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Preface

of this volume again was necessitated by the continued rapid advancement

in the field of psychopathology as it relates to assessment and modification.
Since the fourth edition many new data have been collected, and these have been
documented across the 17 chapters herein. This volume originally was planned by
Samuel M. Turner and Michel Hersen. However, with the untimely death of Sam,
Deborah C. Beidel, a friend and close colleague of his, graciously agreed to take
over the editorial duties. Thus, it is with very mixed emotions that I write this Pref-
ace. I was delighted once again to have the pleasure of working with Debbie. But
it was very sad not to be able to get Sam’s valued input on given issues as they
manifested themselves. I missed those telephone conversations with him. Debbie
and I therefore dedicate this volume to Sam’s memory and to the wonderful work
he accomplished in his much-too-short lifetime. He is indeed missed by his family,
friends, and students alike.

The fifth edition contains 17 chapters divided into two parts (Part One: Over-
view; Part Two: Specific Disorders). Part One has four chapters by experts in the
field: Dimensional versus Categorical Classification, Dual Diagnosis, Structured
Interviewing and Semistructured Interviewing, and Impact of Race and Ethnicity.
These four topics are at the cutting edge of assessing psychopathology and help
make this volume truly contemporary both in substance and spirit. The fourth
chapter dealing with race and ethnicity is especially important given that the cross-
cultural impact has often been overlooked by those in the clinical world. Obviously
we believe this to have been a very serious oversight.

Part Two on Specific Disorders includes 13 chapters that cover many of the major
diagnostic entities and problems seen in daily clinical work by those in hospitals,
clinics, and private practice. To the extent possible, we have asked our eminent
contributors to follow a standard format. Exceptions were allowed as dictated by
the data inherent in each chapter. Generally, however, each chapter has a Descrip-
tion of the Disorder, a Case Study, material about Epidemiology, Clinical Picture,
Course and Prognosis, Diagnostic Considerations (including those of dual diag-
noses), Psychological and Biological Assessment, and Etiological Considerations.
In this latter category we have asked authors to talk about Familial and Genetic
issues, Learning and Modeling, Life Events, Gender and Racial-Ethnic issues, and
Biological and Physiological considerations.

Many individuals have contributed to the fifth edition of this textbook. First,
we thank our experts who agreed to share contemporary knowledge about their
respective areas. Second, we thank Carole Londerée for her most perspective edi-
torial assistance. Once again, she has helped us to keep on track. Third, we thank

This is the fifth edition of Adult Psychopathology and Diagnosis. Publication
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Cynthia Polance and Christopher Brown for their able technical assistance. And
finally, we thank Patricia Rossi and her very able staff at John Wiley & Sons. We also
need to acknowledge the fact that our students have kept all of us on our toes with
respect to answering many of the difficult challenges posed by psychopathology
and diagnosis.

MicHEL HERSEN
Hillsboro, Oregon
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PART 1

OVERVIEW






CHAPTER 1

Mental Disorders as Discrete
Clinical Conditions: Dimensional
versus Categorical Classification

THOMAS A. WIDIGER AND STEPHANIE MULLINS-SWEATT

is a completely discrete entity with absolute boundaries dividing it from

other mental disorders or from no mental disorder” (American Psychiatric
Association [APA], 2000, p. xxxi). This carefully worded disclaimer, however, is
somewhat hollow, as it is the case that “DSM-IV is a categorical classification that
divides mental disorders into types based on criterion sets with defining features”
(APA, 2000, p. xxxi). Researchers and clinicians, following this lead, diagnose and
interpret the conditions presented in DSM-IV as disorders that are qualitatively
distinct from normal functioning and from one another.

