaneously Only by attending te and concentrating upon sclected stunuly
1s 1t possible to make sense out of the environment, and whea. 15 omitted from
puiception 15 1n large pait detetmined by the espectations or motivations
opcirating at the time A simple experument carried out as long ago as 1904
by Kulpe (1904; :Lowed, for instance, that subjects told to :1eport as
accurately as possible the number of objects preseated, were oiten unable to
answer questions about the colows of the objects when guesnoned imane-
diately afterwards What 15 perceived 15 also often supplemented 1n order to
inahe the perceived matenal {1t better into the observer’s frame of reference
Baitlett’s studics of remembering of stories and pictares contain many ex-
amples of both omnsion and supplementauon (Bartlett (1932)) Newcomb
11950) refcrs wo thus whole piocess, by which incomung stimuli are sorted out
ind miven meaning, as “structuring a process of omitting some features,
supplying others, highhighting one or a few and sunordinating the rest mn
the anterests of making sense out of the environnrent”

fhese are general pninciples, and cearly simmlar to the principles of
Geostalt psychology and Lewmn's field tucory Although usually considered as
applicable to the perception of stununn of a comparatively simple nature,
as 1 expeniments on the perception of colours, shapes, numbers and sumple
movements, there i no reaso. why the same principles should not hold when
ithe observer 1s asked to deal with more complex 1ssues such as the judgement
of emotions and personality traits, The ideas and concepts upon wlich the
perception of people 1s based have to go through tie same processes of bewg
-oited out and fitted 1nto a frame of rcference mn order to be used by the
obscrver The application of cogmtive theoties to the perception of social
behaviour and personality forrus a sigmiicant part of socal psvehology (e g
Lindzey (1954)) and here again there are many studies not duectly con-
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ceraed with the psychiarne mtervicw but which dlustrare points of comanca
LLPOnAance

An expeniment by Kelley (1950} 1s perhaps a suitable 1flustration and 1s of
particular mterest because 1t suggested that the eapoctations about a persoa
to oe judged can alter behaviour towerds that persorn, as well as opimons
about h's persorality Kclley inforred hali of a class of students that a new
demonstrator they were about to meet was a “warm” person ang separately
told the other half of he class that he was a ‘cold” person When ashed
to rate the dewonstnator on a numbcer of personality chaactersstes at the
cad of the class session, their iatings were blscd according to what they
had been told buforehand It was so {ound, although to a luser degree,
that those students who rated the wemonst ator favourably mn the warm”
categonies took more part spontanecusly .n the class actities than the
others

'
3 Inferences end Decisions

The scttmg in which an observation 1s made, and the picsence of defimie
diagaostic cipectations 1 the mind of the observur, 1way nave an nnpoitant
mfluence upon the infurences which mav e urawn from what 18 observed
P.ychiatuie d.agnoses are particulally vulneiable m this regard, partly ve-
cauwse many symptoms are cowunon to diffecent dworders [Freudenberg &
Robertson (1556, ;, and partiy because of the close sunidaiity between rome
suppos.dly diagnostic symptoms For .mtance if 1t » swspected from an
ealy stage 1n the mterview that schisyphrema wili be the final diagnosss, the
obstrvation that the patient 1s rather quiet and slow, with Litle cmouonal
response, mught be regarded as flatreung ot aftect, so confirmung the
unnal diagnosis But to another obscyver of the same interview who had
enlier reached, for other reasons, a cdiagnosis of a depressive illness, the
same behaviour might ve wterpietea 25 depriessive apathy Thus, depending
upon the pre-exiting diagnostic ser of the chservem, the same behaviour is
tahen to confirm dilfcrent diagnoses

