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Objective: Diagnosis-specific, proven efficacious treatments are a major recent advance
in psychiatry. Appropriate use of such treatments presupposes patients who meet the di-
agnostic criteria and clinicians who have accurately diagnosed the target disorder and co-
morbid conditions. Since little is known about whether these prerequisites are commonly
met, the authors conducted a study at two community treatment sites to determine the fre-
quency of various axis I diagnoses and the concordance between the diagnoses recorded
in patient charts and those obtained by a structured interview. Given that a DSM diagnosis
may not be sufficient to understand a patient’s problems, the authors also obtained ratings
of interpersonal functioning. Method: The subjects were 164 nonpsychotic patients who
were seen at a rural (N=114) or urban (N=50) community treatment facility. Raters trained
to reliably use the Structured Clinical Interview for DSM-IV (SCID) conducted diagnostic in-
terviews. Clinical charts were reviewed to obtain clinical diagnoses. Patients completed
questionnaires regarding interpersonal functioning. Results: Most (N=145, 88%) of the pa-
tients met the SCID criteria for a current axis I diagnosis, and 53% (N=87) met the criteria
for two or more disorders. Clinical and SCID diagnoses had poor agreement. Evidence was
found for interpersonal dysfunction. Conclusions: Most patients met the diagnostic criteria
for conditions for which there are proven treatments; however, inaccurate diagnosis proved
common. This barrier to optimal treatment could be ameliorated with the use of structured
interviews for common diagnoses. Scores on social/interpersonal measures support the
premise that DSM symptoms provide only part of the relevant information about patients’
conditions. 

(Am J Psychiatry 2000; 157:581–587)

Good medical treatment rests on a foundation of ac-
curate diagnosis. Only two decades ago, however, it
seemed that the reliability of psychiatric diagnosis was

a “hopeless undertaking”(1). Studies demonstrated low
interrater agreement with the use of DSM-II criteria (2,
3), thought to be because of both criteria and informa-
tion variance (4, 5). Researchers addressed these prob-
lems by developing the Research Diagnostic Criteria (6)
and the Schedule for Affective Disorders and Schizo-
phrenia (7). In 1980, DSM-III brought clearly defined
diagnostic criteria to the clinical arena. Improved reli-
ability was demonstrated in early field trials (8), but
semistructured interviews and procedures for training
and certifying raters have since been used in studies to
confirm the reliability of DSM diagnoses (9–12).

Proven efficacious treatments are now available for
specific psychiatric disorders. Patients who participate
in efficacy studies meet the DSM-IV criteria for tar-
geted disorders, but it is not known whether most pa-
tients in community settings meet these criteria. In ad-
dition, the precision with which the DSM criteria are
used in usual clinical practice is unknown. Although
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studies have demonstrated that training in the use of
DSM-III can produce good reliability (13), it is likely
that little training has occurred in busy clinical set-
tings. Moreover, most clinicians still evaluate patients
using an unstructured, open-ended approach, which
may not be aimed at establishing the presence of diag-
nostic criteria. Thus, the accuracy of clinical diagnosis
may be low. One way to assess accuracy is to use re-
search-tested methods to examine concordance with
clinical diagnoses. We undertook such a project, com-
paring chart-recorded clinical diagnoses with those
made by trained raters using the Structured Clinical In-
terview for DSM-IV (SCID) (14).

In a recent editorial, Tucker (15) noted that current
DSM diagnoses provide only part of the information
we need to treat patients. In particular, he drew atten-
tion to the context of the patient’s social/interpersonal
life. We agree that in addition to accurate diagnosis,
the patient’s interpersonal life is clinically important
and is not addressed by a structured diagnostic inter-
view. Thus, we included assessment of several dimen-
sions of interpersonal functioning in our study. We
used a research-oriented approach to this assessment,
choosing areas with evidence for an impact on psychi-
atric symptoms and measures known to have good
psychometric properties.

The purpose of this article is to present data from
two community mental health facilities (one rural and
one urban) in western Pennsylvania, including rates of
various axis I diagnoses, as determined by trained rat-
ers using the SCID, and the concordance between
SCID diagnoses and those recorded in patient records.
In addition, we report scores on self-reported measures
of interpersonal problems—social support, partner
abuse, and overall life functioning.

