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Objective: The authors sought to docu-
ment, in adult and pediatric patient popula-
tions, the development, descriptive statistics,
and test-retest reliability of cross-cutting
symptom measures proposed for inclusion
in DSM-5.

Method: Data were collected as part of
the multisite DSM-5 Field Trials in large
academic settings. There were seven sites
focusing on adult patients and four sites
focusing on child and adolescent patients.
Cross-cutting symptom measures were
self-completed by the patient or an in-
formant before the test and the retest
interviews, which were conducted from
4 hours to 2 weeks apart. Clinician-report
measures were completed during or after
the clinical diagnostic interviews. Infor-
mants included adult patients, child pa-
tients age 11 and older, parents of all
child patients age 6 and older, and legal
guardians for adult patients unable to
self-complete the measures. Study pa-
tients were sampled in a stratified design,
and sampling weights were used in data

analyses. The mean scores and standard
deviations were computed and pooled
across adult and child sites. Reliabilities
were reported as pooled intraclass corre-
lation coefficients (ICCs) with 95% confi-
dence intervals.

Results: In adults, test-retest reliabilities
of the cross-cutting symptom items gener-
ally were good to excellent. At the child and
adolescent sites, parents were also reliable
reporters of their children’s symptoms,
with few exceptions. Reliabilities were not
as uniformly good for child respondents,
and ICCs for several items fell into the ques-
tionable range in this age group. Clinicians
rated psychosis with good reliability in adult
patients but were less reliable in assessing
clinical domains related to psychosis in
children and to suicide in all age groups.

Conclusions: These results show promis-
ing test-retest reliability results for this
group of assessments, many of which are
newly developed or have not been pre-
viously tested in psychiatric populations.

(Am J Psychiatry 2013; 170:71–82)

The Diagnostic and Statistical Manual of Mental
Disorders (DSM) employs a categorical diagnostic system
with operationalized diagnostic criteria that has allowed
the field of psychiatry to have a common clinical and
research language. Despite this significant advantage, the
limitations of the categorical system have become in-
creasingly evident since the publication of DSM-III in
1980 (1, 2). Although much progress has been made in
elucidating the neurobiology, genetics, and environmental
influences involved in psychopathology and brain patho-
physiology, validity of the disorders in the DSM has not yet
been demonstrated. Clinical treatments initially devel-
oped to treat one mental disorder are often found to be
efficacious in the treatment of other disorders (for example,
selective serotonin reuptake inhibitors and cognitive-
behavioral therapies in the treatment of major depressive
disorder, generalized anxiety disorder, and obsessive-
compulsive disorder). In fact, DSM’s attempt to exhaustively
describe the characteristics of psychopathology through

categorical diagnosis has been criticized as limiting further
progress in finding the underlying causes of mental
disorders and developing effective treatments (3, 4).
One of the major problems of a strict categorical system

has been demonstrated in clinical and epidemiological
research showing high levels of symptom comorbidity
crossing diagnostic boundaries. For example, depressive,
anxiety, and somatic symptoms are frequently seen to-
gether in various combinations whether or not they meet
diagnostic criteria (5). Anxiety symptoms are frequently
seen in patients with major depressive disorder despite
the lack of anxiety symptoms in the major depressive
disorder diagnostic criteria; importantly, the presence of
anxiety has been shown to affect the treatment outcomes
for major depressive disorder (6). Mood symptoms are
frequently seen in schizophrenia and also affect the prog-
nosis of the disorder (7). Sleep problems pervade psy-
chiatric practice, being seen in patients across many
diagnostic categories (8). Some cross-cutting symptoms
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such as suicidal ideation, while not highly prevalent, are
relevant to prognosis and treatment planning, sometimes
requiring urgent intervention.

The impact of cross-cutting symptoms is seen in routine
clinical practice. Clinicians use diagnoses for treatment
planning and reporting, but they often treat clinically
significant symptoms that do not correspond to a for-
mal diagnosis (9). On the other hand, with its focus on
categorical diagnoses, DSM may also contribute to co-
occurring symptoms being missed in clinical evaluations
(10, 11). There is currently limited guidance in DSM for
the clinician to document the presence and nature of
these symptoms in a systematic way. With the advent of
measurement-based care (12), which includes patient-
reported outcomes as an integral component, systematic
measurement of common cross-cutting symptoms has the
potential not only to help clinicians in documenting and
justifying diagnostic and treatment decisions but also to
increase patient involvement in these decisions (13).
Providing clinicians a method to measure cross-cutting
symptoms was one of the recommendations by the DSM-5
Research Planning Conference onDimensional Assessment
(2) and the DSM-5 Diagnostic Spectrum Study Group.

The proposed DSM-5 cross-cutting symptom assess-
ment was developed with several principles in mind. First,
the cross-cutting symptom assessment should call atten-
tion to common potential areas of mental health concern
to both patients and clinicians. Second, it should be
suitable for use with most patients in most clinical
settings, with separate versions for adult and child pop-
ulations. Whenever possible, information should be
gathered from patient self-report, and the assessment
should be self-administered. Finally, the assessment
should be administered before a direct clinical contact
is made in order to inform the subsequent clinical pro-
cess. Here, we describe the cross-cutting symptom as-
sessments developed for adult and child populations and
their implementation and test-retest reliability in the
DSM-5 Field Trials.

Method

Study Design

The DSM-5 Field Trials were a multisite test-retest reliability
study conducted with adult patient populations at seven sites
and with child and adolescent populations at four sites. The
field trials were centrally designed and coordinated by the
DSM-5 Research Group at the American Psychiatric Association
(APA). Each site focused on four to seven study diagnoses. A
stratified sampling approach was used, with stratification based
on the patient’s existing DSM-IV diagnoses or, for disorders new
to DSM, symptoms with a high probability of meeting criteria
for the new disorders. Sites were asked to enroll a “fail-safe”
sample size of 50 patients per diagnosis. In addition, each site
was asked to enroll an “other diagnosis” group with a target
sample size of 50 patients with none of the study diagnoses
at that site. Detailed information on the rationale, design, strat-
ification and other methods, and implementation of the DSM-5

Field Trials can be found in the companion article by Clarke
et al. (14).

Study Population

Adult patients were considered eligible for the study if they
were 18 years of age or older; could speak, read, and understand
English well enough to complete the self-administered questions
and participate in the diagnostic interview; and were currently
symptomatic for one or more mental disorders. Proxy respon-
dents were allowed for adult patients with cognitive impairments
or other impaired capacity that prevented self-completion of the
measures. Child and adolescent patients had to be 6 years old or
older and currently symptomatic for one or more diagnoses, and
they were required to have a parent or legal guardian able to read
and communicate in English who would accompany the child to
the study appointments and complete the study measures.
Information on eligibility factors and clinical status was provided
by patients’ treating clinicians, or in the case of patients new
to the study site, by the intake clinician. The research co-
ordinator at each site provided each eligible patient (or parent/
legal guardian in the case of children and adolescents) with a
complete description of the study before obtaining written
informed consent. Written assent was obtained from children
and adolescents after an age-appropriate description of the study
was given. Measures for the protection of human subjects in the
DSM-5 Field Trials were reviewed and approved by the insti-
tutional review board (IRB) of the American Psychiatric Institute
for Research and Education as well as the IRBs of each study
site.

