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The Effects of Race and Information Variance

on Disagreement Between Psychiatric Emergency Service

and Research Diagnoses in First-Episode Psychosis

Stephen M. Strakowski, M.D., John M. Hawkins, M.D.,
Paul E. Keck, Jr., M.D., Susan L. McElroy, M.D., Scott A. West, M.D.,
Michelle L. Bourne, Kenji W. Sax, Ph.D., and Karen C. Tugrul, R.N.

Background: Previously, we reported that
patient race was associated with disagreement
between research and clinical diagnoses. To ex-
tend this work, we studied whether disagreement
was specifically due to associations of patient
race with information or criterion variance.

Method: Ninety-nine patients consecutively
admitted through the University of Cincinnati
Psychiatric Emergency Service (PES) for afirst
hospitalization for psychosis were evaluated us-
ing the Structured Clinical Interview for DSM-
I11-R. Diagnoses made in the PES were compared
with those obtained from the structured interview.
We examined the contributions of information
variance and criterion variance to the association
between race and diagnostic agreement of PES
and research diagnoses.

Results: Agreement in PES and research diag-
noses was present in only 42% of patients. Diag-
nostic agreement was less common in non-white
patients than white patients, even after controlling
for other sociodemographic and clinical variables.
Information variance was the cause of diagnostic
disagreement in 58% of cases and was associated
with patient race. Criterion variance, occurring in
42% of cases, was not associated with race.

Conclusion: Patient race may contribute to the
diagnostic process in the psychiatric emergency
service by influencing the information obtained
from patients during clinical evaluations.

(J Clin Psychiatry 1997;58:457-463)
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I tiswell recognized that patient raceis associated with
diagnosis in clinical practice.*™ For example, in a
sample of patients admitted to a state hospital in Tennes-
see, we observed that black patients were significantly
more likely to'be diagnosed with schizophrenia and less
likely with affective illness, even in first-admission
cases.® We subsequently replicated this finding in another
sample of patients evaluated in the Psychiatric Emer-
gency Service (PES) at the University of Cincinnati.®
We have also reported similar racial differences in diag-
noses from the multisite DSM-IV Field Trial for Schizo-
phrenia and Other Psychotic Disorders™ and-in hospital-
ized patients with psychotic mania.” Together, our
previous work™ and that of others'™® suggest that in
clinical settings minority patients are more likely to re-
ceive diagnoses of schizophrenia than white patients.
However, in general, these racia differences diminish
with the use of structured interviews, although the spe-
cific reasons for these racial differences in clinical diag-
noses remain unclear.*™°

Factors suggested to be most responsible for differ-
ences in diagnosis between research and clinical assess-
ments are differences in the availability of patient
information (i.e., information variance) or differences in
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how diagnostic criteriaare applied (i.e., how clinical find-
ings are interpreted, which is called criterion variance).™
For example, Fennig and colleagues™ studied the contri-
bution of information and criterion variance in a sample
of patients admitted for afirst hospitalization for psycho-
sis. They observed modest levels of agreement (k = .49)
between research diagnoses obtained using a structured
clinical interview and diagnoses recorded in hospital dis-
charge summaries.-Approximately half of the disagree-
ment was associated with information variance and the
other half with criterion-variance, suggesting that diag-
nostic criteria were not systematically applied in many
patients. Whether patient race influences information or
criterion variance specifically is unknown. However, if
patient race can be shown to be associated with one or the
other type of variance, this association may clarify how
race influences clinical diagnostic assessment.

With these considerations in mind and to-extend our
previous work,”° we addressed the following questions
in a sample of patients recruited as part of the University
of Cincinnati First-Episode Psychosis Project’*** who
were admitted through the PES: (1) I's patient race associ-
ated with disagreement between PES and research diag-
noses? (2) If so, are these differences more commonly due
to information variance or criterion variance?

