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Research evaluating the reliability of the Structured
Clinical Interview for DSM-llI-R {SCID) is reviewed.
Reliability procedures and studies are examined. Sev-
eral versions of the SCID are covered, including the
SCID-I {axis | disorders), SCID-UIl {axis Il disorders),
SCID-Positive and Negative Syndrome Scale {SCID-
PANSS; functional-dimensional assessment for psy-
chotic disorders), and SCID-Upjohn Version (panic
disorder). The SCID has been found to yield highly
reliable diagnoses for most axis | and axis Il disorders.

HE STRUCTURED Clinical Interview for
DSM-IIT! (SCID-P) and DSM-III-R,? its
revision, have enjoyed widespread popularity as
a strategy to obtain reliable and valid psychiat-
ric diagnoses during the course of clinical trials
for a variety of nosological entities.> However,
despite its popularity in academic psychiatry
and clinical psychology, the SCID unfortunately
is not routinely applied in most clinical settings
to yield diagnostic conclusions. The unstruc-
tured, albeit time-honored, clinical interview
still predominates. Thus, the lag between empiri-
cal findings and actual clinical implementation
is woefully apparent. However, the heartening
news is that there is a growing but still small
body of literature on the reliability of this
instrument and its variants that should further
encourage its application.

In this review, we critically evaluate the
extant literature on the SCID. We begin by
briefly looking at the emergence of the SCID
within its historical context. This is followed by
examination of the reliability procedures that
have been performed to evaluate the SCID.
Next, we consider in some detail the several
reliability studies that have recently appeared in
the literature. Finally, we outline future re-
search that would enhance the likelihood of a
more universal application of the SCID. Spe-
cific gaps in the research literature are identi-
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Suggestions for future research on the SCID are of-
fered, particularly with respect to (1) the lack of
studies in which SCID diagnoses are compared with
diagnoses from unstructured interviews or other struc-
tured-interview formats, and (2) the need for a more
natural evaluation of this instrument. Also, the impor-
tance of establishing norms and obtaining reliability
data for underserved clinical populations is discussed.
Copyright © 1994 by W.B. Saunders Company

fied that need to be addressed in subsequent
studies.

HISTORICAL CONTEXT

Until the advent of DSM-III* and DSM-
III-R’ and the development of structured inter-
views, there had been significant problems in
the formulation of accurate and reliable psychi-
atric diagnoses. Unfortunately, confusion, uncer-
tainty, and overlap of diagnoses historically
have been the rule rather than the exception,
with the unacceptable low reliability of even
major diagnostic categories reported.>?

The importance of obtaining reliable diag-
noses is considerable, especially since reliability
is a necessary (albeit insufficient) prerequisite
for validity. If a diagnostic interview does not
provide reproducible data when readministered
under identical conditions (i.e., poor reliabil-
ity), what the instrument purports to measure is
inconsequential.!® Once acceptable levels of
reliability have been achieved, validity studies
can then be performed. For example, differ-
ences between diagnostic groups can be com-
pared and related to other assessment findings
or treatment outcome.

DSM-I'! and DSM-II'? had been criticized
for their poor reliability and questionable valid-
ity. Second, the lack of a clear association
between obtained diagnoses and subsequent
treatment planning efforts has been cited as a
shortcoming of these earlier classification sys-
tems.® However, reliability was greatly im-
proved with the introduction of operational-
ized, specified, and standardized criteria for
mental disorders in DSM-II1,* as well as the
construction of standardized structured diagnos-
tic interviews.%’ In a comprehensive review of
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major reliability studies, Grove’ notes that “many
diagnoses have been made more understand-
able and more reliable by introducing specified
diagnostic criteria and structured interviews”
(p- 115).

A number of structured interviews have been
used over the past several years in clinical
research.’ These strategies were designed to
improve reliability by standardizing questions
asked of patients and providing guidelines for
categorizing or coding responses. Adoption of
such procedures served to reduce variability
(and potential sources of error) among inter-
viewers.

Three instruments widely used prior to DSM-
I and DSM-III-R were the Schedule for Affec-
tive Disorders and Schizophrenia,'? the Present
State Examination,'® and the National Institute
of Mental Health Diagnostic Interview Sched-
ule (DIS)."> These schedules yielded much im-
proved reliability over earlier efforts, in which
unstructured interviews were performed to diag-
nose psychopathology.”® However, the Sched-
ule for Affective Disorders and Schizophrenia
and Present State Examination were developed
before DSM-III and its clear-cut standardized
criteria, a limitation for which these instruments
may be criticized. Although the DIS has been
adapted to make diagnostic evaluations based
on DSM-III criteria, it is a highly structured
interview (i.e., standard questions and a dichoto-
mous yes/no forced-choice response format)
designed for administration by nonclinicians;
clinical judgment is not needed for administra-
tion, and diagnosis is made by computer. How-
ever, concerns have been raised as to whether
valid diagnoses can be formulated with such a
totally structured interview administered by
trained lay people and interpreted by com-
puter.'o Indeed, Spitzer!” earlier examined this
issue and concluded that clinicians were prob-
ably necessary to the diagnostic process, thus
questioning the apparent value of the DIS.

