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"You agree then, I said, that men and women are to have a common way of life
such as we have described - common education, common children; and they are to
watch over the citzens in common whether abiding in the city or going out to war; they
are to keep watch together, and to hunt together like dogs; and always and in all things,
as far as they are able, women are to share with the men? And in so doing they will do

what is best, and will not violate, but preserve the natural relation of the sexes."

Plato: 'Women As Equal To Men In The State’,

from The Republic, in The Dialogues of Plato
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ABSTRACT

The proposition that there is a female preponderance in depressive experience is
examined in a cohort of young adults. A number of psychosocial variables (e.g. age,
career opportunities, marital status) were initially controlled, with the expectation that
there would initially be no sex differences and that a female preponderance would
emerge over the subsequent decade as social heterogeneity occurred, allowing the

identification of psychosocial risk factors to depression.

The classification of depression and the definition of caseness in non-clinical
groups are reviewed, noting the application of structured case-finding instruments with
particular reference to the Diagnostic Interview Schedule or DIS, which is used here.
Literature concerning the epidemiology of sex differences in depression is considered in

terms of real and artifactual explanations.

The study cohort commenced with 113 females and 56 males in 1978, with data
on three assessments over ten years from 108 females and 53 males. The author
conducted DIS interviews at a five-year follow-up then a lay interviewer conducted at a
ten-year follow-up. There was moderate reliability over the ten-year period but

evidence of some sex differences in recall of depressive episodes.
Three different definitions of caseness were used. Sex differences in rates of
depression were not found at the five-year follow-up. Sex differences at ten years were

found only for the caseness definition with the lowest symptom threshold.

There were no sex differences for self-report measures of trait, state depression



or perceptions of parental or current intimate relationships. Females rated higher on
measures of neuroticism, dependency and femininity. Sex differences in social support

and coping styles when depressed are described.

Using discriminant function analysis, the following risk factors relating to
caseness were isolated: high trait depression, low self-esteem, high perceived maternal
protection. Risk factors related to non-caseness included high paternal care and
protection scores, and the presence of an intimate partner. A model linking perceived
parental environment, the acquisition of self-esteem and consequent ability to sustain a
good relationship with a partner and other social supports is considered. Gender did not
constitute a significant risk factor, indicating the importance of social, rather than

biological factors in determining onset of depressive disorders in young adults.



CHAPTER ONE
DEFINITION OF DEPRESSION AND ISSUES OF CASENESS

CONTENTS
The concept of depression
Current theoretical classifications of depression

Primary and secondary depression

Unipolar and bipolar depression

Endogenous and neurotic depression
Depression categories in current diagnostic systems
Diagnostic systems using operational criteria
Historical development of concepts of caseness

Use of self-report questionnaires

Use of semi-structured instruments

Discussion
Summary of themes and relevance to the current research objectives

The focus of this thesis is the examination of depression rates in young adults in
a non-clinical cohort, to determine whether there are sex differences in rates of
depression over time, with a further aim of identifying risk factors to depression. This
chapter will discuss the concept of depression, its classification and definitions of

caseness, with particular reference to non-clinical or general population settings.

The con f depression

The term 'depression’ conveys many meanings. Most commonly, it is used to
describe a normal human emotion but it may also be used to convey an affect (the
external manifestation of mood), a predicament (a state or being or condition that is
unpleasant, trying or dangerous), a symptom (a complaint reported by a patient), a
syndrome or disease (a constellation of symptoms and signs implying an underlying

pathological process), or an illness (the manifestation of disease in the social context).

The Macquarie Dictionary (1982) defines depression as "dejection of spirits, and

a state of despondency characterised by feelings of inadequacy, lowered activity,



sadness and pessimism", which embraces a variety of emotions, such as sadness,
misery, loss of usual buoyancy and a lack of self-esteem. Such transient feelings of
depression are common and frequent in non-clinical populations (Parker, 1979) and
generally trnsient or ephemeral. Klerman (1974) has suggested that such 'normal’
depression may have an adaptive function, as seen most clearly in the response of a
child to separation. Here, 'depressive’ behaviours such as crying will act as a signal,
alerting the care-giver to the child's needs. In adults, depression may also be adaptive.
Sadness that is a response to a loss (such as bereavement) has a restorative function for
the subject and also communicates the subject's distress to others. Such awareness by
others may then be accompanied by the accordance of certain privileges and offers of

social support aimed at assisting with the grief work.

The features common to normal and pathological depressions include feelings of
depression, lowered self-esteem, feelings of helplessness, hopelessness and self-
criticism (Klerman, 1980). The determining factors for pathological mood states
include longer duration of the episode, greater severity, the presence of certain features
(e.g. change in psychomotor activity, anhedonia, preoccupation with morbid thoughts
which may or may not be delusional) and inability to function in one's normal social
roles. Help-seeking behaviour is also used as a criterion of pathological depression, but

is problematic as there are subjects with pathological mood states who do not seek help.

rrent theoretical classifications of depression
Primary and secondary depression
Robins and Guze (1972) differentiated between primary depression, in which
the subject had previously been well or had only had prior episodes of an affective
disorder, and secondary depression, in which the depressive episode occurred in the

setting of (i.e. secondary to) another physical or psychiatric disorder. Although Guze



(1971) had earlier hypothesised that primary and secondary depressions might differ in
prognosis and treatment response, such differences have not been confirmed (Weissman
et al, 1977; Giles et al, 1987). The classification, however, has been used for research

studies, to exclude cases of depression associated with other disorders.

Andreasen and Winokur (1979) suggested that primary depression could be
further subdivided into 'familial pure depressive disease' (subjects with a first episode
after the age of forty and with a family history of primary depression, but without
alcoholism or sociopathy), 'sporadic depressive disease' (similarly subjects with no
positive family history), and 'depressive spectrum disease' (subjects, mostly women,
usually first episode under forty, and with a family history of alcoholism or sociopathy
in a first degree relative). This is a concept that continues to be investigated, although
largely by Winokur's group (Winokur, 1985) and raises further demarcation issues

concerning the boundaries between depression, sociopathy and alcoholism.

Unipolar and bipolar depression

For primary affective disorder, Leonhard et al (1962) proposed a further
distinction between bipolar disorder (subjects having a history of manic and depressive
episodes) and monopolar disorder (where there is a history of only manic or depressive
episodes) based on family history studies. They noted that patients with bipolar disease
had higher rates of psychosis and their relatives had higher rates of suicide than those
with monopolar depression. Mania is characterised by a subjective sense of well-being,
with elated mood, poor judgement and impulse control, over-activity, decreased sleep
and pressure of thought and speech. Psychotic phenomena (e.g. grandiose delusions,
auditory hallucinations) may occur but are not necessary for the diagnosis.
Subsequently, the concept of 'monopolar depression' has been retained as 'unipolar

depression', while those subjects who have only manic episodes have been subsumed



under the category of bipolar disorder (W.H.O., 1978; Spitzer et al, 1978; American
Psychiatric Association, 1980; Boyd & Weissman, 1981; Perris, 1982).

