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Agreement Among Clinician, Patient, and Independent
Interviewer Ratings of Adaptive Functioning
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Abstract: We examined the interrater reliability and diagnostic efficiency of
clinician report (both the treating clinician and independent expert clinical inter-
viewer) and patient self-report of clinically meaningful information pertaining to
adaptive functioning. A convenience sample of clinicians (N = 80) and patients
(N = 170) from eight community mental health clinics in Israel participated in
the study. Our findings suggest that clinicians overall reliably report on adaptive
functioning of patients (overall correct classification rates range, 0.74–0.98). Yet,
in some areas, theymay fail to collect necessary information such as self-mutilation
history, loss of job in the past 5 years, and adult physical abuse. The patterns of
higher versus lower diagnostic efficiency suggest that both treating clinicians and
independent clinician interviewers tend to make judgments conservatively, essen-
tially sacrificing sensitivity for specificity, not diagnosing events unless they were
certain, thus maximizing false-negatives and minimizing false-positives.
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P sychiatric research commonly relies on patient self-report data on
adaptive functioning and psychopathology to inform treatment rec-

ommendation. Patient reports tap into patients' conscious understand-
ings and representations of themselves and their symptoms and form
a time-efficient way to collect clinically relevant information. However,
reliance on patient self-reports also has a number of limitations. Self-
report measures can be susceptible to social desirability bias and can
substantially be affected by biases related to insight and motivation
(Epstein, 1992; Greenwald et al., 1986; John and Robins, 1994; Paulhus
and John, 1998). Using self-reports can be particularly disputable in
collecting information that require judgments that clients might lack
the objectivity to make (Gritti et al., 2016; Westen, 1997; Westen and
Weinberger, 2004), such as of interpersonal problems (e.g., chronic fear
of abandonment) and personality conflicts (e.g., chronically feeling
guilty) for which clients report seeking treatment (Nakash et al., 2014).

In recent years, a complementary research methodology that pri-
marily relies on practice-based research networks, in which clinicians
collaborate with researchers to study clinical practice in naturalistic set-
tings, has emerged (Nakash et al., 2015; Pincus et al., 1999;Westen and
Weinberger, 2004; Zarin et al., 1997). These networks typically rely on
clinicians to provide information about their patients' characteristics,
functioning, and treatment adherence, while bridging the gap between
research and practice. Importantly, they allow for the ability to collect in-
formation on a large representative samples of patients as described by
expert clinical observers (DeFife et al., 2010; Drill et al., 2015; Westen
and Shedler, 2007; Westen and Weinberger, 2004).

Given the large body of research on limitations and biases in
clinical judgment (Garb, 2005; Grove et al., 2000), alongside the
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increasing use of clinician report methods in psychiatric research, an
important question is whether clinicians can assess reliably and validly
dimensions such as functional impairment and personality functioning.
Two primary objections regarding the use of clinician informants relate
to the lack of comprehensiveness of standard clinical interviewing
practices (Alegria et al., 2008; Nakash et al., 2015) and a bias toward
overpathologizing (Snowden, 2003). Low diagnostic reliability and
concerns around bias in clinical judgment led some researchers to
suggest that clinical information should be obtained almost exclusively
from highly structured and standardized research interviews that tend to
mostly rely exclusively on patient reports (Wood et al., 2002).

Studies that have compared psychiatric diagnoses made by clini-
cians in practice settings with diagnoses on the same patients made
using structured diagnostic interviews, which serve as the gold standard
for diagnosis, have shown significant discrepancies between them
(Basco et al., 2000; Kashner et al., 2003). Although there are a number
of possible reasons for these disagreements (e.g., limited time and dif-
ficulty remembering the criteria), the documented discrepancies sug-
gest that clinicians are applying Diagnostic and Statistical Manual of
Mental Disorders (DSM) diagnoses using a method other than evaluat-
ing each of the relevant diagnostic criteria in sequence to determine
whether each is present or absent. Some research suggests that clini-
cians tend to base their diagnostic decisions on general screener ques-
tions or, at most, on the assessment of one of the diagnostic criteria
needed for full evaluation. Clinicians rarely collect information about
a full set of criteria to establish a correct diagnosis (Alegria et al.,
2008; Nakash and Nagar, 2017; Nakash et al., 2015).

