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A B S T R A C T

Aim: To examine the validity of diagnoses obtained by clinicians during routine clinical examination on acute
psychiatric inpatient wards.
Methods: N=100 inpatients with a broad spectrum of major mental disorders were randomly selected in a
mental hospital's department of general psychiatry. Patients were diagnosed by independent assessors within Md
= 5 (Range: 1–18) days of admission using the SCID I in order to examine the validity of the diagnoses given by
the clinical staff based on routine assessments.
Results: The commonly used clinical examination technique had good overall agreement with the SCID I as-
sessments regarding primary diagnoses at the level of ICD-10 main categories (F2, F30-31, F32-F33, F4; κ =
0.65). However, agreement between routine clinical diagnoses and the SCID I diagnoses tended to be low for
some specific mental disorders (e.g., depressive disorders) and for secondary diagnoses.
Conclusions: The validity of routine clinical diagnoses established in acute inpatient settings is limited and
should be improved.

1. Introduction

Careful and sound diagnostic assessment of mental disorders ac-
cording to the criteria of ICD-10 (World Health Organization, 1992),
DSM-IV (American Psychiatric Association, 1994) or DSM-5 (American
Psychiatric Association, 2013) is of crucial importance in psychiatric
research and practice. Psychiatric diagnoses inform treatment decisions
suggested by treatment guidelines for specific mental disorders
(American Psychiatric Association, 2006), and they facilitate the com-
munication between clinicians, researchers, and other stake holders
such as health insurances or governmental health departments. With
the implementation of Diagnoses-Related-Groups (DRG), accurate di-
agnostic procedures also gain importance regarding the reimbursement
of (inpatient) mental health care in many countries (Drozd et al., 2006).

Comprehensive structured diagnostic interviews such as the SCID
(First et al., 1997, 1994) are widely acknowledged as the “gold stan-
dard” for diagnostic assessment. However, they are often considered
too time-consuming for everyday clinical practice and are therefore
mainly used in the context of research (Rettew et al., 2009). In routine
inpatient care, diagnoses are usually obtained by means of unstructured

intake interviews. Despite their importance and far reaching implica-
tions, only few studies assessed the accuracy and validity of routine
clinical diagnoses (Egan et al., 2003; Kashner et al., 2003; Ramirez
Basco et al., 2000; Shear et al., 2000). Most related studies were either
restricted to specific disorders (e.g., depression) or conducted in out-
patient or community mental health settings. To our knowledge, there
are only very few studies that examined the accuracy and validity of
routinely assessed clinical diagnoses among inpatients in mental hos-
pitals (Andreas et al., 2009; Miller et al., 2001; Steiner et al., 1995).
These studies examined rather small samples of 53–56 inpatients, and
thus provide limited informative value for agreement within diagnostic
subgroups. Furthermore, Andreas et al. (2009) only included female
patients from a psychotherapy ward with a markedly different diag-
nostic distribution compared to an acute inpatient setting.

The heterogeneous results of these studies point to the need for
further validation of commonly used procedures for routine diagnostic
assessment of mental disorders in inpatient settings (Andreas et al.,
2009). Therefore, the aim of the current study was to analyze the di-
agnostic agreement between routine clinical practices (techniques) and
the diagnoses rendered by structured research interviews for the most
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common mental disorders in general psychiatric inpatient care.

2. Methods

2.1. Participants

Participants were inpatients on acute general psychiatry wards of a
mental hospital in Switzerland. Further inclusion criteria were: aged
18–64 years, and one of the following primary routine clinical diag-
noses according to ICD-10 (World Health Organization, 1992): schizo-
phrenia, delusional, or other psychotic disorder (F2), mood (affective)
disorder (F3), or anxiety, dissociative, stress-related, and somatoform
disorder (F4). These are the most prevalent diagnoses in general psy-
chiatry and restricting our analyses to these diagnoses ensured for
sufficient sample sizes in diagnostic subgroups. In Switzerland, health
insurances require diagnoses to be coded according to ICD-10, therefore
our analyses rest upon F-codes of chapter V of the ICD-10. Exclusion
criteria of the current study were secondary diagnoses of organic
mental disorders (F0) or intellectual disabilities (F7).