METHOD

Subjects

The University of Cincinnati First-Episode Psychosis
Project was initiated in October 1992, and patients were
recruited for this study until May 1995."*** The Univer-
sity of Cincinnati Hospital serves as both a regional ter-
tiary referral center and a primary care provider for the
Cincinnati metropolitan area. Additionally, the psychiatry
department is closely affiliated with the community men-
tal health system and administers the county indigent
acute care unit, which is located at University Hospital.
Most patients are admitted through the University Hospi-
tal PES, which manages approximately 10,000 patient
visits per year and serves a primarily poor, often unin-
sured and underemployed urban population.’ University
Hospital also provides psychiatric care to students attend-
ing the University of Cincinnati (enrollment approxi-
mately 35,000).

Patients were recruited from consecutive admissions
and wereincluded inthisanalysisif they (1) were aged 15
to 45 years; (2) presented with psychotic symptoms in-
cluding formal thought disorder, hallucinations, delu-
sions, or grossly disorganized behavior; (3) could com-
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municate in English; (4) resided within the Cincinnati
metropolitan area; and (5) provided written informed con-
sent after the study procedures had been fully explained.
Patients were excluded if (1) psychotic symptoms resulted
entirely from acute intoxication or withdrawal from drugs
or alcohol as determined by the resolution of symptoms
within the expected period of acute withdrawal and in-
toxication for the abused substance; (2) psychotic symp-
toms resulted entirely from a medical illness as deter-
mined by medical evaluation; or (3) they had a history of
previous psychiatric hospitalizations, more than 3 months
of antipsychotic or mood-stabilizer treatment, or more
than 6 months of previous antidepressant treatment.*>

Recruitment consisted of daily review of the medical
records of al new psychiatric admissions to identify po-
tential study patients. A total of 254 potential subjects
were evaluated, of whom 151 (59%) met inclusion and
exclusion criteria. Of thislatter group, 136 patients (90%)
provided written informed consent. The 15 patients who
refused to participate in this study or left the hospital too
rapidly to be recruited did not significantly differ from the
remaining 136 subjects in age, education, socioeconomic
status, diagnosis, or race or sex distribution. Finally, of
these 136 patients, 99 (73%) were admitted through the
PESand are the subjects of this report. Fifty-six patients
(57%) ‘were black, 37 (37%) were white, 4 (4%) were
Asian-American, and 2 (2%) were Hispanic, which accu-
rately-reflects the population from which this sample was
drawn.

Diagnostic Assessments

Axis | psychiatric diagnoses were made using the
Structured Clinical Interview for DSM-I11-R, Patient Ver-
sion (SCID-P).” All SCID-P interviews were performed
by psychiatrists (S.M.S., PEK., SL.M., SA.W.) with
high interrater reliability for both principal (k =.94) and
comorbid (k > .90) diagnoses.**** When completing the
SCID-P, we obtained information from the patient inter-
view, medical records, treating clinicians,”and family
members. PES diagnoses were made prior to the research
diagnoses, so that the investigators had access to the PES
records when compl eting the SCID-P. The SCID-P assess-
ments were obtained amean + SD of 10 + 8 days after the
PES evaluations.

As we have described in detail previously,”® patient
evaluations at the PES consist of three principal compo-
nents: (1) After theinitial triage to the PES (as opposed to
the medical emergency service), patients are evaluated by
apsychiatric nurse for level of acuity and chief complaint;
(2) Patients are then interviewed by alicensed social work
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therapist who defines the history of present illness, family
history, and social history and records results from a men-
tal status examination; and (3) Finaly, the therapist re-
views the case with a psychiatrist, who may or may not
directly interview the patient to clarify the presentation,
and a consensus DSM-III-R diagnosis is made and re-
corded in the record. This diagnosis was used in the cur-
rent analysis.

