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I. BASIC CONCEPTS IN PSYCHIATRIC ASSESSMENT

A. Dimensions and Syndromes

1. Dimension. Sometimes called a domain is a collection of interrelated symptoms  about a given aspect of psychopathology that constitutes a continuum from few to many symptoms.

A dimension involves a quantitative  gradient based on symptoms representing a qualitative theme.

A scale  involves a series of questions about symptoms from one or more dimensions of psychopathology.

Many scales reflect influence from psychometric theory and survey methodology, and psychologists and sociologists have been more prominent as their designer than psychiatrists.

2. Syndrome  The concept of syndrome is fundamental to diagnostic classification as illustrated in recents Diagnostic and Statistical manuals (DSM-III, DSM-III-R, DSM-IV) (American Psychiatric Association, 1980, 1987, 1994).

The clinical tradition of psychiatry indicates that a disorder is usually identified by a pattern of symptoms that is made of :

Some central symptoms  called essential features that define the syndrome and 

Other symptoms that frequently accompany the defining features, called associated features.
For example, in anxiety frightened and nervous aprehension is at the heart of the syndrome and constitutes its essential feature . The associated symptoms involve autonomic hyperactivity such as palpitations and cold sweats, motor tension such as tremble and muscle twitching and vigilance such as being “keyed-up”or easily startled.

The syndrome concept also takes the “duration” into account.

In DSM-IV disability and distress was added as a requirement for many diagnostic categories. The full complement for of components for syndrome recognition and diagnosis includes essential features, associated symptoms, duration, distress and disability.

Depending on the completeness of the pattern, the syndrome is considered to be present or absent thereby reflecting dichotomous measurement.

Schedules are oriented to syndrome recognition  for different diagnostic categories and psychiatrists have palyed active roles in their construction.

B. Scales and Schedules

1. Scales

Psychiatrist scales are simpler than schedules and historically they emerged earlier.

Sometimes a scale is referred to as screening instrument, a symptom inventory or a questionnaire, although the latter is usually reserved for a paper and pencil test filled out by a patient while waiting to see the doctor.

The scales used in epidemiology research have mainly been administered verbally, face to face, by a trained interviewer.

While scales concern dimensions of psychopathology, most of them include questions about both essential features and associated symptoms of a syndrome.

Some of them include information about disability and distress or duration.

Thus, a scale includes information that is used in a diagnostic category, but the way the information is processed is quite different from the procedures for syndrome recognition.

Each question in a scale is asked of each subject, and specific categories of response are spelled out in advance. Sometimes the response categories refer simply to the presence or absence of a symptom. In others, the presence or absence of the symptom is expanded to cover the frequency of its occurrence or the degree to which it is absent.

Responses are given numerical values that are added together to form a score or linear combination.

Sometimes each sympton receive the value of  “1” or  “0”whether is endorsed or not.

Other times the value is weighted for frequency of distress.

A major difference between the way a scale functions and the manner in which syndrome recognition occurs is that each symptom is treated equally in a scale.

A symptom like palpitations is scored exactly the same as the symptom of fearful aprehension. Scales do not  require the essential feauture of a syndrome to be present.

Two types of procedures have been used in order to select symptoms for scales.

a) One is based on consulting the clinical literature or borrowing from earlier instruments.

b) The other method involves a second step that is called calibration (Goldberg, 1972).  A large number of questions are asked of a  known ill  group and a presumed well group.

The questions are tested to see which ones discriminate between these groups at an adequate level of statistical significance.  If the known ill group is homegeneous in regard to psychiatric diagnosis, the symptoms selected are interpreted as being useful for identifying people who suffer from that disorder. 

2. Schedules

Diagnostic schedules are more comprehensive in psychiatric coverage that scales in that all of them deal with psychotic disorder as well as depression and anxiety disorders.

Increasingly they have come to include substance abuse and personality disorders.

Sometimes an interview guided by a diagnostic is called an examination  because is similar to a clinical examination.

The history of such schedules began with the requirement that a clinician conduct the interview and evaluate the responses.

At the present time , most schedules have been formatted so that they can be used in large-scale epidemiologic studies when administered by a lay person.

A  lay inyterviewer  is one who has not received formal clinical training but who has been trained in the administration of the schedule.
While scales owe much of their heritahe to psychometric tehory and survey methodology, the schedules owe most of their early development to the clinical experience of psychiatrists.

A schedule is not only more comprehensive but also more complex than a scale. 

This pertain to the way the questions are formulated, the  manner in which they are administered and in the analysis of responses.

In all of these regards, a schedule follows a diagnostic algorithm that requires the presence of essential features and determine the syndrome’s completeness by a thrshold fpr the associated symptoms.

The duration requirements are often built into the question about essential feutures.  

The questions an algorith also take into account the degree to which the symptom impose distress or disability.

Criteria for each component of the algorithm establish the boundaries of what is considered to be a diagnosable disorder and what is not.

The schedules differ in terms of whether they focus on the clinical status at the time of the interview or on the subject’s history of psychiatric disorders.

The schedules used in epidemiologic studies tend to use the lifetime approach  in response to the need for population norms in family genetic studies where the lifetime experience of disorders among family members is compared to the lifetime disorders of index cases.

It is helpful in understanding the lifetime schedules to consider the concept of an episode  that typically involves a florescence of symptoms that can be described as having a particular time of occurrence and duration. DSM-III makes use of this concept for many diagnostic categories through requirements for a minimun duration of psychopathology.  Major depression, for example, is considered to be an episodic disorder for which two weeks is a minimun duration.

The schedules designed for epidemiologic studies are highly structures  so that clinical judgement need not to be applied during the course of the interview. Most of them have modules for the separate diagnises thereby allowing the researcher to select certain diagnoses for study.

A diagnostic schedule usually contains special routines called probes.  The probes are intended to insure that reported symptoms are seriuos enough to contribute to a diagnosis and that they are psychiatric in their nature.

Questions about lack of self-esteem, feeling guilty etc do not require probe because they are inherently of psychiatric significance.

On the other hand, questions about appetite , fatigue, sleep etc require probing. The subject is usually asked if a doctor was tols about the symptom and if so what the doctor diagnosis was. If the symptom was, in the doctors view or’by default in tyhe subject view caused by taking drugs or alcohol or by physical illness  or injury the response does not count toward reaching the criterion threshold.

II. HISTORY OF SURVEYS AND INTERVIEW SCHEDULES IN THE FIELD OF MENTAL DISORDERS

Psychiatric epidemiology has a long history before potential cases were interviewed to estimate the number of affected persons in the population. And it has been even longer before interviews allowed assignment of cases to specific disorders.

A. Before Personal Interviews

1. Hospital Records

Method:

At first, ascertaining of cases was based on counting in a short period of time the number of patients in public psychiatric hospitals.  

Prevalence of specific disorders was ascertained by looking at diagnoses in hospital records.

Prevalences rates were calculated for the whole population  and also by sex, race and migration by dividing these counts of hospitals patients by the populations in the area from which the hospital patients came.

Cons:  Cases that remitted slowly or were held longer because they were violent or suicidal were overrepresented (as compared with those quickly discharged) because of better chance of  being measured.

Those who could afford private hospitals were missed. So were the less severe cases hospitalized in medical floors or treated as outpatients.

Prejudice and preconceptions may play a role in the assignment of the diagnoses found in the records.

1.1 All patients current in care. When researchers became dissatisfied with the preview methodology the next step was to include outpatients by interviewing all local doctors.

New Haven study by Hollingshead and Redlich (1958) it relied on hospital records and doctors’notes to decide on diagnoses. Patients diagnosed by nonspecialists were missed.

Thomas Helgason in Denmark (1964) He easily collected all patients in Iceland because his father was the only psychiatrist in that country. Data were submitted to the psychiatrists that Helgason trained  and then they submitted the diagnoses by consensus.

Cons: Such studies were only feasible in small areas. 

Untreated and unrecognized cases were missed.

2. Single House Informant
The National Health Survey in its earlier days included few questions to cover mental illness.

Cons: no personal interview. One informant per house were asked about mental illnesses for the whole household.

The questions were not organized into diagnostic categories.

c. Questionnaires.

Self administered questionnaires provided standardized items that subjects judged as typical or not of themselves.

