
Florida State University Libraries

Electronic Theses, Treatises and Dissertations  The Graduate School

2007

Diagnostic Agreement: Respective
Contributions of Method-, Client-, and
Clinician-Specific Variables
Jessica S. Brown

Follow this and additional works at the FSU Digital Library. For more information, please contact lib-ir@fsu.edu

http://fsu.digital.flvc.org/
mailto:lib-ir@fsu.edu


   

 

 
 
 

THE FLORIDA STATE UNIVERSITY 
 

COLLEGE OF ARTS AND SCIENCES 
 
 
 
 
 
 

DIAGNOSTIC AGREEMENT: RESPECTIVE CONTRIBUTIONS OF  

METHOD-, CLIENT-, AND CLINICIAN-SPECIFIC VARIABLES 
 

By 
 

JESSICA S. BROWN 
 
 
 
 

   
 

A Dissertation submitted to the  
Department of Psychology 
in partial fulfillment of the 

requirements for the degree of 
Doctor of Philosophy 

 
 

Degree Awarded: 
Summer Semester, 2007 

 



   

ii 

The members of the Committee approve the Dissertation of Jessica S. Brown defended on June 

14, 2007. 

 

 

       ___________________________ 
       Thomas E. Joiner 
       Professor Directing Dissertation 
 
 
 
       ___________________________ 
       Aline Kalbian 
       Outside Committee Member  
 
 
 
       ___________________________ 
       Janet Kistner 
       Committee Member  
 
 
 
       ___________________________ 
       E. Ashby Plant 
       Committee Member  
 
 
 
       ___________________________ 
       Ellen S. Berler 
       Committee Member  
 

 

The Office of Graduate Studies has verified and approved the above named committee members. 



   

iii 

ACKNOWLEDGMENTS 

 

Thanks to Don Donaldson for his assistance in creating the web interface necessary for the data 

collection for studies two and three. 

Thanks to the Clinical Psychology graduate students at Florida State University for providing 

helpful pilot data for study two and for providing top-notch clinical services while also 

maintaining a wonderful research database, used in study one. 

Thanks to my dissertation committee members, Ellen Berler, Aline Kalbian, Janet Kistner, and 

Ashby Plant for their helpful comments on this manuscript. 

Thanks to my advisor, Thomas Joiner, for being open to new research ideas and for training me 

to be a solid researcher and clinician. 



   

iv 

TABLE OF CONTENTS 

 

List of Tables v 

Abstract vi 

 

INTRODUCTION 1 

STUDY ONE 17 

STUDY TWO 26 

STUDY THREE 34 

GENERAL DISCUSSION 42 

APPENDIX A 45 

APPENDIX B 54 

REFERENCES 56 

BIOGRAPHICAL SKETCH 59 



   

v 

LIST OF TABLES 

 

1. Breakdown of diagnoses with kappa values 20 

2. Kappa values by gender of intake therapist 21 

3. Kappa values for structured versus unstructured intake interviews 22 

4. Agreement of criteria to individual disorders 30 

5. Impact of clinician and client variables on diagnostic accuracy 38 



   

vi 

ABSTRACT 

 

 For years, clinicians have struggled to increase diagnostic agreement for mental illnesses.  

However, there are a number of factors that may contribute to inconsistency in diagnosis.  

The three studies described here were designed to consider some of these factors.  In Study 1, 

diagnostic agreement between a brief, unstructured interview and a longer, more structured 

interview was calculated for 415 patients at a university psychology clinic.  Overall, 

diagnostic agreement was poor between the two interviews, though female therapists had 

better agreement for schizophrenia spectrum disorders and eating disorders while male 

therapists showed better agreement for anxiety disorders.  Additionally, the use of a 

structured interview during the longer evaluation improved agreement for several categories 

of disorders.  In Study 2, 357 graduate students in clinical psychology and practicing 

psychologists completed a survey asking them to match DSM symptoms or client statements 

to their parent disorders.  Accuracy was significantly higher for Axis I disorders than Axis II 

disorders, and graduate students performed significantly better than practicing psychologists 

on the Axis I disorders, particularly when presented with client statements.  For both Axis I 

and Axis II disorders, agreement was significantly higher for the DSM symptoms rather than 

client statements.  Study 3 asked 205 graduate students and practicing psychologists to 

diagnose four case examples, which varied by gender and race.  Diagnosis did not vary 

systematically by race or gender of the case, and the participants’ years of experience 

significantly increased diagnostic agreement in only one case.  Overall, it is clear that a 

myriad of factors contribute to inconsistency in diagnosis, particularly those factors related to 

the method of evaluation and the expertise of the clinician. 
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INTRODUCTION 

 

 

Diagnosis of Mental Illness 

 Psychologists and psychiatrists alike have struggled with how to accurately define and 

diagnose mental illness over the years.  The American Psychiatric Association (APA) first 

attempted to standardize this process in 1952, publishing the first edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM; APA, 1952).  This volume was structured so that 

the various mental illnesses were described and their diagnostic criteria defined in order to 

establish some consistency in diagnosis across clinicians.  The volume has since been revised 

numerous times, with each revision adding (and subtracting) diagnoses and providing 

increasingly detailed diagnostic criteria.  But even with this system, we are still unable to 

produce perfectly accurate diagnoses. 

Clinical Judgment 

Comparing Diagnoses and Decisions 

 When comparing diagnoses or clinical decisions made by different clinicians, we do not 

always find perfect agreement.  Using DSM-I criteria, four psychiatrists worked in pairs to 

compare diagnoses of patients.  Before the study began, the psychiatrists met and discussed the 

diagnostic criteria for the various disorders and agreed upon how diagnoses should be made.  

Each patient was interviewed separately by two of the psychiatrists and was then given two 

independent sets of diagnoses.  For the 153 patients that were interviewed, the overall rate of 

agreement was 54% - that is, the psychiatrists agreed on the diagnosis for just over half of the 

patients.  For the different pairs of psychiatrists the rate of agreement ranged from 33.3% to 

61.4%, and these agreements were significantly greater than agreements that would be expected 

by chance given each clinician’s base rates of diagnoses.  The psychiatrists also rated on a three-

point scale how certain they were of their diagnoses.  When both clinicians gave the highest 

certainty rating to their diagnosis, they agreed on 81% of cases (Beck, Ward, Mendelson, Mock, 

& Erbaugh, 1962).  While diagnostic criteria have changed and become more specific since the 

DSM-I, this study clearly indicates that even when clinicians discuss and agree upon diagnostic 

criteria, they still only agree upon diagnoses about half of the time.   
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 Another study that provided a review comparing the diagnosis of different psychiatrists 

also found that diagnostic reliability is generally in the fair to poor range.  There were no 

diagnoses that were considered to have high reliability and only three had “satisfactory” 

reliability – organic brain syndrome, mental deficiency, and alcoholism (Spitzer & Fleiss, 1974).  

Given that diagnoses of organic brain syndrome and mental deficiency are rarely given in 

today’s usual clinical settings, these results suggest that reliability of diagnoses today may be in 

the fair to poor range. 

Structured Versus Unstructured Interviews 

 Axis I disorders.  Most studies today evaluating diagnostic reliability compare routine 

clinical diagnosis with structured interviews.  Routine diagnoses are generally made after a 

clinician completes an unstructured interview with the client assessing his or her history and 

current symptomatology.  A number of structured interviews are now available to help guide 

clinicians in asking questions about the specific diagnostic criteria for each disorder.  In 

particular, structured interviews are often used for research purposes to ensure that all study 

participants meet criteria for the disorder in question.  It has been suggested that diagnoses given 

from structured interviews are more accurate than clinician diagnoses and therefore should be 

used more routinely in clinical settings (Wood, Garb, Lilienfeld, & Nezworski, 2002).   

 When evaluating the same clients, studies do find little agreement between routine 

clinical diagnoses and structured interview diagnoses.  However, results are mixed regarding 

whether clinicians or structured interviews diagnose disorders more often.  In a study of 

adolescent inpatients who were evaluated for the presence of a manic episode (a period of 

consistently elevated or irritable mood), the clinicians diagnosed 25% of the adolescents with a 

manic episode while the Diagnostic Interview for Children and Adolescents, Revised identified 

only 12% of the patients as having a manic episode.  This represents an agreement rate of 40% 

and a kappa of 0.15 (Pogge, Wayland-Smith, Zaccario, Borgaro, Stokes, & Harvey, 2001).  

Kappa is a measure of inter-rater agreement that takes into account base rates of decisions.  

Depending upon the base rates of different diagnoses, agreement between raters may be inflated 

due to their adherence to base rates.  Kappa provides an estimate of inter-rater agreement that 

corrects for such chance agreement.  Values of kappa range from 1 to -1, with values greater than 

0 reflecting better than chance agreement and negative values reflecting agreement poorer than 

that expected by chance.  Typically, kappa values above 0.75 are considered excellent 
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agreement, values between 0.40 and 0.75 indicate fair to good agreement, while values below 

0.40 reflect poor agreement beyond that expected by chance (Fleiss, Levin, & Paik, 2003).  The 

agreement in this case, therefore, was rather poor and notably the clinicians diagnosed a manic 

episode more frequently than the structured interview did.  However, a number of other studies 

indicate that clinicians underdiagnose. 

 In a study conducted at both an urban and a rural clinic, patients were diagnosed as usual 

at the clinic and then interviewed using the Structured Clinical Interview for the DSM-IV 

(SCID).  Diagnoses were grouped into the categories of depressive, anxiety, adjustment, and 

other, and the overall kappa for diagnosis was 0.24.  In all categories but adjustment disorders, 

clinicians gave fewer diagnoses than the SCID (Shear et al., 2000).  While the kappa in this study 

is higher than the previous study, the fact that the disorders were grouped means that there did 

not have to be an exact diagnostic match for the diagnosis to be considered accurate.  That is, a 

client could have been diagnosed with obsessive-compulsive disorder by the clinician and with 

panic disorder by the SCID, but since both fall into the anxiety disorder category, the diagnoses 

would be considered to be a match.  This indicates that there is generally not much agreement 

between routine clinical diagnoses and structured interviews. 

 A more complex study looked at differing methods of diagnosis at a community mental 

health center.  They compared the clinical diagnosis by the treating psychiatrist, diagnosis by the 

SCID, diagnosis by SCID plus a chart review, and a “gold standard” diagnosis done by using the 

SCID, reviewing the chart, and then having a follow-up interview conducted by a psychiatrist or 

psychologist.  Matches between these different diagnoses were evaluated at three levels: level 

one was an exact match, level two created diagnostic groupings for depressive disorders, bipolar 

disorders (experiencing episodes of both mania and depression), and anxiety disorders, and level 

three grouped depressive and bipolar together and all psychotic disorders together (except 

schizoaffective disorder - experiencing symptoms of psychosis and mood disturbance 

simultaneously).  When comparing the clinical diagnosis to the “gold standard” the kappas 

ranged from 0.45 for level one to 0.52 for level three.  They also found that the clinical diagnosis 

was most accurate for schizophrenia (psychosis marked by delusions, hallucinations, or other 

disorganized behavior) with kappas of 0.59 to 0.69 and least accurate for schizoaffective with a 

kappa of 0.46 at all levels (Basco et al., 2000).  In comparison to the other studies, this study 

showed a strikingly higher kappa for clinical diagnosis as compared to the “gold standard” 
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diagnosis.  It also indicated that diagnostic reliability does not improve markedly when disorders 

are grouped into categories rather than evaluated individually. 

 Another study compared SCID diagnoses with the hospital discharge diagnosis and 

obtained similar results, with kappas of 0.46 for schizophrenia, 0.50 for bipolar disorder, and 

0.48 for major depression (a period of consistently down or depressed mood and other related 

symptoms).  This study also reported sensitivity values, that is, the proportion of positive 

diagnoses agreed upon, ranging from 0.52 to 0.62 for these disorders.  Specificity values, the 

proportion of negative diagnoses agreed upon, ranged from 0.84 to 0.94 (Fennig, Craig, 

Tanenberg-Karant, & Bromet, 1994). 