Inferences about personahty trais, the defimtions of which are cien
less well defined and agrecd upon than those of psychiatic symptoms, inay
be made even i the complete absence of perceived evidence in their favous,
the “halo cffect” and related influences are the chief culprits in this area
Thorndike (1920) comed the term “Lalo effect” to 1efer to a constant erior
found n ratings of pertomahty trais due to “suffusing raungs of speciai
features with a halo belonging to tue mmdividual as a whole” For instance,
if a judge 1s making a n:mber of tramn ratings ot anotw - puson he tends
to mahe first of all an overall decision that the puson 15 generallv good
ur generally bad and then to make the morce speciflic trat raungs so as to
fit in with the overall goodness or budness to a much greater catent than
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15 justified by the evidence presented about the spealic trats A vony
woscly related phencinenon which has the same eflect of increasing nter-
correlation between judgements, 1s the “logical error” diseribed by New-
comb (1931} and Guiford (1934) This 15 due to judges gining a person simi-
lar ratings on charactertsacs which seen. to be log.cally rcdlared in the opimon
ot the judges, 1 e if 2 man 15 judged to be industrious, he may also be called
dependable, mtelligent and hikely to be a good leader because in the opmuon
of the judge these trsuts usually go together Other ways i which raten
imipress their own coneepts on the ratings thev make of other people were
studied by Levy & Dugan (1960}, who emphasised the large extent to which
raungs of pemonality types reflect the perceptaal processes of the judges as
much as they do the nature of the objects of therr judgements The study
of Rames 8 Rohrer (1954) demonstrated this effect clearlv and on a large
scale, at least as far as psychodynanuac nterpretation of psycliatrically
healthy joung .nen 1s concerned A group of caperienced psychiatrists
mterviewed, for twenty minutes each, 886 selected officer candidates, and
among othe tashs made judgements on cach man as to his domunant
personality type and kus typacal defence mechansms The psychiatriats were
fournd to show statistically significant differences in the frequency wih
which they observed diiferent personality types 11 1andown samples diawn
fiom the 886G men and, in particulai, 1t could be shown from the ratings
of 124 men who were wmterviewed twice that diflcient psychiatrists saw
cifferent personaluty traits i the same man

Souices of spuiious coirelation oetween raungs are of very obvious
—elevance Lo psycluanie diagnosis, Lo in the assessment of personaljty
and 1n the study of mental illness The clustering of symptoms 1nto = n-
dromcs s the first stage in the wentification of new dmoiders, whedher they
are viewed as pattetns of ieaction or as .ndependert disease processes
If the halo and other cifects are ignored, thore 15 a considerable nish that
aruficial symptoms patterns and clusters will emerge The percnmal cop-
troversy about the nature of depressive illnesses 15 a good cxample, and this
argument will not be settled until the rating mcthods upon which the studies
aiwL based are properly asscssed for the presence of these sources of spurnious
inter-correlations (Kende'l [1968))

Many instances of the processes of peicening and orgamsing that have
Leen discussed up to now aic not necesanly regarded as beang concerned
with conscious selection or decision, the intenviewer does not have the
subjective eapeiience of mahing deciions after a period of deliberation, At
all stages of thc mterview, however, inferences and decisions that are ex-
perienced as deliberate have o be made upon the basis of the information
that has emciged from the nitial processes outhned zbove Deciston-mahking
cin be 1epaided as a central feature of most learmng situations, and this



Las proved a fertile viewpomt u judged by the hterptauze now av laule on
decsion theories, problem-salving and the theory of games Unfortan udds
the ficedom and ~vamabibty 1uierunt n: cluucal psycomtne mteniown 3
Lnahdate any direct compansons with such investrigations, which are vsually
designea as sunple games or single deaisions wieh staadard rules aad a care-
fully rostidted mumber of cheices (Meessiel & Brayficld (1964), Saetly &
Bryan « 1964})

Even so, 2 buef mention of the type of cencept used in recent ycars
this ficld 13 worth while, and will serve to dlusirate the problems that arec
cven when the simplest possible type of decisions are bemng made Siegels
developwnent of the application of Bayes's Theorem, for instance, emphasised
the importance of viewing decisions a a rosult of the subject masimusing
both ‘subjective probability” and “unl ty” (Siegel et @l (1657)) Subjectine
probability 15 an estimate by a parucatar indwidual of the bkehhood that an
event will 'ocour Uulity m this context 1efirs {o the subjective value o
satisfaction 2 person derves {rom choosing correctly The uulity of chowce
vanabality 1 less obvious, and refers to the satisfaction a person derives
from. varymg his bebaviour In repeuinve-choice enpgeruments, subjects can
scinetines be seen to vary their choice ariong alternatives rather than make
the same conect choice repeatedly, even though this means focwer curect
decisions Tf a purcly subjectrve reasen for a chowe can be sigm'icanty
powerful ander the conditions of an experiment whuch midiate s rongly
aganst ifs Very exsterce, then simrlar forces must Le evpected 10 be of zreat
nnpertance under the condiens which ussally obtain m a chmical interv.ew
Here, every psichiatnst has his own mdinsdual concepts and eapectatiors oy
which prababulities about rephes and behasiour will ve juaged, and thure 1.
no murcedrate way of calling his choces cosrect or meorrect :