The question of whether mental disorders are discrete clinical conditions or
arbitrary distinctions along dimensions of functioning is a long-standing issue
(Kendell, 1975), but its significance is escalating with the growing recognition
of the limitations of the categorical model (Widiger & Clark, 2000; Widiger &
Samuel, 2005). “Indeed, in the last 20 years, the categorical approach has been
increasingly questioned as evidence has accumulated that the so-called categorical
disorders like major depressive disorder and anxiety disorders, and schizophrenia
and bipolar disorder seem to merge imperceptibly both into one another and
into normality . .. with no demonstrable natural boundaries” (First, 2003, p. 661).
In 1999, a DSM-V Research Planning Conference was held under joint sponsor-
ship of the APA and the National Institute of Mental Health (NIMH), the purpose
of which was to set research priorities that would optimally inform future clas-
sifications. One impetus for this effort was the frustration with the existing
nomenclature.

”In DSM-1V, there is no assumption that each category of mental disorder
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In the more than 30 years since the introduction of the Feighner criteria by
Robins and Guze, which eventually led to DSM-III, the goal of validating these
syndromes and discovering common etiologies has remained elusive. Despite
many proposed candidates, not one laboratory marker has been found to be
specific in identifying any of the DSM-defined syndromes. Epidemiologic and
clinical studies have shown extremely high rates of comorbidities among the
disorders, undermining the hypothesis that the syndromes represent distinct
etiologies. Furthermore, epidemiologic studies have shown a high degree of
short-term diagnostic instability for many disorders. With regard to treatment,
lack of treatment specificity is the rule rather than the exception. (Kupfer, First,
& Regier, 2002, p. xviii)

DSM-V Research Planning Work Groups were formed to develop white pa-
pers that would set an effective research agenda. The Nomenclature Work Group,
charged with addressing fundamental assumptions of the diagnostic system,
concluded that it will be “important that consideration be given to advantages and
disadvantages of basing part or all of DSM-V on dimensions rather than catego-
ries” (Rounsaville et al., 2002, p. 12).

The purpose of this chapter is to review the DSM-IV categorical diagnosis. The
chapter begins with a discussion of fundamental categorical distinctions, includ-
ing the boundaries with normality and among the existing diagnoses (the bound-
ary with physical disorders was discussed briefly in a prior version of this chapter;
Widiger, 1997). Reasons for maintaining a categorical model will then be consid-
ered.The chapter concludes with a recommendation for an eventual conversion to
a more quantitative, dimensional classification of mental disorders.

BOUNDARY WITH NORMALITY

“In DSM-1V, each of the mental disorders is conceptualized as a clinically sig-
nificant behavioral or psychological syndrome or pattern that occurs in an indi-
vidual and that is associated with present distress (e.g., a painful symptom) or
disability (i.e., impairment in one or more important areas of functioning) or with
a significantly increased risk of suffering death, pain, disability, or an important
loss of freedom” (APA, 2000, p. xxxi). If one considers the fundamental, defining
features of a mental disorder, it is perhaps apparent that it would not be realistic
for a qualitative distinction between normal and abnormal functioning to exist.
This will be illustrated with respect to dyscontrol, impairment, and pathology—
fundamental components of most concepts of mental disorder (Bergner, 1997;
Klein, 1978, 1999; Spitzer & Williams, 1982; Wakefield, 1992; Widiger & Sankis,
2000; Widiger & Trull, 1991).

DyscoNTROL

Central to the concept of a mental disorder is dyscontrol (Bergner, 1997; Klein, 1999;
Widiger & Trull, 1991). A mental disorder as an “involuntary organismic impairment
in psychological functioning” (Widiger & Trull, 1991, p. 112; our emphasis).“Involun-
tary impairment remains the key inference” (Klein, 1999, p. 424). Dyscontrol is not
within the concept of a physical disorder, but it is fundamental to a mental disorder,
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as the latter concerns impairments to feelings, thoughts, and behaviors over which
normal, healthy persons attempt to exert volitional or regulatory control.