 Personality disorders.  Similar studies have been conducted comparing clinical 

diagnosis of personality disorders with diagnoses generated from structured interviews.  One 

review indicates that diagnostic agreement is generally poor between clinical diagnosis and the 

Personality Diagnostic Questionnaire.  For the studies reviewed, the median kappa was 0.08, 

with a range of -0.16 to 0.46 (Perry, 1992).  Another review reports that diagnostic validity 

increases as the structure of the assessment increases (Widiger, 2004).  A study of 200 geriatric 

inpatients found that only 31 clinical diagnoses of personality disorders were given and 113 

diagnoses were given based on the Structured Interview for Disorders of Personality – Revised 

(Molinari, Ames, & Essa, 1994). 

 A study that focused on borderline personality disorder (a consistent pattern of instability 

of interpersonal relationships as well as self-image and mood state; also behavioral impulsivity, 

including self-injury) also identified more cases by structured interview than clinical diagnosis.  

Two groups were compared, 500 patients who were diagnosed by the treating psychiatrist and 

409 patients who were interviewed using the SCID.  In the group evaluated with the SCID, 

14.4% of patients were diagnosed with borderline personality disorder, while in the sample 

diagnosed by psychiatrists, only 0.4% received the diagnosis (Zimmerman & Mattia, 1999a).  

These results suggest that clinicians routinely underdiagnose personality disorders. 

 Two additional studies address the errors made by clinicians in diagnosing personality 

disorders.  In both studies, psychologists and psychiatrists were asked to provide information on 

a client they had treated whom they had diagnosed with a personality disorder.  The clinicians 

provided the diagnoses on all five axes according to the DSM and completed a symptom 

checklist that asked about the presence of all of the symptoms of personality disorders listed in 
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the DSM.  Using the completed symptom checklist, the study authors were able to determine 

which personality disorder(s) each client met diagnostic criteria for and make a comparison to 

the actual diagnosis(es) given.  In the first study, only 28% of the clinician-made diagnoses were 

accurate as compared to symptom counts.  Kappas varied across diagnoses, with borderline 

personality disorder having the highest agreement (kappa = 0.59) and schizoid personality 

disorder (lack of interpersonal relationships and emotional expression) having the lowest (kappa 

= .11).  Factors leading to the over and under diagnosis of these disorders were evaluated and 

specific symptoms were identified as predictors.  In particular, the underdiagnosis of histrionic 

personality disorder (pattern of superficiality of emotion, excessive emotional expression, and 

desire for attention) was common, with the patients who met criteria often diagnosed with 

borderline personality disorder (Morey & Ochoa, 1989). 

 This study was replicated several years later with similar results.  Agreement was again 

low between clinical and criterion based diagnoses, with an overall kappa of 0.40.  This study 

also found an under diagnosis of histrionic personality disorder, with twice as many false 

negatives as false positives (Blashfield & Herkov, 1996).  These findings illustrate the difficulty 

clinicians have with making accurate personality disorder diagnoses.  It appears that clinicians do 

not routinely adhere to diagnostic criteria when diagnosing personality disorders.  In fact, it may 

be that certain symptoms are seen as hallmarks of the different disorders and in the presence of 

that hallmark symptom or symptoms the diagnosis is made.  Notably, in the above studies the 

symptoms that predicted over or under diagnosis of specific disorders were often not symptoms 

of that particular disorder, suggesting some confusion among clinicians about which symptoms 

are associated with which disorders.  

Comorbidity.  Research suggests that clinicians are especially poor at diagnosing 

comorbidity when compared to structured interviews.  One study compared 500 patients 

diagnosed through routine clinical interview with 500 patients diagnosed using the SCID.  For 

the sample diagnosed by clinical interview, the majority (96%) of interviews were conducted by 

psychiatrists, who provided DSM-IV diagnoses following the interview.  They found that the 

majority of patients in the SCID sample were diagnosed with two or more disorders as compared 

to the sample diagnosed by clinical interview (Zimmerman & Mattia, 1999b).   
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Knowledge of Diagnostic Criteria 

 The fair to poor diagnostic reliability found by the aforementioned studies suggests that 

clinicians may be lacking in their knowledge of diagnostic criteria.  Studies have been conducted 

where psychiatrists and psychologists were given diagnostic criteria and asked to match them to 

the correct diagnoses.  One of these studies focused solely on the personality disorders and used 

the criteria from the DSM-III-R (1987 version).  One hundred and forty-two criteria were given 

to clinicians to match with 13 disorders.  Only 52 criteria were correctly assigned by more than 

80% of the clinicians.  On average, the clinicians correctly assigned 66% of the criteria.  There 

were 37 criteria that were incorrectly assigned by more than half of the clinicians.  Notably, the 

misassignment often occurred across clusters, though there was also frequent misassignment 

within clusters.  Histrionic personality disorder had the lowest average percentage of correct 

assignments (41%), and only three of the eight criteria for the disorder were correctly assigned 

by more than half of the clinicians (Blashfield & Breen, 1989).  Just as prior studies have found 

frequent misdiagnosis of histrionic personality disorder, these results indicate that clinicians are 

not very familiar with the criteria for that disorder.   

 Another study evaluated symptoms for disorders on both Axis I and Axis II of the DSM-

IV (APA, 1994).  Separate lists of symptoms were given for the ten personality disorders from 

the DSM-IV and for selected Axis I disorders.  The Axis I disorders used were attention-

deficit/hyperactivity disorder (difficulty sustaining attention and concentration as well as 

difficulty remaining still), conduct disorder (pattern of rule-violating behavior), oppositional 

defiant disorder (pattern of defiant or hostile behavior), major depressive disorder, dysthymia 

(chronic, low-grade depression), manic episode, panic disorder (recurrent panic attacks), and 

generalized anxiety disorder (chronic worries about a variety of topics).  For the Axis I disorders, 

clinicians averaged 69% agreement in matching the symptoms with the corresponding disorders.  

For the personality disorders, there was 75% agreement (Linde & Clark, 1998).  The correct 

assignment of symptoms for the personality disorders was noticeably higher for this later study, 

suggesting perhaps an increased familiarity with the symptoms as presented in DSM-IV.  

Interestingly, criteria were more often misassigned for the Axis I disorders, even though those 

are generally more prevalent than the personality disorders and therefore may be seen more 

frequently in clinical practice.  It is also important to note that for both of these studies, the 

symptom criteria were presented as they are written in the DSM.  In clinical practice, patients 
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may use different terminology to describe their symptoms.  It is possible that clinicians are more 

used to hearing the diagnostic criteria expressed in layman’s terms and may be better able to 

match them with disorders under those conditions.  However, the reverse may be true instead.  

Clinicians may be unreliable in their diagnoses because they have difficulty matching the 

symptoms as expressed by patients to the symptoms as defined by the DSM, making diagnosis 

more difficult. 

Expertise 

 Diagnostic differences may also be due to differences in expertise.  Clinicians who have 

been practicing longer and have seen more clients may be better able to accurately diagnose than 

newer clinicians.  However, an argument could also be made that younger, less experienced 

clinicians may be more accurate diagnosticians.  There has been less time since they learned the 

diagnostic criteria and they may better remember those criteria.  They may also be less likely to 

have biases in their diagnostic patterns.   

 The majority of research suggests that expertise has no impact on clinical decision 

making, at least when comparing psychology graduate students to Ph.D. level clinicians (see 

Garb 1998 for a review).  However, some studies have shown exceptions to this rule.  One study 

compared paraprofessionals, social workers, and clinical psychologists in their ability to make 

decisions regarding need for medication, suicidality, and need for hospitalization for an 

imaginary client.  The subjects were given sets of 30 note cards with categories on the front and 

the client’s information on the back.  They selected cards in the order that they would typically 

assess the different categories of information during an intake interview.  Overall, they found 

that the clinical psychologists were significantly more confident in most of their decisions than 

the paraprofessionals.  The clinical psychologists also gathered information in a more consistent 

manner across interviews and focused more quickly on the categories that provided the most 

important information necessary for their decision making.  They also found that the 

paraprofessionals did better in decision making as a function of how much experience they had 

(Clavelle & Turner, 1980).  While this study did not ask the participants to diagnose their 

fictitious clients, the results do suggest that experience is an important factor in improving 

clinical decisions. 

 A more recent study compared clinical psychologists with doctoral students in clinical 

psychology.  This study used artificial intelligence to simulate the client, so that the participants 
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were able to type in their questions and have responses appear on the screen.  After asking as 

many questions as they desired, the participants were asked to diagnose the client.  This study 

found that both level of training and years of experience were significantly associated with a 

correct diagnosis.  Both of these variables also influenced the number of diagnostic questions 

that were asked (Brammer, 2002).  These results suggest that more experienced clinical 

psychologists may be more knowledgeable about what questions to ask when formulating a 

diagnosis so as to increase diagnostic accuracy. 

Bias in Diagnosis 

 As indicated by the studies reviewed above, clinicians are not always accurate in their 

diagnostic judgments.  The question remains as to why clinicians are not accurate.  Part of the 

problem seems to stem from a lack of familiarity with or adherence to diagnostic criteria.  

However, clinicians are likely also biased in making these decisions.  A bias in diagnosis can be 

said to exist when the accuracy of judgments made by clinicians varies systematically according 

to some other factor, such as gender, racial or ethnic background, age, or social class.  There are 

a number of potential causes of bias in diagnosis, such as bias in the diagnostic criteria, bias in 

the assessment instrument, bias on the part of the clinician performing the assessment, and bias 

in the way assessment information is integrated and interpreted (Garb, 1997).  The present 

research will focus on bias in the integration of information.  Integration of information may 

serve to explain why the previous studies have shown only moderate agreement between 

structured and unstructured interviews.  The following section will focus on how gender bias and 

racial bias may contribute to diagnostic inaccuracy. 

Gender Bias 

 Few studies have been conducted evaluating gender bias in the diagnosis of Axis I 

disorders.  Depression is about twice as common in females than males (APA, 1994), making it a 

candidate for research on gender bias.  When comparing diagnoses by medical and mental health 

professionals to diagnoses made from a structured interview, it was found that depression was 

underdiagnosed in men by medical practitioners but not by mental health professionals.  

Additionally, women were overdiagnosed with depression by both medical practitioners and 

mental health professionals (Potts, Burnam, & Wells, 1991).  A study of patients with symptoms 

of psychosis also found diagnostic differences between men and women, in that men were more 

likely to be diagnosed with schizophrenia and less likely to be diagnosed with depression 
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(Arnold et al., 2003).  These results suggest that the known gender difference in prevalence of 

depression may be influencing clinical judgment. 

 Vignette studies have also been conducted describing clients with symptoms of 

depression or dysthymia.  One study described a client with both symptoms of depression and of 

memory impairment.  Clinical psychologists diagnosed female cases with depression more 

frequently than male cases.  Additionally, they diagnosed the male cases with an organic brain 

disorder more often than the female cases (Wrobel, 1993).  However, another vignette study 

found no gender differences in diagnoses for a case representing dysthymia (Agell & Rothblum, 

1991).  While the difference in prevalence of depression for males and females is likely a true 

difference, it remains unclear as to whether or not there is also a gender bias in the diagnosis of 

depression and related disorders. 

 Two studies used vignettes that described an individual experiencing a disorder from 

Axis I as well as a personality disorder.  The first of these studies surveyed psychiatrists using 

case examples that had been diagnosed with undifferentiated schizophrenia (symptoms of 

schizophrenia that do not meet criteria for the paranoid, disorganized, or catatonic types) and 

dependent personality disorder (persistent and excessive need to be cared for by others).  The 

vignettes were varied with regard to race and gender.  In addition to the male and female 

conditions, there was also a gender unspecified vignette.  When race and gender were not 

specified, the case was correctly diagnosed with undifferentiated schizophrenia the majority of 

the time.  White male, black male, and black female clinicians diagnosed undifferentiated 

schizophrenia more often in cases that were of their same race and gender.  This result suggests 

that clinicians may be most accurate when evaluating individuals of their same race and gender.  