Wih the growmg use of electrome compuiers in the recording and 110-
cessing of all types of formation, 1t seeins inevituble that the somewhat
haphaza'd decision processes that are responsible for diagnostic decisions
will be increasingly compared withk and chellenged Ly the more stadarased
and repeatable deciions that can be carred out by compuier programmes
(Baron & Fraser (1963)) Bayess Theere.n, winch 5 concernad with the
probalality of a lLypothesis before and after the presentation of new data,
has been described as “an optimal model for the revision of opstuon in the
hight of new mformation” (Edwards et al (1965)), and as such will pie-
suinably feature more and more in the future If aiready seems clear tlat
under the condiuons of snnple eapermments unolving the esumaton of
probabilitles of seyuences, men are wefficient and very consurvative come
pared to a Bavesian wnalysis (Edwards et al (1965), Edwards et al (1963))

Unfortunately as pointed out Lv severr! of the co. ~.ibutors to the val 1ible
Achigan Svmuposierm on Diagro - {Facque: .964)) 1t b lecessan 1o brow



20

something abput the prevalence of svmptoms . the population under »rudy
before Buyes’s Theorem can be used as a stausucal model This 1 a giae
diawbach n the case of psychuatric dismders A moie promising appioach
1s to usc a logical decision—irce model, which 15 similar to the way 1n which
many chmaans mahe decisions about diagnoses A sertes of questions 1s
ashed, each of which 1s either true or jalse, and the result determunes the
neat question to be asked, while at the same tmue ruling out one or more
diagnoses or groups of diagnoses A computer programme incorporating this
method can be used to give diagnoses in which the decisions are, necessardy
free from inter-oberver differences The final quality and meanung of the
diagnoses, however, will always depend upon the quality of the imput data
Spitzer and his colleagues (Spitzer & Endicott (1967)) have made a pro-
musing start in the psychiatric field with their "Diagno” programme

There s one recent study by Gauron & Dachinson (1966) which 15 of
considerable interest and probably umque, m that 1t 15 directly concerned
with elucidating to what extent psychiatrists base thewr decisions upon
different 1tems of mformation Unfortunately, as the authors acknowledse,
the:r presentation of .nformation to the psycluatrists was far removed from
the usual climcal setting The .nformation contained in three case histories
was broken up into 36 separate and independent categories, each psychia-
trist being studied (12 m all) was given a hist of the headings of the 36
categones (such as age, sex, famuly history of mental ilness, results of pro-
jective testing) and then requested one category at a time in any order they
close After each item of informaton, they were asked to make a decision
about probable diagnosis or diagnoses, and o give a rough estimate of the
probability that each one of the diagneses mentioned would be thewr final
diagnosis They were instructed to cont.nue ashing for items until ihey “were
satisfied with one final diagnosis When tlus point was reached, the pwchia-
trists were also asked to say m thewr own words why they had reached that
diagnosss, and to list the five most impertant inforrw.hon categories used
The decisions recorded after the request of each item acre used to rank the
categories of information in “actual” importance, and the opinions recorded
after each final diagnosis had been made were used tg deterrmine “perce ved”
importance Although “reasons for referral” headed both these rank order
lists, 1t was clear that the psychiatusts were not awaic which of the other
categorics were nfluencing them the most. For instance, the patient’s age
was third 1in perceived importance, but seventeenth .n actual importance,
projective test results were seventh in perccived mmpoitance but second 1n
actual mmportance, and childhood historv was sitecnils in perceved 1mpor-
tance but siath in actual importance

The position of “projective test resulis™ m the rank orders compounded in
this study 1s worth a further mcnuon They were ashed for on the meat
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majority of occasions and as already noted were second 1 ‘actua. .-
portance” with regard to the final diagooss In spite of this, they show.d
a marked tendency to be one of the last tems to be requested, being twenty-
first 1n the ranking hist for mean order of reguest. This combmauon of
positions 15 open to two very diferent mterpretatiens, both of which give
considerable food for thought It could mean that they were merely asked for
at the end to clarify and confirm provisional conclusiens that had aiready
been arrived at on the basis of the forezomg mamn bedy of informanon, m
which case they could perhaps be dispensed with altogether If, however,
the psychiatrists really were rglying upen these test resules to the extent
that seems possible, then a good many of the conventional items ef infor-
mation obtainced beforehand were in fags redundant and played no zeal
part m influencing the diagnostic chowce