The patients in this study were evaluated by over 28
different social workers, 23 resident psychiatrists, and 13
attending psychiatrists, with over 60 different therapist/
psychiatrist combinations. These clinical evaluations oc-
curred at the time of hospital admission prior to al re-
search evaluations. Therapists employed in PES during
thisinterval were 18% black (N = 5), 75% white (N = 21),
and 7% other racial groups (N = 2). The physicians were
5% black (N = 2), 81% white (N = 29), and 14% other ra-
cial groups (N =5).

Demaographic Variables

Demographic variables obtained included age, sex;
race, educational achievement (in years), and socioeco-
nomic status (i.e., the highest level of employment
achieved prior to the onset of symptoms). To permit ad-
equate numbers of patients in each category for analysis,
socioeconomic status was scored: 0 = student (including
both high school and college), 1 = skilled/professional
worker, 2 = semi-skilled manual laborer, 3 = unskilled la-
borer or unemployed.

Symptom Assessment

Symptom ratings were performed within 3 days of ad-
mission by trained research assistants using the Young
Mania Rating Scale (Y MRS),* the 17-item Hamilton Rat-
ing Scale for Depression (HAM-D),* and the Scalefor the
Assessment of Positive Symptoms (SAPS).*® Raters had
established interrater reliability from joint ratings of over
100 patients with an experienced psychiatric research
nurse (K.C.T.), calculated using the intraclass correlation
coefficient (ICC) as follows: HAM-D total, ICC = .94;
YMRS total, ICC =.71; and SAPS global item ratings,
ICC =.72t0.93. Thetotal HAM-D score, thetotal YMRS
score, and a total SAPS score, obtained by summing the
individual global item ratings, were used for analyses.

Reasons for Diagnostic Disagreement

We categorized diagnostic disagreement as either in-
formation variance or criterion variance."*? To determine
these categorizations, we reviewed the PES and SCID-P
records of patients in whom the diagnoses disagreed and
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coded information variance as present if the PES record
failed to include information recorded in the SCID-P or
vice versa. Criterion variance was coded as present if the
symptoms and signs listed in the PES record and SCID-P
were similar but the application of DSM-II1-R criteria to
those symptoms was different. If both sources of variance
were present, the one that was felt to better explain the
discrepancy was chosen. Interrater reliability was deter-
mined by comparing the independent ratings of two psy-
chiatrists (S.M.S., JM.H.) on 12 records (21%) randomly
selected from the 57 patients in whom research and clini-
cal diagnoses disagreed. These raters agreed on 11 cases
(92%). After discussion, aconsensuswas reached on the 1
casein which independent examination disagreed. There-
maining cases were rated by one of us (S.M.S.).

Statistical Analysis

All analyses were performed using the Statistical
Analysis System for the Personal Computer (SAS Insti-
tute, Cary, N.C.). To facilitate analyses, the PES and re-
search diagnoses were categorized as follows: (1) bipolar
disorder (all affective subtypes); (2) major depressive dis-
order; (3) schizophrenia, including schizophrenia (all
types), schizoaffective disorder, and schizophreniform
disorder; (4) psychosis NOS (not-otherwise-specified);
and (5) all other diagnoses. Agreement between PES and
research diagnoses was calculated using a kappa statistic.
The associations between diagnostic agreement and pa-
tient race, adjusted for other demographic (age, sex, so-
cioeconomic status, education) and clinical (history of
drug or acohol.abuse or-dependence, and the previously
listed symptom rating scores) factors were evaluated us-
ing logistic regression. Similar logistic regression models
were used to evaluate the associations of clinical and de-
mographic variables with information and criterion vari-
ance. From the logistic regression analysis, adjusted odds
ratios (ORa) and 95% confidence intervals (Cl) were cal-
culated. Finally, other analyses were performed as neces-
sary for completeness.