White female clinicians, by contrast, diagnosed undifferentiated schizophrenia most often in 

white males and black females (Loring & Powell, 1988).   

Diagnoses also varied based on the race and gender of the case.  Male clinicians were 

more likely to diagnose a depressive disorder when the client was female.  Black male cases 

were more likely to be diagnosed with paranoid schizophrenia (type of schizophrenia marked by 

preoccupation with delusions or auditory hallucinations) by all clinicians.  With regard to the 

personality disorder diagnoses, dependent personality disorder was diagnosed the majority of the 

time in the race and gender unspecified condition and when the race and gender of the clinician 

matched that of the client.  Male clinicians were more likely to diagnose the white female clients 
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with histrionic personality disorder and the black female clients with paranoid personality 

disorder (persistent suspiciousness of others) (Loring & Powell, 1988).  This is the only study to 

date that has evaluated the interaction of race and gender on diagnosis with regard to both the 

clinician and the client.  It provides important directions for future research, pointing to racial 

bias in the diagnosis of schizophrenia, a gender bias in the diagnosis of depression, and a 

combined racial and gender bias in the diagnoses of histrionic personality disorder and paranoid 

personality disorder. 

 The other study to evaluate the diagnosis of clients with both Axis I and II 

symptomatology focused on post-traumatic stress disorder (PTSD; recurrent anxiety and distress 

following the exposure to a traumatic experience) and borderline personality disorder.  This 

study called upon psychologists, social workers, and psychiatrists to make the diagnostic 

decisions.  The vignettes given varied by gender and described equal symptoms of both PTSD 

and borderline personality disorder so as to not indicate a clear-cut diagnosis of either disorder.  

The clinicians were asked to rate the applicability of seven disorders on each axis.  The diagnosis 

of borderline personality disorder was rated highest most often across gender, followed by 

dysthymia, self-defeating personality disorder (pattern of self-defeating behavior, no longer 

included in DSM-IV), and PTSD in that order.  Female cases were rated higher than male cases 

for both borderline personality disorder and histrionic personality disorder while male cases were 

rated as higher for antisocial personality disorder (pattern of disregard for the rights of others).  

The diagnosis of PTSD did not differ by gender of the client, but did by gender of the clinician – 

female clinicians rated PTSD more applicable for both the male and female clients than male 

clinicians did.  It was also found that psychiatrists rated the applicability of PTSD lower than 

psychologists and social workers did (Becker & Lamb, 1994).  Similar to the Loring and Powell 

study, this study found different diagnostic patterns from male versus female clinicians.  It 

appears that both the gender of the clinician and the gender of the client contribute to diagnostic 

bias. 

 Numerous studies have focused on bias in the diagnosis of personality disorders.  Perhaps 

the most often replicated finding is the increased diagnosis of histrionic personality disorders in 

females.  An early study in this area compared antisocial and hysterical personality disorders 

(earlier term for histrionic personality disorder), suggesting that the disorders are actually gender 

typed expressions of the same syndrome.  Clinical vignettes describing the same 
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symptomatology but varied by gender were evaluated by psychiatrists, psychologists, psychiatric 

nurses, social workers, and other mental health workers.  Seventy-six percent of the female cases 

received a diagnosis of hysterical personality disorder, and 22% were diagnosed as antisocial.  

For the male cases, 49% were diagnosed as hysterical and 41% were diagnosed as antisocial 

(Warner, 1978).  It is worth noting that while hysterical personality disorder clearly 

predominates in female cases, male cases are about evenly split between antisocial and hysterical 

personality disorder.   

 A later study suggested that the gender bias seen in the diagnosis of these disorders may 

be caused by the type of criteria used to describe the disorders.  They suggest that histrionic 

personality disorder is defined by personality traits and antisocial personality disorder is defined 

by observable behaviors.  Their theory is that observable behaviors are less likely to be 

influenced by a gender bias.  They asked licensed psychologists to rate a set of ten profiles – one 

male and one female for each of five levels of symptoms.  The symptom levels ranged from all 

antisocial symptoms and no histrionic symptoms to all histrionic symptoms and no antisocial 

symptoms.  Female cases were consistently rated as more histrionic than male cases even though 

they exhibited the same set of symptoms.  There was no difference in the ratings of antisocial 

personality disorder and no differences due to clinician gender (Hamilton, Rothbart, & Dawes, 

1986).  Along with Warner’s results, it appears that antisocial personality disorder is less 

susceptible to gender bias, perhaps due to the behavioral nature of the diagnostic criteria. 

 A similar study presented psychologists with three different vignettes that included 

symptoms of both histrionic and antisocial personality disorder.  One did not have enough 

criteria to meet criteria for either disorder, one had enough histrionic but not antisocial symptoms 

to meet diagnostic criteria, and the last had enough antisocial but not histrionic symptoms to 

meet diagnostic criteria.  Additionally, the vignettes described the client as either male, female, 

or gender was not specified.  Diagnostic ratings were made for four Axis I and five Axis II 

disorders.  The case with a balanced symptom presentation did not differ in diagnostic ratings by 

sex of the client.  However, the histrionic case was diagnosed as such in 76% of the female cases 

but only 44% of the male cases.  The case that met criteria for antisocial personality disorder was 

diagnosed as antisocial personality disorder in 42% of the males but only 12% of the females.  

Interestingly, the female version of this case was diagnosed as histrionic personality disorder 

46% of the time.  There were no gender differences in the diagnosis of any of the other disorders 
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given (Ford & Widiger, 1989).  These results are particularly informative in that they indicate 

that when the symptom presentation is mixed with equal numbers of histrionic and antisocial 

symptoms, gender of the client does not seem to affect which disorder is diagnosed.  However, in 

cases that meet criteria for one disorder or the other, diagnostic decision does seem to be swayed 

by client gender.  It is unclear what caused the bias to be more evident in the less ambiguous 

cases. 

  These three studies all provide stronger evidence for the effect of gender bias in 

diagnosis of histrionic personality disorder than antisocial personality disorder.  In order to 

further clarify bias in the diagnosis of antisocial personality disorder, a study was conducted 

using just one case that met criteria for antisocial personality disorder.  Three versions were 

created: male, female, and gender unspecified.  Compared to the male case, the female case was 

diagnosed with borderline personality disorder more often.  Compared to the sex-unspecified 

case, the female cases showed fewer diagnoses of antisocial personality disorder and more 

diagnoses of borderline personality disorder.  There was not a significant difference in the 

diagnosis of antisocial personality disorder for the male versus female cases (Crosby & Sprock, 

2004).  These results support those of Warner (1978) and Hamilton, Rothbart, and Dawes (1986) 

that indicated there is not a difference in the diagnosis of antisocial personality disorders in 

males versus females.  However, this case contradicts those prior studies in finding that a case 

that was designed to depict antisocial personality disorder was not diagnosed more frequently as 

histrionic personality disorder for female cases.  Instead, the case was more likely to be 

diagnosed as having borderline personality disorder when presented as a female. 

 Finally, one study used a case example that met criteria for four different personality 

disorders: histrionic, narcissistic (pattern of need for admiration as well as lack of empathy for 

others), borderline, and dependent.  The case was presented as either male or female and was 

given to psychiatrists, psychologists, social workers, and psychiatric nurses.  Not surprisingly, 

given prior findings on diagnostic accuracy for comorbid disorders, none of the clinicians 

diagnosed all four disorders.  Only one diagnosed three disorders, and the majority of the 

clinicians gave only one diagnosis.  Narcissistic and borderline personality disorders were 

diagnosed the most often, with each being diagnosed in about half of the cases.  About a quarter 

of the cases were diagnosed as histrionic, and few cases were diagnosed as dependent, 

suggesting that the presence of the more “dramatic” cluster B disorders (antisocial, borderline, 
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histrionic, and narcissistic) overshadows the presence of other disorders.  With regard to gender 

differences, borderline personality disorder was diagnosed equally in males and females.  

However, male cases were more frequently diagnosed as narcissistic and female cases were 

diagnosed as histrionic more often (Adler, Drake, & Teague, 1990).   

Taken together, these studies indicate a gender bias for diagnosis of histrionic personality 

disorder, in that given the same set of symptoms women are more likely to be diagnosed with 

histrionic personality disorder than men.  The picture is less clear for the diagnoses of antisocial 

and borderline personality disorders, with some studies suggesting a diagnostic bias for both of 

these disorders and other studies failing to see this pattern.  Other personality disorders, such as 

paranoid, schizotypal (pattern of eccentric behavior with cognitive or perceptual disturbances), 

avoidant (pattern of social inhibition due to fear of negative evaluation), obsessive-compulsive 

(pattern of preoccupation with perfection, orderliness, and control), and depressive (pattern of 

gloom combined with harsh judgments against self and others) have been largely ignored in this 

area of research.  With regard to Axis I disorders, evidence is also mixed regarding a gender bias 

in the diagnosis of depression, and the little research conducted thus far on gender bias in 

diagnosis of other disorders suggests no bias for PTSD or schizophrenia. 

Racial Bias 

 The bulk of research on racial bias in the diagnosis of mental illness has focused on the 

diagnosis of schizophrenia.  One of the earlier studies on this topic compared diagnosis as usual 

for inpatients at several hospitals with the results of a structured interview.  According to the 

hospital diagnoses, African Americans were significantly more likely to be diagnosed with 

schizophrenia than Caucasians.  However, diagnoses obtained through use of a structured 

interview were not significantly different for the two groups (Simon, Fleiss, Gurland, Stiller, & 

Sharpe, 1973).  A similar study found no difference between Whites and non-Whites in the 

diagnosis of major depression, bipolar disorder, schizophrenia, or psychotic disorder not 

otherwise specified (psychotic symptoms that do not meet full criteria for any other diagnosis).  

However, they did find that agreement between the diagnosis as usual and the SCID diagnosis 

was significantly lower for non-White clients.  Further evaluation of the patient records indicated 

that for non-White clients, diagnostic information was obtained during the SCID interview that 

was not recorded in the patient record (Strakowski et al., 1997).  These results suggest that racial 
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bias may lead clinicians to complete a less thorough evaluation of non-White clients, thereby 

leading to inaccurate diagnoses based upon insufficient information. 

 Additional studies have evaluated diagnostic patterns for individuals suffering from 

psychosis.  One study comparing African Americans and Caucasians found no difference in 

diagnosis between the two groups (Arnold et al., 2004).  However, another study found that 

African Americans were more than four times as likely to be diagnosed with schizophrenia rather 

than bipolar disorder as compared to Caucasians.  Hispanics were over three times as likely as 

Caucasians to receive a schizophrenia diagnosis.  African Americans and Hispanics were also 

more likely to be diagnosed with schizoaffective disorder rather than bipolar disorder as 

compared to their Caucasian counterparts (Blow, Zeber, McCarthy, Valenstein, Gillon, & 

Bingham, 2004). 

 The distinction between schizophrenia and bipolar disorder can be a complex one, and 

many individuals are misdiagnosed.  In a study of patients who were being treated for bipolar 

disorder, many had received a prior misdiagnosis of schizophrenia.  In particular, African 

Americans and Hispanics were more often misdiagnosed with schizophrenia than Caucasians, 

and African Americans were more often misdiagnosed with the paranoid subtype of 

schizophrenia than Hispanics and Caucasians (Mukherjee, Shukla, Woodle, Rosen, & Olarte, 

1983).   

 Other methods have also been utilized to determine the impact of race on diagnosis.  A 

regression analysis of factors influencing diagnosis for patients at state mental hospitals found 

that ethnicity was a significant predictor of schizophrenia diagnosis, even when controlling for 

the diagnosis of schizophrenia from a structured interview.  Other factors, such as age, sex, and 

hospital admissions were not significant predictors (Pavkov, Lewis, & Lyons, 1989).  The Loring 

and Powell (1988) study discussed earlier presented vignettes to psychiatrists that varied by race 

and gender.  In general, the African American cases were diagnosed with more severe disorders 

than the Caucasian cases.  However, a replication of this study with psychologists and 

psychology interns found no significant diagnostic differences between African Americans and 

Caucasians (Garb, 1996).   