In response to shortcomings of previous struc-
tured interviews, the SCID! is the first such
approach that was based solely on DSM-III
criteria for mental disorders. Consistent with its
close ties to DSM-III, formal diagnostic criteria
are embedded in the context of the SCID, thus
permitting interviewers to make direct queries
about specific features that contribute to the
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overall diagnostic picture. Additionally, the for-
mat and sequence of the SCID are designed to
approximate the flow-chart and decision trees
used by experienced diagnostic interviewers.
Although the SCID provides structure to cover
criteria for each disorder, it allows for flexibility,
in that the interviewer can (1) probe and restate
questions, (2) challenge the respondent, and (3)
ask for further clarification if necessary to make
a determination as to whether a particular
symptom of a disorder is present. Currently, the
SCID has two standard versions designed for
administration with separate populations, pa-
tient and nonpatient. These versions primarily
differ with respect to the orientation provided
to the patient/subject and the extent to which
psychotic symptoms are evaluated.!6.18

The SCID has undergone several revisions
and expansions since its original development.
First, it has been updated to reflect changes in
the DSM-III-R.? Second, questions and criteria
have been revised to match current standards.
Third, the SCID has been broadened to encom-
pass disorders that were not evaluated in the
original version. For example, a supplementary
version has been constructed to provide DSM-
III-R diagnoses of personality disorders (SCID-
II)."° Further, the SCID has been modified to
provide a two-tiered categorical and dimen-
sional assessment of psychotic disorders.?

Williams et al.?! note that “The widespread
use of the SCID is attested to by more than 100
published studies that have used the instrument
to select or describe their study samples” (p.
630). Indeed, several recent investigations have
used the SCID-I to identify patients with schizo-
phrenia,® major depression,?>? panic disorder
with agoraphobia,?»? posttraumatic stress disor-
der,?%% and schizophrenia.?

Further, in recent studies, the SCID-II has
been used to assess personality disorders that
were validated in a longitudinal design using an
inpatient sample,”® as well as to compare the
comorbidity of personality diagnoses with an-
other structured interview, the Personality Dis-
order Examination,” in two investigations.30-!
In yet another concurrent validity study, Renne-
berg et al.3?> compared the SCID-II with a
self-report personality inventory, the Millon
Clinical Multiaxial Inventory.??

Overall, the SCID has had a major impact on
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psychiatric research in that diagnosis has been
made more reliable and potentially more valid.
The SCID has also proved to be a promising
instrument in transcultural psychiatric research.
For example, this instrument has been trans-
lated into Chinese to assess differences in diag-
nostic practices between Western and Chinese
psychiatry.* Similarly, a Dutch version of the
SCID for dissociative disorders (SCID-D) has
been used to improve assessment and diagnosis
of dissociative symptoms and disorders in The
Netherlands.®

RELIABILITY PROCEDURES

In general, two strategies have been imple-
mented to assess reliability of the SCID. In the
“test-retest method,” two (or more) clinicians
interview the same patient on separate occa-
sions, with clinicians formulating independent
diagnoses. Reliability in test-retest investiga-
tions refers to the extent of agreement between
multiple raters as to the presence or absence of
a disorder. A major source of variance in this
type of study is “information variance,” in
which separate interviewers elicit conflicting
information from the same respondent. For
example, a subject may deny experiencing sui-
cidal thoughts to one interviewer, but admit
such concerns to another. Information variance
can be due to differences in the manner in
which clinicians phrase questions, probe about
symptoms, or form a therapeutic alliance with
the patient. Also, the subject may contribute to
information variance by responding inconsis-
tently from one interview to the next.

In test-retest reliability investigations, there
typically is a specified time by which the second
interview must be completed to decrease the
probability that the subject will change his/her
symptom picture between interviews. Where
the test-retest method has been used, the sec-
ond reliability interview usually has been con-
ducted at least 24 hours but no longer than 2
weeks after the initial interview.213637 Although
test-retest research can focus on longer-term
reliability, we were unable to find any reports
that had intervals greater than 2 weeks. An
advantage of the test-retest method is that it
approximates “true clinical practice,” in that
patients are commonly assessed by several clini-
cians with distinct orientations and interviewing
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styles. However, reliability estimates derived
from this method often are lower than those
obtained in investigations using other reliability
procedures.