Clinician Training and Test-Retest Visits

The test and retest diagnostic interviews were conducted by
two independent and randomly assigned study clinicians who
did not know the patient, had current human subjects training,
and had completed the mandatory DSM-5 Field Trials clinician
training. Clinician training involved basic instruction on the
changes proposed for DSM-5 (examples of new disorders and
criteria changes for existing disorders) and orientation regarding
the DSM-5 cross-cutting symptom measures and their purpose
in the DSM-5 diagnostic schema. The clinicians were given basic
instructions on developing rapport with research participants,
which entailed patient-friendly strategies for collecting data in
the allotted time and not interfering with any ongoing treat-
ment process. Importantly, clinicians were instructed to inte-
grate the proposed DSM-5 criteria and measures into their
usual diagnostic practices rather than use structured research
instruments.

Clinicians were instructed to use the information obtained in
the cross-cutting symptom measures as potentially important
clinical information that should be used to inform their clinical
interviews. That is, after reviewing the results of the completed
measures, the clinicians were instructed to start the interview as
usual with the chief complaint (which may not have corre-
sponded to the highest-scoring domains on the cross-cutting
symptom measures) and to follow up on any areas of concern
indicated in the cross-cutting symptom measures during the
course of the interview. They were cautioned that using the
cross-cutting symptom measures solely as diagnostic screeners
would defeat the purpose of the measures. It was emphasized
that because cross-cutting symptoms might be found in any
number of disorders–for example, depression–a high score in
a particular domain should prompt the clinician to consider not
only mood disorder diagnoses but also clinically significant but
nondiagnostic levels of depressive symptoms co-occurring with
other disorders. Clinicians were also instructed to complete their
assessments of psychosis and level of suicide concern or risk
during the interview with the patient present. Parent interviews
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were recommended for child patients, either alone or with
the patient present as clinically indicated. More detailed in-
formation on the DSM-5 Field Trials study clinician train-
ing is documented in the companion article by Clarke et al.
(14).

The test (visit 1) and retest (visit 2) diagnostic interviews
occurred anytime from 4 hours to 14 days apart. All study
clinicians were blind to the patient’s stratum assignment, and
clinicians who conducted the diagnostic interviews were blind
to each other’s ratings. At each study visit, before meeting with
the assigned study clinician for the diagnostic interview, the
patient, proxy respondent, or parent/guardian provided de-
mographic information and completed the relevant version of
the DSM-5 cross-cutting symptom measures on a tablet or
laptop computer. The completed measures were computer-
scored automatically and the results transmitted to the assigned
study clinician via Research Electronic Data Capture (REDCap)
(15), the electronic data collection system used in the study.
Clinicians were given summary scores for each cross-cutting
symptom domain with an interpretation and were also able to
examine item-level scores for all measures before the start of
the interview.

Patient- and Parent-Rated Cross-Cutting
Symptom Measures

The cross-cutting symptom assessment is administered in
two “levels.” For adults, level 1 includes 23 questions covering
13 domains (Table 1). For parents (Table 2) and children
(Table 3), level 1 had 25 questions and 12 domains. Level 1
domains were chosen by the DSM-5 work groups and the
Instrument Development Study Group, and the questions
were usually developed de novo by the work groups. The
questions in level 1 covered symptoms in the past 2 weeks, and
participants were asked to respond on a 5-point scale as
follows: 0=none/not at all; 1=slight/rare, less than a day or two;
2=mild/several days; 3=moderate/more than half the days;
4=severe/nearly every day. A rating of 2 or higher on the level 1
items was set as the threshold level for each domain, with the
exception of “substance use” in adult and child patients and
“attention” in child patients, which were set at a rating of 1
or higher. The items within the substance use and suicide
domains were rated on a “0=No, 1=Yes” basis for child/
adolescent raters and a “0=No, 1=Not Sure, and 2=Yes” basis
for parent/guardian raters. “Yes” was set as the threshold level
response for these domains. Respondents who answered at
the threshold level or higher on any level 1 item within a
domain were then asked to complete the corresponding level
2 assessment.

The level 2 measures, also self-rated, represent more detailed
assessments of certain symptom domains and were usually
derived from existing measures, as noted in Tables 1–3. With the
exceptions of cognition/memory problems, dissociation, person-
ality functioning, psychosis, and suicide, each domain on the
adult version of the DSM-5 cross-cutting symptom assessment
had a corresponding level 2 measure. For the child/adolescent-
rated version of the DSM-5 cross-cutting symptom assessment,
there were no associated level 2 child-rated measures for the
attention and psychosis domains. A level 2 assessment of
attention was completed by the parent/guardian. The parent/
guardian version of the DSM-5 cross-cutting symptom assess-
ment did not include a level 2 measure of repetitive thoughts and
repetitive behaviors. Suicide had corresponding child- and
parent/guardian-rated level 2 assessments. The response options
for level 2 items were usually based on a 5-point scale of
symptom frequency in the past 7 days, with 0 representing
“never” or “not at all” and 4 representing terms such as “nearly

every day” or “always.” Regardless of the specific scaling and
scoring of the level 2 assessments, a higher score represented
higher symptom levels.

Clinician-Rated Cross-Cutting Symptom Measures

Clinician-rated cross-cutting assessments for psychosis and
suicidality were also employed in the field trial study visits. The
measure for psychosis asked the clinician to rate psychotic
symptoms in all patients, as manifested by delusions, halluci-
nations, or disorganized speech over the past 2 weeks. These
symptoms were rated on a 5-point scale ranging from 0 (none)
to 4 (present, severe). The clinician rating of psychosis was
completed on all patients regardless of patient or, for child
patients, parent/guardian ratings of psychosis on the level 1
measures.

The second clinician-rated cross-cutting symptom measure
was for level of concern about potential suicidal behavior in
adults and for suicide risk severity in children age 11 and older.
For the adult scale, study clinicians were asked to assess the
presence of 14 clinical and environmental factors associated with
suicide for all patients regardless of their self-rating of suicidality.
Level of concern about potential suicidal behavior was then rated
on a scale of “lowest concern,” “some concern,” “moderate
concern,” “high concern,” and “imminent concern.” Descriptors
for these anchor points were tied to the level of importance of
suicide prevention in the current clinical management of the
patient.