 The preponderance of evidence points to a racial bias for African Americans to be 

diagnosed with more severe forms of mental illness, and schizophrenia in particular.  Findings 

suggest that Hispanics are also more likely to be diagnosed with schizophrenia but much less 
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research has been done with regard to this group.  Further research on Hispanics and other racial 

groups is necessary, in addition to research clarifying the conditions under which bias against 

African Americans occurs.  

Aims of the Present Research 

 The present program of research was designed to further investigate factors contributing 

to diagnostic accuracy.  The first study drew its data from a graduate training clinic and 

compared diagnoses generated from a brief, unstructured screening interview to intake diagnoses 

formulated after a thorough diagnostic evaluation.  This evaluation generally included a 

structured interview and consultation with a doctoral-level psychologist.  Additional analyses 

were conducted to determine if female or male intake therapists show higher agreement with 

screening diagnoses and to determine if implementation of a structured diagnostic interview 

impacted agreement. 

 The second study was intended as a replication and extension of the Linde and Clark 

(1998) and Blashfield and Breen (1989) studies.  Diagnostic criteria from DSM-IV Axis I and 

personality disorders were presented to clinical psychologists and clinical psychology graduate 

students who were asked to assign each criterion to the disorder it is drawn from.  In contrast to 

the Linde and Clark (1998) study, all criteria and diagnostic choices were presented together 

rather than separated by axis.  Additionally, there were two versions of the survey, one using the 

phrasing from the DSM-IV and one with the symptoms paraphrased to better approximate the 

way clients describe their symptoms in a clinical interview.  Replication of these studies is 

important because each was conducted shortly after the release of a new version of the DSM.  

The DSM-IV has been in use for over 10 years now, giving clinicians ample time to become 

familiar with the diagnostic criteria.  By presenting both Axis I and personality disorders 

together, the conditions will be similar to those experienced in clinical practice, as clients do not 

present Axis I and personality disorder symptoms separately.  The impact of clinician expertise 

was also examined, as the agreement rate for graduate students was compared to the agreement 

rate for practicing Ph.D. level clinicians.  

Finally, study three attempted to address how client variables impact diagnosis.  Using 

the techniques of Loring and Powell (1988), there were five versions of each vignette – African 

American male, African American female, Caucasian male, Caucasian female, and gender and 

race unspecified.  This procedure allowed for the influence of both gender and race to be 
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evaluated.  Vignettes were designed to represent the following disorders: paranoid schizophrenia, 

antisocial personality disorder, social phobia, and borderline personality disorder.  Histrionic 

personality disorder was not selected due to the fact that research seems to be conclusive for this 

disorder.  The impact of clinician variables was also considered, with the inclusion of clinician 

gender and years of experience.    
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STUDY ONE 

 

 

Method 

Participants 

Upon application to the FSU Psychology Clinic, patients were informed of and agreed 

(i.e., signed a waiver) to the research and training nature of the clinic.  The patients in this study 

represented all adults seeking therapeutic services who completed the intake process between 

November 1998 and May 2005 and who were diagnosed at either screening or intake with one of 

the 29 disorders under consideration in this study.  Children were not included in this study due 

to the small number of children seeking therapeutic services at this clinic.  The patient sample 

was comprised of 415 patients, which included 235 females and 180 males. The average age of 

the sample was 28.1 (SD = 9.9) with ages ranging from 18 to 62. The racial composition of this 

sample, which was generally representative of the community of Tallahassee, Florida, was 

comprised of: 74.5% Caucasian, 8.4% African-American, 8.0% Hispanic, and 4.8% other (4.3% 

of the patients declined to provide their race). 

The FSU Psychology Clinic, although university affiliated, primarily serves patients not 

affiliated with FSU who present with clinical disorders typical of a community mental health 

outpatient clinic.  The FSU Psychology Clinic employs minimal exclusionary criteria, excluding 

from treatment only people with psychotic or bipolar-spectrum disorders that are not stabilized 

on medications, or who are a danger to self or others and thus in need of immediate inpatient 

treatment.   

Variables of Interest 

 Screening diagnostic impression.  Before becoming a client at the FSU Psychology 

Clinic, each individual is asked to complete an application, a number of self-report 

questionnaires, and a brief (15 to 30 minute) screening interview.  The purpose of the interview 

is to acquaint the individual with the clinic’s policies, obtain information about the presenting 

problem, and ensure that the clinic’s exclusion criteria are not met.  Once the clinic policies have 

been reviewed, the interviewer engages in an unstructured interview to assess the presenting 

problem.  Next the interviewer asks 2 to 3 specific questions about each of the following topics: 

prior mental health treatment, medical history, substance use history, psychotic symptoms, 
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suicide and self-harm history, aggression and criminal history, and goals for treatment.  The 

interviewer then notes an initial diagnostic impression and gives a Global Assessment of 

Functioning (GAF) score.  Each interview is completed by a graduate student therapist at the 

clinic who has completed at least one semester of work in the clinic and has been trained in 

conducting the screening interview.  Following the completion of this interview and the other 

necessary application materials, the client is then assigned to a therapist to begin the intake 

process. 

 Intake diagnosis.  Generally the first one to three sessions are spent as intake sessions, 

wherein the therapist assesses the client’s history and current symptomatology in order to 

generate diagnoses and information on all five axes according to the DSM-IV (APA, 1994).  

Beginning in September 2003, all clients were interviewed using either the Mini International 

Neuropsychiatric Interview (MINI; Sheehan et al., 1998) or modules of the Structured Clinical 

Interview for the DSM-IV, I or II (SCID-I; First, Spitzer, Gibbon, & Williams, 2002, SCID-II; 

First, Spitzer, Gibbon, & Williams, 1997).  Prior to this date, clinicians were free to use or not 

use a structured interview of their choosing.  Following the interview, the clinician would discuss 

the case with his or her supervisor, a Ph.D. psychologist, and formulate the diagnosis. 

Data Analysis   

Agreement between screening and intake diagnosis was calculated using kappa.  Kappa is 

a useful statistic in this instance because it takes into account the base rates of diagnoses, thereby 

correcting for chance agreement.  Diagnoses were grouped into categories to facilitate 

comparison with prior studies.  The groups were as follows: depressive disorders (major 

depression, dysthymia, and depressive disorder NOS), bipolar disorders (bipolar I and II, 

cyclothymia), anxiety disorders (panic disorder with and without agoraphobia, generalized 

anxiety disorder, post-traumatic stress disorder, social phobia, specific phobia, obsessive-

compulsive disorder and anxiety disorder NOS), schizophrenia-spectrum disorders 

(schizophrenia and schizoaffective disorder), eating disorders (anorexia, bulimia, and eating 

disorder NOS), personality cluster A disorders (schizoid, schizotypal, and paranoid personality 

disorders), personality cluster B disorders (narcissistic, histrionic, borderline, and antisocial 

personality disorders), and personality cluster C disorders (depressive, avoidant, and obsessive-

compulsive personality disorders). 
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Overall kappa values were calculated for the entire sample.  Kappa values were then 

recalculated with the dataset divided in two ways.  First, agreement was evaluated for female 

therapists versus male therapists at intake, to determine whether females or males are more likely 

to agree with the screening diagnosis.  In this sample there were 335 cases with a female 

therapist and male therapists had 80 cases.  Second, the dataset was divided based on whether or 

not clinicians were required to use a structured interview when making their intake diagnosis as 

described above.  This allowed for a comparison of both structured and unstructured intake 

interviews to the screening interview.  There were 269 cases who received an unstructured intake 

interview while 146 cases received a structured intake interview.   

Power Analysis 

 Power analysis for kappa does not exist, because, in evaluating kappa, the magnitude of 

the kappa value is more important than whether or not it is statistically significant.  Therefore, a 

recommended sample size cannot be calculated, though an N of 415 is likely adequate for 

reliable estimates. 

Results 

 Table 1 presents the number and percentage of patients who were diagnosed with each 

group of disorders at screening, intake, and at both screening and intake (positive agreement).  

Additionally, the kappa values for each diagnostic group are provided.  Notably, the kappa value 

fell in the fair to good range for only one diagnostic group, eating disorders (0.63).  Kappa values 

were lowest for cluster C personality disorders (0.11), bipolar disorders (0.17), and cluster A 

personality disorders (0.20).  The remaining diagnostic groups also exhibited poor agreement: 

depressive disorders (0.32), cluster B personality disorders (0.36), anxiety disorders (0.37), and 

schizophrenia disorders (0.38).  False positives (individuals diagnosed at screening but not 

intake) and false negatives (individuals diagnosed at intake but not screening) are also noted.  

Across all diagnostic groups, there are more false positives than false negatives, indicating that a 

larger number of individuals were rated as having a disorder present at screening than at intake.   

 Table 2 presents kappas for clients having a female therapist at intake and those having a 

male therapist at intake.  Interestingly, female therapists had fair to good agreement with 

screening diagnoses for both schizophrenia disorders (0.44) and eating disorders (0.70) while 

male therapists showed poor agreement with screening diagnoses for all categories except 

anxiety disorders (0.45).  Kappas for unstructured versus structured intake interviews as 
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Table 1: Breakdown of diagnoses with kappa values  

 

  DEP  BIP  ANX  SZ  EAT  CLA  CLB  CLC 
  N (%)  N (%)  N (%)  N (%)  N (%)  N (%)  N (%)  N (%) 
 
Screening 287 (69.2) 72 (17.3) 182 (43.9) 21 (5.1) 27 (6.5) 22 (5.3) 80 (19.3) 45 (10.8) 

Intake  193 (46.5) 21 (5.1) 149 (35.9) 9 (2.2)  25 (6.0) 13 (3.1) 52 (12.5) 29 (7.0) 

Both  167 (40.2) 11 (2.7) 102 (24.6) 6 (1.4)  17 (4.1) 4 (1.0)  30 (7.2) 7 (1.7) 

False  120 (28.9) 61 (14.7) 80 (19.3) 15 (3.6) 10 (2.4) 18 (4.3) 50 (12.0) 38 (9.2) 
Positives 

False  26 (6.3) 10 (2.4) 47 (11.3) 3 (0.7)  8 (1.9)  9 (2.2)  22 (5.3) 22 (5.3) 
Negatives 

Kappa  0.32  0.17  0.37  0.38  0.63  0.20  0.36  0.11  

 

DEP = Depressive Disorders (Major Depressive Disorder, Dysthymia, Depression NOS); BIP = Bipolar Disorders (Bipolar I, Bipolar 

II, Cyclothymia); ANX = Anxiety Disorders (Panic Disorder with or without Agoraphobia, Generalized Anxiety Disorder, Post-

Traumatic Stress Disorder, Social Phobia, Specific Phobia, Obsessive-Compulsive Disorder, Anxiety Disorder NOS); SZ = 

Schizophrenia Disorders (Schizophrenia and Schizoaffective Disorder); EAT = Eating Disorders (Anorexia Nervosa, Bulimia 

Nervosa, Eating Disorder NOS); CLA = Cluster A Personality Disorders (Schizoid, Schizotypal, Paranoid); CLB = Cluster B 

Personality Disorders (Histrionic, Narcissistic, Antisocial, Borderline); CLC = Cluster C Personality Disorders (Depressive, Avoidant, 

Obsessive-Compulsive)  
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Table 2: Kappa values by gender of intake therapist  

 

  DEP  BIP  ANX  SZ  EAT  CLA  CLB  CLC 
 
Female  0.31  0.21  0.34  0.44  0.70  0.26  0.35  0.15  

Male  0.35  0.06  0.45  0.22  -0.03  -0.05  0.37  -0.07   

 

DEP = Depressive Disorders (Major Depressive Disorder, Dysthymia, Depression NOS); BIP = Bipolar Disorders (Bipolar I, Bipolar 

II, Cyclothymia); ANX = Anxiety Disorders (Panic Disorder with or without Agoraphobia, Generalized Anxiety Disorder, Post-