Persons who freely choose to engage in harmful or impairing behaviors would
not be said to have a mental disorder. Presumably, persons can choose to consume
alcohol, take anabolic steroids, shoot heroin, gamble, steal, assault, or engage in
deviant sexual acts without being compelled to do so by the presence of a mental
disorder. Gambling, drug usage, theft, assaults, and deviant sexual acts can be
harmful and maladaptive, but the occurrence of a harmful (or deviant) act would
notitself constitute a mental disorder (Gorenstein, 1984; Wakefield, 1992; Widiger &
Trull, 1991). Similarly, to the extent that a person can control, modulate, manage,
or regulate painful or harmful feelings of sadness, anxiety, or anger, the person
would not be considered to have a mood or anxiety disorder (Widiger & Sankis,
2000). “It is the ability to flexibly adjust the way one regulates one’s emotions to
environmental exigencies that is related to mental health” (Gross & Munoz, 1995,
p-151).1tis when a person lacks sufficient control of mood, anxiety, or a harmful be-
havior pattern that a person might be diagnosed with a mental disorder (Frances,
Widiger, & Sabshin, 1991).

There is, however, no qualitative distinction between the presence and absence
of self-control. It is not even clear how much volitional or regulatory control a
normal, healthy person has over adaptive, healthy behaviors (Bargh & Ferguson,
2000; Howard & Conway, 1986; Kirsch & Lynn, 2000; Wegner & Wheatley, 2000).
Both normal and abnormal human functioning is, at best, the result of a complex
interaction of apparent volitional choice with an array of biogenetic and environ-
mental determinants.

A continuum (or ambiguity) of self-control is particularly evident in those
disorders that involve behaviors that provide immediate benefits or pleasures to
the person, such as pedophilia, intermittent explosive disorder, transvestic fetish-
ism, kleptomania, antisocial personality, bulimia nervosa, anorexia nervosa, patho-
logical gambling, and substance-related disorders such as alcohol abuse, cocaine
abuse, anabolic steroid abuse, and nicotine dependence. These disorders are dif-
ficult to diagnose and are often controversial precisely because there is no distinct
point at which dyscontrol occurs (Widiger & Smith, 1994). At one time, persons
with alcohol dependence were thought to have a discrete pathology that rendered
them entirely incapable of any control of their drinking. However, there is now
sufficient research to indicate that persons vary in the extent to which they have
inadequate control (Hyman, 2005; Kalivas & Volkow, 2005; Peele, 1984). Treatment
for the purpose of controlled drinking is controversial because there is no abso-
lute point of demarcation and persons who lack sufficient control will also lack an
adequate awareness of their dyscontrol (Vaillant, 1995). In sum, determination of
adequate versus inadequate self-control is fundamental to many social and clini-
cal decisions, but the boundary is at best grossly ill-defined and poorly understood
(Alper, 1998; Hyman, 2005; Kalivas & Volkow, 2005).

IMPAIRMENT

An additional fundamental feature of mental disorders is impairment (APA, 1994,
2000; Wakefield, 1992; Widiger & Trull, 1991).“The definition of mental disorder in
the introduction to DSM-IV requires that there be clinically significant impair-
ment” (APA, 2000, p. 8). The purpose of this requirement is to distinguish between
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a mental disorder and simply a problem in living.“The ever-increasing number of
new categories meant to describe the less impaired outpatient population raises
the question of where psychopathology ends and the wear and tear of everyday life
begins” (Frances, First, & Pincus, 1995, p. 15).

To highlight the importance of considering this issue, the criteria sets for most
disorders include a clinical significance criterion (usually worded ... causes
clinically significant ... impairment in social, occupational, or other impor-
tant areas of functioning”). This criterion helps establish the threshold for the
diagnosis of a disorder in those situations in which the symptomatic presen-
tation by itself (particularly in its milder forms) is not inherently pathologi-
cal and may be encountered in individuals for whom a diagnosis of “mental
disorder” would be inappropriate. (APA, 2000, p. 8)