The second reliability strategy is referred to
as the “joint interview” or “simultaneous rating”
design. Here, the same interview is scored by at
least two different raters who make indepen-
dent diagnoses. This may be performed “in
vivo” when multiple raters simultaneously ob-
serve the same interview, or one rater may
conduct the interview while additional raters
are present and making judgments. A common
variation involves audiotaped or videotaped
interviews with post hoc analyses. Whether
ratings are made live or post hoc, second or
additional raters are “blind” to diagnoses ob-
tained on the basis of the “live” SCID, thus
yielding an independent diagnostic appraisal. In
many cases, the initial interviewer’s diagnosis is
included as a data point, which then is com-
pared with judgments from at least one rater
who made simultaneous live ratings or used
taped interviews for post hoc ratings.

The type of variance encountered in simulta-
neous- or joint-interviewer designs is referred to
as ‘“rater variance,” since raters are presented
with the same responses from subjects but may
score responses in different ways. For example,
one rater may judge a symptom criterion for
depression to be present (e.g., poor concentra-
tion), while another may judge the same re-
sponse to indicate a subthreshold level of the
symptom.

Advantages and shortcomings of both reliabil-
ity strategies have been articulated elsewhere’
and need not be discussed at length here.
However, it should be noted that Grove’ con-
tends that the ideal procedure would be to
combine both methods in one study. This would
involve test-retest of subjects with different
interviewers in short- and long-term intervals,
while other raters make simultaneous or post
hoc ratings of each interview. Despite the ex-
pense and effort required, the use of such a
procedure appears justified by the potential
quality of data obtained.

Whether the test-retest or joint-interviewer
design is used, interrater reliability is typically
determined by statistics of percentage agree-
ment and/or the kappa index.” Unlike percent-
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age agreement, kappa corrects for chance levels
of agreement.’® Although there are no definitive
guidelines for the interpretation of the kappa
index, values greater than .70 are considered to
reflect good agreement, whereas values from .50
to .70 suggest fair agreement. Kappa values less
than .50 indicate poor agreement, and values
less than 0.0 reflect less than chance disagree-
ment.

RELIABILITY STUDIES

Despite increasing use of the SCID in recent
clinical research, surprisingly few reliability stud-
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ies on this instrument have been conducted to
date. Table 1 presents investigations that re-
ported reliability data for various versions of the
SCID-I. For many of these efforts, estimations
of reliability were only a part of larger validity
studies. The most extensive study was per-
formed by the original developers of the SCID.?!
This project included test-retest reliability inter-
views of 592 subjects in four patient and two
nonpatient sites in the United States and one
patient site in Germany. There were 25 inter-
viewers, all mental health professionals, who
were trained in administration of the SCID.

Table 1. Reliability Studies for the SCID-I (axis | disorders)

Reference/SCID Version Method N Disorder Kappa
Riskind et al.3® (1987)/SCID-| SR 75 Major depression 72
Generalized anxiety 79
Malow et al.3¢ (1989)/SCID-| T-RT 29 Current diagnosis:
Cocaine dependence .89
Opioid dependence 73
Lifetime diagnosis:
Cocaine dependence .84
Opioid dependence .80
Stukenberg et al.23 {1990}/ SR 75 Mood disorders
SCID-NP {nonpatients) (general category) .92
Skre et al.% (1991)/SCID-I SR 54 Schizophrenia .94
Major depression .93
Dysthymia .88
Cyclothymia .80
Bipolar disorder .79
Generalized anxiety .95
Panic disorder .88
Posttraumatic stress 77
Social phobia 72
Simple phobia .70
Anxiety disorder (NOS) .59
Obsessive-compulsive .40
Agoraphobia without panic 32
Alcohol abuse or dependency .96
Other substance abuse .85
Adjustment disorder 74
Somatoform disorder -.03
Williams et al.?' (1992a)
SCID-P (patients) T-RT 390 21 disorders 61*
SCID-NP (nonpatients) T-RT 202 16 disorders 37*
Williams et al.37 (1992b)/ T-RT 72 Panic disorder .87
SCID-Upjohn version Subtypes:
Uncomplicated 73
With limited phobic avoidance 61
Agoraphobia with panic attacks .66
Segal et al.*” {1993)/SCID-| SR 33 Major depression .70
Anxiety disorders 77
Somatoform disorders 1.00

Abbreviations: T-RT, test-retest; SR, simultaneous rating, including live, audiotaped, and videotaped interviews.
*Kappas reflect overall weighted means for all disorders combined. Kappas for some of the individual disorders are substantially

higher.
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Randomly matched pairs of two professionals
independently evaluated and rated the same
subject within a 2-week period. All SCID inter-
views were audiotaped and reviewed retrospec-
tively. The sample included 390 patient and 202
nonpatient subjects for whom levels of agree-
ment for current and lifetime disorders were
presented. In both the patient and nonpatient
groups, reliability data (in the form of kappa
index) were reported for disorders that oc-
curred with at least minimal frequency, defined
by a sample of 10 subjects for any particular
diagnosis. Base rates were noted for all disor-
ders. Categories that were rarely diagnosed
included somatization disorder and adjustment
disorders.