Endogenous and neurotic depression

Unipolar depression has been further subdivided into two dichotomous groups.
One type is variably labelled as endogenous, autonomous or psychotic depression, and
viewed as qualitatively different from the other type, variously named exogenous,
reactive, neurotic, or characterological depression. Kiloh (Kiloh et al, 1972) has
summarised the position: "Psychotic or endogenous depression is a condition...with an
imputed genetic or biochemical basis, whilst so-called neurotic depression is a diffuse
entity encompassing some of the ways in which the patient utilizes his defence

mechanisms to cope with his own neuroticism and concurrent environmental stress."

The psychotic or endogenous type has also been labelled as 'melancholia’
particularly in the last few years (American Psychiatric Association, 1980; Klerman,
1980). Characteristic features of melancholia include motor retardation, lack of
reactivity to environmental stimuli, anhedonia, excessive guilt, anorexia, severe weight
loss, diurnal mood variation, terminal insomnia, and at times, hallucinations and
delusions (when the term ‘psychotic' is added). Unfortunately, the terms 'psychotic' and
‘endogenous’ have, at times, been used interchangeably, with many British writers using
the term 'psychotic’ to denote severity of depression (Carney et al, 1965), rather than the
presence of specific psychotic symptoms. Until the 1970s, American psychiatrists
tended to contrast 'neurotic' and 'psychotic’ depressions in terms of severity, and
'reactive’ and 'endogenous’ depressions in terms of presumed aetiological factors
(Gilbert, 1984), but since then have tended to use the term 'psychotic depression' to
denote the presence of psychotic symptoms and have generally ceased using the terms

'reactive’ and 'endogenous’ depression (American Psychiatric Association, 1980;



Klerman, 1980).

The second type, neurotic or reactive depression is characterised partly by the
lack of features characterising endogenous depression and is associated with reactivity
of mood to environmental stimuli, initial insomnia, self-pity or doubt rather than guilt
and anxiety symptoms (W.H.O, 1978; Klerman, 1980). The onset of such depressive
episodes is thought to have a greater association with psychosocial stressors or conflicts

than for endogenous depression.

There has also been a continuing debate as to whether the two types of
depression (i.e. endogenous/psychotic and neurotic/reactive) simply reflect different
dimensions of severity in one disorder (unitary view) or are separate entities (binary
view). The terms 'endogenous' and 'reactive', which may refer both to type and
aetiology, have been judged as unsatisfactory because more recent evidence belies the
assumption that life events are only associated with reactive depressions and
constitutional factors only with endogenous depressions (Paykel, 1974; Bebbington et

al, 1988).

The Newcastle school attempted to distinguish between the neurotic and
endogenous depressions by undertaking a discriminant function analysis of the scores of
a heterogeneous group of depressed patients, and showing a bimodal distribution (Kiloh
and Garside, 1963), later replicated by Carney et al (1965). Other groups have failed to
replicate this finding (Kendell, 1969; Ni Bhrolchain et al, 1979). Kendell (1976)
postulated a continuous spectrum of depressive disorders, or a psychotic-neurotic
continuum, with a minority of patients at each end of the spectrum showing classical
endogenous or neurotic disorders and the majority having a mixture of the two and

lying along the continuum.



Akiskal et al (1978) noted that the term 'neurotic depression' is used in several
different ways: denoting the absence of any psychotic phenomena, or a mild depression
without vegetative symptoms, or the coexistence of neurotic symptoms such as anxiety,
phobias and depersonalisation, or as a reaction to understandable life events, or as a
characterological depression where subjects habitually react to normal or trivial stresses
by developing depression because of underlying personality vulnerability. He argued
that the lack of consensus over meanings of ‘neurotic depression' indicated that the term

should be dropped.

Wolpe contended that Akiskal's alternative categories of 'secondary dysphoria’
and 'characterological depression' are only new names for identifiable categories of
neurotic depression and argued for the retention of a positive diagnosis of neurotic
depression (Wolpe, 1986). He argued that learned maladaptive anxiety responses are
the basis of neurosis, and that well-defined patterns of neurotic depression are
secondary to such anxiety. However, neurotic depression may be maladaptive and
associated with anxiety without necessarily being secondary to it. Torgersen (1988)
acknowledged that the term 'neurotic depression' represents a heterogeneous group of
disorders, but stated that the DSM-III diagnostic categories are equally heterogenous.
He concluded that "perhaps the concept of minor depression used in RDC (i.e Research
Diagnostic Criteria, Spitzer et al, 1978) better represents the non-psychotic, non-
melancholic major depression".

ressi ries in current diagnosti m

Current diagnostic systems in clinical and research use are the International

Classification of Diseases, now in its ninth edition (ICD-9), originating in U.K. and

Europe under the auspices of the W.H.O. (W.H.O., 1978) and the Diagnostic and



Statistical Manual, with both third (DSM-III) and revised third editions (DSM-III-R),
originating in the USA (American Psychiatric Association, 1980; 1988). There is now a
fundamental difference in these systems, in that the ICD-9 provides broad and relatively
non-specific definitions for psychiatric disorders, some of which are compromises
between various European interests (Stengel, 1959). DSM-I (1952) and DSM-II (1968)
were similar in concept to ICD-9, both using the neurotic/endogenous depressive

categories in the spirit of the definitions supplied by Kiloh et al (1972) earlier and given
for ICD-9 below. By contrast, the third edition of the Diagnostic Statistical Manual,
DSM-III made a radical departure in providing definitions of disorders based on
operational criteria (symptoms and signs) with cut-offs for inclusion in a diagnostic
category and minimal reference to presumed aetiology. It is a multiaxial classification
with the diagnosis of psychiatric disorder (i.e. symptom diagnosis) located on the first
axis and four further axes describing personality, any concurrent medical conditions,

predisposing life events and optimal level of function in the preceding year.

The latest version of the ICD system, ICD-9 endogenous depression (manic-
depressive psychosis, depressed type) is defined as "an affective psychosis in which
there is a widespread mood of gloom and wretchedness with some degree of anxiety"
while neurotic depression is defined as a "neurotic disorder characterised by
disproportionate depression which has usually recognizably ensued on a distressing
experience.....there is often preoccupation with the psychic trauma which preceded the
illness". A further category, 'adjustment reaction’ covers "mild or transient disorders
lasting longer than acute stress reactions...often relatively circumscribed or situation-
specific, generally reversible"; these may be "brief”, which includes grief reactions or
"prolonged", lasting up to a few months. The term 'adjustment reaction' implies an
understandable reaction to a specific stressor, while neurotic depression stipulates a

level of depression disproportionate to the presumed stressor. There is also a category
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'depressive disorder, not elsewhere classified' for "states of depression, usually of
moderate but occasionally of marked intensity, which have no specifically manic-
depressive or other psychotic features and which do not appear to be associated with

stressful events or other features specified under neurotic depression".