2.2. Measures

The SCID I (First et al., 1997) is a standardized interview consisting
of a screening section and a subsequent structured interview to diag-
nose major (DSM-IV Axis I) mental disorders based on DSM-IV criteria
(American Psychiatric Association, 1994), except for personality dis-
orders, which are covered by the SCID II (First et al., 1994). SCID I is a
widely used interview schedule (usually considered the “gold standard”
for DSM-IV Axis I disorders) with moderate to excellent inter-rater
agreement of the Axis I disorders (κ = 0.60–0.83) (Lobbestael et al.,
2011).

2.3. Procedures

Participants were randomly drawn from all patients who were ad-
mitted to one of seven acute general psychiatry wards (143 beds) of a
Swiss mental hospital between January and September 2016. Attending
psychiatrists and psychologists assigned clinical diagnoses according to
ICD-10 (World Health Organization, 1992) to all patients at the day of
admission as part of routine procedures. Clinical diagnoses were based
on unstructured clinical interviews during routine clinical examination
and, where available, on additional medical data and/or reports by
relatives of the patient. A senior psychiatrist supervised clinical as-
sessments by resident psychiatrists and psychologists in routine daily
case conferences.

Whenever the independent and blinded SCID I assessors had capa-
city to perform the next interview they contacted an independent
member of the research team. This team member screened all newly
admitted patients for eligibility and randomly drew the next SCID
participants. On weekdays, these participants were randomly drawn
from all new admissions of the prior day, except for Mondays when
participants were drawn from all admissions of the last three days (i.e.
Friday to Sunday).

A weighted random algorithm that accounted for different pre-
valence rates (baseline probabilities) of specific mental disorders in the
hospital was used for patient selection. This aimed at attaining a dis-
proportionally stratified sample with roughly equal numbers of patients
in the following diagnostic groups (primary diagnoses) according to
ICD-10: (a) F20, F23-F24; (b) F25, F30-F31; (c) F32-F33; and (d) F4.
Patients with a routine clinical primary diagnosis of a bipolar affective
disorder (F30-F31), for example, had a higher probability of being
drawn for the study sample than patients with an unipolar affective
disorder (F32-F33), since bipolar patients had been much less frequent
(13.6%) in the past year than unipolar patients (30.9%).

The four diagnostic groups are equivalent to ICD-10 classifications
except for group (b). We merged this residual category of

schizoaffective (F25) and bipolar disorders (F30-F31) for two reasons:
First, diagnostic reliability of schizoaffective disorder is generally poor,
and the ongoing debate on nosology of this condition remains incon-
clusive in terms of an empirically supported allocation to either the
psychotic or affective group of disorders (Jäger et al., 2011). Second,
prevalence rates of schizoaffective and bipolar disorders are con-
siderably lower than those of, e.g., schizophrenia or depression;
through forming an additional subgroup we were able to ensure suffi-
cient cell sizes.

SCID I interviews were conducted by a senior psychiatrist (E.Z.) and
a postgraduate psychologist (L.W.). On average, the structured inter-
views were conducted within Md=4 days (Range: 1–11 days, 75th
percentile: < 5 days) of the routine clinical assessment at intake. To
accommodate patient resources, in 24 cases the structured assessment
was split into two sessions. On average, these interviews were com-
pleted within Md=5 days (Range: 1–18 days, 75th percentile: < 6
days) of the initial routine clinical assessment.