RESULTS

Subjects

Clinical and demographic variables for these patients
are listed in Table 1. The only significant difference be-
tween these racial groups on any variable was in mania
ratings, which were higher in whites (t = 2.2, df =97,
p =.03). However, when mania ratings were controlled
for racial differences in rates of research diagnoses, this
difference did not persist (F=2.2, df =1,98; p>.1).
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Table 1. Clinical and Demographic Characteristics of 99
Patients Hospitalized for Treatment of First-Episode
Psychosis*t

White Non-White Total

Characteristic (N =37) (N =62) (N =99)
Age, y (mean'+SD) 26+7 26+ 6 26+ 6
Sex, N (%) male 24 (65) 37 (60) 61 (62)
Socioeconomic status, N (%),
unemployed 18 (49) 34 (55) 52 (53)
Education, y (mean + SD) 12+2 12+ 2 12+ 2
Research diagnoses, N (%)
Bipolar disorder 28 (76) 34 (55) 62 (63)
Major depression 3 (8 15 (24) 18 (18)
Schizophrenia 6(16) 11 (18) 17 (17)
NOS 0 (0 2 (3 2 (2
PES Diagnoses, N (%)
Bipolar disorder 14 (38) 11 (18) 25 (25)
Major depression 5 (14) 16 (26) 21 (21)
Schizophrenia 6 (16) 10 (16) 16 (16)
NOS 6 (16) 20 (32) 26 (26)
Other 6 (16) 5 (8 11 (11)
Substance abuse, N (%) 15 (41) 24 (39) 39 (39)

YMRS total (mean + SD)? 25+ 11 20+11° 2111
HAM-D total (mean + SD) 14+8 15+9 14+ 9
SAPS total (mean + SD) 9+4 9+ 4 9+4

* Abbreviations: HAM-D = Hamilton Rating Scale for Depression,
NOS = not otherwise specified, PES = Psychiatric Emergency.Service,
SAPS = Scale for the Assessment of Positive Symptoms,

YMRS = Young Mania Rating Scale.

‘tSome percentages do not add up to 100% due to rounding.
aSjgnificant difference between groups: t = 2.2, df = 97, p=.03.

Moreover, in the patients with research diagnoses of bi-
polar disorder, there was no difference in mania ratings
between white (mean £ SD YMRS score = 28 + 10) and
non-white patients (mean YMRS score= 25+ 11; t = 1.0,
df = 60, p > .3). Substance abuse rates did not differ be-
tween the racial groups (see Table 1).

Diagnostic Agreement

The PES and research diagnoses made in these sub-
jects are listed in Table 1. Agreement between PES and
research diagnoses occurred in 42 patients (42%) with an
overal kappa for agreement of .25. The degree of agree-
ment varied among the diagnostic categories (x* = 41.1,
df =12, p<.001). Specifically, the percentage of patients
with a given research diagnosis who received the same
PES diagnosis ranged from 61% (N = 11/18) for those di-
agnosed with major depression to 35% (N =6/17) for
those with schizophrenia. The percentage of patients with
agiven PES diagnosiswho received the same research di-
agnosisranged from 96% (N = 24/25) for those diaghosed
with bipolar disorder to 4% (N = 1/26) for those with psy-
chosis NOS. Eleven patients received “other” diagnoses
in the PES, which included 2 patients with a diagnosis of
organic mood disorder, 2 with conduct disorder, 2 with
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brief reactive psychosis, and 1 each with presenile demen-
tia, delusional disorder, posttraumatic stress disorder, in-
duced psychotic disorder, and adjustment disorder.

