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FOREWORD

This study is concerned with psychiatric illness among medical

out-patients in a general hospital, and its aims are:-

1. To determine the reliability of physicians' psychiatric case-identification

by the following two methods, using a classification with simple defined

criteria.

(a) Classifying patients' case records on two different occasions

separated in time.

(b) First classifying the patients at consultation, and next their

case-records after an equal period of time.

To assess the validity of physicians' classifications against objective

test-criteria.

3. To estimate the incidence of psychiatric illness at this medical out¬

patient department.

This thesis is presented as a v/ork of original research in the field

of epidemiology of psychiatric illness, in relation to reliability and validity

of physicians in case-identification among general hospital medical out¬

patients. The research was conducted during the period the author held a

British /



British Council Fellowship under the Colombo Plan Scheme for the "study

of research methods in epidemiology of mental disorders", while being

attached to the Department of Psychological Medicine, University of

Edinburgh, and the Medical Research Council Unit for Research into the

Epidemiology of Psychiatric Illness.



CONTENTS

PART T.

p9-ge
INTRODUCTION

Psychiatric illness in general practice 3

How the general practitioner disposes of the

psvchiatricallv ill. 4
Use made of the psychiatric services. 4
Factor influencing referral to psychiatric service. 5
Disposal of unreferred patients. 6
Reasons for referral to general hospital 7
Relationship between general practitioner and
hospital physician. 8

Hospital Medical Out-patient Department. 9
The Need for a Study. . 10

PART n,

REVIEW OF THE LITERATURE

General observations 13

Segtipp (i): Stud;iep of ipgldepge pf psychiatric
illness in general hospital out-patient departments.

a) Investigations by general physicians 14
b) Assessments by psychiatrists 18
c) Assessments using psychological tests 19

frecUbfl ji)\ Studies pp reliability apd validity
of rpedfcal diagpggig

Reliability of general physicians 22

SegfiQp (iii); Reliability apd validity pf psychiatric
diagno sis 31

METHODS /



METHODS USED IN STUDIES OF
RELIABILITY OF PSYCHIATRIC DIAGNOSIS Page

"Paired opinion" method 33
Comparative incidence method 34
Variables occurring in reliability studies 35
Subject variation 36
Observer variation 37
Variables relating examination 38

" " nomenclature and reporting 38
" " manner of analysis 39

INVESTIGATION AND CONTROL OF VARIABLES

Use of case records 42

Summary of procedures adopted as a result
of the review of the literature. 44

PART III.

DESIGN OF THE INVESTIGATION

Case identification 46
Choice of classification 47
Original classification 50
Summary of modifications 51
Study classification 52
Modification of Classification 53
Need for a broader classification 55
Use of case records 56
Reliability of case identification 57
Validity of case identification 59
Choice of objective test 60
Description of objective test -C.M. I. 61

VaiSdi£ycriteria used in study 64
Analysis of data 65
Comparison of Kendall's'tau' and'chisquare' 67

PART IV.

PROCEDURE

Section I: General considerations
Choice of medical out-patient department
Method /



Page

Method of approach 69
Medical staff in the department 69
Patient consultations 70
Criteria for choice of patient samples 71
Definitions of new patient 71
Size of sample series 71

SectjQp II; patft collection
Time schedule of study 73
General comments 73

Stage I
Collection of first series 74
First classification 75

Stage 11
Second series (collection) 76

Section III; Determination of Reliability
Selection of physicians 78
Preparation of physicians 79
Physicians' particulars 80

Stage I

Intra-physician reliability 81
Procedure of reclassification 81

Stage If
Inter-physician reliability 8 2
Selection of case-records 82
Procedure of classification 8 2

Recording data and calculation of results 83

Section IV: Determination of Validity 8 5

Section V: Processing of the data 86

PART V.

RPSVITS
Comparability of series 88
Incidence of psychiatric illness 89

Intra-physician reliability 90
Agreement between physicians 90
Agreement of physicians in different categories 91

Inter-physician reliability 92

Comparison of physicians' reliability 93
Comparison of Intra- and Inter-physician reliability 94
Variations in reliability 95

Validity /



Validity of physicians' classifications 96
Agreement between physicians' and C. M. I.

categories 98
Comparison of validity of different classifications 99

PART VI.

DISCUSSION
General discussion 100

Discussion of Results 105

Incidence of Psychiatric illness 105

R eliability of physicians 108

Validity of diagnosis 119

Significance of findings and indications of
further research

Summary of Chapters

Summary of Results

A c knowledgements

References

Appehfoceg
(i) Tables of Results 1-34 )

Figure 1. )

(ii) Specimens
Study classification
Request card to physicians
Cornell Medical Index

(iii) Statistical procedures
Kendall's 'tau' calculation

(iv/ Contingency tables (i-lvi)

123

127

128

131

133

141-172

173
174
175

177

179



°ART I.



i

Part I.

Introduction

The identification of patients with psychiatric illness in

general hospital out-patient departments is important so that

time may not be wasted in commencing appropriate treatment

as does not happen when somatic psychiatric symptoms are

investigated and treated as minor or imaginary physical

disorders. It is clear that correct diagnosis is essential for

rational treatment.

Although Pearson, as far back as 1938 emphasised this, no

reliable study has yet been done to determine the efficiency with

which hospital out-patient physicians identify psychiatric patients.

These patients undergo investigations and examinations in

various specialist departments during what Car stairs (1951), in

his interesting observations on a general practice, calls the

period of "stalling", lasting for months or years, which may be

profitably spent in a series of psychiatric interviews.

For the psychiatric patient in particular, the action taken in

the early months of illness may be of paramount importance. It

may in many cases decide their whole careers, affect the

security and happiness of their marriages, the upbringing of their

children, and the general distress to all concerned; which could

perhaps be avoided, or considerably minimised, by their

correct /
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correct diagnosis and early care and treatment.

Although the type of psychiatric illness that is seen in

general hospital out-patient departments is usually considered

minor, yet they call for psychiatric treatment, perhaps not

necessarily by a psychiatrist. Treatment of such patients based

on a non-psychiatric diagnosis is irrational.

The volume of psychiatric illness that comes under general

medical care is evidenced by a large scale general practitioner

survey carried out among 171 volunteer general practitioners in

England and Wales (Logan and Cushion 1958). Patient consul¬

tation rate per year for psychiatric illness was found to be as

much as 50/1, 000 on the practitioners' lists. This rate was

fourth in frequency after the common cold, so called "rheumatic"

disorders, and bronchitis, with rates of 81.1, 64. 9 and 62. 3 per

year per 1, 000 respectively.

Most psychiatric illnesses at the above centres are likely to

be 'minor' in type but are a cause for major concern, as so-

called minor illness causes the "highest rate of sickness and

absenteeism from work. " (Hill 1962). Nevertheless, most of

these patients continue to mainly receive symptomatic treatment

at the physical level, although there may be the likelihood of the

general practitioner knowing or suspecting the condition to be a

neurotic /



neurotic illness.

To adequately appreciate the need for proper treatment of

these psychiatric patients, it is useful to consider why they reach

the other hospital out-patient departments rather than the psy¬

chiatric services.

These patients should cause all the more concern because

they are referred by general practitioners who have the

responsibility under the National Health Service to refer patients

to the specialised services, and in fact, the general practitioner

is described as the "door keeper" to these services. The role

of the general practitioner, in relation to the diagnosis and

management of psychiatric illness is highly significant, and is

important to be considered.

Psychiatric illness in general practice.

Over 98% of the population are registered with general

practitioners (Gray and Cartwright 1953). The amount of

psychiatric illness in general practice could, for practical

purposes, be considered the amount in the community, as

Kessel (1963) has found that those who do not consult the general

practitioner could be considered healthy.

The proportions of psychiatric illness found in general

practice range from 2% to 7Q7o, according to different studies

(Pemberton (1949), Pougher (1955), Hopkins (1955), Perth (1957),

Passmore /
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Passmore and Davies (1958), Handfield Jones (1959), Logan (1955);

Logan and Cushion (1958); Kessel (1960); Shepherd et al. (I960)).

These clearly reflect different criteria of case identification and/

or methods of reporting, rather than true differences in preva¬

lence which would be unlikely to have such a wide range.

Kessel (1960), using different criteria on the same data,

from a single general practice, clearly demonstrated that

different criteria alone could vary the rates of psychiatric

illness between 5 - 527o.

Therefore, it is clear that agreed criteria are of great

importance in obtaining reliable and comparable estimates of this

group of disorders.

It is important for this study to know how the general

practitioner deals with this comparatively high proportion of

psychiatric illness, described as the "biggest problem facing the

general practitioner" (Pougher 1955).

How the general practitioner disposes of the osvchiatricallv ill.

Use rpade of the psychiatric gervigeg.

Every study undertaken to investigate this problem in the

Hational Health Service, reports a surprisingly low proportion of

referral to the psychiatric services. Rawnsley and Loudon (1962)

calls it only a small proportion of the total number of his

psychiatric /
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psychiatric patients. Kessel (1960) and Shepherd et al. (1960)

reported that only 10% of those showing psychiatric morbidity in

an urban general practice were referred. Fry (1952), referred

5% of his general practice patients, and recently Taylor and

Chave (1964), in their new-town study show their figures of

referral as 4.4 per 1, 000 of the total adult population per year.

However, the highest rate of referral in the U.K. has been

reported in an extensive study in N.E. Scotland by Innes and

Sharp (1962) - 5. 6/1, 000 population at risk per year. A unique

situation at the other extreme where none of the identified

psychiatric patients was referred to the psychiatric services

during a 10-year period has been reported by Kessel and

Whiteley (1963), in a retrospective study of the case records of a

South of Scotland general practice.

It hag been shown by Shepherd et al. (1959) that the patients

referred to psychiatric services did not necessarily differ in the

form of their illness from those not referred.

Factors influencing the general practitioner's referral of

psychiatric patieptg tp specialised psychiatric services.

Mowbray et al. (1961) analysed the reasons given in a series

of general practitioners' referral letters to psychiatrists, and

concluded /
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concluded that few practitioners referred patients on the basis of

positive diagnostic appraisal. Reasons for referral were, rather,

social and personality problems, and inadequate responses to

medical attention. Further, these reasons were influenced by

general practitioners' attitudes to psychiatry.

Rawnsley and Loudon (1962), concluded that the general

practitioner's fear of losing his patients (owing to the stigma

attached to psychiatry), his "social involvement with the patient"

or "his family", and "personality factors of the practitioner

himself", greatly influenced his referrals to the psychiatric

services.

Kow does the general practitioner deal with the identified
psychiatric patients not referred to specialised psychiatric
services?

Some unreferred psychiatric patients obviously receive

various forms of general practitioner treatment. Others are

referred to the general hospital (out-patient) physician or the

neurologist (Rawnsley and Loudon, 1962).

Kessel and Whiteley (1963) already cited, found a signifi¬

cantly higher rate of referrals of diagnosed "neurotic" patients

to general hospital, over a ten-year period, than of an age-sex

matched, control group of 'non neurotics' in the same period.

But, it has been shown that neurotics do not suffer more from

physical /
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physical illness than non-neurotics (Crombie (1957), and Kessel

(I960)). An indication of what may determine referral to hospital

of many patients could be gained from the study of Kessel and

Coppen (1963), who concluded that personality factors were more

important than severity of illness in the referrals to hospital of a

group of dysmenorrhoea patients.

Therefore, it is clear that many patients with minor psychia¬

tric illness, under cover of physical symptoms, get referred to a

general hospital rather than to psychiatric departments.

V/hv does the general practitioner refer psychiatric patients ;o

the general hospital physician?

Some of the more frequent reasons given by general

practitioners for referral of patients to general hospitals are,

"Stuck for a diagnosis", "for an opinion", "for consultation",

"a more precise diagnosis", "specialised investigations", "more

effective treatment", and "demands by patients or their relations"

Fry (1952), Hopkins (1956), Handfield Jones (1959). These

reasons clearly emphasize difficulties in diagnosis and indicate

a sense of appeal for better appraisal at the hospital departments.

On the other hand, from the hospital receiving end, and in

relation to the medical out-patient department, Prisst (1962) makes

many interesting observations in his analysis of 1, 000 case-

records /



records of three years* consecutive referrals to him on the basis

of the slogan, "Was your journey really necessary?" He states

that many are referred without a satisfactory prior examination,

and that many of these referrals were unnecessary, and were

only a way of escape for the practitioners, so that, "they would

not be blamed if anything went amiss."

Relationship between general practitioner and the hospital
physician.

Fry (1959), considers the out-patient department as the

most important department of the hospital, and reported that

referrals from general practice had increased progressively over

the previous ten years. Finally he stated that "in spite of this,

we know little of what goes on in these departments".

Although this reveals a position of prestige of the hospital

out-patient department and emphasises its importance in the eyes

of the general practitioner, yet the views of Priest (1962) stated

above, and the admitted lack of the all-important understanding

between them vitiate any co-operative effort in providing the best

care for these early cases of psychiatric illness, which are not

commonly thought of as killers, but rather as wreckers and

"wasters of satisfying human life". (Action for Mental Health,

1961.)

Hence /
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Hence, it is important to closely examine the relevant

aspects of this department before attempts to improve the

position are considered.

Hospital Medical Cut-patient Department

The studies done in general hospital medical out-patient

departments have also shown widely divergent rates of

psychiatric illness, as in the general practice studies. Low

estimates of 16% (Pearson, 1938, and Priest, 1962) were found

by general physicians, 51-72% by psychiatrists (Shepherd et al.,

1960, and Roberts and Norton, 1952) and by employing

psychological tests, 31. 9-51. 9% by Culpan et al. (1960) and

Sainsbury (1960). The divergence in rates of psychiatric

illness found, among these patients, by physicians and

psychiatrists, is most likely to have been a considerable

hindrance to the efforts to provide adequate treatment for them.

Although it can be argued that the hospital physician has

no better specialised training in psychiatry than the general

practitioner, yet it must be conceded that, in dealing with these

patients, he is in a position to answer many important questions

usually asked by the general practitioner. Further, he will have

the added advantage of not being biased by close social relationship

with /
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with patients and their families, that interfere to a considerable

extent with the general practitioner in adequately dealing with

these patients. Therefore, the general hospital physician could

be an effective means of initiating more rational treatment for

them.

Further, the hospital physician, in his role of being

consulted by the general practitioner, is in a somewhat

analogous position to a judge in an appeal court, who enjoys a

prestige and respect in the general population which makes his

judgment under these circumstances more likely to be respected

than that of the general practitioner. Therefore, it is

important that the potential available at these out-patient centres

be exploited rather than neglected.

The need for a study

Apart from the clinical problems of diagnosis and

treatment, an important operational problem is posed by the

attendance of large numbers of psychiatric patients at general

hospital out-patient centres, designed and geared to handle

physical illness. Also, the collection of epidemiological data

on psychiatric illness, essential for general statistical and

public health purposes, is rendered impossible when psychiatric

patients /
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patients presenting at medical out-patient centres are not

diagnosed and treated as such.

Before all these different aspects of the problem of

psychiatric illness at general hospital centres could be satis¬

factorily dealt with, a generally acceptable, reliable and valid

estimate of psychiatric illness should be available.

Carstairs (1962) in considering priorities in future studies

in epidemiology of mental illness pointed out that establishing

valid and reliable estimates of psychiatric illness at various

centres are "tasks of operational research, which are crying

out to be done".

Classification of psychiatric illness, based on simple

defined criteria, of known validity and reliability among out¬

patients, attending non-psychiatric centres, is an essential first

step towards providing comparable data concerning these centres,

the "lack of which has so far been the greatest limiting factor in

the development of psychiatric epidemiology", (Lin, and

Standley, 1962).

This thesis reports such a study of reliability and validity

of general physicians* diagnosis of psychiatric illness among

medical out-patients of the Royal Infirmary, Edinburgh. A

classification using a set of simple criteria is used by the regular

physicians /



physicians for classification of two series of patients initially

by two methods (1) from case records and (2) at consultation.

Reliability of physicians is determined by using case records for

repeat classifications in both methods. Validity of the

physicians' classifications is assessed against objective test-

score criteria of the Cornell Medical Index Questionnaire, used

for this purpose, in many other studies. Estimates of

incidence of psychiatric illness identified by the two methods in

the two series are presented.
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°ART II.

REVIEW OF THE LITERATURE

General observations.

As no studies were known to be reported on the specific

subject of this study - Reliability and validity of general

physicians in psychiatric diagnosis among medical out-patients,

literature on the three following closely related subjects was

reviewed in separate sections.

Section (1) deals with studies on incidence of psychiatric

illness in general hospital "non-psychiatric" out-patient

departments, particularly among medical out-patients.

Section (2) reviews the studies on reliability and validity of

medical diagnosis, mainly of general physicians.

Section (3) discusses the literature on reliability and

validity of psychiatric diagnosis.

Finally, the procedures adopted in this study as a result of

the literature reviewed are summarised.
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Section (1)

Studies on incidence of psychiatric illness seen in general hospital
flop "Psychiatric opt-patiept departments.

The investigations so far made to determine the extent of

psychiatric illness at these centres have been few,compared with

the number done in general practice.

They could be profitably reviewed according to the type of

study, in relation to the criteria and methods used. These fall

conveniently into three types - (a) those done by hospital general

physicians (b) those done by psychiatrists, and (c) those employing

objective psychological tests.

(a) Invcsstigatlpflg by hpgpjtal geperaj.ghysiciang..

One of the earliest recorded studies of the extent of

psychiatric illness in a hospital medical out-patient department by

a physician was by Pearson (1938). He used criteria designed by a

psychiatrist (Gillespie, 1928) to differentiate "psychogenic" illness

from "physiogenie", and estimated that 16% of a sample of 1297 new

patients "could be considered psychoneurotic".

The concept of "psychogenic" and "physiogenic" illness

perpetuates the 17th century Cartesian concept of body-mind

dichotomy which is rapidly losing its popularity and is in fact being

actively /



actively opposed. Most knowledgeable physicians are today

aware that medical and psychiatric symptoms often occur together.

However, in practice, this dies hard.

Illness being a state of the whole man manifests itself

through a variety of forms, "dependant upon the various factors

acting upon the organisms at the time", (Hinkle & Wolff, 1957).

When Gillespie's criteria are examined closely, it is clear

that although they may be to some extent meaningful to a

psychiatrist, most of them are too vague to a physician without

specialised knowledge in psychiatry.

Some of these, such as "bizarre symptoms", "discovery of

anxiety or a mental conflict" lack clarity and anxiety and mental

conflict do not always indicate illness. Also anxiety does not

always mean the same thing to the general physician and the

psychiatrist. The former is familiar with what one may consider

as "healthy anxiety" (Carstairs 1951). Other criteria such as

"element of gain", and "a general setting of psychic dis¬

equilibrium are not familiar to the general physician, and call for

a more specialised investigation than a physician can be expected to

perform.

These criteria lack adequate orientation to the type of patient

seen, as well as the physician using them in a setting of physical

illness /



-4 r*ib

illness.

It apparently needs a psychiatrist to understand them

adequately, and hence, their profitable application by a general

physician is open to considerable doubt.

However, this study has applied a very useful principle of

collaboration whereby a psychiatrist's and a physician's

experience have been pooled; and with a better understanding and

clearer and more meaningful criteria, more acceptable results

might have been obtained, and such would be adopted in this study.

Pemberton (1951) in a follow-up study of 200 medical patients

(both in-patients and out-patients), of a general hospital, found

that 10% were 'psychoneurotic', 1% 'psychotic' and 49%

'psychosomatic'.

The 'psychoneurotic' group being defined as those who

showed a "marked degree of anxiety and had no evidence of

physical disorder". Absence of physical disorder has again been

considered essential for the diagnosis of 'psychoneurosis', which

has already been considered unsatisfactory. He used criteria of

Halliday (1943) in his diagnosis of 'psychosomatic' illness, and

included these in the "startling figure of 60% where emotional

factors were of primary importance" and concluded that these

"demanded /
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"demanded our more insistent attention".

In the last investigation by a physician to be considered

here, Priest (1962) examined 1, 000 of his own consecutive case

records in a medical out-patient department in a provincial

general hospital on the lines of the slogan "Was your journey

really necessary?". His bias and purpose of investigation are

obvious.

Although he considers the positive evidence of emotional

disorder as necessary, the absence of organic disease as an

essential factor in identifying "psychoneurotics" is, as before,

questionable in this investigation. He also states in respect of the

category "no disease found", that with longer observation some of

these might have been classified as "psychoneurotic". The rest of

his classification is on the basis of the different physiological

systems of the body where the disease is present and a final

category of •Miscellaneous* comprises 25% of the patients. The

category "psychosomatic" is excluded. The rate for "psycho¬

neurotic" illness is 16%, closely agreeing with Pearson (1938),

with 7. 6% of "no disease found" which may include some that should

belong to the former group.

From the criteria used in these investigations it is not

surprising that a low estimate for psychiatric illness is produced

as /
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as they exclude the possibility of the co-existence of physical

and psychiatric illness.

(b) Assessments by Psycfrj.atriptg.

Psychiatrists have also attempted to determine the extent

of psychiatric illness prevalent at these hospital out-patient

centres. Their estimates of psychiatric illness at these

centres show a steep rise when compared with those of hospital

physicians.

For example, Roberts and Norton (195?) found that 72%

of a group of new medical out-patients in a University Hospital

in Connecticut showed "positive presence of psychiatric illness"

when investigated by a psychiatrist and a psychiatric social

worker.

Apart from the usual American trends of high rates in

relation to psychiatric illness, the high proportions seen in

this investigation could be due to erroneous conclusions being

drawn from inadequate answers to questions on their schedule,

such as "do you have a lump in the throat?" If answered "Yes"

this was considered as "globus hystericus" and a positive

response to "are you nervous", was considered pathological

anxiety.

Shepherd /
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Shepherd et al. (1960), assessed psychiatric morbidity

among 100 consecutive medical and 100 consecutive surgical

out-patients at the time they were seen in their respective

out-patient departments. They concluded that 38% and 5%

respectively showed evidence of psychiatric disability only, and 13%

and 16% respectively showed evidence of psychiatric and physical

disease occurring together. Total psychiatric disability was

thus estimated at 51% in the medical and 21% in the surgical.

The criteria used are not defined but it is stated that two

senior registrars from the Maudsley Hospital made the assess¬

ments. However, as the assessments at the two centres were

conducted /
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conducted by two different registrars, without any defined or

agreed criteria, comparability of the rates is questionable; and

the proportion of the rates, due to real differences, cannot be

gauged with any confidence. This view is supported by Foulds

(1955), Kreitman et al. (1961), Kreitman (1961) and (1962).

(c) Assessments Using Psychological Tests.

In the third type of investigation, psychological tests have

been used to screen samples of general hospital out-patient

populations at different centres, and two such investigations? are

cited to indicate the trend of their estimates.

Culpan et al. (1960) used the Cornell Medical Index Health

Questionnaire (C.M.I.) (Brodman et al., 1956) to screen patients

attending four out-patient departments of a general hospital. They

obtained test scores of 100 medical, 100 surgical, 64 gynaecological

and 30 physical medical consecutive new referrals and a further

50 old gynaecological clinic patients.

They then derived the best cut-off score of the M-R section of

the test on the basis that it was the cut-off score which gave the

minimum misclassifications of a sample of neurotics and normals.

This cut-off point was used on the scores of the clinic patients, and

it was found that the following proportions of clinic patients fell on

the neurotic side of the cut-off score (M-R = 10).

31. 9% /
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31. 9% of medical, 30. 5% of surgical, 50% gynaecological,

and 40% of physical medicine out-patients.

When these results are compared with clinical assessments

of the identical patients by psychiatrists in the above study

(Shepherd, 1960), it is found that the rates in the two studies show

a difference of 19% (51: 32) in medical and 10% (21:31) in surgical

patients. (It is unfortunate that other groups of patients had net

been assessed by psychiatrists.)

This pilot study has adopted its own cut-off score criterion,

M-R = 10, as it gave the minimum misclassification.

If the studies were looked at from an epidemiological angle

combining both the medical and surgical patients the rates of

psychiatric illness in the clinical study work out to 36% and 31. 2%

in the objective C. M. I. study, showing a discrepancy of only

4. 8%

This suggests that for epidemiological purposes involving

large groups of patients the C.M.I, may be found reliable.

However, it is not unlikely that other criterion scores of the

C. M.I. than used in this pilot study may show a satisfactory

correlation with clinical assessments. Such studies are referred

to when this test is discussed in detail. It is claimed by the

authors of this test that physicians interpreting the questionnaire

have /
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have shown a correlation of 0. 65 to 0. 7, Brodman et al.,

Manual of C.M.I., Revised (1956), but this does not mean the

same thing as clinical assessment to test score correlation.

Considering all the above points concerning the test, and the

ranked order clinical criteria to be used, this test suggests itself

as the test to be used to assess the validity of the ranked order

classification in this study. This test is further discussed in

the design of the investigation on page 61.

They point out that it is difficult to equate these test score

criteria to a diagnosis of neurosis or psychosis which in itself is

clinically variable. Nevertheless, they concluded that their

results "suggest clearly" that incidence of emotional disturbance

among those attending hospital out-patient departments "can be

considerable".

The other investigation of interest is that of Sainsbury (1960)

using the Maudsley Personality Index (Eysenck, 1959) to determine

the relationship of neurosis to psychosomatic disease. The

results of this investigation revealed that the rates which fell

above the median "neuroticism score" in the test using the whole

sample, were medical out-patients, the highest at 51. 9%, surgical

4 2%, gynaecological 46. 75% and physical medicine 43. 86%.

Although the relationship between "Neuroticism" and clinical

neurotic /
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neurotic illness is not clearly defined yet, the rate of 51, 9% for

medical out-patients shows a very close relationship to the rate

(51%) of psychiatric illness found by a psychiatrist in another

medical out-patient department study by Shepherd et al, (1960)

Section (?)

Studies in Reliability and Validity of Medical Diagnosis.

Reliability of general physici^s ip q&se i(jentificatipn,

Comparatively few studies have been reported concerning

their reliability and validity of diagnoses.

One of the earliest attempts at assessing the reliability of

physicians was by Derryberry (1938) in which he obtained

judgments of six and five experienced paediatricians respectively

on 108 and 113 eleven-year-old boys and girls to determine the state

of nutrition of the samples. He used a special four-point scale of

judgment to classify them into "excellent", "good", "fair" and

"poor". In the analysis of the results for boys it was found that

25 were rated "poor" by at least one, only one by all, only three by

as /



as many as four. Two were credited with every rating in the

scale. For girls the uniformity was better with the five

physicians* rating "poor" - 65 were rated poor by at least one and

six by all. Derryberry considered that it was difficult to say

whether the diagnosis of malnutrition depended more on who the

judging physician was than on the actual condition of the child.

The two extreme judgments in the case of the boys' would have

produced a divergence amounting to seven times the figure given by

the physician judging the least number.

In these assessments the differences in the sexes could

probably have been accounted for by the better manifestation of

nutritional state in eleven-year-old girls than boys. However, the

important point is that the study demonstrates the wide disagreement

among physicians when required to make comparatively subjective

judgments.

Birkelo et al. (1947) report an investigation into four

different means of radiological diagnosis (X-ray films of

different size and prints) when 15 physicians independently used

these four types of data in relation to 1, ?56 patients and identified

those they considered to be suffering from tuberculosis.

They concluded that the inter-individual and intra-individual

variation in film interpretation was 'bf such large magnitude" that

it /
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it became important to subject them to detailed investigation.

As they were in fact looking for the •effectiveness' of case

identification it is surprising that no other outside criterion than

mere levels of their own agreement were employed to get a

measure of validity in relation to the judgments.

Garland (1949) reported a "quite unexpected degree" of

variation in relation to reading of routine chest X-ray films. He

considered the main reason to be the terminology used or the

method of approach. In an attempt to obtain better understanding,

practically every term of description used by physicians was

examined in conference and it was found that conventional terms

such as "hard" and "soft", "exudation" and "productive" were

found wanting in that, different physicians or even the same

physician came to different conclusions using this terminology.

The radiologists came to the conclusion that simple

description of the lesion was the solution. It is probably easier

to describe what one sees in a chest X-Ray lesion than to

precisely describe a psychiatric condition. However, there is no

doubt that discussion results in better agreement in any judgment.