In 1930s the Minnesota Multiphasic Personality Inventory (MMPI) was constructed by psychometricians at the University of Minnesota (Meehl and Hathaway, 1946; Dahlstrom et al, 1972).. More concentrated in measure personality than psychopathology (however it is thought as the grandfather of psychiatric instrumentation).

Method: for each syndrome a scale provided information about how far or below the median score for a sample of Minnesota residents were the respondent’s answers.

Cons: 

No cut-off to specify when diagnostic criteria had been met.

When the respondent was high in multiple clinical scales, there were no rules for deciding the chief diagnosis.

B. Personal Interviews to Assess Prevalence of Mental Disorders

1.The NSA

Starr (1950)  thought that was unlikely to find so large differences in the prevalence of psychiatric disorders by geographic area. Therefore in 1945 he used MMPI items  as the basis for designing an interview, the Neuropsychiatric Screening Adjunct (NSA) to be used during World War II to interview prospective soldiers. It was never used for the purpose intended because the war ended by the time it was completed.

Nonetheless several studies used items  form NSA or similar questions based on MMPI  to ascertain the rate of mental illness in a defined population.

2.The HIS

 Based on the NSA

Home Inventory Schedule (HIS)  developed in 1953 for the Midtown Manhattan Study (Srole et al, 1962).

In all 80% of the New York City sample were found to have a mental disorder. At the severest and most certain end f the scale, a more probable 20% were positive.

Cons: 

In those days it was assumed that people tend to hide symptoms from interviewers because the interviewers were strangers. That encouraged interviewers to elicit as many symptoms as they could.  The HIS like the NSA asked about current symptoms. Presumably if symptom history had been added the rate of positives might have reached 100%.

HIS do not cover all psychiatric diagnoses.
The interview provided no criteria for  deciding whether a symptom had clinical significance. The lack of interest in diagnosis in the Midtown Manhattan Study probably reflected the prevailing Freudian views in American departments of psychiatry in the 1950 and 1960’s. Freudian believed that reaction to infantile and childhood trauma could be expressed in a variety of adult psychiatric symptoms (Kolb, 1973). Since careful decryption of psychiatric syndromes was considered irrelevant to both understanding the etiology of psychiatric disorders and selecting an appropriate treatment, making psychiatric diagnoses had low priority.

C. Standardized and Nonstandardized Diagnostic Interviews

1.HOS

The Health Opinion Survey (Murphy, 1981).  It was developed in New Scotia with the purpose to make diagnoses.  The authors tried to write an interview based in the current Diagnostic and Statistical Manual (APA, 1952) but the disorders were incompletely described, most diagnoses included a statement about etiology that could not be reliably ascertained by interview. There were no guidance in how to decide which disorder was “primary”. Given that difficulties the Stirling County substituted the phrase “symptom pattern” for “diagnosis” .  It was based on interviews plus hospital records and information from general practitioners.

2. PSE

John Wing and his group in London constructed a complex diagnostic interview The Present State Examination (PSE)  (Wing and Sturt, 1978).

Consist on specific questions asked by psychiatrist and followed up as they saw fit, to decide whether each specific symptom was present. A computer program examined the pattern of positive symptoms to assign a case to its most probable diagnosis.

The Present State Examination (PSE) made an influence on the Iowa Structured Psychiatric Interview (ISPI)  and as a partner with the Diagnostic Interview Schedule (DIS) in  contributing to the World Health Organization’s Composite International Diagnostic Interview (CIDI).

The PSE was developed over a period of years by Wing and his coworkers at the British Resarch  Medical Council. The first publication appeared in 1967 and its purpose was to provide a guide for a psychiatrist wishing to “cross-examine” a patient for evidence on schizophrenia (Wing et al., 1967).

It expresses the European psychiatric tradion especially in the indebteness to Jaspers and Schneider and it has been affiliated with the 9th and 1oth revisions of the ICD (Wing et al, 1974, 1998).

The PSE is named for the fact that recent month  is the focus of inquiry.

Prior esperimentation suggested that recall of subjective experiences over a longer period of time was often faulty. Unlike most of the instruments, the results of the PSE reflect the decisions of the interviewer rather than the report given by the subject.

The schedule consist of preformulated questions but the responses of the subject are not used in the analysis. Rather diagnosis is based on the interviewer’s evaluation  of the subject’s responses as guided by a glossary of differential definitions. The interviewer decides if the symptoms are sufficently severe to warrant contributing evidence to a syndrome and is free to vary the order of the questions or to ask about past experiences iif pertinent.

In the early phases of its history, gthe PSE was used mainly by psychiatrists concerned with psychotic disorders. Gradually the coverage was expanded to onclude  neuroses and ultimately it was found that adequate levels of interrater reliability could be achieved when the schedule was adminstered  by other types of proffesionals who had received training in the clinical tradition in which the PSE rests.

Like many other instruments, the PSE went through several versions. The las one PSE-0 was translated into more than 40 languages and kit has been used extensively in clinical research and in several two-stahe epidemiologic studies (Brown and Harris, 1978, Rogers and Mann, 198y6).

Throughout this phase, it continued to focus on psychoses and neuroses and to exclude substance abuse and personality disorders.

3.SCAN

WHO-ADMAHA (World Health Organization-Alcohol, Drug Abuse and Mental Health Adminsitration) Task Force joined forces in order to carry out a world wide review of diagnoses and classidication of psychiatric disorders. IN 1982  the WHO-ADMAHA Tas force was formed to develop diagnostic interviews that would implement the definitions embodied in the 10th revision of the ICD that was in preparation at the time 9WHO, 1992) as well as the criteria employed in DSM-III and the principles used in the PSE-CATEGO systemm. One goal was to develop a schedule for studying clinical samples. The product consisted on a series of schedules and the overall name is Schedules for Clinical Assessment in Neuropsychiatry (SCAN) (Win et al, 1990).

SCAN provides a comprehensive procedure for clinical examination appropriate for use throughout the world. It incorporates the 10th version of the PSE along with other schedules. PSE-10 retains its character as a semistructured guide for the interviewer to make decisions about the presence and severity of symptoms.

Other components of the package include, for example, a schedule for rating the possible pathologies and causes involved in a an episode (PATHEP), a schedule of extra items to be asked specifically for the ICD I(SF) and one for extra items related to DSM-III-R (SD). Further, it is suggested that still other schedules be employed as needed. These include the International Personality Disorder Examination (IPDE) (Lorenger et al, 1994) and the Disability Assessment Schedule (DAS) ( Jablensky, 1980).

The SCAN has been assesed in field trials in a large number of international centers. Translation into other languages continue to be aided by a systematic set of procedures.

The most current of package is SCAN 2.1 (Wing et al, 1998).

4. CIS/GHQ

Mainly focused in depression and anxiety. David Goldberg developed the long interview Clinical Interview Schedule (CIS)  a general purpose psychiatric interview later used in general population assessment. The short version is the General Health Questionnaire, designed to be filled in by patients while in the waiting room  before a doctor’s appointment. Its purpose was to alert the general practitioner about likely psychiatric problems in this patient.

5. The Lundby Interview

Developed by Scandinavians to assess psychiatric disorders found in an specific geographic area (Hagnell, 1966; Hagnell et al, 1990). They are two survey of the entire population including children. He carried a card in which were listed all the symptoms and personality characteristics he intended to asses. There were no formal algorithms for combining symptoms into diagnosis. Diagnoses were made by the psychiatrist interviewer who used information from informants, hospital records etc.   

D. Epidemiological Diagnostic Instruments in the United States

The attitude of American researchers towards the utility of diagnose changed with the discovery of drugs that controlled hallucinations and delusions. To use the drugs appropriately the doctor had to be able to separate schizophrenia and other psychoses from other mental disorders. The new instruments were developed to estimate how many people would require such treatment. Similarly the later discovery of drugs for treating depression, treating and preventing manic attacks and treating anxiety  make clinicians and epidemiologists become interested in accurate diagnosis. 

1. CESD

 The Center for Epidemiological Studies  (CESD)  questionnaire was sponsored by the National Institute of Mental Health-Depression (NIMH, Randolph, 1977).

It asked questions about depressive symptoms experienced in the last two weeks.

Has been used extensively because it is quick to administer and provide an indication of positive responses that should be investigated later.