Racial effects on diagnostic disagreement. Logistic
regression analysis revealed that patient race was signifi-
cantly associated with diagnostic agreement even after
adjusting for all of the other clinical and demographic
variables (diagnosis, substance abuse, symptom ratings,
age, sex, socioeconomic status, and education). Specifi-
cally, non-whites were significantly less likely to experi-
ence diagnostic agreement than whites (54% vs. 35%;
ORa=2.7; 95% Cl =1.1 to 6.8, df =1, p=.03). Diag-
nostic disagreement was not associated with substance
abuse in this statistical model (ORa= 1.0; 95% Cl = 0.4
to2.7,df =1, p>.9). Asillustrated in Table 1, no signifi-
cant racial differences were evident in the distribution of
research diagnoses (x* = 6.1, df =3, p>.1) or PES diag-
noses (x>=9.0, df =4, p>.06). However, there was a
tendency in the PES for less frequent diagnoses of bipolar
disorder and more frequent diagnoses of major depression
and psychosis NOS in minority patients.

In the 57 patients with diagnostic disagreement, infor-
mation variance accounted for this discrepancy in 33
(58%).and criterion variance in 24 (42%). Patient race
was significantly associated with information variance
(ORa=2.8; 95% Cl =1.0t0 7.9, df = 1, p=.05), even af-
ter adjusting for all of the other clinical and demographic
variables previously described. Specifically, information
variance was more common in non-white (N = 25/62,
40%) than white (N = 8/37, 22%) patients. In contrast,
criterion variance occurred at the same rate in both non-
white (N =15, 24%) and white (N =9, 24%) patients
(ORa=1.2;95% Cl =0.41t03.5,p > .5).

In al cases of information variance, information was
recorded in the SCID-P that was not recorded in the PES
note. In general, this information involved affective (in-
cluding neurovegetative) signs and symptoms, leading to
NOS or schizophrenia diagnosesin the PES instead of af-
fective disorder diagnoses in 55% (N = 18) of those with
information variance. Of the 24 patients with criterion
variance, 75% were given PES diagnoses of psychosis
NOS (N = 12) or “other” syndromes (N = 6).

DISCUSSION

To our knowledge, this is the first study to examine
specifically whether different types of diagnostic variance
contribute to racial influencesin psychiatric diagnoses. In
this study, asin our previous work, ™ patient racial desig-
nation was associated with diagnostic disagreement. Spe-
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cifically, non-whites exhibited lower rates of diagnostic
agreement than whites. Since there were no significant ra-
cial differencesin the distribution of PES or research diag-
noses, this racial effect does not seem to result from a
systematic excess or exclusion of specific diagnoses of
psychotic disorders in either the research or clinical set-
ting. Instead, this association appears to reflect racial dif-
ferences in information variance, suggesting that PES
clinicians are not recording or eliciting adequate informa-
tion from many non-white patients to make accurate
DSM-1II-R diagnoses. In particular, affective symptoms
and signs were often not recorded in the PES records, even
though they were endorsed in the structured interview.

The specific reasons why, in the PES, these symptoms
and signs were more difficult to obtain or. less often re-
corded from non-white than white patients cannot be de-
termined in this study. However, other investigators have
suggested that minority patients may exhibit“ protective
wariness’ of predominantly white-staffed institutions,
which may be misinterpreted as paranoia and may limit
endorsement of psychiatric symptoms.* Adebimpe® has
suggested that diagnostic errors occur in minority patients
from a variety of different interacting factors, including
social and cultural distance between non-white and pri-
marily white clinicians and stereotypes of, particularly,
black psychopathology, resulting in a de-emphasis of af-
fective illness. Our findings suggest future studies are
needed of factors that contribute to racial differences in
obtaining or providing clinical information, particularly
information that is relevant for making diagnoses of affec-
tive disorders, to decrease racia differences in diagnosis
in this patient population.