METHOD

Subjects

We recruited consecutive consenting nonpsychotic adults, aged
18–65 years, who were seen for outpatient treatment at either a free-
standing clinic in rural Pennsylvania (N=114) or the open treatment
clinic at our urban academic medical center (N=50). According to
1990 census information (16), the rural clinic services a county with
a population of roughly 186,000 and a median income of $29,455.
The urban site services a catchment area of approximately 250,000
within a county with a population of 1,336,449 and a median in-
come of $35,136. Women living alone with children, a group at risk
for depression (17), have an estimated income of $11,439 and
$14,464 in the rural and urban counties, respectively.

Data collection occurred between April 1, 1996, and August 6,
1997. Subjects meeting the study criteria were identified by a re-
search associate after their initial clinical evaluation and were con-
secutively recruited by telephone. A minimum of three telephone
calls were made over a 2-week period, including at least one evening
call. During an 8-month recruitment period, 422 patients were
screened at the rural clinic. Fifty-four were psychotic and were thus
excluded, 28 had serious medical problems and were considered un-
able to participate, and 27 were excluded for a variety of other rea-
sons. Of the 313 eligible subjects, we were unable to reach 119, and
35 refused to participate. SCID interviews were scheduled with the
remaining 159 patients. Forty-five of these failed to keep their ap-

pointments and/or complete the interview, resulting in 114, includ-
ing 78 women and 36 men, who completed the assessment.

At the urban academic medical center, 251 patients were screened
during a 3-month enrollment period. Sixty were excluded because of
participation in other research projects, one because of a severe med-
ical illness, two for unclear reasons, and one refused to be contacted.
Of the 187 eligible subjects, we were unable to reach 85, and 20 re-
fused to participate. SCID interviews were scheduled with the re-
maining 82. Thirty-two of these failed to keep their appointments
and/or complete the interview, resulting in 50 who completed the as-
sessment.

Clinical charts, available for 309 of the 313 eligible rural subjects
and all 187 of the eligible urban subjects, were reviewed to obtain
clinical diagnoses, demographics, and insurance coverage. The first
listed clinical diagnosis in the charts was “primary diagnosis,” the
likely focus of treatment. Clinicians sometimes indicated “rule out”
as a modifier of the diagnosis, and this was noted in the chart review.

There were no differences between the participants and nonpar-
ticipants in mean ages, proportions of women, racial makeups, rates
of primary clinical diagnoses, or types of insurance coverage, catego-
rized as government, private, or self-pay. Patients in the rural clinic
were significantly less well educated, tended to have lower incomes,
and had significantly more children than those at the urban clinic
but did not differ on other variables, such as age, sex, marital status,
or insurance coverage.

Procedures

Intake assessment at the rural clinic was performed by a master’s-
level clinician hired by the clinic specifically for this purpose. Proce-
dures called for a confirmatory diagnostic examination by a physi-
cian. However, because of physician shortages during the study pe-
riod, only 61 of 114 (54%) of the rural subjects had a physician
assessment recorded in their charts within the 3-month review pe-
riod, and the mean time between clinician and physician evaluations
was 35 days. All clinical assessments at the urban clinic were com-
pleted by nonphysician mental health professionals in consultation
with a supervising psychiatrist, who co-signed the assessment. In-
person assessment by the physician was not mandated, and when it
occurred, the physician’s opinion was reflected in the clinician’s diag-
nosis.

Research diagnostic assessments at both sites were performed by
one of two experienced nonphysician clinicians (registered nurse or
licensed social worker) trained in the use of the SCID and certified
according to the standards of the Biometrics Division of the New
York State Psychiatric Institute. Such certification requires 100%
concordance with a certified SCID rater for the primary diagnosis
and for the presence or absence of comorbidity on four consecutive
interviews. On this instrument, a given axis I diagnosis is coded as
present or absent for the lifetime and, if present in the past month, as
current. The primary diagnosis is the one that, in the judgment of the
interviewer, should be the focus of treatment. All study SCID inter-
views were audiotaped and reviewed by the SCID trainer. In addi-
tion, when questions arose, an interview was reviewed during
weekly visits by a supervisor. Any unresolved questions or disagree-
ments were discussed and resolved with the first author.