Results indicated that in the patient sample,
kappas for current disorders ranged from a low
of .40 (dysthymia; base rate, 6%) to a high of .86
(bulimia nervosa; base rate, 8%). Kappas for
some common current disorders were as fol-
lows: bipolar disorder (.84; base rate, 14%),
major depression (.64; base rate, 31%), schizo-
phrenia (.65; base rate, 11%), alcohol abuse/
dependence (.75; base rate, 5%), drug abuse/
dependence (.84; base rate, 16%), panic disorder
(.58; base rate, 9%), and generalized anxiety
disorder (.56; base rate, 2%). Combining all
disorders yielded an overall weighted kappa of
.61 for current disorders and .68 for lifetime
disorders. Reliability generally was poor in the
nonpatient sample, with an overall weighted
kappa of .37 for current disorders and .51 for
lifetime disorders. Kappas for current disorders
were reported for only four categories that were
diagnosed a minimum of 10 times altogether by
either rater, major depression (.42; base rate,
4%), panic disorder (.59; base rate, 2%), social
phobia (.41; base rate, 3%), and simple phobia
(.48; base rate, 4%). Still, it is not surprising that
these lower base rates corresponded to poorer
kappas. Williams et al.*! compared SCID kappa
values with reliability data from other struc-
tured interviews such as the Schedule for the
Assessment of Depression and Schizophrenia/
Research Diagnostic Criteria and DIS. These
investigators concluded that the reliability of
the SCID ““is roughly similar, across categories,
to that obtained with other major diagnostic
instruments” (p. 636). Even though reliability
generally was adequate and comparable to that
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of other instruments, Williams et al.?! noted two
factors that may have precluded attainment of
even higher reliability values. First, the SCID
was being revised and updated during the initial
6 months of the study. This was necessary to
mirror changes in DSM-III that were taking
place during its revision to DSM-III-R. It was
suggested that higher reliability coefficients may
have emerged had the final version of the SCID
been used throughout the investigation, rather
than less specific (and possibly less adequate)
versions. Second, reliability was examined for a
wide range of disorders, rather than for a
preselected and more limited range of prob-
lems. Williams et al.?! suggest that the higher
base rates and possible specialized training or
experience of interviewers in more focused
studies may have increased reliability in those
endeavors. However, in the absence of empiri-
cal verification, it is unclear whether results
would have been improved had such shortcom-
ings in the design been eliminated.

Smaller-scale reliability investigations also
have been performed. For example, Riskind et
al.* videotaped 75 psychiatric outpatients to
assess interrater reliability (kappa index) of
DSM-III major depressive disorder (n = 25,
32% base rate) and generalized anxiety disor-
der (n = 24, 33% base rate). Results showed
that the SCID produced reliable diagnoses for
major depressive disorder (kappa, .72) and
generalized anxiety disorder (.79). A strength of
this study is that the full SCID sections for the
two disorders were administered, without allow-
ing interviewers to omit parts of a section if
initial symptoms were absent. This procedure
reduced a potential source of cuing by the initial
interviewer that might artificially inflate agree-
ment rates. Other positive aspects of the investi-
gation include (1) presentation of standard
screening information to both the interviewers
and videotape raters, thus reducing information
variance; (2) rotation of raters between the
roles of initial interviewer and videotape rater;
and (3) presentation of base rate data to clarify
kappa values.

In a similar study evaluating a broader range
of DSM-III-R axis I disorders, Skre et al.*®
assessed interrater reliability using 54 audio-
taped SCID interviews of adults participating in
a larger Norwegian twin study of mental illness.
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Base rates were reported for each diagnosis,
and kappas were reported for all diagnoses
represented by two or more cases. Excellent
interrater agreement was obtained for the broad
diagnostic categories of psychotic disorder
(kappa, 1.00), mood disorder (.93), anxiety
disorder (.82), and psychoactive substance use
disorder (.93); virtually no agreement was found
for the general category of somatoform disorder
(—.03). Reliability was generally lower for spe-
cific diagnoses, but was still high for schizophre-
nia (kappa, .94), major depression (.93), dysthy-
mia (.88), generalized anxiety disorder (.95),
panic disorder (.88), alcohol use disorder (.96),
and other nonalcohol psychoactive substance
use disorders (.85). Moderate agreement was
found for cyclothymia (.80), posttraumatic stress
disorder (.77), social phobia (.72), simple pho-
bia (.70), bipolar disorder (.79), and adjustment
disorder (.74). Poor reliability was indicated for
obsessive-compulsive disorder (.40) and agora-
phobia without history of panic disorder (.32).
However, base rates were extremely low (i.e.,
<10%, n < 5) for bipolar disorder (n = 2),
agoraphobia without history of panic disorder
(n = 2), posttraumatic stress disorder (n = 4),
somatoform disorder (n = 4), and adjustment
disorder (n = 4). As such, kappas are unstable
for disorders with extremely low base rates, and,
of consequence, should be interpreted with
caution.”