In this study, 58% of the disagreement in diagnosis was
secondary to information variance, i.e., differencesin the
clinical data recorded in the PES records as compared
with the SCID-P assessment. Moreover, information vari-
ance was associated with patient race, occurring more
commonly in non-white than white patients. As noted,
much of this discordance was due to alack of recorded &f -
fective symptoms and signs in the PES assessment. In the
PES, patient evaluations are primarily concerned with
identifying people at risk of harm to self or others, such as
those with suicidality, homicidality, or severe impairment
in judgment. Thus, the emphasisis placed differently than
in a research evaluation where the specific research diag-
nosis has more immediate importance. This difference in
emphasis may have contributed to the lower rates of re-
corded affective and neurovegetative symptoms in the
PES record. However, this still does not account for the
racial discrepancy noted.
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Criterion variance contributed to 42% of the disagree-
ment. Even when affective symptoms were recorded, af-
fective syndromes often were not. Instead, 75% of the
time, the PES staff resorted to a diagnosis of psychosis
NOS or “other” psychiatric diagnoses. In patients where
diagnosis is uncertain or the information may not be ad-
equate, such asin abrief PES evaluation, using psychosis
NOS in lieu of a diagnosis of schizophrenia or schizo-
phreniform disorder is probably preferable.’® Nonethe-
less, the failure to identify affective syndromes in the
emergency room may delay the use of thymoleptic agents
in some patients.

These results are consistent with previous studies of
racial differences in depressive symptoms which have
suggested that black patients may present with more pro-
nounced symptoms in general,®® and somatic symptoms
particularly,®? yet still receive lower rates of depressive
syndrome diagnoses.* Additionally, different sociodemo-
graphic factors are associated with depressive symptoms
among different racial groups.2 Thus, minority patients
may present with different patterns of depressive symp-
toms, such that even with similar or more symptomatol-
ogy, adiagnosis of major depression is not applied,* even
though recent epidemiologic studies suggest that rates of
depression are similar among different racial groups.

Independent of the patient’s race, most patients in this
study received diagnoses in the PES different from those
received in a research assessment. When compared with
the study by Fennig et al.,* our study found an overall
kappa lower than what they observed for all institutional
settings combined (k- = .49), but similar to what they ob-
served for public hospitals (k =.29). The University of
Cincinnati PES is relatively unique in that, although it is
located in a university hospital, it serves as the portal of
entry into the public mental health system and, therefore,
incorporates aspects of both systems. Additionaly, in pre-
vious studies,? comparisons have been made between re-
search assessments and discharge diagnoses made after an
extended evaluation. Hospital discharge diagnoses are
based on more extensive evaluations than PES diagnoses
and would therefore be expected to agree with research
assessments more often.

For many patients, particularly patients from lower so-
cioeconomic classes, the first and only psychiatric treat-
ment contact occurs through the PES.® Diagnosing a
patient with psychosis in an emergency room can be a
complicated process, since the patient may be too agi-
tated, paranoid, or otherwise unwilling to provide infor-
mation to aid with the assessment. Thisis compounded in
new-onset cases because these patients lack validating in-
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formation such as prior course of illness and treatment re-
sponse, and a large minority of patients shift diagnosesin
the first few months after their first psychotic episode.”®
Nonetheless, making an accurate diagnosisin this patient
sample at this first psychiatric contact may be critical for
the initial treatment disposition and plan—a time in the
illness when the patient is most likely to be treatment re-
sponsive.* Failure to correctly identify the psychotic dis-
order may impair recovery, and if patient race influences
the information available to make diagnoses, then this
failure may specifically worsen outcome for patients in
specific ethnic groups.

A number of limitations should be considered when in-
terpreting these findings. First, the SCID-P evauations
incorporated the PES notes as a source of information;
thus, the diagnoses obtained were not entirely indepen-
dent. Thisexplainswhy, in al cases, information variance
was due to alack of information in PES notes but.its pres-
ence in the research evaluation, with none demonstrating
the converse. It also suggests that completely independent
evaluations would most likely lead to an even wider di-
vergence in diagnoses.

