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S tandard s fo r D SM -5  re liab ility

To the Editor: In the January issue of the Journal, Helena 
Chmura Kraemer, Ph.D., and colleagues (1) ask, in anticipa-
tion of the results of the DSM-5 field trial reliability study, 
how much reliability is reasonable to expect. They argue 
that standards for interpreting kappa reliability, which have 
been widely accepted by psychiatric researchers, are unreal-
istically high. Historically, psychiatric reliability studies have 
adopted the Fleiss standard, in which kappas below 0.4 have 
been considered poor (2). Kraemer and colleagues propose 
that kappas from 0.2 to 0.4 be considered “acceptable.” After 
reviewing the results of three test-retest studies in different 
areas of medicine (diagnosis of anemia based on conjuncti-
val inspection, diagnosis of pediatric skin and soft tissue in-
fections, and bimanual pelvic examinations) in which kappas 
fall within ranges of 0.36–0.60, 0.39–0.43, and 0.07–0.26, re-
spectively, Kraemer et al. conclude that “to see k

I
 for a DSM-5 

diagnosis above 0.8 would be almost miraculous; to see k
I
 be-

tween 0.6 and 0.8 would be cause for celebration.” Therefore, 
they note that for psychiatric diagnoses, “a realistic goal is k

I
 

between 0.4 and 0.6, while k
I
 between 0.2 and 0.4 would be 

acceptable.”
When we (R.L.S., J.B.W.W.) conducted the DSM-III field tri-

al, following the Fleiss standard, we considered kappas above 
0.7 to be “good agreement as to whether or not the patient 
has a disorder within that diagnostic class” (3). According to 
the Kraemer et al. commentary, the DSM-III field trial results 
should be cause for celebration: the overall kappa for axis I 
disorders in the test-retest cohort (the one most comparable 
methodologically to the DSM-5 sample) was 0.66 (3). There-
fore, test-retest diagnostic reliability of at least 0.6 is achiev-
able by clinicians in a real-world practice setting, and any re-
sults below that standard are a cause for concern.

Kraemer and colleagues’ central argument for these diag-
nostic reliability standards is to ensure that “our expectations 
of DSM-5 diagnoses … not be set unrealistically high, exceed-
ing the standards that pertain to the rest of medicine.” Al-
though the few cited test-retest studies have kappas averaging 
around 0.4, it is misleading to depict these as the “standards” 
of what is acceptable reliability in medicine.  For example, the 
authors of the pediatric skin lesion study (4) characterized 
their measured test-retest reliability of 0.39–0.43 as “poor.” 
Calling for psychiatry to accept kappa values that are char-
acterized as unreliable in other fields of medicine is taking a 
step backward. One hopes that the DSM-5 reliability results 
are at least as good as the DSM-III results, if not better.
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To the Editor: Homage must be paid to the DSM-III field 
trials (1) that strongly influenced the design of the DSM-5 
field trials. It could hardly be otherwise, since methods for 
evaluating categorical diagnoses were developed for DSM-III 
by Dr. Spitzer and his colleagues, Drs. Fleiss and Cohen. How-
ever, in the 30 years after 1979, the methodology and the un-
derstanding of kappa have advanced (2), and DSM-5 reflects 
that as well.

Like DSM-III, DSM-5 field trials sampled typical clinic pa-
tients. However, in the DSM-III field trials, participating clini-
cians were allowed to select the patients to evaluate and were 
trusted to report all results. In the DSM-5 field trials, symp-
tomatic patients at each site were referred to a research as-
sociate for consent, assigned to an appropriate stratum, and 
randomly assigned to two participating clinicians for evalu-
ation, with electronic data entry. In DSM-III field trials, the 
necessary independence of the two clinicians evaluating each 
patient was taken on trust. Stronger blinding protections were 
implemented in the DSM-5 field trials. Selection bias and lack 
of blindness tend to inflate kappas.

The sample sizes used in DSM-III, by current standards, 
were small. There appear to be only three diagnoses for which 
25 or more cases were seen: any axis II personality disorder 
(kappa=0.54), all affective disorders (kappa=0.59), and the 
subcategory of major affective disorders (kappa=0.65). Four 
kappas of 1.00 were reported, each based on three or fewer 
cases; two kappas below zero were also reported based on 
0–1 cases. In the absence of confidence intervals, other kap-
pas may have been badly under- or overestimated. Since the 
kappas differ from one diagnosis to another, the overall kappa 
cited is uninterpretable (1).

Standards reflect not what we hope ideally to achieve but 
what the reliabilities are of diagnoses that are actually useful 
in practice. Recognizing the possible inflation in DSM-III and 
DSM-IV results, DSM-5 did not base its standards for kappa 
entirely on their findings. Fleiss articulated his standards 
before 1979 when there was little experience using kappa. 
Are the experience-based standards (3) we proposed unrea-
sonable? There seems to be major disagreement only about 