All subjects completed self-report questionnaires assessing func-
tional impairment on the Sheehan Disability Scale (18, 19) and the
Medical Outcomes Study 36-item Short-Form Health Survey (20).
To evaluate interpersonal life contexts, we used three well-validated
measures. The Inventory of Interpersonal Problems is a lengthy
questionnaire designed to rate interpersonal problems for which in-
dividuals seek psychotherapy. We used a shortened version of this in-
strument (21–24), which profiles interpersonal sensitivity, ambiva-
lence, and aggression and can be used to estimate the presence of
personality disorder. Because low social support has been associated
with mental and physical illness (25), we included the Interpersonal
Support Evaluation List (26), which measures four dimensions of
support: tangible (instrumental or material support), appraisal
(availability of someone to talk to about problems), self-esteem (pos-
itive comparison of oneself with others), and belonging (people one
can do things with). Norms for the four subscales in general popula-
tion studies range from 32.9 to 34.4 (SD=5.0–6.0) (26). We also ad-
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ministered the Partner Abuse Scale (27, 28) to detect domestic vio-
lence, identified at the time by the surgeon general as “the number
one public health problem in America” (29); it is associated with a
risk for mental illness (30). Reported mean scores for a comparison
population are 0.90 (SD=5.13) for physical and 6.94 (SD=12.29) for
verbal abuse.

Statistical Methods

Comparisons between the two clinics were conducted by using t
tests for continuous and chi squares for categorical variables. Agree-
ment between SCID and clinical diagnoses was evaluated by using
the kappa, a test for the independence of frequencies that corrects
for the base rate (31). Comparisons of subsets of subjects (e.g., par-
ticipants versus nonparticipants, patients with versus patients with-
out physician assessment, or diagnostic match versus no diagnostic
match) were conducted by using t tests when two groups were com-
pared or with factorial analysis of variance when relationships
among multiple factors were sought. All tests were two-tailed.

Permission to conduct the study was granted by the University of
Pittsburgh’s institutional review board. After a complete description
of the study to the subjects, written informed consent was obtained.
The subjects were reimbursed $20 for completion of the structured
interview and the self-report questionnaire. We also obtained per-
mission to review the charts of subjects who were not participants to
determine whether they were significantly different from those of
participants in demographic or diagnostic characteristics. Identify-
ing information for these subjects has been deleted from the data set.

RESULTS

DSM-IV Axis I Diagnosis on SCID Interview

It is somewhat surprising that there was little differ-
ence in the diagnostic profiles of patients from the ur-
ban academic clinic and patients from the rural clinic;
data from the two groups are combined for most anal-
yses. For the structured interview, 145 of 164 (88%) of
the patients met the full SCID criteria for at least one
current axis I disorder. Among the 19 who did not, 12
had a past DSM-IV diagnosis that did not meet all of
the criteria for a current diagnosis at the time of the in-
terview, but they were considered by the interviewer to
have symptoms sufficiently severe to warrant treat-
ment. The frequencies of primary diagnoses—grouped
by mood disorder, anxiety disorder, adjustment disor-
der, and all other disorders—are presented in table 1.

The majority (N=96 of 164, 59%) of the patients
met the SCID criteria for a primary depressive disor-
der. Depression was four times as common as any
anxiety disorder (N=23 of 164, 14%) as a primary di-
agnosis; all other primary diagnoses were far less com-
mon. Somewhat more women than men (N=69 of
111, 62%; N=26 of 53, 49%, respectively) were diag-
nosed with a primary depressive disorder (χ2=2.90,
df=1, p=0.09).

Table 2 shows the frequency of all current axis I di-
agnoses. Examined in this way, depression is still the
most common condition, but anxiety disorders are al-
most as frequent. Thus, comorbid anxiety is common.
Considering all current diagnoses, 53% (N=87) of the
patients met the criteria for two or more current axis I
diagnoses, and 29% (N=48) met the criteria for three
or more. One hundred twenty-eight (78%) of the pa-

tients were diagnosed with depression and/or anxiety,
of whom 32% (N=41) met the SCID criteria for de-
pression without anxiety, 25% (N=32) for anxiety
without depression, and 43% (N=55) for both anxiety
and depression. Women were almost twice as likely as
men (N=82, 50%; N=44, 27%, respectively) to meet
the criteria for comorbid anxiety and depression (χ2=
5.91, df=2, p=0.05).

