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Does the Adequacy of Clinicians’ Diagnostic Practice
in Routine Clinical Settings Matter?

Mark Zimmerman, MD

The report by Nakash and colleagues' raises concerns
about the adequacy of the unstructured, unstandardized,
clinical evaluation that is conducted in routine clinical
practice. The results suggest that clinicians are not sufficiently
thorough in determining whether a disorder’s DSM-IV
criteria are fully met. Are these findings a cause for concern?

More than 25 years ago, when I was still a medical student,
my colleagues and I conducted a survey of psychiatrists’
attitudes about DSM-III and DSM-III-R.! This was done
in anticipation of the publication of DSM-IV. We asked
psychiatrists why they used the DSM, and only a minority
rated the DSMs as being very important for planning
treatment, determining prognosis, managing patients, and
understanding patients’ problems.

Fast forward 25 years. I have been an attending psychiatrist
for 20 years, as well as the principal investigator of the
Rhode Island Methods to Improve Diagnostic Assessment
and Services (MIDAS) project, a study in which we have
integrated the assessment tools and procedures of researchers
into a hospital-affiliated outpatient practice. One focus of our
research has been on a comparison of diagnoses made by
clinicians using unstandardized, unstructured interviews
and researchers using standardized, structured interview
schedules. An early report® found that diagnostic comorbidity
was less frequently identified by a routine clinical evaluation
compared to an evaluation including the Structured Clinical
Interview for DSM-IV (SCID).# We examined the issue of
comorbidity because comorbidity predicts poorer outcome
for patients with depressive and anxiety disorders, and the
presence of multiple psychiatric disorders is associated with
greater levels of psychosocial impairment. We therefore
assumed that it was important to recognize comorbid
disorders and that failure to do so would result in poorer
outcome. Subsequent to our publication, 3 independent
research groups replicated our finding that more diagnoses
are made when a semistructured interview is used compared
to an unstructured clinical interview.>”

Problems with diagnostic recognition are not limited to
Axis I disorders. In another report from the MIDAS project,
we found that diagnostic interviewers using the Structured
Interview for DSM-IV Personality® were much more likely to
diagnose borderline personality disorder than clinicians using
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an unstructured interview.” Moreover, when the information
from the semistructured interview was provided to the
clinician, clinicians then diagnosed borderline personality
disorder more frequently; thus, it was not simply a matter
of clinicians’ reluctance to diagnose borderline personality
disorder during the initial diagnostic evaluation.

While several of the initial articles from the MIDAS
project identified problems with the detection of disorders,
with regard to the diagnosis of bipolar disorder, we observed
an opposite phenomenon—clinician overdiagnosis. While
several research reports have suggested that bipolar disorder
is underrecognized, and that many patients, particularly
those with major depressive disorder, in fact have bipolar
disorder,'%"! there is also evidence of overdiagnosis.'>!® The
largest study of overdiagnosis and underdiagnosis of bipolar
disorder was done in the MIDAS project.!” More than half
of the patients who reported that they had been previously
diagnosed with bipolar disorder were not diagnosed with
bipolar disorder based on the SCID. Underdiagnosis
of bipolar disorder also occurred, but 3 times as many
patients were overdiagnosed with bipolar disorder than
underdiagnosed. Family history analyses supported the
validity of the diagnostic procedures. In a follow-up to
our initial article on bipolar disorder overdiagnosis, we
examined whether there was a particular diagnostic profile
associated with bipolar disorder overdiagnoses.'® The
patients overdiagnosed with bipolar disorder were 4 times
more likely to be diagnosed with borderline personality
disorder compared to patients who were not diagnosed with
bipolar disorder.