In a pneumoconiosis research study, Cochrane et al. (1951)

used three observers and a "miscellaneous" fourth to interview 993

miners to determine the correlation between symptoms and

radiological /
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radiological findings. Questions were simple and related to cough,

sputum, chest pain and similar features. Every effort was made

to standardize the technique by repeating the same questions and

the same procedure of interview for the total sample. There was

considerable observer bias. They concluded that more attention

should be paid to the possible lack of reproducibility in the answers

that patients give to questions asked continuously in clinical

practice and that such answers are useless for research purposes.

Schilling et al. (1955) studied prevalence of byssinosis among

187 male Lancashire cotton workers and 88 controls, in whom the

diagnosis depended entirely on subjective clinical observations.

Two independent investigators examined the patients and controls

on two occasions within an interval of four months. Disagreements

on special items such as blood-pressure and chest expansion were

22-42% and 24% in the diagnosis of byssinosis in spite of the

specified features for classification of the diagnosis into two

clearly graded categories. The main weakness in this

investigation is that the cotton workers and the controls were

examined each in his place of work and as such the examiners

would naturally have been aware of the difference between the

controls and the patients.

Fletcher /
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Fletcher (1952) reported an experiment revealing observer

error in eight physicians (M. R.C.P, s or F.R.C, P. b) in

diagnosing physical signs in 20 patients with emphysema. He

reported a "high degree of disagreement among observers"

regarding presence or absence of many physical signs. In

relation to the clinical diagnosis of emphysema he states "My

conclusion is that it cannot be made with any confidence (at least

by a single observer) except perhaps in the more advanced cases,

so that there is little hope of the clinician being able to diagnose

the early stages". He concluded by saying that for this "he must

turn to the objective methods of the physiologist to help him in his

perplexity".

This situation is somewhat parallel to that of the position of

the psychiatrist and the clinical psychologist and psychological

tests in regard to psychiatric diagnosis, although the objective

evidence from psychological tests cannot as yet claim the

physiological test accuracy.

Fairbairn et al. (1959) made a questionnaire approach to the

prevalence of respiratory symptoms which had to be subjectively

determined. Using a standard questionnaire over a six-week

period three physicians and three health visitors interviewed 144

London porters and 144 women sorters. Prevalence of symptoms

reported /



reported by the observers both individually and also in two groups

was compared, and a number of significant differences were found.

The difference between the number of symptoms reported in

the same subject by two physicians was as great as that between

health visitors. When the causes for disagreement in the

answers were investigated by tape recordings of interviews it

was discovered that in 62% of cases of disagreement one of the

observers failed to adhere to the briefing instructions. About

19% of disagreements were due to radically different replies by the

subject and the remaining 19% to the difficulties of interpreting

vague or borderline answers. It was considered that failure to

observe the rules of briefing tended to increase the frequency of

positive answers. However, it is a common tendency to find

more of what is being looked for, or else it has to be understood that

those observing the rules were biased towards obtaining negative

answers.

This study raises two other important points of interest to

the present study.

1. The 19% of disagreements due to radically different replies

on different occasions by the same subject emphasises the

unreliability introduced when using patients for second interviews,

even under well controlled conditions as in this inquiry. As the

interview /
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interview had been recorded on tape, it was possible to determine

the measure of disagreement introduced by this important factor.

Under everyday conditions without standard questionnaires, this

variable in relation to both patient and examiner must be

considerably increased and its total effect unknown.

2. The other 19% were attributed to difficulties in interpretation

of vague and borderline answers. These difficulties are

constantly present in clinical situations and, accounting as they did

for nearly 20% of the disagreements under stringently controlled

conditions, must be avoided specially in studies of reliability and

validity of diagnosis.

In this connection it is interesting to consider what Scheff

(1963) has stated in his interesting paper on "decision rules, types

of error and their consequences in medical diagnosis". As would

be generally agreed, in a diagnostic exercise of a sufficiently large

series of patients, the doubtful diagnosis is often encountered.

Under these circumstances decisions may be made on the basis of

the implications for patients of different diagnoses.

He quotes an example from law which clarifies the issue.

In most countries in the world when a person is tried for murder

he is not pronounced guilty unless his guilt is proved beyond

'reasonable doubt'. However, if there is any doubt he is

pronounced /
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pronounced not guilty because this is considered more acceptable

to the community than giving capital punishment to an innocent man.

This is because the decision has to be either 'guilty* or 'not guilty'.

However, the correct decision on the evidence would have been

•doubtful'.

Similarly, in medical practice situations often arise such as

have been referred to already by Fairbairn et al. (1959) where

diagnosis may be in doubt.

Then it is sometimes better to give the sick-role to the

patient if the more serious matter is considered to be the

exclusion of someone who "might be ill" and no harm is done by

inclusion. On the other hand, it may be considered better not to

confer the sick-role on someone who is not really ill, as is often

the case concerning illness with some degree of stigma attached,

such as tuberculosis, leprosy and mental disorder.

Therefore, as has been concluded by Mechanic (1962), it

would be unlikely that anyone who is not mentally ill would be

allotted this role, while many who might be mentally ill could be

among those who are not so considered, if stigma of mental

disorder were in operation.

This fact is clearly important to the estimation of reliability

if categorical decisions are demanded even when in doubt, as

often happens in minor psychiatric illness. Therefore,

descriptive /
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descriptive categories between formal psychiatric illness and no

psychiatric illness in a classification would increase the facility

of case identification and allow for a more realistic estimate of

reliability when using such a classification, and category

"doubtful11 is considered as useful to be adopted in this study.

However, when dealing clinically with this group of doubtfuls,

it is necessary to decide either (1) to confer the sick-role, or

(2) otherwise, with a full awareness of the implications of the

situation. This must clearly be a different matter to the ability

to make a diagnosis when reliability of diagnosis is the matter

under examination.

As already stated, there are no recorded studies of

reliability of general physicians* diagnosis of psychiatric illness,

and therefore the next relevant subject for review is the

reliability of psychiatric diagnosis by psychiatrists.

The difference between the two situations should be borne in

mind. One is that the psychiatrist more often sees patients to

whom the role of psychiatric patient has already been allotted,

while, patients seen by the general physician are usually not

considered mentally ill.

It may be equally difficult for the physician to simply

identify a patient as psychiatrically ill who presents with minimal

psychiatric /
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psychiatric or only physical symptoms, in the setting of physical

illness, as it is for the psychiatrist to differentiate the finer

categories of mental illness presenting with mixed symptomatology.

Section (3)

Relabilitv and Validity of Psychiatric Diagnosis.

Literature in relation to this subject has been extensively

reviewed from time to time (Foulds 1955, Kreitman 1961,

Beck 1962). However, it is necessary to critically examine and

discuss each of these reviews.

Foulds' (1955) review of the literature builds up evidence

which supports the contention that in fact the reliability of

psychiatric diagnosis is better than the studies have made out.

Concerning Ash (1949), he calls this study an unusual guide with

reliability levels at 67 - 31. 5%, mainly because poorly defined

categories were used. Referring to the studies of Doering (1934)

and Mehlman (1952) he states that the diagnoses used in the

"ordinary course of clinical work" do not allow one to conclude

that the psychiatrists are incapable of making reliable assess¬

ments "when put on their mettle". Referring to the study by

Hunt, Wittson, and Hunt's (1952) study he considers the low

reliability was mainly due to the use of categories which were not

mutually /
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mutually exclusive. However, they raised the question - whether

what they called "the practical" reliability of the diagnosis "in

terms of the care, treatment and disposal of the cases" is net

"larger than our pure statistics would indicate". This raises

the same question as that raised in the study of Fairbairn et al.

(1959) whether the simple dichotomy, in this case, of agreement

or disagreement is inadequate if not unsuitable. Foulds (1955)

argues that a scale that takes partial agreement into account is

necessary and in his study uses pairs of diagnoses of psychiatric

illness, some of which are considered "identical", others

"similar" and the rest "different". He used the 'paired diagnosis

method' of two observers making independent judgments on a

single subject and comparing these judgments with the assess¬

ments of psychologists who interpreted only the psychological

results of the patients in relation to their age and sex. All these

assessments in pairs were compared with those made by "guessers",

one psychiatric and the other "psychological". He concluded that

all pairs reached better agreement than the "guessers" and that

agreement between the two psychiatrists or between either

psychologist using a short battery of tests was of "about the same

order".

That the diagnoses agree better than would be expected by

chance /
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chance is clinically inadequate because, what is expected of the

clinician in his usual role is nearer the 100% level of agreement.

This has been clearly pointed out by Kreitman (1961) in the review

of studies on reliability of psychiatric diagnosis.

Methods used in studies of Reliability
of Psychiatric Diagnosis.

"°aired opinions" method.

In the extensive review of the literature made by Kreitman

(1961) he classifies the studies by method used. Most of the

studies have used the 'paired opinion' method - Ash (1949), Norris

(1959), Hunt, Whittson & Hunt (1953), Schmidt & Fonda (1956) and

Foulds (1955). He analyses the results of these studies in two

divisions of "category diagnosis" meaning a broad classification

and a narrower "specific diagnosis" somewhat similar to the

attempt of Foulds (1955) in using 'identical', 'similar' and

'different' pairs of diagnoses. From this analysis it is clear that

"categories" of organic disorder (53 - 92%), psychoses (59 - 89%),

and personality disorders (44 - 74%) have consistently higher values

of agreement than the values reached in relation to neuroses

(24 - 46%). As would be expected, the agreement levels are

generally better in the broad "category diagnoses" than when

"specific diagnoses" are considered - Organic disorders (53 - 74%),

psychoses (31 - 66%), personality disorders (24 - 46%), and

Neuroses (12 - 467c). The present study uses this method with

modifications /
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modifications in determining reliability.

Comparative Incidence Method.

Another method of assessment of reliability has been the

"incidence approach" whereby percentages of agreement between

various diagnostic groups in two or more comparable series are

used to determine the degree of reliability. Kreitman quotes the

studies of Boisen (1938) where in the State of Illinois rates

differing as widely as 11% to 76% were returned for hebephrenia

from different hospitals, showing an obvious lack of consistency

and being unreliable. Similarly Passamanick (1959) emphasises

the discrepancies between the diagnoses of three psychiatrists in

different wards. Kreitman (1961), in his highly relevant

criticism considers one of these series, containing only 48 patients,

as too small for such comparisons and supports it by showing the

wide variation in all categories in this short series. He also

refers to differences in ward administration, which were not

reckoned by the author, and demonstrates that other than in the

usual categories of psychoneurosis (extremes 29. 5% and 44. 7%)

and character disorder (extremes 12% and 22%) the "differences

in percentage agreement are on the whole not particularly marked"

and are not statistically significant. Other similar studies using

this method sometimes have considered matters relating more to

validity than to reliability e. g. Messerman & Carmichael (1938),

Wittson, Hunt & Stevenson (1946), Wittson & Hunt (1951), Hunt &

Wittson /
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Wittson & Hunt (1952), (1955). Working with two larger series

(1300), Mehlman (1952) using scant data relating to a large number

of psychiatrists reported differences at an "extreme level of

significance". From his data Kreitman concluded that the

differences were in the order of only 20%.

Therefore, it appears that in the use of this method it is

essential to have two sufficiently large series with fully comparable

groups of patients, while having adequate control or knowledge of

the size and direction of the variables involved. This method is

adopted in this study.

Variables occurring in reliability studies.

In reliability studies it is extremely important to control

adequately the many factors of variability that readily enter into

them. Otherwise a proper evaluation of the results is not possible.

Many studies have been unacceptable particularly for comparative

purposes because significant variables were not considered.

Reid (1960), in his W.H.O. Monograph, emphasizes the

need to know the source of variability and bias in the use of any

particular method of determining reliability and to assess the size

of the variability and the direction of the bias.

He divides the variables into two major categories -

(a) subject variation, (b) observer variation, and introduces a

third, (c) of interaction between these.

Subject /
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Subject Variation.

Reid refers to the well known relationship of emotion to

blood pressure levels and points out the need to consider emotion

as a variable in the study of blood pressure, or vice versa. If

the latter is being studied emotional factors must be taken into

account before other factors that influence blood pressure are

measured.

Kreitman (1961), who has dealt more extensively with the

problem of variables considers that in relation to psychiatry the

relevant variables can vary between groups of patients, and that

these must therefore be adequately described in relation to the

groups. Some of the likely variables are, the range of diagnosis,

the severity of illness, and the socio-economic background

represented in each group. Thus the group of patients studied is

considered most important as no generalisation could be made from

results obtained from special groups of patients. If the

"comparative incidence" approach is made, it is important to use s

some clear validating method to determine the true incidence of the

categories of diagnosis involved to establish comparability.

Although Kreitman includes the changes in the patient with

the elapsing of time in a different section, it is more fitting to

include them here. However, subject variations that occur due to

a clinical examination have a better claim to be discussed in a

separate section as Kreitman (1961) has done under "variables

relating /
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relating to psychiatric examination".

'Observer variation'.

Reid (1960) considers this 'crucial' in epidemiological studies.

He divides them into three kinds

(a) Consistent bias related to the type and intensity of training

of the observer.

(b) Bias personal to the observer.

(c) Inconsistencies in relation to his own judgment over a

period of time.

He considers that these inconsistencies are inevitable, but

emphasizes their importance and the need to measure their size

and direction. He suggests the following two methods to test this

variation: -

1. By estimating the prevalence rates in random samples.

This study uses two comparable series for this purpose.

2. The presentation of the same clinical material to different

observers or to the same observer at different times, which

the present study has adopted.

He considers that in psychiatry the nature of the inter¬

personal relationship between psychiatrist and the subject makes it

difficult to present the same patient to two psychiatrists with

confidence that the patient's responses have not been effected by

the first interview. Kreitman (1961) emphasises these same points.

Although /
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Although this may be particularly true for psychiatrists and

psychiatric patients, it holds also when subjective assessment is

attempted of other types of patients, as has already been noted by

Fairbairn et al, (1951). To control this variable, Reid suggests

the use of clinical records or tape recordings of interviews or a

sound film of the others' interviews.

Variables relating to Psychiatric Examination.

This category has been separately dealt with by Kreitman

(1961), where he points out the importance of having explicitly the
4

same aims, scope and circumstances of the examination of

patients in both assessments. The difference in the amount of

time taken in every day practice and in an academic setting may

vary the decisions and therefore the reliability. Foulds (1955)

also refers to the importance of this situation.

Variables renting flQmettCtetWT? and y?pprtiqg.

The effects of using different criteria of assessment are

well known, and the study of Kessel (1960), already cited, clearly

shows this influence. Kreitman (1961) points out the importance of

using clearly defined terms when referring to the same concept of

illness, and the difficulties in the choice of labels for disease

categories. The classifications which closely relate the concepts

to the labels have an important influence on the reliability values

determined. Stengel (1960) has ably dealt with the question of

classification /



39

classification. This study uses a classification with simple

defined criteria to minimise this variable.

Variables Occurring due to Manner of Analysis.

Kreitman (1961) deals with the manner of analysis as a

separate variable and considers that reporting results in the form

of percentage agreement is "perfectly satisfactory" provided the

ratios used are clearly stated. He considers the question of

"statistical significance" in the ordinary sense as unsatisfactory as

"it is possible to have a very low percentage agreement in the

clinical sense but still be considered statistically highly signi¬

ficant". He warns that "it is scarcely justified to use statistics

involving the theory of chance or random effects under these

circumstances".

He points out another important factor that could cause

unrealistic disagreement due to the classification being too

narrowly differentiated whereas in fact the categories may be

clinically closely related and woxuld not in practice be considered a

true disagreement. Foulds (1955) has already been cited in

relation to this problem.

The critical review of seven reliability studies by Beck

(1962) does not add anything substantial to the review by Kreitman

(1961) but only emphasises the same main points and raises the

methodological problems into greater relief.

One /
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One other study since the above reviews were made needs to

be examined now. This later study by Kreitman et al. (1961)

analyses the reliability of psychiatric assessment on the basis of

the principles derived from the already cited study of Kreitman

(1961).

They studied six matched groups of patients each of fifteen

new referrals to the Chichester Mental Health Service using

independent pairs of psychiatrists at approximately three-day

intervals. In each pair was one of two research psychiatrists,

the other being the usual psychiatrists in attendance. The initial

examinations were made under routine conditions and the second by

the research psychiatrists who attempted to adhere as closely as

possible to the conditions of the previous examination, taking the

same time and not using any additional information. By prior

discussion among observers sufficient clarity was achieved

concerning characteristics under study, such as "duration of

illness", "family history", "symptoms" and "diagnoses".

Agreements were based on matters relating to illness such

as duration 60%, family history 85%, previous history 70%, while

in relation to symptoms they varied from no agreement for thought

disorder and aggression to 85% for depression.

In diagnosis itself using an agreed list of eleven diagnoses,

the agreement reached was on about 65% of patients at the

specific level and a further 15% added at the generic level. It is

interesting that the agreement on diagnosis was associated with
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agreement on previous illness and previous history while there

was no "demonstrable association" with agreement on symptoms.

This is important as one is inclined theoretically to base diagnoses

in relation to symptoms while it seems in practice other factors

assume greater importance.

However, this could have been influenced to a great extent by

the paramount consideration of disposal, as the series of patients

consisted of those referred to a domiciliary-cum-hospital service

and previous history and duration could have been important with

decision-making concerning disposal. However, these results,

if confirmed by other studies, raise very important issues

regarding factors influencing diagnosis.

There were no important differences between the ability of

psychiatrists in reaching agreement. However, the study does

not compare the agreements between members of the service

group which is far more important in everyday practice.

Finally, they demonstrate that their findings are generally

better than those of four other studies using the "paired opinion"

method. Nevertheless, patients in these studies do not always

fall into the same degree of severity of illness and this influences

the reliability with which a diagnosis can be made. Therefore,

comparability is not altogether valid in relation to such studies.

One of the main weaknesses of this study was that over 50% of the

sample were "depressions" and the next highest category were

organic illnesses where agreement levels are usually high.

Therefore /
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Therefore, if a psychiatrist called every case a depressive he

would have had 50% agreement.

Ipyegtjpatipn apd ppfitrpl qj variables.

Reid (1960) states that all the variables occurring in

reliability studies can be investigated in any situation where the

clinical material human or recorded is presented in turn to

different types of observer to be investigated. Comparisons can

then be made of the results obtained using different types of

observers. Further, he states that in the standardization of

diagnosis, a detailed and clear definition of each diagnostic

category is an 'obvious first step'. Finally, an independent test

of evaluation of the categorization is recommended, and is

essential to be done.

Use of Case-Records

Kreitman (1961) states that one of the ways of controlling a

most important variable, the patient entering into the assessment

of reliability, is to use case records. Doering & Raymond (1934)

actually employed this method to measure the reliability of

assessment of various factors other than diagnosis alone, such as

previous history, personality traits, aetiological factors and

symptomatology.

They extracted dfeta from case records in relation to the

above /
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above characteristics from two series of 30 and 40 of them. In

the first instance one psychiatrist was used on two occasions

widely separated in time, and in the second instance 40 case-

records were abstracted by three pairs of psychiatrists of equal

training. In both instances there was prior agreement concerning

the criteria to be used and on the information gathering techniques

concerning the characteristics.

They compared the agreement levels reached in the two

methods, 'test - retest' and 'inter-judge' agreement, and

concluded that they did not differ more than that which would

occur by chance.

The results of this study are unfortunately rather loosely

organised and it is difficult to draw any satisfactory conclusions.

However, it is one of the earliest reported instances in which this

method of using case-records, which controls the difficult

variables concerning patients that enter into reliability studies, has

been attempted and is therefore worthy of commendation.

It is proposed to further apply this method in the present study.

i
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The followinp procedures were adopted in this study
as a result of the review of the literature.

A psychiatrically-oriented classification with simple

defined criteria was used by physicians,

a) to obtain a more acceptable and realistic estimate

of the "controversial" incidence rate of psychiatric

illness at these centres.
due

b) to control the influence of variability/to different

criteria on reliability of psychiatric diagnosis.

c) to enable these criteria to be used in future

comparative studies.

Two comparable series of patients were classified by two

methods to assess the influence of this variable on

reliability and validity on physicians' psychiatric diagnosis,

and incidence rate of psychiatric illness.

Case-record information was used in repeat classifications

to control the reported patient-condition and doctor-patient-

relationship variabilities acting upon reliability of physicians.

Three broad classification categories with the inclusion of a

category "doubtful or suspected psychiatric involvement"

were used for a more realistic evaluation of psychiatric

diagnosis of medical out-patients by non-psychiatrists.

The Cornell Medical Index Questionnaire was used as the

objective /
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objective test to assess validity of physicians' psychiatric

diagnosis as this test has been widely used in such

situations and specifically used for such assessment against

psychiatrists' diagnosis of medical out-patients in a study.

6. Physicians of different training and experience were

compared tc examine the influence of these reported

variables on reliability of physicians in psychiatric

diagnosis.
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P»rt III.

Design of the Investigation.

The aims of this study were to determine the reliability and

validity of general hospital physicians' psychiatric case-

identification, and also, to estimate the incidence of psychiatric

illness among medical out-patients.

Hence, case-identification was one of the most important

procedures to be designed and is dealt with first.

Case- identification.

Ewalt (1958), states that there is no completely acceptable

or all-embracing concept of either physical or mental health and

illness. Hone is likely to be easily evolved, but, what is

important is always to adapt case-identification methods and
,i ■ ■

criteria to the purpose of the particular study (Gruenberg, 1961;

and Kreitman, 1961).

There is a considerable difference in the diagnostic setting

of psychiatric illness by physicians among medical out-patients

and, referrals in psychiatric clinics seen by psychiatrists. The

latter have already been,to some extent, identified by community

or other criteria and, the psychiatrist applying his criteria is

usually'Expected" to make a psychiatric diagnosis. However, in

the former situation a medical diagnosis is invariably "expected"

and /
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and the patients presented mostly with physical symptoms which

may only be elaborated or dramatized versions of their general -

practice picture (Mestitz, 1957 and Shepherd et al., 1960).

Under these circumstances it is extremely important that

the physicians' experience with these patients is used to the full

in case-identification, but their classification should be

psychiatrically oriented as was attempted by Pearson (1938). In

this study the classification used has this orientation and the

criteria are clearly defined for the physician, making special

emphasis on the way these patients usually present to be

classified into meaningful groups.

Choice of Classification

It was obvious that standard nomenclature and classifications

of psychiatric illness used by psychiatrists were unsatisfactory for

use by the general physicians, on the type of patient they saw.

The difficulties that even the trained psychiatrist has to face when

employing the various existing standard classifications, and the

resulting confusion has been dealt with by Stengel (1960), and

Kessel (1962).

The confusion that could be caused when no stated criteria

are used in a study where the results have to be compared with

similar studies is well known, and is fully dealt with by Kessel and

Shepherd (1962), Kessel (1960) and Lin and Standley (1962).

Therefore, this study uses a clearly defined classification.

The /
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The classification with criteria for identification of

psychiatric illness, used in this study was originally designed and

used by Kessel (1960) for a general-practice survey and related to

the usual patterns of presentation of psychiatric patients in

general practice.

Since then this classification has gained increasing

popularity and successful application by workers seeking

comparable results in psychiatric case identification at the

general practitioner level (Kessel 1960; Kessel & Shepherd 1962.;

Cooper et al. 1962; Kidd 1963; and Jayasundera 1963 in a general

practice survey in Edinburgh.

There was no previously reported occasion in which this

classification had been used at the general hospital level.

However, it appeared reasonable to consider the extension of

its use to the hospital medical out-patient department after its

successful application in general practice, as the patterns of
if at all

illness are only a minor modification/of those seen in the latter.

Further, using the same set of criteria in different settings

provides valuable comparable epidemiological data, concerning the

same conditions appearing in them.

Although the hospital physician is usually better qualified

than the general practitioner, yet, he too lacks special

psychiatric training. Therefore, it was considered that the

classification found useful by the general practitioner would be

generally /
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generally acceptable to the physician in the hospital setting with

minor modifications. The original classification of Kessel (1960),

and the modified form adopted in this study are next shown and

modifications discussed.
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Original Classification of Kessel (1960)

IS THERE A PSYCHOLOGICAL CONDITION PRESENT? QX NO
IF YES - (Criteria of a case)

FORMAL PSYCHIATRIC ILLNESSES

1. PSYCHOSIS - schizophrenia, manic depressive psychosis, organic
psychoses.

2. MENTAL DEFICIENCY - or marked sub-normal intelligence.
3. DEMENTIA - deterioration of mental powers in excess of normal

ageing process.
4. NEUROSIS - anxiety state; depressive or hysterical or asthenic

reactions; others.
5. PERSONALITY markedly abnormal (whether related to present illness

or not).

PSYCHOLOGICAL SYMPTOMS OR ABNORMAL BEHAVIOUR

6. PSYCHOLOGICAL SYMPTOMS (anxiety, fear etc.) complained of by
patient.

7. ABNORMAL BEHAVIOUR (e. g. agitation, antisocial action) indicating
psychological illness.

PHYSICAL ILLNESS WITH PSYCHOLOGICAL COMPONENT

8. PHYSIOLOGICAL DISTURBANCE ) where psychological mechanisms have
9. PHYSICAL ILLNESS ) been important in the development of

10. PHYSICAL ILLNESS the condition.
elaborated or prolonged thus indicating psychological component.

11. SOMATIC SYMPTOMS without an adequate physical basis.
12.. OTHER PSYCHOLOGICAL PROBLEMS - (specif y here)

SUMMARY /
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SUMMARY OF MODIFICATIONS

1. The order of presentation of the categories is reversed. Formal
psychiatric illness appears at the bottom of the list.

2. No psychiatric illness is given No. 1.

3. No. 11 is modified to include only those in v/hom a psychological
stress situation is suspected and is given No. 2, the balance
fitting into No. 8.

4. Nor. 10, 9 and 8 are modified under a modified heading 'psycho¬
physiological reactions' and the individual categories are numbered
3a, 3b and 3c respectively, under captions "Modification",
"Psychosomatic" and "Conversion", each specifically described
for this study.

5. 'Abnormal personality', Category No. 5 of heading 'Formal
Psychiatric Illness' is placed under a separate heading
'Character disorder' - No. 5 of the modified criteria.

These modifications are discussed in the text immediately
following.
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STUDY CRITERIA FOR CLASSIFICATION OF A CASE

MO PSYCHO LOGIC AD OR PSYCHIATRIC MORBIDITY

SOMATIC SYMPTOMS WITHOUT ADD UATL PHYSICAL BASIS.
AND A PSYCHOLOGICAL STRESS SITUATION IS SUSPECTED.

-PSYCHOPHYSIOLOGICAL REACTIONS

a. "Modification" - Patients whose psychological reactions to
indisputable physical illness are in some way unusual in the
eyes of the observer.
(i) Over reaction.

(ii) Under reaction.

b. '' Psvcho somatic'' - Patients presenting with demonstrable
physical illness where psychological stress has been
important in the development of the condition.

c. "Conversion" - Patients presenting with physical symptoms
though having no demonstrable physical illness yet have a
clear association of a psychological stress situation.

PSYCHOLOGICAL SYMPTOMS OR ABNORMAL FEATURES
(Not amounting to category 6)

a. Symptoms of a psychological nature complained of by patient
and confirmed by the physician.

b. Features of psychological abnormality noted by the physician.
(e. g. anxious, depressed or tearful, irritable, nervous and
or unable to cope with life's routine)

CHARACTER DISORDER - Personality Markedly abnormal

Whether related to presenting illness or not.

FORMAL PSYCHIATRIC ILLNESS

a« Neurosis - Anxiety state, reactive depression, hysterical
state, asthenia, etc.

b. Senile Mental disorder - Dementia etc.

c. Intellectual subnormality.

d. Psychosis.

OTHERS NOT COVERED BY ABOVE

PATIENTS AGE 15 to 64 INCLUSIVE
NO CONSULTATION IN THE PAST THREE MONTHS
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Modification of the classification for use in this study.

The following modifications were made in the original

classification, without materially altering the individual

categories, for greater acceptability in the new situation: -

(A summary of the modifications are shown below the original

criteria on page 51.

1. The order of presentation of the classification is reversed in

this study. It starts with the categories showing physical illness

v/ithout psychiatric involvement first, and then both physical and

psychiatric involvement, followed by physical symptoms presenting

a psychiatric condition; replacing categories of formal psychiatric

illness which constituted the first categories in the original form.

This change was effected as the majority of patients seen in

these departments conform to the former patterns rather than to

formal psychiatric illness. It was, therefore, considered a

reasonable adaptation of the classification to the situation which

would prove more acceptable to the hospital physician than to

have the least common categories in their practice as first on the

list. It was considered that it would also be less time-consuming

in application, by having the more likely categories at the top of

the list, thus increasing its acceptability to the general physician.