In innovative fashion, Skre et al.*® also evalu-
ated reliability for combinations of diagnoses
(e.g., mood and anxiety disorders). Reliability
was acceptable to good for combinations of two
disorders (range, .53 to 1.00), and poorer for
combinations of three disorders (range, .38 to
.87). However, this is not surprising, given that
combinations of two diagnoses are less reliable
than single diagnoses, and that combinations of
three are less reliable than combinations of two.
Diminished reliability with increased numbers
of diagnostic combinations is predictable from
psychometric theory, and is analogous to why
Minnesota Multiphasic Personality Inventory
two-point code types are less reliable than
either Minnesota Multiphasic Personality Inven-
tory scale alone. A small difference on one scale
(e.g., short by one symptom) can affect reliabil-
ity of one diagnosis. A small difference on either
of two scales (i.e., symptom counts) can affect a
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dual diagnosis, and this is likely to occur quite
often. Similarly, with three diagnoses, the
chances of disagreement on any one scale are
even further increased.

Using the test-retest method, Malow et al.
examined reliability of the SCID-I on a sample
of 29 inpatients diagnosed with either cocaine
or opioid dependence. Second SCID interviews
were performed within 48 hours of initial assess-
ment. Kappa values for current cocaine or
opioid dependence were .89 and .73. Kappas of
.84 and .80 were obtained for lifetime cocaine or
opioid dependence. Regrettably, base rate data
for this sample were not reported; this is criti-
cal, given that base rates are always helpful in
understanding kappa values. As was reported
by Grove, the lower the base rate (or higher, if
>.5), the poorer the kappa.’

With a similar test-retest design, an extensive
reliability study of the Upjohn version of the
SCID was conducted at 13 international sites.3’
Training for SCID administrators was brief,
consisting of a 2-day workshop format using
training videotapes and role-played administra-
tions. All patients were prescreened over the
telephone to ensure the presence of some panic
symptoms. Of the 72 patients who participated
in the investigation, 52 (72%) were retested
within 1 week of the initial administration.
Agreement (kappa index) on the diagnosis of
panic disorder (n = 62) was very good (.87),
although this base rate was very high (86%).
However, agreement was only fair to good for
subtypes of panic disorder, i.e., uncomplicated
(n = 9; kappa, .73), panic disorder with limited
phobic avoidance (n = 24; kappa, .61), and
agoraphobia with panic attacks (n = 15; kappa,
.66).

The aforementioned investigations were con-
ducted on versions and editions of the SCID-I,
and targeted axis I disorders. The SCID-II has
been developed to facilitate diagnosis of DSM-
III-R personality disorders.!® Table 2 presents
studies that have reported reliability data for
the SCID-II.

Fogelson et al.*! evaluated interrater reliabil-
ity of the SCID-II in a sample of 45 first-degree
relatives of probands with schizophrenia,
schizoaffective or bipolar disorder. These inves-
tigators reported intraclass correlation coeffi-
cients between two raters for five personality
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Table 2. Reliability Studies for the SCID-1l {axis Il disorders}

Reference Method N Personality Disorder Kappa

Malow et al* (1989) T-RT 29 Baorderline 87
Antisocial .84

O’Boyle and Self4s (1990) T-RT 5 Any personality disorder 74

Wonderlich et al.#3 (1990) SR 14 Obsessive-compulsive 77
Histrionic .75
Borderline 74
Dependent .66
Avoidant .56

Brooks et al.42 (1991) SR 30 Paranoid 77
Schizotypal .89
Borderline .64
Histrionic .43
Narcissistic .78
Avoidant .56
Dependent .84
Obsessive-compuisive .66
Passive-aggressive .50
Self-defeating .63
Schizoid, antisocial*

Fogelson et al.4' (1991) SR 45 Borderline .82
Schizotypal 73
Paranoid .70
Schizoid .60
Avoidant 84

Arniz et al.* {1992) SR 70 Avoidant .82
Dependent 1.00
Cbsessive-compulsive 72
Passive-aggressive .66
Self-defeating 1.00
Paranoid 77
Schizotypal .65
Histrionic .85
Narcissistic 1.00
Borderline .79
Total .80
Schizoid, antisocial, sadistict

Renneberg et al.32 (1992) SR 32 Avoidant .81
Obsessive-compulsive 7
Paranoid .61
Borderline .63
Any perscnality disorder 75