For child patients age 11 and over, the process for completing
the suicide risk severity scale involved several steps. Before
completing this scale, clinicians were asked to review the results
of several relevant cross-cutting symptom measures, such as for
suicide, depression, and substance use, and to consider the pa-
tient’s current symptom and diagnostic status, history of suicide
attempts, current suicidal thoughts and plans, and other risk
factors. A table of high-risk and very high-risk indicators for
suicide was given and using this table as a guide, the clinician
then filled out the scale. A rating of 0 indicated minimal suicide
risk, a rating of 2 indicated some high-risk factors were present,
and a rating of 4 indicated the presence of a very high-risk in-
dicator. Intermediate ratings of 1 and 3 were also possible al-
though not specifically anchored.

Data Analysis

Weighted mean scores for each dimensional level 1 item were
calculated for each site. The pooled mean scores and standard
deviations were also calculated.

Test-retest reliability estimates for the continuous and ordinal
cross-cutting symptom measures were obtained by using the
parametric intraclass correlation coefficient (ICC) for stratified
samples and are presented with two-tailed 95% confidence
intervals (CIs); sampling weights and bootstrap methods were
used as described by Clarke et al. (14). Two ICC models were
used in this study: Type- (1, 1), a one-way random model of
absolute agreement and Type- (2, 1), a two-way randommodel of
absolute agreement. Type- (1, 1) was used for the reliability
estimates of the clinician-rated dimensional measures, since
each patient was rated by a different, randomly selected clinician
at test and retest. Type- (2, 1) was used for the reliability
estimates for the patient-rated cross-cutting measures, since the
rater was the same person at test and retest (i.e., the study
patient him/herself, or other authorized respondent) (14, 28).
The four substance use questions and two suicide questions
asked of child respondents were rated on a yes/no basis. Intra-
class kappa coefficients for stratified samples and their asso-
ciated 95% CIs (using bootstrap methods) were used to calculate
test-retest reliability estimates for these items (13).

Am J Psychiatry 170:1, January 2013 ajp.psychiatryonline.org 73

NARROW, CLARKE, KURAMOTO, ET AL.

http://ajp.psychiatryonline.org


Since level 2 assessments were triggered only if at least one
level 1 item within a domain was endorsed at a level of “mild” or
greater, the reliability of the level 2 assessment was examined as
a combined score with the level 1 items. Specifically, in order to
calculate ICCs for level 2 assessments, their average scores were
combined with level 1 as follows:

1. A score of 0 on all level 1 items for a particular symp-
tom domain results in a score of 0 on the combined level 1
and 2 score (level 2 was not administered if the level 1 score
was 0).

2. A score of 1 at most (“slight”) on each of the level 1 items for
a symptom domain results in a score of 1 on the combined level 1
and 2 score (level 2 was not administered if the level 1 score was
1).

3. A score of 2 (“mild”) or greater on one or more of the level 1
items for a particular symptom domain is added to the level 2
score as follows:

i. An average score ,0.50 on the level 2 scale is coded as
0, resulting in a total score of 2 on the combined level
1 and 2 score.

TABLE 1. DSM-5 Dimensional Cross-Cutting Symptom Assessment for Adult Patients

Symptom Domain Level 1 Questiona Level 2 Assessmentb

Depression 1 No interest or pleasure in doing things? PROMIS SF: Depression 8b
Depression 2 Feeling down, depressed, or hopeless? PROMIS SF: Depression 8b
Anger Feeling irritated, grouchy, or angry? PROMIS SF: Anger 8a
Mania 1 Sleeping less but still having a lot of energy? Altman Self-rating Mania Scale (24)
Mania 2 Starting lots of projects or doing more risky things? Altman Self-rating Mania Scale (24)
Anxiety 1 Feeling nervous, anxious, frightened, worried, or on

edge?
PROMIS SF: Anxiety 7a

Anxiety 2 Feeling panic or being frightened? PROMIS SF: Anxiety 7a
Anxiety 3 Avoiding situations that make you anxious? PROMIS SF: Anxiety 7a
Somatic distress 1 Unexplained aches and pains (e.g., head, back, joints,

abdomen, legs)?
PHQ-SSS

Somatic distress 2 Feeling that your illnesses are not being taken seriously
enough?

PHQ-SSS

Suicide Thoughts of actually hurting yourself? None
Psychosis 1 Hearing things other people couldn’t hear, such as

voices even when no one was around?
None

Psychosis 2 Feeling that someone could hear your thoughts, or that
you could hear what another person was thinking?

None

Sleep Problems with sleep that affected sleep quality over all? PROMIS SF: Sleep Disturbance 8b
Memory Problems with memory (e.g., learning new information)

or with location (e.g., finding way home)?
None

Repetitive thoughts Unpleasant thoughts, images, or urges that repeatedly
enter your mind?

FOCI

Repetitive behaviors Feeling driven to perform certain acts over and over
again?

FOCI

Dissociation Feeling detached or distant from yourself, your body,
your physical surroundings, or your memories?

None

Personality 1 Not knowing who you really are or what you want out of
life?

None

Personality 2 Not feeling close to other people or enjoying your
relationships with them?

None

Substance use 1—alcohol Drinking at least 4 drinks of any kind of alcohol in
a single day?

NIDA-modified ASSIST

Substance use 2—tobacco Smoking any cigarettes, a cigar, or pipe or using snuff or
chewing tobacco?

NIDA-modified ASSIST

Substance use 3—other drug use Using any of the following medicines on your own, that
is, without a doctor’s prescription, in greater amounts
or longer than prescribed: painkillers (like Vicodin),
stimulants (like Ritalin or Adderall), sedatives or
tranquilizers (like sleeping pills or Valium), or drugs
like marijuana, cocaine or crack, club drugs (like
ecstasy), hallucinogens (like LSD), heroin, inhalants or
solvents (like glue), or methamphetamine (like
speed)?

NIDA-modified ASSIST

a “During the past TWO (2) WEEKS, how much have you been bothered by the following problems….” Questions assessing items of anger,
mania, anxiety (items 2 and 3), somatic distress, sleep, memory, dissociation, and personality were developed by DSM-5 work groups or study
groups. Depression items taken from PHQ-2 (adapted) (16); anxiety item 1 taken from GAD-7 (adapted) (17); suicide item taken from P4
Suicide Screener (18); psychosis items from MINI (adapted) (19); repetitive thoughts/behavior items from Florida Obsessive-Compulsive
Inventory (FOCI) (adapted) (20); substance use items from NIDA Quick Screen V1.0 (adapted) (21).

b PROMIS SF: Patient Reported Outcomes Measurement Information System Short Form, v1.0 (22, 23); PHQ-SSS: Patient Health Questionnaire
Somatic Symptom Short-Form (unpublished 2010 instrument by K. Kroenke, adapted from the PHQ-15 [25]); FOCI: Florida Obsessive
Compulsive Inventory (adapted) (20); NIDA-modified ASSIST: National Institute on Drug Abuse-Modified Alcohol, Smoking and Substance
Involvement Screening Test (adapted) (21).
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TABLE 2. DSM-5 Dimensional Cross-Cutting Symptom Assessment for Parents