The author of the original criteria, himself, states that, "The

more you can adapt your criteria to fit in with the practitioner's

usual diagnostic practices, the less any artificial influence would

be /
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be" (Kessel, 1962).

2. Another modification was to divide the original category of

"Somatic symptoms without an adequate physical basis" into two

parts.

(a) Mo. '2' of the modified classification, in which a psychological

stress situation is only suspected is placed soon after no

psychiatric or psychological involvement at all, and

(b) No. '3c' where there is a clear association of a psychological

stress situation is combined with the original category No. *8'.

The justification for this modification is obvious, as it is not

always easy to elicit evidence of the presence of a psychological

stress situation in all patients of this group, some must

necessarily remain in a suspected group, and others without even

such a suspicion moved to category '1', "no psychiatric morbidity"

in spite of a physical basis for the symptoms not having been

discovered; and those that have an associated psychological stress

situation merged into No. 8 of the original classifications.

3. The main category heading - "Physical illness with psycho¬

logical component" is altered to "Psychophysiological reactions"

for brevity.

Captions "Modification", "Psychosomatic", and "Conversion",

have been inserted in category 3 to help the physician's orientation

to terminology familiar to him, but a specific definition to be

followed /
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followed in this study for identification of a case is incorporated

under each caption.

Under ^a* an unfamiliar addition of (ii) an "under reaction"

is inserted due to the possibility of it being a depressive symptom

or simply an unusual reaction in the eyes of the physician, which

may possibly denote a psychological abnormality.

Finally, the "Character disorders" are moved from the main

category of "Formal psychiatric illness" and placed under a

separate individual category,as the majority of physicians appeared

to prefer to keep this category outside. Rather than risk these

patients being included in another wrong category or missed

altogether, the shift was made, as it was immaterial for the

purpose of data collection, and also because this study was to use

a broad classification grouping several categories together

including "character disorders" and "formal psychiatric illness"

in one broad category.

These modifications were made to adapt the classification to

the diagnostic practice of physicians at this centre, which resulted

in its better acceptability than in its original form without any

significant loss in comparability of results.

iNeed for a broader classification for data handling.

Different physicians may classify the same patient in

neighbouring rather than identical categories, without making

any practical difference in this situation. Hence, although finer

discriminating groups were used to help in the identification of

every /
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every possible case, yet such discrimination in the assessment

of the data would cause an artificial lowering of reliability of

physicians as pointed out by Kreitman (1961) and Foulds (1955).

Further, as most of these patients would only be suffering from

mild psychiatric illnesses their identification would be more

difficult than with more severe cases.

Therefore, it was decided to adopt a broader classification

of the original clinical classification into ' no psychiatric illness",

"doubtful or suspected psychiatric involvement" and "definite

psychiatric illness" for meaningful handling of data. These

categories comprise No. 1, 2 and 3, and 4-6 respectively in the

classification adopted.

Another important feature of thi3 broad grouping is that

these three categories could be considered as being in ranked

order of severity of psychiatric illness, which could be con¬

veniently related to objective test-scores in ranked order for

assessment of their validity.

Use of casq-recprds to determine physicians' reliability in
case identification.

In a study designed to determine the reliability of

physicians' diagnosis it is important that for a "true" value to be

obtained, all other variables in the procedure should be controlled.

The difficulties of achieving this by repeated examination of

patients /
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patients by physicians was clear from the literature reviewed

(pages 36-38)

Also it would have caused considerable confusion in the

department's routine, and both physicians and patients; seriously

jeopardising the completion of the study.

Thus to control the indeterminate variable of the patient's

condition from examination to examination, patients' case-records

were used for the relevant classifications in this study, as done in

studies referred to on page 42.

It was reasonable to expect that a case record would be

most meaningful to the physician who made the record as he would

be able to relate it readily to the actual clinical situation.

However, in general, case records are considered a common

standard means of communication between physicians to convey a

clinical situation. Physicians have acquired the facility of under¬

standing clinical situations through case records by years of

experience, by textbook and journal presentations of clinical

situations using this means, and the procedure in relation to

physicians must be accepted as adequate in a situation where

variability of the patient's clinical manifestations is a factor

necessary to be controlled.

Reliability of cape-i^eptifigatipp.

An assessment of reliability always involves three main

factors (1) the assessor - (physician), (2) the object judged (case-

record or patient), (3) the situation in which the judgment is made -

(Medical Gut-Patient Department). Within each of these there are
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possible variations. What is implied by reliability of physicians

is the extent to which they agree when repeatedly judging the

same object in the same situation.

To arrive at the closest possible approximation to the

reliability of physicians, it is necessary to have the "object

judged" and the "situation" as constant as possible. To control

the variability of the patient's condition between a first and second

examination, a short interval of time between the two examinations

has been used in studies of reliability of diagnosis. The short

time interval can expect to overcome only what changes might

occur in a disease with time, and not any of the reactions that

have occurred in the patient as a result of one medical interview.

Psychiatric patients show such changes more than other types of

patients (Reid 1960). Therefore, it is clear that a second

interviewer cannot expect to see identically the same picture of a

patient as was seen by the first, and results obtained in studies of

reliability where this method has been used can only be accepted

subject to this qualification.

There are many possible concepts of reliability and several

operational concepts that can be adopted in studies of reliability,

depending on the way it is estimated, such as - Internal con¬

sistency, test - retest or, alternate forms method (Guilford, 1956).

Concepts of internal consistency and 'test - retest* are both

adopted in this study to various extents by the same physicians

classifying /
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classifying their own case-records on two different occasions

separated in time; as well as a number of physicians classifying

a single physician's case-records, always using the same

classification criteria.

Validity of Classifications.

Validity of classification means that the preferred category

is in fact the "true" category of the case. In relation to diagnosis

of psychiatric illness, where pathology or an infective agent

cannot usually be demonstrated, validity is closely associated with

outcome under standard regimes of treatment, requiring the follow-

up of patients. However, other external criteria such as

acceptable independent tests or judgments are often employed to

evaluate validity.

The criterion can differ according to the requirements of a

situation. However, if it is not perfectly correlated with the

object that is measured then it sets an upper limit to the demon¬

strable validity of the measure under investigation.

For the purposes of determining the validity of psychiatric

case identification by any other procedure the psychiatrist's

diagnosis has often been used as the criterion. But objective tests

of known correlations with psychiatrists' assessments have been

used to demonstrate validity of psychiatric diagnosis where

another clinical psychiatric assessment was not practicable.

For /
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For the purpose of this study it was not possible without

unduly upsetting the out-patient routine to use a psychiatrist's

opinion. Therefore, the objective test method was the method

of choice for assessing the validity of physicians' classifications

in this study.

Choice of objective test for determination of validity of

cHagsificatipp.

In making the choice of an objective test to be used for

estimating the validity of physicians' classifications in this study

it was considered important to have a test that was suitable for

use on general hospital medical out-patients. The following

criteria were considered important in the choice of the test:-

1. It should be capable of being administered within the routine,

and with minimum disturbance to the working of the department.

2. It should be acceptable to the general medical out-patients

and simple enough to be understood by the average patient.

3. It should be easily scored, and not time consuming.

4. Its successful use should have been demonstrated in previous

studies, in relation to validity of psychatric diagnosis.

The Cornell Medical Index Health questionnaire (C. M. I. )

(Brodman et al. 1956) satisfies these above criteria adequately as

seen by its following features. (A copy of the questionnaire is

included in the appendix.)

Description /
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Description of the objective test used.

1. This test is a self-administering paper and pencil

questionnaire which can be completed by the patient while waiting

to see the physician and thus it does not disturb the routine of the

patient, physician nor that of the department.

2. The test consists of 195 simple questions (with six

questions modified for male and female) ir informal language, so

worded as to be understood by persons with a reading knowledge of

English. After each question a "Yes" and a "fcfo" appear, and

the patient answers the questions by encircling whichever is

applicable. The questions are of four kinds, those relating to

(1) bodily symptoms, (2) past illnesses, (3) family history, and

(4) behaviour, mood and feeling; which are closely related to the

questions the physicians usually ask in these out-patient depart¬

ments. The last section, relating to mood and feeling, is given

no prominence so that it does not arouse the suspicion of the

patient as to any particular psychiatric bias in the questionnaire,

which is important in a study of patients in a non-psychiatric

department. The acceptability of the test was determined in a

pilot study of 20 randomly selected patients. Some female patients

did not have their reading glasses and could not answer the

questionnaire, but as there were no refusals and as a generally

enthusiastic approach of patients to the test was seen, it was

considered acceptable.

3. /
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3. The test demands the simple encircling of a "Yes" or "No"

answer, to an informally worded question, and the whole question¬

naire is usually completed in 15-20 minutes, which is well within

the average waiting time for a new patient.

4. This test has been widely used in America. Brodman et al.

(1951-53) in seven different studies demonstrated its usefulness in

recognition of emotional disturbance in general medical practice.

In this country Leigh & Marley (1956) compared the test scores of

Asthmatic patients in a psychiatric and a general hospital out¬

patient department and demonstrated that the former group was

more psychiatrically ill than the latter and that the test scores were

able to differentiate normals from neurotics and also asthmatics of

the two locations. Since then it has been used by many workers

who have demonstrated its usefulness and capacity of indicating

psychiatric disturbance (Culpan et al., 1960; Kessel, 1960;

Brown & Fry, 1962; Pond & Ryle, 1962; Ryle and Hamilton, 1962;

Rutter, 1963; Kreitman, 1963; Brown et al., 1963).

Thus it is clear that this test satisfies the criteria needed

for the study.

Use of the Cornell Medical Index criteria in determining validity
<?f gage i(jeptificatiQfi,

The authors of the test (Brodman et al., 1956) state that

when an "emotional disturbance" is manifested by bodily complaints,

responses /
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responses are numerous and refer to many organ systems in

the A-L. section. When manifested as a disturbance of feelings

and mood they appear in the M-R section.

They consider that a medically significant 'emotional

disturbance' may be suspected if (1) the syndrome of "Yes"

responses is clinically suggestive of a psychological disorder,

(2) thirty or more "Yes" responses appear on the total test,

(3) three or more responses are seen in the 'I* and 'J' sections,

and (4) three or more "Yes" responses are scored in the M-R

section. Of these the most widely used score criteria are the

total score and the score in the M-R section.

Culpan et al., (1960) in their study suggested the criterion

cut-off score of M-R = 10, above which fell the scores of the

majority of the neurotics. This latter cut-off score has been

used by Kessel (1960), and (1963), while Brown & Fry (1962) and

Rutter (1963) preferred the total score criterion of 30 or more.

Ryle & Hamilton (1962) used categorised total scores of the C.M.I,

dividing them into categories of 0-15, 16-30 and 31+ and compared

those diagnosed and not diagnosed and found that psychiatric

illness as diagnosed by the general practitioner showed a very high

correlation with those scoring 30+ and 75% correlation with those

scoring 16-30 and also with a few under 16. They also divided the

M-R scores into categories of 0-4, 5-9, 10-15, and 16+ and

compared their scores with those of Culpan et al. (1960) for their

normal /
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normal population distribution. Kreitman (1963) used the median

scores of all sections of the C.M.I, of his own series and

demonstrated misclassifications in the range of 30-40%.

From these studies it is clear that the Cornell Medical

Index Test scores show a correlation with clinical psychiatric

judgment and differentiate between "normals" and "neurotics".

Criterion scores used have varied between different authors for

demonstrating particular aspects or degrees of psychiatric

involvement. Therefore, the general usefulness of the C. M. I.

as a ranked test for assessing validity of psychiatric involvement

is acceptable from the fact that all criteria state a minimum

critical score or a range of scores indicating that the more

psychiatrically involved score higher on the scale.

This test is considered generally suitable in this epidemio¬

logical study to determine the validity of clinical classifications of

psychiatric involvement when they are placed in a ranked order.

C, M, I, criteria yged ip thig pty<3y.

To test the validity of physicians* classifications this study

uses the two most commonly used C.M.I, criterion scores of

M-R = 10 and also the total score of 30. But as a single cut off

score is not in keeping with the theme of broad ranked clinical

classification used, similar C.M.I, score criteria are derived

from previous studies and their agreement and correlation tested

as described below.

It /
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It will be remembered that Ryle and Hamilton (1962)

showed correlations of clinical diagnosis existing in relation to

categorised scores of the C.M.I, test. As this study divides

physicians' classifications into three ranked order categories, it

tests their relation to C.M.I, scores in three ranges derived by

combining the criteria suggested by the authors of the test, and

the other most used criterion M-R score "10" (Culpan et al.,

1960), as shown below.

The lowest M-R score level indicating psychiatric involve¬

ment in either of the criteria is "3". Hence the range of scores

•0-2', is related with the study category "No psychiatric illness".

Scores of 10+, by both criteria indicate psychiatric involvement,

and as such are related with the category "definite psychiatric

illness". The range of scores 3-9, concerning which there is

disagreement between the two cut off criteria, is related with the

study category "doubtful psychiatric involvement".

Percentages of agreement between the above categories and

scores show the degree of validity. Kendall's 'fan' correlations

of the classification categories and categorised M-R scores are

shown.

Apalysig of 4ata.

Many variations that can occur in the results due to different

ways of handling the data in reliability studies have already been

cited (Kreitmen, Reid, Beck). Most have used percentage

agreement /
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agreement between pairs of examiners as a measure of the degree

of reliability. This study also presents the results as percentages

of agreement and, in addition, uses the correlation coefficient of

Kendall's 'tau', which is considered specially suited to handling

cata in relation to ranked categories (Kendall, 1955).

Thus the quality or absolute quantity of psychiatric illness

which cannot itself be readily measured on an objective scale, can,

however, be compared according to the degree to which it is

reflected by ranked test scores. Kendall (1955) has shown that

correlations between assessments of ranked material can be

dealt with statistically by using the correlation coefficient 'T'

(tau), and the degree, or strength, of the correlation can be

tested to see whether it differs significantly from zero. This test

is used in the present study in addition to the usual percentage

agreement because Kendall's 'tau' takes into account the proximity

in rank, instead of all agreements or disagreements being con¬

sidered with equal weight. In a situation like the medical out¬

patient department where, decisions concerning psychiatric

illness cannot for a number of reasons already stated be too

sharply differentiated, a method of correlation which takes

proximity into account must naturally be preferred. Therefore,

•tau' correlations were used in the inter-physician reliability

determination. However, as the significance or strength of the

correlations is compared to a zero correlation, a very high level

of /
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of significance, of P .001 at least, is necessary to be adequately

reliable in diagnosis. Method of calculating 'tau' is worked out

and is shown in Appendix 'iii). The conventional "chi square"

method is also employed where only a simple relationship existed

and comparability of results was useful. In the analysis of the

results a category, "partial agreement", is introduced in

parallel with the category "doubtful", again to give weight to the

realistic clinical situation.

Comparison of Kendall's 'tau1 aad 'chi square1 tests.

In any given contingency table, 'chi square' tests whether

there is any difference in any cell or cells between'the observed

and the expected frequencies. Tests of significance associated

with the *tau' coefficient test the hypothesis that there is an

association between the two variables in the margins of the

contingency table such that the observed categories tend to congre¬

gate on and around one or other of the diagonals of the table.

The 'tau* coefficient, like the more familiar product moment

coefficient *r', is symmetric, and a negative deviation from zero

has the same logical weight as a positive deviation with the same

absolute value.
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Part IV.

PROCEDURE

Section 1. General cppsiderations.

Choice of the Medical Out-Patient Department.

The author was aware that a study of out-patient departments

of hospitals of S.E. Scotland Regional Board covering most of the

Edinburgh city hospitals was in progress (Gilmore et al. 1964).

Through the workers in this project it was possible to ascertain

the position so far apparent to them concerning the medical out¬

patient departments:- and also, from the Regional Board returns,

further information was available concerning attendance at the

Medical Gut-Patient Departments of the major city hospitals.

It was clear from these figures that the Medical Gut-Patient

Department of the Royal Infirmary, Edinburgh had the highest

attendance compared with all other such departments in the city,

and also that the attenders came from the widest scatter - from

all parts of the Edinburgh Burgh Council area as well as the

surrounding districts. Therefore, it was considered reasonable

to expect a representative out-patient sample from the medical

out-patient department of the Royal Infirmary which was selected

for the study.

Method /
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Method of ApprQftch

It was considered important, first, to know the day-to-day

routine of the department, and then have personal contact with the

medical and paramedical staff of the centre, as their sustained co¬

operation was of the utmost importance for the success of the study.

The author first discussed only the basic aspects of the

project with the consultant physician and the sister-in-charge of

the department, and after theyexpressed their willingness to co¬

operate, particulars of the working of the department were

obtained including the regular staffing system to help in deciding

on the best procedure to be adopted in the study. All physicians

who usually worked in the out-patient department were individually

met and informed of the intention of starting the study and the

classification to be used and desirable modifications were

discussed. Every physician agreed and some showed enthusiasm

to co-operate. It was essential that the detailed plan of the

reliability data collection be withheld, and it was possible to do this

by telling the physicians at every stage that they would be seen again

when the next stage of the study was to commence.

Medical staff working in the department.

A consultant physician is in full-time charge of the depart¬

ment and, like any other physician, he daily sees a regular quota

of patients, as well as being in administrative charge. The

rest of the medical staff consist of one or two consultants and two

or /
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or three senior or ordinary registrars belonging to an indoor

medical unit. The patients are seen in the mornings by the

physician in charge and in rotation by an indoor unit staff on each

day of the week, with one of the units working the Saturday in

rotation.

A total of 37 physicians of different levels of training worked

in the medical out-patient department during the period of study.

As the full co-operation of all the physicians was essential

in a study where their judgments were constantly involved, each of

the physicians was met again in an out-patient session and the study

was briefly discussed, mainly each stage to follow immediately.

One registrar and two house officers who had stood in for an

absentee could not be so prepared.

Patient consultation.

Patients are usually seen by appointment. These appoint¬

ments are staggered in time, and the average number is four to

five patients a day per physician. 'New patients1 do not choose

their physician, but it is possible for the physician to some

extent to choose which patient he sees from a set of three to four

case-files on a common table from where they pick one up and

initiate the consultation. Nevertheless, that no such selection

is usually made by the physicians can be concluded by the author's

experience during the conduct of this study. The physicians'

average /
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average examination time per new patient was from thirty to forty

minutes.

Criteria for choice of samples of patients.

The medical out-patient population in this hospital is

composed almost entirely of adults and it was considered important

that this investigation should be conducted on the generally studied

adult age-group (15-64 years) of patients of both sexes. The

majority of patients attending these centres belonged to this age-

group.

Defipltipp "p<?w" patient.

For the purpose of this study •new' patients were defined

arbitrarily as those who had not attended this centre in the three

months immediately preceding the date of the present consultation.

There are many advantages in using two similar samples in

any study, such as the possibility of comparisons of results, and

determining reliability of data obtained. In this study it was

particularly useful, and in fact to some degree essential, to have

two series instead of one big series to avoid overburdening the

physicians by a long and continuous period of their involvement.

Siz<j> pf gan-tpleg.

A pilot study was carried out for one week to estimate the

number of patients that should be included in the sample, and it

was /



72

was found that an average of 10-12 new patients was the daily quota,

with variations ranging from 6-15.

The daily total number of patients per physician varied from

1-5 per day, of which an average of 3 patients satisfied the study

criteria. In deciding the total number required for each series,

two considerations had to be made. One, of having enough

patients per physician seen by an adequate number of physicians,

and the other, of not overburdening the physicians by having too

big a series involving their services for too long in the earlier

stages, as repeated assessments by them were later required for

the study.

A minimum of 10 physicians seeing 15 patients each was the

aim. Foulds (1955) used a total of 18 patients in his study, and

Kreitman et al. (1961) used 15 patients per pair of psychiatrists in

their reliability study.

The time taken to collect the series was important as,

especially in collecting the second series, the physicians had to

be classifying every new patient at the time of the consultation

until the series was complete, and it was clear from the discussions

with them that it was important to make this period as short as

possible. To satisfy all these requirements two series of 200

each (100 male, 100 female) were considered adequate, involving

the physicians' assessments of patients for around one month in

each series.

Section II /
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Time schedule of the study

Collection of consecutive

pa tient sample
(100 male 100 female)

First classification

Second classification

First series S' cond series

November to ) May
December 1962 ) to

) June
) 1963

December 1962 )
to January 1963)

July to
August 1963

December
1963 to

January 1964

Reclassification of 66 case records by six different
physicians April - May 1964.

General comments

The patients usually present at the medical out-patient

department of the Royal Infirmary, Edinburgh, with a referral

letter. As the patients are seen by appointment a case-record

file is already made up for each patient before arrival. The

sister-in-charge of the department, or the staff nurse, inserts

particulars of the patient in the case record. At this stage the

criteria which determined the inclusion of patients in the sample

were applied - (age 15-64 years, and not attended here in the past

three months).

Having satisfied the criteria for inclusion in the series and

after /
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after the usual preliminaries of weighing and specimen collection,

the patient was given the Cornell Medical Index Questionnaire and

asked to read the instructions on the front page and follow them

carefully. Facilities for completing the questionniare were

provided in both male and female sections either in the dressing

room or in the adjoining corridor, while they were waiting to see

the physician.

A difficulty arose with elderly female patients who had not

brought their reading glasses, and they had to be left out of the

study. However, it was clear that they were not avoiding the

test, as many of them wanted the author or a nurse to help them

with the questionnaire. However, this would have made the test

scores incomparable, and the subjects were rejected.

Patients answered the test generally without any difficulties

or resentment. They were told that this was a means of assessing

their whole medical problem by a series of set answers in a

comparatively short time. The average time taken for completion

of the test was around 15-20 minutes and it was completed while

waiting to see the physician.

htage 1. The fir at ggries pf patiqptg,

A total of 100 piale and 100 female consecutive new patients

who were within 15-64 years of age and were able to score the

C.M.I, test were included in the first series. The number and

ages of the patients who were missed out in both series were

recorded /
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recorded by the author. There were five such patients and all

of them were over 50 years of age. There were no refusals by

patients to do the C.M.I, in this series. Three males who had

been originally included in the first series had to be rejected as

they were later discovered to be over 64 years. The completed

C.M.I, forms were collected, tabulated and stored by the author

for future reference.

First classification of case-records

In this series of patients the classification of case records

was made by the physicians who saw the patients wi thin one and a

half to two months of the first consultation.

For this purpose the author saw the physician concerned by

appointment and presented the case records individually for

classification according to the set of criteria set out on a handy

card placed at his disposal (specimen included in the appendix).

A preliminary discussion concerning the criteria had already

been held at the time the arrangements were made to see the

physician. Matters raised were comparatively easily settled,

and agreed upon, but it was left open to the physician to further

discuss any problems that arose while the case records were being

classified. At this stage the question of doubt in relation to

classification was raised and the adequate provision made for such

cases in categories 2 and 3 were discussed.

When these difficulties arose the author discussed the

implications /
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implications of the alternative categories that the physician

suggested in each case. After discussion it was again left to the

physician to finally select the category in which the patient was to

be placed. Making any suggestions on this matter was carefully

avoided by the author, sometimes with much difficulty.

Physicians' classifications of patients were recorded exclusively

by the author and no trace left on the case records.

The physicians took an average of three to ten minutes on a

classification of a case record depending very much on the type of

diagnosis. The clear cut 'no psychiatric illness* took the

shortest time, as was expected, and the minor psychiatric

conditions and the 'doubtful* took the longest.

Stage II. The pecQfl<3 series pf patieptg.

Identical procedures were followed for the collection of the

patients and administering the questionnaire in this series as in

the first. Six females had to be excluded because they had not

brought their reading glasses.

In this series the patients were first classified by the

physicians when they were seen in the out-patient department at

their consultation without the author being present.

The classification of patients in the first series using case

records was in fact a designed preparation of the physicians for

the classification of the second series of patients.

It was considered important that the physicians be

sufficiently /
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sufficiently familiar with the criteria for classification before

they were asked to undertake the classification of patients at the

consultation itself.

However, in further preparation for this stage, the author

spent two weeks seeing all the physicians concerned at their

different out-patient sessions and obtaining their individual co¬

operation in conducting the procedure. During this period he

was able to sit in with the physicians at some sessions with the

patients and to discuss with the physicians the implications of the

different possible classifications.

The physicians were informed that a specially designed

small form (specimen included in appendix) to be completed by

them, would be attached to the case-records of the patients to be

included in the sample.

At the registration desk, one of these forms, with parti¬

culars entered of patients' name, Register Number and date, was

attached to each case-record. The physician who examined the

patient had to enter the classification list number and his own

name. Any lapses on the part of the physician in making these

entries were immediately remedied by careful checking.

After the patients were seen by the physicians these forms

were removed from the case records, attached to the patients'

completed C.M.I, forms and stored. All the particulars of the

C.M.I, and classifications by the physicians were transferred to

tabulation sheets.

It /
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It was possible at this stage to assess the results of the first

classifications of the two series to get a picture of the different

attributes relating to the two series and to assess the basic data

derived. Certain information was necessary before planning the

procedure for the next stages dealing with determining reliability

and validity of diagnosis.

Section III. Determination of &Reliability of Physicians.

The date from stage I showed that although 28 and 30

physicians examined the patients in the two series respectively

only 15 physicians examined more than ten patients and only 11

examined fifteen or more patients in both series (vide table 2).

Selection of physicians for Stage I.

To obtain a fair measure of reliability of physicians when

using the classification, it was obligatory to investigate the group

of physicians who had had the most experience in using the classi¬

fication. It was, therefore, decided to study the reliability of the

physicians who had classified over 15 patients in both series.

In this group there were eleven physicians of whom seven were

consultants, three senior registrars, and one registrar. As one

of the variables that may influence the level of reliability is the

experience and training of physicians (vide page ), it was

decided to design the procedure to discern as far as possible the

trends of this influence by including physicians of different levels

of /
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of the medical hierarchy and training. Therefore, four of the

seven consultants from the highest, middle and lowest consultation

rates, and two out of the three senior registrars with different

training, and the only registrar in the group were included in the

reliability study. Seven physicians (vide page ) were con¬

sidered a large enough number to be used in such a study; most of

the previous studies having used fewer.

Preparatipp of tfre phypiciapg.

Shortly after all the physicians had completed the first

classifications in the second series, the author met these seven

physicians individually in one of their out-patient sessions, and

discussed the next stage of the study in which all of them were to

reclassify their own case records of both series of patients. Six

of them were also at this stage informed of the author's need of their

services later to classify the case records of the seventh physician

concerned in this section of the study.

In contrast to the earlier stages of the study, it was now

considered important as well as prudent to tell the physicians of

all the services for which their co-operation would hereafter be

necessary, so that the stage could be set, once and for all, to

complete this most important and difficult section of the study.

Their co-operation was readily enlisted.

Stage I /
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Physicians included in the reliability study, indicating -
the particulars of their qualifications and experience.

Reference
Code

Particulars of Physicians

Mo. of own

Patients in
both series

•o« - Consultant Physician i/c M. O. P. D.
M.B., Ch. B. (E) 1947 M.D., F. R. C. P. (E) 1957 66

•A' - Consultant Physician
M.B., Ch. B. (E) 1945 B. A. . F.R.C.P. (E) 1958 15

•B' - Consultant Physician
M.B., Ch. B. (E) 1933 B. A. , F.R.C.P. (E) 1940 20

•C« - Consultant Physician
M.B. , Ch. B. (E) 1924 M.D., F.R.C.P. (E) 1937 27

'D' - Senior Registrar
M.B., Ch. B. (Liv.) 1945, Ph.D.. M.R.C.P.

(Lond.) 1951 22

'E' - Senior Registrar
M.B., Ch. B. (Gl) 1950 M.D.. M.R.C.P. (E) 1958 20

•F« - Registrar
M. B., Ch. B. (E) 1960)

•

19

189
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Stage I. Intra-physician reliability.

Procedure of reclassification.

The immediate need was to reclassify physicians' own case-

records in the first series and this was arranged for at the time of

the above discussion. The author saw each of the physicians with

his own case-records, and presenting them one by one to the

physician in such a way that he was unaware of the previous

recorded diagnosis. Only seldom were diagnosis betraying words

such as "neurotic", "anxious", "depressed" found in the body of

the record. A card containing the criteria for classification was

made available to the physician, while the author had another,

and his classification of each case-record was noted and filed

separately by the author. The previous classifications of case-

records were not available either to the physician or to the author.

However, there was little need for the physician to discuss the case

record with the author when classifying them at this stage.