Despite some skepticism about the utility of relying on clinician
reporting, recent data suggest that clinicians can actually make highly
reliable and valid observations while largely being conservative in mak-
ing clinical inferences (DeFife et al., 2010; Drill et al., 2015; Meehl,
1954; Westen and Weinberger, 2004, 2005). Other research docu-
mented that when provided with psychometrically sound instruments
to quantify their clinical observations, clinicians can make reliable ob-
servations (Westen and Muderrisoglu, 2003; Westen and Weinberger,
2005). For example, clinicians are able to make highly reliable
judgments across functional domains using structured scales (e.g.,
Global Assessment of Functioning Scale (GAF) and the Global
Assessment of Relational Functioning) (Hilsenroth et al., 2000).
Westen and colleagues (Westen and Shedler, 2007; Westen et al.,
2012; Westen and Weinberger, 2004) have argued that aggregating
clinical data into similar scales typically developed for self-reports is
one of the best ways to maximize the reliability and validity of clinical
data. Indeed, a previous study that examined the agreement between
patients and their treating clinician showed that clinicians' judgments
about their patients' functioning and histories largely agree with patients'
self-reports (overall correct classification statistics range between
0.74 and 0.96) (DeFife et al., 2010).

In the current study, we expanded this line of research and exam-
ined the interrater reliability and diagnostic efficiency of clinician re-
port (both the treating clinician and independent expert clinical
interviewer) and patient self-report of clinically meaningful information
pertaining to adaptive functioning. Specifically, we examined the agree-
ment between reports of the treating clinician and independent clinician
(who conducted a structured diagnostic interview) and the patient
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report. To capture a broad spectrum of information pertinent to clinical
practice, we collected clinician and patient reports on judgments rou-
tinely made in clinical practice that included current level of adaptive
functioning and clinical history.

METHODS

Setting and Sample
The study was conducted in eight community mental health

clinics in Israel. All participating clinics offer mental health services
to an ethnically and socioeconomically diverse adult patient population.
A convenience sample of clinicians (N = 80) and patients (N = 170) par-
ticipated in the study.We imposedminimal exclusion criteria for patient
participation to maximize generalizability (i.e., actively suicidal and
psychotic patients).

Procedure
We recruited the clinician participants at the clinics through in-

troductory informational meetings. Clinicians were encouraged to par-
ticipate with up to four patients each, maximizing the rate of data
collection while maintaining the diversity of the sample (mean [SD],
2.13 [1.27]). Clinicians referred suitable patients. A research coordi-
nator contacted each patient who agreed to hear about the study and
provided detailed explanation regarding the study's aims and proce-
dures. All aspects of the study were approved by the appropriate in-
stitutional ethics committees at each participating clinic and data
collection was in compliance with all human subject protocols. All
participating patients and clinicians completed an informed consent
form before participation.

Patient participation in the study included two sessions (each
lasting approximately 1.5 hours): a) during the first session, patients
completed a packet of questionnaires assessing demographic, diagnos-
tic, clinical, and etiological information detailed below; b) during the
second session, an independent licensed clinician blind to study goals
and design administered the Structured Clinical Interview for DSM-IV
Axis I and Axis II Disorders (SCID-I/P and SOCD-II). Clinician par-
ticipation was concomitant to patient participation and included com-
pletion of measures assessing psychiatric symptoms and clinical
information about their patients. Both patients and clinicians were
awarded an honorarium of $50 for their participation.