Both interviewers had received extensive training on the SCID I
prior to the study. Inter-rater reliability of the two SCID raters was
calculated as follows: Nine interviews were videotaped and rated by the
other interviewer. Due to the small number of cases, we analyzed the
inter-rater reliability using the percentage of agreement for assigned
primary SCID diagnoses, which resulted in an overall inter-rater
agreement of P0 = 77.8%. This figure complies with previously re-
ported inter-rater reliability of the SCID (P0 = 82%) (Ventura et al.,
1998).

The current study was embedded into a larger home treatment re-
search program (ClinicalTrials.gov: NCT02322437). It was approved by
the local ethics committee and conducted according to the declaration
of Helsinki. All patients gave written informed consent.

2.4. Data analysis

The structured research diagnoses were assessed using the SCID I
(First et al., 1997) according to the criteria of DSM-IV (American
Psychiatric Association, 2013), and the resulting diagnoses were sub-
sequently translated into ICD-10 codes (World Health Organization,
1992) according to the rules given in the SCID I manual. The primary
outcome of this study was the agreement between clinical diagnoses
and structured research diagnoses, which was calculated using Cohen's
κ (Cohen, 1960). Cohen's κ has proved the most preferred measure to
determine diagnostic agreement, as it takes the agreement by chance
into account by incorporating base rates of categories (Rettew et al.,
2009). The κ coefficient determines agreement between two nominal
scores (e.g. presence or absence for a diagnosis of schizophrenia for the
same individual derived from one research and one clinical assess-
ment). Cohen's κ ranges from −1.00 to +1.00; κ values are classified as
poor (κ ≤ 0.40), fair (0.41–0.59), good (0.60–0.74), and excellent (≥
0.75) agreement (Landis and Koch, 1977). Analyses were performed
using SPSS, Version 21 (SPSS Inc, 2009).

3. Results

One hundred (57.1%) of the 175 randomly selected patients were
interviewed using the SCID I. Reasons for non-participation were: pa-
tients’ refusal to participate (n = 39), an acute mental health state that
did not allow for a structured clinical assessment (n = 25), hospital
discharge before the SCID could be performed (n = 19), and other
defined reasons (e.g., patients previously known to the interviewers; n
= 9). Participants did not differ significantly from non-participants
with respect to sex (42.4% vs. 49.3% female; ×2 = 0.822, p = 0.365),
but they were younger than non-participants (M = 38.1 vs. M = 43.0
years; U = 2926.00, Z = −2.391. p = 0.017), and were less often
diagnosed with psychotic disorders based on routine clinical diagnoses
(28.0% vs. 52.0%; ×2 = 11.15, p = 0.011). The final, dis-
proportionally stratified sample consisted of N = 100 patients (age: M
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= 38.1 years, SD = 13.0 years; 42% female), with roughly equal
numbers of patients in the following clinically-derived diagnostic
groups: schizophrenia, delusional or brief psychotic disorder (n = 26;
26%); schizoaffective or bipolar affective disorders (n = 21; 21%);
depressive disorders (n = 26; 26%); and anxiety or stress-related dis-
orders (n = 27; 27%). Of these N = 100 patients, 74 were admitted on
weekdays (M = 14.8 per day) and 26 were admitted on weekends (M
= 13.0 per day). The average number of primary and secondary di-
agnoses per patient given after unstructured routine clinical interviews
was M = 1.36 (SD = 0.87) and M = 1.73 (SD = 0.81) pursuant to
SCID I assessments (Z = −3.491; p<0.001).