An identical procedure was followed in the repeat assessment

of the case-records of the second series six to nine months after

the first consultations of the corresponding patients.

At the end of this stage the first and second classifications of

the seven physicians' own case records of both series of patients

were available. This information was used to determine the

reliability of physicians' classifications by evaluating the level of

agreement reached between their first and second classification in

the /
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the two series separately. These results indicate the "test -

retest" type of reliability within physicians in the two series. It

is important to record that while reclassifying their own case

records the physicians appeared to remember almost all their

patients and often had something to say "off the record" about them.

At the end of this stage the physicians were reminded of the

next stage in which six of them classify 66 case-records made by

the other physician.

Inter-Physician Reliability.

Stage II. Selection of case-records.

The consultant physician in charge of the medical out-patient

department had seen 35 patients in the first series and 32 patients

in the second series totalling 67 patients in all. One case record

in the first series could not be traced. Thus only 34 case records

were available from the first series forming a total of 66 records

from both series. This was the largest number of case-records

made by a single physician in both series.

Procedure pf glasgllicatiQp.

The 66 records were classified by the other six physicians,

which was arranged to continue after a short break from completion

of the reclassification of their own case-records. As the number

of case records was large, more than one session was necessary

vd th each physician to complete the classification.

These /
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These sessions were arranged to fit in with the times most

convenient to the physicians. Each physician took four or five

sessions of 30 to 40 minutes each, except one physician 'C', who

preferred to complete the classification in one session which lasted

two hours fifteen minutes.

The records were arranged to alternate between first and

second series so that any practice effect of classification would be

shared by both series. The author handed each record to the

physician individually as in previous stages, and the original

diagnosis recorded by the examining physician on the inside cover

was concealed. The results of tests performed in hospital, the

G. P. 's referral letter and the record made of the consultation,

were made available to the physician making the classification.

The card showing the classification was also made available to the

physician. The category allotted to each patient was recorded by

the author on separately prepared sheets of paper for each

physician and filed until all physicians' assessments had been

completed.

Recording data and calculation of results.

The classifications made by each physician were tabulated

according to the used categories but later reduced into three ranked

categories of (1) bio psychiatric illness (Category 1), (2) Doubtful

psychiatric involvement (Categories 2 & 3) and (3) Definite

psychiatric illness (Categories 4-6). Employing Kendall's 'tau',

correlation /
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correlation coefficients in each contingency table relating to pairs

of physicians, were determined and their significance evaluated.

The tables are placed in the appendix, but the correlation

coefficients are shown, along with their 'p* values, in Tables 22,

23 and 24, indicating the strength of their correlations and the

level of their significance. The percentage agreement between

each pair of physicians is also tabulated for the purpose of

comparison with results of other related studies.



85

Section IV.

Determination of Validity of physicians' classifications.

It will be remembered that the Cornell Medical Index

questionnaires were completed by both series of patients, at the

time they were first seen in the medical out-patient department.

Two patients had to be omitted as they had sections of the test

not completed.

These questionnaire scores were now totalled and the

individual test-scores of patients related to their classifications by

the physicians: The validity of these latter judgments was evaluated

against C.M.I, score criteria.

1. Scores in the M-R section of the test which indicate the mood

and feeling state were related to the clinical categories of

physicians* judgments in three ranked categories of scores 0-2,

3-9, and 10+, as stated in the design of the study.

The relation between physicians' judgments in three ranked

order categories and the above three C.M.I, score categories was

tabulated according to following levels of agreement - (1) Full

agreement (2) Partial agreement (3) No agreement, and their

percentages determined to evaluate the validity of physicians'

judgments against the scores in this section of the test.

2. The other criteria used were the total score of 30 recom¬

mended by the authors of the test - Brodman et al. (1956) and M-R

score of 10 suggested by Culpan et al. (1960).

Kendall's /
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Kendall's 'tau' correlations between physicians' different

assessments and over-all classifications in the two series and the

C.M.I, cut-off scores of M-R = 10, and total = 30, as well as

categorised M-R scores of the test, were determined to

statistically evaluate the validity of the physicians' classifications.

Section V.

^QCqgffihg Pf th? Pata.

To determine the reliability of physicians, their classifications

were set out in contingency tables in relevant pairs, and their

percentage agreement was first determined. Next their corre¬

lation coefficients as shown by Kendall's *tau' values were deter¬

mined (worked example shown in Appendix iii), by employing the

Atlas computer to do the actual tedious and numerous calculations

on a large number of contingency tables.

Similarly the physicians' classifications were related to the

different objective test score criteria and their percentage

agreement, and Kendall's 'tau' values were determined to assess

the validity of physicians' classifications.

The /
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The programming of the data was done according to a

schedule of instructions set out in the Edinburgh University

computer unit Report No. 2 (D.J. Rees, 1964). The programme

was written out by the author, and the corresponding punching of

the tape and checking was done by the author with the help of a

technician in the computer unit. The checked tape was sent to the

Atlas computer in Manchester, and the results were returned in

the form of printed sheets with contingency tables, their 'tau* and

' Z* values. The latter values of *Z' are related to the conventional

'p* values of significance which are read off printed tables of

normal distribution.



PART V.

RESULTS

(Ail tables and figures referred to in this
part are in Appendix (i) pages )
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Part V.

R esults

Important features relating to the two series and procedure

are briefly summarised as an aid to following the statement of

results.

The two series were two hundred each, of consecutive

'New* patients of equal numbers of males and females in the age

range 15-64 years.

First series - Collected during winter mcnths (November

to December) 1962. Both classifications were of case-records,

first within one and a half to two months, and the second, six

to nine months after first consultation.

Second series - Collected during summer (May to June)

1963.

First classification - Patients at first consultation.

Second classification - Six to nine months later as in first series.

Comparability of the two series

The small difference in the two age-groups, 25-34 and

35-44 in the two series is not significant (p>.05) (Table I). There

is an excess of females in the younger age groups.

The pattern of age-sex distribution is in general similar to

the usual medical out-patient population of Edinburgh general

hospitals (Gilmore, 1964).

These two series can be considered closely comparable and

also /
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also "typical" of the Edinburgh medical out-patient population.

K eported incidence of psychiatric illness (vide tables 3-7)

Detailed distribution of physicians' classifications in the

two series and their broad re-grouping into three ranked categories

is shown in table 3. Tables 4-7 demonstrate important special

aspects of the classifications.

Total number reported as having psychiatric involvement

consist of 54. 3% in the first series and 42. 5% in the second,

giving a mean value of 48.4% (vide tables 5 and 6). This

difference between series is significant (p<.0;5). The higher

rate was in the winter months and the lower in the summer months.
in the definite psychiatric illness category

The difference largely consists of females (16:2)/which is

significant (p .005) (vide table 5).

It is important to recognise that two different methods were

used in the two first classifications as already stated, but this

influence on the rates cannot be readily assessed. However,

seven physicians using the same method (case-records) on about

half each serjes (95 and 91) found rates differing by only 7.6%,

(49.4 and 41.8%) which is not significant (p<. 05) (vide table 7b).

Reliability of physicians

Results in this section are shown as Kendall's *tau'

correlations as well as percentages of agreement, the latter being

included to enable ready evaluation of results of this study against

results /
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results of reliability reported in related studies where percentages

have been largely used. Table 8 shows the distribution of patients

among the seven physicians in the two series.

Intra-physician reliability (Vide tables 9-13, Appendix (i))

Average correlation between classifications of all physicians

in both series taken as a whole is high (tau = .675) and is highly

significant (p<. 00001) (vide table 9). When the correlations

in the two series are considered separately the first has a slightly

higher correlation (tau = .69) than the second (tau = .65) both

being significant (p<. 00001), but the difference is not significant.

Percentage agreement betyre?p ^lassifigatipps.

The mean agreements between physicians in the two series

show little difference, with 75. 87o in the first and 74. 3% in the

second. However, there is a wider range of variation of agree¬

ment in individual physicians in the second series (44. 4% - 90. 9%)

compared with the first (70. 6% - 87. 5%) (vide table 11).

This means that there is no significant difference in the

average reliability of these physicians when using case-records

on both occasions or classifying patients in one and case-records

in the other. However, there is a recognisably wider individual

variation in reliability in both directions when two methods were

used instead of the same case-record method.

Agreement /
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Agreement in different categories (Vide tables 12 and 13)

In the "no psychiatric illness" category (1), agreement is

high in both series, 97. 3% in the first and 90. 7% in the second,

showing little difference (6.6%) (vide table 12).

In psychiatric illness categories (2 and 3) (considered as

two separate entities) average agreement in them is 59. 37e in the

first series and 54.1% in the second (vide table 13), showing no

appreciable difference between them.

However, when disagreement or a shift of classifications is

only between the two psychiatric categories, which is termed

"partial" in the table is not considered as disagreement, and both

are taken as one psychiatric category, then the level of agreement

naturally rises to 84. 7% in the first series and 68. 2% in the

second (vide table 13), which are considerably different.

That is the average agreement among physicians is signi¬

ficantly higher in both series in the "no psychiatric illness"

category (1), than in the psychiatric categories (2 and 3) taken as

two separate categories or as a single combined one. There is

however no appreciable difference in the agreement between the

two series in these categories, except when the psychiatric

categories are taken as a whole the difference becomes

considerable (16. 5%).

There is a considerable number of "shifts" between the two

psychiatric category diagnoses in the two classifications of the

first /
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first series (case records) compared with those in the two

classifications by the two methods in the second series

(25.4 :14.1%) (vide table 13). This is an interesting finding which

will be discussed in the relevant section to follow.

The individual variations in intra-physician reliability will

be considered together with similar variations in inter-physician

reliability after the general aspects of the latter results are

presented next.

Inter-physician reliability (vide tables 22a-26)

It will be remembered that sixty-six case-records, the

highest number done by a single physician ('G') who took part in

this part of the study, were all classified by the six other physicians

who had a similar role in the two series. Reliability between this

physician and the others is dealt with first.

Correlations between this physician's two classifications in

the first series and those of the other six have identical and high

^tau'correlations (, 67) which are highly significant (p<, 0001).

(Vide table 22a.)

In the second series similar average correlations between

these physicians' classifications differ significantly (tau = .43,

p<. 01, with the first classifications and tau = . 63, p<. 0001, with

the second) (Vide table 22b).

This means that this physician's reliability with other

physicians /
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physicians differs significantly when they use two different
than

methods of classification, from their reliability when they use

the same case-record method.

It is also interesting to note in passing that this physician's

own reliability shows an opposite effect in that it is better between

his two method classifications in the second series, than between

his case-record classifications on the two occasions in the first

series. This will be referred to again with other results relating

to individual variations.

Comparison of Reliability of six physicians classifying case-
reqpr4g pf ppe pbygi«;iap ip the twp geries. (Vide tables 23-26)

Overall-mean correlation with the second series case-

records is slightly higher (tau = .8) than that with the first series,

(tau = . 7). It is important to note also that all individual values

are also consistently higher in the second series than in the first.

These results are next reported in the form of percentage

agreement in psychiatric categories for comparative evaluation

as earlier stated (vide tables 25 and 26).

Average 'full' agreement between physicians in the two

psychiatric categories is somewhat higher with the second series

case-records than with the first series (58. 6 :47. 2%), and there

is a wider range of variation in the first series (10^80%) than in the

second series (36. 8 - 84. 6%) (vide tables 2.5 and 26).

Although this difference (11.4%) in average reliability is

small /
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small, yet it is worth recognising as in addition to the wider

range in individual differences referred to above it appears in a

more or less standard situation of all physicians classifying a

single physician's case-records,and also against the expected

trend of the value of reliability as the higher value relates to the

series with more psychiatric classifications (though the difference

is small, 20:16, vide tables 20 and 21); where the reliability has

been found to be lower than with non-psychiatric categories.

Cpmparjgpp pf jqtra- apd inter-phy^jciap reliability

Such comparison is possible only in relation to case-record

classifications as the latter study was done only on case-records.

Overall-reliability levels of the two types agree closely

(tau = . 69 : . 70) within the limitations of this study (vide tables

10a and 23).

In psychiatric categories the two comparable levels of

reliability when "full" agreement is considered are 59. 3% and
(vide tables 13 & 25).

47.1% (difference 12.2%)^ When "full" and "partial" agreement

are considered together as total agreement in a broad psychiatric

category the corresponding values are 84. 7% and 72.65% having

almost the same difference as in full agreement. This difference

is appreciable and is in the expected direction of higher reliability

with physicians' own case-records than with another's and will be

discussed in a later section to follow.
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Observed variations in reliability of physicians

Among the Edinburgh graduates 'A1, 'B', 'C' and 'F' who

were included in both intra- and inter-physician reliability

sections of the study, the oldest graduate physician 'C' had most

consistently the lowest mean reliability in all classifications

(vide tables 11-13, and 2,3-2,6).

Exactly the opposite was true of the most recent graduate of

all, physician 'F' from Edinburgh who had consistently the highest

reliability among both Edinburgh and other graduates in both

intra- and inter-physician sections classifying both psychiatric and

non-psychiatric categories (vide same tables as above). Although

these are significant observations, no conclusions can safely be

drawn from single physicians of each level of experience.

Senior Registrars 'D' and 'E1, graduates of two different

universities, other than Edinburgh, have the lowest average

correlations with all other physicians when classifying the set of

sixty-six case-records of another physician (vide tables 23 and 24).

The differences are small but consistent in a more or less standard

situation.

In classifications of their own cases one of them ('D') has a

higher reliability than the other and has similar levels of reliability

as Edinburgh graduates (vide tables 11-13).

The other Senior Registrar ' E' had a comparable level of

reliability with others only in classifying the 'no psychiatric

illness /
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illness' category in his own cases (vide tables 11-13). These

results strongly suggest low reliability between physicians of

different training when using this classification in this situation.

A gain,the numbers are too small in the different groups to draw

any safer general inferences.

Consultant physician 'O* who classified the largest number

of case-records(34) in the first series using the study criteria

shows a higher reliability (tau = . 63) with his second series

classifications compared with the first series (tau = . 55) (vide

tables 22a and 22b). This difference is small as stated earlier

but it is against the direction of variation of average correlations

of all physicians taken together, where the first series has a

higher correlation than the second (vide tables 10a and 10b).

This effect appears to be an influence of this physician's

experience with the study classification, which enables him to

prepare better case records for more reliable subsequent

classifications, than when not using them. It was also seen

earlier when these were classified by other physicians ^hen a r
similar

somewhat/higher reliability was noticed.

Again the differences are small and it is not possible to draw

any firm conclusions from the experience of a single physician.

Validity of physicians' classifications (vide tables 27-33)

Validity of physicians' classifications was first tested with

the /
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the cut-off scores, of 'M-R* = 10 and total score of 30 of the

Cornell Medical Indexes these were the mostly used criteria in
- or'

previous studies, but they were satisfactory for' eithei/type of

classification. In this study the results have been examined in

three ranked order categories of physicians' classifications.and a

suitable form of validity criteria have been developed from the

most commonly used M-R section of the test of recognised validity

in relation to psychiatric diagnosis. The development of criteria

for use in this study has been discussed in the section on design

of the investigation.

The results in relation to validity using the cut-off score

criteria will only be referred to briefly.

With both cut-off scores closely similar results have been

obtained. There are higher *tau' correlations in the first

classifications of both series of physicians'own cases. This

means that they have higher validity in their classifications in

the clinical situation or classification of case-records close to it

in time. As the latter first classification of the first series is the

highest among all, it is likely that it could also have been influenced

by added clinical test results available to the physicians at this

stage, (vide tables 27-30). The validity levels seen aire low

with these criteria and will be commented on in the discussion.

One other result which is relevant to be referred to is that

when the physicians' classifications are tested against M-R scores

in /
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in generally ranked order of categories of 5,(0-4, 5-9, etc.) there

are more reliable and consistant 'tau' values in both series (. 316 in

both0^ the first and . 23 21 in the second) than with the cut-off

score of M-R = 10 (vide tables 27 and 28). This evidence provides

further justification for the use of categories of M-R scores as

validity criteria than a single cut-off score for assessment of

validity of physicians' classifications in this ranked order.

Validity Qf physician' glaSpifiCatiQpp using the three M-R
score category criteria 0-2. 3-9. and 10+ expressed as

percentage agreement (vide tables 31-33)

Physicians' classifications of their own cases show a

comparatively higher 'full' agreement using these criteria in

both classifications of the second series than in the first (46.1 and

51. 6%: 38. 6 and 36. 5% respectively).

It will be remembered that the study criteria were used in

the second series at the time of preparation of the case records

and at the subsequent classification, but in the first series they

were used only to classify the case records, but not when they

were being prepared. Comparatively higher values in each series

are with the first classification in the first series and with the

second of the second series. The most likely influences being

the additional clinical test information being available on both

occasions and also the proximity in time to the clinical exami¬

nation in the first classification of the first series compared with

the second. Also a further influence of a case-record enabling

more /
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more valid classifications being prepared by the physicians

while using the study criteria.

Validity of similar classifications of physicians classifying
case-records of another physician against same M-R category
score criteria. (vide table 33)

Average'full* agreement is higher with the classification of

the second series case-records than with those of the first

(58. 3%: 33. 8%).

It is interesting to note that every individual physician has

a consistently higher value of 'full' agreement in the second

series compared with the first (ranges being 17-21 in 32 records

in the second series and 9-13 in 34 records in the first series).

This means that the second series case-records prepared

by this physician produced significantly more valid classifications

when they were classified by other physicians in this study.

This is understandable as this physician by then had classified

his 34 case-records, and thus had the most experience with the

study classification among all physicians.

It is interesting to note that the level of validity reached by

physicians in this situation is the highest recorded and is above

any reached by them classifying their own case-records. This

influence will be further discussed in the section on discussion

of results.
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GENERAL DISCUSSION

Medical out-patients, among whom, according to psychiatric

opinion more or less 50% have recognisable psychiatric conditions,

are by any criterion a population of psychiatric interest. They

should in fact be a group of patients of psychiatric concern. They

usually suffer mostly from minor and early disturbances, which

often respond to simple psychiatric treatment. However, if

timely intervention with adequate treatment does not occur, a good

proportion of them may contfh^e to pose difficult, long term

therapeutic and social problems.

It is important to recognise that for one reason or another

the general practitioner found it necessary to refer them to the

general physician rather than to a psychiatrist. Hence, it is of
>

paramount importance, for what is to follow, that this physician

is able to identify them as having a possible or probable

psychiatric condition. Physicians' disability or disinclination,to

identify these patients is apparent from the rates of psychiatric

illness among these patients derived from their studies (16%): as

discussed in the review of the literature.

Some of the important findings of this study are the rates of

psychiatric illness derived from the physicians' diagnoses of the

two series of patients using the study classification (54. 3 and

42. 5%), which are in convincingly close proximity to the rate (51%)

found /
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found by psychiatrists at similar centres.

Another noteworthy contribution is the extension of the use

of a classification of psychiatric illness (Kessel 1960), found

acceptable in many epidemiological studies in general practice,

to be acceptable for use by hospital general physicians among

medical out-patients, and assessing the reliability and validity

achieved. This is a progressive step in case-identification in a

difficult area of epidemiology of psychiatric illness.

Adqptigfi of the sty^y qlasgifiqatipfl ifitq three brpad rapked
order categories of psychiatric illness.

From a practical clinical angle everyday psychiatric

diagnosis in a medical out-patient department does not call for a

fine category diagnosis, but rather for an ability to identify them

among physical states of largely similar symptomatology, and also

to some extent the ability to assess the severity of the overall

problem for the provision of adequate care and treatment. The

former is by far the more important and essential function.

In any diagnostic situation there is a certain proportion of

patients who cannot easily be allotted a firm diagnosis (Scheff,

1963) and therefore have in fact to remain in a "doubtful"

category. In the out-patient department where the physician has

usually had no specialised psychiatric training this problem is

even worse when often confronted with vague and minor psychiatric

conditions closely similar to physical illness.

The /
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The original classification overcame this problem largely

by providing simple descriptions of most of such categories

presenting at these centres, thereby preventing them from being

included as not having a psychiatric condition. Although this

form of classification was helpful in obtaining the maximum rate

of identifiable psychiatric involvement, yet these individual

categories of finer discrimination were not of any special value in

the rest of the study of determining reliability of physicians and

validity of their diagnosis according to the everyday practical

needs of the situation.

Therefore the finer discriminating categories of the

classification were grouped into the following three broad

categories which were considered generally acceptable and

certainly meaningful to the physician:- Category (1) "No

Psychiatric Illness"; Category (2) "Doubtful" or "Suspected"

psychiatric illness, which included finer categories 2 and 3 in

the original classification where there was likely psychiatric

involvement but had no clear psychiatric symptoms, and finally

Category (3) "Definite" psychiatric illness which included all the

other categories (4-6) in the original classification, which

included all conditions in which there were clear psychiatric

symptoms or abnormal behaviour, whether or not they conformed

to formal psychiatric illness. Therefore from the above

description of the three broad categories - "No", "Doubtful" and

"Definite" /
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"Definite" it is clear that they are in ranked order of psychiatric

illness.

Classification of case-records instead of patients in this
reliability study.

Although it is admitted that use of case-records instead of

patients eliminates important common doctor-patient factors that

influence diagnosis, yet it is urged that it is in fact a special

requirement in this preliminary investigation to control these

factors, which have been recognised in the review of the literature,

as variables influencing reliability. This was considered

necessary and in fact preferable as this study is primarily designed

to determine the reliability of physicians using a specially

modified classification for the first time. Therefore, to obtain

a "true" value of reliability relating to the physicians and the

classification, the material classified has to be constant or its

direction and extent of variability have to be known (Reid 1960).

This degree of control of variability of clinical material ;is

possible with case-records;but,not with clinical states of patients

from examination to examination.however short the interval might

be, as a medical, and most likely more so a psychiatric interview,

in itself alters the clinical responses and picture of a patient in a

second or even a joint interview situation,to some degree, the

direction or extent of which cannot be accurately determined,
)( F airbairn et al. , 195^)Reid/
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Reid (1960). To overcome this variabilityboth Reid (1960) and

Kreitman (1961) have suggested the possibility of using case-

record material. Due to this consistency in the case-record

material it is appreciated that higher values of reliability than

with variable clinical material derived from clinical interviews

may result.

Finally, a special advantage in using case-records was that,

a large number of physicians were able to assess the identical

case-material using the same classification;giving valuable
information concerning inter-physician reliability,in the use of the

classification in this new situation, which would not have otherwise

been possible.
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DISCUSSIONS OF RESULTS AND CONCLUSIONS

The already detailed results of the study will be discussed

under three main headings; Incidence of psychiatric illness;

Reliability of physicians, and Validity of Physicians' classifications.

fog*<ience of psychiatric illness

As already stated, a most important finding in this study is

that the rates of psychiatric illness, including all categories

other than those classified by physicians as having "no psychiatric

illness", are 54. 3% in the first series, classifying case records,

and 42. 5% in the second series classifying patients at consultation.

These two rates yield a mean rate of psychiatric illness of 48.4%.

which is satisfyingly close to the rates found by psychiatrists

(51%) at similar centres (Shepherd et al. 1960, and Sainsbury,

1961). The most likely reason for these rates found by physicians

to be markedly higher than those found in previous studies by

physicians (16%) in similar departments is that this classification

has been able to provide descriptive categories for a large

proportion of cases which do not in this situation produce the

picture of formal psychiatric illness or seHom even clear

psychiatric symptoms. In fact the results show that around 40%

of such patients have now been identified by physicians. It may

be argued that such cases do not qualify to be classified as

psychiatric illness. The dividing line between health and illness

mainly /
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mainly in minor psychiatric states, is an extremely variable one,

causing difficulties in diagnosis even among psychiatrists, and

can only be considered more so among general physicians, without

such specialised training. Therefore, for the purposes of the

medical out-patient situation;recognisable psychiatric involvement
is an adequate criterion for appropriate psychiatric action, which

is by far the more^f not the most important purpose of a correct

diagnosis. Hence these results if confirmed by further studies and

found comparable should form a very important basis for concerted

action towards providing a btetter service to this large group of

psychiatric patients.

Although the difference in rates derived from the two

series is not high, they are at least significant at the 5% level.

Therefore seme factors that may have contributed to this

difference are worth brief consideration. One of the likely

influences would have been the difference in the method used by

the physicians. In the first series, case-records were used and

in the second patients were directly classified. Another likely

factor that may have influenced the rate is the reported seasonal

variation in proportion of psychiatric illness seen in general

practice (Stocks, 1949; Bradford - Hill, 1951; and Kellner 1966).

They reported an increase in rates of psychiatric illness seen in

the winter months compared with the summer months. It is

not unreasonable to suggest that this increase seen in general

practice would be reflected in the medical out-patient population

which /
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which is referred from the former. The difference in rates

found in this study is in this expected direction.

It is also seen that the difference is largely composed of

an increase in females over males (14:5) in the winter as reported,

though in different circumstances, by McCartney (1962). Although

it is possible to conclude that some proportion of the difference in

rates is most likely to have been a true difference due to seasonal

variation, yet the extent of it cannot be estimated with any

confidence. Some indication is available from classifications of

about half each series,(95 and 91) case-records .by the same seven

physicians which shows a difference in rate of 7.6% (49.4 and

41. 8%). But^his cannot be assumed as the difference in rate

attributable to seasonal variation, as it is derived from an

arbitrarily selected portion of each series, and also the two sets

of case-records had been prepared, one while using the study

classification and the other without using it at that time.

Conclusion

The incidence of psychiatric illness recognisable by these

physicians in this medical out-patient population, using the

study classification and methods, has a mean value of 48.4%,

which is in close agreement with the rates of psychiatric illness

found by psychiatrists at other similar centres. Only further

similar studies can confirm or refute its general acceptability

as /
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as the rate of psychiatric illness recognisable by physicians at these

centres.

Reliability of Physicians

Kreitrmn (1961) has suggested that one methods of determining

reliability is to compare the rates of illness derived by the

individual(s) in question from two comparable series.

Comparable series method

The two series used in this study being comparable, lend

themselves to an assessment of reliability of the physicians in

their psychiatric diagnosis from the rates of psychiatric illness

derived from them. It has already been discussed that these

rates (54. 3% and 42. 5%) are comparable and also the difference,

such as it is, is somewhat accounted for by a known seasonal

variation of attenders with psychiatric illness and difference in

method. Therefore, it is at least safe to assume that the

physicians would have produced closer rates had it not been for the

above influences. Which means that the physicians have shown

that when using the study criteria they have a considerably high

reliability assessed by this method.

Conclusion

The overall reliability of physicians using this classi¬

fication among these medical out-patients is high when the

comparable series method is used.

In /
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In the more detailed study of reliability of physicians,

two types - intra-physician, and inter-physician reliability have

been determined by the "Test-retest" method.

Iptra-physjgiap reliability

Taking the whole group of seven physicians and all three

classification category agreements together, their agreements are

high and approach a 'tau' value of .7 (.69 and . 65 in individual

series) and a corresponding percentage agreement around 75%

(75.8% and 74. 3% in respective series). Although there is only a

very small difference in the reliability in the two series fit may be

recognised in passingras the higher values relate to the first series

where the same case-record method was used on both occasions,

while in the second with slightly lower reliability it was done in two

methods (patient - case-records). It is important to note, on the

other hand, that in spite of two methods being used on the two

occasions the use of the study criteria on all occasions is likely to

have had the effect of producing higher consistency of classifications

as confirmed in later results in this study.

The agreement found among physicians in this study can

only be evaluated against agreement of physicians making quite

other types of diagnosis. But as suggested earlier, such will

provide some basis of evaluation although unsatisfactory. For

example, physicians diagnosing byssinosis had a disagreement of

24% /
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24% (Schilling et al,, 1955) which is similar to that reported above

in this study.

Coflclytsipp

Overall reliability of a group of seven physicians making

repeat classifications of their own cases using both case-records

and patients using the study criteria is high - Kindall's 'tau* being

= .7.

Reliability of physicians in relation to different categories of illness.

Reliability of physicians was seen to be significantly high

in the "no psychiatric illness" category (90-97% agreement), than

in the two psychiatric illness groups taken as separate categories.

(54 - 59% agreement) and 68 - 85% agreement when they were

considered as one category.
in

This finding is in line with what is expected/that in the "no

psychiatric illness" group which in this situation is largely composed

of patients with physical illness physicians are more reliable in

their diagnoses. It has been consistently reported in the

reliability studies of psychiatric diagnosis reviewed in the

literature that "organic states" produce higher reliability in

diagnosis in the 90% agreement range than that achieved in non¬

organic psychiatric conditions where the agreement reported is in

the 2,4 - 46% range for neurosis and character disorders and

psychoneurosis (Norris, 1959; Schmidt and Fonda, 1956).