Cons: Like earlier structures instruments, it did not asked about  course, change from the usual state or the duration of symptoms,  three aspects necessary for the diagnoses. 

2. The “Department Interview”

This American Psychiatric department at Washington University played an important role in the development of standardized diagnostic interview.

This department thought that psychiatric disorders should be treated like medical disorders, that is, be diagnosed and given disorder-specific treatment.

This view was rare in USA but common in  Scandinavian, German and British Departments.

This university devised a  Diagnostic Interview to be used for both clinical and epidemiological research as well as in clinical practice (Eighner et al., 1972) 

It was like the Lundby interview, presenting a list of topics to be covered by the interviewing psychiatrist. However, every symptom was assigned to one of 14 disorders. Its occurrence over the whole lifetime was explored.  Interviewers learned a standard method for deciding whether a positive symptom was clinically relevant and for exploring whether it might be explained by physical illness or injury or by ingestion of any substance. It last 2 hours 30 minutes.

The scoring was no left up to the clinical judgement of the psychiatrist interviewer (as it had been in the Lundby study) instead the Department had reached a consensus on how many symptoms, for how long a duration were required for each specific disorder.

Rules were set to choose a diagnoses for cases who met criteria for two or more diagnoses. The criteria included the seriousness of the disorder (schizophrenia had the highest priority, mild depression the lowest) and the order of appearance.  Disorder with the earlier appearance was considered  “primary”. 

3. SADS-L

Eli Robins, principal author of the Department Interview worked with Drs. Robert Spitzer and Jean Endicott of Columbia University, together they created the Research Diagnostic Criteria (RDC) (Spitzer et al, 1978)  which spelled out and amplified the Department’s diagnostic Criteria. Then Dr. Spitzer and his group created the SADS-L to operacionalize the RDC. The SAD-L was to be given by clinically trained personnel. It suggested questions, but the clinical interviewer could ask any desired follow-up questions.  Also the interviewer was not bound to accept the respondent’s answers in scoring disorders, and was allowed to take into account treatment records and informants’ observations.

When Dr. Spitzer was called to head the construction of the American Psychiatrist Association Diagnostic and Statistical Manual, Third edition (DSM-III) (1980) he used the RDC as a model for specifying the requirements for each disorder.

4. DIS

DSM III edition was the first edition with a fully spelled out set of symptoms for each disorder, and criteria for how many symptoms had to be present and for how long.   It set priorities  specifying how to choose among disorders when criteria were met for more than one.

It changed the opportunities for the construction of an epidemiological diagnostic interview.

For the first time it was possible to consider face validity (does each question adequately serve the criterion in DSM-III for which it was intended? and does the diagnostic scoring of each disorder follow the algorithms in the Manual?)

5. The ECA

The Epidemiological Catchment Area  (Robins and Regier 1991)  was a very large collaborative epidemiological study supported by the NIMH.

It was designed to assess the rate of specific disorders in the general population according to DSM-III criteria.

 An interview was needed for that project.

Ata that time the Washington University had recently devised a new interview, the Renard Diagnostic Interview (RDI)  (Helzer et al 1977) to provide specific questions to cover each symptom in the Department Interview. That instrument obtained good and  test – retest reliability as well as in validity. High level of agreement was obtained  between lay interviewers, between psychiatrists and between lay interviewers and psychiatrist . This finding was important in selecting an interview for the ECA which called for a sample size too large to consider using psychiatrist as data collectors.

The Washington University group was asked to modify the RDI  to make it appropriate for assessing disorders in DSM-III which was still under construction at that time.

Since the Department Interview had been the father of the RDC, which in turn was the father of the DSM-III, many of the RDI’s questions were appropriate to criteria in the DSM-III. Some questions were added to cover disorders that were not included in the Washington University’s traditional 14.

The RDI was never used under its own name and became the DIS-II (Robin et al, 1979).

Question from the DIS-II were again modified once a final version of DSM-III became available.  After these revision DIS II became DIS-III and was the official interview for the ECA study. Scoring programs were also modified to match the DSM-III algorithms.

The DIS has been published in three additional versions: 

DIS-III-A (Robins and Helzer, 1985) which added the diagnoses of generalized anxiety and post-traumatic stress disorder

DIS-III-R (Robins et al 1989) to make it compatible with DSM-III-R

DIS-IV (Robins et al 1995) to make it compatible with DSM-IV.

6. CIDI 

In addition to develop the SCAN for assessment in neuropsychiatry , the WHO-ADMAHA (World Health Organization-Alcohol, Drug Abuse and Mental Health Administration)  Task Force was charged with the preparation of an instrument that could be administered by lay interviewers and used in large-scale epidemiologic studies.

Inspired by the ECA, the World Health Organization produced a similar entirely structured interview that would serve the International Classification of Disorders (ICD) as well as DSM-III. Its bases was to be a combination of the PSE and  DIS-III.  

The resulting interview was named the World Health Organization’s Composite International Diagnostic Interview (CIDI) (Robins et al, 1983).

Robins and Wing were joined by clinicians from many countries to assure that the interview would be applicable to different cultures.

At that time the ICD-10 Classification of Mental and Behavioral Disorders  (WHO, 1992) was being developed. As criteria for ICD-10 were finalized CIDI needed to make changes, the result was CIDI 1.0.

As a consequence of the DSM-II revisions CIDI was modified, becoming CIDI 1.1.

CIDI 1.1 become the basis for 3 related interviews, the University of Michigan CIDI, the Fresno CIDI, and the Munich CIDI, each of which made significants changes in its procedures.

The CIDI has been modified once more to make it compatible with DSM-IV. Its current DSM-IV version is CIDI 2.1 (WHO, 1997).

A number of features have also been added to DIS-IV that were not available for DIS-III-R and are not available in CIDI 2.1:

· Additional Diagnoses: Added are four childhood disorders: attention deficit/hyperactivity, oppositional disorder, conduct disorder and separation anxiety.

· Dated Risk Factors DIS-IV ask about additional risk factors (broken homes, offspring, past maximum of each substance of abuse, etc)

· Additional information about course. ask about periods of remission lasting a year or longer.

· Use of Medical services. While consulting a doctor about a disorder has from the beginning been used in both the DIS and CIDI  as one indicator of its clinical significance, responses to that question had not previously been coded.

· Impairment. The respondent is asked about each disorder’s significant contribution to disability at work or with his family and friends.

· Subsyndromal and borderline cases.

A new version of the CIDI now under revision promises to include many of these innovations, while preserving the advantage of making ICD-10 diagnoses as well as DSM-IV diagnoses.

III. DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS

A major component of many psychiatric epidemiological investigation is gthe psychiatric diagnosis of the population being studied. Clearly, the task of determining the prevalence of psychiatric illness in a population depends on having reliable well-operationalized definitions of the disorders.

Furthermore, the task of determine association between possible causative factors and illness is impossible without clear and consistent methods  of classifying and diagnosing the psychiatric conditions.

Before the introduction of DSM-III in 1980(American Psychiatric Association, 1980), psychiatric epidemiology was severely constrained by the lack of widely accepted and reliable sysytem of diagnosis that could be applied in community studies.

The availability of DSM-III and the subsequent development of a fully structured diagnostic interview  like the Dianostic Interview Schdeule (DIS) was a critical component of the Epidemiological Catchment Area (ECA) Study (Regiere et al 1984) and for subsequent studies about the prevalence  of psychiatric disorders in the community.

There are 3 aspects of the DSM that have proved most valuable to advancing the methodologies of psychiatric epidemiology.

First, the widespread acceptance of the DSM classification among all sectors of the fields of psychiatry, psychology and social work as the de facto standard for psychiatric diagnoses. 

Having in place a common language for classifying mental disorders allows for the direct comparison of data among studies and the application of results across various disciplines and areas of interest.

Second, is the reliance of the DSM definitions on symptomatic descriptions rather than hypothesized but untested etiological assumptions.

Third is its provision of operationalized definitions in order to facilitate the assignment of a particular diagnoses (or set of diagnoses) to a particular case.

History about DSM

Prior to the publication of DSM-III by the American Psychiatric Association in 1980, there were no standardized definitions of disorders based on symptomatic descriptions.

