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The Chinese-bilingual SCID-I/P Project:
Stage 1 — Reliability for Mood Disorders
and Schizophrenia
E So, I Kam, CM Leung, D Chung, Z Liu, S Fong

Abstract

Objective: To report on the reliability of the Chinese-bilingual Structured Clinical Interview for
DSM-IV (Axis I, Patient version) Project (CB-SCID-I/P), stage 1: ‘Mood disorders’ and
‘Schizophrenia and other psychotic disorders’.
Patients and Methods: The CB-SCID-I/P project is a multi-staged translation-validation study
of the SCID-I/P (patient research version 2.0, 8/98 revision). Inpatients from the Prince of Wales
Hospital were consecutively recruited. Two DSM-IV diagnostic groups were chosen for reliability
study for this stage: ‘mood disorders’ and ‘schizophrenia and other psychotic disorders’. Test-
retest and joint assessment methods were used to assess inter-rater reliability and clinicians’
best-estimate diagnosis was used to assess rater-clinician reliability. Kappa value was used to
represent the level of reliability.
Results: 144 inpatients were recruited during a 4-month period. The overall kappa for inter-
rater reliability was 0.84, with percentage agreement at 89.6%. Rater-clinician reliability had a
kappa of 0.84 for bipolar affective disorder, 0.76 for mood disorder, and 0.75 for schizophrenia.
The overall kappa value was 0.77.
Conclusion: A good degree of agreement was achieved between the SCID raters as well as
between the rater and clinician diagnoses. The Chinese-bilingual SCID-I/P is therefore a reliable
instrument in generating DSM-IV schizophrenia and mood disorders diagnoses for inpatients.

Key words: Chinese, Diagnosis, Inpatients, Mental status schedule, Mood disorders, Schizophrenia

Introduction

A structured psychiatric interview is a procedure for making
psychiatric diagnoses via an interviewing process. The term

‘structured’ implies the use of specific wording of questions
that are being asked, a predetermined order of questions to
go through, and systematically, a range of diagnoses to be
covered. Theoretically, a structured interview gives the
advantage of having a standardised assessment procedure,
allows wide coverage, and reduces ‘premature closure’ to
information access and verification, therefore leading to
improved reliability, and hopefully improved validity of
the diagnoses. There can be varying degrees of structure
in a structured interview, ranging from fully structured, to
semi-structured, to free form clinical interview, the latter
essentially a diagnostic interview carried out by the clinician
without any diagnostic aids.

The Structured Clinical Interview for DSM-IV (SCID)
is a semi-structured face-to-face psychiatric research
instrument for obtaining reliable DSM-IV diagnoses,
developed by the Biometrics Research, New York State
Psychiatric Institute, NY.1 Since its inception 20 years ago,
the SCID has undergone several revisions, from DSM-III,
to DSM-III-R, to the present DSM-IV–based diagnostic
instrument that incorporates SCID-I for Axis I disorders and
the SCID-II for Axis II disorders. Various versions of the
SCID-I have been produced to serve different patient groups
and specific purposes.2-7
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In addition to its original research designation, it has
also been employed in clinical settings for complementing
the diagnostic and the documentation process, as well as
assisting in interview training. Versions of SCID (for DSM-
IV) currently include the standard Patient (SCID-I/P) and
the Non-patient (SCID-I/NP) research editions, a shorter
Clinician Version (these are for Axis I disorders), and an
SCID-II for Axis II disorders. In addition, there is a KID-
SCID for children, plus a few specifically modified versions
adopted by individual users. These SCID instruments are at
present among the most widely used research tools
internationally. The SCID has been translated into more than
10 other languages throughout the world, with the patient
research version (SCID-I/P) being the most popular. Its
utility, reliability and transportability has been well
established and reported. The inter-rater reliability of the
original SCID-I (DSM-III-R–based), with 592 subjects from
6 sites using test-retest design, gave kappa values above 0.60
for most categories,8,9 which is highly comparable to the
Diagnostic Interview Schedule (DIS) and Schedule for
Affective Disorders and Schizophrenia (SADS).10,11

It is intended that SCID raters are either clinicians or
mental health professionals trained to perform the diagnostic
assessments. Subjects may be either psychiatric or general
medical patients (using the patient version, SCID-I/P), or
individuals who do not identify themselves as patients, such
as subjects in a community survey of mental illness or family
members of psychiatric patients (using the non-patient
version, SCID-I/NP).

The language and diagnostic coverage are appropriate
for use with adults and adolescents (aged 18 years or older).
Individuals with severe cognitive impairment or severe psy-
chotic symptoms are not suitable for SCID interviewing.12

Intrinsic to the semi-structured design, clinical judgement
is demanded when going through the order and questions
on the SCID manual, the process being punctuated with
follow-up questions for clarification. In addition to inter-
viewing the subject, ancillary data from other sources is
permitted in making a final SCID diagnosis, e.g. from family
members, previous hospital records, referral notes, and
observations of clinical staff.13,14

The first Chinese version of the SCID was available
in 1988, translated by Wilson and Young at the Hunan
Medical University based on the DSM-III.15 It was further
developed in Taiwan to assimilate the DSM-III-R version.16

This SCID-I/P (DSM-III-R) version has proved itself popular
and presently still sees active service among Hong Kong
researchers.17-19 A feature of this Chinese version is its
distinctive Taiwanese colloquial flavour.