The /
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The results of this study also show a high agreement

90 - 97% in the "no psychiatric illness" (organic states) category

and a slightly higher agreement in the psychiatric categories

54 - 59% than shown in the studies by psychiatrists. It must be

remembered that these diagnoses by the physicians were broad

category diagnoses mainly differentiating two categories of

psychiatric illness from physical illness, which in the case of

studies of psychiatrists was a matter of their differentiating

psychiatric diagnosis in a more or less exclusive psychiatric

illness setting, as referred to earlier.

Copclusipp

Physicians have a high reliability in diagnosis of non-

psychiatric states (Over 90% agreement) but their reliability is

lower as expected in the psychiatric categories having a mean value

of 56% classifying their own cases in the two broad categories

using the study criteria.

Inter-physician reliability

A nearly equal number (34 and 32) of case records from the

two series prepared by the consultant physician-in-charge, who

also usually saw the largest number of patients in this department,

provided a good setting for studying the reliability of other

physicians in using the study classification for diagnosis of what

may be considered the "standard" or "typical" out-patient record

of /
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ol this department. The nearly equal numbers in the two series

were helpful for comparison of results between series.

The correlations between this physician's four classi¬

fications, and those of the other six physicians classifying his

case-records show the same trend of a slightly higher correlation

between the classifications using the same method as observed in

the average correlations of physicians classifying their own case-

records.

Qt lindy crittri* Qfl preparation Ql qape-rqcprd.

It is an important and interesting finding that every

individual physician had a significantly higher average correlation

(tau = . 72-. 9) between classifications of other physicians in the

second series case records made by this physician than with his

first series ones Itau' a . 6-. 78)
t (tables 23 and 24). It will be

remembered that the study criteria were used at the time of

preparation of the second series case-records but not in the case
the

of those of the first. Although this is^nost likely influence

effecting this higher reliability among the physicians, yet it is

necessary to examine other possibilities. The case-records could

not have been specially prepared by this physician for a second

classification as no physician was at that stage aware of a re¬

classification of these records in the design. Also experience in

using the study classification could not have been a factor, as by

design the case records of the two series were presented

alternately to the physicians. Could a favourable composition of

types of illness among them have had an influence? This should

if anything have had the opposite influence, of reducing the

reliability /
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reliability, as the second series had slightly higher proportion of

psychiatric illness categories (20:16) than in the other (tables

20 and 21). Therefore it must be concluded that the most likely

influence that increased the reliability between physicians was

the use of the study criteria at the time of preparation of the case-

records.

It is not surprising to find that the physician who prepared

the case-records himself showed the same trend of a higher

correlation in reclassifying them, than those case records where

these criteria had not been used (tau = . 55:. 63).

It is important to consider why the other physicians do not

show this trend with their own case-records prepared at the time

they used the study criteria. One of the more obvious and most

likely reasons is that none of the other physicians, by the time the

second series case-records were prepared, had as much experience

with the classification as this physician, the closest number of

times any other physician used it being 14 to his 34. However,

there is no second physician of similar or greater experience with

the classification in this study to enable further examination of this

influence. Other influences such as individual variations in

method of preparation of case-records or ways of classifying, or

reactions to the use of study criteria could have been in operation,

but there is no means of evaluating them from the results of this

study.

Conclusions /
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Conclusions

1. The overall reliability of physicians appears to increase with

greater experience in using the study classification.

2. Use of the classification at consultation of patients,to classify

them, and simultaneous preparation of case-records;appears
to considerably increase the reliability of physicians' sub¬

sequent classifications| of these case-records than those made

without such use of the study classification.

3. The above conclusions only refer to use of the classification by

one particular physician and no generalisation is possible

without further studies to confirm them.

Variablefi ip|l\;epcipg reliability Qf phygiqiaflg.

The above described set of "standard" case-records made by

a single physician was considered very satisfactory material for use

in examining the influence of some of the important variables

reported to influence reliability of physicians in the literature

reviewed (Kreitman, 1961). In the group of physicians eligible by

the arbitrary study criterion of experience (15 classifications),

there were two physicians from two different medical schools

other than Edinburgh, and also some were of different levels of

experience. Therefore, even though this study was not designed

to test these influences, and the numbers available were too small

to deduce any firm conclusions, yet it was felt that this opportunity

to ascertain whatever influence they had on reliability of physicians

should /
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should not be by-passed.

It is an interesting finding that the two senior registrars 'D'

and 'E' trained in two different medical schools (page 77) and of

somewhat different experience (five years difference in time of

graduation) consistently had the lowest average correlations

with the classifications of the Edinburgh graduates. It is not

possible to ascertain the influence of their level of experience on

this result, but one of them had graduated two years.and the other

seven years,later than the average year of graduation (1943) of the

six physicians loing this exercise#(tables 22a - 24).

Examining the variability due to experience, it is found that

physician 'C' who had graduated nineteen years prior to the average

year of graduation had the lowest average level of correlation among

the Edinburgh graduates in the two series. On the other hand, the

only registrar 'F* who had graduated seventeen years later than

the average year had the highest average correlations with all

other physicians1 classifications.

When average agreement among physicians in psychiatric

categories only is considered it is found that the oldest graduate

has the lowest average and the most recent graduate has the

highest average agreement in the two series (tables 25 and 26).

The numbers in each category are small and hence these could even

be only individual variations. It is also necessary to recall that

this physician 'C' did the classification of all the case-records in a

single session. How much influence this situation had on the

results /
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results of his reliability has to remain a speculation, but it is

possible that an urge to hurry through, although not evident to the

author, could have reduced the level of reliability.

However, within the limitations of this study, using only case-

record material of a single physician, and small numbers of

physicians in different categories, it could be suggested that

difference in training, perhaps both type and level, tend to reduce

reliability of diagnosis. Within similar limitations and within

Edinburgh graduates, the oldest appears to have the lowest average

reliability, and the youngest the highest both overall and in

psychiatric categories. Only further studies with larger numbers

of physicians, and with classification of patients can reveal whether

these observations will hold true under such conditions. It is

clear that it will not be possible to easily achieve the consistency

of material for testing inter-physician reliability in such measure

from patients as from case-records. These difficulties are

referred to in the review of the literature (page 27).

However, the above findings are understandable as a graduate

with recent theoretical knowledge may be more readily able to

make a diagnosis from case-material than a comparatively older

one who by long years of experience tends to inevitably develop

one's own routine methods of diagnosis of patients. Hence,

case-record material would not have provided all the information,

particularly from other physicians' records that he is accustomed

to having.

In/
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In relation to psychiatric diagnosis a comparatively more

important influence that was likely to have been in operation was

the better knowledge of psychiatric conditions that the younger

graduate would have acquired due to the recent trends of improved

psychiatric instruction of medical graduates compared with two

decades ago.

Conclusions

No firm conclusions can be drawn from the available inadequate

evidence as to the influence of training and experience of physicians

on their reliability. The numbers in each category are small and

also the case-material is biased in so far as the records were

prepared by a single Edinburgh graduate and would have a favourable

effect on Edinburgh graduates in comparison with others.

However, it will not be out of place to briefly summarise the

observations that could be made on these two aspects subject to the

limitations of this study.

1. A more recent graduate (Edinburgh) has higher reliability in

classification of case-records of another (Edinburgh) physician

as well as his own compared to this older graduate under the

same conditions using the study criteria of diagnosis.

2. Two physicians from (two different) other universities had

lower reliability both between other university (Edinburgh)

graduates and themselves than the average level of reliability

reached by Edinburgh graduates among themselves. It is

important /
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important again to remember the case-record material used

in this inter-physician reliability section was prepared by

an Edinburgh graduate, and hence was likely to have been

more favourable to other Edinburgh graduates.

It was not possible within the scope of this study to any

further clarify the position to make more generalised observations.

Validity of physicians' diagnosis

The difficulties of determining the validity of psychiatric

diagnosis against objective test criteria have been discussed at

length in the review of the literature and in the section on design

of the investigation.

The results derived by using the two single cut-off score

criteria of the Cornell Medical Index (M-R = 10 and total score = 30)

against physicians' classifications of their own cases show a low 'tau'

correlation of . 34 at the highest. There is considerable inconsistency

in relation to their four different classifications in the two series,

(tables ?7-30, appendix i).

This correlation is low when evaluated against that reached

(although not higher in itself) by a psychiatrist against his

psychiatric diagnosis of a small group of (45) female medical

out-patients (. 56) using his clinical criteria for usual diagnosis

(Culpan et al. 1960), These situations although similar are not

comparable as women only had been used in the latter and the

criteria of classification have been of an "either or" type of

psychiatric /
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safely be made. However, taken value against value it is not

surprising if a physician's validity of psychiatric diagnosis is

(. 2) below that of a psychiatrist,but 'tau'values correspond to
higher 'r'vAlues of correlation.

One of the likely reasons for this apparently low value

relating to physicians' classifications has already been discussed

in the design but may be restated. That is a single cut-off score

criterion though suitable for use to assess validity of an "either -

or" type of classification, it is not satisfactory for testing the

validity of a ranked order classification.

Comparative results (tables 27 and 28) show that

correlations are more consistent in all physicians* classifications,

and higher in three out of four occasions when M-R scores have

been used in arbitrary categories at intervals of 5 (0-4, 5-9 etc.),

as criteria against physicians' diagnoses; than when the single

cut-off score of M-R = 10 was used.

This lends strong support to the suggested three category

criteria of validity derived from results of other studies. These

results will now be discussed in greater detail, and validity is

expressed as percentage agreement betw een the three categories

of physicians' classifications and the M-R score categories /

0-2, 3-9, 10+.

Comparing the percentages of agreement in classifications

of physicians* own cases in the two series using these criteria,

both levels of agreement in the second series are higher than the

two /
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two levels of agreement with the first series classifications

(tables 31 and 32, Appendix i). The most likely influences

responsible for this higher validity in the second series compared

with the first are firstly, the fact that all physicians had by then

had some experience with the study classification than in their very

first classification (first series). Secondly, an even more

important influence seen in the higher (validity) agreement in the

second classification of the second series is tha^loss in validity of

classification of case-records with time,seen in the first series

has been more than compensated for by perhaps « better case-

records for reclassification purposes being prepared by the

physicians,due to the study classification having been used at the

time of its preparation at consultation with the patients.

Another additional influence compatible with the higher

values in the two series and particularly evident in that of the

second series (46. 2:51. 6) is that^at the time the higher (validity)
agreement was reached, the physician had available to him, various

laboratory and other test results,,on which the physician has got

used to more or less depend on a variable proportion of his

diagnoses.

It is difficult to compare the validity of classifying case-

records against classifications of patients from the available

evidence due to the above additional information influencing only

one of the second series classifications.
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When average validity achieved by the six physicians in

various classifications is compared, it is found that the highest

(58. 3% agreement) is where they classified another physician's

case-records,which were prepared by him,when using the study

classification.

The most likely influence that could have produced this

result is that,the physician who prepared these case-records had

had the highest experience among physicians,in the use of the study

classification at the relevant time. This also explains why the

validity is comparatively higher in this instance than when the

physicians classified their own case-records (51. 6% agreement).

It is necessary to appreciate.that although there is this

useful means of assessing comparative validity due to various

influences using these C.M.I, criteria, yet, it is difficult to

interpret the agreement values into terms of validity in relation

to diagnosis by psychiatrists;except by the means already indicated

through correlation of a somewhat unsatisfactory criterion of cut¬

off score.

This could only be overcome by further studies using

psychiatrists' classifications done on the same lines, and using

these C.M.I, criteria against them, and comparing their agree¬

ment or correlations with the physicians' results obtained in the

same way.

However, I would venture to say that agreement of 58. 3% is

a very satisfactory level of validity to have been reached by these

physicians /



122

physicians ,and that it is not unreasonable to expect that further

experience with the classification would make considerable

improvement in their validity.

It is interesting to recall that a more or less similar

pattern of increase of reliability of physicians was observed in

the same circumstances which was also considered most likely

to have been due to the influence of the use of the study classi¬

fication.

This means that,the use of the study classification at

consultation with patientsyby these physicians^ produce more valid

classifications, and. with an increase of experience they tend to

produce case-records .which subsequently classified by them and

other physicians,produce more reliable and valid classifications

using the study validity criteria.

This is a very important finding for both clinical and epi¬

demiological purposes, and if they are confirmed by other similar

studies this classification could be considered for general use in

the estimation of psychiatric illness in suitable settings.

Conclusions

1. C.M.I. , M-R category criteria as used in this study appear

to be a better method of assessing the validity of diagnoses

made using the study classification in the form of three ranked

categories, than C.M.I, cut-off score criteria.

2. Validity of physicians' classifications increases with greater

experience in the use of the study classification, as seen by

their classification of case-records.
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Significance of the findings and indications for further research.

The most important finding that emerged from this study

•was the reliable rate of incidence of psychiatric illness among

medical out-patients ;found by physicians, which had a mean value

of 48.4%. This was the mean of two values considered subject

to seasonal variation, giving higher rates in the winter months

and lower rates during the summer.

Its close agreement.with the rates found by psychiatrists at

similar centres (5l%);could form an important basis of agreement

between physicians and psychiatrists; on many matters relating to

dealing with these patients, which have so far remained unsettled

or unsatisfactorily settled, mostly due to lack of agreement between

them as to the extent of the problem.

It is noticed that a large proportion of cases classified within

the psychiatric category, belong to those without clear psychiatric

symptoms, and it is reasonable to think that in the physicians'

ordinary routine diagnoses these patients do not get diagnosed as

psychiatric illness; and hence the lower rates produced by them

for psychiatric illness. The classification used in this study

makes a clear analysis of such patients in the way they present as

seen by a psychiatrist. It is shown that it is possible for the

physicians with experience in this classification to achieve more

valid psychiatric classifications .than without the use of these

criteria.

Judging from the co-operation given and enthusiasm shown by

the /



124

the physicians in this study, it is reasonable to expect that the

results of their own classifications would be acceptable to them in

relation to the situation in this department. As such it may serve

as a basis for better co-operation of physicians and psychiatrists

to evolve the best possible solution for dealing with mainly the high

proportion of patients that show psychiatric involvement ;without

readily qualifying for a definite psychiatric diagnosis. This could

result in more ready referrals for psychiatric consultation, or the

need being better appreciated, for seeking facilities for joint

consultations with psychiatrists in the out-patient department itself.

It is appreciated that these changes do not come about as

readily as they may become necessary, even when backed by

reliable evidence, but it should not mean that .due to this, attempts

at such better understanding should not be made under the present

circumstances.

It goes without saying that it may be necessary to establish

these results by further such studies, and extend it to similar and

other situations. Detailed studies to discover categories in which

agreement is more difficult than in others may be profitable; and^

also ways and means of solving these problems could thereafter be

sought in co-operation with all concerned.

Should further studies establish the validity of these objective

test criteria used in this study, then;such test scores of patients

before consultation can be an aid to physicians' decision-making,

as originally suggested by the authors of this test. It is found that

the use of this test with a range of scores as criterion rather than a

single /



125

single cut-off score, in the context of these departments, has much

to recommend itself. However, much more research has to be

done on these lines before both a reliable and valid set of objective

criteria can be established.

One of the major problems of finding objective test criteria,

which correlate highly with clinical diagnosis, is the great difficulty

of standardising subjective clinical judgment which influences

diagnosis.

This study has attempted to minimise the above problem by

using a classification with defined criteria for use by physicians in

their diagnoses.

The results have shown that physicians* reliability in using this

classification is high and is sensitive to recognised factors that

influence reliability such as ^experience, and training of physicians^
and material used. But,they also call for confirmation by further

studies.

It is important that the results obtained in this studyymostly
using case-record material be extended to the clinical situation with

the patient with whom the physician is ultimately concerned.

The results of such studies in comparable situations if found

different^wiil provide useful information in regard to directions of
variability in the different situations. Inthis way, it is possible to

build up useful,valuable information on the above lines and venture

further afield using this classification of known reliability and

validity, to establish its own usefulness in various situations,

thereby /
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thereby working towards establishing the general acceptability of

this instrument for psychiatric case identification,using both case-

records as well as patient material in various important clinical,

epidemiological and operational fields.
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SUMMARY

of Chapters

Introduction _ Part I.

The extent of psychiatric illness in the general population, how the
general practitioner deals with this problem, factors influencing their referral
to hospital out-patient departments, mainly medical, are briefly discussed.
The disagreement between physicians and psychiatrists as to the proportion of
these patients presenting in these departments hindering the provision of proper
services to them and the place for this study to obtain a reliable and generally
acceptable estimate of psychiatric illness among medical out-patients are
argued.

Review of the literature .. Part II.

Studies by physicians, psychiatrists, and those using objective tests
and rates of psychiatric illness derived are examined. Studies on reliability
of medical and psychiatric diagnosis and the variables influencing them and
how some of them may be controlled or overcome are critically reviewed.
The question of "doubtful" diagnosis and the influence of this on estimates of
illness is examined. The procedures adopted in this study from the literature
reviewed are stated.

Pegigfl pf the investigation . Part JH.

The question of psychiatric case-identification and the need for simple
criteria for identification are discussed. A suitable classification is adopted
and modifications made are defended. The preference for use of case-records
in the first use of this classification in determining reliability of physicians
specially in this medical out-patient set up is emphasised. Intra- and inter-
physician reliability determinations are designed to demonstrate important
features and influences. Choice of the Cornell Medical Index as the objective
test to determine validity and criteria adopted and their suitability are detailed.
Preference of Kendall's 'tau' correlation to the commonly used"X method when
using ranked order classifications is defended.

Prpqecfare _ part jy.

Special features of the out-patient department, methods adopted to obtain
the co-operation of staff and details of procedure at various stages of the study
are set out. Criteria used in collection of samples, size of each, time schedule
of study, features of medical staff, practice of patient consultation, and the "new"
patient in relation to the study are defined. Preparation of physicians for re¬
classification of case-records for study of reliability and the actual procedure
and relevant variations in relation to each physician are stated. Criteria of
validity adopted and procedures used in assessment of validity are described.
Data processing method is detailed.
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Part V.

Summary of Results

1. Incidence of psychiatric illness among medical out-patients

has a mean value of 48.4%

2. Winter rates of incidence differ significantly from the summer

rates (54. 3% : 42. 5%.

3. Intra-physician reliability shows no significant difference in

the two series.

4. There is significantly higher intra-physician reliability in the

classifications of no psychiatric illness category than of the

psychiatric categories.

5. Six physicians have a lower correlation with one physician's

classification of his patient classifications than with his case-

record classifications.

6. Overall mean inter-physician reliability between the six

physicians is only slightly higher with case-records prepared

using the study classification than with those made without

using them (tau = . 8 : . 7).

7. Inter-physician reliability in the classification of psychiatric

categories also shows the above trend of higher reliability

with the second series case-records.

8. /
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8. Levels of intra- and inter-physician reliability using case-

records do not show a significant difference.

9. There is an appreciable difference in reliability in the

classification of psychiatric categories showing a trend

of intra-physician reliability to be higher than inter-physician

reliability using case-records.

10. The oldest graduate among the same university (Edinburgh)

graduates has the lowest mean value in both intra-physician

and inter-physician reliability compared with other Edinburgh

graduates.

11. The exactly opposite effect is seen in the youngest (Edinburgh)

graduate having highest mean intra- and inter-physician

reliability among Edinburgh graduates and also the two other

university graduates in the study who were also older.

12. The lowest inter-physician reliability was more or less

consistently between different university graduates.

13. Second series classifications show a higher intra-physician

reliability than the first series classifications.

14. Validity of classifications of physicians using C.M.I, cut-off

score criteria is comparatively low.

15. /
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15. Validity of physicians' classifications shows consistent and

considerable increase with second series case-records,

prepared using the study criteria,than with first series case-

record made without using them.

16. Availability of laboratory and other test information produce

comparatively higher validity of physicians' classifications of

their own case-records than those made without them.

17. The highest overall validity level (58. 3% agreement) of

classifications is reached vdien the second series case-records

prepared by the physician with the highest experience are

classified by six other physicians.

18. Every individual physician of the six physicians shows a higher

validity with the second series case-records prepared using

the study classification than with those made without using

them.
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Figure I.

HISTOGRAM SHOWING DISTRIBUTION OF PATIENTS BY AGE AND SEX

SERIES I SERIES H

15- 1 7 12 |
25- C 20 II 1
35- 1 1 5 25 |
45—| 29 28
55-' 1 2 6 24 1

TOTAL 97 IOO TOTAL

FEMALE

15- 1 15 16 1
25- | 24 15 |
35- 1 19 30
45- 21 20 |
55- 21 1 9 |

TOTAL IOO IOO TOTAL

Table 1.

Age
Groups

Male

Series I

Female Total Male

Series II

Female Total
Total i
both s,€

15- 7 15 22 12 16 28 50

25- 20 24 44 11 15 26 70

35- 15 19 34 25 30 55 8 9

45- 29 21 50 23 2° CO 00ON

-64 26 21 47 24 19 43 90

Total 97 100 197 100 100 200 397

P > .05

Table showing age distribution by sex in both series.
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Table 2

! No. of patients
se(sn

No. of physicians
seeing them.

Series I Series XI
In both
Series

1 5 5 7

| 2-5 8 9 6

6-9 11 10 9

10 - 14 5 5 *

15 + 1 1 11
:

,11, n | f ■! urn urn *\tm\ ir-iiicri

Total

. -

,

28 30 57

x2 = 0.71 p > .5

No. of physicians who saw patients in both
series « 21.

Table showing categorised
patients among physicians

(^1 and Il)and both Series,

distribution of
in each Series
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No. of
Physicians = 28 1

= 30
Classification Series I Series II Total in

Ranked Original Male Female Tota] Male Female Total both series

1 1 45 45 j 90 61 54 115 205

2 11 6 17 20 21 41 58.

2
5a

3b

14

5

15
29

4

o 2932
9

10
25

3
M 9

11

19
79

14

48
161

23

5c 13 14 27 2 3 5 32

4a 2 5 7 1 1 2 9

4b 1 5 6 - 1 1 7

5

6a

6b

6c

3

3
16

5

1

3
[25

8

l

1
4

2
2 JL 1

2

4
2k

10

l

1
Total 97

— 1

100

1

197;
+

100 100 200 397
I

Table showing distribution of all physicians'
classifications in each series by sex and by
original categories, indicating ranked order
grouping

1 => No Psychiatric Involvement.
2 = Doubtful " "
3 = Definite !! Illness.

Series I - Classification of case records 1^-2 months
after 1st Consultation.

Series II - Classification of patients at Consultation.



Table 4
144

Sex
Ranked order

Classification Total

Series I
1 2 3

Case Records
used for
classification

Male

Female

45

45

45

39

9

16

97

100

Total 90 82 25 197

Series II

Patients
classified at
Consultation

Male

Female

6l

54

35

44

4

2

100

100

Total

1

115 j 79 6 200

Males between series X2 «* 5.112 d.f. =2 .1C>P> .05

Females " " X2 = 12.008 d.f. = 2 P< .005

Totals in the two series = 14.758 d.f. = 2 P< .005

Table showing by sex the classifications by
physicians reduced to clinically meaningful
ranked order categories.

1 = No Psychiatric Involvement.
2 = Doubtful " "
5 = Definite " Illness.
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Sex

■ h 1 (1)

(Definite Psychiatric
Illness Only)

:(;■)

(Suspected + Definite
Psychiatric Illness)

Series I Series II Series I Series II

No. i> No. qf
7> No. * No. 5*

Series I = 97
Male
Series II = 100

9 9.3 4 4 52 53.6 39 39

Series I = 100
Female
Series II = 100

* 16 16 2 2 55 55 46 46

Series I = 197
Total
Series II = 200

25 12.7 6 3

sus

—

107

cted -

54.3

(41.6)

85 42.5

(39.5)

* pZ .005. Other differences are not significant at the 5# level
(ps^.05)

Table showing incidence of psychiatric Illness by
^.x, in the two series, computed in two methods,
considering (1) only definite psychiatric illness,
(2) including suspected psychiatric involvement.

7
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Table 6

Incidence of psychiatric illness.

ft

Including
only Category 5

7
Including

categories 2 & 5

Series I Males 9.5 55.6

Females 16.0 55.0

Total 12.7 54.5

Males 4.0 59.0

Series II Females 2.0 46.0
1

Total
1

5.0 42.5

Mean total incidence « 48*4$

Table showing Incidence of psychiatric illness In
the two series by sex and total (1) using only
Category 5 "Definite Psychiatric Illness and
(2) Including cases of suspected psychiatric
illness as well.

Category 1 = No psychiatric involvement.
2 = Suspected " "

" 5 = Definite " Illness.
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a;; physicians
Series I Series II

Classification
Category

Using Case Records Classifying Patients
no* fWe 5®

1

2
; .

5

90

a*
.

•

45.7

41.6/
54.3

12.7

115

79

6

57.5

59.5

2 J
u

Total 1£7 100 200 100

& - 14.755> d.f. « 2 (pi- .001) mean rate = 48.4/,
tfW^ = 5^08 d^f = 2 (p < .05) categories 2&3 taken as one.

fable showing coron-. :*tscn of distribution of classic . 0,4; as in the
two seriesj series I using casrt records, series II cl,:,... ifying
patients at consult tion.

Sevexi hyslcl: -

Series I Series II

Classification
Category

las© records after
6-9 months

Case record3 after
6-9 months

NO. 1 No. i

1 48 50.5 53 53.2

2

3

31

16

32.6]
V 49.4

16.8 J

29 31*9

9 9.9
41.8

Total 95 100 91 loo

2
X « 1.757 d.f* » b- I > .05) mean rate = 45.6

Table showing comparative distribution of classifications in the
two series by 7 physicians using case records in both. classications.

Table 7 b
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No. of Patients seen.

Physic-
: ian

■ Series
I

Series
II Total

0 34 32 66

A 7# 7 14

B 12 8 20

C 14 13 27

D 11 11 22

E 11+ 9 20

P 8+ 11 19

Total 7

1
97 91

—

188

* 8tn patient omitted due to age being over
64 years.

+ One patient left out from analysis due to
incomplete C.M.I, questionnaire.

Table showing distribution of patients
In the two series among 7 physicians
who re-classified their own cases.



TableQ

1st Classification.

c
o
•H
■P
d
o
•H

•H
a
w
d

rH
O

c
CM

Categories 1 2 3 Sample

1 81 19 1 101

2 8 45 9 60

3 1 12 12 25

Sample

•

90 74

j

22
I

•

186

Kendall's 'tau' = .6749 p/. 00001

Contingency table showing correlation between 1st
& 2nd Classifications of 186 cases (both series)
by seven physicians.

The physicians' classifications were reduced to
three ranked categories -

1} No psychiatric involvement.
2) Suspected psychiatric involvement.

(3) Definite psychiatric illness.



Tableio a „i5<° -- - Series x .

1st Classification

•H
■0
ei
a
•H

•H
co
co
fij

I—)
o

•o

£

Categories 1 2 5 Sample

1 38 9 1 48

2 2 23 6 31

2 1 6 9 16

Sample 41 58 16 95

Kendall's *tau' « .689 p^»00001.
within.

1st Classification - case records'if - 2 months after Consultation.
2nd H - " '6 - 92nd

Tablelob

6-9

Series 11

1st Classification

-p
cd
o

03
w
e$

X3

(S

Categories 12 3

«

Sample

1 43 10 0 53

2 6 20 3 29

0 6 3 9

1 Sample 49 36 6
I

91

1
Kendall's 'tau» - .647 00001.

1st Classification at Consultation.
2nd " - Case records after 6-9 months.

Tables showing the correlations of 1st and 2nd classi¬
fications of 7 physicians in the two series.

Classifications reduced as in Table 8.
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Percentage Levels of Agreement in
Classification.

Physician Series Pull *Partial Nil. Total

0
I 70.6 5.9 25.5 100$

II 65.6 15.6 18.8 100$

I 71.4 28.6 - 100$
A

II 71.4 - 28.6 100$

B
I 75.0 16,7 8.3 100$

II 87.5 - 12.5 100$

I 71*4 21.4 7.1 99.9$
C

II 69.2 - 50*8 100$

I 81.8 9-1 9.1 100$
D

II 90.9 - 9.1 100$

I 72.7 18. Z 9.1 99.9$
xu

II 44.4 55.5 22.2 99.9$

I 87.5 12.5 -

1

100$
F

II 90.9 9-1 - 100$
Average I 75.8 16.1 8.1 100$

II 74.3 8.3 17.4
♦Partial agreement is considered to occur when the shift is between
suspected and definite psychiatric involvement.

