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Abstract

Background: The present study investigated the interrater
reliability of the diagnoses of schizophrenia (SCH), schizoaf-
fective disorder (SAD), bipolar disorder (BPD) and unipolar
depression (UPD) according to both DSM-IV and ICD-10, as
well as the diagnostic congruence between the two classi-
ficatory systems. Sampling and Methods: Using the Com-
posite International Diagnostic Interview, two trained psy-
chiatrists simultaneously evaluated 100 inpatients and in-
dependentlyassessedthe psychiatricdiagnoses.The Cohen'’s
kappa coefficient was employed to estimate interrater reli-
ability and diagnostic congruence between DSM-IV and ICD-
10. Results: SCH was more frequent according to ICD-10 than
DSM-IV criteria. Considering both diagnostic systems, all the
four nosological categories, but ICD-10 SAD and DSM-IV
UPD, were associated with interrater reliability coefficients
above 0.50. The coefficient of the diagnostic congruence be-
tween DSM-IV and ICD-10 was inferior to 0.50 only for SAD.
BPD was associated with the highest degrees of both inter-
rater reliability and diagnostic congruence. Conclusions:

The lack of an item excluding the occurrence of an affective
syndrome among ICD-10 diagnostic criteria for SCH can ac-
count for: the larger frequency of SCH according to ICD-10
than DSM-1V; the unsatisfactory interrater reliability for the
diagnosis of ICD-10 SAD, and the low diagnostic congruence
for SAD. Copyright © 2009 S. Karger AG, Basel

Introduction

The adoption of descriptive and operational criteria
from the modern classification systems has led to an im-
provement of diagnostic reliability [1]. However, it is pos-
sible that the same nosological category could be associ-
ated with different degrees of agreement among clini-
cians when different diagnostic criteria are applied. For
example, a study [2] reported that schizoaffective disor-
der diagnosis based on DSM-III-R criteria [3] hasled to a
very low interrater agreement when compared to schizo-
affective disorder diagnosis based on ICD-10 [4]. More-
over, within the same classification system, different
nosological categories may be associated with different
degrees of diagnostic agreement. For instance, some
test-retest reliability studies [5-7], which utilized DSM-
III-R or DSM-1V [8] criteria, found significantly lower
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agreement coefficients for the diagnosis of schizoaffec-
tive disorder in comparison with schizophrenia or mood
disorders. In another test-retest reliability study [9], bipo-
lar disorder diagnosis was associated with a higher reli-
ability than schizophrenia, schizoaffective disorder and
unipolar depression.

The existence of different classification systems may
also have led to diagnostic divergence. There are some
important differences between DSM-IV and ICD-10 rela-
tive to diagnostic criteria. For example, a patient with an
affective syndrome and, at the same time, a Schneiderian
first-rank symptom, can receive a diagnosis of mood
disorder based on DSM-IV criteria and a diagnosis of
schizoaffective disorder based on ICD-10 criteria [10]. In
fact, a study found a total absence of schizoaffective dis-
order diagnosis congruence between DSM-IV and ICD-
10 [11].

The present work addressed these two issues in a sin-
gle study. Two trained psychiatrists simultaneously eval-
uated 100 inpatients and independently verified if they
tulfilled the DSM-IV and ICD-10 diagnostic criteria for
each of the following nosological categories: schizophre-
nia, schizoaffective disorder, bipolar disorder and unipo-
lar depression (i.e. major depression disorder in DSM-IV;
depressive episode or recurrent depressive disorder in
ICD-10). Interrater reliability to each of these four noso-
logical categories was assessed by comparing the amount
of diagnostic agreement between the two raters within
the same classification system. Diagnostic congruence to
each of these four nosological categories was also exam-
ined by comparing the degree of agreement between
DSM-IV and ICD-10 diagnoses made by the same rater.

Methods

Subjects

Acute inpatients from Institute of Psychiatry of Federal Univer-
sity of Rio de Janeiro were randomly chosen and then invited to
participate in the present study. This short-term stay, public hos-
pital has 115 psychiatric beds. Residents, who are under senior psy-
chiatric supervision, treat these patients. The sample consisted of
100 (55 women and 45 men) patients. Average age was 40.3 years,
ranging between 19 and 69, with a standard deviation of 12.2.