Symptom Domain Level 1 Questiona Level 2 Assessmentb

Depression 1 No interest or pleasure in doing things? PROMIS: Depressive symptoms (adapted)
Depression 2 Seemed down, depressed, or hopeless? PROMIS: Depressive symptoms (adapted)
Irritability Seemed irritated or easily annoyed? Affective Reactivity Index (adapted) (26)
Anger Seemed angry or lost his/her temper? Developed by a DSM-5 work group
Mania 1 Slept less than usual for him/her, but still had a lot of

energy?
Altman Self-Rating Mania Scale (adapted) (24)

Mania 2 Only slept for a short time at night? Altman Self-Rating Mania Scale (adapted) (24)
Anxiety 1 Said he/she felt nervous, anxious, or scared? PROMIS: Anxiety (adapted)
Anxiety 2 Not been able to stop worrying? PROMIS: Anxiety (adapted)
Anxiety 3 Said he/she couldn’t do things he/she wanted to or

should have done because they made him/her feel
nervous?

PROMIS: Anxiety (adapted)

Somatic distress 1 Complained of stomachaches, headaches, or other
aches and pains?

PHQ-SSS

Somatic distress 2 Said he/she was worried about his/her health or about
getting sick?

PHQ-SSS

Psychosis 1 Said that he/she heard voices—when there was no one
there—speaking about him/her or telling him/her
what to do or saying bad things to him/her?

None

Psychosis 2 Said that he/she had a vision when he/she was
completely awake—that is, saw something or
someone that no one else could see?

None

Sleep Had problems sleeping—that is trouble falling asleep,
staying asleep or waking up too early?

PROMIS SF: Sleep Disturbance 8b (adapted)

Repetitive thoughts 1 Said that he/she had unpleasant thoughts, images, or
urges that kept coming into his/her mind that he/she
would he do something bad or that something bad
would happen to him/her or to someone else?

None

Repetitive behaviors 1 Said he/she felt the need to check on certain things over
and over again, like whether a door was locked or
whether the stove was turned off?

None

Repetitive thoughts 2 Seemed to worry a lot about things he/she touched
being dirty or having germs or being poisoned?

None

Repetitive behaviors 2 Said he/she had to do things in a certain way, like
counting or saying special things, to keep something
bad from happening?

None

Attention Had problems paying attention when he/she was in class
or doing his/her homework or reading a book or
playing a game?

SNAP-IV

Substance use 1—alcohol Had an alcoholic beverage (beer, wine, liquor, etc.)? NIDA-modified ASSIST
Substance use 2—tobacco Smoked a cigarette, a cigar, or pipe or used snuff or

chewing tobacco?
NIDA-modified ASSIST

Substance use 3—illegal drugs Used drugs like marijuana, cocaine or crack, club drugs
(like Ecstasy), hallucinogens (like LSD), heroin,
inhalants or solvents (like glue), or
methamphetamine (like speed)?

NIDA-modified ASSIST

Substance use 3—legal drugs Used any medicines WITHOUT A DOCTOR’S
PRESCRIPTION: painkillers (like Vicodin), stimulants
(like Ritalin or Adderall), sedatives or tranquilizers
(like sleeping pills or Valium), or steroids?

NIDA-modified ASSIST

Suicide 1 In the last 2 weeks, has he/she talked about wanting to
kill himself/herself or about wanting to commit
suicide?

Suicide Rating Scale for Teens

Suicide 2 Has he/she EVER tried to kill himself/herself? Suicide Rating Scale for Teens
a “During the past TWO (2) WEEKS, how much (or how often) has your child…”; for the substance use and suicide items, the question began “In
the last 2 weeks has he/she…” Questions assessing items of anger, mania, anxiety, somatic distress, psychosis, sleep, repetitive thoughts/
behaviors, and attention were developed by DSM-5 work groups or study groups. Depression items taken from PHQ-2 (adapted) (16);
irritability item taken from Affective Reactivity Index (adapted) (26); substance use items taken from NIDA Quick Screen V1.0 (adapted) (21);
suicide items taken from Suicide Rating Scale for Teens (D. Shaffer and M. Gallagher, unpublished 2010 scale).

b PROMIS: Patient Reported Outcomes Measurement Information System Parent Proxy Bank v1.0 (22, 23); PROMIS SF: Patient Reported
Outcomes Measurement Information System Short Form, v1.0 (22, 23); PHQ-SSS: Patient Health Questionnaire Somatic Symptom Short-Form
(unpublished 2010 instrument by K. Kroenke, adapted from the PHQ-15 [25]); SNAP-IV: Swanson, Nolan, and Pelham Scale, version IV
(adapted) (27); NIDA-modified ASSIST: National Institute on Drug Abuse-Modified Alcohol, Smoking and Substance Involvement Screening Test
(adapted) (21).

Am J Psychiatry 170:1, January 2013 ajp.psychiatryonline.org 75

NARROW, CLARKE, KURAMOTO, ET AL.

http://ajp.psychiatryonline.org


ii. An average score of 0.50–1.49 on the level 2 scale is
coded as 1, resulting in a total score of 3 on the com-
bined level 1 and 2 score.

iii. An average score of 1.50–2.49 on the level 2 scale is
coded as 2, resulting in a total score of 4 on the
combined level 1 and 2 score.

iv. An average score of 2.50–3.49 on the level 2 scale is
coded as 3, resulting in a total score of 5 on the
combined level 1 and 2 score.

v. An average score$3.50 on the level 2 scale is coded as
4, resulting in a total score of 6 on the combined level
1 and 2 score.

TABLE 3. DSM-5 Dimensional Cross-Cutting Symptom Assessment for Children

Symptom Domain Level 1 Questiona Level 2 Assessmentb

Depression 1 Had little interest or pleasure in doing things? PROMIS: Depressive symptoms (adapted)
Depression 2 Felt down, depressed, or hopeless? PROMIS: Depressive symptoms (adapted)
Irritability Felt irritated or easily annoyed? Affective Reactivity Index (adapted) (26)
Anger Felt angry or lost your temper? Developed by a DSM-5 work group
Mania 1 Felt so active that you couldn’t settle down? Altman Self-Rating Mania Scale (adapted)

(24)
Mania 2 Found that you didn’t sleep a lot at night? Altman Self-Rating Mania Scale (adapted)

(24)
Anxiety 1 Felt nervous, anxious, or scared? PROMIS: Anxiety (adapted)
Anxiety 2 Not been able to stop worrying? PROMIS: Anxiety (adapted)
Anxiety 3 Not been able to do things you wanted to or should have done

because they made you feel nervous?
PROMIS: Anxiety (adapted)

Somatic distress 1 Been bothered by stomachaches, headaches, or other aches and
pains?