Table showing over-all percentage agreement within 7 physicians between
1st and 2nd classifications of their own cases in the two series of
patients.

Series I bot^slassification done using case records
1st' ?I4-2 mths. after consultation.
2nd 4 6-9 " " "

Series II 1st classification at Consultation.
2nd 6-9 mths. after "

Ranked Categories of Classification used (reduced from original)
1. No psychiatric involvement.
2. Suspected " illneSs
5. Definite " illness.
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Percentage Levels of Agreement
in classification.

Physician Series Full Nil Total

I 81.3 18.7 100

0
II 81.8 18.2 100

I 100 - 100

A
II 80.0 20.0 100

I 100 - 100

B
II 100 - 100

I 100 - 100

C
II 72.7 27.3 100

D
I 100 - 100

II 100 <- 100

I 100 - 100

E
II 100 100

i
F

I 100 100

II 100
.

100

Avfjra.gfi T Q7 ^ ?i7 100

II 90.7 9.3

Any shift from Category 1 from 1st to 2nd classifi¬
cations is considered as nil agreement.

1. No psychiatric involvement.
Categories 2. Suspected " illness

3. Definite " "

Table showing percentage agreement between 1st and 2nd classifications
of 7 physicians of their own cases (in Category 1 only) in the two
series.

Series I both classification done using case records.
1st - li-2 mths. after consultation.
2ncf - 6-9

Series II 1st classification at Consultation.
2nd 6-9 mths after "
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1

Physician Series

Percentage levels of agreement in
classifications 1st against 2nd

Full *Partial
Full &
Partial Nil Total

0
I

II

61,1

57.1

11.1

23.8

72.2

80.9

27.8

19.0

100

99.9

A
I

II

60.0

30.0

40.0 100

50.0 50.0

100

100

B
I

II

50.0

50 ;o

16.7 66.7

5 C'O

33.3 100

100

C
I

II

33.3

50.0

50.0 83.3

50.0

16.7

50,0

100

100

D
I

II

75.0

80.0

12.5 87.5

80.0

12,5

20.0

100

100

E
I

II

50.0

16.7

3345

50.0

83.5

65,7

16.7

33.3

100

100

P
I

II

85.7

75.0

14.2

25.0

99.9

100

- 99.9

100

Average... „ . I 59.3 25.4 84.7 -15.-3— -

II 54.1 14,1 68.2 , 31. (L.
* Partial agreement Is considered to occur when the shirt is between
Categories 2 & 3 only.

1. No psychiatric involvement.)
2. Suspected " -illness ) Categories.
3. Definite " illness. ;

Table showing agreement within 7 physicians between 1st ana 2nd class!-
:fications (of only Categories 2 and 3 together and also full and partial
agreements together)of their own cases in the two series of patients
Series I both classifications done using case records.

1st - li-2 mths. after consultation.
2Hd - 6-9 "

Series II "1st classification at Consultation.
2nd 6-9 mths. after "
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Physician l Examined ,i4(25*)~paiiiant&

*Series I No.

Age
in
Yrs

Glassif.ic.afc4an

-2nd

i

A—«_

C.M. I.

,-L.
Scores

..Tofcal...

Male 1 53 6a 3c 14 2 16

2 45 1 1 10 £> 10

Female 5 62 1 1 23 13 56

4 56 3c 3c 19 9 23

5 35 6a 6a 12 8 20

6 29 6a 6a 26 22 48

7 23 3c 6a 38 JO P
Series II

Male 1 59 1 3ai 8 - 8

2 46 1 1 9 - 9

3 61 l; 1 11 1 12

Female 4 40 3ai 5ai 7 4 11

5 22 1 1 21 17 53

6 42 1 1 15 3 18

7 41 5ai 1 32 12 44

Series I (Case Records only) Series II (Patient & Case Records)
IsFTsiT. 1-g—2 mths. after 1st Asst. At consultation with patient.

consultation. 2nd Asst. 6-9 raths. after consultation
2nd Asst. 6-9 " " " (case records).
* One female had to be left out duo to her being over 64 years.

Table showing Classifications by physician A of his own cases and
patients' ages and C.M.I, scores.



Tablei5

Physician

A

1. V

Age
In

Examined 20 patients

Classification C.M.I.
Scores

Series I No. Yrs 1st 2nd A - L M - R Totaj

Male 1 48 1 1 26 3 29

2 62 1 1 14 - 14

3 37 1 1 9 2 11

4 35 3ai 6a 21 29 50

5 29 3c 3c 9 19 28

6 64 3ai 1 44 2 46

7 45 5 5 23 24 47

8 52 1 1 16 4 20

Female 9 57 3ai 3ai 33 17 50

10 29 1 1 25 4 29

11 51 1 1 13 5 18

12 34 3b 1 10 10 20

Series II

Male 1 30 2 1 12 1 13

2 47 1 1 7 - 7

5 49 1 1 23 2 25

4 46 1 1 6 14 20

5 17 2 5ai 71 32 105

6 53 1 1 11 - 11

Female 7 45 1 1 39 22 61

8 42 1 1 10 - 10

Series I (Case Records only) Scries II (Patient & Case Records)
1st Asst. l-|-2 mths after 1st Asst. At consultationwith patient

consultation. 2nd Asst. 6-9 mths. after consultation
2nd Asst. 6-9 mths " " (case records).

Table showing classifications by physiciarB of his
own cases and patients' ages and C.M.I, scores.
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Physician C Examined 27 patients

Series I

Males

Females

Series II

Males

Females

Age
in

Classification C.M.I.
Scores

No. Yrs 1st 2nd > 1 tr M - R Tota;

1 25 3c 6a 9 13 22
2 53 1 1 23 2 25
3 40 4a 3ai 32 4 36
4 27 3c 3b 36 14 50
5 17 1 1 12 7 19
6 31 1 1 6 - 6
7 53 1 1 7 - 7
8 34 1 1 8 — 8
9 46 4a 1 4 — 4

10 37 1 1 14 11 25
11 25 3c 6a 18 8 26
12 50 1 1 18 7 25
13 58 3c 3a 44 2 46
14 53 1 1 21 4 25

1 59 1 1 16 16
2 51 1 1 19 3 22
3 53 1 1 19 3 27
4 16 1 3ai 25 3 28
5 39 1 3b 13 5 18
6 35 3b 3ai - -

7 63 1 1 4 - 4
8 20 1 1 2 1 3
9 46 1 3ai 19 1 20

10 59 1 1 10 2 12
11 21 3b 1 21 10 31
12 44 1 1 37 6 43
13 44 1 1 12 - 12

Series I (Case Records only) Series II (Patient & Case Records)
1st"Asst. l-|-2 mths. after 1st Asst. At consultation with patient.

consultation 2nd Asst. 6-9 mths. after consultation
2nd Asst. 6-9 " " " (case records).

Table showing Classifications by physician c of his
own cases and patients' ages and C.M.I, scores.
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Physician D Examined 22 patients

Series I

Male

Females

Series II

No

Age
in

Classification

1st 2nd

C.M.I.

A - L M - R
Scores
Total.

1 55 1 1 7 7
2 64 5 5 86 24 110
3 59 5c 5c 17 1 18
4 48 4b 6a 24 6 50
5 57 5c 5c 10 - 10
6 51, 2 1 28 .16 44
7 45 6c 6c 54 15 49
3 56 5c 5c 55 14 47
9 57 1 1 14 - 14

10 52 5ai 5 11 5 16
11 52 1 1 17 5 20

1 15 1 1 25 9 54
2 56 1 1 16 2 18
3 59 1 1 9 2 11
4 55 1 1 11 - 11
5 45 5 5 54 15 67
6 45 2 1 28 11 59
7 41 2 5c 29 18 47
8 45 1 1 21 5 24
9 24 5c 5c 46 9 55

10 55 1 1 40 25 65
11 57 5c 5c 14 5 19

Series I (Case Records only) Series II (Patient & Case Records)
1st Asst. l£-2 mths. after 1st Asst. At consultation with patient.

consultation. 2nd Asst. 6-9 mths. after consultation
2nd Asst. 6-9 " " " (case records).

Table showing Classifications by physician]) of
hj_s own cases and patients' ages and C.M.I,
scores.
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Physician E Examined 20 patients

Series I No.

Age
in
Yrs

Classification C

1st 2nd A -

.M.I.

L M - R
Scores
Total

Blale 1 62 1 1 11 3 14

2

5

52

52

1

5c

1 16

5b 40

2
not

scored

18

40+

4 51 1 1 14 3 17

5 24 5a 1 20 7 27

Female 6 54 1 1 34 1 35

7 49 4b 3ai 30 15 45

3 65 1 1 17 12 29

9 27 5c 6a 27 11 58

10 45 5a i 3b 46 20 66

11 51 3a:i 3ai 23 15 40

Series II ■fomlttecJ
scores as

in analysis of results involving relevant C,
M-R section was completely left out.

Male 1 21 4a 3ai 9 10 12

Female 2 42 4b 3ai 6 9 15

5 51 1 1 26 9 55

4 54 1 1 14 1 15

5 52 3a 3b 49 2 51

6 42 3b 1 22 8 50

7 58 5a 1 6 0 6

8 58 1 1 22 7 29

9 46 4a 3b 28 7 55

Series I (Case records only) Series II (Patient & Case Records)
1st Asst. l|-2 mths after 1st Asst. At consultation with patient,

consultation 2nd Asst. 6-9 mths after consultation
2nd Asst. 6-9 " " " (case records).

Table showing Classifications by physiclai^of his cases and
patients* ages and C,M.I. scores.
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Physician F Examined 19 patients
i Classification C.M. I.

Series I No.
in
Yrs 1st 2nd A - L M - R

Scores
Total.

Males 1 55 1 1 11 2 13

2 59 3ai 3ai 7 3 10

3 48 3c 2 27 4 31

4 50 3c 3c 7 16 23+

5 37 3ai 3ai 23 3 26

6 33 3ai 3a 22 - 22

Females 7 34 6a 6a 30 15 45

8 32 6a 3c 23 7 30

Series II
-f" Omitted in

scores as
analysis involving

section A-L was not
the relevant C.M.I,
fully completed.

Males 1 40 1 1 33 1 34

2 20 2 2 23 4 27

3 51 2 3ai 18 1 19

4 26 3a 3a 6 1 7

5 59 1 1 41 - 41

6 36 1 1 9 2 11

Females 7 54 1 1 33 2 35

8 30 1 1 14 11 25

9 31 1 1 14 13 27

10 16 1 1 3 - 3

11 48 2 6a 25 5 30

Series I (Case Records only) Series II (Patient & Case Records)
1st'Asst. 1^-2 mths. after 1st Asst. At consultation with patient.

consultation 2nd Asst. 6-9 mths after consultation
2nd Asst. 6-9 " " " (case records)

Table showing Classifications by physicianp of his
cases and patients' ages and C.M.I, scores.

own



Table 20 \ . J 0
Data relating to Inter-physiclan reliability

Series I -

Physician Physicians 1 classifi-
'0' is :cations using case C.M.I

No. Age Assessments records Scores

Males 1st 2nd A B C D E F A-L M-R 1 Total

1 50 5a i 5ai 5ai 1 1 1 3b 1 7 0 7
2 64 1 1 5ai 1 1 1 1 3ai 11 1 12
3 42 3b 5ai 3b 5ai 3ai 1 1 2 11 4 15
4 44 3ai 1 1 1 1 6a 3ai 1 24 5 29
5 54 2 3c 3a i 1 1 1 1 3ai 4 2 6
6 39 1 5ai 1 1 1 1 1 1 12 0 12
7 33 4a 5c 3b 2 4a 3c 2 2 12 1 13
8 56 1 1 3a 1 1 1 1 3a i 3 0 3
9 60 1 1 1 1 1 1 1 1 $ 0 9

10 33 3b 3b 3b 3b 4a 3b 3b 3b 36 2 38
11 17 1 4a 1 1 1 1 3a i 3ai 10 3 13
12 34 2 3b 4a 3ai 5ai 5ai 6a 3ai 19 14 33
m 58 1 1 1 1 1 1 1 1 26 13 39
14 24 1 1 1 1 1 1 1 1 5 5 10

Female: i

1 50 1 1 1 1 1 1 1 1 53 7 60
2 40 1 1 1 1 1 1 1 1 9 2 11
3 27 5aI 3c 5al 3ai 6a 3c 1 4b 21 7 28
4 32 2 1 3b 1 5a 1 1 1 3a 4 3 7
5 63 1 1 1 1 1 1 1 1 28 19 47
6 54 5ai 1 1 1 1 1 1 1 24 16 40
7 24 4b 3c 3c 5ai 4b 2 3ai 3c 17 17 34
8 48 1 1 1 1 1 1 1 1 31 5 36
9 16 1 1 1 1 1 1 1 1 29 33 62

10 49 5ai 1 1 1 1 1 2 1 42 16 58
11 42 5a i 1 1 3b 1 1 4b 3b 25 1 26
12 38 1 3c 1 1 1 1 1 1 13 4 17
13 52 1 1 1 1 1 1 1 1 49 19 68
14 59 5aI 1 1 1 1 1 1 1 38 3 41

i1? 42 1 1 1 1 1 1 1 1 14 23 37
16 28 5ai 3b 4a 2 4a 3c 3ai 2 21 5 26
17 55 4a 4a 1 1 1 1 1 1 32 5 37
18 57 1 1 1 1 5ai 1 1 3b 19 2 21
19 40 2 3ai 1 1 1 1 1 3b 16 0 16

;20 •. 29 4a
•

4a 4b 3c 6a 3c 4b 6a 29 33 62

Classification of Particulars of Physician 0 for ready comparison.
Physician 0:- Saw patients and made the case records.

1st Asst. Using own case records l|r to 2 months after consultation.
2nd Asst.:- Using same case records after 6 to 9 months

Table showing classifications in original categories of physician 0
of his own case records or patients; and the same case records by
the six other physicians. A-D with patients' C.M.I, scores.



Table 21 81
Data relating to Inter-physician reliability

Series II

Physician Physician's classifl-
•0' is :cations using case C.M.I.

No. Age Assessments records Scores

Males 1st 2nd A B c D E F A-L M-R Total

1 39 2 1 1 1 1 1 1 1 36 1 37
2 38 2 3a 4b 3a 1 3ai 1 3a 24 1 25
3 15 2 1 2 3c 3b 6a 2 6a 2 7 9
4 45 2 3b 3c 4a 4a 6a 3c 4a 30 5 35
5 38 3a 3a 1 1 1 1 1

1 1 16 0 16
6 52 2 4a 1 2 3b 1 4b 2 9 2 11
I 32 3a 3c 1 1 1 1 3b 3b 17 2 19
6 55 1 1 1 1 1 1 1 1 35 2 37
C) 43 3a 3b 1 1 1 1 1 1 6 0 6

10 56 1 1 1 1 1 1 1 1 20 2 22
11 17 2 4a 4b 6a 6a 6a 4b 6a 34 16 50
12 46 6a 4a 4a 4a 4a 3c 3b 4a 39 19 58
13 41 2 4a 3ai 1 1 1 1 2 8 2 10
14 46 6a 4b 4b 6a 3c 6a 3ai 6a 46 13 59
13 42 1 3a 3b 2 1 2 1 3c 23 1 24
16 63 1 1 1 1 1 1 1 1 62 46 108
Females

1 33 1 1 1 1 1 1 1 1 18 4 22
2 42 1 3b 3b 1 3b 1 3b 3a 44 17 6l
3 32 2 4a 6a 4b 4b 6a 4b 6a 28 18 46
4 25 2 3c 3b 4b 3b 3c 4b 3b 21 11 32
5 24 2 1 1 1 1 1 1 1 8 0 8
6 40 2 3a 1 1 3b 1 3b 2 17 5 22
7
8

63 1 1 1 1 1 6a 1 1 10 2 12
34 3b i 3b 3c 3b 3b 3c 3b 3c 20 20 40

9 6l 3a 3a 1 1 1 1 1 1 45 19 64
10 59 1 1 1 1 1 1 1 1 32 15 47
11 61 3b 3a 1 1 3b 1 1 3b 12 3 15
12 47 3b 1 1 1 1 1 1 1 20 1 21
13 60 2 4a 6a 6a 4b 4b 6a 6a 29 17 46
14 58 1 1 3a 1 1 1 1 3a 3a 15 1 16
15 62 1 1 1 1 1 1 1 1 9 11 20
16 46 1 1 1 1 1 1 1 1 24 2 26

Total No. of Patients = 32.
Classification oT Particulars of Physician 0 for ready comparison.

1st Asst:- At 1st Consultation with patient.
2nd Asst:- Using case record after 6-9 months.

(The classifications made were separately recorded by the author
on every occasion and not included in the case record.)
Table showing classifications in original categories of physician
0 of his own case records or patients; and the same case records
by the six other physicians. A-D with patients' C.M.I, scores
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Table -2«a - -

Series 1-34 patients seen by physician '0f,

Physician '0'*s
Classifications

i

A B c D E p Average

1st Classn.
tau = .550

■tan'**

P^ .001

. 6^8

.0001

.565

.001

.690

.0001

.622

.0001

.494

.01

.910

.0001

.670

_ .0001

2nd Claasn.
♦tail'**

PA

! .590

.001

.650

.0001

.555

.001

.464

.01

.922

.001

.694 .670

.0001 .0001

Classifications by Physician '0* both using cas records.
1st Classns- l4 - 2 months after 1st Consultation.
2nd Classn:- 6-9 months «fter 1st Consultation.
IKendall's 'tau' = .950. P^-.OOl.)

Table 22b
Series Tl - 32 patients seen by physician '0'.

Physician 'G'is
Classifications A B c D E p

1

Average j
1st Classn.
tau = .627

'tau'=

PA .001

.573

.05

.494

.01

.490

,01

. 456

.01

.382

.C5

.508

.01
.

.430

.01

1 2nd Classn.
?

•tau'=

Pa

.984

.001

.600

.001

.620

.0001

.390

.01

O6I

.001

.682

.0001

• 626

,0001

Classifications by physician '0'
1st Classn. at Consultation.
2nd Classn. using case re^or*.... 6 - 9 months after Consul tat ion.
Tfe'Jafl™ »**«* • .627. P^.0001.)

T*ble showing correlation {Kendall's »tau') between classifications
of' STs own patients or cas© records by physician *0' and classifications
by six other physicians A - P. i the earae case recoi da.

The classifications were reduced by the author ^lree ranked
Categories - (l) No psychiatric illness (2) Doubtful or suspected
psychiatric iEneks (5) Definite psychiatric Illness. Correlations
between '0'«s ratings and others A-D, and their average ratings are
reported»
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Table 2?

Series I - 34 ease records

Physicians

a

§
•H
O
•H
co

£!
P-.

E

P

A B C D E p

A
.627 • 711 .549 .356 .744

pi-. 0001 pi.0001 pi-. 001 pi.05* pi. 0001

B
.731 .736 .545 .665

pi.. 0001 pA 0001 pi,001 pi.0001

c
.641 .400 . 662

pi.0001 pi.01* pi.0001

D
.551 .473

P^.001 p i- .01*

.336

pt.05*

Overall «•*» average 'i&u* « ,70

All correlations differ very significantly from
zero at the .C*l^ level or above except those
marked * and underlined.

Table showing inter correlations (Kendall's T('tau') between
different physicians' classifications of case records of
physician '0'.

The ratings were reduced to three ranked categories. No
psychiatric involvement, suspected psychiatric involvement
and definite psychiatric illness.

Average

.744

pz..0001

.734

p^-, 0001

.708

p^- .0001

.648

.0001

.598

.0001

.777

p^.0001



Table 24
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Series II - 32 ease records

Physicians

« c

•H
O
*ri

£ D
0-1

E

A b C d e f Average

.735 .607 .682 .583 .802 .790

p/.OOOl p</.001 p/. 0001 pZ* ooi p^. 0001 p^.0001
.740 .772 ; .668 .775 .813

p^.0001 p 0001 p/.OOl p/.OOl p^.0001
.638 .781 .804 .793

p/.0001 p/. 0001 p/.OOOl p^. 0001

.544 .658 .720

p/.ooi p/.OOOl pZ-ooci
.739 .765

p/.0001 p/. 0001

.895

Overall .neon average •tau* = .80 p/. 0001

All correlations differ very
significantly from zero at the
.1% level or above.

Table showing inter correlation (Kendall's T ('tail') between
different physicians' classifications of case records of
physician '0'.

The ratings were reduced to three ranked categories. No
psychiatric involvement,suspected psychiatric involvement,
definite psychiatric illness.



Table 25
* i" c
i 65

Series I « 24 patients

Percentage Agreement in Categories 2 & 2 only

Pair of
Physicians

0 -

0 -

o -

o *

0 <m

0 *»

| J:
A *

A «•

A -

B -

B -

B •

B -

C -

c -

c •

D -

13 -

E *

Average

A
B
0
0
E
F
B
C
D
E
F
C
D
£
F
D
£
F
E
P
F

Pull

68,8
50.0
21.2
27.5
51.2
68.8
57.1
22.2
25.2
40,0
72.2
20*0
80.0
40.0
30*0

*10.0
*10.0
rSo.o
44.4
66,7
54.5

Partial

6,2
12.5
25.0
12.5
25.0
13,7
21.4
22.2
20.0
6.7

20.0
64,0

20,0
20,0
6o.o
50.0
40.0
23.2
22.2
18.2

Pull 85
Partial

75.0
62.5
56.2
50,0

|:f
53*3
°*2

,0
80,0
70.0
100
70.0
6o.o
100

S3
77.7

Nil

t;

J Total
25.0
27.5
42.7
50.0
43.7
12.5
21.4

n
33.3
6.7

20.0
20.0
20.0

30.0
40.0

22.2
11.1
27.3

100
100
100
100
100
100.
99.9
99.9
100
100
100
100
100
100
100
100
100
100
99.9
100
100

47.15 25.5 72.65 27.55 100

Classification of Physician *0* used is that of case records 6-9
months after consultation.

Table showing percentage agreement between 21 pairs of physicians
in Categories 2 & 2 ~ suspected and definite psychiatric involve-
:aient only in the reduced categories of the original claesificatj
when classifying 24 case records of Physician •O*. Agreement 1®
considered partial when the shift is between suspected and deflnj
psychiatric Involvement {any shift to or from the category 'Mo
psychiatric involvement * is considered as No agreement).

Average full .^.rea^ant of SdlnburAh r.raclustes

v/ith .all i'V'slol -ns except '0*

A - 47.3$
B - 5b,IS
C - 26.2f,
F - 66.0}



Table 26 166
Series 11-32 case records

Percentage Agreement In Categories 2 & 3 only.

u

Pair or
Physicians Pull Partial

0 - A 52.6
0 - B 42.1
0 - C 47.4
0 - D 36.8
0 - E &50 - F
A - B 57.1
A - C 57.1
A - a 42.9
A - E 51-1
A - F 78.6
B - C 66.7
B - D 58.3
B - E 58.3
B - F 83.3
C - D 46,2
C - E 61.5
C - F 84.6
D - E 45,5
D - F 81.8
S - F 57.1

Average 58.6

10.5
15.8
15.8
10.5
15.8
15.8
21.4
14.3
28.6
21.4
21.4
16.7
25.0
25.0
16.7
23.1
30.8
15.4
36.4
9.1

42.9

Pull &
Partial

63.1
57.9
63.2
47.3
65.2
84.2
78.5
71.4
71.5
78.5
100
83.4
83.3
83.3
100
69.3
92.3
100
81.9
90.9
100

Nil

56.8
42.1
36.8
52.6
36.8
15.8
21.4
28.6
26.6
21.4

16.7
16.7
16.7

30.7
7.7

18.2
9.1

Total

99.9
100
100
99.9
100
100
99.9
100
100.1
99.9
100
100.1
100
100
100
100
100
100
100.1
100
100

20.6 79.2 20.8 100

Classification of Physician *0* used is that of oase records 6-9
months after consultation.

TabIt showing percentage agreement between 21 pairs of
physicians in Categories 2*3- Suspected and definite
psychiatric involvement only in the reduced categories
of the original classification when classifying 32 case
records of Physician *0". Agreement is considered
partial when the shift is between suspected and defin¬
ite psychiatric involvement (any shift to or from the
category *No psychiatric involvement* is considered as
Ho agreement).

Average full agreement of Edinburgh graduates

>;ith all physiclan3 axce t *0'

A

B

C

F

-

- 64.7:
- 63.2??
- 116%



Table 27, . j g 7
Series I

C.M.I.
(M-R) Score
Categories
using cut-off
score = 10.

Physicians' classifications
of own case records.

1st Classification 2nd Classification

1^-2 months a.t
Consultatior

12 3

'ter
1*

Sample

6-9 months ai
Consultatic

12 3

'ter
>n

Sample

0-9

10 4*

36 21 8

5 17 8

65

30

38 21 6

10 10 10

65

30

Sample J 41 38 16 95 vo1—11—tKACOit 95

Kendall's 'tau' = .357

p <0 .001

Kendall's 'tau' = .276

p^ .01

When 10 categories of 5 each of
M-R scores are used 'tau* =* .316

p .001
'tau' = .316

p . 001
J

Table showing correlation between phys^^ps •,
classifications in the three reduced/categories
1, 2 & 3 (below) and C.M.I, criterion M-R cut¬
off score criterion.= 10.

Reduced 1 = No psychiatric involvement.
Categories of 2 = Suspected " illness
Classification 3 = Definite " illness.



Table 2B 168

Series II

C.M.I.
(M-R) Score
Categories
using cut-off
score = 10

■ " ' 11 — 1 — —

Physicians' Classifications of
own case records

1st Classification 2nd Classification

At patient's
Consultation

(Case records) 6-9 mths
after Consultation.

1
12 2 Sample 1 2 2 * Sample

0-9

10 +

26 19 2

15 17 4

57

34

41 22 2

12 7 6

66
I

25 1
1

Sample 49 26 6
.

91
.

53 29 9
!

91
1

Kendall's »tau* - .^02

P^- .05

'tau' = .178

P^ .05 |
When 10 Categories
of 5 each of M-R
scores are used 'tau' = ,226

p . 01
. . _

1

•tau' » .210
.05 1

- - — - - - |

Table showing correlation between physicians'
classifications in the three reduced categories
1,2 & 2 (below) and C.M.I, criterion M-R cut¬
off score criterion =* 10.

Reduced 1 = No psychiatric involvement.
Categories of 2 « Suspected " illnesffe
Classification 2 = Definite " illness.



Table 2 9 169

Series I,

Physicians* classifications of own case records
i

1
C.M.I,
total score

Categories
using cut-off
score = 50.

1st Classification 2nd Classification

l|--2 months after
Consultation.

6-9 months after
Consultation.

1 2 5 Sample 1 2 5 Sample

0-29

50 +

52

9

20 5

18 11

57

58

54 17 6
!

14 14 10
.

57

58

Sample 41 58 16 95 48 51 16 95

Kendall's 'tau* = .557

. 001

*tau' = .258

P .01

When 10 categor¬
ies of 10 each
of the C. M. I.
total score are

used 'tail' = .321

p < .001

'tau' = .264

p < .001

Table showing correlations between physicians'
classifications in the three reduced categories
1, 2 & 5 (below) and C.M.I, criterion total
cut-off total 3core = 50.

Reduced 1 = No psychiatric involvement.
Categories of 2 = Suspected " illness
Classification 5 - Definite " illness.



Table jo
170

Series II

C.M. I.
total score

Categories
using cut- oti
score = JO.

Physicians' classifications of
own ns.se rennrdR.

1st Classification 2nd Classiciation

at Consultation.
using case records
after 6-9 months.

1 2 5 Sample 1 2 J Sample

0-29

JO +

J6 19

15 17

2

4

57

54

J6 19 2

17 10 7

57

54

Sample j 49 J6
''

6 91 5J 29 9 91

Kendall's

i

•tau' = .250

P^L- .01
1

'tau' - .175

P .05
- - ^ . 2. i

When 10 categories of
10 each of C.M.I, tot-
:al score are used

1

1tau = .148

P > .05 N.S.

'tau' = .178

P < .05

Table showing correlations between physicians'
classifications in the three reduced categories
1, 2 & J (below) and C.M.I, criterion total
cut-off total score » JO.