These authofs also state that .uexperenced psychiatrists ashed for less
information, made tnere hasty decwiors znd relied wmare upon the mme-
diate mental state than therr mowe expenenmced colleagues, but no detadls
or figures are given to show the basis of ther conclusiens

They also gave thew mpresnons of how diagnostic styles mught be clasa-
fied, suggestmg that the psycluavcsts’ behavtour could be best interpreted
along two dumensions first suggesied by Mendel (1964)-~one of structured
versus unstructured methed, and one of ductive-logical wersus mturtve-
alogical dhanidng,

Gayron & Dhekinson do moat statz whather thew diagnosticians were given,
any imtructions as to what sort of a dmmganesis. they were required (0 make,
If no .ndication of thes was grven, then 1t » hkely that some of the differen-
ces 1a style and approach could be dve to different paychiatrists hawving
different goads, some might have beon attempung to: make only an aenclo~
gical diapmosis, others to make a decrptive one dealing laxgely with the
present state, and others to armive at a more comprehensive label as ce-
fined at the start of thas dwousson. In spite of thus and other pessidie cri-
tieiszs, this study 15 of great interest smoe iz &t last beging to facus attention
drrectly upon the diagnostscian in aetion.

The decsion-making proceszes of 17 probation officers were studied in
a very shmilar way by Bilkans (1964), but only ewe case lustory and gne
decision (as. to whether probation sheuid be recommended) was nvalved,
ratripgs of confidence and ease of decinen were also gbtamed. He fownd mo
relation between type of decivon and the expermmee of the probation
officers, and conchuded that the ways m which they sought and used mforma-
tion were characteristic of the mdmdual officers rather then the nature of
the information Even reversal of a provisonal decision was net relaied o
any parucular item of mformation

The overall effect of these diilerences in mnterviewing techmques, per-
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ccpuon, dewsions and inferences will be to produce differences in the
diagnosis made independently on the same patient by two psychiatrsis
From those studies which report the findings in detal, 3t bucomes clear
that if the judgements are made on smaller and snialler componcnts of
behaviour this does not necessautly increase the inter-observer rebiability,
but often appears to lead to more disagreement For instance, Kreitman et al,
(1961) fourd on the whole more agreemen, between the dingnoses rcached
by two psychmtrists seeing the same patienis a few days apart than betweun
ratings of indmidual symptoms - Although thesr pans of psychiatrsts reached
quite fugh levels- of agieement for orgamic disorders and functignal psycho-
scs, the agreement on the presence of the symptoms upon which these
diagnuses were based, such as the' piesence of intellectual detenoration,
delusions and hatlucinations, was wuch lower. Similarly, m the study re-
ported by Wing ef al {1967), in which a detailed and itermised standard
mnterview was used on a series of patients scen independently by two psychia.
trists one week apart, overall diagnostic agicement was very hugh indeed
section scores for depression, worry, tens.on, etc had a less high inver-
nsychiatrist reliability, -and the indvidual items of which the sections were
composed often showed quite surprismgly low iehiability These findings
emphasize the nécessity to dstinguish between the properues ot the many
detaitéd and specific judgements that are made during an mtenview, and
those of the fimal diagnostic terms choscn at the end as the best available
summary There’ may be the most curious and starthng differenges in the
obsecration of two different psycmatrists, but they may vet agree upon
a diagnosis This is because a ciagnesis 18 essenually a summary of mam
different observations and as such  hkely to be morg rehable than any of
its components or subs-gtoups

The fact that a number of currently used overall diagnosuc terms can
be showh to be highly reliable when used under 1deal condit.ons should not,
of course, be taken té6 mean that there 15 no need to study the unreliable
natute of the indrvidual tems of information upor which they aie based,
for in'spite of the passibiliies of high agreement in the use of major diagno-
stic ‘categorics, “no one would suggest that. the disorders comipg under
such terms are homogereous groups in any but the most superficial manifes-
tations Before farther progress can be made :n sub-dividing and validating
chinical groupings for purposes such as assessment of thorapy and prognoss,
It 1y ?ﬁsehtial to begin to sort out these itemis wluch lcad to relizble judgements
from those whiclhk do nét, d4nd to examune the reasons behipd such diffe.
rentes