Abbreviations: T-RT, test-retest; SR, simultaneous rating including live, audiotaped, and videotaped interviews.
*Kappas could not be computed due to insufficient between-subject variation for antisocial and schizoid personality disorders.
TKappas could not be computed because no patients met criteria for schizoid, antisocial, and sadistic personality disorders.
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affective-spectrum disorders: borderline (.82),
schizotypal (.73), paranoid (.70), schizoid (.60),
and avoidant (.84). Fogelson et al.*! noted that
values were in the acceptable range for person-
ality disorders and were higher than previously
reported results obtained with use of other
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structured interviews. AIOUgi prevaiende ratcs

for these disorders were not specifically re-
ported, it was indicated that the rates were
quite low. Given that lower base rates generally
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yield lower correlation coefficients,” one may
predict from this study that correlation coeffi-
cients would be at least as high as the ones
reported for generalization to clinical samples
with higher base rates.

Two similar reliability investigations using
variants of the joint-interviewer method evalu-
ated personality disorders in anxious outpa-
tients. Renneberg et al.” administered the
SCID-1I1 to 32 patients seeking treatment at an
outpatient anxiety disorder clinic. Audiotaped
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interviews were scored post hoc by a second
rater to evaluate interrater reliability. Reliabil-
ity estimates (kappa coefficients) were calcu-
lated for personality disorder categories where
10% or more (n > 3) of the sample were
diagnosed as having the disorder in question by
at least one rater. Disorders with low preva-
lence rates included schizoid, schizotypal, anti-
social, histrionic, narcissistic, dependent, passive-
aggressive, and self-defeating personality
disorder. Kappas were reported for the follow-
ing disorders: avoidant (.81), obsessive-compul-
sive (.71), paranoid (.61), and borderline (.63),
although exact base rates were not provided.
Interrater reliability for diagnosis of any person-
ality disorder was .75. Overall, reliability of the
SCID-II was considered “promising,” with excel-
lent results found for avoidant, obsessive-
compulsive, and presence or absence of any
personality disorder. Further, Renneberg et
al.* suggest that the moderate levels of agree-
ment for borderline and paranoid personality
disorders may be attributable to the “low preva-
lence rates” of these two disorders, since kappa
varies according to the occurrence rates of the
disorders evaluated.

Interrater reliability (kappa and percentage
agreement) of the SCID-II also was investi-
gated in a sample of 30 outpatients with panic
disorder with agoraphobia.*> Audiotaped and
videotaped SCID-II interviews were assessed
retrospectively by two additional independent
raters. Results revealed adequate agreement
for 10 personality disorders examined, with
generalized kappas ranging from .43 for histri-
onic to .89 for schizotypal personality disorders.
Base rates were reported for each disorder, with
obsessive-compulsive (27%), avoidant (27%),
and paranoid (20%) personality disorder among
the highest. Low prevalence rates (i.e., <10%)
were revealed for schizoid (0%), antisocial (0%),
schizotypal (0%), and histrionic (7%) personal-
ity disorder. Kappas were not computed for
schizoid and antisocial personality disorder, as
neither disorder was diagnosed by any rater.
Confusingly, kappa was reported for schizotypal
personality disorder, although its prevalence
was noted to be 0%. A unique feature of this
study is that the interrater agreement was also
evaluated for every symptom or criterion item
for each personality disorder. Results showed
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acceptable agreement (alpha <.05) for 110 of
112 criteria.

We should note at this point that low preva-
lence per se is no bar to computing kappas. Two
issues are identified. First, for a given sensitivity
and specificity, very low prevalences lead to low
kappas. These values are still the best estimates
of reliability, but they may mislead people who
do not understand that kappas from a clinic
with one base rate may not generalize well to a
situation with another much lower or higher
base rate. Second, with small sample sizes,
kappa becomes badly restricted at low base
rates. That is, if there are just two patients with
a disorder out of 50, then a change of diagnosis
on one person by just one rater produces a huge
variance in kappa, which is undesirable. Thus,
with these guidelines in mind, it is suggested
that kappas be reported for low-prevalence
disorders, or if they are not reported, then
reasons for this should be described.

Focusing on personality disorders in 14 pa-
tients diagnosed with eating disorders, Won-
derlich et al.*? investigated interrater reliability
by retrospectively rating audiotaped interviews.
Kappas were obtained for five personality disor-
ders that were diagnosed five or more times in a
larger sample of 46 patients, i.e., obsessive-
compulsive (.77), histrionic (.75), borderline
(.74), dependent (.66), and avoidant (.56).
Whereas base rates were provided for these
disorders in the larger sample, no such data
were reported for the smaller reliability sample,
nor were kappas indicated for disorders with
lower prevalence rates. And without base rate
data, the stability of reported kappas cannot be
ascertained.

A limitation of the above three investigations
is that all included subjects with a narrow range
of axis I disorders—anxiety disorders in two
studies and eating disorders in one. This limited
emphasis may have increased reliability coeffi-
cients, as base rates for selected disorders most
likely were quite high. Additionally, samples
were small and prevalence rates of certain dis-
orders were low. Thus, some disorders were not
diagnosed and reliability was not determined.