Data Collection

After given informed consent, each patient was examined si-
multaneously by two independent psychiatrists of the hospital
who were unfamiliar with the case. Nine psychiatrists alternated
themselves in the interviews, with multiple pair configurations.
The two first available psychiatrists performed the co-interviews.
These clinical interviews took place in a period of one year and a
half, between 2002 and 2003.
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Fig. 1. Study design employed to compute interrater reliability
(columns) and diagnostic congruence (lines) coefficients. The
number within each cell indicates the number of diagnoses. Each
of the 100 patients was independently diagnosed by both raters
(rater 1 and rater 2) according to both diagnostic systems (DSM-
IV and ICD-10).

Mental disorders were assessed with the Composite Interna-
tional Diagnostic Interview (CIDI), lifetime version [12]. This
structured interview allows the assessment of the diagnosis ac-
cording to both DSM-IV and ICD-10. CIDI was initially devel-
oped by World Health Organization to be applied by people with-
out clinical training in epidemiological studies [13]. More recent-
ly, it has also been employed extensively in general population
surveys [14] and clinical trials [15].

Although both psychiatrists were present at each interview,
only one of them asked the CIDI questions. Both interviewers
were allowed to repeat or rephrase the CIDI questions when the
patient’s answers were not clear. During the interview, each psy-
chiatrist independently recorded his or her observations and pa-
tient’s reports. Based on these data, the psychiatrists had to assess
ifthe patient met the diagnostic criteria according to DSM-IV and
ICD-10 for the following categories: schizophrenia, schizoaffec-
tive disorder, bipolar disorder and unipolar depression.

Data Analysis

Differences between DSM-IV and ICD-10 about the frequen-
cies of each of the four diagnosis categories were statistically eval-
uated by the x? test, with a level of significance of 5%.

The Cohen’s kappa coefficient was employed to estimate both
interrater reliability and diagnostic congruence. Figure 1 presents
the study design from which coefficients were computed. The in-
terrater reliability coefficient was calculated by contrasting one
rater with the other relative to the 100 diagnoses based on DSM-
IV criteria and the 100 diagnoses based on ICD-10 criteria formu-
lated for each patient. The diagnostic congruence coefficient was
estimated by comparing DSM-1V with ICD-10 relative to the di-
agnoses made by each rater for the same patient. According to the
literature, kappa values between 0.5 and 0.7 are considered to be
fairly good. Values below 0.5 or above 0.7 indicate, respectively,
low or high degrees of agreement [16].
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Results

Table 1 depicts the frequency of each diagnostic cate-
gory according to either DSM-IV (second column) or
ICD-10 (third column) criteria and to both classificatory
systems simultaneously (last column). The numbers in
parentheses correspond to the numbers of patients whose
diagnoses were assessed by at least one and by both of the
raters, respectively.

Based on DSM-IV criteria, bipolar disorder was the
most frequent diagnosis and schizophrenia was in the
second position. However, using ICD-10 criteria, the or-
dering was the opposite. In both classificatory systems,
unipolar depression was the least common diagnosis.
Schizophrenia was more frequent when defined accord-
ing to ICD-10 than DSM-IV: 68 versus 39 diagnoses
(x* = 10.7; p < 0.005). Finally, no significant difference
was observed between the two classificatory systems in
the frequency of schizoaffective disorder (p > 0.10), bipo-
lar disorder (p > 0.10) and unipolar depression (p >
0.10).

The last column of table 1 shows the number of com-
mon diagnoses to each of the four nosological categories
achieved by both diagnostic systems. The percentage of a
DSM-1V diagnosis also detected in ICD-10 and vice ver-
sa was, respectively, 97.4 and 55.9% for schizophrenia,
38.2 and 56.5% for schizoaffective disorder, 87.1 and
90.0% for bipolar disorder, and 52.4 and 78.6% for unipo-
lar depression.