All diagnoses were specified on two levels, representing different
degrees of diagnostic accuracy: on level 1, specific diagnoses were
grouped on a relatively high level of abstraction based on shared pre-
dominant symptoms; e.g. schizophrenia, delusional, and schizoaffective
disorders were grouped into psychotic disorders (Table 1). On level 1,
overall diagnostic agreement between primary clinical diagnoses and
primary SCID diagnoses was good (κ = 0.65, 95% CI = 0.54–0.77),
with kappa values ranging from fair (κ = 0.45) for anxiety and stress-
related disorders to excellent (κ=0.88) for psychotic disorders
(Table 1). The overall diagnostic agreement was only slightly higher (κ
= 0.71, 95% CI = 0.60–0.81) if SCID assessors had used additional
information from medical records to potentially modifiy their diag-
nostic classification. We therefore report SCID diagnoses without
medical record information only. When considering both primary and
secondary diagnoses, diagnostic agreement within level 1 diagnostic
groups ranged from κ = 0.29 for anxiety and stress-related disorders to
κ = 0.88 for psychotic disorders (Table 2). Note that analyses within
diagnostic groups were performed only for disorders that were

diagnosed at least five times by both the clinicians and the SCID as-
sessors (Lobbestael et al., 2011; Steiner et al., 1995).

At level 2, diagnostic agreement was analyzed for more specific
categories of mental disorders; e.g., a single depressive episode was
distinguished from a recurrent depressive disorder (Table 3). At this
second level, the overall diagnostic agreement between clinically-de-
rived and structured diagnoses was still fair (κ = 0.59, 95% CI =
0.49–0.70) for primary diagnoses, and it was again only slightly in-
creased if SCID assessors had considered additional information from
medical records (κ = 0.65, 95% CI = 0.55–0.75). Except for single
depressive episodes (κ= 0.39), diagnostic agreement was still fair (κ=
0.55) to excellent (κ = 0.83) for all remaining specific primary dis-
orders at level 2 (Table 3). When also taking into account secondary
diagnoses, diagnostic agreement between unstructured and structured
clinical interviews ranged from κ = 0.42 for depressive episodes and
for reaction to severe stress and adjustment disorders, respectively, to κ
= 0.83 for bipolar mood disorders (Table 4).

4. Discussion

This study examined the agreement between clinical diagnoses de-
rived from unstructured clinical interviews commonly used under
routine inpatient conditions and the diagnoses generated by the SCID I
in recently admitted psychiatric inpatients with a broad spectrum of
specific mental disorders (ICD-10: F2-F4). Routine clinical interviews
demonstrated a good overall agreement with SCID I assessments by
independent raters regarding the main type of primary diagnosis (κ =
0.65). Within these main diagnostic groups, diagnostic accuracy ranged
from fair (κ = 0.45) for anxiety and stress-related disorders (ICD-10:

Table 1
Coefficients of agreement for grouped primary diagnoses (level 1) between nonstructured routine clinical interviews vs. SCID. (Diagnostic groups with n≥ 5 cases in both interview types
only.)

Diagnosis (ICD-10) 2 × 2 Table Diagnostic sensitivity Diagnostic specificity PPV NPV Overall agreement κ (95% CI)

a b
c d

Psychotic disorders (F2) 25 3 0.93 0.96 0.89 0.97 0.95 0.88 (0.77–0.98)
2 70

Bipolar mood disorders (F30-F31) 16 3 0.89 0.96 0.84 0.98 0.95 0.83 (0.69–0.98)
2 79

Unipolar depressive disorders (F32-F33) 19 7 0.58 0.90 0.73 0.81 0.79 0.50 (0.31–0.68)
14 60

Anxiety and stress-related disorders (F4) 14 13 0.67 0.84 0.52 0.90 0.80 0.45 (0.25–0.66)
7 66

Notes: a = SCID (+) and routine clinical interview (+); b = SCID (−) and routine clinical interview (+); c = SCID (+) and routine clinical interview (−); d = SCID (−) and routine
clinical interview (−); PPV = positive predictive value; NPV = negative predictive value.

Table 2
Coefficients of agreement for grouped primary and secondary diagnoses (level 1) between nonstructured routine clinical interviews vs. SCID. (Diagnostic groups with n≥5 cases in both
interview types only.)