PHQ-SSS

Somatic distress 2 Worried about your health or about getting sick? PHQ-SSS
Psychosis 1 Heard voices—when there was no one there—speaking about

you or telling you what to do or saying bad things to you?
None

Psychosis 2 Had visions when you were completely awake—that is, seen
something or someone that no one else could see?

None

Sleep Been bothered by not being able to fall asleep or stay asleep or
by waking up too early?

PROMIS SF: Sleep Disturbance 8b

Attention Been bothered by not being able to pay attention when you
were in class or doing homework or reading a book or playing
a game?

None

Repetitive thoughts 1 Had thoughts that kept coming into your mind that you would
do something bad or that something bad would happen to
you or to someone else?

FOCI

Repetitive behaviors 1 Felt the need to check on certain things over and over again, like
whether a door was locked or whether the stove was turned
off?

FOCI

Repetitive thoughts 2 Worried a lot about things you touched being dirty or having
germs or being poisoned?

FOCI

Repetitive behaviors 2 Felt you had to do things in a certain way, like counting or saying
special things, to keep something bad from happening?

FOCI

Substance use 1—alcohol Had an alcoholic beverage (beer, wine, liquor, etc.)? NIDA-modified ASSIST
Substance use 2—tobacco Smoked a cigarette, cigar, or pipe or used snuff or chewing

tobacco?
NIDA-modified ASSIST

Substance use 3—illegal
drugs

Used drugs like marijuana, cocaine or crack, club drugs (like
Ecstasy), hallucinogens (like LSD), heroin, inhalants or solvents
(like glue), or methamphetamine (like speed)?

NIDA-modified ASSIST

Substance use 4—legal
drugs

Used any medicine ON YOUR OWN, that is, without a doctor’s
prescription, to get high or change the way you feel:
painkillers (like Vicodin), stimulants (like Ritalin or Adderall),
sedatives or tranquilizers (like sleeping pills or Valium), or
steroids?

NIDA-modified ASSIST

Suicide 1 In the last 2 weeks, have you thought about killing yourself or
committing suicide?

Suicide Rating Scale for Teens

Suicide 2 Have you EVER tried to kill yourself? Suicide Rating Scale for Teens
a “During the past TWO (2) WEEKS, how much (or how often) have you…”; for the substance use and suicide items, the question began “In the
last 2 weeks have you…” Questions assessing items of anger, mania, anxiety, somatic distress, psychosis, sleep, attention and repetitive
thoughts/behaviors were developed by DSM-5 work groups or study groups. Depression items taken from PHQ-2 (adapted) (16); irritability
item taken from Affective Reactivity Index (adapted) (26); substance use items taken from NIDA Quick Screen V1.0 (adapted) (21); suicide items
taken from Suicide Rating Scale for Teens (D. Shaffer and M. Gallagher, unpublished 2010 scale).

b PROMIS: Patient Reported Outcomes Measurement Information System Pediatric Bank v1.0 (22, 23); PROMIS SF: Patient-Reported Outcomes
Measurement Information System Short Form, v1.0 (22, 23); PHQ-SSS: Patient Health Questionnaire Somatic Symptom Short-Form
(unpublished 2010 instrument by K. Kroenke, adapted from the PHQ-15 [25]); FOCI: Florida Obsessive Compulsive Inventory (adapted) (20);
NIDA-modified ASSIST: National Institute on Drug Abuse-Modified Alcohol, Smoking and Substance Involvement Screening Test (adapted) (21).
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All analyses were performed at a site-specific level and then
data were pooled by using a meta-analytic approach. However, if
data were missing for 25% or more for a measure at a site, the
reliability coefficient was not calculated and therefore not
included in the pooled estimate. When there was no variance
in responses at a site, that site was not included either in the
descriptive statistics or in the computation of the reliability
coefficient. Otherwise the estimates were pooled across the
sites. It should be noted, however, that there were site differ-
ences in the results for most responses. Thus the pooled es-
timate represents the typical result over sites, rather than the
result at each site. Results of the data analyses from adult
respondents were tabulated separately from results from parent
and child respondents to allow comparisons between the latter
respondents.

The ICC results were rounded to two decimal places, and the
rounded estimates were interpreted as follows: 0–0.39=unaccept-
able, 0.40–0.59=questionable, 0.60–0.79=good, 0.80–1=excellent.
Rounded intraclass kappa results were interpreted as follows:
,0.20=unacceptable, 0.20–0.39=questionable, 0.40–0.59=good,
0.60–0.79=very good, 0.80–1=excellent. The underlying rationale
for these interpretations can be found elsewhere (29).

Other measures were tested in the DSM-5 Field Trials,
including the World Health Organization Disability Assessment
Schedule (30) and an inventory of maladaptive personality traits
(31). As with the cross-cutting symptom measures, these mea-
sures were given to all adult patients and to the older child
group, and reliability results will be presented in subsequent
publications. Clinicians’ views on the acceptability and clinical
utility of the DSM-5 criteria and new measures as well as
patients’ views on the self-report measures were also gathered
in the field trial, and these data along with the results presented
in this article will be considered as final decisions are made for
DSM-5.

Results

Supplemental Tables A-E (see the data supplement that
accompanies the online edition of this article) show the
pooledmean scores for level 1 items, combined level 1 and
level 2 scores, and clinician-rated scales for adult, child,
and parent respondents. Mean scores for level 1 items are
shown in supplemental tables A and B. Sleep problems
and anger had relatively high mean scores from both
adult participants and the parents of child participants.
In addition, for the adult participants, items related to
anxiety, depression, and personality functioning had re-
latively high mean scores, as did attention and irritability
for parent respondents. For both adult participants and
parent respondents, low mean scores (,1.0) were found
for items on substance use, psychosis, suicide, and mania.
Several other cross-cutting items had low mean scores on
parent report. These included items related to somatic
distress, anxiety (avoidance), and repetitive thoughts and
behaviors. Most of these items had high standard devia-
tions relative to their means. For the level 1 items, children
exhibited similar patterns in mean scores compared with
their parents.
Pooled mean scores for the combined level 1 and level 2

items are presented online in supplemental tables C and
D. As noted earlier, a combined score of 0 or 1 indicates

that the respondent was not sent on to a level 2 assess-
ment for that domain. A combined score of 2 indicates very
low levels of symptoms on level 2, with higher scores
reflecting increasingly higher levels of symptoms. At the
adult sites, depression, anxiety, and sleep problems all had
combined mean scores over 3, while mania, repetitive
thoughts and behaviors, and “other” substance use had
mean scores of less than 2. At the child sites, the only
domains with mean scores above 3 were anger and in-
attentiveness for responding parents of children under age
11. These domains had the highest means for parents of
older children as well, but both means were under 3. Child
respondents were not administered the level 2 inatten-
tiveness scale; otherwise their mean scores followed a pat-
tern similar to that of the parent scores.
Finally, the pooled mean scores for the two clinician-