Table 2 presents the Cohen’s kappa coefficients to
evaluate interrater reliability for DSM-IV and ICD-10
across the four nosological categories. Kappa value com-
parisons between DSM-IV and ICD-10 revealed a very
similar pattern across schizophrenia, bipolar disorder
and unipolar depression diagnoses. In contrast, ICD-10
schizoaffective disorder presented a lower interrater reli-
ability when compared to DSM-1V schizoaffective disor-
der. As it can be observed, bipolar disorder presented the
highest interrater reliability among the four nosological
categories. Schizophrenia showed intermediate values.
Unipolar depression and schizoaffective disorder pre-
sented the lowest values within DSM-IV and ICD-10, re-
spectively.

Sixteen patients received a DSM-IV unipolar depres-
sion diagnosis from at least one of the raters, but only 5
patients received this diagnosis from both raters (see ta-
ble 1). The 11 cases of disagreement between the raters
were related to four DSM-IV diagnoses of bipolar disor-
der, one of schizoaffective disorder, and six of mental dis-
orders not appraised in the present study.

Diagnostic Agreement in DSM-IV and
ICD-10

Table 1. Number of diagnoses according to DSM-IV (second col-
umn), ICD-10 (third column) and to both classificatory systems
simultaneously (last column)

DSM-1V ICD-10 DSM-IV
and ICD-10
Schizophrenia 39 (26 + 13) 68 (44 +24) 38 (25+13)
Schizoaffective disorder 34 (22 + 12) 23 (19+4) 13 (10+ 3)
Bipolar disorder 62 (37 +25) 60(36+24) 54 (34 +20)
Unipolar depression 21(16+5) 14(10+4) 11(8+3)
Others 44 (31+13) 35(24+11) 31(23+8)

In parentheses, the number of patients that received the diag-
nosis from at least one and from both the raters, respectively.

Table 2. Interrater reliability of the diagnosis of the four noso-
logical categories according to DSM-IV and ICD-10 criteria (in
kappa values)

DSM-1V ICD-10
Schizophrenia 0.59 0.56
Schizoaffective disorder 0.65 0.26
Bipolar disorder 0.72 0.72
Unipolar depression 0.41 0.54

Table 3. Congruence between DSM-IV and ICD-10 diagnoses of
the four nosological categories (in kappa values)

DSM-1V vs. ICD-10

Schizophrenia 0.61
Schizoaffective disorder 0.37
Bipolar disorder 0.83
Unipolar depression 0.59

Nineteen patients received an ICD-10 schizoaffective
disorder diagnosis from at least one of the raters, but only
four patients received this diagnosis from both raters (ta-
ble 1). The 15 cases of disagreement between the raters
were related to nine ICD-10 diagnoses of schizophrenia
and six of bipolar disorder.

The Cohen’s kappa coefficients employed to evaluate
the diagnostic congruence between DSM-IV and ICD-10
for the four nosological categories are presented in ta-
ble 3. As it can be observed, congruence rates between
DSM-IV and ICD-10 were high for bipolar disorder diag-
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nosis, reasonable for schizophrenia and unipolar depres-
sion, and low for schizoaffective disorder.

Considering the two interviewers together, there were
34 diagnoses of schizoaffective disorder according to
DSM-IV. Applying ICD-10 criteria by the same inter-
viewer, those diagnoses corresponded to 19 diagnoses of
schizophrenia, 13 of schizoaffective disorder and two of
bipolar disorder. Moreover, there were 23 diagnoses of
schizoaffective disorder according to ICD-10. Applying
DSM-IV criteria, those diagnoses corresponded to one
diagnosis of schizophrenia, 13 of schizoaffective disor-
der, six of bipolar disorder and three of unipolar depres-
sion.