Because I am the director of the outpatient division in
the Rhode Island Hospital Department of Psychiatry, you
might ask whether we have instituted a policy in which all
patients are evaluated with a semistructured diagnostic
interview in order to enhance the comprehensiveness,
reliability, and validity of our diagnostic procedure. In fact, I
have not recommended such a change to our routine clinical
practice because no research has yet examined the clinical
significance of the gap between researchers’ and clinicians’
diagnostic practices. Specifically, I am not aware of any
studies that have addressed the critical question of whether
more accurate and comprehensive research diagnostic
evaluations improve outcomes in a heterogeneous sample
of patients. One study found that when the results of the
SCID are presented to clinicians, treatment regimens often
change,' but the study did not examine whether outcome
was improved. No research group has done the important
study in which patients are randomly assigned to receive
a semistructured interview or an evaluation as usual and
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then examined as to whether outcome is superior in the
“intervention” group. The primary reason we have not sought
funding for such a study is that we are skeptical that it would
get funded in a climate that prioritizes biological research
and that has increasingly deemphasized the importance of
DSM-type diagnosis.?

One needs to consider that perhaps the clinicians surveyed
25 years ago were correct and the approach toward psychiatric
diagnosis embodied by the recent iterations of the DSM is not
particularly helpful in treating and managing the majority of
psychiatric outpatients presenting for treatment. One could
argue that patients’ outcomes are not more likely to be worse,
even in the face of missed diagnoses or misdiagnosis, because
of the broad spectrum of activity of the new-generation
medications. Medications such as selective serotonin
reuptake inhibitors and serotonin-norepinephrine reuptake
inhibitors have been found to be effective for depression,
almost all anxiety disorders, eating disorders, impulse-control
disorders, substance use disorders, attention deficit disorder,
and some somatoform disorders. Atypical antipsychotics are
helpful in nonbipolar as well as bipolar depression, and there
is some evidence of benefit in anxiety disorders; of course,
they also are effective in treating psychosis. In short, most
of the disorders for which individuals seek outpatient care
have been found to be responsive to at least 1 of the new
generation of antidepressant or antipsychotic medications.
Thus, it is possible that accurate and comprehensive
diagnostic evaluations are not critical after gross diagnostic
class distinctions (eg, psychotic disorder vs mood disorder
vs substance use disorder) are made.

Nevertheless, on the grounds of common sense, it seems
logical that greater diagnostic accuracy will improve outcome.
If a clinician is unaware of a comorbid condition’s presence,
then isn’t it less likely to be successfully treated? If borderline
personality disorder is misdiagnosed as bipolar disorder, or
bipolar disorder misdiagnosed as major depressive disorder,
then isn’t outcome likely to be poorer? More complete and
accurate diagnostic evaluations might influence whether a
medication is prescribed (eg, an antidepressant for major
depressive disorder but not adjustment disorder), choice of
medication (eg, a selective serotonin reuptake for a depressed
patient with a comorbid obsessive-compulsive disorder),
the class of medication prescribed (eg, a mood stabilizer
rather than an antidepressant for bipolar depression), and
the prescription of psychotherapy (eg, dialectical behavior
therapy for borderline personality disorder; cognitive
behavioral therapy rather than supportive therapy for a
specific anxiety disorder).

One can also hypothesize that more complete and
accurate knowledge of patients’ psychiatric disorders might
improve outcome independent of changes in treatment
decisions. That is, better diagnostic practice may result in
greater patient satisfaction with the diagnostic assessment, an
improved alliance with the treating clinician, and subsequent
greater compliance with treatment and better outcome.

If future research demonstrates that comprehensive
research evaluations are better, either by improving outcome
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or by improving the prediction of outcome, then what can
or should be done to change the standard of care regarding
diagnostic evaluations? One possibility is the incorporation
of semistructured diagnostic evaluations into routine
clinical practice. The advantage of using instruments such
as the SCID or the Mini-International Neuropsychiatric
Interview?! is that they enhance diagnostic thoroughness,
reliability, and validity. Even if greater reimbursement were
provided for the additional time needed to conduct the
evaluation, it might prove difficult to change how clinicians
conduct their initial diagnostic interview in the absence of
compelling data warranting such a change.

At the beginning of the 21st century, psychiatric
diagnoses continue to be almost entirely determined by
clinical history taking. Though this may change in the
future, no biological tests, as yet, are sufficiently accurate
to be used to make a psychiatric diagnosis. However, there
are inexpensive low-tech paper-and-pencil tests, and higher
tech computer-administered diagnostic assessments, that
might improve clinicians’ diagnostic practice. In light of the
consistent evidence that there are problems with the routine
clinical evaluation, clinicians should consider using such
adjunctive assessment tools while waiting for the results of
studies demonstrating their clinical significance.