Measures

Structured Clinical Interview for DSM-IVAxis I and Axis II
Disorders (SCID-I/P and SOCD-II)

The SCID (First et al., 1997a, 1997b) is a structured clinical in-
terview designed to assess DSM, Fourth Edition, axis I and axis II dis-
orders in psychiatric population studies. The reliability and validity of
the procedure are well established (Lobbestael et al., 2011; Zanarini
et al., 2000). The SCID was conducted by independent expert research
interviewers (n = 4) whowere licensed clinical psychologists. All SCID
interviewers were blind to study goals and design.

Clinical Data Form
The Clinical Data Form (CDF) includes information on a wide

range of demographic, diagnostic, and etiological variables. It is avail-
able as a clinician report, interview-based report, or patient-report ques-
tionnaire. The CDF has been used in multiple studies (DeFife et al.,
2010; Westen and Shedler, 1999). For this study, SCID independent in-
terviewer and the patient's treating clinician completed the CDF. The
patient completed a self-report version of the instrument. All raters in
the current study were instructed to rate the patient's functioning on
the following items: overall psychological functioning (ranged from
1 = severe personality problems to 5 = high functioning), quality of
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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patients' social and romantic relationships (ranged from 1 = unstable/
absent/conflictual to 5 = stable/strong/loving), social support (number
of close confidants, 1 = none, 2 = very few, 3 = some, 4 = many), phys-
ical health (ranged from 1 = serious/degenerative illness to 5 = few/
occasional health concerns), and historical events relevant to clinical
history, rated either yes or no, including history of suicide attempts,
self-mutilation history, psychiatric hospitalization, arrest within the past
5 years, loss of job because of interpersonal conflicts within the past
5 years, and adulthood physical abuse. Clinicians and interviewers also
completed the GAF (American Psychiatric Association, 2000), a scale
designed for the use of trained clinicians to assess a patient's psychosocial
functioning (Moos et al., 2000).

On the basis of the CDF and GAF, we created a measure of
Global Composite Assessment of Adaptive Functioning integrating
rating on overall personality functioning and CDF items assessing
quality of romantic relationships and friendships, social support, and
educational/occupational functioning, relational functioning (quality
of friendships, quality of romantic relationships, and number of close
confidants), and psychiatric status (clinician GAF score, history of sui-
cide attempts, and psychiatric hospitalization history) (DeFife et al.,
2010). Composite measures for each informant were created by stan-
dardizing (Z-scoring) and then averaging their ratings across multiple
items assessing a given domain.

RESULTS

Sociodemographic and Diagnostic Characteristics of
the Sample

The patients were adult men (n = 69, 40.6%) and women (n =
101, 59.4%) over 18 years of age (mean, 37.5 years; range, 18–70 years).
Patient participants were known reasonably well by the clinician (using
a guideline of having a minimum five clinical contact hours but less
than 1 year to minimize confounds due to treatment; mean [SD] months
in treatment,6.0 [4.6]). Participating clinicians (N = 80) were psychol-
ogists (n = 48), social workers (n = 25), and psychiatrists (n = 7) who
were licensed clinicians or interns in advanced stages of training. For
a full description of the sample, see Table 1.

According to SCID diagnoses, the most prevalent current axis I
diagnosis in the sample was major depressive disorder (n = 34), followed
by generalized anxiety disorder (n = 26), panic disorder (n = 16), social
phobia (n = 14), dysthymia (n = 11), and obsessive-compulsive disorder
(n = 6). As for axis II, the most prevalent current diagnosis in the sample
was obsessive-compulsive personality disorder (n = 45; 26.5%), followed
by borderline personality disorder (n = 21; 12.4%), paranoid personality
disorder (PD) (n = 20; 11.8%), avoidant PD (n = 20; 11.8%), schizoid PD
(n = 14; 8.2%), dependent PD (n = 10; 5.9%), narcissistic (n = 9; 5.3%),
histrionic (n = 8; 4.7%), antisocial personality disorder (n = 4; 2.4%), and
schizotypal (n = 1; 0.6%). According to SCID, more than half of the
sample (n = 98) was diagnosed with at least one axis I or axis II disor-
der. Twenty percent (n = 34) were diagnosed with one axis I or axis II
disorder, whereas 37.6% (n = 64) were diagnosed with two or more axis
I or II disorders. Forty-two percent of the sample were not diagnosed
with any axis I or II disorder according to SCID (n = 72).