Discussion

In our sample, schizophrenia diagnosis was signifi-
cantly more common according to ICD-10 than DSM-IV
criteria. The higher frequency of diagnosis of schizophre-
nia according to ICD-10 than DSM-IV or DSM-III-R has
also been reported in two additional studies [17, 18], al-
though other studies failed to detect this difference [2, 13,
19-21]. Indeed, ICD-10 criteria for schizophrenia seem to
be less restrictive. One-month duration is enough for the
diagnosis. Also, mood symptoms are allowed, since they
have begun after the schizophrenic ones. Differently, in
DSM-IV the symptoms should last for at least six months,
and an affective syndrome should be excluded [23]. Fi-
nally, the larger frequency of schizophrenia according to
ICD-10 criteria could be explained by the fact that the
DSM-IV criteria for schizoaffective disorder diagnosis
require a 2-week period of psychotic symptoms in the ab-
sence of affective symptoms. Since many patients who
presented psychotic symptoms for 2 weeks probably did
not remit within one month, they could meet DSM-IV
diagnostic criteria for schizoaffective disorder and, at the
same time, ICD-10 diagnostic criteria for schizophrenia.

Regarding the frequencies of schizoaffective disorder,
bipolar disorder and unipolar depression diagnoses, we
failed to find a significant difference between DSM-IV
and ICD-10. Patients presenting a mixture of schizo-
phrenic and affective symptoms tend to receive a diagno-
sis of mood disorder in DSM-IV - unless there is a 2-week
period with psychotic symptoms not associated to an af-
fective syndrome - and a diagnosis of schizoaffective dis-
order in ICD-10. This is due to the fact that ICD-10 does
not allow the occurrence of Schneiderian first-rank
symptoms in affective disorders. So, it would be expected
that mood disorders and schizoaffective disorder would
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be more common according to DSM-IV and ICD-10 cri-
teria, respectively. In spite of the absence of significant
difference, we found more diagnoses of both schizoaffec-
tive and mood disorders based on DSM-IV than on ICD-
10. This result could also be related to the lack of restric-
tiveness of ICD-10 criteria for schizophrenia. Indeed,
ICD-10 seems to favor the diagnosis of schizophrenia
over the diagnoses of schizoaffective and mood disor-
ders. Two studies found that schizoaffective disorder di-
agnosis was more frequent in ICD-10 than in DSM-IV or
DSM-III-R [11, 17]. Nevertheless, other studies did not
detect any frequency difference between the two classifi-
catory systems in schizoaffective disorder [2], bipolar dis-
order [2, 17] and unipolar depression [2, 17].

Afairly good interrater reliability was found for schizo-
phrenia diagnoses according to both DSM-IV and ICD-
10 criteria. Three studies reported interrater reliability
values within the range of the present study [17, 23, 24].
However, other studies found considerably higher values
2,13, 15, 21, 25-30].

In the present study, the interrater reliability of
schizoaffective disorder diagnosis was reasonable in
DSM-1IV, but was low in ICD-10. As it was seen, when an
ICD-10 schizoaffective diagnosis was made by a rater,
schizophrenia was the most common ICD-10 diagnosis
made by the other rater. Since ICD-10 diagnostic criteria
for schizophrenia do not exclude an occurrence of affec-
tive symptoms, the differential diagnosis between schizo-
phrenia and schizoaffective disorder is perhaps more dif-
ficultin ICD-10, which would favor a larger disagreement
between interviewers. In one study [17], the diagnosis of
schizoaffective disorder was associated with a low inter-
rater reliability in both DSM-III-R and ICD-10. The re-
sults of another study [2] were contradictory in relation
to ours: a high kappa value in ICD-10, and a low one in
DSM-III-R. Other studies found a high [28] and a rea-
sonable [24] interrater reliability in DSM-IV. In anoth-
er study [29], the diagnosis of schizoaffective disorder
was associated with a reasonable interrater reliability in
ICD-10.

Bipolar disorder diagnoses were associated with the
highest coefficients regarding interrater reliability both
in DSM-IV and ICD-10. This result is in concordance
with several previous reports [2, 15, 23-30], although in
one study just a fair interrater reliability value has been
detected [17].