Diagnostic systems using operational criteria
In this section, diagnostic categories for depressive disorders in DSM-III, DSM-

III-R and Research Diagnostic Criteria or RDC will be described and compared.

The Research Diagnostic Criteria or RDC (Spitzer et al, 1978) were developed
from the earlier Feighner diagnostic system (Feighner et al, 1972), with both relying on
strict operationalised criteria. The Feighner system allowed 14 diagnostic categories,
the categories of relevance to depression being primary and secondary affective
disorder, with mania being included with primary affective disorder. In RDC, primary
depression was divided into major (unipolar) depression and bipolar depression
(subjects had also experienced manic episodes) and two new categories, minor
depression and intermittent depressive disorder were created. These cateogories were
intended to afford a broad coverage of depressive experience and to encompass the

endogenous and neurotic depression categories which had been discarded.

As the RDC system was intended for use in clinical and non-clinical situations,
allocation to RDC categories also requires the imposition of functional impairment
criteria (seeking professional help, taking medication for the episode, or subjective
judgement of a 'significant impact on life' because of the episode) which are not
required for allocation to DSM-III categories. The DSM-III criteria were intended for
clinical, rather than primarily for research use with the use of the term 'disorder’

intended to imply that the episode is clinically significant. The reader is referred to a
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paper comparing DSM-III and RDC criteria if more specific information is required

(Williams & Spitzer, 1982).

The DSM-III system firstly defines 'disorder' (American Psychiatric
Association, 1980) as "a clinically significant behavioral or psychological syndrome or
pattern that occurs in an individual and that is typically associated with a painful
symptom (distress) or impairment in one or more important areas of functioning

(disability)" (p.6) implying a departure from a normal process or reaction.

In DSM-III, depressive disorders are included in the category of "affective
disorders", where the essential feature is a sustained mood disturbance accompanied by
related symptoms. There are five categories for depressive disorders: (1) bipolar
depression (where there is current or previous evidence of manic episodes), (2) major
depression with or without melancholia, (3) dysthymic disorder, (4) adjustment disorder
with depressed mood (see Table 1.1 for comparison of these categories) and (5) atypical
depression (depressive experience, unclassifiable elsewhere). The study to be reported
uses both DSM-III and RDC depressive categories. Table 1.1 summarises criteria for
duration, symptom numbers and impairment criteria for the DSM-III categories that are
being discussed and allows comparison with RDC categories, from which they are

derived (Spitzer et al, 1978; Williams and Spitzer, 1982).

DSM-III "major depressive episode” is defined as evidencing a "dysphoric mood
or loss of interest or pleasure in all or almost all usual activities and pastimes", present
for at least two weeks and accompanied by at least four of eight symptoms. These are
effectively broad symptom groups, with all sleep disorders placed together, and with no

distinction between initial and terminal insomnia, nor between appetite loss and appetite
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Table 1.1 Criteria for depressive disorders
Minimal Number of Impaired
duration symptoms functioning
required criteria

ICD-9 diagnoses
Endogenous depression NS None No
Neurotic depression NS None No

RDC diagnoses
Major depression

- probable 1-2 weeks 4/8 Yes

- definite 2 weeks 5/8 Yes”®
Minor depression

- probable 1 week

- definite 2 weeks 2/16 Yes
Intermittent depression 2 years 2/16 Yes

"much of the time"

DSM-III diagnosis
Major depression

- total 2 weeks 4/8 No

- DIS/significant 2 weeks 4/8 Yes*

- with melancholia 2 weeks additional

- with delusions 2 weeks criteria
Adjustment disorder NS NS No
Dysthymia 2 years 3/13 No*

"relatively persistent"

DSM-III-R diagnosis
Major depression
- total 2 weeks 5/9 No
Dysthymia 2 years 2/6 No*
"more days than not"

Zurich Study
Extensive depressive episode

EDE (SYM) 2 weeks 3/8 (males) Yes

5/8 (females) Yes

EDE (WORK) 2 weeks NS Yes
General Health "over past 5-7/30

Questionnaire (GHQ) few weeks" (usually) No

NS Not specified
* RDC help-seeking/impairment criteria imposed with use of DIS

** Specifies subject as a case rather than defining diagnostic category
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gain. There are additional requirements for "melancholia” and the presence of mood-

congruent or mood-incongruent delusions (Table 1.1).

DSM-III major depressive episode and RDC major depressive disorder
(probable) use the same duration and symptom criteria, while the report of one extra
symptom is required for RDC major depressive disorder (definite). In DSM-III-R,
major depressive episode requires 5 out of 9 symptoms present for the same two-week
period, but one symptom has to be either depressed mood or loss of interest or pleasure.
Eight of the nine symptoms are identical with DSM-III and the ninth is the depression

item that was mandatory in DSM-III.

DSM-III dysthymic disorder requires the presence "most of the time" for two
years of at least three of thirteen possible "symptoms characteristic of a depressive
disorder but that are not of sufficient severity and duration to meet the criteria for major
depressive episode” (APA, 1980). For DSM-III-R dysthymia, a depressed mood
(present "more days than not") must be accompanied by 2 of a possible 6 symptoms. In
DSM-II], it is possible to have a major depressive disorder superimposed on an episode
of dysthymia, while DSM-III-R precludes this. RDC intermittent minor depression has
the same minimum duration of two years as dysthmia but has subtle changes of wording
in describing the minimum amount of time the subject should experience depression

during the episode (Table 1.1), which is marginally less in RDC.

RDC has a category of minor depression which requires a minimum duration of
one week for 'probable’ and two weeks for 'definite’ and a minimum 2 out of 16 possible
symptoms. This is not equivalent to DSM-III adjustment disorder, which is defined as
"a maladaptive reaction occurring within three months of a psychosocial stressor"

(American Psychiatric Association, 1980). The maladaptive nature is indicated by
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"impairment of social or occupational functioning” or symptoms "in excess of normal or
expectable reaction”. There are no minimum thresholds for symptom numbers or
duration of episodes and complete resolution is assumed. The definition is the same in
DSM-III-R but a maximum duration of six months is given. The concept of adjustment
disorder is very different in its definition and emphasis compared to other DSM-III and
RDC categories, and places more weight on subjective and rater interpretation (Table

1.1).

From Table 1.1 it can be seen that the ICD-9 system relies on clinical judgement
to establish entry to diagnostic categories, whereas RDC and DSM-III diagnostic
categories have strict entry criteria based on a minimum number and duration of
symptoms. The RDC allows for the imposition of impairment criteria to define
significant depressive episodes and these criteria have been applied to DSM-III
diagnoses in the Diagnostic Interview Schedule or DIS (Robins, 1982) the instrument
that is used in this study. The imposition of impairment criteria has an advantage in
community studies where depressed subjects may not see themselves as depressed or

requiring treatment.