Diagnosis (ICD-10) 2 × 2 Table Diagnostic sensitivity Diagnostic specificity PPV NPV Overall agreement κ (95% CI)

a b
c d

Substance use disorders (F1) 12 2 0.46 0.97 0.86 0.84 0.84 0.51 (0.31–0.71)
14 72

Psychotic disorders (F2) 26 3 0.93 0.96 0.90 0.97 0.95 0.88 (0.77–0.98)
2 69

Bipolar mood disorders (F30-F31) 16 3 0.89 0.96 0.84 0.98 0.95 0.83 (0.69–0.98)
2 79

Unipolar depressive disorders (F32-F33) 24 8 0.69 0.88 0.75 0.84 0.81 0.57 (0.40–0.74)
11 57

Anxiety and stress-related disorders (F4) 19 10 0.45 0.83 0.66 0.68 0.67 0.29 (0.11–0.48)
23 48

Notes: a = SCID (+) and routine clinical interview (+); b = SCID (−) and routine clinical interview (+); c = SCID (+) and routine clinical interview (−); d = SCID (−) and routine
clinical interview (−); PPV = positive predictive value; NPV = negative predictive value.
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F4) to excellent (κ = 0.88) for psychotic disorders (F2).
If more specific primary diagnoses or secondary diagnoses were

considered, however, the diagnostic validity of unstructured routine
interviews was found to be poor for single depressive episodes (F32; κ
= 0.39–0.42) and for anxiety and stress-related disorders (F4; κ =
0.29–0.45). These results are in line with previous findings (Andreas
et al., 2009; North et al., 1997; Shear et al., 2000, Steiner et al., 1995).
The particularly low diagnostic sensitivity of routine clinical interviews
to detect depressive episodes (sensitivity = 0.50) and recurrent de-
pressive disorders (sensitivity = 0.52) suggests that some of the most
prevalent conditions in psychiatric inpatients as well as in the general
population are missed by unstructured diagnostic assessment techni-
ques in almost half of the cases. In fact, the most frequent diagnostic
discrepancy involved cases where clinicians in routine assessments di-
agnosed an adjustment disorder, while structured interviews resulted in
a diagnosis of a depressive disorder (remarkably, more often recurrent
than one single depressive episode). Hence, it seems that for patients
presenting with depressive symptoms after a stressful life event, the
reactive component of the mental disturbance often outweighed
symptom severity in clinicians’ judgment of the present primary diag-
nosis. Here, our results may reflect the more cross-sectional nature of
clinical interviews under routine conditions, where the circumstances
leading to hospital admission and clarification of treatment objectives
are the focus of interest. By contrast, in structured interviews both
current and past diagnostic information is extensively explored

regardless of their immediate significance for treatment. As a result,
e.g., past depressive episodes may be detected more reliably when using
a structured interview.

Similarly, co-morbid anxiety and stress-related disorders (sensitivity
= 0.45) were also frequently missed by routine interviews. One further
possible explanation for these findings could be the ubiquity of anxiety
and depressive symptoms, which tend to occur in and are shared with
various other mental disorders. Thus, without the guidance of a struc-
tured clinical interview, clinicians seem to frequently miss distinct
anxiety and depressive disorders. Likewise in our sample, clinicians
often missed co-morbid substance use disorders, and particularly can-
nabis use disorder, when relying on unstructured interviews (sensitivity
= 0.46). Overall, SCID assessments rendered significantly more diag-
noses per patient (M= 1.73) than did unstructured clinical assessments
(M = 1.36, p<0.001).

For schizophrenia and bipolar mood disorders, the agreement be-
tween routine and structured clinical assessments was excellent (κ =
0.79–0.83). The very salient and more distinctive symptomatology of
these very severe mental disorders seems to facilitate the establishment
of a valid diagnosis during routine clinical examinations. The diagnostic
accuracy for schizophrenia and bipolar mood disorders tended to be
even higher in our study than in previous research (North et al., 1997;
Shear et al., 2000, Steiner et al., 1995). This may be explained by the
fact that the majority of patients were emergency referrals presenting
with manifest and very acute symptomatology at intake, potentially

Table 3
Coefficients of agreement for specific primary diagnoses (level 2) between nonstructured routine clinical interviews vs. SCID. (Diagnostic groups with n≥5 cases in both interview types
only.)