Traumatic Stress Disorder, Social Phobia, Specific Phobia, Obsessive-Compulsive Disorder, Anxiety Disorder NOS); SZ = 

Schizophrenia Disorders (Schizophrenia and Schizoaffective Disorder); EAT = Eating Disorders (Anorexia Nervosa, Bulimia 

Nervosa, Eating Disorder NOS); CLA = Cluster A Personality Disorders (Schizoid, Schizotypal, Paranoid); CLB = Cluster B 

Personality Disorders (Histrionic, Narcissistic, Antisocial, Borderline); CLC = Cluster C Personality Disorders (Depressive, Avoidant, 

Obsessive-Compulsive) 
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Table 3: Kappa values for structured versus unstructured intake interviews  

 

   DEP  BIP  ANX  SZ  EAT  CLA  CLB  CLC 
 
Unstructured  0.31  0.13  0.32  0.34  0.62  0.24  0.32  0.11  

Structured  0.33  0.25  0.46  0.44  0.65    *  0.41  0.09 

  

DEP = Depressive Disorders (Major Depressive Disorder, Dysthymia, Depression NOS); BIP = Bipolar Disorders (Bipolar I, Bipolar 

II, Cyclothymia); ANX = Anxiety Disorders (Panic Disorder with or without Agoraphobia, Generalized Anxiety Disorder, Post-

Traumatic Stress Disorder, Social Phobia, Specific Phobia, Obsessive-Compulsive Disorder, Anxiety Disorder NOS); SZ = 

Schizophrenia Disorders (Schizophrenia and Schizoaffective Disorder); EAT = Eating Disorders (Anorexia Nervosa, Bulimia 

Nervosa, Eating Disorder NOS); CLA = Cluster A Personality Disorders (Schizoid, Schizotypal, Paranoid); CLB = Cluster B 

Personality Disorders (Histrionic, Narcissistic, Antisocial, Borderline); CLC = Cluster C Personality Disorders (Depressive, Avoidant, 

Obsessive-Compulsive)  

* = no clients received a diagnosis in this category using structured interviews
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compared to the screening interview are presented in Table 3.  Unstructured intake interviews 

showed fair to good agreement with the screening interview for only one diagnostic category, 

eating disorders (0.62).  Structured intake interviews had fair to good agreement with the 

screening interview in several diagnostic categories: anxiety disorders (0.46), schizophrenia 

disorders (0.44), eating disorders (0.65), and cluster B personality disorders (0.41).  Kappa could 

not be calculated for cluster A personality disorder diagnoses at screening and structured intake 

interview because no clients in this sample were diagnosed with a cluster A personality disorder 

using the structured intake interview. 

Discussion 

 This study found that, in general, diagnostic agreement between brief, unstructured 

interviews and longer, more structured interviews is poor.  Female therapists at intake had higher 

rates of agreement with the screening diagnosis for eating disorders and schizophrenia disorders, 

while male therapists had good rates of agreement for anxiety disorders.  Agreement with the 

screening interview diagnosis was also higher when the intake interview was conducted using a 

structured diagnostic interview, falling in the fair to good range for anxiety disorders, 

schizophrenia disorders, eating disorders, and cluster B personality disorders.  It appears that 

brief, unstructured interviews may have moderate agreement with structured diagnostic 

interviews for some disorders.  However, for other disorders, clinicians using a brief unstructured 

interview may develop a different diagnostic formulation from those using longer structured 

diagnostic interviews.   

 In evaluating these results it is important to consider the limitations of this study.  First, in 

this setting the screening interviewers tend to be over-inclusive in their diagnoses, as evidenced 

by the higher rates of false positives than false negatives.  Because they know that the client will 

go through a more in depth interview as part of the intake, the screening interviewer will often 

list any possible diagnosis that the intake interviewer should consider.  Being over-inclusive in 

this way may be helpful to the intake interviewer but would serve to reduce diagnostic agreement 

as examined here.  Additionally, the therapist who completes the intake interview sees the notes 

and diagnostic impressions from the screening interview.  Having access to the diagnostic 

impression from screening may lead to inflated levels of agreement as the intake interviewer may 

be more inclined to agree with the screening interviewer’s opinion and may not consider 

diagnostic possibilities not raised by the screening interviewer.  It seems that some level of 
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disagreement between the screening and intake interviews will always exist.  However, one may 

ask whether it would be worse to have more false positives or false negatives from the screening 

interview.  The benefit of having more false positives is that it may encourage the intake 

interviewer to consider a number of diagnostic possibilities and ensure that individuals who are 

suffering from a mental illness are not overlooked.  The drawback would be in over-

pathologizing individuals who may simply be suffering from sub-clinical symptoms.  

Additionally, given that treatments are often targeted to specific disorders, an incorrect diagnosis 

may lead to a less than optimal treatment.  Erring more on the side of caution and having a 

higher number of false negatives would help to resolve these problems but could result in 

underdiagnosis of true illness, thereby reducing the likelihood of receiving appropriate treatment.  

Ultimately, both false positives and false negatives have the potential to result in adverse 

outcomes, thereby underscoring the need for accurate diagnostic interviewing. 

A further goal of this study was to evaluate structured versus unstructured interviews.  

Though this comparison was made, it is important to note that some interviewers in the 

unstructured group may have chosen to use structured interviews.  It is estimated that structured 

interviews were not chosen very frequently in this group (often due to time constraints), so 

comparisons between structured and unstructured interviews should be made with caution.  

Overall, though, it does appear that diagnostic agreement is improved by consistent use of 

structured intake interviews. 

 Another concern is the issue of comorbidity.   Many clients present with symptoms of 

more than one disorder and are often diagnosed with two or more comorbid disorders.  

Individuals with comorbid diagnoses were not omitted from this study, as they represent a 

significant portion of clients seen in routine clinical practice.  Additionally, since kappas were 

calculated separately for eight different diagnostic categories, comorbitity is less of an issue, as 

each comorbid diagnosis was generally considered independently.  The only exception to this 

would be in the case of comorbid diagnoses within a certain diagnostic category, which is 

generally rare.  It is believed that, if anything, comorbidity may have reduced the accuracy 

between screening and intake diagnosis.  As noted above, screening interviewers may have listed 

several potential comorbid diagnoses while the intake interviewer may have settled on only one 

or two diagnoses.   
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 In general, these results do not suggest that brief, unstructured interviews are equivalent 

to longer structured interviews in terms of diagnostic impressions.  While structured interviews 

are generally held as the gold standard for diagnosis, that may not necessarily be so.  Given the 

lack of any definitive test of mental illness, one may argue that there is no true gold standard for 

clinical diagnosis.  However, given that structured interviews are written to correspond to DSM 

criteria for mental illness, they may be more likely to produce diagnoses consistent with the 

DSM than unstructured interviews.  These results indicate that brief, unstructured interviews will 

not necessarily yield the same diagnoses as structured interviews, suggesting that structured 

interviews may still be necessary.  Though structured interviews require more resources than 

brief unstructured interviews, they may be better able to produce diagnoses consistent with DSM 

standards. 
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STUDY TWO 

 

 

Method 

Participants  

 Practicing psychologists were randomly chosen from the membership lists of the 

American Psychological Association Division 12 (Clinical Psychology), Division 29 

(Psychotherapy), and Division 42 (Psychologists in Independent Practice) and the Association 

for Psychological Science.  To avoid significant overlap of participants with Study 3, participants 

were chosen from even pages of the membership directories for this study and odd pages of the 

membership directories for Study 3.  About 2340 clinicians were contacted.  A request for 

participation was also sent to the email list-serve for the Association for Cognitive and 

Behavioral Therapies (formerly the Association for the Advancement of Behavior Therapy).  

Graduate student participants were chosen by contacting 82 randomly selected Directors of 

Clinical Training at universities throughout the United States.  They were contacted by email 

with the web address for completing the survey. 

Prior research in this area has been conducted via mail; however, the low response rate 

(usually around 20%) results in costs of $35 to $40 per subject obtained (Blashfield & McElroy, 

1989).  In order to reduce costs and take advantage of technological advances, the current study 

was conducted via the internet.  Previous research indicates no difference in responses between 

internet and paper questionnaires (Davis, 1999; Finegan & Allen, 1994). 

Data were obtained from a total of 519 individuals.  However, 162 individuals did not 

complete the entire survey.  Chi square tests indicated that this group did not differ significantly 

from the final sample on gender or highest degree, and a t-test revealed that they did not differ on 

age or years of experience.  The racial breakdown of those who did not complete the study was 

significantly different from those who did complete the study χ2
(5) = 11.95, p < 0.05.  There was 

a greater percentage of Hispanic and African American participants in the non-completer group 

than in the completer group, and a lesser percentage of Caucasians in the non-completer group.  

Given that there were minimal differences between those who did not complete the survey and 

those who did, non-completers were eliminated from the final data analysis.  
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The final sample consisted of 357 subjects, which was comprised of 131 males and 226 

females.  Racial composition of the sample was as follows: 90.5% Caucasian, 3.1% Hispanic, 

1.1% African-American, 2.8% Asian/Pacific Islander, and 2.6% Other.  Regarding theoretical 

orientation, cognitive-behavioral (45.1%) was selected the most frequently, followed by eclectic 

(17.4%), integrative (13.2%), psychoanalytical/psychodynamic (7.8%), and behavioral (5.6%).  

All other theoretical orientations were chosen by less than 5% of respondents.  Only 8.4% of 

subjects reported using the DSM daily, while 35.0% refer to it a few times a week, 46.5% use the 

DSM a few times a month, and 9.0% use it a few times a year.  Four subjects reported never 

using the DSM.  The highest degree was a BA/BS for 59 of the respondents, while 112 reported 

having a MA/MS and 186 had a doctoral degree.  For the graduate students, the average age was 

28.2 (SD = 5.3) with a range from 22 to 54 and the number of years of experience working with 

clients ranged from 0 to 27, with an average of 3.4 (SD = 3.1).  The practicing psychologists had 

an average age of 50.9 (SD = 12.3), ranging from 26 to 82 years of age.  Their average years of 

experience working with clients was 23.6 (SD = 11.4), with a range from 3 to 57.  This response 

rate was very low (about 7.9% for practicing clinicians) but was consistent with prior research 

(Blashfield & Breen, 1989; Linde & Clark, 1998).   

Measures   

 Demographic information.  All participants were asked to complete a brief 

questionnaire of demographic information.  It included questions regarding age, gender, and 

ethnicity, theoretical orientation, years of experience, and time per week spent with clients.  The 

full questionnaire can be found in Appendix B. 

 Symptom survey.  There were two forms of the survey.  The first form included each of 

the diagnostic criteria from the disorders of interest exactly as written in the DSM-IV (APA, 

1994).  The second form phrased each criterion as though a client were reporting the symptom.  

These statements were drawn from the case examples in the DSM-IV Case Book (Spitzer, 

Gibbon, Skodol, Williams, & First, 1994).  The first version of this form was created with 

statements written for each of the 173 symptoms from the 20 disorders of interest.  Graduate 

students were asked to match these statements to the symptoms to which they corresponded.  

Overall, 106 of the statements were correctly matched with the intended symptom by 75% or 

more of respondents.  The statements were re-written for the 66 symptoms with poor agreement 

and graduate students were again asked to match these statements to symptoms.  Forty three of 
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these statements were correctly paired with the corresponding symptoms by 75% or more of 

respondents, yielding a final survey of 149 items. 

Each statement was written in the first person so as to avoid issues of gender bias.  

Criteria were presented from both Axis I and II in random order.  From Axis I, the following 

disorders were used: attention-deficit/hyperactivity disorder, schizophrenia, manic episode, 

major depression, dysthymia, panic disorder, generalized anxiety disorder, social phobia, and 

post-traumatic stress disorder.  From Axis II, all ten personality disorders were included.   