rated cross-cutting measures, psychosis and suicide, were
under 1 for both adult and child patients (supplemental
table E). Themean for psychosis in children was very close
to zero, indicating that few clinicians diagnosed psychotic
symptoms in the child subjects.
Tables 4–8 show the pooled test-retest reliability of the

cross-cutting symptom measures. Level 1 reliabilities are
presented first. All level 1 items were rated reliably by adult
patients, with ICC estimates in the “good” range or better,
except the two mania items which were in the “question-
able” range (Table 4). For parents of children under 11
years old, ICC estimates were in the good or excellent
range for 19 of the 25 items in the cross-cutting symptom
assessment (Table 5). Two items fell into the questionable
range (anxiety item 3 [“cannot do things because of
nervousness”] and repetitive thoughts item 1 [“unpleasant
thoughts, images or urges entering mind”]) and one item
had unacceptable reliability (“misuse of legal drugs”). Lack
of variability in responses prevented ICC estimation for
the remaining three substance use items in this age group
(Table 5). Parents of children age 11 and over rated the
cross-cutting items very reliably, with all ICCs in the good
or excellent range except misuse of legal drugs. Reliabil-
ities for child respondents were good or excellent for 17
items. Six items had questionable reliability: both mania
items, anxiety item 3, somatic distress item 2 (“worried
about health”), psychosis item 2 (“had a vision/saw things”),
and repetitive thoughts item 1. Reliability coefficients for
the remaining two substance use items (use of illegal
drugs, misuse of legal drugs) are not presented because of
instability of estimates at sites (i.e., the confidence interval
range is over 0.5). There were no significant differences
between child and parent reliability estimates, with the
following exceptions: parents were more reliable reporters
than children for somatic distress item 2, both psychosis
items, and sleep. Children were more reliable in reporting
“ever attempting suicide” (Table 5).
For adult patients, the pooled ICC of the combined level

1 and level 2 assessments for depression was excellent,
while anger, anxiety, somatic distress, sleep, and other
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substance use performed in the good range. Conversely,
reliabilities for mania and repetitive thoughts and behav-
iors were questionable (Table 6). Parents of children under
11 years old were reliable reporters for all cross-cutting
domains tested except misuse of legal drugs, for which
reliability could not be distinguished from chance agree-
ment. Reliabilities for the other three substance use items
could not be computed for this age group because of a
lack of variability in responses. Similar results were ob-
tained from parents of children age 11 and over, except
that variability in the substance use responses allowed for
estimationof ICCswith confidence intervals, with estimates
in the good or excellent range. For child respondents, ICC
estimates fell into the good or excellent range, except for
mania, misuse of legal drugs, and suicidal ideation. Among
the older child patients, the parents were significantlymore
reliable reporters of irritability, mania, and sleep than the
children. Childrenwere significantlymore reliable reporters
of illegal drug use, tobacco use, and suicide attempts
(however, both parent and child reports had excellent
reliabilities for the latter two domains) (Table 7).

For scales rated by clinicians, ICCs for the suicide scales
were in the questionable range for adults and unaccept-
able, indistinguishable from chance agreement, for chil-
dren. The ICCs for psychosis were in the good range at the
adult sites and unacceptable at the child sites. The ICC for

clinician-rated psychosis in children is based on only one
site because of excessively large standard errors at the
other three sites (Table 8).

Discussion

This article has presented the initial psychometric
findings for the DSM-5 cross-cutting symptom measures,
showing that a substantial majority of the level 1 and
combined level 1 and 2 assessments demonstrated good or
excellent test-retest reliability for adult, parent, and child
respondents. These results support the inclusion of these
measures in the DSM-5 diagnostic assessment recom-
mendations as a standardized source of clinical data,
available to the clinician as a mental health review of sys-
tems. The structure of the cross-cutting measures allows
for less reliable scales to be removed for further devel-
opment and possible inclusion in future versions of DSM-5
if their reliability can be improved.
The strengths of the DSM-5 Field Trials are enumerated

elsewhere in detail (14), but those relevant for this article
include random patient sampling, diverse clinical settings
and patient samples, and testing under conditions
anticipated to be close to the real-world conditions under
which the various elements of the DSM-5 assessment
strategy will be implemented. Further, because the cross-
cutting measures were given to each participating patient
or an informant, sample sizes were generally adequate to
produce stable reliability estimates.
The limitations of the field trials relevant to the current

analyses include the design of the test-retest study which,
in its focus on categorical diagnoses, allowed for a retest
interval of up to 2 weeks. Symptom levels could be ex-
pected to change, especially at the upper levels of this time
frame, because of inherent fluctuations of symptoms over
time and because ongoing treatment was being provided
to the patients involved in the study. Nonetheless, while
such change in symptom levels would be expected to re-
sult in underestimation of the ICC, the substantialmajority
of our reliability results were still in the good or excellent
range. Another limitation is that the DSM-5 Field Trials
were not designed to test the validity of the cross-cutting
patient measures, although level 2 scales, assessing symp-
toms in depth, were taken from existing measures with
supporting validity data when available.
In contrast to reliabilities from the self- and parent-

reportedmeasures, only the clinician rating of psychosis in
adults had good reliability, while the reliability for the
adult suicide concern scale was questionable. In children,
the clinician ratings on both scales had unacceptable
reliability. There are several possible explanations for the
higher reliabilities of the self-administered measures. The
level 1 cross-cutting items for patients contained relatively
simple concepts concerning recent suicidal ideation, past
suicide attempts, delusions, and hallucinations. Further-
more, the same patient rated the items at the test and

TABLE 4. Test-Retest Reliability of Adult Self-Rated DSM-5
Cross-Cutting Symptom Measures, Level 1

Level 1 Item Test-Retest Reliabilitya

Depression 1 0.66 (0.63–0.69)
Depression 2 0.78 (0.76–0.80)
Anger 0.67 (0.63–0.69)
Mania 1 0.56 (0.53–0.60)
Mania 2 0.53 (0.49–0.57)
Anxiety 1 0.67 (0.65–0.70)
Anxiety 2 0.70 (0.68–0.73)
Anxiety 3 0.64 (0.61–0.67)
Somatic distress 1 0.69 (0.66–0.72)
Somatic distress 2 0.68 (0.65–0.70)
Suicide 0.77 (0.75–0.79)
Psychosis 1 0.79 (0.77–0.81)
Psychosis 2 0.72 (0.69–0.74)
Sleep 0.72 (0.69–0.74)
Memory 0.69 (0.66–0.72)
Repetitive thoughts 0.67 (0.64–0.70)
Repetitive behaviors 0.71 (0.68–0.73)
Dissociation 0.68 (0.65–0.71)
Personality 1 0.66 (0.63–0.69)
Personality 2 0.68 (0.66–0.71)
Substance use 1—alcohol 0.75 (0.73–0.77)
Substance use 2—tobacco 0.97 (0.97–0.97)
Substance use 3—other drug use 0.78 (0.76–0.80)
a Pooled intraclass correlation coefficient (ICC) for a stratified sample
with 95% confidence interval. For all items except psychosis 1,
repetitive thoughts, and personality 1 there was a nonoverlapping
95% confidence interval for at least one of the seven adult sites, so
the pooled ICC must be interpreted with caution.