Thus the category 'major depression' (using DSM-III or RDC systems) has strict
entry criteria which may increase reliability, but it is a heterogeneous category
including most of those episodes that would be called 'endogenous’ and some that would
have been labelled 'neurotic' in ICD-9 or DSM-II systems. The other 'neurotic’
depressions now fall within the categories of dysthymia, adjustment disorder,
cyclothymic personality or within the anxiety disorders. Winokur (1985a) was an early
critic of the DSM-III classification. He stated that depression is a syndrome rather than
an illness, which is "defined in DSM-III as a lowest common denominator....DSM-III

essentially regards all depressions as equal and attempts to separate them with a
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separate axis, ie personality disorders". He advocated the retention of the term
'neurotic-reactive' and presented criteria for the latter based on stormy lifestyle,

personality assessment, family history and poor response to previous treatment.

Evaluation of chan rough f operational criteri

The introduction of operationalised criteria in both the RDC and DSM-III
systems was prompted by concerns about reliability of psychiatric diagnosis largely
generated by researchers. Two studies, the United States-United Kingdom Diagnostic
Project (Cooper et al, 1972) and the International Pilot Study of Schizophrenia
(W.H.O., 1973) had drawn attention to lack of reliability of diagnosis in areas of
depression and schizophrenia, with ensuing difficulties in international, even inter-
regional, comparisons for clinical or research purposes. The impetus towards definition
of reliable diagnostic and case-finding systems has been generated particularly by
researchers interested in quantifying the rates of psychiatric disorder in a variety of
populations, whether to look at changes in rates, risk factors determining rates or to

assist health care utilisation practices.

Carroll (1989) discussed concepts of reliability and validity in terms of defining
categories of depression against which the Dexamethasone Suppression Test could be
evaluated. He stated that "when patients are recruited solely on the basis of
‘operationally defined' clinical signs and symptoms, the acknowledged heterogeneity of
the major depressive syndrome is left uncontrolled” and that "ICD-9 is generally
regarded in the U.S. as inferior to DSM-III because ICD-9 diagnostic guide-lines are
not operationalised". He considered that one test of diagnostic validity would be the
demonstration of discrimination of different diagnostic categories by laboratory markers
or differing treatment responses and pointed to "the disturbing fact that the current

'operational' diagnostic criteria (i.e. DSM-III categories) can yield groups of "major
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depressed” patients in whom it is impossible to demonstrate the therapeutic superiority
of imipramine over placebo treatment!" while such discrimination is possible when
ICD-9 and DSM-II categories are used. Thus, while the strictly operationalised
diagnoses with less emphasis on aetiology and subjective distress (e.g. DSM-III
diagnosis of major depressive disorder) have allowed for greater reliability in assigning

diagnoses, the constructs may not have clinical validity.

Torgersen (1988) acknowledged that the term 'neurotic depression' combines a
heterogeneous group of disorders but stated that the DSM-III diagnostic categories are
equally heterogeneous and concluded that "perhaps the concept of minor depression
used in RDC better represents the non-psychotic, non-melancholic major depression”.
His comments reflect the question raised earlier in the chapter by Carroll and Winokur
as to whether the DSM-III categories actually constitute an advance in the
conceptualistion of depressive categories, particularly for categories other than major

depression (with or without melancholia).

Kendell (1989) commented that medicine has traditionally tied concepts of
validity with a greater understanding of aetiology and underlying mechanisms (which
could then be modified by treatment) and discussed what clinicians can do, by
exercising their own clinical skills, to increase validity. He identified six validators of
clinical syndromes: (i) identification and description of the syndrome, (ii)
demonstration of boundaries between that and related syndromes, using statistical
techniques such as discriminant function analysis and latent class analysis, (iii) follow-
up studies, (iv) therapeutic trials, (v) family studies and (vi) association with
fundamental abnormalities, either biological or psychological. He pointed to the
following research strategies as being potentially useful: prospective follow-up studies

based on serial interviews, therapeutic trials and family studies, both involving a broad
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spectrum of diagnostic categories, and twin studies where alternative definitions of

syndromes are used.

This study will use the first research strategy, a prospective follow-up with serial
follow-up assessments, which is appropriate for a naturalistic study where no treatment
intervention is considered but where there is an attempt to isolate predisposing social
and psychological factors. The DIS was used to generate depressive categories using
operationalised criteria for RDC and DSM-III systems and the instrument will be
discussed in Chapter 2. While this review has implied criticism of the operationalised
approaches of RDC and DSM-III systems, many of these short-comings have only
become apparent in the past few years and this study commenced in 1978, when
enthusiasm was high and short-comings less obvious. It is also important to use these
‘newer’ diagnostic categories to ascertain whether the atheoretical approach to
diagnostic classification has heuristic value. One of the aims of the study was to
examine the long-term reliability of depressive categories, while another was to
examine risk factors to depressive disorder longitudinally. If risk factors were isolated

in such a design, a case for validity of such depressive categories would be supported.

As the study to be reported involves a non-clinical cohort, the next section will

consider definitions of caseness with particular reference to general population groups.

Historical development of con f n

From the 1940s to 1960s, psychiatric researchers used the clinician as the case-
finding 'instrument’. Most studies at that time were disease-orientated, involving
inpatient or outpatient groups. As the subjects had generally already presented for
treatment, the concept of 'caseness' was not fully appreciated and generally equated with

treatment presentation.
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The Lundby study in Sweden (Essen-Moller, 1956; Hagnell, 1966) commenced
in 1947, used a clinical interview as the case-finding instrument, and with the aim of
evaluating the incidence and prevalence of anxiety and depression in an entire
community of 2,550 people over a 25-year period. Essen-Moller stated that the study
sought "to attempt some sort of description of all inhabitants, beyond those exhibiting
conspicuous mental disease and abnormality...this type of an approach to the 'natural
history' of personality was motivated by the conviction that mental differentiation is
accomplished, not by the influence of human relations exclusively, but by an interaction
of such influence with basic individual differences biologic in origin" (Hagnell, 1982).
Essen-Moller and his team personally interviewed 98.8% of the inhabitants of Lundby
using an interview of their own design. They supplemented their information with data
from other informants and case histories, where appropriate. They also used team

discussion to arrive at decisions concerning caseness.

The first large scale American epidemiological investigations of psychological
health were the Stirling County study (Leighton, 1959) commencing in 1948 and
involving 1003 people, and the Midtown Manhattan study (Srole et al, 1978)
commencing in 1952 with 1,660 people. Both studies used symptom checklists which
were administered by trained lay interviewers, rather than by psychiatrists. These
checklists generated a score on a single dimension from health to pathology rather than
assigning patients to diagnostic categories for treatment. This approach reflected the
prevailing view that mental illness differed in degree rather than in kind, and was
radical at the time when psychiatric opinion held that epidemiological methods would
violate the concept of individuality and that for psychiatry "the most, if not the only,
important research in this field are intensive studies of the individual, or at most, very

small groups of individuals" (Lemkau, 1955). At that time, psychiatric opinion also
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deemed much of the material used in psychiatric assessment to be out of conscious

awareness and therefore not available simply by a process of direct questioning.