The first two editions of the DSM, published in 1952 and 1968 respectively (Committee on Nomenclature and Statistics, American Psychiatric Association, 1952, 1968) included only  brief glossary definitions of the disorders and obtained very little interest outside the field of psychiatry. Even within psychiatry these classifications were primarily used by clinician for the purpose of asigning codes for reimbursement and by inpatient facilities for the collection of census statistics.

Furthermore, although the glossary definitions in DSM-I and DSM-II were relatively descriptive, the choice of terms in the classification itself reflected certain etiologies theories. 

For example, many of the DSM-I disorders were called “reactions”reflecting Adolph Meyers psychobiological view that menatl disorders represented reactions of the personality to psychological, social and biological factors, and the Freudian concept of “neurosis”figures prominently in the DSM-II.  
Finally, the glossary definitions themselves were not sufficiently operacionalized  to allow for reliable diagnostic judgements (Spitzer and Fleiss, 1974).

Two major innovations implemented in DSM-III  greatly impactes its utility for psychiatric epidemiology:

Its descriptive approach

Its inclusion of diagnostic criteria. 

A basic principle of DSM-III was to provide comprehensive descriptions of the manifestations of disorders without regard the etiology,  the only exception being those disorders that included etiologic statements as part of their definitions (eg. organic mental disorders, adjustment disorders). (Spitzer et al, 1980).

This general atheoretical approach was intended to allow DSM-III to be useful across all theoretical orientations  and was largely responsible for its wide acceptance among mental health professionals from various disciplines as the standard language for diagnostic communication.

The second innovation was its inclusion of diagnostic criteria for each disorder. It had direct relevance to psychiatric epidemiology. The need for diagnostic criteria was  recognized long before their adoption on DSM-III.

In a 1959  report for the WHO Expert Committee on Mental Health written in response to dissapointingly low  international adoption rates for the sith edition of the International Classification of Diseases (ICD-6) (WHO, 1948)  Stengel, a British psychiatrist proposed that future diagnostic classifications contain operational definitions for each of the disorders  (Stengel, 1959). This need was echoed by researchers in the United States  who, starting in the 1970s proposed and published diagnostic criteria for certain mental disorders  

The first group of researchers led by Eli Robins and Samuel Guze at Washington University School of Medicine in St Louis, published a set of diagnostic criteria in 1972 for 16 diagnostic categories called the “Feighner Criteria” . While the development of these criteria sets were based on a review of research dta, the diagnostic thresholds and duration requirements were arrived at thought a consensus process that represented the best educated guesses of the research team. The expectation was that these diagnostic parameters were refined  by future research.

A few years later as part of the National Institute of Mental Health (NIMH) collaborative project on the psychobiology of depression, Robert Spitzer and colleagues modified the Feighner criteria and added criteria for several additional disorders and subtypes, that classification was called the Research Diagnostic Classification (RDC) (Spitzer et al, 1978). 

These criteria formed the starting point for the DSM-III criteria. 

However, because DSM-III endeavored to have criteria sets available for each and every disorder  the DSM-II Committee were given the charge to develop criteria set de novo. As a result the DSM-III-R which was published in 1987.

DSM-IV , starting with the DSM-IV revision process the DSM development process shifted from an exclusive reliance on expert consensus to a process more firmly based on a comprehensive review of the empirical literature.

The requirement that decisions have empirical support ensured that everyone was working from a common and consensually accepted database.

The first stahe consisted of comprehensive and systematic reviews of the published literature. Each work group identified which questions were more pertinent regarding each diagnosis. The 150 literature reviews resulted in specific recommendations presented in the DSM-IV Options book (American Psychiatric Association, 1991).

The literature review revealed that there were a umber of diagnostic questions of considerable importance for which there were  very few answer avalable in the literature. Fortunately, for many of these questions data had been collected by variuous investigators but had not been analized or reported. A method of data reanalysis wasdevised to allow the work groups to bnefit from these information.

Twelve issue-focused trials were conducted under the auspices of the DSM-IV and sponsored by the NIMH with the National Institute of Drug Abuse (NIDA) and the Nationla Institute of Alcohol Abuse (NIAAA).

The field trials were intended to give the DSM-IV work groups the chance to test the advantages and disadvantages of the different criteria sets that were considered for inclusion in the DSM-IV. The alternatives tested included the criteria sets presented in DSM-III, DSM-III-R and ICD-10 and new criteris items that were recommended by the work groups based on their literature review and data reanalyses.

One important aspect of the DSM-IV revision was its openess to outside review . Every attempt was made to solicit input from interested individuals and organozations.

After the publication of DSM-IV in 1994 the entire 3 stages process was documented in a four volume DSM-IV sourcebbok that also documents the Work Groups rationale for making changes (Widiger et al 1994, 1996, 1997, 1998).

IV THE INTERNATIONAL CLASSIFICATION OF DISEASES (ICD) 

ICD has been designed  by the World Health Organization (WHO)  to promote international comparability in the collection, processing, classification, and presentation of mortality. Is the classification used to code and classify mortality data from death certificates. 

This includes providing a format for reporting causes of death on the death certificate. The reported conditions are then translated into medical codes through use of the classification structure and the selection and modification rules contained in the applicable revision of the ICD, published by the World Health Organization (WHO). These coding rules improve the usefulness of mortality statistics by giving preference to certain categories, by consolidating conditions, and by systematically selecting a single cause of death from a reported sequence of conditions. 

The single selected cause for tabulation is called the underlying cause of death, and the other reported causes are the nonunderlying causes of death. The combination of underlying and nonunderlying causes is the multiple causes of death.

The Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems is the latest in a series that was formalized in 1893 as the Bertillon Classification or International List of Causes of Death. 

The ICD has been periodically reviewed to incorporate changes in the medical field. The Tenth Revision (ICD-10) differs from the Ninth Revision (ICD-9) in several ways although the overall content is similar: 

First, ICD-10 is printed in a three-volume set compared with ICD-9's two-volume set. 

Second, ICD-10 has alphanumeric categories rather than numeric categories. 

Third, some chapters have been rearranged, some titles have changed, and conditions have been regrouped. 

Fourth, ICD-10 has almost twice as many categories as ICD-9. Fifth, some fairly minor changes have been made in the coding rules for mortality.

The ICD-10 consists of:

Volume 1 Tabular List (Tabular lists containing cause-of-death titles and codes and Inclusion and exclusion terms for cause-of-death titles)


The first volume, which runs well over 1,000 pages, contains the classification at the three- and four-character levels, the classification of the morphology of neoplasms, special tabulation lists for mortality and morbidity, definitions, and the nomenclature regulations. The volume also reproduces the report of the International Conference for the Tenth Revision, which indicates the many complex considerations behind the revisions. 

Volume 2  - Instruction Manual      ( Manual   that   contains  the  description,   guidelines,   and coding rules) 
The second volume consolidates notes on certification and classification formerly included in Volume 1, supplemented by a great deal of new background information, instructions, and guidelines for users of the tabular list. Historical information about the development of the classification, which dates back to 1893, is also included. 

Volume 3 - Alphabetical Index (an alphabetical index to diseases and nature of injury, external causes of injury, table of drugs and chemicals) 

The final volume presents the detailed alphabetical index. Expanded introductory material is complemented by practical advice on how to make the best use of the index. To facilitate efficient coding, the index includes numerous diagnostic terms commonly used as synonyms for the terms officially accepted for use in the classification. 

The International Classification of Diseases, Clinical Modification (ICD-10-CM) is used to code and classify morbidity data from the inpatient and outpatient records, physician offices, and most National Center for Health Statistics (NCHS) surveys. 

The National Center for Health Statistics (NCHS), the Federal agency responsible for use of the International Statistical Classification of Diseases and Related Health Problems, 10th revision (ICD-10) in the United States, has developed a clinical modification of the classification for morbidity purposes. The ICD-10 is used to code and classify mortality data from death certificates, having replaced ICD-9 for this purpose as of January 1, 1999. ICD-10-CM is planned as the replacement for ICD-9-CM, volumes 1 and 2.

The ICD-10 is copyrighted by the World Health Organization which owns and publishes the classification. WHO has authorized the development of an adaptation of ICD-10 for use in the United States for U.S. government purposes. As agreed, all modifications to the ICD-10 must conform to WHO conventions for the ICD. Except in rare instances, no modifications have been made to existing three-digit categories and four-digit codes, with the exception of title changes that did not change the meaning of the category or code.