Agreement of Patient-, Clinician-, and Independent
Interviewer–Rated Adaptive Functioning Variables

We first examined endorsement rates of each of the adaptive
functioning variables by rater. For ease of interpretation, continuous
variables were dichotomized as follows: overall psychological function-
ing, quality of friendships, quality of romantic relationships and physi-
cal health, with ratings of poor to fair (ratings 1–3), and number of close
confidants, with ratings of none to very few (ratings 1–2), were treated
as endorsement (Table 2). High endorsement rates for poor psychological
functioning, poor quality of friendships, low number of close
www.jonmd.com 117
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TABLE 1. Sociodemographic and Clinical Information for Patient
and Clinician Participants in the Study

Patients
(N = 170), % (n)

Clinicians
(N = 80), % (n)

Sex
Male 40.6 (69) 25.0 (20)
Female 59.4 (101) 75.0 (60)

Age, mean (SD) 37.5 (13.7) 41.6 (9.7)
Country of birth

Israel 75.3 (128) 90.0 (72)
Other 24.1 (41) 8.8 (7)

Relationship status
Single 43.5 (74)
With longtime partner, not married 5.3 (9)
Married 32.9 (56)
Separated/divorced 15.9 (27)
Widowed 1.8 (3)

Education
Less than 12 years 12.4 (21)
High school graduate 20.6 (35)
Certification studies 11.8 (20)
Some college or technical school 21.8 (37)
Technical school graduate 4.1 (7)
College graduate 17.1 (29)
Some graduate school 4.1 (7)
Completed graduate school 6.5 (11)

Currently employed
No 37.6 (64)
Yes 60.0 (102)

Household incomea

Primarily student 10.6 (18)
$0–$1300 31.2 (53)
$1301–$2600 24.1 (41)
$2601–$3900 15.3 (26)
$3901–$5200 2.9 (5)
>$5200 7.7 (13)

Months in treatment with current
clinician, mean (SD)

6.0 (4.6)

Number of sessions, mean (SD) 16.2 (8.4)
Discipline

Psychiatry 8.8 (7)
Psychology 60.0 (48)
Social work 31.3 (25)

Level of expertise
Licensed 71.3 (57)
Trainee 27.5 (22)

Years of experience post-training,
mean (SD)

8.7 (10.9)

Note. Numbers do not add up to 100% due to missing data.
a Mean household income in Israel approximately $4000 per month.
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confidants, and poor quality of relationships (ranging from 35.9% to
69.4%) were documented across all raters. Lowest endorsement
rates were documented for arrest within the past 5 years (ranging
from 2.9% to 4.1%), followed by history of adults physical abuse
(ranging from 5.9% to 12.4%).
118 www.jonmd.com
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We calculated the agreement between raters using interclass cor-
relation coefficient (ICC) for continuous variables and Cohen's kappa
coefficient for categorical variables. Overall agreement among all three
raters in Cohen's kappa was calculated as the arithmetic mean between
all pairs (Light, 1971). Table 3 presents agreement among patient, clini-
cian, and independent interviewer in ratings of composite functioning
variables (e.g., overall adaptive functioning and relational functioning),
as well as for each of the dimensionally rated individual CDF items
(e.g., history of suicide attempts and psychiatric hospitalization).
Agreement rates were high for overall functioning and relational func-
tioning composites (ICC = 0.87 and 0.85, respectively), as well as for
specific items regarding relationships, psychological functioning,
history of suicide attempts, psychiatric hospitalization, and arrest
(ICC ranges, 0.72–0.85; κ ranges, 0.70–0.90). Agreement rates for
psychiatric status composite and physical health were moderate
(ICC = 0.62 and 0.63 respectively) and slight to fair for self-mutilation
history, loss of job, and adulthood physical abuse (κ = 0.38, 0.24, and
0.44, respectively).