Keducea 1 = No psychiatric involvement.
Categories of 2 = Suspected " illness
Classification J = Definite " illness.



Table 31

171
Series I

Agreement Agreement

i Phys-
; ician

1st Classification 2nd Classification •

Full *Partial Nil Total Full ♦Partial Nil Total

0
A
B
C
D
E
P

12
3
4
5
5
4
5

19
2
8
7
6
5
3

3
2
0
2
0
1
0

34
7

12
14
11
10

8

7
4
4

• 1
1

22
2
8
6
6
6
2

5
1
0
1
1
1

rO

34
7

12
14
11
10

8

Totai 38 50 8 96 35 52 9 96

% 38.6 52.1 8.3 100 36.5 54.2 9.3

——;

100

*

♦Partial agreement Is considered to occur when the shift in
the classification is one category either way.

Agreement Agreement

1st Classification 2nd Classification.

Phys¬
ician Full Partial . Nil Total Full Partial . Nil Total

0 12 16 4 32 16 11 5 32
A 4 2 1 7 3 2 2 7
B 4 2 2 8 5 1 2 8

•c 6 7 0 13 7 5 1 13
D 6 4 1 11 6 3 2 11

! E 3 6 0 9 4 5 0 9
F 7 2 2 11 6 3 2 11

1
Total 42 39 10 91 i 47 30 14 91

-

%
— —

46.2
i i nji -i

42.9 10.9 100
i

51.6 33 15.4 100 1

Tables showing agreement between 7 physicians'
classifications of own cases in the 3 ranked
order categories with 3 ranked C.M.I. (M-R)
score categories, 0-2, 3-9j 10+.

Ranked categories
of classification 1

2

3

No psychiatric involvement.
Suspected " illness •
Definite " illness.
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Table 33

Physician

Series I Series II

Agreem mt Agreessnt

Full Partial* Nil Total ! Full Partial* Nil Total

A 9 20 5 54 18 9 5 32
3 13 16 5 54 19 8 5 32
C 13 13 8 34 21 7 4 32
s 12 17 5 34 18 8 6 32
E 13 15 6 34 19 9 4 32
F 9 20 5 34 i 17 11 4 52

Total 69 101 34 204 112 52 28 192 ;

* 33.B 49.5 16.1 loo 1 58.5 27.1 14.6 100

^Partial agreement is considered to occur when the shift
in the classification is one category either way.

Table showing agreement between 6 physicians' 3 ranked order
Classifications of physician '0"s 66 case reoords in the two
series and G.M.I. (M-R) score ranked categories, 0-2, 3-9 » 10+

Ranked Categories
of Classification 1 - Ho psychiatric involvement

2 - Suspected psyohiatric illness

3 " Definite psychiatric illness.



Appendix (ii)

Specimens

1. Card with classification set out as

actually used by the physicians.

2. Request card to physicians in the
second series patients for noting their
classifications.

3. Cornell Medical Index Questionnaire.



-1 *7 0
i t

CRITERIA FOR ASSESSMENT OF A CASE

1. NO PSYCHOLOGICAL OR PSYCHIATRIC MORBIDITY

2. SOMATIC SYMPTOMS WITHOUT ADEQUATE PHYSICAL BASIS, ANO A PSYCHOLOGICAL
STRESS SITUATION IS SUSPECT.

3. P5YCH0PHYSIOLOGICALREACTIONS. '

a. "Modification" - Patients whose psychological reactions to
Indisputable physical illness are in some way unusual in the
eyes of the observer

(i) Over reaction

(Ii) Under reaction

b. "Psychosomat?c" - Patients presenting with demonstrable physical
illness where psychological stress has been important in the
development of thecondition,

c. "Conversion" - Patients presenting with physical symptoms though
having no demonstrable physical illness yet have a clear
association of a psychological stress situation.

4. PSYCHOLOGICAL SYMPTOMS OR ABNORMAL FEATURES.

(not amounting to formal psychiatric illness)

a. Symptoms of a psychological nature complained of by patient and
confirmed by the physician,

b. Features of psychoiogicai abnormality noted by the physician,
(e.g. anxious, depressed or tearful, Irritable, nervous and/or
unable to cope with.life's routine).

5. CHARACTER DISORDER - Personality Markedly abnormal

Whether related to presenting illness or not,

6. FORMAL PSYCHIATRIC ILLNESS.

a. Neurosis - Anxiety state, reactive depression, hysterical state
asthenia, etc. not clearly related to "Social pathology".

b. Senile Mental disorder - Dementia etc,

intellectual subnormality
d. Psychosis

7, OTHERS NOT COVERED BY ABOVE,

PATIENTS AGE I5 to 64 INCLUSIVE.

NO CONSULTATIONS IN THE PAST THREE MONTHS.

Specimen card containing criteria for
classification of a case used by the
physicians throughout the study.



NAME

No. 1.® "2r. Date ^ \ ["'.l .'f"°

******** I
Category No.^-and Sub-class

Physician's Signature

Speclaen form attached to patient's
case file In Series II as signal to
physician for recording his
classification and identify*
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History Number-

CORNELL MEDICAL INDEX

HEALTH QUESTIONNAIRE
at

ir

ne_

Your
Home
Address.

Old Are You?_ Circle If You Are . . Single, Married, Widowed, Separated, Divorced.

:le the Highest
r You Reached
school 11 2 3 4 5 6 7 8

Elementary School
12 3 4

High
12 3 4

College

What Is Your
Occupation ?_

Directions: This questionnaire is for WOMEN ONLY.
If you can answer YES to the question asked, put a circle around the (Yes)
If you have to answer NO to the question asked, put a circle around the (No)
Answer all questions. If you are not sure, guess.

Do you need glasses to read? Yes No

Do you need glasses to see things at a dis¬
tance? Yes No

. Has your eyesight often blacked out com¬
pletely? Yes No

j. Do your eyes continually blink or water? Yes No

. Do you often have bad pains in your eyes? ...
Yes No

. Are your eyes often red or inflamed? Yes No

. Are you hard of hearing? Yes No

. Have you ever had a bad running ear? Yes No

Do you have constant noises in your ears? Yes No

L Do you have to clear your throat frequently? Yes No

. Do you often feel a choking lump in your
throat? Yes No

. Are you often troubled with bad spells of
sneezing? Yes No

Is your nose continually stuffed up? Yes No

i. Do you suffer from a constantly running
nose? Yes No

. Have you at times had bad nose bleeds? Yes No

Do you often oatch severe colds? Yes No

. Do you frequently suffer from heavy chest
colds? Yes No

. When you catch a cold, do you always have
to go to bed? Yes No

. Do frequent colds keep you miserable all
winter? Yes No

20.

21.

22.

23.

24.

25.

26.

27.

C

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Do you get hay fever? Yes No

Do you suffer from asthma? Yes No

Are you troubled by constant coughing? Yes No

Have you ever coughed up blood? Yes No

Do you sometimes have severe soaking sweats
at night? Yes No

Have you ever had a chronic chest condition? Yes No

Have you ever had T.B. (Tuberculosis) ? Yes No

Did you ever live with anyone who had T.B. ? Yes No

Has a doctor ever said your blood pressure
was too high? Yes No

Has a doctor ever said your blood pressure
was too low? Yes No

Do you have pains in the heart or chest? Yes No

Are you often bothered by thumping of the
heart ? Yes No

Does your heart often race like mad? Yes No

Do you often have difficulty in breathing? ... Yes No

Do you get out of breath long before anyone
else? Yes No

Do you sometimes get out of breath just sit¬
ting still? Yes No

Are your ankles often badly swollen? Yes No

Do cold hands or feet trouble you even in hot
weather? Yes No

Do you suffer from frequent cramps in your
legs? i Yes No

Has a doctor ever said you had heart trouble? Yes No

Does heart trouble run in your family? Yes No

right 1949
in T.T S. A.

Cornell University Medical
1300 York Avcuuc, New Yoik

College
21, N. Y.

OPEN TO NEXT PAGE



D

41. Have you lost more than half your teeth? Yes No
42. Are you troubled by bleeding gums? Yes No
43. Have you often had severe toothaches? Yes No
44. Is your tongue usually badly coated? Yes No
45. Is your appetite always poor? Yes No
46. Do you usually eat sweets or other food be¬

tween meals? Yes No

47. Do you always gulp your food in a hurry? ... Yes No
48. Do you often suffer from an upset stomach? Yes No
49. Do you usually feel bloated after eating? Yes No
50. Do you usually belch a lot after eating? Yes No
51. Are you often sick to your stomach? Yes No
52. Do you suffer from indigestion? Yes No
53. Do severe pains in the stomach often double

you up? Yes No
54. Do you suffer from constant stomach trouble? Yes No
55. Does stomach trouble run in your family? ... Yes No
56. Has a doctor ever said you had stomach

ulcers? Yes No

57. Do you suffer from frequent loose bowel
movements? Yes No

58. Have you ever had severe bloody diarrhea? ... Yes No
59. Were you ever troubled with intestinal

worms? Yes No

60. Do you constantly suffer from bad con¬
stipation? Yes No

61. Have you ever had piles (rectal hemor¬
rhoids) ? Yes No

62. Have you ever had jaundice (yellow eyes
and skin) ? Yes No

63. Have you ever had serious liver or gall blad¬
der trouble? Yes No

E

64. Are your joints often painfully swollen? Yes No
65. Do your muscles and joints constantly feel

stiff? Yes No

66. Do you usually have severe pains in the arms
or legs? Yes No

67. Are you crippled with severe rheumatism
(arthritis) ? Yes No

68. Does rheumatism (arthritis) run in your
family? Yes No

69. Do weak or painful feet make your life
miserable? - Yes No

70. Do pains in the back make it hard for you to
keep up with your work? Yes

71. Are you troubled with a serious bodily dis¬
ability or deformity? Yes

F

72. Is your skin very sensitive or tender? Yes
73. Do cuts in your skin usually stay open a long

time? Yes

74. Does your face often get badly flushed? Yes
75. Do you sweat a great deal even in cold

weather? Yes

76. Are you often bothered by severe itching? ... Yes
77. Does your skin often break out in a rash? Yes

78. Are you often troubled with boils? Yes

G

79. Do you suffer badly from frequent severe
headaches? Yes

80. Does pressure or pain in the head often make
life miserable? Yes

81. Are headaches common in your family? Yes
82. Do you have hot or cold spells? Yes
83. Do you often have spells of severe dizziness? Yes
84. Do you frequently feel faint? Yes
85. Have you fainted more than twice in your

life? Yes

86. Do you have constant numbness or tingling
in any part of your body? Yes

87. Was any part of your body ever paralyzed? Yes
88. Were you ever knocked unconscious? Yes
89. Have you at times had a twitching of the face,

head or shoulders? Yes

90. Did you ever have a fit or convulsion (epi¬
lepsy) ? Yes

91. Has anyone in your family ever had fits or
convulsions (epilepsy) ? Yes

92. Do you bite your nails badly? Yes
93. Are you troubled by stuttering or stammer¬

ing? Yes
94. Are you a sleep walker? Yes
95. Are you a bed wetter? Yes
96. Were you a bed wetter between the ages of

8 and 14? Yes

GO TO NEXT PA



M

145. Do you sweat or tremble a lot during exam¬
inations or questioning? Yes No

146. Do you get nervous and shaky when ap¬
proached by a superior? Yes No

147. Does your work fall to pieces when the boss
or a superior is watching you? Yes No

148. Does your thinking get completely mixed up
when you have to do things quickly? Yes No

149. Must you do things very slowly in order to
do them without mistakes? Yes No

150. Do you always get directions and orders
wrong? Yes No

151. Do strange people or places make you
afraid? Yes No

152. Are you scared to be alone when there are no
friends near you? Yes No

153. Is it always hard for you to make up your
mind? Yes No

154. Do you wish you always had someone at your
side to advise you? Yes No

155. Are you considered a clumsy person? Yes No
156. Does it bother you to eat anywhere except in

your own home? Yes No

N

157. Do you feel alone and sad at a party? Yes No
158. Do you usually feel unhappy and depressed? Yes No
159. Do you often cry? Yes No
160. Are you always miserable and blue? Yes No
161. Does life look entirely hopeless? Yes No

162. Do you often wish you were dead and away
from it all? Yes No

O

163. Does worrying continually get you down? Yes No
164. Does worrying run in your family? Yes No
165. Does every little thing get on your nerves and

wear you out? ^es No
166. Are you considered a nervous person? Yes No
167. Does nervousness run in your family? Yes No
168. Did you ever have a nervous breakdown? Yes No
169. Did anyone in your family ever have a ner¬

vous breakdown? Yes No

170. Were you ever a patient in a mental hospital
(for your nerves) ? Yes

171. Was anyone in your family ever a patient in
a mental hospital (for their nerves) ? Yes

P

172. Are you extremely shy or sensitive? Yes
173. Do you come from a shy or sensitive family? Yes
174. Are your feelings easily hurt? Yes

175. Does criticism always upset you? Yes
176. Are you considered a touchy person? Yes
177. Do people usually misunderstand you? Yes

Q
178. Do you have to be on your guard even with

friends? Yes

179. Do you always do things on sudden impulse? Yes
180. Are you easily upset or irritated? Yes

181. Do you go to pieces if you don't constantly
control yourself? Yes

182. Do little annoyances get on your nerves and
make you angry? Yes

183. Does it make you angry to have anyone tell
you what to do? Yes

184. Do people often annoy and irritate you? Yes
185. Do you flare up in anger if you can't have

what you want right away? Yes
186. Do you often get into a violent rage? Yes

R

187. Do you often shake or tremble? Yes

188. Are you constantly keyed up and jittery? Yes

189. Do sudden noises make you jump or shake
badly? Yes

190. Do you tremble or feel weak whenever some¬
one shouts at you? Yes

191. Do you become scared at sudden movements
or noises at night? Yes

192. Are you often awakened out of your sleep by
frightening dreams? Yes

193. Do frightening thoughts keep coming back in
your mind? Yes

194. Do you often become suddenly scared for no
good reason? Yes

195. Do you often break out in a cold sweat? Yes



Have your menstrual periods usually been
painful? Yes No

Have you often felt weak or sick with your
periods? Yes No

Have you often had to lie down when your
periods came on? Yes No

Have you usually been tense or jumpy with
your periods? Yes No

Have you ever had constant severe hot flashes
and sweats? Yes No

Have you often been troubled with a vaginal
discharge? Yes No

Do you have to get up every night and
urinate? Yes No

During the day, do you usually have to
urinate frequently? Yes No

Do you often have severe burning pain when
you urinate? Yes No

Do you sometimes lose control of your blad¬
der? Yes No

Has a doctor ever said you had kidney or
bladder disease? Yes No

Do you often get spells of complete exhaustion
or fatigue? Yes No

Does working tire you out completely? Yes No

Do you usually get up tired and exhausted in
the morning? Yes No

Does every little effort wear you out? Yes No

Are you constantly too tired and exhausted
even to eat? Yes No

Do you suffer from severe nervous exhaus¬
tion? Yes No

Does nervous exhaustion run in your family? Yes No

Are you frequently ill? Yes No
Are you frequently confined to bed by ill¬

ness? Yes No

Are you always in poor health? Yes No

Are you considered a sickly person? Yes No

Do you come from a sickly family? Yes No

176
120. Do severe pains and aches make it impossible

for you to do your work? Yes No

121. Do you wear yourself out worrying about
your health? Yes No

122. Are you always ill and unhappy? Yes No
123. Are you constantly made miserable by poor

health? Yes No

K

124. Did you ever have scarlet fever? Yes No
125. As a child, did you have rheumatic fever,

growing pains or twitching of the limbs? Yes No
126. Did you ever have malaria? Yes No
127. Were you ever treated for severe anemia (thin

blood) ? Yes No

128. Were you ever treated for "bad blood"
(venereal disease) ? Yes No

129. Do you have diabetes (sugar disease) ? Yes No
130. Did a doctor ever say you had a goiter (in

your neck) ? Yes No
131. Did a doctor ever treat you for tumor or

cancer? Yes No

132. Do you suffer from any chronic disease? Yes No
133. Are you definitely under weight? Yes No
134. Are you definitely over weight? Yes No
135. Did a doctor ever say you had varicose veins

(swollen veins) in your legs? Yes No
136. Did you ever have a serious operation? Yes No
137. Did you ever have a serious injury? Yes No
138. Do you often have small accidents or in¬

juries? Yes No

L

139. Do you usually have great difficulty in falling
asleep or staying asleep? Yes No

140. Do you find it impossible to take a regular
rest period each day? Yes No

141. Do you find it impossible to take regular daily
exercise? Yes No

142. Do you smoke more than 20 cigarettes a
day? Yes No

143. Do you drink more than six cups of coffee or
tea a day? Yes No

144. Do you usually take two or more alcoholic
drinks a day? Yes No

TURN TO NEXT PAGE
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. Have you ever had anything seriously wrong
with your genitals (privates) ? Yes No

Are your genitals often painful or sore? Yes No

Have you ever had treatment for your geni¬
tals? Yes No

Has a doctor ever said you had a hernia
(rupture) ? Yes No

Have you ever passed blood while urinating
(passing water) ? Yes No

Do you have trouble starting your stream
when urinating? Yes No I



170. Were you ever a patient in a mental hospital
(for your nerves) ? Yes

171. Was anyone in your family ever a patient in
a mental hospital (for their nerves) ? Yes

P

172. Are you extremely shy or sensitive? Yes
173. Do you come from a shy or sensitive family? Yes
174. Are your feelings easily hurt? Yes
175. Does criticism always upset you? Yes
176. Are you considered a touchy person? Yes
177. Do people usually misunderstand you? Yes



Appendix (iii)

Special statistical procedure

Calculation of Kendall's 'tau'-T and p values
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APPENDIX fiii)

Calculation of Kendall's 'tau* - T.

In any contingency table the value of 'tau' is calculated using the

following formula.

2S

(n2 - $ t2) (n2 - i U2)

The method of obtaining the values of S, n, t, and u, is demonstrated

from the numerical example given below where, two ranked judgments I, II and III

and A, B and C are distributed as shown

A B c u

I 4 1 1 6

II 0 2 3 5

III 2 2 2 6

t 6 5 6 17 - n

The value of ,S' is obtained by totalling the products of each value in

the table with every other value that is not in the same row, column, or

above it. Products of each value with all other values to its right are given a

+ re connotation and products with those to its left are given a - re one.

Thus in the above example starting from the top left corner -

S - 8 + 12 + 0 + 8 + 3 + 2 -2 -2 -2 -2 +4 -4 -6 -6

- 45 - 24

■= 21
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it2 -56 + 25 +56 - 97

i u2 -36 + 25 +36 - 97
n2 - (17)2 - 289

2 x 21

'/ (289 - 97) x (289 - 97)

- - £i21
192

The hi^ier the 'tau' - T value the better the correlation, Unity being the

highest possible, although in any actual contingency table a value of unity may

not be obtainable.

To calculate the variance of *S' for indicating the significance of the

correlations the following formula has to be applied.

Variance of S - 2(n^ ~ £ t^ - £ u^) + 3(n2 - $ t2 - i. u2) + 5n
18

+ ($. t^ - 3^ t2 + 2n)(^ u* - 3^ u2 + 2n)
9n (n - l)(n- 2)

♦ (^ t2 - n){i u2 - n)
2n (n - 1)

~~7
Unit normal deviate . S

/ Variance of S
V

Values of 'p' to ascertain the significance of the 'T1 values were obtained

by reference to the usual tables of the normal distribution, and expressed as

p> - or < .1, .05, .01, .001 etc.



Append (iv)

Contingency tables (i - lvi) relating to each pair of

classifications showing their 'tau' correlations, 'p'

values of significance, and their corresponding

percentages of agreement.



i.

TABLE

Series ....J.

Physician . P. Assessment

Physician
0

Assessment

1

Categories

I

1

II in 1
Sample

1 2

3

8/

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

I 1 13 - 1 pm 1 1 16 16

II

2 1

4

- 1 1 1 4

143a 2 1 1 8

3b 1 1 2

3c

III

> 4a 1 2 3

4

4b 1 1

5

6a
'

6b

6o 1
Sample

18 ! ! 5 3 5 3 I
i 1

1
1 34

34

34
18 13 3

Kendall's 'tau' = .550 p^OOl

I = No psychiatric involvement

II = Snapooted psychiatric involvement )

)

Percentage agreement
•i5

III = Definite psychiatric illness

Overall

Pull

81.5

61.1

70.6

Partial

11.1

Nil

18.7

27.8

5.9 23.5
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



ii,

TABLE

Series IJ..

»0'
Physician Assessment

Physician

0

Assessment

1

Categories

I 11 III

1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 9 1 1 11 11

II

2 5 2 1
r

1

c—

5 12

19
3a 2 1 1 4

3b 1 1 1 3

3c

III

4a

2

4b

5

6a 1 1 2

6b

6c
... .

Sample 1? e\ 4 2 6 1 32

32
32

4,3 12 7

Kendall's tau* = .627 p^-.OOOl
I = No psychiatric involvement

II = Su3pocted psychiatric involvement )

)III = Definite psychiatric illness

Overall

Percentage agreement
*

Partial NilFull

8l.8

57.1 25.8

18.2

19.0

65.6 15.6 18.8
* Partial Agreement - Only when the shift is between categories II & III,

Contingency table showing correlation of classifications
of physicians.



TAPIS

iii.

Series
I

Physician Assessment

ysician

»• • • A

essmenfc

'l

I II III

Categories 3 3 3 4 4 5 6 6 6 Sample

1 2 a b c a b a b c

I 1

2 ji

II
3a

2

3b ;

3e

4a
—±- -±— 7' - -

4b

III
5

.

6a >

6b
I 8

6c 1

Sample
2 2 5 7

^..-17: .4
Percentage agreement

I = No psychiatric involvement

= Suspected psychiatric involvement )

)III = Definite psychiatric illness

Full

100#

60#

Partial Nil

40#
Overall

* Partial Agreement - Only v/hen the shift is betweenTia^goriS^i? & III. ~

Contingency table showing correlation of classifications
of physicians.



TABLE 1V*

Series .... XI

Physician Assessment

I = No psvohiatric involvement

II = Suspooted psychiatric involvement )

Percentage agreement

Full Partial Nil

80 - 20.0

III = Definite psychiatric illness

Overall

50

71.4

50.0

28.6
* Partial Agreement - Only when the shift is between categories II & III.

Contingencjr table showing correlation of classifications
of physicians.



TABLE
V.

Series ..,

Physician

it •

B Assessment

Physician

a

I

"

II III

Categories
1 2

3

a

3

b

3

c

4

a

4-

b

5 6

a

6

b

6

c

Sample

I 1 6 6 6

2 r
II

3a 1 1 1 3

3b 1 1 5

3C 1 1

4a

4-b
1 I

III
5 1 * ! 4
6a

1

6b

6c

Sample
a X 1 1 1 12

8 1 2 2 12 12

I = No psychiatric involvement

= Suspected psychiatric involvement )

)= Dsft^lte psychiatric illness

Percentage agreement
i'-

Pull Partial Nil

100

50 16.7 55.5

Overall
75 25

* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TABLE vi.

Series jvg

Physician .. Assessment

Physician

Assessment

I 11 Ill 1
SampleCategories

1 2

3

a

3

b

3

c

4

a

4

b

3 6

a

6

b

6

c

I 1 6 1 6 6

II

* ! 1 1
!

2

2

3a

3b

3c
f

.

III

4a
_

4b

5

6a

6b
1

6c

Sample 7 I 1 8

8 87 | 1

I = No psychiatric involvement

= Suspooted psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

Percentage agreement
*

Pull Partial Nil

100

50 - 50

87.5 - 12.5
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



vii.
TABLE

Series ...I.

C
Physician .. Assessment

Physician

...... P.

isessmenfc

I II III

Categories 3 3 3 4 4 5 6 6 6 Sample

1 2 a b c a b a b c

I 1 8 8 8

2

■

II
3a

3b 4

3c 1 1 2 4

4a 1 1

i

2

4b

III
5

6a 2

6b

6c

Sample
9 2 1 2 14

9 5 2 14 14

Percentage agreement

I = No psychiatric involvement

= Suspected psychiatric involvement )

)III = Definite psychiatric illness

Overall

Pull

100

>5.5

71.4

Partial

50

21.4

Nil

16.7

7.1
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TABLE
viii.

Series ...

Physician

II

C
Assessment

Physician
c

Assessment

1

I = No psychiatric involvement

H = Snapocted psychiatric involvement )

HI = Definite psychiatric illness
)
)

Overall

72.7

50

69.2

I 11 III

Categories 3 3 3 A A 5 6 6 6 Sample

1 2 3. b c a b a b c

I X 8 2 1 11 11

2 .J
II

3a ( 1 1

3b 1 1
O
Cm 2

3c

Aa r
Ab

.

III
5

' ' ' '

6a

6b

60

9 5 1 15

9 ! 4 - 15 15

Nil

27.5

50

- '

V,, 30.8
* Partial Agreement ~ Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TABLE
ix.

Series £

D
Physician Assessment

Physician

......

Assessment

Categories

I II in

1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1
.

3 3

II

2 1 1

5
3a 1 1

3b

3c 3 3

III

4a

3

4b 1 1

5 1 1

6a

6b

6c 1 1

Sar 4 1 3 2 1 I 11

11 114 I 3 4

Percentage agreement

I = No psychiatric involvement

II = Suspected psychiatric involvement )
'

)
III = Definite psychiatric illness )

Full

IOO

75

Partial

12.5

Overall 8,1.8 9.1
Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians-.

Nil

12.5

9.1



X.

TABLE

Series XI

Physician ... Il Assessment

Categories

I II III

1 2

3

cl

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 6

i

! 6 6

II

-

~rz 1 2

3a i 4

3b

'

3c

" 1 1

2 1 2

III

4a

"" jr- -

1

4b

5 1 I

6a

6b

6c

Sample 7 I 3 1 n

li 117 3 1

Percentage agreement
♦i*

Full Partial Nil

I = No psychiatric involvement 200 - -

II = Suspocted psychiatric involvement ) Qq _ go

III = Definite psychiatric illness )

Qvera11 90.9 - S.l
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



xi.

TABLE

series I

E
Physician Assessment

Physician

Assessment

Categories

I II III

Le

1 2

3

a

3

b

3

c

4

a

4

b

5
y
o

a

6

b

6

c

Samp!

I 1 l S

f

5 I 5

II
3a 1 1 1 3

3'b
5

3c !
- -

1 1 2

III

4a f
4b i 1

5
i

6a 1

6b
~

6c

Sar 6 ! 2 2 1 11

11 ; 11! ^ 1

Percentage agreement

Fall Partial Nil

I = No psychiatric involvement

II = Suspocted psychiatric involvement )
I - •• j. .* t , M

III = Definite psychiatric illness

Overall

10G

50

72.7

25

13.6

25

13.6
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TABLE
Xii.

Series . ....II

Physician ... F. Assessment

Physician

Assessment

1

Categories

I 11 III

1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 2

:

2 2

II

2

™

3a I 1 2

7
y

3b 1 1

3c

III

4a 1 1

- J

[ a

y

4-b 1 1

5

6a

6b

6c

Sample » I. 2 2

XJ\D 95 4

,'":L , A L i -:-
I = No psychiatric involvement

II = Suspected psychiatric involvement )

III s= Definite psychiatric illness )

Percentage agreement

Full Partial Nil

100

16.7 50 22.2

Overall 44.4 - i?22.2 22.2
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TABLE
xiii

Series I...

I?
Physician Assessment

Physician

. F

issessmant

I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

100

85.7

87.5

14.2

12.5

Categories

I II III 1
1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I

II

1 1 1 1 1

2

(4

3a 3 5

3b

3c 1 1 2

III

4a

. •». —

2

4b

5

6a j 1 1 2

6b

6c

Sample . 1

1

13 2 1 6

8 1 8i 6 1

Nil

* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TABLE xiv.

Series ... XI

Physician . Assessment

Physician

F

Assessment

Full Partial Nil

I = No psychiatric involvement 2,00 - -

II = Suspected psychiatric involvement )
~~

)
III = Definite psychiatric illness )} 75 25

Overall
90.9 9.1

* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



TAPIS XV.

Series * ,

Physician ....A Assessment

Physician

.,... A.

Assessment

1

Categories

ij
\

i
11

1
III

Sample

>

1

—

2

3

a

3

b

3 1
0

i

4

a

4

b

5
r
O

a

6

b

6

c

i

I 1

I
1

151
t

2 1 J i is 18

II

2 ii

1
1
<»

j(

13

3a x'j 1
!1
i!