So what have we done in our clinical practice to hopefully
improve diagnostic performance? While we believe that
diagnostic thoroughness and accuracy are important, at
the outset of the MIDAS project we assumed that it was
unlikely that semistructured interviews would routinely be
incorporated into clinical practice. Therefore, one of the
early goals of the MIDAS project was to develop a diagnosis-
oriented self-report questionnaire that would help clinicians
use their time more efficiently and maintain or improve their
level of diagnostic accuracy. We developed the Psychiatric
Diagnostic Screening Questionnaire (PDSQ), a self-report
scale designed to screen for the most common Axis I disorders
encountered in outpatient mental health settings.?>->* The
advantage of an empirically developed measure over a
homegrown form is that the psychometric and diagnostic
properties of scientifically studied instruments have been
established, thereby guiding the interpretation of the results.
Brief self-report questionnaires cannot substitute for clinical
evaluations and render definitive diagnoses; therefore, the
questionnaire we constructed is referred to as a screening,
rather than as a diagnostic, instrument. It was our hope that
the PDSQ would improve the efficiency of the diagnostic
evaluation by guiding clinicians toward symptom areas that
required more versus less assessment. The clinicians in our
practice believe this to be the case and therefore ask patients
to complete the measure before the intake evaluation.
Whether measures such as the PDSQ can improve diagnostic
accuracy, and consequently improve outcome, remains an
empirical question.

In concluding, it is worth reflecting on the change in the
discourse on diagnosis over the past 35 years. DSM-III, the
first officially sanctioned diagnostic system to incorporate
specified inclusion and exclusion criteria for psychiatric
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diagnosis, was published a generation ago. The empirical
justification for the radical change in how psychiatric
disorders were defined was based on the studies documenting
problems with diagnostic reliability when diagnoses were
based on earlier systems® and other studies demonstrating
that high levels of reliability could be achieved when
diagnoses were derived from semistructured interviews
and based on specific criteria.?® Validity was not so much
an issue, except for some studies that demonstrated that the
more narrow definition of schizophrenia proposed for DSM-
IIT was more valid than DSM-IT’s broader definition.?” The
clinical utility of the new diagnostic system was assumed,
though improvement in patient outcomes was not the focus
of attention. Nearly 35 years after the publication of DSM-
III, research suggests that significant problems remain with
psychiatric diagnosis in routine clinical practice. The study
by Nakash et al' is another to raise such questions. During
the past 35 years, we have also witnessed a revolution in the
treatment of psychiatric disorders. Pharmacotherapies and
psychotherapies have been repeatedly demonstrated to be
effective for a wide range of DSM-III/DSM-III-R/DSM-IV/
DSM-5-defined disorders. This would suggest that it is
important for accurate diagnoses to be made. However,
the broad-based efficacy of various treatments suggests
that diagnostic precision might not be so important. The
next generation of research on diagnosis (eg, changes in

diagnostic criteria or changes in diagnostic practice) will
hopefully attend to the most salient aspect of psychiatric
treatment—the outcome of care.

This commentary has focused on diagnostic precision
and completeness and raised the question of whether
improvement in diagnostic practice will result in improved
outcome and/or outcome prediction. While a diagnostic
determination is an important function of the intake
evaluation, it is not the sole objective. Other integral
functions of the intake evaluation include additional
history taking (eg, past psychiatric history, prior treatment
efforts, medical history, life events, social supports, coping
style, family history, developmental history), education
about the disorder and treatment options, establishment
of a therapeutic alliance, and identification of obstacles of
treatment. Striving for improved diagnostic practice should
not come at a cost of sacrificing the important details of a
patient’s story in order to make a diagnosis or diagnoses.?® It
has been our experience during the MIDAS project that the
nondiagnostic functions of the initial evaluation, such as the
establishment of the therapeutic relationship, are enhanced,
rather than undermined, by good diagnostic practice. Good
diagnostic practice, therefore, is likely to be associated
with greater patient satisfaction and increased retention
in treatment. This too can, and should, be the subject of
empirical study.
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