We further examined agreement between each pair of raters
(patient-clinician, patient-interviewer, and clinician-interviewer) for all
variables, with particular interest in ratings that had low-moderate reli-
ability to identify variance in disagreement for the disputed items. For
psychiatric status, composite agreement rates were good between
patient and clinician but low for the interviewer-patient and
interviewer-clinician. For physical health, agreement rates were high
between patient and interviewer but low for clinician-patient and
clinician-interviewer. For self-mutilation history, loss of job, and
adulthood physical abuse, agreement rates were similarly low among
all pairs (Table 3).

We also calculated diagnostic efficiency statistics for each of the
categorical variables (e.g., suicide attempts and self-mutilation), sepa-
rately for the clinician-patient and the interviewer-patient (Table 4).
The five statistics calculated were overall correct classification rate
(the overall “hit rate” or proportion of patients and clinicians/interviewers
matching in their response), sensitivity (the ability of clinicians/
interviewers to identify correctly the occurrence of an event that a
patient endorsed), specificity (the ability of clinicians/interviewers
to identify correctly the absence of an event that the patient did not
endorse), positive predictive power (the probability that a patient
endorsed an event the clinician/interviewer identified as having
occurred), and negative predictive power (the probability that the
patient did not endorse an event when the clinician/interviewer did
not endorse it either). As can be seen from Table 4, overall correct
classification rates were high, with concordance rates of 0.74 and
above for interviewers and 0.77 and above for clinicians. For items that
had low interrater reliability (e.g., self-mutilation history), sensitivity
scores were low for both interviewers and clinicians (range, 0.18–0.44),
yet specificity scores remained high (range, 0.89–1.0).
DISCUSSION
In the current study, we examined the interrater reliability and di-

agnostic efficiency of clinician and patient report of clinically meaning-
ful information. The results support the reliability of treating clinician
and independent trained interviewer reports for clinically meaningful
variables related to adaptive functioning and occurrence of significant
events in both childhood and adulthood. Our findings corroborate pre-
vious studies (DeFife et al., 2010) showing high agreement between pa-
tients and their treating clinician in reports of adaptive functioning and
further expand them to show that an independent interviewer who is a
trained clinician can also reliability report on key variables related to
adaptive functioning.

The patterns of higher versus lower diagnostic efficiency suggest
that both the treating clinician and independent clinician interviewer tend
to make judgments conservatively, essentially sacrificing sensitivity for
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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TABLE 2. Endorsement of Adaptive Functioning Variables According to Patients, Clinicians, and Independent Interviewers (N = 143–158)a

Patient Endorsement,
n (%)

Clinician Endorsement,
n (%)

Interviewer Endorsement,
n (%)

CDF ratings
Overall psychological functioning (substantial–severe personality problems) 91 (53.5) 61 (35.9) 68 (40.0)
Quality of friendships (fair–very poor) 72 (42.4) 101 (59.4) 66 (38.8)
Number of close confidants (very few–none) 69 (40.6) 98 (57.6) 66 (38.8)
Quality of romantic relationships (fair–unstable) 102 (60.0) 118 (69.4) 99 (58.2)
Physical health (chronic/frequent–serious illness) 55 (32.4) 37 (21.8) 42 (24.7)
History of suicide attempts 30 (17.6) 16 (9.4) 23 (13.5)
Self-mutilation history 28 (16.5) 16 (9.4) 17 (10.0)
Previous psychiatric hospitalization 31 (18.2) 25 (14.7) 30 (17.6)
Loss of job in the past 5 years because of interpersonal conflicts 37 (21.8) 29 (17.1) 17 (10.0)
Arrest within the past 5 years 6 (3.5) 7 (4.1) 5 (2.9)
Adult physical abuse 21 (12.4) 13 (7.6) 10 (5.9)