ICD-10-CM was developed following a thorough evaluation by a Technical Advisory Panel and extensive additional consultation with physician groups, clinical coders, and others to assure clinical accuracy and utility. We believe the clinical modification represents a significant improvement over ICD-9-CM and ICD-10. The current draft of ICD-10-CM contains a significant increase in codes over ICD-10 and ICD-9-CM.

Notable improvements in the content and format include: the addition of information relevant to ambulatory and managed care encounters; expanded injury codes; the creation of combination diagnosis/symptom codes to reduce the number of codes needed to fully describe a condition; the addition of a sixth character; incorporation of common 4th and 5th digit subclassifications; laterality; and greater specificity in code assignment. The new structure will allow further expansion than was possible with ICD-9-CM.
.

V. THE NATIONAL COMORBIDITY SURVEY (NCS)

The National Comorbidity Survey (NCS) was a collaborative epidemiologic investigation designed to study the prevalence and correlates of DSM III-R disorders and patterns and correlates of service utilization for these disorders. 

It was the first nationally representative mental health survey in the U.S. to use a fully structured research diagnostic interview.

The National Comorbidity Survey (NCS)  was a modification of the Composite International Diagnostic Interview (CIDI), a state of the art structured disgnostic interview based on the DIS.

Diagnoses that were known to be low in the ECA (eg obssesive-compulsive disorder, somatization disorder) were deleted.

CIDI was also modified  based on extensive pilot tests (Kessler et al, 1998c, 1999b). The most important of these modifications involved the diagnostic stem questions. Almost all CIDI diagnostic sections begin with a small number of questions that assess core features of the disorder. If these questions are asked positevely, the respondent is asked a detailed series of follow-up questions about the disorder. If the stem questions are answered negatively the respondent is skipped to the next section. 

The NCS pilot work showed clearly that respondents quickly catch on to this stem-branch logic and sometimes deny stem questions in order to get through the interview more quickly. That problen was addressed in the NCS by moving the diagnostic stem questions for all disorders into a separate lifetime review section that was administered before any other section of the CIDI. A field experiment that randomized pilot test respondents to receive the CIDI either with or without this lifetime review section showed that use of this section resulted in a statistically significant increase in the estimated prevalences of the most of the DSM-III-R disorders. A separate clinical validity. A separate clinical validity study showed that this increase was due to a decrease in false-negative diagnostic evaluations rather than to an increase in false-positives (Kessler et al, 1998c).

Another NCS innovation was the use of a two phase clinical reinterview for non-affective psychsise which is diagnised with low reliability and validity in structured interviews like the CIDI.

Given the public healh importance of the nonaffective psychosis, the NCS included clinical reinterviews with respondents who reported any evidence of schizophrenia or other nonaffective psychoses. These reinterviews were applied by experienced clinician using an adapted version of the Structured Clinical Interview for DSM-II R (SCID, Spitzer, 1992) an instrument with demonstrated reliability in the diagnoses of schizophrenia (Williams et al 1992).

A final NCS innovation was the systematic evaluation of the relationship between survey nonresponse and diagnoses. Analysis of response bias showed that failure to adjust for differential nonresponse led most importantly to an underestimation of the prevalence of anxiety disorders (Kessler et al 1995b). This occurred because anxious people were more reluctant than other people to allow a stranger into their homes, while they were willing to complete the screening once the option of telephone administration was offered.

The baseline NCS, fielded from the Fall of 1990 to the Spring of 1992, 
The baseline NCS respondents are being reinterviewed in 2001-02 (NCS-2) to study patterns and predictors of the course of mental and substance use disorders and to evaluate the effects of primary mental disorders in predicting the onset and course of secondary substance disorders. 

The survey was carried out in the early 1990s with a household sample of over 8,000 respondents. Subsamples of the original respondents completed the NCS Part II survey and Tobacco Use Supplement. Diagnoses were based on a modified version of the Composite International Diagnostic Interview (the UM-CIDI), which was developed at the University of Michigan for the NCS. Drugs covered by this survey include alcohol, tobacco, sedatives, stimulants, tranquilizers, analgesics, inhalants, marijuana/hashish, cocaine, hallucinogens, heroin, nonmedical use of prescription drugs, and polysubstance use. Other items include demographic characteristics, personal and family history of substance use and abuse, substance abuse treatment, data on drug use including recency, frequency, and age at first use, problems resulting from the use of drugs, personal and family history of psychiatric problems, mental health treatment, symptoms of psychiatric disorders, mental health status, HIV risk behaviors, and physical health status.In conjunction with this, an NCS Replication survey (NCS-R) is being carried out in a new national sample of 10,000 respondents. The goals of NCS-R are to study trends in a wide range of variables assessed in the baseline NCS and to obtain more information about a number of topics either not covered in the baseline NCS or covered in less depth than we currently desire. A survey of 10,000 adolescents (NCS-A) is being carried out in parallel with the NCS-R and NCS-2 surveys. The goal of NCS-A is to produce nationally representative data on the prevalences and correlates of mental disorders among youth. NCS-R and NCS-A, finally, are being replicated in a number of countries around the world. Centralized cross-national analysis of these surveys is being carried out by the NCS data analysis team under the auspices of the World Health Organization (WHO) World Mental Health 2000 (WMH2000) Initiative. 

This study was sponsored by National Institute of Mental Health, National Institute on Drug Abuse, and W.T. Grant Foundation.

In conjunction with this, an NCS Replication survey (NCS-R) is being carried out in a new national sample of 10,000 respondents. The goals of NCS-R are to study trends in a wide range of variables assessed in the baseline NCS and to obtain more information about a number of topics either not covered in the baseline NCS or covered in less depth than we currently desire. A survey of 10,000 adolescents (NCS-A) is being carried out in parallel with the NCS-R and NCS-2 surveys. The goal of NCS-A is to produce nationally representative data on the prevalences and correlates of mental disorders among youth. NCS-R and NCS-A, finally, are being replicated in a number of countries around the world. Centralized cross-national analysis of these surveys is being carried out by the NCS data analysis team under the auspices of the World Health Organization (WHO) World Mental Health 2000 (WMH2000) Initiative. 

 Principal Investigator of the study:  Kessler, Ronald C.

Sampling Stratified, multistage area probability sample. The inclusion of respondents as young as 15 years, compared with the 18-year-old lower age limit found in most general population surveys, was based on an interest in minimizing recall bias of early-onset disorders. 

The exclusion of respondents aged older than 54 years was based on evidence from the Epidemiologic Catchment Area Study that active comorbidity between substance use disorders and nonsubstance psychiatric disorders is much lower among persons older than 54 years than among those aged 54 years and younger. The Part II NCS survey was administered to a subsample of 5,877 respondents. The Tobacco Use Supplement was completed by a subsample of 4,414 respondents. The NCS also includes a supplemental sample of students living in campus group housing and a nonrespondent survey. The response rate was 82.6 percent.

 Universe: Persons aged 15 to 54 years in the noninstitutionalized civilian population in the 48 coterminous United States.

Kessler, R.C. "The National Comorbidity Survey of the United States." INTERNATIONAL REVIEW OF PSYCHIATRY 6 (1994), 365-376.

Kessler, Ronald C. NATIONAL COMORBIDITY SURVEY, 1990-1992 [Computer file]. Conducted by University of Michigan, Survey Research Center. 2nd ICPSR ed. Ann Arbor, MI: Inter-university Consortium for Political and Social Research [producer and distributor], 2002

5. 1  ABSTRACTS (NCS Main findings)

Authors Kessler RC. Zhao S. Blazer DG. Swartz M.

Institution Department of Health Care Policy, Harvard Medical School, Boston, MA 02114, USA.Title Prevalence, correlates, and course of minor depression and major depression in the National Comorbidity Survey.

Source Journal of Affective Disorders. 45(1-2):19-30, 1997 Aug.