There are other instruments available in Chinese such
as the translated DIS developed by Robins in the 1970s,20

which has been revised by the Department of Psychiatry,
Chinese University of Hong Kong, and used in The Shatin
Community Mental Health Survey.21,22 Of the other popular
research diagnostic instruments, e.g. SADS by Endicott and
Spitzer11 and Composite International Diagnostic Interview
(CIDI, a fully computer-based instrument, also using the

DSM diagnostic system), none have so far been made
available in a Chinese language. Another structured
psychiatric interview for the Chinese population is one based
upon the Chinese Classification of Mental Disorder, Second
Edition, 1989 (CCMD-2), the national system of psychiatric
classification officiated in mainland China, which is not
used in Hong Kong.23

As Spitzer and others have succinctly argued, there is
not and there may never be a diagnostic gold standard for
psychopathology.24-26 We concur with their views and
consider that diagnostic instruments are not a replacement
for properly conducted psychiatric interviews, albeit that
his process also has intrinsic limitations.24,27 However, large-
scale research and epidemiological studies demand
collection of data that are reliable as well as valid, in a cost-
effective manner, that could also be carried out by staff with
less than specialist training. The SCID purported to be
systematic and objective in obtaining data through a
structured interview format without losing valuable clinical
expertise.8,28

We therefore sought to produce a Chinese version of
the SCID that would reliably access DSM-IV diagnoses, so
that future psychiatric research could be kept compatible
with the current DSM system. This will allow local findings
to be communicable internationally, as well as facilitating
trans-cultural research. The SCID-I/P was chosen for
translation. Approval for the translation was obtained
from the Biometrics Research, New York State Psychiatric
Institute.

Chinese Translation of SCID-I/P
The translation of the SCID-I/P was conducted in
collaboration with staff from the Hunan Medical University,
PRC. In line with the Spanish-bilingual version of the
SCID-I/P, we took advantage of the 3-column format of the
SCID-I/P and retained the DSM-IV criteria in English, which
is the middle column. The translation is confined to the
first column (i.e. the stem and the follow-up questions),
leaving the rest of the material in its original language, con-
sequentially the designated Chinese-bilingual version. There
are several advantages to a partial translation of the SCID.
First and foremost, it avoids the requirement to translate the
DSM-IV en-bloc. Second, by preserving a mechanism that
permits interchangeability between the DSM-IV criteria and
matched CCMD-II criteria, the translated bilingual SCID-
I/P can be flexibly modified into an instrument that generates
CCMD-II diagnoses, thereby allowing direct comparison
between the 2 systems. Furthermore, it is anticipated that
when the future DSM-V comes into action, this in-built
adaptation will readily provide scope for updating the
Chinese-bilingual SCID-I/P (CB-SCID-I/P), by allowing full
incorporation of DSM-IV successors. Given the above
considerations, a bilingual version is preferable to a com-
prehensively translated SCID-I. The translation process
adopted the standard translation back-translation method,29

the same methodology as used in the translation of the DIS
by Chen et al.21
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The completed CB-SCID-I/P consisted of an ‘Overview’
section, a ‘Screening’ section, 9 ‘Diagnostic Group’ modules,
1 ‘Optional’ diagnostic module, and the ‘Summary Score
Sheet’.

Overview of the Project
The project adopted a multi-stage, multi-site approach. Several
factors were influential to the project’s design. First, the base
rate for different diagnostic entities varies with patient
populations and treatment settings. For example, the
prevalence of schizophrenia and bipolar disorders in an
inpatient cohort is expected to be much higher compared
with the outpatient population, and will be different again
from that of a community sample. Subjects taken from an
inpatient source will therefore be over-represented with
schizophrenia and bipolar disorder patients, and under-
represented in the anxiety disorders, etc. Second, the low
prevalence disorders, such as post-traumatic stress disorder,
eating disorder, delusional disorder, or schizoaffective
disorder, will naturally represent a much smaller sample
unless recruitment is done from highly specialised units.
Third, patients with certain disorders with unique psycho-
pathological characteristics — such as hypochondriasis
or somatisation disorder — frequently populate medical
outpatient clinics or present to GP’s rooms, rather than
to psychiatric services. Fourth, the level of cooperation
from patients and the veracity of their information, could
vary significantly depending on the treatment setting.30-32

Lastly, there is the effect of individual clinical settings,
with their differing areas of expertise, culture, and training
emphasis. It is therefore mandatory that an instrument
be assessed for its reliability not just within a homogen-
ous group of subjects or clinicians, but across different
treatment settings and clinicians of different training
backgrounds.13,33,14

The CB-SCID-I/P Project was divided into the following
stages:
• stage 1 — single site inter-rater and rater-clinician

reliability of CB-SCID-I/P for mood disorders, and
Schizophrenia and related psychotic disorders, for adult
inpatients

• stage 2 — reliability of CB-SCID-I/P for anxiety
disorders, adjustment disorders and ‘no diagnoses’ in
outpatients

• stage 3 — multi-site inter-rater reliability of CB-SCID-I/P
• stage 4 — reliability of CB-SCID-I/P for low prevalence

disorders using enhanced sampling technique
• stage 5 — reliability of CB-SCID-I/P on pooled data from

stages 1, 2, 3, and 4.
At present, subjects from primary care settings are

excluded. The gaps between psychiatric manifestations at
the primary care level and a referral psychiatry service are
well acknowledged. It is hazardous to apply the DSM-IV
criteria in search of psychiatric diagnoses from a primary
care sample.34-36 Moreover, given the descriptions and
diagnostic criteria of the DSM primary care version (DSM-
PC), it is likely that the middle column of the SCID-I/P has

to be highly modified to include the DSM-PC diagnostic
decision tree if the integrity and efficiency of the SCID-I/P
is to be preserved. The SCID-II for personality disorders
will not be translated; empirical evidence suggested that the
current categorical approach to personality disorder will give
way to a dimensional model, such that future assessment
would be concerned less with formal ‘diagnoses’ and more
with the measurement of individual differences on relevant
trait dimensions.37

According to the original intention, all SCID raters were
qualified clinicians and had completed the SCID training
workshop.