DSM-III-R (APA, 1987) failed to include this requirement within the criterion sets
for many of the disorders, contributing to a confusion of apparently harmless de-
viances, eccentricities, peculiarities, or annoyances with the presence of a mental
disorder (Frances et al.,, 1991). For example, in DSM-III-R the attention-deficit hy-
peractivity and oppositional defiant disorders were diagnosed even if the behaviors
resulted in“only minimal or no impairment in school and social functioning” (APA,
1987, pp. 53, 58). Similarly, transvestic fetishism could be diagnosed with DSM-III-R
simply on the basis of intense sexual urges, fantasies, and behaviors involving
cross-dressing that continued for more than six months (APA, 1987). A man who
engaged in this behavior for longer than six months but experienced no impairment
in functioning would still have been considered in DSM-III-R to have been mentally
ill solely because he engaged in deviant sexual acts for longer than six months. It
is possible that a six-month duration is a valid indicator for impairment (as well as
dyscontrol) but (assuming that volitional behavior does exist) deviant sexual prefer-
ences could also be largely harmless. Therefore, DSM-IV required that“the fanta-
sies, sexual urges, or behaviors cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning” (APA, 1994, p. 531).

However, nowhere in DSM-IV is a “clinically significant” impairment defined,
not even within the section of the manual identified by the heading “Criteria for
Clinical Significance” (APA, 2000, p. 8). It is only stated that this “is an inherently
difficult clinical judgment” (APA, 2000, p. 8), and it is advised that the clinician con-
sider information obtained from family members and other third parties. Frances
et al. (1995) in fact stated that“the evaluation of clinical significance is likely to vary
in different cultures and to depend on the availability and interests of clinicians”
(p. 15). Absence of a clear basis for the judgment has also helped fuel the consid-
erable controversy of premenstrual dysphoric disorder, a mental disorder that is
diagnosed when normal premenstrual experiences (that occur in a substantial pro-
portion of normal adult women) reach an ill-defined level of clinically significant
impairment (Winstead & Sanchez, 2005).

Spitzer and Williams (1982), the original authors of the DSM-IV definition of
mental disorder, defined a clinically significant impairment as that point at which
the attention of a clinician is indicated.”There are many behavioral or psychologi-
cal conditions that can be considered ‘pathological’ but the clinical manifestations
of which are so mild that clinical attention is not indicated” (p. 166). They provided
three examples: caffeine withdrawal, jet lag syndrome, and insomnia because of
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environmental noise. Impairments in each case were considered by Spitzer and
Williams to be too small to be “justified as syndromes that were clinically sig-
nificant to mental health professionals” (p. 166). These three examples, however,
proved to be ironic, as jet lag syndrome was actually included within DSM-III-R as
a variant of sleep-wake schedule disorder (APA, 1987, p. 306); caffeine withdrawal
was subsequently included in the appendix to DSM-IV (APA, 1994); and a strong
case has been made for the inclusion of caffeine dependence (Hughes, Oliveto,
Helzer, Higgins, & Bickel, 1992).

What is considered to be a sufficient level of impairment to warrant treatment
probably varies substantially across patients and across clinicians (Samuel &
Widiger, in press) as well as often being below the threshold for many of the exist-
ing DSM-IV criterion sets. Clark, Watson, and Reynolds (1995) documented well
the reliance of clinicians on the category of “not otherwise specified” (NOS) to di-
agnose subthreshold cases. Whenever this catchall diagnosis is included within
a study, it is often the most frequent diagnosis, as in the case of mood disorders
(Angst, 1992), dissociative disorders (Spiegel & Cardena, 1991), and personality dis-
orders (Verheul & Widiger, 2004).

New additions to the diagnostic manual rarely concern newly discovered forms
of psychopathology; instead, they are typically efforts to plug holes in between
existing diagnosis and normal functioning (as well as filling gaps among the exist-
ing diagnoses). For example, acute stress disorder is essentially posttraumatic stress
disorder with a shorter duration; recurrent brief depressive disorder is major de-
pression with shorter episodes; mixed anxiety-depressive disorder concerns sub-
threshold cases of mood and anxiety disorders; binge eating disorder concerns
subthreshold cases of bulimia nervosa; and mild neurocognitive disorder con-
cerns subthreshold cases of dementia, delirium, or amnestic disorder (Frances et
al., 1995). A fundamental difficulty shared by all of these diagnoses is the lack of
a clear distinction with normal functioning. Two cases that illustrate well the ab-
sence of a clear boundary between normal and abnormal functioning are minor
depressive disorder (which is considered to be a mental disorder, although not yet
officially recognized) and age-related cognitive decline (which is not considered to
be a mental disorder).