Although we did not formally evaluate axis II disor-
ders, patients completed an abbreviated form of the
Inventory of Interpersonal Problems (21). A mean
score of 1.1 or higher on this instrument has been re-
ported to indicate probable personality disorder (22–
24). Seventy-seven percent (N=126) of all subjects and
91% (N=79 of 87) of those with two or more axis I
disorders scored in this range. Subjects with scores on
the Inventory of Interpersonal Problems of 1.1 or
higher were more likely to have two or more concur-
rent axis I diagnoses than were those with lower
scores (N=105, 64%; N=43, 26%, respectively) (χ2=
17.07, df=3, p=0.001).

Concordance Between Clinical and SCID Diagnoses

Chart diagnosis often did not concur with results on
the SCID. The kappa was 0.24 for interrater reliability
of primary diagnosis (categorized as depressive disor-
der, anxiety disorder, adjustment disorder, or other
disorder).

Among those with a primary diagnosis of an anxiety
disorder per the SCID, 26% (N=6 of 23) of chart diag-
noses also identified an anxiety disorder. Concordance
was better for a primary SCID diagnosis of depression,
for which 51% (N=49 of 96) of the clinical records
also identified depression; however, there were also
more false positive diagnoses of depression. Among
the 49% (N=47 of 96) of the patients for which de-
pression was not recorded on the chart, 68% (N=32)
were assigned “adjustment disorder,” “V code,” or
“no clinical diagnosis.” The remainder received diag-
noses of anxiety disorder, substance abuse, or bipolar
disorder. The SCID diagnoses for the 16 cases of un-
confirmed clinical depression included adjustment dis-

TABLE 1. Agreement of Categorical SCID and Clinical Primary
Diagnoses for 164 Nonpsychotic Patients in Two Community
Clinics

Category of SCID 
Primary Diagnosis

Category of Clinical Primary Diagnosis

Mood 
Disorder

Anxiety 
Disorder

Adjustment
Disorder

Other
Disorder

N % N % N % N %

Mood disorder 
(N=96) 49 51 4 4 32 33 11 12

Anxiety disorder 
(N=23) 5 22 6 26 9 39 3 13

Adjustment disorder 
(N=19) 6 32 0 0 10 53 3 16

Other disorder 
(N=26) 6 23 0 0 7 27 13 50

Total (N=164) 66 40 10 6 58 36 30 18
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order (N=5), anxiety disorder (N=5), substance abuse
(N=3), and other disorder (N=3).

Table 2 also summarizes the similarities and differ-
ences between current diagnoses when made by means
of the SCID rater or a clinical rater. The first column of
table 2 shows the 36 diagnoses given to any patient by
the SCID rater or by clinical diagnosis. The second col-
umn shows the number of times each diagnosis was
given by the SCID rater only, the third column shows
the number of times each diagnosis was given by a clin-
ical rater only, and the fourth column shows the num-
ber of times the raters agreed. Several features of
table 2 are of note. Raters agreed in a pronounced mi-
nority of cases. Overall, use of the SCID resulted in
more diagnoses than did standard clinical procedures.
Anxiety disorders, in particular, were much more likely

to be diagnosed by the SCID rater than by a clinical
rater. The one notable exception was “adjustment dis-
order,” which was diagnosed much more frequently by
a clinical rater than by the SCID rater.

When the 36 diagnoses were considered separately,
kappas could not be computed consistently because of
the many empty cells. The diagnoses were collapsed
into groups for the calculation of kappas. When the di-
agnoses were collapsed, the SCID rater and clinical rat-
ers were considered to agree if, for example, the clini-
cal rater diagnosed major depression and the SCID
rater diagnosed dysthymia. Correspondingly, the num-
ber of agreements is larger in the summary section of
table 2. Nonetheless, kappas are still very low, and in
half of the cases, the confidence intervals for the kap-
pas include zero.

