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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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Re spon se  to  Sp itze r e t a l. Le tte r

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 
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variables (gender, age, education, race, region within New 
York, and income) were applied to compensate for lower re-
sponse rates in some groups.

Respondents heard a brief vignette describing a person 
who experiences discomfort in social situations and often 
avoids social events. These symptoms were labeled as either 
social phobia or social anxiety disorder, and respondents in-
dicated whether the person should seek mental health treat-
ment. Fifty-eight respondents either replied that they did not 
know (N=40) or declined to answer (N=18). Of the remaining 
748 respondents, 83.2% believed the symptoms labeled as 
social anxiety disorder warranted treatment compared with 
75.8% who believed that symptoms labeled social phobia 
warranted treatment (χ

2
=6.34, df=1, p=0.012). However, the 

effect size was small (odds ratio=0.663, 95% confidence inter-
val=0.443–0.905) and was not moderated by respondent age, 
gender, or ethnicity.

These findings are encouraging. Despite a slightly greater 
likelihood of recommending treatment for social anxiety dis-
order, the overwhelming majority of respondents endorsed 
seeking help regardless of diagnosis name. Although the im-
pact of social phobia has been underestimated historically, 
efforts by researchers, health care providers, and the health 
care industry appear to have increased public awareness. 
Still, rates of treatment seeking among these individuals are 
low. Our findings suggest that using the term “social anxiety 
disorder” increases the likelihood that the condition will be 
perceived as requiring treatment. Making social anxiety dis-
order the official diagnostic label in DSM-5 is appropriate.
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A  Fa ta l Ca se  o f  A d ynam ic  Ileu s Fo llow ing  In itia -
tion  o f  C lo zap ine

To the Editor: In patients with treatment-refractory 
schizophrenia, clozapine is considered the most effective 
antipsychotic medication (1). However, it has side effects that 
can limit its usage (2). A seldom-encountered but significant 
side effect is adynamic ileus. We present here the case of a 
patient with schizophrenia who developed adynamic ileus 
within 9 days of initiation of clozapine.

kappas between 0.2 and 0.4. We indicated that such kappas 
might be acceptable with low-prevalence disorders, where a 
small amount of random error can overwhelm a weak signal. 
Higher kappas may, in such cases, be achievable only in the 
following cases: when we do longitudinal follow-up, not with 
a single interview; when we use unknown biological markers; 
when we use specialists in that particular disorder; when we 
deal more effectively with comorbidity; and when we accept 
that “one size does not fit all” and develop personalized diag-
nostic procedures.

Greater validity may be achievable only with a small de-
crease in reliability. The goal of DSM-5 is to maintain accept-
able reliability while increasing validity based on the accumu-
lated research and clinical experience since DSM-IV. The goal 
of the DSM-5 field trials is to present accurate and precise es-
timates of reliability when used for real patients in real clinics 
by real clinicians trained in DSM-5 criteria.
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So c ia l Phob ia  and  So c ia l A nx ie ty  D iso rde r: 
E ffe c t o f  D iso rde r Nam e  on  Re com m enda tion  
fo r Trea tm en t

To the Editor: A decade ago, researchers (1) raised the 
question of whether the name “social phobia”—which ini-
tially described the fear of specific social situations such as 
public speaking or eating in front of others—contributed to a 
minimization of the impairment associated with the disorder. 
In fact, data suggest that social phobia may not be recognized, 
by patients or providers, as warranting treatment (2). Those 
with social phobia show greater delays in seeking treatment 
and considerable failure to do so at all compared with those 
with other anxiety and mood disorders (3). Recognizing the 
pervasive and impairing nature of the condition, the alterna-
tive name “social anxiety disorder” was included in DSM-IV.

Using data collected from a telephone survey of residents 
of New York State, we investigated whether the disorder name 
affects the perceived need for treatment. The Stony Brook 
University Center for Survey Research collected data between 
April and June 2011. Random-digit dialing was used to ob-
tain phone numbers, and the adult resident with the nearest 
birthday was interviewed. In total, 806 people participated. 
Weights based on population estimates of six demographic 