In a larger-scale project performed in Hol-
land by Arntz et al.,* two raters observed the
same interview to compare diagnoses of 70
outpatients suffering primarily from anxiety dis-
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orders. Interrater reliability (kappa) of this
Dutch version of the SCID-II ranged between
.65 for schizotypal and 1.00 for dependent,
self-defeating, and narcissistic personality disor-
ders. However, these investigators noted that
the number of patients with personality disor-
ders was small, with the exception of patients
with avoidant, paranoid, and obsessive-compul-
sive personality disorders; thus, reported agree-
ment levels may be somewhat unstable. Similar
to the procedure used by Brooks et al.,*> Arntz
et al.* also reported interrater reliability for
each of the criteria for all personality disorders.
Out of a total of 116 criteria, results (using
intraclass correlation coefficient) suggested
“excellent” reliability for 84 (r > .75) and
“good” reliability for 14 (r > .65); only six
criteria showed disappointing levels (r < .60).

Using a test-retest design, O’Boyle and Self*
examined reliability of personality disorders in a
subsample of five inpatients participating in a
larger validity study. The mean interval between
administrations was 1.7 days. Agreement
(kappa) for presence of any personality disor-
der was .74. However, reliability data were not
collected for individual disorders due to the
extremely small sample size. Also using a test-
retest design (second interview within 48 hours),
Malow et al.* reported reliability of borderline
(kappa, .87; total sample base rate, 16%) and
antisocial (.84; total sample base rate, 15%)
personality disorders in a subsample of 29 out of
117 male veteran inpatients diagnosed with
either cocaine or opioid dependence. Surpris-
ingly, although paranoid personality disorder
was diagnosed in 7% of patients in the total
sample, interrater agreement for this disorder
was not reported. Limitations of this study
include a small sample size and questionable
generalizability due to exclusive inclusion of
male veterans who were cocaine or opiate users.

A comprehensive test-retest—reliability inves-
tigation of the SCID-II recently has been con-
ducted with 284 subjects in six diverse settings.*
At all sites, two raters independently evaluated
the same subject at separate times with intervals
ranging from 1 day to 2 weeks. A report detail-
ing the data collected in this extensive study is
expected soon, and should add greatly to our
current knowledge regarding reliability of the
SCID-II.
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Although several investigations have assessed
interrater or test-retest reliability for the SCID-1
and SCID-II in a variety of adult populations,
only two investigations to date have specifically
evaluated the reliability of the SCID in older
adults. Yet, given the upsurge of interest in
assessment and treatment of emotional disor-
ders in older adults, it seems important to
ascertain the reliability of the SCID with this
underserved population. As part of their study
comparing several screening scales for depres-
sion in the elderly, Stukenberg et al.? reported
interrater reliability of the presence or absence
of a mood disorder in 75 cases (kappa, .92).
However, reliability data for specific mood dis-
orders (e.g., major depression, dysthymia) were
not provided, and reliability for problems other
than mood disorders was not determined. Addi-
tionally, base rates for mood disorders were not
reported for the reliability sample.

Our research group*’ evaluated the reliability
of the SCID with an elderly population in a
“natural” clinical outpatient setting, as part of a
comprehensive assessment battery. Specifically,
the SCID was administered in the first or
second intake session for older adults seeking
outpatient treatment for a wide range of disor-
ders. It is important to point out that interview-
ers were second- and third-year graduate stu-
dents in clinical psychology, and not highly
trained or skilled clinical researchers as has
been the norm. However, our interviewers are
more representative of the types of mental
health professionals who administer the SCID
in clinical settings (e.g., psychiatric inpatient
and outpatient facilities, community mental
health centers) and who function as “front-
line” clinicians. Our graduate students did have
prior course work in psychopathology and gen-
eral interviewing strategies. Moreover, they were
trained to criteria with the SCID, primarily via
role-played SCID interviews.

In our study, interrater reliability was investi-
gated in a sample of 33 older adults (age,
67.3 + 8.4years [mean = SDJ]). Audiotaped and
videotaped interviews were assessed retrospec-
tively by an independent rater at the doctoral
level. Reliability estimates (kappa and percent-
age agreement) were calculated for major de-
pressive episode (47% base rate) and the broad
diagnostic categories of anxiety disorders (15%
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base rate) and somatoform disorders (12% base
rate). Since kappas are unstable at extremely
low base rates,” reliability statistics were not
computed for other disorders where less than
10% (n < 3) of the sample was so diagnosed by
one of the assessors. Obtained kappas and
percentage agreements, respectively, are as fol-
lows: major depression (.70, 85%), anxiety disor-
ders (.77, 94%), and somatoform disorders (1.0,
100%). Thus, reliability of the SCID-I adminis-
tered by graduate-level clinicians in a limited
sample of older adults appears very promising,
although additional research with larger samples
of obviously is warranted.