The survey was presented via a website and potential participants were sent an email 

requesting their participation.  The website was structured so that all participants were first 

presented with the consent form.  After consenting to the study, all were advanced to a page 

containing the demographic questionnaire.  Participants were then randomly assigned to one of 

the two forms of the survey and were presented with pages that presented the survey items along 

with drop-down menus listing the 19 potential diagnoses.  They were asked to select a diagnosis 

from the menu for each survey item.  The survey items were divided across eight pages to 

prevent respondents from feeling overwhelmed by all 149 items on one page.  Instructions were 

provided at the top of each page along with a reminder that the DSM was not to be used as a 

resource while completing the survey.  As each page was completed, data regarding the 

participant’s ID number, version of the survey, and responses to each item were exported into a 

database.  The database was password protected and subjects were not asked to enter their names 

or other personal identifying information at any point during the survey. 

Data Analysis 

 First, the percentage agreement for matching Axis I criteria to the correct disorders and 

Axis II criteria to the correct disorders was calculated.  The percentage correct agreement for 

each axis was compared using a paired samples t-test.  The overall percent correct assignment of 

criteria to the parent disorder was also calculated for each of the 20 disorders.   

The primary analysis evaluated the effects of experience (practicing Ph.D. psychologist 

versus graduate student) and survey form as well as their interaction on percentage correct 

assignment utilizing a two-way ANOVA.  Two separate ANOVA’s were calculated, one for 

each axis.   
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Power Analysis 

     A power analysis was conducted using the methodology recommended by Cohen 

(1988).  For a two-way ANOVA with an alpha of 0.05 and an estimated effect size of 0.15, 

approximately 352 subjects are necessary to achieve a power of 0.8.  Therefore, the study was 

conducted with the goal of obtaining at least 352 subjects. 

Results 

 Overall, criteria were matched to the correct Axis I disorder in 78.88% of cases (SD = 

8.7).  For Axis II, the average agreement was 59.90% (SD = 12.6).  A paired-samples t-test 

revealed that the agreement was significantly greater for Axis I than Axis II, t(356) = 30.48, p < 

0.001.  The overall agreement for each disorder varied from 92.06% for schizophrenia to 30.11% 

for schizotypal personality disorder.  Of the 149 criteria presented, 37 were rated as having 

excellent agreement (90% or greater) and 33 were rated as having poor agreement (50% or less).  

Table 4 presents the overall agreement for each of the 20 disorders, along with the number of 

criteria having excellent agreement and poor agreement.   

 On Axis I, the main effects of experience (F(1) = 11.78, p < 0.01) and survey version 

(F(1) = 8.78, p < 0.01) were both significant.  Additionally, the interaction of experience and 

survey form was significant (F(1) = 7.80, p < 0.01).  Overall, graduate students had higher 

agreement than practicing Ph.D. psychologists (80.41% versus 77.48%) and agreement was 

higher for the DSM symptoms than the client statements (80.18% versus 77.47%).  Agreement 

was similar for both graduate students and Ph.D. psychologists on the DSM symptoms (80.48% 

versus 79.91%), whereas the Ph.D. psychologists had greater difficulty with the client statements 

than the graduate students did (74.78% versus 80.33%). 

 In contrast, on Axis II, the main effect of survey version (F(1) = 22.90, p < 0.001) was 

the only significant finding.  The agreement for the DSM symptoms was higher than for the 

client statements (62.90% versus 56.63%).  The main effect of experience and the interaction of 

experience and survey form did not significantly influence agreement of criteria with their parent 

diagnosis. 

Discussion 

 Results revealed that clinicians are significantly more accurate in matching diagnostic 

criteria to diagnoses on Axis I than Axis II.  Many, though not all, of the Axis I disorders are 

more prevalent than the Axis II disorders (APA, 1994), so clinicians may be more familiar with 
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Table 4: Agreement of criteria to individual disorders 
 
       Number of  Percentage        Agreement of  Agreement of 
       Symptoms    Correct   90% or more    50% or less  
  N % N N 
 
Attention-Deficit/Hyperactivity Disorder 17 81.23 5 2 
Schizophrenia 3 92.06 2 0  
Manic Episode 7 81.55 3 1 
Major Depression 9 83.04 1 0  
Dysthymia 6 45.75 0 4 
Panic Disorder 13 77.85 5 1  
Generalized Anxiety Disorder 6 55.18 1 3  
Social Phobia 3 88.52 1 0 
Post-Traumatic Stress Disorder 17 90.08 11 0 
Obsessive-Compulsive Disorder 5 78.82 1 0 
Paranoid Personality Disorder 6 76.47 1 1 
Schizoid Personality Disorder 5 50.59 0 1 
Schizotypal Personality Disorder 4 30.11 0 3 
Antisocial Personality Disorder 7 70.15 2 2 
Borderline Personality Disorder 8 52.42 1 5  
Histrionic Personality Disorder 6 48.65 0 4 
Narcissistic Personality Disorder 7 67.27 1 2 
Avoidant Personality Disorder 6 49.02 0 2  
Dependent Personality Disorder 7 76.23 2 1 
Obsessive-Compulsive Personality Disorder 7 62.95 0 1 
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the diagnostic criteria for those disorders.  With regard to the Axis I disorders, graduate students 

had higher agreement than Ph.D. psychologists overall and particularly on the criteria written as 

client statements.  This result was contrary to expectation but may reflect different ways that 

graduate students and Ph.D. psychologists view the disorders.  It is possible that graduate 

students, who are still learning about the different disorders, are more focused on the specific 

symptoms for each disorder.  When clients report symptoms, the students then compare those 

symptoms to the ones listed in the DSM.  In contrast, Ph.D. psychologists may have developed 

schema for these different disorders and make diagnoses by comparing client complaints to their 

schema.  These schema may be based on their overall clinical experience and not on the specific 

DSM descriptions of the disorders, leading to decreased accuracy when interpreting client 

statements.  However, when asked about the DSM symptoms, the Ph.D. psychologists show 

comparable agreement to graduate students, indicating that both groups are equally familiar with 

the true diagnostic criteria. 

 With regard to Axis II, the only disorders evaluated were the personality disorders.  

Diagnostic agreement was significantly below that for Axis I, and was not significantly different 

for graduate students versus Ph.D. psychologists.  However, agreement was significantly higher 

for the version of the survey containing DSM symptoms than the version giving client 

statements.  It appears that clinicians are relatively familiar with the criteria for the personality 

disorders, but may have some difficulty interpreting client statements as reflecting symptoms of 

a personality disorder.  One potential reason for this may be that personality disorders are 

considered to be pervasive patterns of behavior, which can be difficult to communicate in a 

single statement.   

 Overall, these results are similar to prior research.  A study involving practicing 

psychologists and psychiatrists found that they achieved 69% agreement in matching the DSM 

symptoms to the Axis I disorders of attention-deficit/hyperactivity disorder, conduct disorder, 

oppositional defiant disorder, major depression, dysthymia, manic episode, panic disorder, and 

generalized anxiety disorder (Linde & Clark, 1998).  Agreement was better for the Axis I 

disorders in this study, suggesting that clinicians may have become more familiar with the DSM 

criteria in the 13 years since the release of the DSM-IV.  With regard to the Axis II disorders, 

prior research found that psychiatrists and psychologists correctly matched 66% of the diagnostic 

criteria to their parent disorders using the DSM-III criteria (Blashfield & Breen, 1989) and 
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another group of psychiatrists and psychologists correctly matched 75% of the DSM-IV criteria 

in a subsequent study (Linde & Clark, 1998).  The clinicians in this study demonstrated a lower 

rate of agreement than these prior studies.  However, those studies presented the Axis II criteria 

alone, rather than mixed with the Axis I criteria, suggesting that it is more difficult for clinicians 

to identify symptoms of personality disorders when they are not specifically identified as such.       

 While the overall rates of agreement may have been lower than we might expect, the 

blame cannot be placed solely on clinicians.  In the DSM, there is considerable overlap of 

symptoms across disorders.  For example, fatigue can be considered a symptom of major 

depression, dysthymia, or generalized anxiety disorder.  In evaluating the agreement for 

individual disorders, disorders that are relatively distinct from others generally had higher rates 

of agreement.  The only two disorders to have overall agreement above 90% were schizophrenia 

and post-traumatic stress disorder.  Schizophrenia is very different from most of the other 

disorders studied, though it does share some characteristics with the Cluster A personality 

disorders (paranoid, schizoid, and schizotypal).  Post-traumatic stress disorder, while it does 

share some symptoms with other mood and anxiety disorders, is largely characterized by the 

symptoms occurring in response to a significant traumatic event.  The presence or absence of a 

traumatic event helps clinicians to make their differential diagnosis.  Other disorders do not have 

such distinctive criteria, making differential diagnosis all the more difficult. 

 It is also important to remember that this study asked clinicians to complete a task that 

did not truly represent their typical activities.  While it is important for them to be aware of the 

diagnostic criteria for each disorder, clinicians are never given just one symptom and asked to 

provide a diagnosis.  Diagnoses are given based on a constellation of symptoms, that when taken 

together, form a particular diagnosis.  Though clinicians may have difficulty matching individual 

criteria to their parent diagnosis, this does not necessarily mean that they are poor diagnosticians.  

However, one might also argue that if the clinician does not know which symptoms correspond 

to each diagnosis, he or she cannot be a good diagnostician.  It is difficult to determine if the 

results obtained here reflect a lack of knowledge of diagnostic criteria on the part of clinicians, 

the artificiality of the task, or a problem within the diagnostic system itself. 

 In general, these results reflect that clinicians are more familiar with the diagnostic 

criteria for Axis I disorders than Axis II disorders.  This may reflect a lack of understanding of 

the personality disorders amongst clinicians.  The results also suggest that it is more difficult to 
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interpret client statements as being reflective of specific personality disorders.  Unfortunately, 

clients do not speak in the terms used in the DSM, leaving clinicians to interpret how a client’s 

statement matches up with the symptoms provided by the DSM.  It appears that with regard to 

the Axis I disorders, graduate students do a better job of this than Ph.D. clinicians.  It is also 

apparent that the DSM is an imperfect diagnostic system that is imperfectly implemented, 

thereby decreasing diagnostic accuracy. 
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STUDY THREE 

 

 

Method 

Participants  

 Practicing psychologists were randomly chosen from the membership lists of the 

American Psychological Association Division 12 (Clinical Psychology), Division 29 

(Psychotherapy), and Division 42 (Psychologists in Independent Practice), the Association for 

Psychological Science, and the Association for Cognitive and Behavioral Therapies (formerly 

the Association for the Advancement of Behavior Therapy).  About 1020 clinicians were 

contacted.  To avoid significant overlap of participants with Study 2, participants were chosen 

from odd pages of the membership directories for this study and even pages of the membership 

directories for Study 2.  Graduate student participants were chosen by contacting 40 randomly 

selected Directors of Clinical Training at universities throughout the United States.  They were 

contacted by email with the web address for completing the survey.   

 Data were obtained from a total of 231 individuals.  However, 20 individuals completed 

only the demographic information and none of the case examples.  Chi square tests indicated that 

this group did not differ significantly from the final sample on gender, race, or highest degree, 

and a t-test revealed that they did not differ on years of experience; therefore they were excluded 

from further analysis.  Six additional individuals completed some, but not all, of the case 

examples.  These individuals were also excluded from the final data set due to concerns that 

these individuals may have returned and completed the entire survey at a later date, thereby 

providing duplicate data.  

 The final sample consisted of 205 subjects, which included 79 males and 123 females, 

with 3 subjects declining to provide their gender.  Racial composition of the sample was as 

follows: 83.9% Caucasian, 6.3% Hispanic, 2.9% African-American, 2.0% Asian/Pacific Islander, 

and 3.9% Other.  Two subjects did not provide their race.  Regarding theoretical orientation, 

cognitive-behavioral (42.9%) was selected the most frequently, followed by eclectic (18.0%), 

integrative (12.7%), and psychoanalytical/psychodynamic (9.3%).  All other theoretical 

orientations were chosen by less than 5% of respondents.  Only 6.8% of subjects reported using 

the DSM daily, while 32.7% refer to it a few times a week, 45.9% use the DSM a few times a 
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month, and 13.2% use it a few times a year.  One subject reported never using the DSM and two 

subjects did not respond to this item.  Thirty nine subjects reported their highest degree as 

BA/BS, while 55 reported a MA/MS and 109 had a doctoral degree, with two subjects not 

responding to this item.  For the graduate students in the sample, the number of years of 

experience working with clients ranged from 0 to 33, with an average of 3.0 (SD = 3.5).  The 

practicing psychologists had worked with clients for an average of 25.2 years (SD = 11.0) and 

had a range of 0 to 46 years of experience.  This response rate was very low (about 10.7% for 

practicing clinicians) but was consistent with prior research (Blashfield & Breen, 1989; Linde & 

Clark, 1998).   