Like the Lundby study, the Stirling County study set out to determine the
prevalence of anxiety and depressive symptoms in the community, using the Health
Opinion Survey (HOS) and the Typology of Need for Psychiatric Attention Scale
(PSYATT) which also provided some assessment of impairment and role dysfunction.
Murphy later joined the Stirling County study, and has subsequently developed a
computer programme that could be applied to the original data set to identify episodes
of anxiety and depression comparable with the Research Diagnostic Criteria (Murphy et

al, 1985).

The authors of the Midtown Manhattan survey postulated that "socio-cultural
conditions, in both their normative and deviant forms, operating in intrafamily and
extrafamily settings during childhood and adulthood have measurable consequences
reflected in the mental health differences to be observed within a population”. They did
consider whether they should undertake an intensive psychiatric study of a few
individuals or use a less intensive method for screening a larger population, finally
deciding on the latter. They devised a questionnaire, the Home Interview Survey, to be
administered by trained lay interviewers with data then reviewed by two psychiatrists
who rated subjects on a continuum from ‘well' to 'incapacitated’, based on a combination

of presence of symptoms and interference with life adjustment.

These studies were among the first to demonstrate that there was a substantial
group of people with psychiatric disorders who did not present for psychiatric treatment

and researchers started to question the relationship between caseness and patienthood.
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Instrumen fine casenes

Self-report questionnaires

Goldberg (1972) further examined the question of caseness in non-psychiatric
patients by investigating levels of psychological distress in general practice attenders.
He developed a self-report measure, the General Health Questionnaire (GHQ), to
determine psychological caseness in a broad sense, with again no intention of defining
specific psychiatric diagnoses. Although originally designed for use in general practice
groups it has gained wider acceptance as a measure of current caseness with defined

cut-off levels.

Self-report scales for depressive states (e.g. Beck et al, 1961; Zung, 1965;
Wilson, 1979) convey some estimate of caseness with cut-off points that may vary with
the researchers' needs, but were not designed to generate diagnoses. These measures
are designed to evaluate subjective experience and are generally used as measures of
depression or as screening techniques to identify subjects worthy of further
consideration. A later questionnaire, the Centre for Epidemiological Studies-
Depression Scale or CES-D (Radloff, 1977) was devéloped specifically as a screening
measure in community surveys and, recently, Zimmerman (1987) developed a self-

report questionnaire (IDD) to diagnose DSM-III major depression.

The Global Assessment Scale (GAS) is the broadest measure of impairment
incorporating symptoms and role impairment. The scale provides examples of
impairment in decile increments across a range of functions and is intended to measure
cross-sectional function and to quantify change. However the reliability of such an
approach is called into question as there may be greater changes in one area of
functioning than another and raters may place emphasis on different areas when

evaluating a subject. It has been included in the revised edition of DSM-III (DSM-III-
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R; 1988) as a method of quantifying level of function.

Semi-structured instruments

Angst and Dobler-Mikola (1984a) in Zurich, Switzerland, undertook a study of
sex differences in a group of 591 young adults. They paid a great deal of attention to
the problem of case definition from the outset. They noted that no valid definition of
caseness existed and that 'cases' and 'non-cases' were on a continuum with an arbitrary
line dividing the two. They considered that definitions of caseness should be flexible
and suggested two definitions for use in their study. They had pre-tested the Present
State Examination or PSE (Wing et al, 1974) but found it unsuitable for their purposes
in that it only enquired about symptoms in the previous month and paid no attention to
social problems and their consequences. They designed their own instrument, the
Structured Psychopathological Interview or SPIKE, as part of a semi-structured

interview.

They based their definition of a depressive 'case’ on the Research Diagnostic
Criteria but suggested differential cutoffs for minimum number of symptoms for each

sex: three for males, five for females (Angst and Dobler-Mikola, 1984c).

For definition of a psychiatric 'case’, they gave social consequences a higher
priority than symptoms so that, as with the RDC, a 'case’ still had to fulfil a minimum of
two weeks' duration, with social impairment primarily at work, and which included
unpaid work such as home duties. Impairment included reduction in performance,
secondary conflicts and absence or loss of job. Loss of job was given last place on a
rank order as some groups, such as housewives and unemployed people, cannot lose

their jobs.
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For episodes of depression, their definition of a psychiatric case is similar to
RDC major depression (definite and probable) plus minor depression (definite), with
less attention to the number of symptoms and with more attention being paid to the
details subsumed by RDC's enquiry as to the significance or impact of the episode on
the subject's life. The Swiss group's approach is particularly useful in general
population studies as there will be a body of people who are on the border between
‘case’ and 'non-case’, and whose allocation to caseness is arbitrarily decided on the basis
of their remembering or forgetting perhaps one symptom. Definitions of caseness used

in the case-finding instruments have been previously tabulated (see Table 1.1).

From 1968, the Social Research Unit at Bedford College has been examining the
social causation of depression in women in the London borough of Camberwell (Brown
and Harris, 1978). They defined 'disease’ as "a departure from normality which may
require medical intervention" and 'distress' as a "natural, if unpleasant process which
can be expected to abate with time, without outside help”. They contrasted 'cases'
(subjects with a disease state, requiring intervention) with 'borderline cases' (where
symptoms are atypical, less frequent or less intense, implying distress rather than
disease). Both 'cases' and 'borderline cases' were based on PSE/ICD-9 categories using
the Index of Definition (Wing 1970) to define entry to diagnostic categories, with
accompanying operationalised case descriptions to illustrate typical examples of each
category. Finlay-Jones et al (1980) have provided a checklist to demonstrate the
clinical criteria that underlie their concepts and considered that the Bedford College
definition of caseness (in terms of symptom patterns) was similar to DSM-III major
depression or RDC 'probable’ major depression, and that borderline caseness was
similar to RDC minor depression (although with a minimum threshold of one symptom

rather than two).
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They also discriminated between vulnerability factors and provoking agents
(Brown and Harris, 1978) and found that the presence of vulnerability factors increased
the risk of subjects (who would have otherwise been regarded as 'borderline cases')

becoming 'cases'in the face of a provoking agent.

Like the Bedford College group, a research team in Edinburgh (Surtees et al,
1983) has also concentrated their research efforts exclusively on women. They have
used a Psychiatric Assessment Scale (PAS) which incorporates questions from the PSE
and the SADS to generate diagnostic categories for PSE/Index of Definition, Bedford
College criteria and RDC, to allow comparison with the various diagnostic systems.
They were able to demonstrate changes in prevalence rates depending on which
diagnostic system was used, with the PSE/Index of Definition and RDC systems giving
similar prevalence rates and the Bedford College system tending to give the highest

rates.