Second, this study was completed at a single hospital,
limiting the generalizability of these results to other set-
tings. However, the observation that patient race influ-
ences clinical diagnostic practice has been reported from
anumber of widely disparate sites.*™° Additionally, given
the large number of different therapists, psychiatrists, and
therapist/psychiatrist combinations making clinical diag-
noses, it is unlikely that these results simply reflect the
practices of a small number of clinicians. Similarly,
evening and weekend shifts in the PES tend to be staffed
by less experienced personnel. Thus, if oneracial groupis
more likely than another to come to the PES during these
shifts, then this difference in staff experience could poten-
tially contribute to differences in diagnostic practices.
However, there is no a priori reason to expect that differ-
ent racial groups come to the PES on different days or at
different times.

Third, to determine information and criterion variance,
we relied on the PES notes to adequately reflect theinfor-
mation the PES staff had obtained. In fact, it is possible
that for many patients, the PES staff had additional infor-
mation that they did not record. However, there is no a
priori reason to expect that the type of information in-
cluded on the report was based on patient race. Moreover,
these notes would be expected to include information that
the clinicians considered most important for their evalua-
tion. Therefore, if they had obtained additional data on af-
fective symptoms and signsthat were not included in their
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notes, our findings of racia differences in information
variance still suggest that these symptoms and signs were
considered less important in non-white than white pa-
tients. Whether this bias occurred could not be specifi-
cally determined from this study.

Fourth, in this sample we did not observe increased
rates of schizophreniain non-white patients, in contrast to
our earlier reports™™ and those of others.* Instead, non-
white patients were more likely to receive a diagnosis of
psychosis NOS consistent with our published recommen-
dations for first-episode patients.’® These observations
suggest that our previously published results coupled with
the presence of aresearch group that specifically examin-
es the effects of race on diagnosis might influence local
clinical practice. This influence may limit the generaliz-
ability of these results.

Fifth, the numbers of patientsin each racial group were
different, and specific numbers used for some analyses of
subgroups were relatively small. These factors could limit
the robustness of these findings. However, the statistical
methods employed were conservative and appropriate for
these types of data distribution, so that this risk is ex-
pected to be minimal.

Finally, in the absence of a psychiatric gold standard
for diagnosis, it cannot be determined whether clinical or
research diagnoses are more valid. However, as Neigh-
borset al.® state: “Whileit cannot be concluded that struc-
tured-instruments should be viewed as the ultimate
criterion of validity, an unstructured interviewing proce-
dure is more prone to-influence by unsubstantiated clini-
cal impressions than amore structured approach.”

In summary, non-white patients were less likely than
white patients to be given the same clinical and research
diagnoses. This racial difference may have resulted from
a failure to identify affective symptoms and signs in the
minority patients.
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Quiz

CME

Instructions

Psychiatrists may receive 1 hour of Category 1 credit
toward the American Medical Association Physician’s
Recognition Award by reading the article starting on
page 457 and correctly answering at least 70% of the
questions in the quiz that follows.

1. Read each question carefully and circle the correct
corresponding answer on the Registration form.

2. Type or print your full name, address, phone
number, and fax number in the spaces provided.

3. Mail the Registration form along with a check,
money order, or credit card payment in the amount
of $20 to: Physicians Postgraduate Press,

Office of CME, PO. Box 752870, Memphis, TN

38175-2870.

4. For credit to be received, answers must be postmarked
by the deadline shown on the CME Registration form.
After that date, correct answers to the quiz will be
printed in the next issue of the Journal.

All replies and results are confidential. Answer sheets,
once graded, will not be returned. Unanswered questions
will be considered incorrect and so scored. Your exact
score can be ascertained by comparing your answers with
the correct answers to the quiz, which will be printed in the
Journal issue after the submission deadline. The Physicians
Postgraduate Press Office of Continuing Medical Education
will keep only arecord of participation, which indicates the
completion of the activity and the designated number of
Category 1 credit hours that have been awarded.