Measures 

 Demographic information.  All participants were asked to complete a brief 

questionnaire of demographic information.  It included questions regarding gender and race, 

theoretical orientation, years of experience, highest degree obtained, and usage of the DSM.  The 

full questionnaire can be found in Appendix B. 

 Case examples.  Four case examples were used, depicting social phobia, paranoid 

schizophrenia, antisocial personality disorder, and borderline personality disorder.  These case 

examples were drawn from the DSM-IV Case Book (Spitzer, Gibbon, Skodol, Williams, & First, 

1994).  Five versions of each case example were created to represent five different potential 

clients: gender and ethnicity not specified, Caucasian male, Caucasian female, African-American 

male, and African-American female.  After reading each case example, participants were asked 

to provide diagnoses on Axis I and II.  Each subject was presented with four case examples 

(corresponding to each of the four diagnoses being considered) to read and diagnose.  They were 

randomly assigned to one of the five client conditions for each of the four case examples.   

The study was presented via a website and potential participants were sent an email 

requesting their participation.  The website was structured so that all participants were first 

presented with the consent form.  After consenting to the study, all were advanced to a page 

containing the demographic questionnaire.  Participants were then randomly assigned to one of 

the five client conditions of the first case (social phobia) and were presented with a page that 

presented the case example along with two drop-down menus.  They were asked to select a 

diagnosis from the first menu as their Axis I diagnosis.  The menu included 11 Axis I diagnoses 

along with a “no diagnosis” option.  The second menu asked for their Axis II diagnosis and listed 
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all 10 personality disorder diagnoses along with a “no diagnosis” option.  Participants were then 

randomly presented with one of the five client conditions for each of the following three cases 

(paranoid schizophrenia, antisocial personality disorder, and borderline personality disorder).  

Instructions were provided at the top of each page along with a reminder that the DSM was not 

to be used as a resource while completing the study.  As each page was completed, data 

regarding the participant’s ID number, case example number, version of the case, and diagnoses 

on Axis I and Axis II were exported into a database.  The database was password protected and 

subjects were not asked to enter their names or other personal identifying information at any 

point during the study. 

Data Analysis 

 The primary data analysis evaluated the effects of client race and gender on diagnosis.  

For each case study, two logistic regression models were created to evaluate correct vs. incorrect 

diagnosis.  In the first model, availability of demographic information was analyzed to determine 

if having the client’s race and gender impacted accuracy of diagnosis.  The second model tested 

the main effects of participant gender and years of experience as a clinician as well as race and 

gender of the case.  The interaction of race and gender of the case was also included. 

Power Analysis 

 A power analysis was conducted for the logistic regression using Friendly’s (1998) 

program for SAS.  Originally, 4 regressions were planned to evaluate the impact of the client’s 

race and gender on diagnosis (one regression for each case), so alpha was reduced to 0.0125.  A 

small odds ratio of 1.5 was predicted, along with a base rate of 20% of clinicians providing the 

incorrect diagnosis.  Given these specifications, a sample size of 205 subjects is necessary to 

achieve power of 0.8.  Therefore, the study was conducted with the goal of obtaining at least 205 

subjects, which was achieved.  The planned analysis involved treating both race and gender as 

variables with three levels (Caucasian, African-American, and not specified; male, female, and 

not specified).  However, due to the fact that this is not a true 3X3 design, the analysis could not 

be completed in this manner.  Therefore, the analyses were modified to the two sets of four 

regressions as described above. 

Results 

 Participants were asked to provide a diagnosis (or no diagnosis) on both Axis I and Axis 

II for each case example.  Case example 1 was designed to be diagnosed as Social Phobia on 
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Axis I and no diagnosis on Axis II.  For this case, 86.3% of respondents provided the diagnosis 

of Social Phobia on Axis I and 72.7% of respondents provided no diagnosis on Axis II.  The 

most frequently provided incorrect diagnosis was Avoidant Personality Disorder (on Axis II), 

which was given by 21.0% of respondents.  Additionally, 17.6% of participants diagnosed both 

Social Phobia and Avoidant Personality Disorder. 

 Case example 2 was designed to reflect the diagnosis of Paranoid Schizophrenia on Axis 

I and no diagnosis on Axis II.  Paranoid Schizophrenia was diagnosed by 75.6% of respondents, 

while 14.6% of respondents gave no diagnosis on Axis I and 7.8% diagnosed Undifferentiated 

Schizophrenia.  On Axis II, 69.8% of participants gave no diagnosis, while 20.0% diagnosed 

Paranoid Personality Disorder.  Only 8.8% of respondents diagnosed both Paranoid 

Schizophrenia on Axis I and Paranoid Personality Disorder on Axis II. 

 Case example 3 was created to reflect the Axis II diagnosis of Borderline Personality 

Disorder and no diagnosis on Axis I.  In fact, 71.2% of respondents provided this diagnosis, 

while 17.1% provided no diagnosis on Axis II.  For this case, only 39.5% of clinicians gave no 

diagnosis on Axis I while 49.8% gave the diagnosis of Bipolar Disorder.  Additionally, 27.8% of 

participants diagnosed both Borderline Personality Disorder and Bipolar Disorder. 

 The fourth case example was written to meet diagnostic criteria for Antisocial Personality 

Disorder on Axis II and no diagnosis on Axis I.  Respondents largely agreed with this diagnostic 

formulation, as 89.8% gave no diagnosis on Axis I.  For Axis II, 75.6% gave the diagnosis of 

Antisocial Personality Disorder, while no diagnosis was given by 18.0% of participants.   

 An initial set of logistic regressions was conducted to determine whether diagnostic 

accuracy was impacted by having the client’s race and gender.  Four logistic regressions were 

completed, evaluating accuracy on Axis I for case examples 1 and 2 and accuracy on Axis II for 

case examples 3 and 4.  For all four cases, there was no significant difference in diagnostic 

accuracy between participants who were given this information versus those who were not.  A 

second set of four logistic regressions was then conducted evaluating diagnostic accuracy for 

participants who were given the race and gender of the case.  The main effects of participant 

gender and years of experience, case gender and race, and the interaction of case gender and race 

were tested.  Table 5 presents these results.  Due to a data collection error for case example 1, 

only African-American male and Caucasian female cases could be compared.  The error was 

such that African-American female and Caucasian male clients were coded as the same client 
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type, so it was impossible to determine which participants received the African-American female 

versus the Caucasian male client description.  For case examples 1, 3, and 4, there were no 

significant findings.  For case example 2, which was designed to represent paranoid 

schizophrenia, the participant’s years of experience as a clinician was significantly associated 

with correctly diagnosing the case, B(1) = 0.05, p<0.01.  There were no other significant 

findings for case example 2. 

 
 
 
 
Table 5: Impact of clinician and client variables on diagnostic accuracy 
 
 
Variable    Effect  S.E.       Odds Ratio 
 
Case example 1 
 Clinician gender  -1.50  1.21  0.22 
 Clinician experience   0.03  0.03  0.97a 

 Case gender   -1.40  1.18  0.25  
 Case raceb   -1.40  1.18  0.25 
 Case gender * raceb  n/a  n/a  n/a 
 
Case example 2 
 Clinician gender  -0.21  0.45  0.81 
 Clinician experience   0.05  0.02  1.06*a 

 Case gender    0.31  0.56  1.37  
 Case race    0.29  0.54  1.34 
 Case gender * race  -0.67  0.78  0.51 
 
Case example 3 
 Clinician gender   0.25  0.41  1.29 
 Clinician experience   0.02  0.01  1.02a 

 Case gender    0.65  0.55  1.92  
 Case race   -0.22  0.47  0.81 
 Case gender * race  -0.19  0.75  0.83 
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Table 5 – continued. 
 
Variable    Effect  S.E.       Odds Ratio 
 
Case example 4 
 Clinician gender   0.09  0.45  1.01 
 Clinician experience   0.03  0.02  1.03a 
 Case gender   -0.73  0.56  0.48  
 Case race   -0.79  0.55  0.45 
 Case gender * race   0.88  0.76  2.40 
 
* p < 0.01 

a Odds ratio associated with a 1 year increase in experience 

b Due to a data collection error, only African American male and Caucasian female cases could 

be included in the analysis.  Therefore, the effects of gender and race are equal and the 

interaction between the two could not be calculated. 

 

 

 

 

Discussion 

 This study found that clinicians will not necessarily diagnose a given case differently 

based on the gender or race of the patient.  These results are in contrast to prior studies that have 

shown significant differences in diagnostic formulation based on the race or gender of the 

patient.  In this study, the clinician’s years of experience was significantly associated with 

correctly diagnosing a case of Paranoid Schizophrenia, but no other clinician variables were 

found to significantly impact diagnosis.  However, the results of this study must be interpreted 

with caution.  Given that five odds ratios were calculated for each of 4 regressions, one might 

expect to have one significant finding simply by chance.  Additionally, power may not have been 

adequate to detect true differences between the groups.  The power analysis was conducted using 

a small odds ratio estimate of 1.5, but it may be that even smaller effects are at work here, so 

greater sample size would be necessary to adequately identify these effects. 

 There are a number of possible explanations for why the diagnoses did not differ based 

on the demographic information of the client.  For example, clinicians may be becoming more 

aware of gender or racial bias.  There is currently a large push in the field of psychology towards 

being culturally aware and accepting of diversity.  As clinicians become more culturally aware, 
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they may be recognizing that they can make more consistent diagnostic decisions when they do 

not consider such variables as the gender or race of their client.  Additionally, as clinicians 

develop a better understanding of different cultural groups, they may realize that behaviors they 

had previously perceived as pathological are considered normal within some cultures.  It is 

certainly understandable that as the field of psychology continues to focus on recognizing 

diversity and reducing sources of bias, clinicians will become less and less likely to utilize client 

demographic variables in their diagnostic decision-making.   

Given that clinicians may be aware of the potential for gender and racial bias in 

diagnosis, one may suspect that clinicians were able to identify the goals of the study and then 

responded in a socially desirable manner.  However, prior research on this issue found that of 

102 clinicians asked to read and diagnose a case study, only 10 guessed the true hypothesis of the 

study.  Additionally, responses of clinicians in that study who were told the specific purpose did 

not differ from responses of clinicians who did not know the purpose of the study, indicating that 

social desirability does not influence clinicians’ judgments (Lopez, Smith, Wolkenstein, & 

Charlin, 1993). 

 Another possible explanation for these results is that clinicians may have felt the 

diagnosis was clear based on the symptoms provided.  It may be that clinicians utilize 

demographic variables in making diagnostic decisions when the symptom presentation alone 

does not clearly point towards a particular disorder.  The fact that there was such high agreement 

for all diagnoses does suggest that clinicians saw each case example as clearly meeting criteria 

for the intended disorder, thereby eliminating the need to draw upon additional variables to help 

make a differential diagnosis.   

 As is the case with the majority of survey research, another concern is that the individuals 

who elected to participate in this study differed from those who did not participate.  It would not 

be unreasonable to assume that individuals who took time to complete a research study may be 

more up to date on research in general.  These clinicians may have already been aware of 

concerns about bias in clinical judgment.  This increased awareness may have led them to 

surmise the purpose of the study or to ignore client demographic information when making their 

diagnostic decisions. 