Minor depressive disorder was a new addition to DSM-IV that attempted to
plug the gap between DSM-III-R mood disorder and normal sadness. There is con-
siderable reluctance to add a new diagnosis for subthreshold depression (Pincus,
McQueen, & Elinson, 2003), but it has been estimated that up to 50% of depressive
symptomatology is currently being treated by primary care physicians without any
consultation or involvement of a mental health clinician in part because the depres-
sion is below the threshold of a mood disorder diagnosis (Munoz, Hollon, McGrath,
Rehm, & VandenBos, 1994). Many of these persons would meet the DSM-IV criteria
for minor depressive disorder. However, it is acknowledged in DSM-IV that “symp-
toms meeting . . . criteria for minor depressive disorder can be difficult to distinguish
from periods of sadness that are an inherent part of everyday life” (APA, 2000, p. 776).
Only two distinctions are provided, one of which is a two-week duration. If a person
is sad for less than two weeks, it is normal sadness. If it lasts longer than two weeks, it
is a mental disorder. This is comparable to diagnosing cross-dressing as a transvestic
fetishism if it is done longer than six months (APA, 1987). The second distinction is
that“the depressive symptoms must cause clinically significant distress or impair-
ment” (APA, 2000, p. 776) but, again, clinical significance is left undefined.
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Age-related cognitive decline was a new addition to the section of the manual
for conditions that are not mental disorders but might be the focus of clinical atten-
tion.”Cognitive decline in the elderly can be considered dimensionally ..., involv-
ing aging-associated cognitive decline, mild cognitive impairment, and dementia”
(Caine, 1994, p. 335).”“It may be very difficult to establish an arbitrary or numerical
level where a disease state should be proclaimed”(Caine, 1994, p. 334). Age-related
cognitive decline concerns“problems remembering names or appointments or . ..
difficulty in solving complex problems” (APA, 2000, p. 740). Persons with this con-
dition are often troubled by their cognitive deterioration and they seek the help
of clinicians who specialize in the treatment of dementia, thereby meeting the
threshold for a clinically significant level of impairment proposed by Spitzer and
Williams (1982). However, the DSM-IV Task Force decided that age-related cogni-
tive decline should not be classified as a mental disorder because the decline in
cognitive functioning is the result of “the aging process that is within normal limits
given the person’s age” (APA, 2000, p. 740). The level of impairment is sufficient to
warrant professional intervention but it is not considered to be a mental disorder
because the level of impairment is normative for that time in life. One might ques-
tion, however, whether being close to the norm is any more relevant for a diagnosis
than being deviant from the norm (Frances et al., 1991; Gorenstein, 1984). The fact
that age-related cognitive decline is the result of the normal (i.e., common) process
of aging does not indicate that it is adaptive, healthy, or without an underlying neu-
ropathology. The aging process is part of the explanation for the development of
neuropathology. Fortunately, physicians do not apply the same reasoning by judg-
ing that deteriorations in the functioning of one’s vision, liver, or bladder are not
disorders because they are simply the result of aging and are common to persons
within one’s age group.