Abstract Data from the National Comorbidity Survey are used to study the lifetime prevalences, correlates, course and impairments associated with minor depression (mD), major depression 5-6 symptoms (MD 5-6), and major depression with seven or more symptoms (MD 7-9) in an effort to determine whether mD is on a continuum with MD. There is a monotonic increase in average number of episodes, average length of longest episode, impairment, comorbidity, and parental history of psychiatric disorders as we go from mD to Md 5-6 to MD 7-9. In most of these cases, though, the differences between mD and MD 5-6 are no longer than the differences between MD 5-6 and MD 7-9, arguing for continuity between mD and MD. Coupled with the finding from earlier studies that subclinical depression is a significant risk factor for major depression, these results argue that minor depression is a variant of depressive disorder that should be considered seriously both as a target for preventive intervention and for treatment. The paper closes with suggestions regarding the analysis of mD subtypes in future longitudinal studies.

Authors Blazer DG, Kessler RC, Swartz MS

Title Epidemiology of recurrent major and minor depression with a seasonal pattern. The National Comorbidity Survey

Source British Journal of Psychiatry 1998; 172:164-167

Abstract

BACKGROUND: Previous estimates of the prevalence of seasonal affective disorder (SAD) in community samples have been in the range 2-10%, using methods not derived from DSM algorithms. We report the first community-based study to estimate major and minor depression with a seasonal pattern in a community-based sample using a diagnostic instrument derived from DSM-III-R. METHOD: A modified version of the Composite International Diagnostic Interview was administered to 8098 subjects in the 48 coterminous states of the USA (the National Comorbidity Survey) to assess the prevalence of major and minor depression with a seasonal pattern. RESULTS: The lifetime prevalence of major depression with a seasonal pattern was 0.4%, and the prevalence of major or minor depression with a seasonal pattern was 1.0%. Among respondents with major depression, male gender and older age were associated with a higher prevalence with a seasonal pattern. CONCLUSIONS: Prevalence estimates of major and minor depression with a seasonal pattern are much lower than those found in previous studies of SAD in the community, probably due to the approach to diagnosis used in the present study, which more accurately represents DSM-III-R criteria for major depression with a seasonal pattern. The distribution of the disorder is similar to that found in previous studies except for the higher prevalence among males. 

Authors Kendler KS. Davis CG. Kessler RC.

Institution Virginia Institute for Psychiatric and Behavioural Genetics, Medical College of Virginia/Virginia Commonwealth University, Richmond 23298-0126, USA.Title The familial aggregation of common psychiatric and substance use disorders in the National Comorbidity Survey: a family history study.

Source British Journal of Psychiatry. 170:541-8, 1997 Jun.

Abstract BACKGROUND: Most family studies of psychiatric disorders examine one syndrome at a time, and identify probands in clinical rather than epidemiological settings. METHOD: In the National Comorbidity Survey, 5877 respondents were asked about the history of five psychiatric disorders in their parents: major depression (MD), generalised anxiety disorder (GAD), antisocial personality disorder (ASP), alcohol abuse/dependence (AAD) and drug abuse/dependence (DAD). RESULTS: Significant familial aggregation was seen for all disorders. Controlling for other disorders produced only modest reductions in the odds ratios for MD, GAD and AAD and larger reductions for ASP and DAD. The familial transmission of these disorders can be explained by underlying vulnerabilities to internalising and to externalising disorders transmitted across generations with moderate fidelity. CONCLUSIONS: Familial aggregation of common psychiatric and substance use disorders is substantial in epidemiologic samples. The examined environmental adversities account for little of the observed parent-offspring transmission of these conditions.

Authors Nelson CB, Heath AC, Kessler RC

Title Temporal progression of alcohol dependence symptoms in the U.S. household population: results from the National Comorbidity Survey

Source Journal of Consulting & Clinical Psychology 1998; 66:474-483

Abstract General population data are presented on patterns and predictors of temporal progression of alcohol dependence symptoms in the general population. The data come from the National Comorbidity Survey, a nationally representative general population survey of respondents ages 15-54. Lifetime symptom classes were estimated with latent class analysis (LCA). A 4-class LCA solution, including a 1st asymptomatic class and 3 progressively more serious symptomatic classes, was found to fit the data. Probability of initial symptom onset among drinkers was found to be highest in the 10-24 age range, to be higher among men than women, and to have increased dramatically in the past 4 decades. Age, gender, and cohort effects were less powerful in predicting symptom progression. A narrowing of the gender difference over time was due largely to a convergence in initial symptom onset among men and women ages 10-24. These results suggest that a rise in initial problems was more important than an increase in the transition from problems to dependence in accounting for the growing prevalence of alcohol dependence during the post-World War II years in the United States. 

Authors
Kessler RC. Davis CG. Kendler KS.

Institution
Department of Health Care Policy, Harvard Medical School, Boston, MA 02115, USA. 

Title
Childhood adversity and adult psychiatric disorder in the US National Comorbidity Survey.

Source
Psychological Medicine. 27(5):1101-19, 1997 Sep.

Abstract
BACKGROUND: Survey data are presented on the associations between retrospectively reported childhood adversities and subsequent onset and persistence of DSM-III-R disorders. METHODS: Data come from the US National Comorbidity Survey, a large survey of the US household population. RESULTS: Twenty-six adversities were considered, including loss events (e.g. parental divorce), parental psychopathologies (e.g. maternal depression), interpersonal traumas (e.g. rape) and other adversities (e.g. natural disaster). These adversities were consistently associated with onset, but not persistence, of DSM-III-R mood disorders, anxiety disorders, addictive disorders and acting out disorders. Most bivariate associations with onset attenuated in models that controlled for clustering of adversities and for lifetime co-morbidities among psychiatric disorders. Multivariate effects of adversities in logistic models were additive, which means that they have multiplicative effects on probability of disorder onset. Adversities showed little specificity. An analysis of time decay showed that the effects of childhood adversities on disorder onset persist beyond childhood. CONCLUSIONS: The existence of strong clustering among childhood adversities and lifetime co-morbidity among adult disorders means that caution is needed in interpreting the results of previous single-adversity single-disorder studies as documenting unique effects of specific childhood adversities on specific adult disorders. Future studies need to assess a broader range of adversities and disorders and to explore the existence and effects of commonly occurring adversity clusters. Replication is needed to verify that the effects of childhood adversities are mostly on first onset rather than on the creation of vulnerabilities that lead to increased risk of persistence.

VI. THE EPIDEMIOLOGICAL CATCHMENT AREA (ECA)  AND THE  

      DIAGNOSTIC INTERVIEW SCHEDULE (DIS ) 

6.1 HISTORY AND SCOPE OF THE DIS 

Development of the National Institute of Mental Health Diagnostic Interview Schedule (DIS) began in 1978 at the request of the National Institute of Mental Health (NIMH). The NIMH Division of Biometry and Epidemiology was beginning to organize its Epidemiological Catchment Area (ECA) Program and needed a comprehensive diagnostic instrument for a large scale, multi-center epidemiological study which could be administered either by lay interviewers or by clinicians.

A major goal of the ECA program was to conduct surveys with adults in various parts of the United States that would, for the first time, provide the prevalence and incidence of specific psychiatric disorders in the general population. Since many psychiatric disorders are rare, large samples were required to provide accurate estimates. Large samples, in turn, meant relying on lay interviewers.

Because the Diagnostic and Statistical Manual, Third edition (DSM-III), published by the American Psychiatric Association in 1980, was to be the official diagnostic system for the country, DSM-III criteria were to be at least one of the bases for these prevalence counts. While there would be no attempt to cover all DSM-III diagnoses, as many of the major diagnoses should be covered as could be handled in a one-hour interview.

To make the selected DSM-III diagnoses, a diagnostic interview had to be able to identify on an historical (lifetime) basis the presence and clinical significance of all symptoms in the DSM-III criteria, the frequency and severity of symptoms, their temporal clustering, whether symptoms occurred in the absence of circumstances under which they would be part of a normal emotional response, whether symptoms occurred in the absence of physical illnesses or conditions which could account for them, and the presence of other psychiatric disorders which might preempt the disorder of interest. None of the interviews used previously in surveys of the general population performed all these tasks in a standard replicable fashion. The NIMH staff reviewed four existing interview instruments - Present State Examination (PSE), Psychiatric Epidemiological Research Interview (PERI), Schedule for Affective Disorders and Schizophrenia (SADS), and Renard Diagnostic Instrument (RDI) - and then met with their authors and users to determine which, if any, of the instruments would be applicable to the ECA project.