78 ajp.psychiatryonline.org Am J Psychiatry 170:1, January 2013

DSM-5 FIELD TRIALS CROSS-CUTTING SYMPTOM ASSESSMENT

http://ajp.psychiatryonline.org


retest visits. These factors would all be expected to en-
hance reliability for the patient-rated items. In contrast,
clinicians were asked to synthesize a large amount of
information in addition to the level 1 information for
their ratings of suicide concern in adults, suicide risk in
children, and level of psychosis. The complex factors
involved in making clinical judgments (32), and the fact
that two different cliniciansweremaking these judgments at
the test and retest visits, may have contributed to the lower
reliability of the clinician-rated domains compared with the
patient-rated domains. Logistic regression analyses did not
show a significant effect of time interval between test and
retest visits on the differences in clinician scores at these
visits. The low reliabilities of these scales, with the

TABLE 5. Test-Retest Reliability of Parent- and Child-Rated DSM-5 Cross-Cutting Symptom Measures, Level 1

Level 1 Item

Test-Retest Reliabilitya

Parent of Child ,11 Years Parent of Child 11+ Years Child 11+ Years

Depression 1 0.61 (0.53–0.69) 0.66 (0.59–0.72) 0.66 (0.59–0.72)
Depression 2 0.71 (0.65–0.78) 0.73 (0.67–0.78) 0.74 (0.69–0.79)b

Irritability 0.67 (0.61–0.74) 0.75 (0.69–0.80) 0.64 (0.58–0.71)b

Anger 0.71 (0.65–0.77) 0.73 (0.67–0.78) 0.71 (0.66–0.77)b

Mania 1 0.65 (0.58–0.72)b 0.65 (0.59–0.72)b 0.51 (0.42–0.60)c

Mania 2 0.68 (0.61–0.74) 0.61 (0.53–0.68) 0.46 (0.38–0.55)
Anxiety 1 0.71 (0.65–0.77) 0.63 (0.56–0.70) 0.71 (0.66–0.77)
Anxiety 2 0.69 (0.62–0.75) 0.64 (0.57–0.71) 0.74 (0.69–0.80)b

Anxiety 3 0.56 (0.48–0.65) 0.60 (0.53–0.68)b 0.54 (0.46–0.62)
Somatic distress 1 0.73 (0.68–0.79) 0.74 (0.68–0.79) 0.74 (0.69–0.80)
Somatic distress 2 0.70 (0.64–0.76) 0.72 (0.66–0.77)b 0.59 (0.51–0.66)
Psychosis 1 0.83 (0.79–0.87)b 0.78 (0.73–0.82)b 0.62 (0.54–0.69)b,c

Psychosis 2 0.90 (0.88–0.93)b 0.97 (0.95–0.98)b 0.53 (0.45–0.61)b

Sleep 0.76 (0.70–0.81) 0.76 (0.72–0.81) 0.61 (0.54–0.68)
Attention 0.68 (0.62–0.75)b 0.75 (0.69–0.80) 0.64 (0.57–0.71)c

Repetitive thoughts 1 0.59 (0.51–0.67) 0.65 (0.58–0.72) 0.55 (0.47–0.63)
Repetitive behaviors 1 0.96 (0.95–0.97)b 0.74 (0.69–0.80)b 0.74 (0.69–0.80)b

Repetitive thoughts 2 0.87 (0.84–0.90)b 0.78 (0.73–0.83) 0.80 (0.76–0.84)b

Repetitive behaviors 2 0.83 (0.79–0.87) 0.63 (0.56–0.70)b 0.74 (0.68–0.79)
Substance use 1—alcohol d 0.77 (0.72–0.82) 0.86 (0.65–1)c,e

Substance use 2—tobacco d 0.93 (0.92–0.95)b 0.89 (0.76–1) c,d,e

Substance use 3—illegal drugs c,d 0.74 (0.69–0.80)b c

Substance use 4—legal drugs 0.02 (–0.13 to 0.17)d 0.55 (0.47–0.62)b d

Suicide 1 0.69 (0.63–0.76) 0.75 (0.70–0.80)b 0.60 (0.34–0.8)c,e

Suicide 2 0.87 (0.84–0.90)d 0.79 (0.74–0.83)b 0.93 (0.87–1)c,d,e

a Pooled intraclass correlation coefficient (ICC) for a stratified sample with 95% confidence interval.
b There is a nonoverlapping 95% confidence interval for at least one of the four child sites, so the pooled ICC must be interpreted with caution.
c Reliability estimates were not included in the pooled estimates for these items at the following sites because standard errors for the ICC
estimates were greater than 0.1: Baystate (child respondents): mania 1, substance use 1, substance use 3, substance use 4, and suicide 1;
Colorado (child respondents): substance use 1, substance use 3, substance use 4, and suicide 1; Columbia (parent respondents, child
,11): substance use 3; (child respondents): psychosis 1, attention, substance use 1, substance use 2, substance use 3, substance use 4,
suicide 1, and suicide 2; Stanford (parent respondents, child ,11): substance use 3; (child respondents): substance use 3 and substance
use 4.

d Reliability estimates could not be computed for these items at the following sites because all responses were identical within the site:
Baystate (parent respondents, child ,11): substance use 1, substance use 2, and substance use 3; (child respondents): substance use 2 and
suicide 2; Colorado (parent respondents, child ,11): substance use 1, substance use 2, and substance use 3; Columbia (parent respondents,
child ,11): substance use 1, substance use 2, and substance use 4; Stanford (parent respondents, child ,11): substance use 1, substance use
2, substance use 4, and suicide 2.

e Estimated using intraclass kappa for dichotomous variables since the item responses were Yes/No for child respondents.

TABLE 6. Test-Retest Reliability of Adult Self-Rated DSM-5
Cross-Cutting SymptomMeasures, Levels 1 and 2 Combined

Cross-Cutting Domain Test-Retest Reliabilitya

Depression 0.80 (0.78–0.82)
Anger 0.65 (0.62–0.68)
Mania 0.59 (0.55–0.62)
Anxiety 0.73 (0.70–0.75)
Somatic symptoms 0.69 (0.67–0.72)
Sleep problems 0.78 (0.76–0.80)
Repetitive thoughts and behaviors 0.52 (0.48–0.56)
Substance use 3—other drugs 0.75 (0.73–0.78)
a Pooled intraclass correlation coefficients (ICCs) for a stratified
sample with 95% confidence intervals. Pooled ICCs for all items
need to be interpreted with caution because the confidence
intervals for at least one site did not overlap with the others.
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possible exception of the adult psychosis scale, suggest
that the components used to determine a rating need to
be revised, the rating procedures need to be clarified, or
clinician training is required to achieve reliability.