TABLE 2. Frequencies of All Current SCID and Clinical Diagnoses, and Concordance of Diagnostic Categories, for 164 Non-
psychotic Patients in Two Community Clinics

Diagnosis

Patients With Diagnosis 95%
Confidence

Interval
SCID 
Only

Clinical 
Only

Both SCID
and Clinical Kappa

Bipolar
I 4 4 2
II 1 4 0
Other 0 0 1

Major depressive disorder 45 15 39
Dysthymia 10 12 2
Depression not otherwise specified 2 11 0
Mood disorder due to medical condition 1 0 0
Substance-induced mood disorder 2 1 0
Schizophrenia 0 1 0
Schizoaffective disorder 0 1 0
Substance-induced psychosis 2 0 0
Psychosis not otherwise specified 3 1 0
Substance abuse or dependence

Alcohol 3 14 3
Sedative 1 1 0
Cannabis 5 3 1
Opioid 1 1 1
Cocaine 3 4 1
Hallucinogen 2 0 0
Polysubstance 2 0 0

Panic disorder 25 6 2
Agoraphobia 2 0 0
Social phobia 22 1 1
Specific phobia 22 2 1
Obsessive-compulsive disorder 14 1 1
Posttraumatic stress disorder 22 1 1
Generalized anxiety disorder 18 3 1
Anxiety disorder not otherwise specified 11 4 0
Somatization 0 1 0
Undifferentiated 2 0 0
Hypochondriasis 1 1 0
Body dysmorphism 0 0 1
Anorexia nervosa 1 0 0
Bulimia nervosa 2 2 0
Binge eating disorder 6 2 0
Adjustment disorder 5 58 6
Other disorder 5 7 0
Summary

Any bipolar disorder 6 8 2 0.18 –0.09 to 0.44
Any mood disorder 40 16 55 0.33 0.19 to 0.47
Any anxiety disorder 70 5 17 0.12 0.03 to 0.22
Any substance abuse or dependence 11 17 9 0.29 0.10 to 0.49
Any eating disorder 6 3 2 0.28 –0.05 to 0.61
Any adjustment disorder 5 58 6 0.07 –0.04 to 0.18
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Neither demographic variables (sex, age, race, mari-
tal status, income, and education) nor severity of ill-
ness were associated with diagnostic agreement. Indi-
ces of environmental stress (low social support,
partner abuse, and exposure to violence) did not pre-
dict assignment to the adjustment disorder category.
However, agreement on a primary diagnosis (mean
axis I diagnoses for a match=1.6, SD=0.8; mean axis I
diagnoses for no match=2.0, SD=1.5) was associated
with significantly fewer axis I diagnoses (t=2.04, df=
148.4, p=0.04), suggesting that a more complex pat-
tern of symptoms was associated with more disagree-
ment on a DSM diagnosis.

In the rural clinic, separate diagnoses were provided
by physicians for a subset of the patients. The 61 pa-
tients who had a physician diagnosis recorded within
the review period had significantly more treatment vis-
its than did the 53 with no physician diagnosis (mean=
4.0, SD=2.8; mean=2.4, SD=3.4, respectively) (t=–2.77,
df=110.0, p=0.007). In addition, the patients who re-
ceived physician assessments were more likely than
those without physician assessments to meet the SCID
criteria for depression (N=43 of 61 participants, 70%;
N=23 of 53 nonparticipants, 43%) (χ2=9.14, df=2,
p=0.01), to meet the criteria for more current SCID
diagnoses (mean=2.1, SD=1.2; mean=1.6, SD=1.7)
(t=–2.07, df=112, p=0.04), and to achieve higher
scores on the SCID self-report measures of impair-
ment. Agreement between the SCID and physician di-
agnoses was no better than that between the clinician
and SCID diagnoses. The kappa for interrater reliabil-
ity, calculated as agreement between the physician and
SCID rater on the primary diagnosis, as previously,
was 0.15. The kappa for agreement between physician
and clinician diagnoses was similarly low.