PaTHOLOGY

Fundamental to many definitions of mental disorder is the presence of some form
of pathology (Klein, 1978; Wakefield, 1992, 1997).“The necessary crucial inference is
that something has gone wrong, not simply that something is undesirable or rare”
(Klein, 1999, p. 421). Clinicians do not treat normal, healthy functioning; clinicians
treat pathologies in cognitive, interpersonal, neurochemical, or psychodynamic
functioning. Textbooks of psychopathology, such as this one, are largely efforts to
identify and characterize pathologies that are the bases for each respective men-
tal disorder. Presumably, there are persons who lack these pathologies. Such per-
sons could be described as having normal, healthy psychological functioning. The
boundary between normal and abnormal psychological functioning might then be
identified by the presence versus absence of a respective pathology (Klein, 1978).
Missing from the diagnostic criterion sets in DSM-IV, however, are references
to underlying pathologies (Wakefield, 1997). Explicit within the DSM-1V defini-
tion of mental disorder is that the condition “must currently be considered a
manifestation of a behavioral, psychological, or biological dysfunction in the
individual” (APA, 2000, p. xxxi) but few, if any, of the criterion sets refer explic-
itly to a behavioral, psychological, or biological dysfunction or abnormality. The
diagnostic criterion sets emphasize instead the distress or impairment that is
presumably the manifestations of an underlying pathology. Perhaps inclusion
of the underlying pathology within a diagnostic criterion set would provide a
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scientifically and clinically meaningful distinction between a respective mental
disorder and normal (nonpathological) functioning (Spitzer & Wakefield, 1999;
Wakefield, 1997; Wakefield & Spitzer, 2002).

A limitation of this proposal, however, is the absence of consensus as to funda-
mental pathologies that should be required. Pathologies are not currently included
within diagnostic criterion sets in part because there is insufficient empirical sup-
port favoring one particular cognitive, interpersonal, neurochemical, or psycho-
dynamic model of pathology over another (Widiger, 2004). Wakefield (1997), for
example, indicated that in order to provide a meaningful distinction between
major depressive disorder and normal bereavement, it is “necessary to formulate
some account ... of the evolutionary programming of the mechanisms with re-
spect to what kinds of triggering circumstances are supposed to cause which kinds
of responses (e.g., loss-response mechanisms are designed so that perceptions of
major losses trigger roughly proportional sadness responses)” (p. 647). Wakefield’s
(1992) conceptualization of mental disorder is tied to evolutionary theory. Evolu-
tionary theory has enriched current understanding of the etiology and pathology
of many mental disorders but it is unclear whether the normal and pathologic
behavioral response mechanisms from the perspective of evolutionary theory can
be adequately specified for the purposes of a clinician’s diagnosis. In addition, be-
cause it is a model of psychopathology that is derived from a particular theoretical
perspective, it may not be capable of serving as a general definition of mental dis-
order that would be compatible with or suitable for alternative theoretical models
(Bergner, 1997; Lilienfeld & Marino, 1999; Widiger & Sankis, 2000).

Even if clinicians and researchers agreed on a particular theoretical model of pa-
thology, it is unclear whether qualitative distinctions between normal functioning
and abnormal pathologies could be identified. Klein (1999) believes that there are
qualitative distinctions between normal and abnormal neurochemical functioning
that would provide a compelling basis for classification. As suggested by Klein,
“currently, positive experience with psychopharmacological agents, which have
little effect on normal people but have marked benefits on patients with chronic
disorders, leads to the inference of something chronically but reversibly wrong”
(p. 425). However, there has not in fact been much research on the effects of current
psychopharmacological agents on normal neurochemical functioning, and what
limited research there is contradicts Klein’s assertion.

For example, Knutson et al. (1998) administered paroxetine, a selective serotonin
reuptake inhibitor (SSRI), for four weeks in a double-blind study to 23 of 48 normal
volunteers. None of the participants met currently, or throughout their lifetime, the
DSM-1V diagnostic criteria for a mental disorder, as assessed with a semistructured
interview. None of them had ever previously received a psychotropic medication,
had ever abused drugs, or had ever been in treatment for a mental disorder, nor were
any of them currently seeking or desiring treatment for a mental disorder. In sum,
they were in many respects above normal in psychological functioning. The parox-
etine and placebo treatments continued for four weeks. Knutson et al. reported that
SSRI administration (relative to placebo) reduced negative effects and increased
social facilitation. The magnitude of changes in functioning even correlated with
the plasma levels of SSRI within the treatment group.“This is the first empirical
demonstration that chronic administration of a selective serotonin reuptake block-
ade can have significant personality and behavioral effects in normal humans in the
absence of baseline depression or other psychopathology” (p. 378). More generally,
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effectiveness of anxiolytics and antidepressants for clinical treatment might be their
ability to impair, inhibit, or block normal neurochemical mechanisms of sadness
and anxiousness rather than reversing or altering pathological neurochemical
processes.