(

! 4

5'b l' '
. 1 K 2 § 1 ! 4

3 c 2 1

'

ii! '
jl

i 5

TII

4a
r—

1

r~—
j !

1 1 1

"

1 3 j
3

4b
1
1

1 1 1
r 1 li

\

r

oa
1

„ .. . .

1

i ( i
1 !
1

1 }

O k> s i 1 1jl
60

..... j
j i

I

i
\

1 !

Sample 19 6 5 1 2 1
:

34
»

| , .....

Kendall*• •tau* a .590 p < ,001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement

)

Full

83.3

68.8

Partial

6.7

Nil

16,7

...

)

Overall _ __ , _ _

76.5 20,6 2.9
* Par'l'"a-- Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation sifications
of physicians.



TAPIg xvi *

Series ??

Physician .. A. Assessment .... X ,

Physician

...... D.

Assessment

2

Categories

ij
\

j

i
11

!
HI

_ . . ,

Sample

1 2

3

a

3

b

i

3

G !
j

4

a

4

b

5 6 6

b

6

c

I i
1

aji 1
p f 13 13

II

"Tfl ~ f j

12

3a J 1
(
j 1

i x! ft
« 6

3'b
1

1 1 1 2S
r

]
{ 4

3c uj 1
•;
1 2

TII

4a 1 1
!

1 1 2

7

4b 1 1
i

| 1
P

I
1
1

)
I

6a 1 i
i

\

6 b |
6c

: \

i
f 1 1

i

!

18 i 1 2 3 2 CMH 32 ^
1

[1jfL
( S

8 1i O |
__ 6

Kendall's »tau» = .534 p < .001

I = No psychiatric involvement

II = Sngpeoted psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement

Pull Partial Nil

)
)

84.6

52.6 10.5

65.6 6.3
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation i^irlrftsifications
of physicians. '

15.4

36.8

28.1



TA1?T,E
XVii.

Series

Physician

X

B Assessment

Physician

Q■>»«•••« rm

Assessment

2

Kendall's * tan * « .650 p < .0001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness
)
) 50 12.5

Overall

Categories

I
1

11
i

HI

u-

1

■

2

3

a

3

b

1,1

5 1
0 i

4

a

4

b

5
r
D

a

6

b

6

c

Sample

1

I 1 18
i

f
1
1 L

I
18 1 18

II

2 "™r f
li

f
\

3a 3! 1 1 \
! 4

3b X ! 1 1 1 \ i 4 13

3c X 1 2 1 ■"If J 1 *
? 5

III

4a
r

x 1 1

_

f 3

3

4b
1

!
\

\
h

-*•

!
1
i

,

)

6a I
| |

6b 1

i I
6o i ! i

Sample

15 " 1

24 I 3 4 2 1 1 | 34 'ft I

24 jj 10

Nil

76.8 5*9
* Partial Agreement - Only when the shift is between categories II & III.

between
. .

Contingenc3r table showing correlation oy classifications
of physicians.

37.5

17.6



xviii.
TABLE

Series 11

n

Physician Assessment

Physician

.......0

Assessment

2

Categories

>

I I
1

II HI

Sample

1 2

3

a

3

b

i

3 1
c

1

4

a

4

b

5 6

a

6

b

6

c

I 1 1 1! 12 i 1 f 13

II

.

2
\

f

12

3a

......

4 1 1
i
!
1

l

3 b .1 1 i 1 4

3c 1
1
s

i 1 2

III

4a
1 1 1 1 J 0\

'

7

4o
i

i 1

i

1 1

5
1

)
1

6a | i
6b

6c 1

Sample
20

I

>2111 32

20 5 7

Kendall*s *tau* = .600 p < .001

I = No psychiatric involvement

II = Snspocted psychiatric involvement )

III = Definite psychiatric illness
)
)

Full

92.3

42.1

Partial

13.8

Nil

7.7

42.1

Overall
62.5 9.4 28.1

* Partial Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation yy classifications

of physicians.



xix.
TABLE

Series *

Physician ..p. Assessment ...,3k

Physxcxsn

0

fTrlOr"rh

Kendall's *tan' = .555 p < .001

I = No psychiatric involvement

II = Susnocted psychiatric involvement )

III = Definite psychiatric illness )

Percentage agreement

Full Partial Nil

94.4 - 5.6

31.3 25.0 43.7

-- 64.7 U.8 23.5
* Partial- Agreement — Only ¥;hen the shift is between categories II & III.

Contingency table showing correlation^^wW9ssifications
of physicians. '



XX.

TABLE

series ?A.

Physician .. y. Assessment

Physician

...... P.

J\ o ,j G o STPG'n'h

2

Categories

i i
1

i
II HI

.e

2

3

ci

3

b

3 1
c !

4

a

4

b

5 6
n
qjt

6

b

6

c

SampI

1

1! 1
I

12 ; 1
|
I 1 13 „ii.

2 1 i;

u r ;

!! LJ "1 I
ii

3a *1 j 2
'

i
|
[ ! >

;
6

123 b i I «i i> i L

3c J.L ■».—A ,rn JI «_J
Aa 71 i 11 7 vo

h

i

ii

HI

4b
.

i

i ! i | \
j |

7
5 ii

i I
)
|

6a i \

!

!

!

j ;
*
i |

C'-jO v

i

$

i |$i i

6c |
i !

i i |
Sample [ 6 2

I j
2 1 2

i
32

19 8i 8 j !. 5

Kendall's 'tau* = .620 p < .0001

I = No psychiatric involvement

IT = Suspected psychiatric involvement )

III = Definite psychiatric illness )

Percentage

Pull Partial

92.3

47.4 15.8

Overall 65.6 9.4
* P&3~t:Ul Agreement - Only when the shift is between categories II &

Nil

3.03

36.8

25.0
III.

Contingency table showing correlation°$|w%3ftssIfications
of physicians.



xxi.
TABLE

Series

Physician . Assessment ....A

sicisn

0

ssnsnfc

2

Categories

11 11
1! !

Ill

— 1

i
L

j Sample
1

l 2

3

a

3

b I !
i u

4

b

5
r
<o

a

6

b

6

c

i 1

i
!

17! | |
{

18

11

2 1! i
5i

. _

1

13

3a 4! j
i
1

! I V

3b ii ! i 2 1 s .

3C 2 j 1 2 lj 5

III

'

—-'1
4a

r
1

r"~"

! 2 s
* (1

in!

3

4b
i

i
t 1

I

i

5 j1
i

5
}

6a I

!
[

i j
6b 1

i

6c
[ !

25 s 1 1 2 4 JL
{

34

_JijsL.
I

1 8 1

Kendall's 'tau* a .464 p < .01

I = No psychiatric involvement

II = Suspected psychiatric involvement )
III = Definite psychiatric illness ) 37.5 12.5 50.0

Overall
67.6 5.9 26.25

* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlatioxPt3®Wassifications
of physicians. '



xxii.

T.-VBT-E

Series JI.

Physician „. „ Assessment

Physician

». 0

Assessment

Kendall's 'tau* = .390 p < .01

I = Fo psychiatric involvement

XI = Suspected psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

36.8

56.3

10.5

6.3

52.6

37.5
* Panilal Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation ssifications
of physicians.



xxiii

TABLE

Series ?.

£
Physician ............ Assessment

Physician
0

Assessment

2

Categories

I II in

,e

1 2

3

a

3

b

3

0 !
4

a

4

b

5 6

a

6

b

6

c

Samp"

..

I 1 l*| . 1 1 18 18

II

2 ! 1 T" r
!

13

3a 3 1

.

! *
3b 2 1 1 1

3c 2 1 1 | r~ 1

III

4a
i——

2 1

£7

I 3

3

4b
i
i

i \

5 i
i

i

6a

6b !
6c i i i

Sample 23 '■- ■? 4 2 34

23 J
Kendall's *tau* <= .522 p < .001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement

Full Partial Nil

)
)

Overall

88.9

31.3

61.8

25.0

11.8
* Partial Agreement — Only when the shift is between categories II & III.

11.1

43.7

26.5

Contingency table showing correlation*8^*^!?!.
of physicians.

ssifications



TABU
xxiv.

Series ..„ IX

BPhysician Assessment

Physician

a

Assessment

Categories

I II III

.e

1 2

3

a

3

b

3

c i
i

4

a

4

b

5 6

a

6

b

6

c

Samp"

I 1
i

Hi
1

1 1
j|Srmm

1

1 j

H
j;

13

II

2
r "j I

I

j
i

12

3a si 1 j 1 ! 6

3'b 1 2 1! k

3c
1

1

1

_J 1

*

i

\ 2

III

4a
1

-™—■-

3 1 6

7

4b
1

1

1
\
i

5 i
1

i
j

6a
! 1 |

i

6b j |
6c s !

Sample 10 ! 1 2 5 1 32

JLI - .. £ !... £

Kendall's *tau* = .561 p < .001

I = psychiatric involvement

II = Suspected psychiatric involvement )
)

III = Definite psychiatric illness )

Overall

Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation®Wf^ftassifications
of physicians.



XXV.
'A"BT,E

Series Z

» 1
Fhysrcian ..... Assessment

Physician

Kendall's *tau* = .6% P < .0001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = lie fin Its psychiatric illness )

Percentage agret

Full Partial Nil

83.3 - 6.7

) 68.8 18.8 12.5

Overall 76.5 8.8 12*7
* 4 '"'r3ntent - Only when the shift is between categories II & III.

Contingency table showing correlation oFrTLassifications
of physicians.



xxvi.

Series <R .. ...

Physician Assessment

Physician

.0

Percentage agreement
Kendall's 'tau* = .682 p <. 0001

Full Partial Nil

I = No psychiatric involvement 84.6 — 15*4

IX Suspected psychiatric involvement )—

)
III = Definite psychiatric illness ) 68.4 15.8 15.8

Overall 75.0 9.4 15.6
* Py"y-fl-1__Agreement - Only when the shift is between categories II & III.

Contingency table showing correlatio^ei^e^fkssifications
of physicians. '



xxvii

tapis

Series I

e 1
Physician ............ Assessment 7.

Kendall's ftau* *s .627 p < .CX)01

I = No psychiatric involvement

II = noted psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement

Pull Partial Nil

)
)

Overall

94.6

57.1

70.6

21.4

.8.8* hartiai Agreement - Only when the shift is between categories II &

Contingency table showing correlati<3?*ffl®^lassifications
of physicians.

5.5

21.4

IlfN6



xxviii.
TABTE

Series ....??

physician .9.......... Assessment

sician

... * A

3 GTlBnf;

i

Kendall's 'tau' = .733 P < .0001

I = Ho psychiatric involvement

II = Susraoeted psychiatric involvement )—

)
III = T)eftr Lte psychiatric illness )

Percentage agreemen
V

PartialFull

94.4

57.1 21.4

Overall
78.1 9.4

* Partial Agreement - Only when the shift is between categories II & III

between
Contingency table showing correlation rff classifications

of physicians.

Nil

5.6

21.4

12.5



T.4PIE xxix.

Series

Physician ., „ p. Assessment

Physician
A

Assessment

I

Kendall's *tau* «s .711 P < <>0001

I = No psychiatric involvement

II = Suspected, psychiatric involvement )

III = Definite psychiatric illness
)
)

Percentage agreement

Full Partial Nil

100

33.3 33.3

Overall
70.6 12^.7

* Partial Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation o^classifications

of physicians.

33.3

3A.7



TABLE XXX.

Series ... .p;

n

Physician Assessment

ysician

4

essment

1

Kendall's 'tau* = ,607 p <• 001

I = ho psychiatric involvement

II = Susnoc-ted psychiatric involvement )

III = Definite psychiatric illness )

°ESii Ti.9 6.3
* Agreement - Only when the shift is between categories II & III.

Contingem^ table showing correlationkS^SSSssifications
of physicians. '



xxxl

TABLE

Series

Physician ... Assessment JL

ysician

»»«•

Kendall's *tau* » ,549 p <,001

I = Fo psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

33.3

67.6

20.e

8.0

46.7

* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlatioH®$F®88assifications
of physicians. ^

23.5



xxxli.
TABLE

Series

Physician ...P. Assessment

ysician

A

essrnent

Kendall*s *tau* = .682 p < .CuOl

I = No psychiatric involvement

II = Suspooted psychiatric involvement )
III - Definite psychiatric illness

)
)

Overall

Percentage agreement

Full Partial Nil

94.4 - 5.6

42.9 28.6 28.6

71.9 12.5 15.6
* Agreement - Only when the shift is between categories II & III,

between
Contingencjr table showing correlation at classifications

of physicians.



TABLE

xxxiii.

Series

Physician Assessment

Kendall's *tau' = .356 p < .05

I = Fo psychiatric involvement

II = Suspected psychiatric involvement )

Partial

III = Definite psychiatric illness 40.0 6.7

Overall

53.3

61.8 2.9 35.3
* Partial, Agreement - Only when the shift is between categories II & III.

Contingenc3'- table showing correlation
of physicians.

assifications



xxxiv.

TARE

series

Physician .,3j> Assessment

Physician

A
c- *<•«*«••

A n* o ^ o

Kendall's ,tau* « .583 p <.001

I = No psychiatric involvement

IT = Sur-ooetad psychiatric involvement )
)

III = Definxtg psychiatric illness )

Peroentage agreement

Full Partial Nil

83.3 - 16.7

57.1 21.4 21.4

Overall
_ , _„ „

71.9 9*4 18.8
* Partla1 Agreement - Only when the shift is between categories II & III.

Contingency table showing correlationoS^rlassifications
of physicians.



XXXV.

TAKE

Series t,

F X
Physician ............ Assessment

Kendall's %attt* = .744 P < .0001

1 = Fo psychiatric involvement

II - S .ifocseted psychiatric involvement )
)

III = .Defi7.ii.t3 psychiatric illness )

* harilal Agreement - Only when the shift is between categories II & III.

Percentage agreement
Full Partial Nil

84.2 - 15.8

73.3 20.0 6.7

°™2ii 79.4 8.8 11.8

Contingency table showing correlation oyclassifications
of physicians.



xxxvi.

TARE

Series
II

Physician Assessment

ician

A

X

Peroentage agreement
Kendall's 'tail* a .802 p < .0001 Full Partial* Nil

I = No psychiatric involvement

II •= S'at-7»octed psychiatric involvement )

III = Definite psychiatric illness )

77.8 - 22.2

78.6 21.4

—78.1 9.4 12.5
* Agreemer.it - Only when the shift is between categories II & III.

between.
Contingency table showing correlation o^cxassifications

of physicians. '



xxxviI

TABLE

ZSeries

g
Physician ............ Assessment

Physician

B

Asssssnert

1

Categories

i|
!

11 HI

Sample

1 2

3

a

3

b

3

c !
4

a

4

b

5 6

a

6

b

6

c

_li i„
1

22 I
1

2
i •i9n ! * 24

II

2 11 ! IT 1 | i 3

10

3a 1
• 2

!i
_ II 1 1 i 4

3b i ! 1 i 2

3c ! I
j

III

4a Hf
__

4o
i 1

1
i

\

5 ! t

6a i

i
1
i i

CD
!
i 1

I }

Go
i [ ! !

Sample 24

1

L 4 3 1 2 34

» 1 *■ 6

K.ondall,s 'tau* = ,731 p < ,0001

I - No psychiatric involvement

II = Sicpocted psychiatric involvement )

III = Definite psychiatric illness

Percentage af

Full

)
)

91.7

20.0

Partial

60.0

Overall

Nil

8.3

20.8

70.0 17.6 11,8
* Partial Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation oj classifications

of physicians.



xxxviii.

TAPIS

Series
II

Physician Assessment

Physician
B

Assessment

1

Kendall's 'tau* = .740 p < .0001

I = Fo psychiatric involvement

II - psychiatric involvement )

III = Definite psychiatric illness )

Percentage agre

Full Partial Nil

85.0 - 15.0

66.7 16.7 16.7

Overall
g#3 15( g

* Partial Agreement - Only when the shift is between categories II & III,

between,
Contingency table showing correlation ojf classifications

of physicians.



XXXix.

TAPIS

z
Series

Physician Assessment .....

rysician

B
> <• e * •

f, o 3 rj^porrf*

Categories

pi}

11 1 111II
1

Sample

J
■J, ,

3

a

3

b

3 1
t

O 1

k

a

1+

b

5
r
b

a

6

b

6

c

1

T
J. 1

I
i

23 i
1

iIT" X j 24 24
J

|

j—L

2 i
!

I 1 '( i
i 3f •*

10
3a

' 1 : 1 1 A. ; !
3u

_

• J

.11 1 i 1 j 2 i

3o 8
1

»

x i
i

i i 1 1 1
Aa •11

i

!

..

III

2,0 i
. | ! 1 1

5 j ; II 1
1

*

/ 1

6a 1 1!
11

5
» i
« '

€b i
; :

l|
ij

1

j |
Go S

it
i>

.

it
j!
i\ 1 !

!

25

—

II
1 1 2 4 || 1 I ! 34

J5L 8 J| X 1
Kendall's *tau' * .736 p < ,0001

I - No psychiatric involvement

IT •- Snypooted psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

Peroentage agreement

Full Partial Nil

25.6

80.0

91.2

4.2

20.0

8.8
* Partia1 Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation of classifications

of physicians. *



xl.

TABLE

n
ieries

B 1
Physician Assessment ......

Physician
B

«*•••••«

Assessment

1
<*•••••••#

Percentage agre

Pull Partial Nil
Kendall's 'tau' = .772 p <• 0001

I = No psychiatric involvement or, „
— r ° 95,0 - 5.Q

II = Suspected psychiatric involvement )

III = Definite psychiatric illness )1 58.3 25.0 16.7

Overall 81.3 9.4 9.4
Partial Agreement — Only when the shift is between categories II & III.

between
Contingency table showing correlation classifications

of physicians.



xli

TABLE

I
Series

£
Physician Assessment

Physician
B

Assessment

1
«»•••••••

Categories

I II

... ... 1

III
1

1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 20
. , _ t

1 2 1

'

24 24

II

2
J

2

1 1 3

10

3a 1 1 4

3b 1 1 2

3c 1 X

III

4a

_

r

r
4b

5
1 I

6a

6b

6c

Sample 23 I 2 4 2 2 1 34

2lL 3 3

Kendall's *tau* e .543 p < .001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = DefinIt3 psychiatric illness )

Overall

Percentage agreement

Full Partial Nil

83.3

40.0

70.5

30.0

8.3

16.7

30.1

20.6
* Partial Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation of classifications

of physicians.



xlii.

TABLE

series
II

Physician ., „

S
Assessment

Physician

B

Categories

I ii in |
1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 16 1 3 1 20 20

II

2 A 1
\j 1 2

5

3a if p
ii 1

3b j 1 1

3c I I

III

4a 1 i 1 2

7

4b
2 ,

5

6a

6b
1 % *

6c 1
Sample 1 £ o 32

*

Kendall's ftau* = #668 P <• 001

I = ifo psychiatric involvement

II = Suspocted psychiatric involvement )

-*--1 = Definite psychiatric illness
)
)

Overall

58,3

71.9

25.0

9.4

16.7

18.7
* Partial Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation of classifications

of physicians. '



xliii

TABLE

ISeries

F
Physician Assessment

Kendall's 'tau' = .665 p < .0001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

)III = Definite psychiatric illness

Overall

Percentage agreement

Partial NilFull

70.8

80.0

73.5

29.2

20.0

5.9 20.6
Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation sifications
of physicians.



xliv.

IX
Series

P 1
Physician .. „ Assessment ...

Physician
B

ft ) C t f « • •

Assessment

1

Kendall's »tau' = .775 p < «001

I = No psychiatric involvement

II = Snspocted psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

Percentage agreement

Full Partial Nil

70.0

83.3

75.0

30.0

16.7

6.31

* ha-vtial Agreement - Only when the shift is between categories II & III.
between

Contingency table showing correlation-of classifications
of physicians. '

18.7



xlv.

TABLE

Series 1

D
Physician Assessment

hvsician

cessment

Kendall's •tau' = ,636 p < .0001

I = No psychiatric involvement

= psychiatric involvement )

Percentage agreement

Full Partial Nil

III = Definite psychiatric illness

91,7

10.0

67.6

60.0

17.6Overall

* Partial Agreement - Only vjhen the shift is between categories II & III
between

Contingency table showing correlation of classifications
of physicians.

8.3

30.0

14.7



xlvi.

TABLE

XI
Series

D 1
Physician Assessment ....

_4
—Vm ^n-

Kendall's •tau* = #621 p < .GG01

I = No psychiatric involvement

II = Suspootefl psychiatric involvement )

~ Definite psychiatric illness

Full

89.5

46.2

Partial

23.1

Nil

10.5

30.7

Overall _ _

—— 71.9 9.4 18.7
* P^"tlal Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation erclassifications
of physicians.



xlvii

TABLE

Series X

Physician ... ,*f Assessment

Physician
C

'1.3 s 6 s sment

Kendall's 'tau* = »78l p < .0001
Fall Partial Nil

I = No psychiatric involvement 78 3 - 21 7

~ Suspected psychiatric involvement )
) 10.0 5C.C 40.0

III = Definite psychiatric illness )

Overall 58.8 14.7 26.5
* Partial Agreement - Only when the shift is between categories II & III.

between
Contingency table showing correlation ot classifications

of physicians.



TABLE

xlvlii.

Series .... .3?.

Physician . . Assessment

Physician
C

;sessmerrb

Categories

I ii III

.e

1
1

2

3

cl

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

SampI

'

I 1
JL 1 1

II

2 j

8

3a
1
1

3b
1 ' o ,

3c !
1

III

4a
'

1

2

5

4b
1 1 o

5

6a
1 1 j

6b

6o
I

" ]

Sample 1 .1 « E 1 32

JlJL_

4 1

Kendall*s *tau* » .594 p <. 0001
I = No psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement
5

Full Partial Nil

)
)

89.5

61.5 30.8

10.5

7.7

Overall

* Partial Agreement - Only when the shift is between SategoriHf*3?1 & HI.

Contingency table showing corralatione$F®§l!§assifications
of physicians. /



xlix.

TABLE

Series I.

F
Physician Assessment

Physician

Q

Assessment

1

I II III

Categories
1 2

3

ci

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1

■ 111

17 5 2 24 24

Tj 1

1 1

II
3a 1 2 1 1 *
3b

4

^c

4a !2 1 3

4b 1 1

III
5

6a 1 1 2 6

6b

Go

Sample 17 L 7 4 1 1 1 34

17 L If
I

3* 3^

Kendall's 'tau' = .781* p^OOOl
I = No psychiatric involvement

II = Snapooted psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement

Pull Partial Nil

70.8

60.0

29.2

40.0

Overall 67.6 11.8 20.6
* Partial Agreement - Only when the shift is between categories II & HI.

Contingency table showing correlation of classifications
of physicians.



TABLE

1.

Series . ....IX

F
Physician Assessment

Physician

C-

I II III |
Categories

1 2

3

cl

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 14 1 2 1 1 19 19

2

II
3a

3b 2 1 2 1 1 7
8

3c 1 1

4a 2 2

4b 2 2

III
5

c

6a 1 1
0

6b 1
6c

Sample 14 1, 3 3 2 2 5
I

32

14 11
...

7 32 32

Kendall's 'tau' = .804. p-^.0001

I = No psychiatric involvement

II = Suspected psychiatric involvement )

Percentage agreement

Pull Partial Nil

26.5

I-I ~ Definite psychiatric illness

73.7

84.6 15.4

Overall 78.1 6.5 15.6
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



li.
TABLE

Series ?

F
Physician .... Assessment

hysician

cessment

Kendall's 'tau' = .551 p<.001
I = No psychiatric involvement

= Suspected psychiatric involvement )

III = Definite psychiatric illness
)
)

Overall

Percentage agreement
ii-.-" 1 "■ T" mmmrnmmm

Pull Partial Nil

84.0 12.0

44.4 33.5 22.2

73.3 8.8 17.6
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



Hi.

TABLE

Series . -II

S 1
Physician Assessment

Physician

D

Assessment

1-

Categories

I II III j
1 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Sample

I 1 16 1 5 1 21 21

II

2

■

3a 1

3b

3c 2 1 5

III

4a

7

4b 1 1

5

6a 1 1 1 1 2 6

6b

6c

San 18 125 1 4 1 32

18 9 5 32

Kendall's *tau' = .544 p-^OOl ——■— "*■
Pull Partial Nil

I = No psychiatric involvement 76.2 - 25.8
II = Suspocted psychiatric involvement )

) 45.5 56.4 18.2
III = Definite psychiatric illness )

Overall 65.6 12.5 21.9
* Partial Agreement - Only when the shift is between categories II & HI.

Contingency table showing correlation of classifications
of physicians.



liil.

TABLE

Series

■ci 1

Physician Assessment ...7.

r~*~

i|
r——

II III 1
' Categories

—

i

i

i
7
2 3 3 4 4 5 6 6 6 Sample

i
1 ! 2 ct b c a b a b c

;

I 1 16 |. 5 5 25 25
f —i

i 2 F 1 1

i

! ii
3a 1 1 1

3b
1

1 1 2 8

j
1 3c i2 1 1 4
r -1

4b

hi
5 1
6a 1 1 1 1

|
i

6b i
l

6c 1
!t

r

i

Sample
17 > 7 4 1 1 1 54 f
17

iH vji 2 54 1 54

Kendall's 'tau* = .475 P »01

I - No psychiatric involvement

II = Suspected psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement

Full Partial Nil

)
)

Overall

64.0

66.7

64.7

22.2

5.9

56.0

11.1

29.4
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



liv.

TAELE

Series II...

F
Physician Assessment

-nysxcxcTi

D

ssessnafj

1
' 9 a c s

r
j

J

T=_l

'

II III

' Categories
■ 11 •

3 3 3 4 4 5 6 6 6 Sample

j 1 ! 2 a b c a b a b c

| 1 x 15 3 2 2 1 21 1 21
I 0 I

: :

>

j111
3a 1 1

3b 4
i
i

[ 3c 1 1 1 3

4a

4b 1 1

hi
5

7
6a 1 1 4 6

6b

6c

Sample
14 3 3 3 2 2 - - 5 - - ro

14 11 7 32 1 32

Kendall's 'tau» = .658 p-^-,0001

I g No psychiatric xnvolvement

II = Suspocted psychiatric involvement )

III = Definite psychiatric illness )

Percentage agreement

Pull Partial

61.9

81.8 9.1

Nil

58.1

9.1

Overall 58.9 3.1 28.1
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



lv

TAELE

Series

P
Physician ............ Assessment . .„i.

Physician

E

issessmenb

• -I

i

| Categories
\
1

■*"

j
11 III

Sample

1 O
cL

J

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

i
1 -r

UL 1 14 1 5 2 1 (VIWtfc.llHIM*
1!

23
«

;

h
i
j
!

2
1 1 2

8
3a 1 1 1 1 4

3b 1 1 2

3c

Ill

1

f
\

!
[

Aa

3

4b 1 1 2

5

6a 1 1

6b

6c

[

Sample 17 3 7 4 1 1 1 34

34 3417 15 2

Kendall's *tau» « .356 p^.05

I No psychiatric involvement

II = Suspocted psychiatric involvement )

III = Definite psychiatric illness

Percentage agreement
*

Full Partial

)
)

Overall

60.9

54.5

58.5

Nil

39.1

18.2 27.3

5.9 35.3
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians.



lvi

TAELS

Series .... IX .

Physician Assessment

I-hysxcxan i

.s !"

Assessment

1
#

»

x! II III 1
.ej Categories

i
i 2

3

a

3

b

3

c

4

a

4

b

5 6

a

6

b

6

c

Samp"

I 1 14 1 1 1 18 18

L
i

!
1

2

— ——1

1 1

'
9

3a 1

1

1 2

3b 1 1 1 1 5

3c 1 1
-a

III

i
|
i

i

4a

5

4b 1 1 2 4 1
5

.

oa 1 1

6b

6c 1
!

Sample X* u_ 3 3 2 2 - - 5 - - 52

3? _ —3? 114 11 7

Kendall's •tau1 - .759 p^_.0001

I - to psychiatric involvement

II = Suspooted psychiatric involvement )

III. = Definite psychiatric illness

Percentage agreement
*

Full Partial Nil

)
)

Cverall

77.8

57.1

68.8

22.2

42.9

18.7 12.5
* Partial Agreement - Only when the shift is between categories II & III.

Contingency table showing correlation of classifications
of physicians..