1. In the United States, studies suggest that:

a. Patient race does not influence psychiatric clinical
diagnoses

b. Minority patients receive excess diagnoses of major
depression

c. Patient race influences psychiatric clinical diagnoses

d. Structured interviews do not diminish racial
differences in diagnosis

e. None of the above

2. When comparing research and clinical diagnoses,
information variance refersto differencesin:
a. Who provides clinical information
b. How diagnostic criteria are applied
c. How clinical information is obtained
d. The availahility of information used to make diagnoses
e. When patients are interviewed

3. When comparing research and clinical diagnoses,
criterion variance refersto differencesin:
a. Who provides clinical information
b. How diagnostic criteria are applied
c. How clinical information is obtained
d. The availability of information used to make diagnoses
e. When patients are interviewed

4. Agreement between research and clinical diagnoses:
a. Occurred in over half of the white patients
b. Occurred in only 35% of the non-white patients
c. Was significantly less common in non-whites
d. Was not associated with substance abuse
e. All of the above

J Clin Psychiatry 58:10, October 1997

5. In this study, differencesin rates of diagnostic

disagreement between racial groups appeared to result

from significant racial differencesin:

a. Rates of information variance

b. Rates of criterion variance

¢. The distribution of research diagnoses
d. The distribution of clinica diagnoses
e. Thenumbers of subjects in each group

6. Differences among racial groupsin information
variance suggest that:

a Clinicians may not be recording essential information

for non-white patients

b. Clinicians may not be eliciting essential information

from non-white patients

¢. Non-white patients may not be reporting essential
information to clinicians

d. Great care is necessary when making diagnostic
assessments in multi-ethnic patient samples

e. All of the above

7. Potential limitations to this study include:
a. Research and clinical diagnoses were not entirely
independent
b. This study was completed at only a single center
¢. PES notes may not reflect al of the information
obtained by PES staff

d. Thereis no psychiatric “gold standard” to determine
whether research or clinical diagnoses were “correct”

e. All of the above
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REGISTRATION/EVALUATION

Circle the one correct answer for each question.
a b c d
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7. a

Print or type
Name

Affiliation
Address

City, State, Zip
Phone( )

Fax ( )
E-mail
Hospital: O

Private Practice: 0  Resident: 0 Intern: O
Deadline for mailing

For credit to be received, the envel ope must be postmarked
no later than April 1998 (outside the continental United States,

June 1998).

Keeping a copy for your files

Retain a copy of your answers and compare them with the
correct answers, which will be published after the submission
deadline.

Payment

A $20 payment must accompany this form. You may pay by
check, money order, or credit card (Visa or MasterCard). Make
check or money order payable to Physicians Postgraduate
Press. If paying by credit card, please provide the information
below.

Check one: 0O Visa 0O MasterCard
Card number

Expiration date

Your signature

CME

Please evaluate the effectiveness of this CME activity
on a scale of 1 to 5 (1 being poor, 5 being excellent).

1. Overall quality of this CME activity

2. Content

3. Format

4. Faculty

5. Achievement of educational objectives:

A. Enabled the reader to recognize the potential influence
patient ethnicity may have on clinical diagnostic
practice.

B. Enabled the reader to distinguish between information
and criterion variance.

C. Enabled the reader to recognize the need for careful
history taking in multi-ethnic patient samples.

6.  Tkis CME activity provided a balanced, scientifically
rigorous presentation of therapeutic options related to the
topic, w!timut commercial bias.

7. Please comment on the impact that this CME activity might
have on y<ur mear,ement of patients.

8. Please offer additional comments and/or sugozsted topics
for future CME activities.

TEAR OUT AND MAIL THIS PAGE, ALONG WITH YOUR PAYMENT, TO:
PHysicians PostGRADUATE Press ¢ OrrFice oF CoNTINUING MEDICAL EpucaTion ¢ PO. Box 752870 « MempHis, TN 38175-2870

| F YOU ARE PAYING BY CREDIT CARD, YOU MAY FAX THIS PAGE TO:
Orrice oF ConTINUING MEDICAL EpucaTion AT 901-751-3444
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