CONCLUSIONS

Our review indicates that although the SCID
has been widely and successfully used in con-
trolled research for several years now, there are
still gaps in the research data. For example,
there are few studies in which SCID diagnoses
are compared with non-SCID diagnoses for
reliability. Further, even if recent SCID studies
are compared with old pre-DSM-III or pre-
Research Diagnostic Criteria diagnostic reliabil-
ity studies, there are confounding factors in this
research. The earlier studies not only did not
use the SCID (or any structured interview), they
did not use clear and operationalized diagnostic
criteria either. Thus, any increase in reliability is
difficult to interpret; improved reliability could
be a function of the structured interview, better
diagnostic criteria, or some combination of
both. To fully assess how much the SCID
contributes to increased reliability, there is a
need for studies that use DSM-III-R (and
eventually) DSM-1V criteria and compare the
SCID with an unstructured interview or another
structured interview such as the DIS-R.

Several additional shortcomings and con-
cerns about the SCID and their implications for
its application in clinical practice warrant men-
tion and further empirical investigation. A ma-
jor issue in research on reliability of the SCID is
the degree to which many studies address the
topic of clinical and practical utility. For ex-
ample, most studies in this area have been
conducted in an “artificial” research context
rather than in an ongoing clinical setting. SCID
interviewers usually are experienced clinical
researchers who are well-trained and commit-
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ted to the development and success of the
instrument. Moreover, these raters have excep-
tional familiarity with DSM-III-R criteria and
the most advanced training in psychopathology,
from both research and clinical perspectives.
Unfortunately, this is not the typical situation in
standard clinical practice. In most mental health
centers, for example, clinicians who might use
the SCID are not as committed or as well
trained as clinical researchers participating in
reliability studies. At this point, the effect of
using standard clinical-service providers (as com-
pared with clinical researchers) on SCID reliabil-
ity is unknown. Can this instrument be used to
formulate reliable diagnoses with the type and
level of front-line clinicians who work in mental
health centers? Although results from a study
conducted by our research group*’ are promis-
ing, these findings await further empirical sup-
port from research with larger and more diverse
patient populations.

An additional concern is that many of the
reliability studies targeted a patient sample with
a rather narrow range of axis I and II disorders.
For example, two investigations>#? exclusively
included patients with anxiety disorders, and
one* only assessed eating-disordered individu-
als. This limited focus most likely served to
increase reliability coefficients. In addition,
sample sizes and prevalence rates of certain
disorders were low in many reports, thus pre-
cluding determination of diagnoses and reliabil-
ity for some disorders, or reporting unstable
kappas due to extreme base rates for other
disorders. Future reliability studies may be
enhanced by increasing the sample size and
expanding the range of axis I disorders in the
reliability sample to include mood, psychotic,
and other axis I disorders. Otherwise, reliability
estimates may be misleading, unstable, or spuri-
ously high.

Finally, additional investigative endeavors are
needed to evaluate reliability and establish
norms with the SCID for use with underserved
groups such as African-Americans, older adults,
and physically and developmentally disabled
persons. Yet another issue deserving attention
is that the SCID will soon have to undergo
major revision to correspond with some of the
new diagnostic criteria that will appear in DSM-
IV. Although current research still is evaluating
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psychometric properties of the SCID based on
DSM-III-R criteria, it cannot be assumed that
these findings will apply to a revised version of
this instrument based on yet a new modification
of the diagnostic system. Thus, reliability data
as to future versions of the SCID inevitably will
lag behind establishment of DSM-1V criteria.
Despite these problems we have identified,
there are many positive aspects of the SCID.
First, the SCID has the potential to facilitate
diagnosis and treatment planning, in that it can
be efficiently administered as a standard part of
a more extensive intake assessment. Second,
structured interviews such as the SCID have
been shown to generate improved diagnostic
reliability relative to less structured ‘“psycho-
social” intake formats that currently prevail in
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clinical practice.” Third, the SCID facilitates
DSM-III-R-based psychiatric diagnosis and cov-
ers the major axis I and all axis II disorders.
Fourth, for less behaviorally oriented practitio-
ners, the SCID will enable them to assess the
frequency, duration, and intensity of specific
symptoms that subsequently can be targeted for
treatment. Indeed, the SCID is structured in
such a manner that it prompts interviewers to
evaluate specific symptom dimensions and also
guides patients to describe symptoms in a most
detailed fashion. Assessment and clarification
of symptoms are highlighted by a unique feature
of the SCID, since DSM-III-R diagnostic crite-
ria are embedded in the interview schedule.
Consequently, such information is immediately
available for examination by interviewers.
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