Patients and Methods

Patients
Inpatients fulfilling the following criteria were consecutively
recruited from the Department of Psychiatry, Prince of Wales
Hospital between February and May 2000: Cantonese
speaking; age from 16 to younger than 70 years; able to
give informed and written consent; absence of previous
history of major head injury, serious neurological or physical
problems, severe pervasive developmental disorder (e.g.
autism), or significant cognitive deficits (e.g. mental
retardation, dementia).

Subjects for rater-clinician reliability were consecutively
recruited using the patient list obtained from the admission
office. Subjects for inter-rater reliability were randomly
recruited, and further divided into 2 groups: the first group
was assessed by the joint interview method, the second group
by the test-retest method. No prescreening was carried out.

Raters, Procedures, and Order of Assessment
SCID raters consisted of 2 junior psychiatrists (ES and IK),
both of whom completed a 2-day structured SCID training
workshop prior to the commencement of the study. The
SCID raters were blinded to the admission diagnosis and
subsequent events. Diagnoses generated were according to
the Chinese-bilingual SCID-I/P manual. No limits were
placed on the number of diagnoses generated, although only
the 2 most relevant diagnoses were to be assessed.

Although the design of the SCID states that ancillary
data should be used for reaching the final diagnosis whenever
available, the raters in the current study were not permitted
to obtain further information on the patient except the name
and date of admission from the admission office. The
rationale for this restriction was that by prohibiting such
access, the final diagnostic assessment would be based only
on the result of the SCID interview and thus be independent
of the adequacy of review of the collateral material. This
restriction policy paralleled the vigorous testing of SCID as
in the multi-site test-retest reliability study reported by
Williams et al.9

Two senior psychiatrists (CL and DC) provided the best-
estimate diagnosis, the ‘gold standard’ that the SCID
diagnoses were to be compared with. They were informed
of the names of the subjects who had been successfully
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interviewed by the SCID raters, and then approached the
subjects individually to arrange for a clinical interview. The
clinicians assessed each patient separately; there was no
stipulated policy as to the order in which subjects were seen
by the clinicians. The clinical interview took place within 2
weeks after the SCID interview, so as to minimise the mental
state variation. The clinicians were blinded to the SCID
findings. They were allowed free access to the referral notes,
case notes, old records, and laboratory results, as well as
further information from friends and relatives, if desired, as
in a normal diagnostic assessment.

Each clinician generated a primary diagnosis according
to the DSM-IV, and a second one for comorbidity when
appropriate. In cases where their diagnoses differed, the
clinicians reviewed the case together in order to arrive at
the best-estimate diagnosis (diagnoses), which was then
entered as the “Primary Clinical Diagnosis”, plus a comorbid
diagnosis when indicated. Axis II diagnosis was discarded.

Recruitment periods for inter-rater reliability and rater-
clinician reliability were conducted separately, with SCID
raters always assessing subjects before the clinicians. Two
different methods, test-retest and joint interviewing, were
employed to assess inter-rater reliability. Subjects for
inter-rater reliability testing were randomly recruited and
randomly assigned to the SCID raters. Subjects recruited
between February and the end of March were jointly
interviewed by the SCID raters on the same occasion, within
2 weeks of their admission. This formed the first part of the
inter-rater reliability exercise. Subjects recruited from April
onward were assessed using the test-retest method, forming
the second part for inter-rater reliability evaluation. In line with
the joint assessment requirement, the initial rater’s assessment
took place within 2 weeks of the admission, and the second
rater’s assessment within the subsequent 2 weeks, in order that
changes in the mental state were minimised.4,9,38 There were
no requirements as to the order in which subjects were seen by
the SCID raters. Recruitment for rater-clinician reliability
assessment occurred between 1 March and 30 May, 2000.

The results for inter-rater reliability and rater-clinician re-
liability were determined by the kappa index. Unlike percentage
agreement, kappa corrects for chance levels of agreement.13,39

Kappa values greater than 0.70 are considered to reflect good
agreement. Values from 0.50 to 0.70 suggest fair agreement,
whereas values less than 0.50 indicate poor agreement. Values
less than 0.0 reflect less than chance agreement.40

Rationale and Validity of Inter-rater Reliability
Methodology
The reliability of a diagnostic instrument is generally
evaluated by comparing the degree of agreement between
independent evaluations by 2 or more interviewers across a
group of subjects, which is a clinical as much as a statistical
judgement.41 As noted elsewhere, both the joint interview
method and the test-retest method have their individual
merits.8,13 The ideal would be to combine the 2 methods with-
in 1 instrument, an approach that would improve the quality
of the data obtained, albeit requiring extra effort and expense.

This combined approach was adopted in stage 1 of the CB-
SCID-I/P project in the assessment of inter-rater reliability.

During ‘joint interviewing’ (also known as simultaneous
rating), 1 rater observed the interview while the other was
conducting the assessment. Clarifications with the subject
were allowed but there was to be no discussion or exchange
of information between the 2 raters during the session.
The subject’s response was scored separately, leading to
independent diagnoses. The joint interview method also
offered an opportunity for the SCID raters to monitor each
other’s interviewing style, tracking of the subject’s psycho-
pathology, and in particular encouraged immediate discussion
of events at the completion of scoring. Desirably, the raters
closely approximated each other in proficiency with the SCID
manual by the end of the joint assessment. The attainment
of a high level of methodological uniformity allowed the
SCID diagnoses from the 2 raters to be legitimately pooled
for the subsequent rater-clinician reliability stage.

The test-retest method acted as an ongoing mechanism
for monitoring the SCID raters’ level of diagnostic reliability
throughout the rater-clinician assessment period, in addition
to its role for generating inter-reliability data.

Results

It took between 30 and 75 minutes to conduct a CB-SCID
interview, depending on the complexity of the case involved.
All data were processed by the Statistical Package for the
Social Sciences (SPSS) software, version 9.0.