The RDI came closest to meeting the specifications for the new instrument, although it did not, of course, cover all the criteria in DSM-III, which was still in draft at that time. The RDI had been written to operationalize the Washington University Department of Psychiatry interview which was a list of symptoms serving the Feighner criteria, criteria developed at Washington University to make 14 major psychiatric diagnoses. Operationalizing these symptoms with explicit questions was facilitated by the participation of experienced psychiatrists in the Department and transcriptions of their recorded uses of the Departmental interview. The developers of the RDI were given primary responsibility for developing the new instrument. They preserved specific questions and probes from the RDI and its coding scheme, while adapting it to make distinctions between current and past diagnoses and to add questions needed to make diagnoses according to RDC and DSM-III criteria. This was not difficult because of the strong resemblances among the three diagnostic systems. The RDC criteria were elaborated from the Feighner criteria, and DSM-III was based largely on RDC criteria. The first version of the DIS was the result of these adaptations and modifications of the RDI. The second version, DIS-II, was a revision produced when the authors of the Research Diagnostic Criteria from Columbia University, who were also leading the construction of DSM-III, became co-authors.

The DIS integrates two traditions in psychiatric epidemiology: it resembles the Home Interview Survey (HIS), Health Opinion Survey (HOS), and PERI in that it requires relatively little judgment from the interviewer by specifying each question to be asked. Like the SADS, PSE, and other clinical psychiatric interviews, it emphasizes distinguishing significant symptoms from the ordinary worries and concerns of daily life by setting requirements for clinical significance, and it distinguishes psychiatric symptoms from symptoms caused by physical illness or the side effects of drugs or alcohol.

The DIS was unique at the time it was developed, however, in making diagnoses without requiring clinical personnel for either interviewing or scoring responses. Its questions can be asked and coded by lay interviewers according to clearly stated rules. The coded responses are entered directly into a computer where the diagnosis is made according to the explicit rules in the diagnostic systems served.

6.2 The DIS Tradition
The DIS interview for which this manual provides instruction is Version IV. It preserves many of the original features of the DIS, but it also adds new features. 

a. Preserved Features

DIS-IV, like earlier versions of the DIS, has the following assets:

It is economical to use because it does not require clinically experienced examiners to administer the interview or to make diagnoses.

Because it covers all necessary symptoms, it is self-contained, requiring neither follow-up examination with a more detailed instrument nor hospital record data to make diagnoses.

It offers a lifetime history of symptoms. In addition, it ascertains when symptoms of a disorder first appeared and were most recently experienced, and asks whether a doctor was ever consulted about the symptoms.

With the exception of a few open-ended questions which are used by an editor to validate the interviewer's judgment but not entered into the computer, answers to the interview are completely pre-coded so that the interview can be adapted to computerization or can be keyed into the computer immediately after editing, for prompt diagnostic assessment.

Reliability of questions and diagnosis is high because questions and probes are almost entirely specified, making it possible to train interviewers to behave in very similar ways.

It is acceptable to both patients and members of the general population. Although it contains questions about sex, drinking, drug use, and police trouble, subjects rarely (less than 1%) refuse to answer any of these questions. Thus it covers psychiatrically relevant areas noticeably absent from earlier surveys because they were thought too 'embarrassing.'

To learn more about the background of the DIS and its philosophy see chapters by Lee Robins in Community Surveys of Psychiatric Disorders, edited by Myrna Weissman, Jerome Myers and Catherine Ross, Rutgers University Press, 1985 and in Epidemiological Methods in Psychiatry: The NIMH Epidemiological Catchment Area Program, edited by Lawrence Kessler and William Eaton, New York: Academic Press, 1985.

b. Evolution of the DIS
The first formal studies using the DIS employed Version II. Translation into other languages began almost immediately. Version II was used in a follow-up study of alcoholic patients in France (Babor), in clinical studies in Toronto (Stancer), and in a survey in Taiwan (Hwu). Yale, the first ECA project funded, used it in its first wave.

When DSM-III appeared in print in 1980, some changes in the criteria from the previous draft versions had to be accommodated by the DIS. Making these changes and benefiting from use of Version II in the field led to a revision called Version III.

The validity of Version III was evaluated by comparing its results in the hands of a lay interviewer with its results in the hands of a psychiatrist and with the same psychiatrist's clinical judgment after adding a free question period (Robins LN, Helzer JE, Croughan J, Ratcliff KS: The NIMH Diagnostic Interview Schedule, its history, characteristics, and validity: Arch Gen Psychiatry 38:381-89, 1981; Robins LN, Helzer JE, Ratcliff KS, Seyfried W: Validity of the Diagnostic Interview Schedule, Version II: DSM-III diagnoses, Psychological Medicine 12:855-879, 1982).

Version III was to be the standard form used in both the first and second waves by the four ECA sites other than Yale and by Yale in its second and third waves. However, only St. Louis used the complete interview in its original form. Other sites dropped some diagnostic sections, such as pathological gambling, homosexuality, transsexualism, psychosexual dysfunction, tobacco use disorder, and also dropped a few of the questions used in the diagnosis of antisocial personality. Three sites added recency probes for each positive symptom, instead of the standard method of ascertaining recency only for the last symptom of a particular diagnosis.

Every ECA site did some evaluation of the validity of the DIS Version III in the general population. The Washington University evaluation results appear in J.E. Helzer et al, Archives of General Psychiatry, July, 1985.

Version III-A of the Diagnostic Interview Schedule, an update of DIS-III, added the diagnoses of Generalized Anxiety, Post-Traumatic Stress, and Bulimia. It also included minor modifications of some Version III questions.

Version DIS-III-R, necessitated by the publication of DSM-III-R, added questions needed to serve DSM-III-R criteria. It also added the diagnoses of Melancholic Depressive Episode, Somatoform Pain Syndrome, PCP Abuse and Dependence, and Inhalant Abuse and Dependence. Onset and recency was also ascertained for each positive symptom. Finally, a label was provided in the left margin. This label showed for each diagnostic question which diagnoses the question served in which diagnostic systems. This allowed researchers or clinicians to judge how well questions served the criteria in the Diagnostic Manuals.

6.3 DIS-IV INNOVATIONS 

The DIS-IV version was necessitated by the publication of DSM-IV. The occasion of the revision has allowed implementation of many ideas that emerged in the course of field experience, both in the Epidemiological Catchment Area study and through the use of the DIS by a large number of researchers in many settings, cultures, and languages. The design of the revision has also profited from experience with the field trials and studies using the Composite International Diagnostic Interview (CIDI), which was originally based on the DIS and uses the same strategies, and from the development and implementation of the CIDI Substance Abuse Module. It has profited from the AUDADIS and from work on the Diagnostic Interview Schedule for Children (DISC). Most of all, it has profited from the advice and criticisms of the DIS's many users.

All questions have been reconsidered in terms of how closely they served DSM-IV criteria, and refashioned where necessary to improve understandability and translatability for use in other countries and in culturally diverse sub-populations of the U.S. 

The study.

The initial findings:

Five community surveys were funded from 1980-1984 and the DIS was used to identify paraticipants who met criteria for specific DSM disorders . A total of 18751 persons were interviewed including a total of 5702 persons 65 or older.

Some of the results are as follows:

For all disorders, with the exception of severe cognitive impairment, the prevalence was lowest among those 65 or older compared to younger adults. With the exception of alcohol and drug use and dependence, the prevalence of all disorders was higher in women. A total of 12.3%  of those 65 or older had one or more DIS disorder within the month prior to interview.

The ECA study was the first to provide epidemiologic findings based on the DSM for drug dependence as implemented bt the Diagnostic Interview Schedule (DIS) (Robins etal, Anthony and Helzer, 1991).

According to results from population surveys in the five ECA sites cocaine was nonexistent among American adults in the early 1980s. By comparison findings from the NCS showed an estimated 2.7% of American aged 15-54 qualified as currently active or former cases of cocaine dependence. While it is plausible that the prevalence pf coacine dependence actually increased between 1985 and 1990, concurrent with declines in the recent American epidemic of cocaine experimentation, this difference in findings from the two surveys is attributable entrely to a change in the drug dependence case definitions. The DSM-III did not include a category of cocaine dependence and this by itself explain why no cases were detected or reported in the ECA survey.