Vaillant and Schnurr (1988) compared a variety of definitions of 'caseness' to
examine the validity of the concept in relation to a 40-year study of a group of male
college graduates. They used six models for cases and/or psychiatric impairment: two
categorical definitions, (i) a retrospective judgement, combining evidence of suspected
psychic distress with independent assessments of impairment (e.g. seeking professional
help, college-based psychological assessment, measure of adult adjustment) and (ii) a
post-hoc estimation of lifetime DSM-III disorders. The other models were dimensional,
(iii) the same measure of adult adjustment treated as a continuous variable, (iv) the
Global Assessment Scale (GAS) assessed by an independent rater, (v) the Health
Sickness Rating Scale (HSRS), and (vi) a measure grouping defence mechanisms on a

nine-point scale ranging from 'mature’ to 'immature’ (Vaillant, 1977).
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The choice of definitions of caseness and predictor variables were inevitably
influenced by the available data from a longitudinal study of Harvard undergraduates
(Vaillant, 1977), chosen for their expected mental health. They found correlations of
0.25 to 0.50 for a series of predictor variables compared with any of the six definitions
of caseness, and reported that the six measures of impairment "were almost identical in
their prediction of adult adjustment to late midlife". This result suggested that the six
models had some common ground and that the concept of caseness can be arrived at
through a variety of means. They raised the issue that most psychiatric disorders can be
seen in dimensional as well as categorical terms and stated that "it is often desirable to
use both categorical and dimensional approaches”. They concluded that "an individual
becomes, or ceases to be, a case through a complex interaction between impairment,
host and environment", a remark which indicates some sharing of Brown and Harris'

appreciation of the relationship between environmental effects and caseness.

Di ion of ness definitions in non-clinical grou
The preceding section has reviewed some case-finding techniques used for non-
clinical groups, some of which are studies of the general population, others have

concentrated on smaller, more socially homogeneous groups.

The concept of 'caseness' in clinical groups is alligned with that of 'patienthood’;
defined by Kraupl-Taylor (1972) as a person who is abnormal by the standards of the
population in regard to at least one of the following (i) that the person feels therapeutic
concern for himself, (ii) that this concern is also felt by his social environment, (iii) that

there is medical concern for him.

This definition of patienthood reflects the original disease-orientated approach

dating from the 1950s and developed from the study of hospital patients. It overlooks
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concepts of help-seeking and illness behaviour and, in doing so, many of the special
problems of case definition in general population studies. The latter studies involve
subjects who are not presenting themselves for treatment and may not even see

themselves as having a disorder.

One could argue that if people do not fit into this definition of 'patienthood’ that
there is no real reason to identify them. In the book "What is a Case?", which is
devoted to this subject, Copeland (1981) makes the statement that "one of the sources of
the problem is the misconception of a case as a unified entity" and challenges the
assumption that the 'case’ definition is based on a clinician's decision that such a subject

would not be out of place in a treatment facility.

In terms of psychiatric research, it is also relevant to determine the natural
history and degree of impairment associated with more minor forms of disorder that
have not presented for treatment at that stage and whether there is any difference in

outcome in treated and untreated disorders.

However, the epidemiologist or social psychiatrist who wishes to evaluate the
range of depressive experience within a population must have some parameters by
which to determine which subjects will be categorised as cases, either in terms of
disturbances in social roles or functional incapacity. Copeland (1981) stated that
caseness is "a concept created for a purpose is only useful in so far as it serves that

purpose".

Two definitions of 'caseness' are pertinent to the area of depressive disorders.
The first would lead to a concept of patienthood and treatment, the sort of notions

embodied in the diagnosis of depressive disorder, and in predicting treatment outcome,
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degree of morbidity and economic cost to the community.

The second would embody that concept of inability to function in normal social
roles at the usual level of functioning and would be of value in identifying those who
may be at risk for further impairment, assessing the value of the medical model,
evaluating social factors contributing to depression and the social cost of such disorders

to the individual and the community.

There are particular problems in investigating depressive experience in non-
clinical samples, namely: (i) these subjects do not necessarily complain of distress or
present for treatment, so that one has to make a decision of what is meaningful. (ii)
Depression may be less 'severe' (in terms of numbers or types of symptoms, or degree of
impairment) or it may present differently (e.g., be perceived as existential distress rather
than symptom-based disease). (iii) Researchers may not wish to be restricted to
diagnostic categories but to include flexible parameters of depressive experience.
DSM-III has a category 'atypical depression' which is a catch-all category for all types
of depression which do not fall into the rigid categories defined, but the group then
becomes too heterogeneous to be meaningful. Otherwise, researchers can rate numbers
of symptoms in existing categories as dimensions rather than categories or redefine the

parameters, as Angst (1984c) has done.

The DIS (the case-finding instrument used in this study) first generates the same
RDC and DSM-III diagnostic categories whether or not the subject has been a patient.
The DIS then imposes the RDC help-seeking criteria which combine help-seeking and
treatment criteria with a question designed to assess social role impairment to consider
those subjects who have not been patients. The next chapter will consider the properties

of some semi-structured case-finding instruments in common use.
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m relevan research ion
Two themes have been developed. The first is to describe some of the
difficulties in categorising depression and to highlight the definitions used in the two
most commonly used current diagnostic systems (ICD-9 and DSM-III). The second is
to examine the concept of caseness in depressive disorders. The definition of caseness
used has been influenced by whether the subjects being investigated were from a
clinical or non-clinical population, the availability of case-finding instruments and the

research questions being asked.

From the 1950s to mid 1970s, there were sociological studies of general
population groups that looked at concepts of distress and mental health (that were often
poorly defined), while psychiatric studies looked at clinical samples using clinical

criteria (that were also often poorly defined in terms of operational diagnostic criteria).

Prior to the 1970s, community-based studies used either clinical interviews or
dimensional constructs (e.g. self-report symptom measures or measures based on a
continuum from health to illness) to categorise depression. In the last fifteen years there
has been interest in the rates of depressive diagnoses in the general population,
coinciding with the development of more reliable diagnostic systems and related case-

finding instruments which are based on operational decisions for generation of RDC or

DSM-III categories.

The drive towards more reliable definitions of depressive categories has been
noted, culminating in the operational RDC and DSM-III classification systems. The

American Psychiatric Association proposed an atheoretical approach to classification



28

embodied in the DSM-III diagnostic classification. In relation to depression, this meant
replacing categories of neurotic/reactive and endogenous/psychotic depression (still
used in the ICD-9 classification) and with their implicit assumptions concerning
causation, with categories of major depression and dysthymia where no such causal
implications were drawn. The DSM-III system implies a unitary (dimensional)
approach, with operationalised diagnostic categories, based on symptoms and signs,
with little reference to presumed aetiology. However the category 'adjustment disorder'
does call for the clinician to make some subjective judgements about the maladaptive
nature of the reaction and whether the symptoms are in excess of a normal reaction to

the stressor.

The British and Europeans have been more conservative and retained the ICD-9
system. This implies a binary approach based on diagnostic categories which are
loosely defined in terms of symptoms, signs and presumed aetiology. The

unitary/binary debate has continued in British and European circles.