Analysis of Subjects
257 patients were admitted during the recruitment period
for rater-clinician reliability assessment admitted over this
period, with an age range of 16 to 92 years. There were 122
males (47.5%) and 135 females (52.5%). 227 (88.3%) ful-
filled the selection criteria (age range, 16 to 66 years), including
110 males (48.5%), with a mean age of 36.3 ± 12.4 years. 103
patients (44.7%) were admitted through the emergency
department, 72 (33.2%) were admitted from the outpatient
clinic, 29 (13%) were transferred from other departments of
the hospital, 13 (5.8%) were transferred from another hospital
(Shatin Infirmary), and 10 were direct admissions.

130 patients (66 males; 50.7%) gave informed and
written consent and completed all assessments. Of these 130
patients, 71 (49.3%) were admitted through the emergency
department, 49 (34%) were admitted from the outpatient
clinic, 19 (13.2%) were transferred from other departments,
and 5 (3.5%) were transferred from the Shatin Infirmary.
None were direct admissions. The breakdown for source of
admission is closely comparable to the identified population.
The SCID raters successfully inter-viewed all 130 subjects,
and the clinicians assessed all subjects within 2 weeks after
the SCID interview.

Fourteen subjects (the jointly interviewed group) were
also assessed by the clinicians. Among these 14 subjects,
the SCID diagnoses of the raters were concordant in 12.
The differences were resolved by adopting the SCID



Chinese-bilingual SCID in Schizophrenia and Mood Disorders

11

diagnosis that bears the highest hierarchical order. These
14 subjects were added to the pool for rater-clinician
reliability, increasing the number of subjects to 144.

The pooled rater-clinician reliability subjects had a mean
age of 36.0 ± 12.4 years (range, 16 to 66 years) and included
77 male (53.5%)  and 67 female (46.5%)  patients. Mean
duration of education was 8.7 ± 4.0 years (27% had primary
level education or less; 11.8% had secondary level education
or higher). 45.8% were married, 43.1% were single, 9.8%
were separated or divorced, and 1.4% were widowed. Of
the 144 SCID interviewed subjects, 138 were assessed by
CL, 140 were assessed by DC, and 134 were assessed by
both clinicians, giving a total of 144 subjects and 157
diagnoses for rater-clinician reliability analysis.

Subjects fulfilling the inclusion criteria, who were not
successfully recruited or dropped out [97 of 227; 44 males
(45.4%)], had a mean age of 37.5 ± 12.8 years. The break-
down of reasons for unsuccessful recruitment/dropout is
as follows: 41 declined to participate in the interviews; 23
were discharged before being approached by the SCID rater;
12 remained markedly psychotic by the end of the second
week and were unable to give consent; 8 gave consent but were
mentally unsuitable for the SCID interviewing; 7 completed
the SCID interviews but subsequently withdrew consent for
further participation; and 5 had multiple admissions (3 were
admitted for weekly maintenance ECT; and 2 were admitted
more than once throughout the study period).

Of the 23 patients who were discharged before being
approached by the SCID raters, the reasons for early
discharge were as follows: crisis admission, with discharge
within a few days (n = 9); uncontainable behaviour requiring
transfer to gazetted hospital (n = 5); discharge against med-
ical advice category (reasons included over-representation
of anxiety disorders and personality disorders, and patients
with substance use problems who withdrew consent to
detoxification; n = 6); and patients with chronic schizo-
phrenia who presented themselves to the emergency
department after normal working hours were admitted to
the acute care wards; on transit to the rehabilitation unit is
located in Shatin Infirmary (n = 3).

Inter-rater Reliability
Forty seven subjects were interviewed for establishing inter-
rater reliability. Twenty seven were assessed by the joint
interview method; in the remainder, the test-retest method
was used. Both principal and comorbid diagnoses were
registered.

Table 1 shows the distribution of diagnoses made by the
2 SCID raters and their diagnostic concordance. Fifty two
of 58 diagnoses (89.6%) were in agreement.

Table 2 shows the base rate and kappa value of various
diagnoses generated by the 2 methods. The kappa values
for mood disorders and schizophrenia from both reliability
assessment methods were compatible. Their respective
kappa values for mood disorders (κ = 1.00 and 0.91) and
schizophrenia and related psychotic disorders (κ = 0.94
and 1.00) were high, indicating excellent agreement between
the raters and the 2 inter-rater methods.

Alcohol and sub-stance use disorders (κ = 1.00, minimal
qualifying base rate of 5) and anxiety disorders group
(κ = 0.79, minimum qualifying base rate of 3) were also
reported. However, the effect of a very low base rate upon
the kappa value is apparent, such that these kappa values
are very unstable and should be interpreted with caution,
if at all.

Table 3 shows the extent of agreement between the SCID
raters for the severity of major depressive episodes. No
cases were identified as ‘mild’. The agreement between the
raters in determining cases with moderate severity was
marginal, as illustrated by the low kappa value of 0.49. The
kappa value improved with cases of severe depression,
reflecting better agreement between the raters for severe
depressive episode without psychotic features (κ = 0.75) and
very good agreement for subjects with psychotic features
(κ = 1.00).

The raters also had excellent agreement in diagnosing
manic episodes (Table 4). Table 5 shows the agreement on
the subtypes of schizophrenia. There were no cases of
catatonic or residual subtypes. Rater agreement was very
good for diagnosis of the 3 subtypes of schizophrenia present
(paranoid, disorganised, and undifferentiated).

Table 1. Comparison of diagnoses made by the SCID raters.