Note. Dimensional variables were dichotomized: overall psychological functioning, quality of friendships, quality of romantic relationships, and physical health with
ratings 1 to 3 treated as endorsement, and number of close confidants with ratings 1 to 2 treated as endorsement.

a Six participants did not complete the SCID interview; 1 to 8 participants had missing information on interviewer's reports; 1 to 8 participants had missing data in
clinician's reports; and 6 to 11 patients had missing data in patient's reports.
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specificity (i.e., not diagnosing events unless theywere certain, thusmax-
imizing false-negatives and minimizing false-positives). Our findings
suggest that clinicians overall reliably report on adaptive functioning of
patients, yet in some areas, they may fail to collect necessary information
such as self-mutilation history, loss of job in the past 5 years, and adult
physical abuse.

Of particular interest are areas where disagreement arose. For psy-
chiatric status, composite agreement rates were good between patient and
clinician but low for the interviewer-patient and interviewer-clinician,
suggesting that clinicians gather more reliable information regarding psy-
chiatric status than what is collected by an independent interviewer
conducting a structured diagnostic interview. For physical health,
TABLE 3. Agreement of Patient-, Clinician-, and Independent Interviewe

CDF Ratings
Acr

All R

Global Composite Assessment of Adaptive Functioning 0.8
Composite psychiatric status 0.6
Composite relational functioning 0.8
Overall psychological functioning 0.7
Quality of friendships 0.7
Number of close confidants 0.7
Quality of romantic relationships 0.8
Physical health 0.6

History of suicide attempts 0.7
Self-mutilation history 0.3
Previous psychiatric hospitalization 0.9
Loss of job in the past 5 years because of interpersonal conflicts 0.2
Arrest within the past 5 years 0.7
Adult physical abuse 0.4

Note. ICC was calculated for continuous variables and kappa for categorical varia
a Six participants did not complete the SCID interview; 1 to 8 participants had mis

clinician's reports; and 6 to 11 patients had missing data in patient's reports.
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agreement rates were high between patient and interviewer but low
for clinician-patient and clinician-interviewer, indicating that treating
clinicians do not reliably collect information regarding physical con-
ditions within the settings where behavioral health care is ongoing.
Other research suggests that clinicians tend to underemphasize the role
of medical problems, while primarily focusing on psychiatric symp-
toms and general emotional distress (Carson et al., 2010). This is de-
spite contrary evidence documenting that physical illness occurs among
more than 45% of psychiatric outpatients and that it often goes undis-
covered (Carson et al., 2010; De Hert et al., 2011), leading to poorer
quality of life, decreased functioning, and increased risk of early death
(Baumeister et al., 2011; Lawrence et al., 2013).
r-Rated Adaptive Functioning Variables (N = 143–158)a

oss
aters

Patient
and Clinician

Patient and
Interviewer

Clinician and
Interviewer

ICC
7 0.77 0.84 0.81
2 0.89 0.39 0.37
5 0.79 0.80 0.78
2 0.57 0.61 0.73
8 0.69 0.75 0.68
2 0.64 0.62 0.63
5 0.79 0.77 0.80
3 0.25 0.73 0.27

Kappa
0 0.73 0.77 0.63
8 0.26 0.48 0.41
0 0.93 0.92 0.86
4 0.29 0.11 0.31
4 0.72 0.72 0.79
4 0.43 0.53 0.36

bles.

sing information on interviewer's reports; 1 to 8 participants had missing data in
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TABLE 4. Diagnostic Efficiency Statistics for Agreement of Patient-Clinician and Patient-Independent Interviewer Reports of Categorical Events
(N = 143–158)a