The prevalence od DSM major depression  was higher  in younger ages than in those 65 years or older  (18-24: 2.2%), 25-44 (3%) , 45-64 (2.7%), 65 or more (0.7%). The finding that the prevalence of depression was lower in older adults was surprising since elders were thought to have more risk factors such as loss of roles and reduced income through retirement. Methodological aarguments include the suggestion that elders tend to report less depressive symptoms or to report depressive symptoms in somatic terms or in a way that makes it difficult to fit into the criteria for major depression. (Blazer, 1989, Henderson, 1994).

Also this study has reported much higher rates of violent behavior among individuals with severe mental illness living in the community compared to other community residents. For example, individuals with schizophrenia were 21 times more likely to have used a weapon in a fight. 

In a more recent analysis of data from the ECA study the authors noted that "mentally ill individuals with no treatment contact in the past 6 months had significantly higher odds of violence in the long term…moderate levels of agitation and psychoticism increase the risk of violence." They then conclude: "This would seem to provide a strong argument for providing more interventions targeted specifically to persons with combined mental illness and addictive disorders who are likely not to comply voluntarily with conventional outpatient therapies." 

VII The Minimental State Exam (Folsten et al, 1975)

The MMSE is a brief, quantitative measure of cognitive status in adults. It can be used to screen for cognitive impairment, to estimate the severity of cognitive impairment at a given point in time, to follow the course of cognitive changes in an individual over time, and to document an individual’s response to treatment.

The standard MMSE now used is based on its original 1975 conceptualization, with minor subsequent modifications by the authors. The MMSE has demonstrated validity and reliability in psychiatric, neurologic, geriatric, and other medical populations. The convenient new “all-in-one” test form includes a detachable sheet with stimuli for the Comprehension, Reading, Writing, and Drawing tasks. The form also includes alternative item substitutions for administration in special circumstances.

History

Examination of the mental state is essential in evaluating psychiatric patients. Many investigators have added quantitative assessment of cognitive performance to the standard examination, and have documented reliability and validity of the several "clinical tests of the sensorium". The available batteries are lengthy. For example, Withers and Hinton;s test includes 33 questions and requires about 30 min to administer and score. The standard WAIS requires even more time. However, elderly patients, particularly those with delirium or dementia syndromes, cooperate well only for short periods.4 

Therefore,  a simplified, scored form of the cognitive mental status examination was devised, the "Mini-Mental State" (MMS) which includes eleven questions, requires only 5-10 min to administer, and is therefore practical to use serially and routinely. It is "mini" because it concentrates only on the cognitive aspects of mental functions, and excludes questions concerning mood, abnormal mental experiences and the form of thinking. But within the cognitive realm it is thorough.
It was devised for the serial testing of the cognitive mental state in patients on a neurogeriatric ward, as well as for consecutive admission to a hospital. It was found to be quick, easy to use, and acceptable to patients and testers.
In an effort of standardization of the test conducted by Marshal F. Folstein, Susan E. Folstein and Paul R. McHugh in the Dept. of Psychiatry, The Johns Hopkins Hospital and  supported in part by the general research funds, University of Oregon, Health Sciences Division the results were as follows:

When given to 60 patients with dementia, depression with cognitive impairment, and depression (Sample A), the test proved to be valid and reliable. It was able to separate the three diagnostic groups, it reflected clinical cognitive change, it did not change in patients thought to be cognitively stable, and it was correlated with the WAIS scores. Standardization of the test by administration to 63 normal elderly subjects and 137 patients (Sample B) indicated that the score of 20 or less was found essentially only in patients with dementia,. delerium, schizophrenia or affective disorder and not in normal elderly people or in patients with a primary diagnosis of neurosis and personality disorder. The Mini-Mental Status was useful in quantitatively estimating the severity of cognitive impairment, in serially documenting cognitive change, and in teaching residents a method of cognitive assessment.
Main Features of te MMSE:

· Is a brief, standardized measure of mental status. It takes about 10 minutes to administer.

· It is not diagnostic, but is sensitive and specific for dementia and delirium among hospitalized patients on a general medicine unit. 

· It is reliable; it gives similar results time after time and among different examiners. 

· It quantifies cognitive ability, is sensitive to changes over time, and can be used to track patients. 

· It provides a standardized context in which to assess, report, and discuss changes in cognition. 

· The accuracy of the MMSE is questionable if the patient has less than an 8th grade education or is not fluent in English. 

Administration and Scoring

Tell the patient, "I am going to test your memory. There are no time limits, take all the time you need." You may give support and encouragement during the exam but not prompting or cues.

Orientation

Ask the patient the date. Probe if necessary (what day of the week is it? what is the date? what is the month? year? season?) Give one point for each correct answer; maximum 5 points. Do the same for orientation to place (state, county, city, hospital, floor). If the exam is being administered in the patient's home or other non-institutional setting you may substitute street address for facility name. Maximum score is 5 points.

Registration

Tell the patient, "I am going to say three words and I want you to repeat them after me. Please try to remember these words because I will ask you again in a few minutes." The three words should be nouns describing concrete objects (e.g., apple, penny, string) that are not usually associated with one another. Give one point for each word that is repeated correctly on the first try. If the patient does not say all three items correctly, repeat the three words up to three times. Record the number of trials need for the patient to learn the three words.

Concentration

Ask the patient to start with 100 and subtract 7, subtract 7 from the answer and to keep going until told to stop. Record 5 responses. A correct response is one that is 7 less than the previous response. Ask the patient to spell the word WORLD backwards. Spell the word WORLD forward for the patient -- this is not a spelling test. Give one point for every letter in correct order. (examples: DLROW = 5, D_ROW = 4, DLORW = 3). The concentration score is the best response, either the score from the "serial sevens" or "world backward"; maximum score is 5.

Short Term Memory

Ask the patient to tell you the three words given earlier. Score one point for each word recalled.

Language

Naming objects 

Show the patient a pencil and ask "what is this?" Repeat with a watch. Score one point for each correct response, no points for a round-about answer. 

Repetitions 

Ask the patient to repeat the phrase "no ifs, ands or buts". Score one point if correct on the first try. 

Three stage command 

"Take this piece of paper in your right hand, fold it in half, and put it on the floor." Give all three commands before offering the paper. Do not prompt. Score one point for each stage of the command completed correctly. 

Reading 

Show the patient the words CLOSE YOUR EYES. (This is printed on the card in the back of the manual, or you may print it on a piece of paper.) Ask the patient to read the instructions and do as it says. Score one point for a correct response. 

Writing 

Provide a piece of plain paper and a pencil, ask the patient to write a sentence. If the patient hesitates, you may tell the patient the sentence may be about anything at all. Score one point if the sentence has a subject and a verb and make sense regardless of spelling and grammatical errors. 

Visuospatial

Show the patient a drawing of two intersecting pentagons. (The figure is shown on the card, or you may draw it on a piece of paper.) The intersecting pentagons form a four sided figure. All ten angles and the two intersections should be preserved. Score one point for a correctly drawn figure disregarding shaky lines or rotation of the figure.

Scoring

The following scoring pattern reflects a convention; the MMSE is not diagnostic.

· Further evaluation or investigation is necessary to determine the reason for a low score. 

· Record the patient's level of consciousness. Delirium as well as dementia and pseudodementia (depression-related cognitive impairment), may result in a low MMSE score (see Delirium, pp. 37-40). 

· If functional ability is retained despite a low MMSE score, look for educational or sensory deficits. 

· If cognitive impairment is suspected despite a MMSE score within normal limits, you may refer the patient for more extensive neuropsychological testing. 

24 to 30= within normal limits

18 to 23= mild to moderate cognitive impairment

0 to 17= severe cognitive impairment (it is probably unsafe for this patient to live alone)

Physically Impaired Patients

· It is very difficult to obtain a reliable MMSE when the patient has a severe hearing impairment. Patients with visual impairment and immobilized limbs are usually able to complete most of the items. 

· If the patient is unwilling to complete one or more items, give no points for the item(s) missed. If the patient has a physical disability, record the score with a comment as to why the patient could not complete some items, (e.g. "17/30; couldn't write, draw or fold--arm in a sling"). Evaluate other deficits as you would in any other patient. 
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