We found a low interrater reliability in DSM-IV for
unipolar depression diagnosis, but in ICD-10 the kappa
value was reasonable. However, except for one study
which yielded a similar result [2], high kappa coefficients
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have been consistently reported in the literature for the
interrater reliability of unipolar depression [2, 15, 17, 23,
24, 26, 28-32]. The reason for this discrepancy may be
related to the low frequency of unipolar depression diag-
noses in our sample. As it has been observed, a reduced
number of positive diagnoses contribute to a drop in kap-
pa value [33].

The diagnoses of schizophrenia were associated with
a reasonable congruence between DSM-IV and ICD-10.
Two other studies found a high congruence, with kappa
values of 0.86 and 0.87 [20, 34]. However, it should be
noted that the sample of one of these studies [20] was
composed by chronic patients.

The congruence between the two classificatory sys-
tems for schizoaffective disorder diagnoses was low in
our sample. As it was seen, an ICD-10 schizoaffective dis-
order diagnosis corresponded in most cases to a DSM-IV
schizoaffective disorder diagnosis made by the same rat-
er. However, a DSM-IV schizoaffective disorder diagno-
sis corresponded more commonly to an ICD-10 schizo-
phrenia diagnosis. So, this diagnostic divergence is prob-
ably related to the fact that a patient with affective
symptoms may receive a schizophrenia diagnosis based
on ICD-10, but not on DSM-1V criteria. Another impor-
tant aspect that may have contributed to this low level of
convergence is the fact that the ICD-10 schizoaffective
disorder corresponds to a life-time diagnosis, whereas
DSM-IV diagnostic criteria for this nosological category
are related to an episodic event [10]. The only other study
which addressed the diagnostic congruence for schizoaf-
fective disorder found a kappa value equal to zero [11].
Nevertheless, this result may have been related to the very

References

—_

Akiskal HS: The classification of mental dis-
orders; in Kaplan HI, Sadock BJ (eds): Com-
prehensive Textbook of Psychiatry, ed 5. Bal-
timore, Williams & Wilkins, 1989, vol 1, pp
583-598.

Mawgoud M: Diagnostic agreement in psy-
chiatry: a comparative study between ICD-9,
ICD-10 and DSM-III-R. Br ] Psychiatry 1993;

162:621-626. 2000;57:95-98.

3 American Psychiatric Association: Diagnos- »7 Nurnberger JI, Blehar MC, Kaufmann CA,
York-Cooler C, Simpson SG, Harkavy-Fried-
man J, Severe JB, Malaspina D, Reich T: Di-
agnostic interview for genetic studies: ratio-
nale, unique features, and training. NIMH
Genetics Initiative. Arch Gen Psychiatry

tic and Statistical Manual of Mental Disor-
ders, revised ed 3. Washington, American
Psychiatric Association, 1987.

4 World Health Organization: The ICD-10
Classification of Mental and Behavioural
Disorders. Diagnostic Criteria for Research.
Geneva, World Health Organization, 1993.

1994;51:849-859.

Diagnostic Agreement in DSM-IV and
ICD-10

»5 Leboyer M, Maier W, Teherani M, Lichter-
mann D, D’Amato T, Franke P, Lepine JP,
Minges J, McGuffin P: The reliability of the
SADS-LA in a family study setting. Eur Arch
Psychiatry Clin Neurosci 1991;241:165-169.  »9 Williams JB, Gibbon M, First MB, Spitzer

P2 Okasha A, Sadek A, al-Haddad MK, Abdel- P6 Maj M, Pirozzi R, Formicola AM, Bartoli L,

Bucci P: Reliability and validity of the DSM-

IV diagnostic category of schizoaffective

disorder: preliminary data. ] Affect Disord

low frequency of these diagnoses in the sample: six
schizoaffective disorder diagnoses according to ICD-10
and none according to DSM-1V criteria [11].

Finally, we found a high congruence between the two
diagnostic systems (DSM-IV and ICD-10) for bipolar dis-
order. The coefficient of congruence for unipolar depres-
sion diagnosis was considered reasonable. To our knowl-
edge, no other study has investigated the congruence be-
tween DSM-IV or DSM-III-R and ICD-10 for mood
disorders.