While the categorical approach has proved useful in improving reliability,
validity is largely unexplored. These issues will be discussed in the next chapter in
relation to case-finding instruments based on RDC, DSM-III and ICD-9 diagnostic

systems.

Any consideration of depressive disorder categories overlaps with the concept of
caseness and the conclusion reached is that the categorical approach is useful and such
an approach is used in this study. In general one should have flexible methods of

determining caseness, determined by the research question that is being addressed.
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CHAPTER TWO
DEVELOPMENT OF STRUCTURED CASE-FINDING INSTRUMENTS

CONTENTS

Structured case-finding instruments

Reliability and validity of structured case-finding instruments
The Present State Examination
The RDC/SADS system
The DIS system

Conclusions concerning properties of structured case-finding instruments
Selection of a case-finding instrument in the reported study

Introduction

The need to make reliable diagnostic decisions for psychiatric research purposes
was recognised in the early 1970s. Robins (1989) later stated that the goal was "to
construct standardised interviews that would function more like a psychiatrist does during a
clinical assessment...that is, they would be tightly tied to official diagnostic criteria; they
would endeavor to distinguish clinically significant symptoms from the trials and
tribulations of everyday life...not to write an interview equivalent to the behavior of
particular psychiatrists; instead ...to come as close as possible to what the ideal psychiatrist
would do if he properly interpreted and rigorously followed the criteria in the diagnostic

systems being assessed".

ructur -finding Instrumen

The Present State Examination or PSE (Wing et al, 1974) was the first instrument to
be developed using a semi-structured interview, with operational criteria for symptoms and
signs present over the previous month. There are 140 items, each of which is rated on a 3
or 4 point scale. The interview is "basically...a check list which systematically covers all
the phenomena likely to be considered during a present state examination". It is intended
for use by a clinician who uses his judgement as to the relevance of the material presented
to him, but a training programme is recommended, during which the interviewer learns the

definitions of each item from a manual which includes a glossary of symptoms and signs.
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The PSE was originally intended for use with hospital patients, but a 40-item version was
subsequently developed for non-patient groups. Diagnostic categories based on the ICD-9
system can be made and the accompanying computer programme (CATEGO) generates an
Index of Definition or ID score (Wing, 1976) for caseness (an ID score of 5 or more) and
borderline caseness (an ID score of 3 or 4), but the instrument was not intended to give a

diagnosis, rather a measure of 'present state'.

American psychiatrists also recognised the advantage of structured case-finding
instruments. The Renard Diagnostic Interview or RDI was developed to elicit the
symptoms required to generate the Feighner diagnostic criteria and was intended for the use

by physicians and non-clinicians (Helzer et al, 1981).

The Schedule for Affective Disorders and Schizophrenia, or SADS (Spitzer et al,
1978), was designed as the primary diagnostic tool for the National Institute of Mental
Health (NIMH) Collaborative Study of the Psychobiology of Depression (Katz et al, 1979).
It is a structured interview schedule to be used by a clinician to generate the RDC
categories (RDC depression categories were described in the previous chapter). The first
section assesses symptom severity for the nadir of the current episode and for the preceding
week. A second section deals with previous episodes of illness. The diagnostic decisions
are then made by the interviewer referring to the Research Diagnostic Criteria. There are
three versions, SADS, SADS-L (lifetime version) and SADS-C (where change in
symptoms is being measured). All these instruments are intended for use only by clinician
researchers and training is recommended. There is also a Family History-RDC (Andreasen
et al, 1977) for use with members of the subject's family, if the subject is unavailable for
direct evaluation. The SADS has been used in depression research because it identifies 10
subtypes of major depressive disorder found in the RDC, covering a broad range of

depressive experience.
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The Diagnostic Interview Schedule or DIS (Robins et al, 1981) was designed
specifically for use in an ambitious epidemiological survey, the Epidemiological
Catchment Area (ECA) studies, performed by a number of independent research teams at
five USA centres, also under the auspices of the NIMH (Regier et al, 1984). The authors
state that the "broad aims of the ECA program are the historical goals of psychiatric
epidemiology: to estimate the incidence and prevalence of mental disorders; to search for
etiological clues; and to aid in the planning of health care services and programs”. They
stated that the study was innovative in a number of ways, (i) by integrating surveys from
community and institutional populations, (ii) by collecting prevalence and incidence data;
(iii) by the use of multiple research sites with collaborative collection of data and (iv) by
"field validation" of the DIS (Eaton et al, 1981). The SADS was not considered
appropriate for the ECA study because it required decisions by clinicians (the ECA study
design called for a reliable case-finding instrument for use by a large group of lay
interviewers) and as it generated RDC categories rather than the DSM-III categories
intended for use in the ECA study. Furthermore, the ECA researchers wished to examine
prevalence over short periods of time (i.e. two weeks and six months) in addition to life-

time and the SADS was not able to provide the short term prevalence data.

The DIS is a highly structured interview schedule using a probe flow chart which
allows lay interviewers (after a one to two-week training period) to assess the significance
of symptoms. It is based on the Renard Diagnostic Interview and, like the RDI, uses a
probe system to determine impairment and to distinguish psychiatric symptoms from
consequences of medical illness and the effects of drugs and alcohol. There is a computer
algorithm that can be applied to generate Feighner, RDC and DSM-III diagnostic
categories for symptoms over the entire span of the subject's life; also period prevalence
data over the previous two weeks, month, 6 months and 12 months, as well as for the nadir
of the current episode. The DIS was designed for use with psychiatric inpatient, outpatient
and general population groups, and is the only measure that was specifically designed for

use by lay interviewers with non-clinical groups. The DIS has achieved a fair degree of
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success in the hands of lay interviewers as the wording of every question in the structured
interview is strictly predetermined and precoded, as are the decision rules (presented as a

Probe Flow Chart) used during the interview.

The DIS provides a broader coverage of psychiatric diagnoses than PSE or SADS
and fewer subjects are relegated to residual categories. Its highly structured format has the
advantages of brevity and the possible adaptation for use by telephone interview (Wells et
al, 1988) or in a computer-assisted version (Blouin et al, 1988). There is also provision for
collection of a total symptom count regardless of diagnostic category and allowance for
multiple simultaneous diagnoses (e.g. the co-occurrence of anxiety and depressive

disorders) if the hierarchical rankings of categories implicit in DSM-III are not imposed.

There is now an instrument called the CIDI or Composite International Diagnostic
Interview (Robins et al, 1988) combining the DIS and PSE, which generates diagnoses for
Feighner, RDC, DSM-III and DSM-III-R criteria, as well as certain CATEGO classes
derived from ICD-9. This instrument is currently undergoing an international multi-centre

reliability trial, for which no results are yet to hand (Sartorius, 1989).