 While the study was designed to focus on the contribution of client variables to diagnosis, 

the clinician’s gender and years of experience were also included as potential factors influencing 
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diagnostic accuracy.  For one case, paranoid schizophrenia, clinicians with more experience were 

more likely to provide a correct diagnosis.  Notably, schizophrenia has the lowest prevalence rate 

of the four disorders examined in this study (APA, 1994).  Therefore, its presentation may be 

less familiar to less experienced clinicians, leading to greater inaccuracy in diagnosis. 

 In general, the results of this study are inconsistent with previous research indicating that 

some disorders are diagnosed differentially based on the gender or race of the client.  It is 

difficult to determine if the results presented here are due to the specific characteristics of this 

study, or if clinicians are becoming more aware of such biases and therefore less likely to fall 

prey to them.  However, these results do suggest that bias in clinical judgment is not inevitable.  

Further research illuminating the conditions under which bias does and does not occur will help 

to develop plans for educational and training initiatives to help clinicians make more accurate 

and consistent diagnoses. 
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GENERAL DISCUSSION 

 

 

 Psychologists and other mental health clinicians have known for years that diagnosis is 

an imperfect science.  Unlike medicine, which can define many disorders by their biological 

markers and test for the presence of those markers, the diagnosis of mental illness is more 

nebulous.  DSM diagnostic criteria are decided by committee (APA, 1994) and clinicians are left 

to apply these criteria in daily practice as best as they can.  It is no wonder that diagnostic 

agreement always hovers somewhere below 100%.  Some of the variables that may influence 

diagnostic agreement are the method of assessment, the knowledge of the clinician, and the 

characteristics of the client and clinician. 

 Study 1 examined the contribution of diagnostic interview style to diagnostic accuracy.  

Agreement was generally poor between brief unstructured interviews and longer structured 

interviews.  Given the imperfect nature of diagnosis, it is difficult to determine which interview 

style produced the “correct” diagnosis.  However, the structured interviews used in the longer 

interviews were designed to follow along with the diagnostic criteria presented in the DSM.  

Therefore, it could be argued that the structured interviews provided diagnoses more consistent 

with what the creators of the DSM intended.  This finding suggests that when clinicians conduct 

an unstructured interview, they may not be asking all of the necessary questions to make a 

diagnosis that is consistent with the DSM framework.  One possible explanation for their failure 

to ask those questions is a lack of knowledge of those DSM symptoms. 

 Study 2 examined the question of how well clinicians know the DSM criteria.  In general, 

clinicians are more familiar with the criteria for Axis I than Axis II disorders, though agreement 

was not superior for either group.  Graduate students were better than Ph.D. psychologists at 

matching the Axis I criteria to their parent disorders, and the Ph.D. clinicians had particular 

difficulty in matching client statements to the disorders they reflected.  With regard to the Axis II 

disorders, both groups had more difficulty when presented with client statements rather than the 

DSM symptoms.  It does appear that clinicians do not know the diagnostic criteria as well as one 

might hope, lending credence to the idea that in an unstructured interview they may not always 

ask about all symptoms relevant to a given diagnosis.  It also appears that clinicians have some 

difficulty matching client complaints to the disorders that they represent. 
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 Study 3 evaluated whether characteristics of the client or the clinician might influence 

diagnosis.  Across all four case studies, diagnosis did not vary systematically based on the 

gender or race of the client.  The gender of the clinician also did not impact diagnosis.  In one 

case, which was designed to be diagnosed as paranoid schizophrenia, clinicians with more years 

of experience were more likely to select the target diagnosis.  These results conflicted with prior 

research and suggest that clinicians may be less swayed by client variables than in the past.   

 Both Study 2 and Study 3 had low response rates for practicing clinicians (about 8% and 

11%, respectively).  While these rates are consistent with prior research (Blashfield & Breen, 

1989; Linde & Clark, 1998), they also suggest that these findings should be interpreted with 

caution, as clinicians who are willing to participate in these research studies may be somehow 

different from clinicians who do not participate.  Unfortunately, findings from future studies of 

clinicians will likely continue to be hampered by low response rates unless efforts are made to 

encourage clinicians to participate in such research.  One possible solution is to develop 

continuing education programs for clinicians focusing on the results of these studies that are 

related to diagnostic decision making.  The continuing education program could serve to inform 

clinicians about the factors related to accurate and inaccurate diagnoses as well as illustrate the 

importance of their participation in future research projects. 

Future research on diagnostic agreement may serve to clarify some of the issues raised 

here.  Are there ways to improve the diagnostic agreement between structured and unstructured 

interviews?  Can education of clinicians be improved to provide them with a better 

understanding of the diagnostic criteria?  It will also be important for future research to examine 

the interplay of these client, clinician, and method variables.  Systemic changes may also be 

necessary.  Perhaps a better system of characterizing mental illnesses with less symptom overlap 

between disorders would lead to greater accuracy in diagnosis. 

 Overall, it appears that the type of diagnostic assessment and clinicians’ knowledge of 

diagnostic criteria have the greatest impact on diagnostic agreement.  As long as diagnoses are 

based on criteria set forth by the DSM, clinicians will probably benefit from using structured 

interviews based on those DSM criteria.  By asking about the presence or absence of specific 

symptoms, clinicians will not need to rely on their ability to match client complaints with the 

diagnostic criteria.  On a more positive note, clinicians seem to be relying more on a client’s 

symptoms and less on the client’s demographic characteristics when making diagnostic 
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decisions.  Over time, perhaps the imperfect science of diagnosis can become a little more 

perfect. 

   

  

 



   

45 

APPENDIX A 

Consent Forms and Institutional Review Board Approvals 

Consent for Taping, Observation and Research Participation (Study 1) 
                                                                                                                 

 

The Florida State University Psychology Clinic provides services to the Tallahassee community 

and functions as a training and research facility for graduate students in the Department of 

Psychology.  Because therapists in training need to receive thorough supervision, it is necessary 

for sessions to be audio/videotaped.  These tapes are used only for approved Clinic training and 

research activities.  In addition, the therapist in training may be observed by Clinic staff (for 

example, the faculty supervisor or other members of the treatment team) from an adjoining 

observation room using the one-way mirror that is located in each therapy room. 

 

Because the Clinic serves as a research facility for the Department of Psychology, graduate 

students and faculty occasionally conduct a research project in the Clinic.  Clients are expected 

to participate in projects for which they may be appropriate.  You will be informed about the 

nature of any project that requires your active participation.  In general, these projects are not 

time- consuming and often simply involve the completion of brief questionnaires.  All data is 

stored in a locked room within the Clinic.  Data provided to researchers is identified only by 

code number, not with your name.  Participation in this research is voluntary and there is no 

penalty for non-participation. 

 

Consent to the above procedures is required of all clients who receive Clinic services.  Within 

the purview of the Florida Public Records Law (119 F.S.) the Clinic staff will safeguard your 

confidentiality and your relationship with the Clinic will not be revealed to anyone without your 

prior written consent.  However, under certain conditions, the Clinic is legally and ethically 

obligated to release information about a client whether or not the client approves.  These 

conditions are: 

 

1. Suspected abuse (physical, sexual, or neglect) of children, the aged, and the disabled:  As 

psychologists, we are required by law to report suspected abuse to the Department of Health 

and Rehabilitative Services. 
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2. Potential homicide or suicide:  In instances where a client threatens homicide we may have 

to notify the intended victim and police.  Likewise, if a client is thought to be at high risk 

for suicide, family and/or authorities may need to be notified in order to protect the client. 

3. Court-order:  We must release a client's records if a judge issues a court order compelling us 

to do so. 

 

It is the policy of the Psychology Clinic that copies of a client's records be released only to 

professionals whom the client authorizes through written consent.  Records are not released 

directly to the client. 

If you have any problems or questions about any of these procedures and wish to discuss them 

with a staff member, please sign your initials here                       .  You should withhold your 

signature from this page until any difficulties, problems, or questions have been satisfactorily 

answered. 

 

Consent for Audio/Videotaping, Observation and Research  

Your signature, giving consent to these procedures, is required in the appropriate section before 

we can provide services. 

 

Adult Clients (18 years of age and older): 
 
I,                                                             have read and understand the foregoing information   

                    (client name) 

concerning taping, observation and research, and by my signature do hereby give full and 

complete consent to allow audio/videotapes to be made of my sessions.  I further understand and 

agree that these sessions may be observed by certified clinic staff members and agree to 

participate in the ongoing research of the clinic as described above.  I also understand the limits 

of confidentiality as specified above. 

 
                                                                                
Client's signature Date 
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IRB Approval Letter (Study 1) 
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Consent Form (Study 2) 
 

Dear Participant, 

I am a graduate student under the direction of Dr. Thomas Joiner in the Department of 

Psychology at Florida State University. I am conducting a research study to evaluate how 

clinicians make diagnostic decisions. 

Your participation will involve responding to the following questionnaires.  It is anticipated that 

the study will take approximately 30 minutes to complete. Your participation in this study is 

voluntary. If you choose not to participate or to withdraw from the study at any time, there will 

be no penalty. The results of the research study may be published, but your name will not be 

used. Additionally, your name will not be linked to any of the responses that you provide. 

There are no foreseeable risks or discomforts if you agree to participate in this study. 

Although there may be no direct benefit to you, the possible benefit of your participation is 

increasing the understanding of factors related to how clinicians make diagnostic decisions. 

If you have any questions concerning this research study, please contact me or Dr. Joiner at (850) 

644-5008 or brown@psy.fsu.edu. 

Sincerely, 

Jessica Brown 

* * * * * * * 

I give my consent to participate in the above study.  

_______________________________ (signature) _______________________ (date) 

If you have any questions about your rights as a subject/participant in this research, or if you feel 

you have been placed at risk, you can contact the Florida State University Chair of the Human 
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Subjects Committee, Institutional Review Board, through the Vice President for the Office of 

Research at (850) 644-8633. 
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IRB Approval Letter (Study 2) 
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Consent Form (Study 3) 
 

Dear Participant, 

I am a graduate student under the direction of Dr. Thomas Joiner in the Department of 

Psychology at Florida State University. I am conducting a research study to evaluate how 

clinicians make diagnostic decisions. 

Your participation will involve responding to the following questionnaires.  It is anticipated that 

the study will take approximately 20 minutes to complete. Your participation in this study is 

voluntary. If you choose not to participate or to withdraw from the study at any time, there will 

be no penalty. The results of the research study may be published, but your name will not be 

used. Additionally, your name will not be linked to any of the responses that you provide. 

There are no foreseeable risks or discomforts if you agree to participate in this study. 

Although there may be no direct benefit to you, the possible benefit of your participation is 

increasing the understanding of factors related to how clinicians make diagnostic decisions. 

If you have any questions concerning this research study, please contact me or Dr. Joiner at (850) 

644-5008 or brown@psy.fsu.edu. 

Sincerely, 

Jessica Brown 

* * * * * * * 

I give my consent to participate in the above study.  

_______________________________ (signature) _______________________ (date) 

If you have any questions about your rights as a subject/participant in this research, or if you feel 

you have been placed at risk, you can contact the Florida State University Chair of the Human 
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Subjects Committee, Institutional Review Board, through the Vice President for the Office of 

Research at (850) 644-8633. 
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IRB Approval Letter (Study 3) 
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APPENDIX B 

Demographics Questionnaire 

Enter your age: 

Select your gender:    Male 

   Female 

 

Select your ethnic group: Caucasian (non-Hispanic) 

    Hispanic 

    African-American 

    Asian/Pacific Islander 

Native American/American Indian 

Other 

 

Select your theoretical orientation: Biological 

Behavioral 

Cognitive-Behavioral 

Eclectic 

Humanistic/Existential 

Integrative 

Interpersonal 

Psychoanalytic/Psychodynamic 

Systems 

Other 

 

Select your highest degree attained: Ph.D./Psy.D. 

     MA/MS 

     BA/BS 

 

Enter the number of years you have been seeing clients: 

(include graduate training) 
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Select the statement that best describes your use of the DSM-IV or DSM-IV-TR: 

 Refer to it daily 

 Refer to it a few times a week 

 Refer to it a few times a month 

 Refer to it a few times a year 

 Never refer to it 
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