Overall Correct
Classification Sensitivity Specificity

Positive
Predictive Power

Negative
Predictive Power

Sample
Prevalence

Clinician-patient
History of suicide attempts 0.94 0.62 1.00 1.00 0.93 0.17
Self-mutilation history 0.83 0.29 0.93 0.44 0.88 0.16
Previous psychiatric hospitalization 0.98 0.89 1.00 1.00 0.98 0.17
Loss of job in the past 5 years because
of interpersonal conflicts

0.77 0.37 0.89 0.50 0.83 0.23

Arrest within the past 5 years 0.98 0.67 0.99 0.80 0.99 0.04
Adult physical abuse 0.89 0.40 0.96 0.62 0.92 0.13

Interviewer-patient
History of suicide attempts 0.94 0.72 0.98 0.91 0.94 0.28
Self-mutilation history 0.87 0.44 0.96 0.71 0.89 0.17
Previous psychiatric hospitalization 0.97 0.93 0.98 0.93 0.98 0.19
Loss of job in the past 5 years because
of interpersonal conflicts

0.74 0.18 0.91 0.38 0.79 0.23

Arrest within the past 5 years 0.98 0.67 0.99 0.80 0.99 0.04
Adult physical abuse 0.92 0.44 0.99 0.80 0.93 0.11

a Six participants did not complete the SCID interview; 1 to 8 participants had missing information on interviewer's reports; 1 to 8 participants had missing data in
clinician's reports; and 6 to 11 patients had missing data in patient's report.
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In self-mutilation history, loss of job, and adulthood physical
abuse, agreement rates were similarly low between all pairs of patients,
treating clinicians, and independent interviews. Possibly, the low reli-
ability results from the fact that clinicians do not collect sufficient clin-
ical and diagnostic information in these areas, which is also not
commonly covered as part of structured interviews (Alegria et al.,
2008; Nakash et al., 2015). Alternatively, patients may be more reluc-
tant to disclose such sensitive information (Whitlock et al., 2011). Fu-
ture research should explore the factors contributing to the low
reliability in reporting the information on these items to support training
recommendation to improve clinician assessment.

Limitations
First, the study was conducted among a convenience sample of

clinicians and patients, which may be subject to selection bias. Second,
we examined only one main set of variables—adaptive functioning. It is
possible that diagnostic judgments, particularly those made without the
aid of instruments designed specifically to maximize accurate use of
clinical judgment and minimize error (such as the CDF used in the
current study), are far less reliable. Nonetheless, clinicians should be
encouraged to use instruments that rely on the same kinds of psycho-
metric principles typically used in more traditional psychiatric re-
search (Westen and Shedler, 2007; Westen and Weinberger, 2004) to
improve reliability and validity of their assessments (Westen and
Weinberger, 2004). Third, given the lack of a gold standard from
which to assess the validity of clinician report data, we used patient re-
ports as the standard, which at times could represent an overestimation
or underestimation of the variables being assessed. Future research
should use a greater a range of informants (e.g., family, friends, and
teachers) rather than the standard approach in psychiatric research—
which is to rely on structured interviews and self-reports that all pre-
sume the accuracy of a single informant, the patient—as a way of
obtaining more accurate data and minimizing informant effects.

Our findings suggest that clinical observers in psychiatry, even
those in training, are capable of making reliable observations about
their patients' functioning and generalizing information about their
120 www.jonmd.com
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sociofamilial and clinical presentation from the narratives they offer
in treatment that closely resemble patients' own views of themselves.
Research that utilizes practice networks that systematically quantify
the data of practicing clinicians to study the classification, etiology,
and treatment of psychopathology can complement more traditional
methods of research in psychiatry that solely rely on patients and in-
formants, offering greater external validity (i.e., applicability to real
patients seeking treatment for the problems for which they seek
treatment in practice, not the single-disorder presentations for which
patients are recruited in clinical trials) (Westen et al., 2004).
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