Diagnosis (ICD-10) 2 × 2 Table Diagnostic sensitivity Diagnostic specificity PPV NPV Overall agreement κ (95% CI)

a b
c d

Schizophrenia (F20) 18 6 0.95 0.93 0.75 0.99 0.93 0.79 (0.07–0.65)
1 75

Bipolar mood disorders (F31) 16 3 0.79 0.96 0.84 0.98 0.95 0.83 (0.69–0.98)
2 79

Depressive episode (F32) 4 6 0.50 0.93 0.40 0.96 0.90 0.39 (0.09–0.69)
4 86

Recurrent depressive disorders (F33) 13 3 0.52 0.96 0.81 0.86 0.85 0.55 (0.35–0.74)
12 72

Reaction to severe stress, and adjustment disorders (F43) 12 11 0.80 0.87 0.52 0.96 0.86 0.55 (0.35–0.74)
3 74

Notes: a = SCID (+) and routine clinical interview (+); b = SCID (−) and routine clinical interview (+); c = SCID (+) and routine clinical interview (−); d = SCID (−) and routine
clinical interview (−); PPV = positive predictive value; NPV = negative predictive value.

Table 4
Coefficients of agreement for specific primary and secondary diagnoses (level 2) between nonstructured routine clinical interviews vs. SCID. (Diagnostic groups with n≥5 cases in both
interview types only.)

Diagnosis (ICD-10) 2 × 2 Table Diagnostic
sensitivity

Diagnostic
specificity

PPV NPV Overall agreement κ (95% CI)

a b
c d

Mental and behavioural disorders due to use of
cannabinoids (F12)

7 2 0.44 0.98 0.78 0.90 0.89 0.50 (0.13–0.25)
9 82

Schizophrenia (F20) 19 6 0.95 0.93 0.76 0.99 0.93 0.80 (0.66–0.94)
1 74

Bipolar mood disorders (F31) 16 3 0.89 0.96 0.84 0.98 0.95 0.83 (0.69–0.98)
2 79

Depressive episode (F32) 5 7 0.63 0.92 0.42 0.97 0.90 0.42 (0.13–0.70)
3 85

Recurrent depressive disorders (F33) 14 4 0.54 0.95 0.78 0.85 0.84 0.54 (0.34–0.73)
12 70

Reaction to severe stress, and adjustment disorders (F43) 12 13 0.63 0.84 0.48 0.91 0.80 0.42 (0.21–0.63)
7 68

Notes: a = SCID (+) and routine clinical interview (+); b = SCID (−) and routine clinical interview (+); c = SCID (+) and routine clinical interview (−); d = SCID (−) and routine
clinical interview (−); PPV = positive predictive value; NPV = negative predictive value.
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making diagnostic classification easier for clinicians than in previous
studies where patients were typically recruited in less acute inpatient or
outpatient settings (Andreas et al., 2009; Shear et al., 2000; Steiner
et al., 1995).

Structured clinical interviews such as the SCID (Spitzer et al., 1992)
are widely acknowledged as the “gold standard” for diagnostic assess-
ment of mental disorders, particularly in research settings. Their use-
fulness for routine clinical practice has also been criticized, however.
They usually are too time consuming for everyday clinical practice,
they still pose limitations regarding the interpretation of symptoms, and
their strictly prescribed sequence of questions has been criticized to
jeopardize the therapeutic alliance (Spitzer, 1983). Spitzer (1983)
therefore proposed the Longitudinal Expert Evaluation using all available
Data (LEAD) standard in order to maximize the validity of psychiatric
diagnoses. In fact, previous findings suggest that combining the SCID
with additional information from medical records yields more accurate
diagnoses than the structured interview alone (Ramirez Basco et al.,
2000). In our study, however, agreement rates with unstructured clin-
ical interviews did not improve markedly when the SCID diagnoses
were refined after additionally considering all available information
from the patient's medical history. For instance, the overall agreement
regarding the primary diagnosis increased only slightly from κ = 0.59
(95% CI = 0.49–0.70) to κ = 0.65 (95% CI = 0.55–0.75) when en-
riching SCID data with information from medical records.