The Ghorwe of @ Diagnostic Label
Lyven 11 the many scurces of vanaton alrcady considered are aveded,
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two psschmatrists w.ll find commumecation about a pauent difficalt or 1m-
possible unless they use stmilar diagnostic terms to suamarse then oprons
If they use terms from systems of sufbczently ditfvient nature and em-
phasis, however, they cannot necessanly be said to be disagreemng for they
may merely be making complementary statements, each dealing with quate
different aspects of the patient or the illness This lack of comparability
of diagnostic schemata 15 at the present time a major wmternational problem,
and Stengel’s study undertaken on behalf of the WHO shows the natwe and
magostude of the difficulties fvolved (Stengel (1959)) Stengel illustrated
lus comments by collecting together -17 classifications 1 current use 1n
various countries, and it 13 worth while reiterating the principal points that
emerged from Stengel's study as responsible for the incomparabihity of
different systems, for they also figure mn practice as possible reasons for
dlsagrccn-ent when using any one systemi. A commen and glanng deficiency
15 that no glossaties or defimtions are usually provided which would give
an indication of the intended meanings and implcations of the terms listed
In addition, 1t is usually unclear whether an attempt 15 being made to clasaify
people or illnesses, and some systems appear to try to do both Finally,
almost all the systems in current use are mxtures of aetological, descriptive
and often interpretative terms, only one of which can be given precedence
as the main diagnosis

VWhen faced with difficulties as fundamental as these, 1t becomes clear
that principles ‘of a sunple and theoretically ideal system of classuucation,
as put forward by Henipel (19593 are :quite upattamable for psychiatry at
present Fe points out that, 1déally, a classificaton dmvides a set of objects
into subclasses winth should be mutually exclusiie and pojntly exhaustive
Different phinciples have to be used 1n speafymng psychiatnic conditions,
even if only descriptive “operational defimtions” of illpesses are considered,
since the signs and symptoins upon winch pretept-day descuiptions are based
show a very large overlap, even between conditions such as “psychosis”
and “neutesi§”, which many psychuatrsts conssler 1o be  fundamentally
different (Ffeudcn%efg & Robertson (1956)). It is worth while conssdcnng
a commonly used classification at this pomt, such as the LCD, (1963), s0 as
to illustrafe the several and coniplex types of decusions. involved in its yse.
The I C.D. contains groups of ilinesses under the headings of “psvchoses”,
“neurcees”, and “personality disorders”. Itzseems likely, for instance, that
for muny paychintrists, the mere presence of hallucinanons or delusions is
mrfzrfent to result automatically in' » diagnosis of “psychosu” of some sort;
in most casés this 15 a comparatively easy judgement about their presence
or absence To distinguish between the various types of neuroses, however,

it often necessary to rely upon the relative severity of a particular 33mptom
amongst the manv which are commonly present in the majority of such
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patients, Here the decding lactor 15 relative severity, rather than presence
or absence A third type of judgement, that of time duration, may be crucial
m maling a distinction between some types of ncurosis and a personality
disorder The judgements of sevenity and durabon instauced above are of
a particularly difficult nature, since they require the observer to impose
cutting-off” pounts and discontinusties upos what may appear to be con-
tinuous data, rather than to merely wentify discontinuities which arc already
there This doubtless makes an unportant contmbution to the umelability
of these diagnostic categores {Kraitman (1961), Zubin (1967)) Even these
smple examples haghlight the very complex nature of most current classi-
fications, and the need to:separate out d.fferent types of judgements This 15
verv closely connected with the second and third ponts noted by Stengel
above, concerned with the distinction between the classification of people
or of illnesses, and the nuxing up of actiological, descriptive and Lier-
pretive term$ in most svstems The piésent patchy and uneven state of
psychiatric knowtedge 15 presumably responsible for these problems being
so proitunent There seemn to be no reasons, other than secondarv ones
such as metlical tradiion or statistical simplicity why 1t shou.d pe thought
desirable to make only one type of statement about a patient In mam
cases, m oider to do justice to the findings, 1t 15 necessary to make separate
statements about, for instance symptoms, personalsty and inteliugence