Rater: IK (no. of diagnoses)

Rater: ES  Mood Schizophrenia and Alcohol and substance Anxiety Other No Total
(no. of diagnoses) disorders  related  psychotic disorders  use disorders disorders diagnoses diagnosis

Mood disorders 26 1 — — — 1  28

Schizophrenia and related — 18 — — — — 18
psychotic disorders

Alcohol and substance — — 5 — — — 5
use disorders

Anxiety disorders — — — 2 1 — 3

Other diagnoses — — — — 1 — 1

No diagnosis 2 — — 1 — — 3

Total 28 19 5 3 2 1 58

Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).
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Table 2. Base rate and kappa values of Axis I disorders in 47 subjects produced by 2 inter-rater reliability assessment methods.

                                                                                                                                No. of diagnoses

                               Joint interview method                Test-retest method

Diagnostic group         Rater: ES     Rater: IK          Rater: ES     Rater: IK κ (Combined)

n % n % κ n % n % κ

Mood disorders 15 42.8 15 44.1 1.00 13 56.5 13 54.2 0.91 0.91

Schizophrenia and related psychotic 10 28.5 11 32.5 0.93 8 34.8 8 33.3 1.00 1.00
disorders

Alcohol and substance use disorders 3 8.6 3 8.8 1.00 2 8.7 2 8.3 1.00 1.00

Anxiety disorders 3 8.6 2 5.9 0.79 0 0 1 4.2 — —

No Axis I diagnosis 1 3.2 1 3.0 — — — — — — —

Unknown/deferred 0 0 1 3.0 — — — — — — —

Total  32 100  33  100 22 100 25 100 Overall k: 0.84

Table 3. Extent of agreement between SCID raters for severity of major depressive episodes.

 Severity of major depressive episode (n = 17)         Agreement (no. of cases) Disagreement (no. of cases) κ Value

Positive Negative

Mild 0 17 0 —

Moderate 3 9 5 0.49

Severe
Without psychotic features 8 5 4  0.75
With psychotic features 1 16 0 1.00

Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).

Table 5. Agreement and disagreement between SCID raters on subtypes of schizophrenia.

Subtype of schizophrenia                             Agreement (no. of cases) Disagreement (no. of cases) κ Value
(n = 11)

Schizophrenia (all subtypes) Positive Negative

11 35 1 0.94

Paranoid 4 7 0 1.00

Catatonic 0 11 0 —

Disorganised 4 7 0 1.00

Undifferentiated 3 8 0 1.00

Residual 0 11 0 —

Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).

Table 4. Agreement and disagreement between SCID raters on subtypes of schizophrenia.

Type of current episode of bipolar affective            Agreement (no. of cases) Disagreement (no. of cases) κ Value
disorder (n = 7)

BAD (all subtypes) Positive Negative

7 40 0 1.000

Mania 5 2 0 1.000

Mixed 0 7 0 —

Hypomania 0 7 0 —

Depressed 1 6 0 —

Unspecified 1 6 0 —

Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).
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Rater-clinician Reliability
Table 6 contrasts the frequencies of diagnoses (both primary
and comorbid) made by the raters and the clinicians. Of the
144 subjects, the SCID raters made 29 comorbid diagnoses
along the principal diagnoses, and the clinicians 13. The
most common diagnoses made were schizophrenia (21% to
26%), major depressive episode (20% to 25%), and bipolar
affective disorder (12% to 15%).

Alcohol and substance use disorder was the most
frequent comorbid diagnosis. Two subjects had no Axis I
diagnoses. In 2 other cases, the SCID raters deferred from
making a diagnosis because of significant reservations as to
the veracity of the subjects’ information.

The clinicians used 6 fewer diagnostic categories than
the raters. The distribution of the principal diagnoses made
by the SCID raters and the clinicians (Table 7) shows that,
of the 144 principal diagnoses, 24 were in disagreement

(overall κ = 0.77). Most of the disagreement was clustered
within the mood disorder category. The SCID and the
clinician best-estimate diagnoses (Table 8) demonstrated
good agreement for bipolar affective disorder (κ = 0.84),
major depressive disorder (κ = 0.76) and schizophrenia
(κ = 0.75).

Alcohol and substance use disorders had the highest
kappa, at 0.926; it is included to illustrate the fact that patients
admitted voluntarily to detoxification units are highly unlikely
to be assessed as not having a substance related problem,
whether by a research or clinical diagnostic process.6,30

The criteria of clinician best-estimate diagnoses, the
false-negative (best-estimate diagnoses not identified by the
SCID) and false-positive (SCID diagnoses not confirmed
by the best-estimate diagnoses) rates for the major diagnostic
categories were calculated, and the results are shown in
Table 9.

Table 6. Frequency of SCID and clinician diagnoses.

Diagnosis                         SCID                     Clinician best estimate