One practical way to increase diagnostic validity in routine care
would be for clinicians to insist on a standardized acquisition of addi-
tional information from interviews with e.g. relatives, teachers or col-
leagues who could provide valuable external data on prodromal signs,
stress triggers, hereditary factors, and disturbance duration. However,
gathering this information is often time consuming and the availability
of the mentioned persons is not always guaranteed. Future studies
should investigate whether adding external information improves the
validity of diagnoses in routine care significantly.

Beyond the accuracy of the diagnostic process in mental health care,
psychiatric diagnoses themselves have sometimes been criticized for
being too deficit-oriented (Baumann et al., 2015). The recently emer-
ging person-centred integrative diagnosis model argues for a broader
concept of diagnosis and covers both ill health and positive health
(Salloum and Mezzich, 2011). This provides a step towards a more
resource oriented approach, as the foundation of treatment planning.

4.1. Limitations and further perspectives

Some limitations of our study merit attention: First, no validated
German version of the SCID for DSM-5 (American Psychiatric
Association, 2013) was available at the time when the study was con-
ducted. We therefore used the SCID I for diagnosing DSM-IV disorders.
DSM-IV diagnoses were then transferred to ICD-10 codes following
manualized rules, as routine clinical diagnoses in the hospital were
coded according to ICD-10. While this may be considered an important
limitation of our study, there are no significant differences between
DSM-IV and DSM-5 or between DSM-IV and ICD-10, respectively, re-
garding the diagnostic criteria of the major mental disorders examined
in our study.

Second, we restricted our analyses to the most prevalent major
mental disorders of general psychiatry (i.e., schizophrenia, affective
disorders, and anxiety and stress-related disorders). Examining the di-
agnostic validity of routine diagnostic assessment techniques for e.g.
substance use disorders or personality disorders should be the subject of
further research.

Third, for some patients (n= 13), no psychiatric diagnosis had been
documented in their medical records at intake. These patients were
excluded from our study since we aimed at examining the validity of
the routine clinical diagnoses given at intake. Some patients (n = 27)
were excluded since they presented with very ambiguous symptoms at
intake, which prevented resident physicians from making a diagnosis

on the day of intake. The exclusion of these patients, as well as the
exclusion of patients for whom no structured assessment was possible
within seven days of admission (e.g., due to a very severe mental dis-
turbance) (n = 25), might have biased our findings.

Fourth, whereas the diagnostic spectrum included in our study was
representative for acute inpatients in general psychiatry, participants
were significantly younger than non-participants. This may also limit
the generalizability of our findings.

Finally, though the spreading of information about details of the
ongoing study on diagnostic accuracy within the hospital was tried to
keep as limited as possible, clinicians could still have become aware of
it. This might have affected their behavior when assessing clinical di-
agnoses and hence may have impacted on the study results.

4.2. Conclusions

In summary, unstructured clinical interviews as usually conducted
under routine inpatient conditions seem to provide valid diagnoses in
terms of the main type of the primary mental disorder (F2, F3 and F4).
However, regarding more specific primary diagnoses (e.g., F32 vs. F33)
or secondary diagnoses, routine diagnostic assessment techniques tend
to have poor agreement with SCID I assessments for some mental dis-
orders. As sound and valid diagnoses may be clinically relevant for
treatment courses and outcomes, further research should aim at re-
fining strategies to improve the diagnostic process in acute inpatient
settings.
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