This particular pomt emerged wath some emphasis from the study of
a:d et al (1962) Their study % worth nourg i some detall, sipce .t 15
one of the very few in the hterature which attempts to examme reasons for
diagnostic disagreements with reference to the system of classification bung
used A pane! of four peychiatrsts piepared themsehes by several pre-
Limnary discussions, during which they reached a consensus regarding tne
speaific criterra for eaeh of the nosclogical entiues outhned 1n the “Diag-
nostic and Statisiteal Manual Mental Disorders” of the American Psychiatnc
Association The psychiatrists were. then randomly pawred so that each of
a seties of 153 patients "vas seen and diagnosed separately by two differcnt
diagnosticrans, and subsequenily the psvchiatrists met to dscuss and idennfy
the major cause for therr disagreement in the 40 cases where this had
occurred The emuses for disagreement weare divided into three main cate-
gories (1) inconstancy on the part of the papent, which way judged re-
sponsible for 5 % (2 cases) of the disagregment {ound, (u) 1aconstancy on
thé part of the dhagnostician, responsible for 32.5% (13 cascs) of the
disagreement; and () inadequasy of the nosology, responsble for 62.5 %
(25 cases) of the disagreement Since these judgements were made by those
concerned with making the actual diagr.oas, it 15 pessinle that an independent
rudge may have allotted the blame for disagreements quite differendy, but
1t 15 1eassuring to some extent that at least the pauents were held responsible



23

for wery little disagreement Tle major cause of disagreement for which
the dagnosticians held themsclves responsible was “weighting  sviaptoms
differently” (7 cases), other causes m this category were ‘dufferent ma-
teral elicited fiom the patient™ (2 cases) and “different interpretations of
the same pathology” {2 cases) The chief madequacy of the AT A system
(respomsible for 25 disagreements out of the 40) was said to be.the necessity
of makmg a forced choice of a medormnont major category, “and the
common difficulty here was having to determune the relative predonunance
of psychoneurotic dwsorder and perso.uahily dsorder with both entites
present” Other nosological sources of disagreement were unclear ciitena
(10 cascs) and the requirement of nrpracucally tine distinctions, (3 cases)

Too great an emphasis upon fine distmenons which are difficul. to
wdentity and agree upon can be a stuows drawback 1 a system of lassi-
fication, even if the major divis ons are unambiguously defined The pre-
senge of oo many sub-groups s partculaily hiable to give the spuricus
impression of many disagreements at a peint m tune, or many changes of
diagnosis with the passage of ame The latter etlect was particularly
nonceable 1 a study done on a special group of panents taken from a
British cohort stuay {Brocoke (1960), Cooper (1967)) In a group of patients
with a total of four admissions in two years, only 20 ¢ retained the same
diagnosis throughout the four admmssions, when the ICD 4 digit categories
were recorded This rose to 37 ¢ 1f only the 3 it categores were used,
and when the 3 digt categoris were ananged .n wught larger groups
(Schizophremia, Affective Disorders, Neurocses, Personality Dhsorders, Addic-
uve Disorders, Non-serule Organc, Semle Organie, and Miscellaneous), the
proportion keeping the same diagnosis throughout rose to 34 $5

Simple observations such as these, which re-mfo.ce similar observations
by Ward ¢t @l (1962) and Krestran et al (1961), rase the question of what
critenta van and should be used for diagnostic groupings The purpose of
most cunicutly used classifications s not stated, but many appear to be
attempts to provide an all-purpose classuication, based upon a number of
different principles l'or psychiatric purposes, as in general medicine, the
most valuable single classification would be based on aenology, but a
lack of knowledge of Jhe actiology of most psychiatnic conditions prevents
this Other methods of classifying dinesses and patients can clearly be of
value, bat a classification cam only be used properly for the purpose for
which 1t was designed,

Finally, a glossary or set of defimtions and instrucuons 15 clearly of
over-nding wnportance, for unless such an awt 15 provided and used m an
agreed manner, difierent diagnost.clans may be unknowingly using the same
words to desertbe different phepomesa, or vice versa. The provision of
what appcars to be an adequate glossary of tenns, however, is not .n sclf
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a complete solution The non-technica! words and phiase that are neces-
sarly used to define the technical psychuatric terms are always open to
difterent shades of emphasis and interpretation waich may turn out to be
important. chagnostically In addition, different parts of a defintion may
be given different emphasiy by different diagnosticians even though they
agree exactly upon the meamng of the terms, and agree upon the presence
of the defined symptom Agreement must be reached upan the relative

importance and wnplications of symptoms, as well as upon their presence or
absence