Frequency % Frequency %

Bipolar affective disorder 21 12.1 23 14.7

Major depressive disorder 35 20.2 39 24.9

Dysthymic disorder 10 5.8 2 1.3

Depressive disorder NOS 4 2.3 1 0.6

Substance-induced mood disorder 1 0.6 — —

Schizophrenia 36 20.8 40 25.6

Schizophreniform disorder 4 2.3 1 0.6

Schizoaffective disorder 2 1.2 — —

Delusional disorder 3 1.7 3 1.9

Brief psychotic disorder 2 1.2 — —

Psychotic disorder due to a GMC 1 0.6 1 0.6

Substance-induced psychotic disorder 7 4.0 8 5.1

Psychotic disorder NOS 4 2.3 6 3.8

Alcohol abuse or dependence 4 2.3 4 2.5

Other substance abuse  or dependence 11 6.4 11 7.0

Panic disorder 3 1.7 2 1.3

Agoraphobia without history of panic disorder 1 0.6 1 0.6

Obsessive-compulsive disorder 4 2.3 3 1.9

PTSD 2 1.2 1 0.6

Anxiety disorder due to a GMC 1 0.6 — —

Anxiety disorder NOS 1 0.6 — —

Pain disorder 1 0.6 — —

Bulimia nervosa 3 1.7 3 1.9

Adjustment disorder 8 4.5 8 5.1

No Axis I diagnosis 2 1.2 0 0

Diagnosis deferred/unknown 2 1.2 — —

Total  173 100  157 100

Abbreviations: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version); NOS = not otherwise specified; GMC =
general medical condition; PTSD = post-traumatic stress disorder.
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The agreement, sensitivity, and specificity of the specific
diagnoses made by SCID are further summarised in Table
10. For bipolar affective disorder, both the specificity (0.98)
and the sensitivity (0.83) were high, and the kappa value
(0.84) indicated very good agreement. The specificity values
for major depressive disorder (0.96) and schizophrenia (0.95)
were high but the sensitivities were lower (0.77 and 0.78,
respectively), indicating a higher diagnostic threshold from
the SCID raters. Nevertheless, the kappa values for these
diagnostic categories (0.76 and 0.75, respectively) indicated
good agreement between SCID and clinician diagnoses.

Table 8. Base rates and kappa values for SCID raters for SCID rater and clinician DSM-IV principal and comorbid diagnoses
(combined).

Diagnoses                           SCID diagnoses (n = 173)           Clinician DSM-IV diagnoses (n = 157) κ Value

n % n %

Bipolar affective disorder 21 12.1 23 14.6 0.84

Major depressive disorder 35 21.4 39 25.1 0.76

Schizophrenia 36 20.8 40 25.8 0.75

Alcohol and substance use disorders 15 8.7 15 9.6 0.93

Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).

Table 9. False-negative and false-positive rates for Axis I diagnoses comparing SCID with clinician best-estimate procedure.

Diagnosis                                  False-negative rate                  False-positive rate

Diagnosed as present by        Not identified by Diagnosed as absent by         Identified by
best estimate             SCID best estimate            SCID only

n n % n  n %

Bipolar affective disorder 23 4 17.4 121 2 1.7

Major depressive disorder 39 9 23.1 105 4 3.8

Schizophrenia 40 9 22.5 104 5 4.8

Alcohol and substance use 15 1 6.7 129 1 0.8
disorders

Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).

Table 7. Comparison of SCID and clinician best-estimate principal diagnoses and overall kappa value.

SCID (no. of cases)

Clinician  (no. of cases) Bipolar affective Major depressive Schizophrenia Alcohol and Other Total*
disorder disorder other and related substance Axis I

depressive psychotic use disorders diagnoses
disorders disorders

Bipolar affective disorders 19 1 2 — 1 23

Major depressive disorder and 2 30 2 — 6 40
other depressive disorders

Schizophrenia and related — 3 53 1 2 59
psychotic disorders

Alcohol and substance use — — — 4 1 5
disorders

Other Axis I diagnosis — 2 — 1 14 17

Total* 21 36 57 6 24 144

* Overall κ = 0.77.
Abbreviation: SCID = Structured Clinical Interview for DSM-IV (Axis I, Patient version).

The modules B (psychotic symptoms) and C (psychotic
differential) of the SCID are designed for detecting psychotic
symptoms and categorising them into different diagnostic
groups. There was good agreement between SCID rater and
clinicians’ assessment of psychotic features in the current
episode (Table 11).

Analysis of reliability for comorbid diagnoses was
calculated by taking all subjects into consideration,
irrespective of the principal diagnostic group, the only
exception to the study’s limitation on diagnostic categories.
In all, there were 33 subjects with comorbid diagnosis as
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per the SCID raters, the clinicians or both. Only 9 of the 33,
however, had comorbid diagnoses entered by both the SCID
raters and the clinicians (Table 12). SCID raters made
disproportionately more comorbid diagnoses than the
clinicians. Among the 9 subjects identified with comorbidity
by both SCID raters and the clinicians, 8 were suffering
from active alcohol or substance misuse or dependency. The
reliability for this subgroup of dual diagnosed subjects was
therefore satisfactory, but this was not the case for other
categories, in particular those subjects with past history of
substance misuse. Overall agreement was poor.

Discussion

Using the Chinese-bilingual SCID-I/P, this study demon-
strated a significant degree of diagnostic agreement between
the 2 SCID raters and between the SCID raters and the
clinicians, when measured against 2 major DSM diagnostic
groups (mood disorders and schizophrenia and related
psychotic disorders) in a Chinese adult inpatient population.
The demographics of the recruited subjects (144 out of 227)
were comparable to the sampling population in terms of
gender ratio, age range, and source of admission.

Inter-rater Reliability of the CB-SCID-I/P
Overall kappa values of the inter-rater reliability for the
mood disorder and the schizophrenia groups were both above
0.9. Compared with the reliability obtained in Williams
et al’s multi-site study,9 our results implied a very high
diagnostic reliability. It is acknowledged that a high degree
of reliability could naturally be due to the function of the
structured interview itself, better diagnostic criteria, or some
combination of both. We propose, in addition to the above
considerations, that a further explanation might be found in
the degree of homogeneity between the SCID raters. A high
degree of approximation in administering and scoring SCID
diagnoses by the raters is predictable because, as indicated
earlier (see Patients and Methods), the joint interviewing
method carried the additional purpose of cross monitoring
and fine-tuning the raters’ performance. The benefit is that,
first, in the subsequent rater-clinician reliability assessment,
the SCID diagnoses by the 2 raters can to be pooled together as
1 group. Second, the 2 raters will set the benchmark for training
and evaluation in the project’s subsequent multi-site inter-rater
reliability assessment.