Clinicians frequently used a designation of “rule
out.” Specifically, 49% of the clinicians’ depression di-
agnoses from patient charts were designated “rule
out,” as well as more than 50% of the recorded anxi-
ety disorders diagnoses. The kappa was not improved
by allowing for a match of any SCID diagnosis with
any clinical diagnosis, including rule outs.

Interpersonal Functioning and Indices of Illness Severity
and Impairment

Questionnaire results indicated that social support
was low (all subscale means≤20, SDs≤7), and there
was evidence of partner abuse in a significant sub-
group (mean score on Partner Abuse Scale, verbal:
mean=16.4, SD=22.5; physical: mean=3.4, SD=10.2).

Unprotected t tests were used to compare patients
who met the SCID criteria for a primary diagnosis of a
depressive disorder with those who did not. The alpha
levels of the t tests were significant for scores on the
Medical Outcomes Study Short-Form Health Survey
(general health and mental health), the Inventory of In-
terpersonal Problems, the Sheehan Disability Scale,
and the Interpersonal Support Evaluation List. Patients
with depression reported more impairment (lower

scores) than patients without depression on the general
health (mean=54, SD=23; mean=65, SD=25, respec-
tively) (t=2.86, df=159, p=0.009) and mental health
(mean=31, SD=19; mean=54, SD=21) (t=8.81, df=159,
p=0.001) summary scores of the Medical Outcomes
Study health survey and more impairment (higher
scores) on the Sheehan Disability Scale (mean=22.9,
SD=8.9; mean=17.5, SD=11.3) (t=–2.85, df=115, p=
0.006). Similarly, those with depressive disorders had
lower social support than those without depressive dis-
orders, as indexed by the Interpersonal Support Evalu-
ation List (e.g., total mean=66.2, SD=23.3; total
mean=81.0, SD=20.2, respectively) (t=3.96, df=121,
p=0.001). Interpersonal problems did not differentiate
depressed from nondepressed individuals.

In women (N=89), but not in men (N=47), scores for
verbal and physical abuse were correlated with the rat-
ings for illness burden and impairment. Physical abuse
correlates included the number of current diagnoses
(r=0.34, p<0.01; r=0.18, n.s., respectively), the Medi-
cal Outcomes Study Short-Form Health Survey’s pain
index (r=–0.27, p<0.02; r=0.16, n.s.), and the Sheehan
Disability Scale (r=0.30, p<0.01; r=0.06, n.s.); verbal
abuse correlates included the Medical Outcomes Study
health survey’s pain index (r=–0.30, p<0.01; r=0.22,
n.s.), social functioning (Medical Outcomes Study’s
Short-Form Health Survey) (r=–0.37, p<0.01; r=–0.17,
n.s.), the Sheehan Disability Scale (r=0.42, p<0.01; r=
0.08, n.s.), and social support (Interpersonal Support
Evaluation List) (r=0.32, p<0.01; r=0.16, n.s.).

DISCUSSION

Diagnosis-specific treatments are important innova-
tions in psychiatry. Clinicians increasingly are expected
to follow treatment guidelines designating the use of
such treatments (32, 33). However, such guidelines can
be properly used only for the treatment of patients
who meet the relevant DSM criteria, rather than mixed
symptoms or syndromes, mild, subsyndromal disor-
ders, or adjustment disorders. We need to know the
frequency of conditions such as major depression and
panic disorder, for which guidelines have been pub-
lished. The proper implementation of treatment guide-
lines also presupposes an accurate clinical diagnosis.
Little is currently known about such accuracy.

This report is one of the first diagnostic studies of
patients who were seen at community mental health
treatment facilities. We found that most patients did
meet the criteria for a DSM-IV axis I diagnosis, as de-
termined by a research-quality structured diagnostic
interview. Primary diagnoses and concurrent disorders
were strikingly similar for patients treated in a free-
standing, rural community mental health clinic and an
urban university-affiliated open treatment clinic. In
both settings, most patients met the criteria for more
than one current diagnosis, and a majority were de-
pressed. Given the high frequency of potentially treat-
able axis I diagnoses, we conclude that it is important
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to find ways to ensure that guidelines recommending
proven efficacious treatments are implemented in the
community.