The cross-cutting symptom measures tested in the
DSM-5 Field Trials represent a first step in moving
psychiatric diagnosis away from solely categorical descrip-
tions toward assessments that recognize different levels
of symptom frequency and intensity. They also reflect
clinical and research evidence that any given patient may
experience common psychopathological symptoms that
are not listed in the criteria for his or her categorical
diagnosis. The use of these measures has several poten-
tial advantages for the clinician. They help to ensure,
in a relatively straightforward way, that a wide range of

symptoms has been assessed, thereby decreasing the
possibility of missed symptoms. They also have the
potential to draw attention to mixed presentations with
important treatment and prognostic implications, such
as major depressive disorder with anxiety symptoms.
Rates of spurious comorbidity and “not elsewhere
classified” diagnoses may decrease if, for example, the
clinician could diagnose major depressive disorder and
specify the severity of additional anxiety symptoms,
rather than diagnosing comorbid major depressive
disorder and anxiety disorder not elsewhere classified.
Documentation of significant levels of cross-cutting
symptoms in addition to a diagnosis will also help clini-
cians to justify treatment decisions asmeasurement-based
care is increasingly implemented.

TABLE 7. Test-Retest Reliability of Parent- and Child-Rated DSM-5 Cross-Cutting Symptom Measures, Levels 1 and 2
Combined

Cross-Cutting Domain

Test-Retest Reliabilitya

Parent of Child ,11 Years Parent of Child 11+ Years Child 11+ Years

Depression 0.71 (0.64–0.77) 0.72 (0.66–0.77) 0.79 (0.75–0.83)b

Anger 0.74 (0.68–0.79) 0.73 (0.67–0.78) 0.68 (0.62–0.75)b

Irritability 0.76 (0.70–0.81) 0.77 (0.73–0.82)b 0.67 (0.61–0.73)b

Mania 0.70 (0.64–0.76) 0.66 (0.60–0.73) 0.48 (0.39–0.56)
Anxiety 0.75 (0.69–0.80) 0.74 (0.69–0.80)b 0.69 (0.63–0.75)
Somatic symptoms 0.75 (0.70–0.81) 0.74 (0.69–0.80) 0.71 (0.65–0.77)
Sleep 0.75 (0.70–0.81) 0.78 (0.74–0.83) 0.62 (0.55–0.69)
Inattentiveness 0.67 (0.60–0.73) 0.77 (0.72–0.82) n/a
Repetitive thoughts and behaviors n/a n/a 0.72 (0.67–0.78)b

Substance use 1—alcohol c 0.84 (0.79–0.88)d 0.89 (0.86–0.92)b

Substance use 2—tobacco c 0.96 (0.94–0.97)b,c 0.98 (0.97–0.98)b

Substance use 3—illegal drug use c,d 0.65 (0.52–0.75)b,c,d 0.86 (0.83–0.89)
Substance use 4—legal drug use 0.02 (–0.13 to 0.17) 0.52 (0.52–0.53)b,c,d 0.51 (0.41–0.60) c

Suicidal ideation 0.67 (0.60–0.74) 0.84 (0.79–0.88)b,c 0.56 (0.48–0.63)
Suicide attempt 0.90 (0.87–0.93)b,c 0.85 (0.82–0.89) 0.92 (0.90–0.94)b

a Pooled intraclass correlation coefficients for a stratified sample with 95% confidence intervals; n/a indicates that the item was not assessed in
that patient group in the field trials.

b There is a nonoverlapping 95% CI for at least one of the four child sites so the pooled ICC needs to be interpreted with caution.
c Reliability estimates could not be computed for these items at the following sites because all responses were identical within the site: Baystate
(parent respondents, child,11): substance use 1, substance use 2, and substance use 3; Colorado (parent respondents, child,11): substance
use 1, substance use 2, and substance use 3; Columbia: (parent respondents, child ,11): substance use 1, substance use 2, and substance use
4; (parent respondents, child 11+): substance use 2, substance use 4, and suicide ideation; (child respondents): substance use 4; Stanford:
(parent respondents, child ,11): substance use 1, substance use 2, substance use 4, and suicide attempt; (parent respondents, child 11+):
substance use 3.

d Reliability estimates were not included in the pooled estimates for these items at the following sites because standard errors for the ICC
estimates were greater than 0.1: Baystate: (parent respondents, child 11+): substance use 3 and substance use 4; Columbia: (parent
respondents, child ,11): substance use 3; (parent respondents, child 11+): substance use 1 and substance use 3; Stanford: (parent
respondents, child ,11): substance use 3.

TABLE 8. Test-Retest Reliability of the Clinician-Rated DSM-5 Cross-Cutting Symptom Measures

Cross-Cutting Domain

Test-Retest Reliabilitya

Adult Patients (18+ years) Child Patients (6–17 years)

Suicide 0.48 (0.44–0.52)b 0.19 (–0.45 to 0.82)
Psychosis 0.65 (0.62–0.68)b 0.39 (0.24–0.53)c

a Pooled intraclass correlation coefficients for a stratified sample with 95% confidence intervals.
b The 95% CI for the intraclass correlation coefficients for at least one site did not overlap with the others, hence the pooled ICC needs to be
interpreted with caution.

c Individual site ICC estimates with SE greater than 0.1. (i.e., length of 95% CI greater than 0.5) for a dimensional measure were not included in
the pooled estimates. These included psychosis ratings at the Stanford, Columbia, and Colorado sites.
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Clinical research may also benefit from the assessment
of cross-cutting symptoms along with categorical diagno-
ses. Having a standard assessment for these symptoms will
facilitate research into the prevalence, course, underlying
pathology, and treatment of various combinations of
categorical diagnoses and cross-cutting symptoms. Such
research can be expected to contribute to the develop-
ment of new disorder boundaries, and eventually new
conceptualizations of mental disorders, particularly as
synergies develop with findings from basic neuroscience
and behavioral science initiatives such as the NIMH
Research Domain Criteria project.
Finally, although patient-reported experiences are the

foundation of psychiatry (33), the proposed DSM-5 cross-
cutting symptom measures are the DSM’s first attempt to
systematically assess these experiences in self-administered
questionnaires. It is hoped that these measures will en-
hance patients’ understanding of their symptoms and in-
volvement in their treatments and that the combination
of dimensional patient-reported symptoms, categorical di-
agnostic criteria, and the application of sound clinical
judgment will facilitate the delivery of quality care.
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