The present work has some methodological limita-
tions that need to be addressed. First, it was based on a
small sample. Second, diagnostic reliability was assessed
with a ‘joint’ method - that is, both the raters observe the
same interview —, which yields higher degrees of agree-
ment and is less generalizable to the real world than test-
retest method [9].

In conclusion, our study indicates that the lack of an
item excluding the occurrence of an affective syndrome
among ICD-10 diagnostic criteria for schizophrenia can
account for three of our results: the larger frequency of
schizophrenia according to ICD-10 than DSM-IV; the
unsatisfactory degree of agreement between clinicians
for the diagnosis of ICD-10 schizoaffective disorder, and
the low diagnostic congruence between DSM-IV and
ICD-10 for schizoaffective disorder.

Acknowledgement

This research was supported by Conselho Nacional de Pes-
quisa grant 522720-95-1 to J.L.-F.

8 American Psychiatric Association: Diagnos-
tic and Statistical Manual of Mental Disor-
ders, ed 4. Washington, American Psychiat-
ric Association, 1994.

RL, Davies M, Borus J, Howes M], Kane J,
Pope HG, Rounsaville B: The structured
clinical interview for DSM-III-R (SCID). II.
Multisite test-retest reliability. Arch Gen
Psychiatry 1992;49:630-636.

»10 Cheniaux E, Landeira-Fernandez J, Lessa
TL, Lessa JL, Dias A, Duncan T, Versiani M:
Does schizoaffective disorder really exist? A
systematic review of the studies that com-
pared schizoaffective disorder with schizo-
phrenia or mood disorders. ] Affect Disord
2008;106:209-217.

Psychopathology 2009;42:293-298 297



12

»13

> 14

»15

» 16

»17

> 18

»19

Vollmer-Larsen A, Jacobsen TB, Hemming-
sen R, Parnas J: Schizoaffective disorder —
the reliability of its clinical diagnostic use.
Acta Psychiatr Scand 2006;113:402-407.
World Health Organization: CIDI-Auto (2.1)
Administrator’s Guide and Reference. Syd-
ney, World Health Organization, 1997.
Cooper L, Peters L, Andrews G: Validity of
the Composite International Diagnostic In-
terview (CIDI) psychosis module in a psychi-
atric setting. J Psychiatr Res 1998;32:361-
368.

Kessler RC, Akiskal HS, Angst J, Guyer M,
Hirschfeld RM, Merikangas KR, Stang PE:
Validity of the assessment of bipolar spec-
trum disorders in the WHO CIDI 3.0. ] Af-
fect Disord 2006;96:259-269.

Wittchen HU: Reliability and validity stud-
ies of the WHO Composite International Di-
agnostic Interview (CIDI): a critical review.
] Psychiatr Res 1994;28:57-84.

Landis JR, Koch GG: The measurements of
observer agreement for categorical data. Bio-
metrics 1977;33:159-174.

Hiller W, Dichtl G, Hecht H, Hundt W, von
Zerssen D: Testing the comparability of psy-
chiatric diagnoses in ICD-10 and DSM-III-
R. Psychopathology 1994;27:19-28.
Wrciorka J, Anczewska M, Bembenek A,
Golebiewska M, Hochlewicz A, Nurowska K,
Schaeffer E, Skowronska J, Stanikowska I,
Tarczynska K: Psychopathological profile of
acute schizophrenic syndromes diagnosed
according to ICD-10 and DSM-IV criteria.
Psychiatr Pol 1998;32:251-264.

Armenteros JL, Fennelly BW, Hallin A, Ad-
ams PB, Pomerantz P, Michell M, Sanchez
LE, Campbell M: Schizophrenia in hospital-
ized adolescents: clinical diagnosis, DSM-
III-R, DSM-1V, and ICD-10 criteria. Psycho-
pharmacol Bull 1995;31:383-387.

»20

»21

»22

»23

»24

»25

»26

»27

Jakobsen KD, Frederiksen JN, Parnas ],
Werge T: Diagnostic agreement of schizo-
phrenia spectrum disorders among chronic
patients with functional psychoses. Psycho-
pathology 2006;39:269-276.