We found that clinicians in the community are un-
likely to record diagnoses in patient charts that are
concordant with those obtained by a trained rater us-
ing a semistructured interview. Agreement between
clinical and SCID diagnoses was remarkably low, with
kappas in the range of 0.1–0.3. Even considering a
broad definition of agreement for a prevalent disor-
der—depression—nearly one-half still failed to agree.
Why might this be?

It is possible that chart diagnoses did not reflect the
clinicians’ true assessment (e.g., chart diagnosis made
for insurance purposes). This seems unlikely since
agreement was low on depression, a diagnosis made
frequently by both clinicians and the SCID rater. Diag-
nostic assessments in these community clinics were
performed by nonphysician clinicians, and these indi-
viduals may place less emphasis on diagnosis as a crit-
ical part of treatment than do physicians. However, in
the subset of patients in the rural clinic for whom we
could evaluate physician diagnoses, agreement with
the SCID was also low. We believe a likely explanation
is a lack of specific diagnostic training for community
practitioners and the fact that clinicians do not use a
standardized method of eliciting criteria. There is good
reason to believe that such procedures substantially
improve diagnostic accuracy. Given the frequency of
depression and comorbid anxiety disorders, it would
make sense to implement structured interviews for
these common disorders. We are aware that many cli-
nicians believe that an unstructured interview is
needed for the development of therapeutic rapport and
that the use of a structured interview might even inter-
fere with the therapeutic relationship. Several of the
clinicians whom we trained as SCID raters for this
project approached their work with this expectation.
These individuals were surprised to report that pa-
tients seemed to appreciate the SCID and often
thanked the interviewer for asking good questions that
helped the patients feel understood.

We are also cognizant of the fact that many clini-
cians have been trained to conduct more open-ended,
broad-ranging interviews, leading to a greater aware-
ness of interpersonal dysfunction. This sensibility may
lead clinicians to believe there is a need to assess and
treat problems other than DSM-IV axis I disorders,
and we believe such a viewpoint may be correct (34).
We found clear evidence of serious disturbances in the
social/interpersonal lives of study subjects, which was
more pronounced in depressed patients. For some, this
included clinically significant partner abuse. Although
empathic, open-ended interviewing for the evaluation
of a patient’s life context is often used, we advocate the
inclusion of standard, reliable measures of social func-
tioning as part of the outcome assessment. Such a
strategy is more likely to convince outsiders of the reli-
ability of the assessment and will likely result in better
intersite reliability.

A limitation of this study is that in spite of repeated
efforts and the provision of monetary reimbursement,
we were able to reach only about one-third of the eligi-
ble patients to recruit them for participation. Without
underestimating the importance of recruiting a high
percentage of eligible subjects in a study such as this,
we were somewhat reassured when our chart review of
eligible individuals suggested that there were few sys-
tematic differences between participants and nonpar-
ticipants. Participation in our study did appear to mir-
ror treatment attendance, because nonparticipants had
significantly fewer clinical visits than participants.
Thus, in addition to the impact on the generalization
of research results, low accrual in this study draws at-
tention to the serious problem of attrition in treatment
settings, a well-known, but poorly understood, phe-
nomenon. Also of note, in many studies the pool of el-
igible subjects is not identified, and the rate of enroll-
ment is not reported. We suspect that our rates are
similar to usual research accrual rates and suggest that
researchers include this information in reports of study
results.

In summary, a high percentage of nonpsychotic pa-
tients seen for treatment in community mental health
settings met the DSM-IV criteria for major depression,
often with co-occurring anxiety disorders. Thus, pa-
tients in these clinics are sufficiently similar to individ-
uals who have participated in clinical research studies
in academic medical centers to warrant attempts to
disseminate proven treatments for anxiety and depres-
sion. However, inaccurate diagnosis was frequent and
may be an important barrier to the implementation of
such treatments. We suggest that this problem could be
ameliorated with focused training and the use of struc-
tured interviews. In addition, there was clear evidence
for disturbances in the social/interpersonal lives of the
patients we assessed. We thus urge that standardized
information about interpersonal lives, including social
support and questioning about domestic violence, be
considered an essential component of mental health
evaluations and outcome assessment.
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