Of the 2 inter-rater reliability assessment methods, the
‘joint interview’ method had a higher kappa value for the
mood disorders group when compared with the ‘test-retest’
method, but this result was reversed in the schizophrenia and
related psychotic disorders group. This discrepancy is
marginal overall, although the finding that the kappa for
the test-retest method was not inferior to that of the joint
assessment method is contrary to Grove’s prediction.40 All
4 kappa values were above 0.90, indicating a very satisfactory
level of reliability.

For individual diagnostic groups, kappa for a SCID
diagnosis of mania was 1.00, i.e. 100% agreement. Kappa

values for SCID diagnoses across the measured subtypes of
schizophrenia were also 1.00 in the paranoid, disorganised,
and undifferentiated subtypes.

 Amidst the high overall kappa values for mood disorders,
differences in the kappa for degree of severity of major
depressive episodes (MDE) varied remarkably. Kappa for
diagnosing a MDE of moderate severity was less than chance
agreement, and for severe MDE without psychotic features
was good but substantially below the overall kappa value.
This incongruous finding reflected the fact that the diagnosis
of a major depressive episode is objectively structured upon
the DSM-IV criteria, while severity estimation could only
be arrived at with further inference from Axis IV and Axis
V information, and is in turn substantively reliant on sub-
jective clinical judgement. The observed discrepancy
is therefore most probably intrinsic to the DSM system
rather than a weakness of the Chinese-bilingual SCID-I/P
instrument or a methodological flaw.

Table 10. Sensitivity, specificity, and kappa values of SCID
diagnoses in relation to clinician best-estimate diagnoses.

Diagnosis Sensitivity Specificity κ Value

Bipolar affective disorder 0.83 0.98 0.84

Major depressive disorder 0.77 0.96 0.76

Schizophrenia 0.78 0.95 0.75

Alcohol and substance use 0.93 0.99 0.93
disorders

Abbreviation: SCID = Structured Clinical Interview for
DSM-IV (Axis I, Patient version).

Table 11. Agreement between SCID diagnoses and clinician
best-estimate diagnosis on detection of psychotic symptoms.

Psychotic features as
detected by SCID rater (n)

Yes No Total*

Psychotic features as Yes 63 7 70
detected by clinician
(n) No 5 69 74

Total* 68 76 144

* κ = 0.83.
Abbreviation: SCID = Structured Clinical Interview for
DSM-IV (Axis I, Patient version).

Table 12. Agreement between SCID and clinician comorbid
diagnosis in 144 subjects.

Comorbid diagnosis
detected by SCID (n)

Yes No Total*

Comorbid diagnosis Yes 9 4 13
detected by clinician
(n) No 20 111 131

Total* 29 115 144

* κ = 0.347.
Abbreviation: SCID = Structured Clinical Interview for
DSM-IV (Axis I, Patient version).
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From a statistical point of view, the issue of reliability
in severity assessment is worthy of further scrutiny. No
subjects were being diagnosed as suffering from a mild form
of MDE, resulting in a voided kappa for mild MDE. This
was not surprising, as a patient with mild MDE would rarely
be admitted. In our study, none of 17 MDE diagnoses were
identified as mild by the raters, while 9 cases caused dis-
agreement between the raters as to whether they were
moderate or severe in nature. The conclusion is that severity
assessment using the CB-SCID-I/P at this stage remains
speculative. An outpatient population sample, with higher
prevalence of milder forms of psychiatric illnesses, would
be more likely to provide a definitive answer on the reliability
assessment for severity.

Rater-clinician Reliability of the CB-SCID-I/P
The base rates of major mood disorders and schizophrenia
were sufficiently representative to allow for more refined esti-
mation of rater-clinician reliability. Kappa values for these
diagnostic groups were all above 0.70, indicating of a good
degree of reliability of the Chinese-bilingual SCID-I/P.

Across the board, SCID raters made more types of
diagnosis, and were more likely to make diagnoses from
the minor diagnostic categories, or disorders that are
regarded as nosologically unstable. This phenomenon is
believed to be a true reflection of actual clinical practice.
Agreement among clinicians for diagnoses such as
dysthymia, schizoaffective disorder, brief psychotic disorder,
and psychotic disorder NOS were notably poor and
uncommon.

Despite the availability of criteria-based diagnostic
systems such as the DSM, a good proportion of diagnos-
ticians remain skeptical regarding the instrument’s preci-
sion and also concerning the vexed issue of diagnostic
instability.42,43 The controversy of sub-threshold disorders
has added further complexity to the issue.36 Where the
situation allows, clinicians invariably deflected from com-
mitting on such groups of diagnoses.

Results for comorbidity were also interesting and
reflected the prevailing pattern in clinical practice. Among
the 144 subjects, SCID raters committed 29 comorbid diag-
noses in comparison to clinicians’ 13. That is, on average 1
in 5 subjects were diagnosed to have SCID comorbidity,
versus 1 in 11 by clinicians. It is uncertain whether the SCID
instrument leads to over-diagnosis, or the clinicians were in
general refraining from making comorbid diagnoses (other
than alcohol or substance misuse).

The concept of comorbidity is still relatively nascent,
coming to prominence with the development of the DSM-
III-R. Authorities struggled with the concept that a collection
of DSM symptoms necessarily establishes a separate
disorder, as opposed to the traditional wisdom that a variety
of psychiatric symptoms are common to a lot of conditions.
Adding to the controversy has been the fact that comor-
bid diagnoses are much more unstable and do not always
contribute extra information about the disease and treatment
process.26,42

In the present study, there are insufficient data to
define the suitability of the Chinese-bilingual SCID-I/P for
assessing comorbid diagnoses. In fact, it is highly likely that
even with an adequately large sample size, the reliability
regarding comorbid diagnosis would be dictated by the style
of practice rather than the instrument per se.