The Structured Clinical Interview for DSM-III or SCID (Spitzer & Williams, 1983)
was specifically designed by the authors of the SADS/RDC system to follow the decision
rules used in making DSM-III diagnoses in much the same way as the SADS was designed
to elicit RDC categories. Each section commences with the essential criteria for each
diagnosis and then provides prompts and questions to determine whether the additional
criteria are met. This measure is intended to be used for a current episode and to be
administered by a clinician. It allows for incorporation of other relevant material, such as
reports from clinical records and embodies the changes in DSM-III-R. It has broader
coverage of diagnoses than the DIS and will generate data for other DSM-III axes. Rabkin
and Klein (1987) noted the possibility of greater validity than the DIS due to the broader

data base and more flexible system of enquiry. However the SCID is intended for use by
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clinicians rather than lay interviewers, so that the DIS is likely to remain the instrument of

choice in epidemiological surveys.

liability and validity of I -finding instrumen

The Present State Examination

The PSE is now in its ninth version. Several versions used much the same format
for reliability studies for successive versions (Wing et al, 1974). Each reliability study
consisted of interviews for 170 to 190 patients, approximately two-thirds of whom were
interviewed simultaneously by two psychiatrists (to check inter-rater reliability), with the
remainder interviewed on two separate occasions, usually one to two days apart (to check
test-retest reliability). In an early reliability study, across all diagnoses, Kendell (1968)
found a mean kappa value of 0.71 for inter-observer agreement and 0.41 for test-retest
reliability. Intra-rater reliability was quoted in terms of product-moment reliability
coefficients, which were in the range of 0.80 to 0.95 for depressive symptoms in both
reliability studies (Wing et al, 1967; Kendell et al, 1968), with situational anxiety
symptoms having the lowest values (0.58). Inter-rater reliability using the 40-item version
with non-clinicians (Cooper et al, 1977) returned lower reliability coefficients for
depressive symptoms, with a mean of 0.67. Wing's group (Wing et al, 1974)
acknowledged the possibility of spuriously high reliability rates in their group as the the
rating psychiatrists were all close colleagues who employed very similar clinical decision-
making practices. Another study by the same group (Wing et al, 1974) examined
differences between psychiatrists and inexperienced raters. The clinically experienced
psychiatrists reached high inter-rater reliability within one week of training, while those
with less experience firstly rated more, then fewer, positive items than the experienced
raters. However, the conclusion was that the PSE training could provide an "acceptable

degree of reliability and repeatablility at all stages of the diagnostic process” (p 68).

In a study (Sturt, 1981) examining whether the PSE is a valid measure of current

severity of psychiatric disorder, a group of 800 subjects from the general population in
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Camberwell, U.K., was compared with three groups comprising (i) all patients attending
the casualty department following deliberate overdose of medication, (ii) patients between
18 and 64 years (excluding schizophrenia and drug/alcohol abuse) attending a general
psychiatric outpatient service, and (iii) a consecutive series of inpatients to a general
hospital area-based service. Those subjects who were inpatients were noted to have
different case rates using the Index of Definition (with higher total PSE scores), different
symptoms and greater social impairment in inpatient groups (with some symptoms reported
frequently for inpatients being rare in the outpatient groups). The authors viewed these
data as demonstrating a relationship between patienthood, clinical severity and Index of
Definition categories. This is despite the possibility (which Was not addressed) that such
psychosocial issues as employment, marital state and previous numbers of hospital

admissions may also affect the decision to admit a patient to hospital.

There are limitations to the use of the PSE. Firstly, the measure was only designed
to give current prevalence data. Secondly, as the interview was largely based on material
derived from patients referred for psychiatric treatment (usually after admission to
hospital), its relevance to case-finding in general population groups may be limited for a
number of reasons: (1) symptoms may be less well defined, or (ii) have different thresholds
of severity, or (iii) some of the symptoms defined in the PSE for inpatients may be less
common or of little relevance in non-clinical groups. The authors suggest that screening
measures may compensate for this. However, the PSE has continued to be used as a case-
finding instrument, often preceded by the GHQ as a screening measure (Henderson et al,

1979) and some studies using this methodology will be mentioned in Chapter 3.

The RDC/SADS system

In the development of RDC (Spitzer et al, 1978), there were two studies of inter-
rater reliability which involved 218 psychiatric clinic inpatients and one of test-retest
reliability (with a sub-group of 60 from the same group), as part of a NIMH project, the

Collaborative Program on the Psychobiology of Depression. The kappa values for RDC



35

primary major depression in the two studies of inter-rater reliability ranged from 0.48 to

0.87 and for test-retest reliability, from 0.59 to 0.86.

The Schedule for Affective Disorders and Schizophrenia or SADS (Endicott &
Spitzer, 1978) was developed as a case-finding instrument to generate RDC diagnoses, and
the initial reliability studies involved a group of 150 hospital in-patients that were used as
part of the same NIMH multi-centre collaborative project, the Collaborative Program on
the Psychobiology of Depression. Patients with a diagnosis of mania or depression were
interviewed separately, with interviews within 48 hours of each other. The authors
reported correlations of over 0.60 for 90% of the items (when taken item by item) for inter-
observer reliability, and for 82% of items for test-retest reliability. Correlations for test-
retest reliability (on a sub-group of 60 patients) ranged from 0.67 for the presence of
anxiety to 0.83 for 'endogenous features'. The Symptom Check List or SCL-90 (Derogatis
et al, 1973) was also completed by 144 of the 150 subjects involved in the reliability study
with correlations ranging from 0.68 between depression on SCL-90 and 'depressive mood
and ideation' generated from SADS, to 0.47 for SCL-90 depression and 'suicidal ideation
and behaviour' from SADS.

Mazure and Gershon (1979) examined test-retest reliability using SADS-L with a
group of 49 patients, their first-degree relatives and medical controls, using two interviews
about seven months apart. The test-retest reliability was "high" (kappa of 0.79) for a life-

time diagnosis of major depression.

There were no attempts at validity studies at that time but Leckman (Leckman et al,
1982) later used a 'best estimate’ method utilising information from three different sources
(two direct interviews with raters each being blind to the findings of the other, family
history data, medical records) to study the reliability and validity of lifetime diagnosis.
Most interviewers used SADS-L and all made RDC diagnoses. Reliability rates for 'best-

estimate’ rates of the two clinicians returned kappa values between 0.46 (for minor
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depression) to 0.87 for hospitalised unipolar depressives. There was a kappa value of 0.80

for the category 'never mentally ill'.

Andreasen's group (Andreasen et al, 1981) examined test-retest reliability for the
SADS-L over varying periods of time. Their first "short-term reliability" study involved
interviews of the same patients on two occasions in one day. Reliability between moming
and afternoon raters for RDC depressive subtypes ranged from kappa values of 0.19 (for
incapacitated) to 0.87 (for primary major depression). There was also high reliability for
help-seeking behaviour (kappa=0.64), social role impairment (kappa=0.73), number of
symptoms (r=0.84) and age of first episode (r=0.84).

The second "longer term reliability"” study called for a consensus diagnosis by guest
raters using SADS-L generated, lifetime diagnosis data on subjects seen by the host
research team in the previous six months. Kappa values for comparison of the two
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