Mellsop GW, Thomas CS, Ellis PM, Purdie
G, Crawshaw J, Mendis N: Reliability of the
draft diagnostic criteria for research of ICD-
10 in comparison with ICD-10 and DSM-III-
R. Acta Psychiatr Scand 1991;84:332-335.
Jansson LB, Parnas J: Competing definitions
of schizophrenia: what can be learned from
polydiagnostic studies? Schizophr Bull 2007;
33:1178-1200.

Del-Ben CM, Rodrigues CR, Zuardi AW: Re-
liability of the Portuguese version of the
structured clinical interview for DSM-III-R
(SCID) in a Brazilian sample of psychiatric
outpatients. Braz ] Med Biol Res 1996;29:
1675-1682.

Joo EJ, Joo YH, Hong JP, Hwang S, Maeng SJ,
Han JH, Yang BH, Lee YS, Kim YS: Korean
version of the diagnostic interview for genet-
ic studies: validity and reliability. Compr
Psychiatry 2004;45:225-229.

Preisig M, Fenton BT, Matthey, ML, Berney
A, Ferrero F: Diagnostic interview for genet-
ic studies (DIGS): inter-rater and test-retest
reliability of the French version. Eur Arch
Psychiatry Clin Neurosci 1999;249:174-179.
Quintana MI, Andreoli SB, Jorge MR, Gastal
FL, Miranda CT: The reliability of the Brazil-
ian version of the Composite International
Diagnostic Interview (CIDI 2.1). Braz ] Med
Biol Res 2004;37:1739-1745.

RhiBY, Kwon]JS, Lee C, Paik IH, Cho M]J, Lee
ZN, Lee JH, Hahn KH, Kim JJ, Han SH: Reli-
ability of the ICD-10 diagnostic criteria for
research in mental disorders in the Republic
of Korea. Acta Psychiatr Scand 1995;91:341-
347.

298

Psychopathology 2009;42:293-298

»238

»29

»30

»31

»3)

»33

»34

Roca M, Martin-Santos R, Saiz J, Obiols J,
Serrano MJ, Torrens, M, Subira S, Gili M,
Navinés R, Ibafiez A, Nadal M, Barrantes N,
Canellas F: Diagnostic Interview for Genetic
Studies (DIGS): inter-rater and test-retest re-
liability and validity in a Spanish popula-
tion. Eur Psychiatry 2007;22:44-48.
Sartorius N, Ustun TB, Korten A, Cooper JE,
van Drimmelen J: Progress toward achieving
acommon language in psychiatry. II. Results
from the international field trials of the ICD-
10 diagnostic criteria for research for mental
and behavioral disorders. Am ] Psychiatry
1995;152:1427-1437.

Skre I, Onstad S, Torgersen S, Kringlen E:
High interrater reliability for the Structured
Clinical Interview for DSM-III-R Axis I
(SCID-I). Acta Psychiatr Scand 1991;84:167-
173.

Otsubo T, Tanaka K, Koda R, ShinodaJ, Sano
N, Tanaka S, Aoyama H, Mimura M: Reli-
ability and validity of Japanese version of the
Mini-International Neuropsychiatric Inter-
view. Psichiatry Clin Neurosci 2005;59:517-
526.

Sheehan DV, Lecrubier Y, Sheehan KH, Amor-
im P, Janavs J, Weiller E, Hergueta T, Baker R,
Dunbar GC: The Mini-International Neuro-
psychiatric Interview (M.LN.L.): the develop-
mentand validation of a structured diagnostic
psychiatric interview for DSM-IV and ICD-
10. J Clin Psychiatry 1998;59(suppl 20):22-33.
Grove WM, Andreasen NC, McDonald-Scott
P, Keller MB, Shapiro RW: Reliability studies
of psychiatric diagnosis: theory and practice.
Arch Gen Psychiatry 1981;38:408-413.

Jager M, Bottlender R, Strauss A, Moller HJ:
Classification of functional psychoses and
its implication for prognosis: comparison
between ICD-10 and DSM-IV. Psychopa-
thology 2004;37:110-117.

Cheniaux/Landeira-Fernandez/Versiani