Strengths, Limitations, and Implications
Apart from the benefits of the project’s multi-stage multi-
site design, there are a number of methodological strengths
within the current stage 1 study. The SCID ratings were
completed by trained psychiatrists who conducted the
interviews. All subjects were assessed within 2 weeks of
admission. Mental states and diagnostic stability were
therefore optimally preserved. Although the original SCID
encourages the use of data from sources other than the
patient, the raters were provided with minimal information
other than demographics when administering the CB-SCID.
This gap in ancillary information between the clinical and
research interviews provided a reasonable and practical test
of the CB-SCID-I/P’s comparability to a standard clinical
interview.

Another strength of the study is the randomisation
process, a crucial aspect for inter-rater reliability study that
ensured an even distribution of diagnoses between the 2
SCID raters. The consecutive recruitment process for rater-
clinician reliability provided for maximal representation of
the various diagnostic entities that characterised the service,
such that the chance of a skewed sample was minimal.

A third strength is the use of 2 inter-rater reliability
assessment tools. The ‘joint assessment’ method, as intended,
resulted in a highly uniform approach of the raters to SCID-
I/P administration, leading to the observed excellent
agreement. The joint interview method is also more patient-
friendly, as the subject is required to be interviewed only
once and is therefore more likely to consent to participate.
The drawback, however, is that the SCID raters may find
coordinating their schedules throughout the reliability
assessment phase an arduous task. The test-retest interview’s
merit lies in its flexibility to allow for reliable diagnosis to
be made for the same subject by different interviewers at
different time points, usually within 1 week, albeit extended
up to 14 days in the present study.4

Lastly, the use of 2 senior psychiatrists with all the in-
formation at their disposal in order to arrive at each subject’s
diagnosis, is perhaps the cornerstone to the instrument’s
reliability. It is a more rigorous process than diagnosis in the
average clinical practice and was used as the ‘gold standard’.

The limitations of the present study are that only 2
categories of disorders are included, the paucity of subtypes
within each diagnostic group, the lack of reliability of
severity assessment (as previously noted), and the relatively
small sample size.

Theoretically, a small sample with low base rates will
inevitably lead to unstable kappa values, focusing on those
diagnoses with higher base rates therefore served to increase
the reliability coefficients and compensates for sample size
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limitation. Low prevalence diagnostic subtypes, such as
delusional disorder, schizoaffective disorders, and those that
have low propensity for admissions, e.g. dysthymia, are
legitimately under-represented, as demonstrated in our
subjects. As planned, these weaknesses shall be compensated
in the subsequent stages of the Chinese-bilingual SCID-I/P
project, where enhanced sampling techniques will be
targeted at these particular subject populations. It is
anticipated that by stage 5, subjects from various sites shall
be pooled together to build up the total sample size and the
range of Axis I disorders.

Apart from the low base rate diagnostic groups, there
are other groups of patients where the validity of the Chinese-
bilingual SCID-I/P is unknown. This applied to elderly
patients, who were therefore excluded, those who for various
reasons declined to participate in the project, and in
particular, those that were discharged shortly after their
admission, before the SCID raters could approach them. The
implication is that for the 2 ends of the disease spectrum,
reflecting minor or short-term disturbance and severe
psychotic illnesses, respectively, the reliability of the CB-
SCID-I/P awaits further evaluation.

At an academic level, there are additional concerns about
the SCID-I/P and its applications that warrant further
consideration. Theoretically, the structure of the SCID
interview, accompanied by its diagnostic algorithms, can
lead the rater through a different clinical process than the
‘usual’ psychiatric assessment. Though the SCID procedure
is more orderly by nature, it remains controversial as to
which method is the more comprehensive. It may be that
clinicians obtain information other than that elicited by the
SCID, or possibly apply different notions of diagnostic
characterisation to similar data.44 Furthermore, given the
context that SCID is a not a fully structured interview and
requires the clinical judgement of the SCID rater, the
reliability of the SCID should also be considered as a
function of the particular interviewing circumstances in
which it is being used.12 It is unlikely that there will ever be
a perfect diagnostic instrument, and possibly the most valid
diagnoses can be obtained by adding the data from stan-
dardised protocols to extensive data derived from all other
clinical and historical sources, which hopefully is achievable
in optimum conditions.

Conclusion

The results from this study establish that the CB-SCID-
I/P yields highly reliable DSM-IV diagnoses. The CB-SCID-
I/P is recommended as an instrument for research of adult
inpatients with mood disorders and schizophrenia. Excellent
diagnostic agreement was obtained for major depressive
episodes, bipolar disorder, and schizophrenia. For
identification of psychotic symptoms, and subtypes of
bipolar disorder and schizophrenia, reliability is excellent.
Severity assessment for non-psychotic major depressive
episode was unfortunately disappointing. Our observations
also indicate that the CB-SCID-I/P made more comorbid

diagnoses than the unstructured clinical interviews.
However, whether this is due to the SCID-I/P instrument’s
tendency to over-diagnose or the clinicians’ higher threshold
for comorbidity is as yet unclear. At this stage, use of the
CB-SCID-I/P is not recommended in studies on comorbidity
of mental disorders. Overall, the compatibility between our
results and results those from other studies indicate that the
Chinese translated version of SCID-I/P, at least for the A,
B, C, and D modules, is a satisfactory reproduction of the
original English version.

The present CB-SCID-I/P Project has completed its first
stage of reliability assessment. However, there are still gaps
in the research data. The applicability of the present data
will be strengthened with the completion of the project’s
subsequent stages, as different diagnostic groups, patient
populations, and treatment settings become involved via
the multi-stage multi-site approach. In addition, when the
CB- SCID-I/P can be administered in a uniform manner to
patients from different clinical sites, allowing variations in
diagnostic practices to be compared, subtle differences in
perspectives and biases within the SCID-I/P may then be
identified.
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