Mayberg et al. (1999) investigated with positron emission techniques two com-
plementary alterations in mood: transient sadness provoked in healthy volunteers
and treatment-induced resolution of dysphoria in clinically depressed patients.The
results indicated “reciprocal changes involving nearly identical limbic-paralimbic
and neocortical regions” (pp. 678-679). In other words, the neurophysiology of a
mood disorder might be, at best, only quantitatively different from the neuro-
physiology of normal sadness. Kendler (2005) goes further to suggest for anxiety
disorders that neurophysiologically “a panic attack during a near-fatal climbing
accident in a psychiatrically healthy individual or in a crowded shopping mallin a
patient with agoraphobia are probably the same” (p. 437).

No neurophysiological laboratory technique is currently able to identify the pres-
ence of psychopathology independent of or blind to a clinical diagnosis (Steffens &
Krishnan, 2003). Substantial attention is being given to structural and functional
brain imaging with the hope that these instruments could be used eventually to
diagnose neurophysiological pathology (Drevets, 2002; Epstein, Isenberg, Stern, &
Silbersweig, 2002). However, there is a virtual absence of research indicating their
ability to provide independent, blind diagnoses. Despite enthusiasm for their po-
tential diagnostic value, there are no studies that have assessed the sensitivity and
specificity of neuroimaging techniques for the diagnosis or differential diagnosis of
specific mental disorders (Steffens & Krishnan, 2003). The diagnosis of a mental dis-
order requires instead an assessment of the person’s behavior within an environ-
mental context, as “functional impairment or disability, not the presence of a lesion,
is the essential element in the medical concept of disease” (Bergner, 1997, p. 245).

BOUNDARIES AMONG MENTAL DISORDERS

A concern that predominates attention of many clinicians and researchers is the
excessive comorbidity among mental disorders (Caron & Rutter, 1991; Clark et al,,
1995; Krueger & Markon, in press; Widiger & Clark, 2000). A fundamental ques-
tion is whether this apparent comorbidity is the co-occurring presence of multiple
mental disorders or the presence of one disorder that is being given multiple di-
agnoses.

DSM-1V provides diagnostic criterion sets to help guide the clinician toward
a purportedly correct diagnosis and an additional section devoted to differential
diagnosis that indicates “how to differentiate [the] disorder from other disorders
that have similar presenting characteristics” (APA, 2000, p. 10). The intention of the
diagnostic manual is to help the clinician determine which particular mental dis-
order is present, the selection of which would presumably indicate the presence of
a specific pathology that will explain the occurrence of the symptoms and suggest
a specific treatment that will ameliorate the patient’s suffering (Frances et al., 1995;
Kendell, 1975).

However, it is evident that DSM-IV routinely fails in the goal of guiding the
clinician to the presence of one specific disorder. Despite the best efforts of the
leading clinicians and researchers who have been the primary authors of each
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revision of the diagnostic manual, diagnostic comorbidity rather than specificity is
the norm (Clark et al., 1995; Krueger & Markon, in press). The high rate of multiple
diagnoses at the time of clinical treatment is problematic to the conceptualization
of mental disorders as distinct clinical conditions, and the extent of this comor-
bidity is even higher when one includes lifetime as well as current comorbidity
(Brown, Campbell, Lehman, Grisham, & Mancill, 2001). “The greatest challenge
that the extensive comorbidity data pose to the current nosological system con-
cerns the validity of the diagnostic categories themselves—do these disorders con-
stitute distinct clinical entities?” (Mineka, Watson, & Clark, 1998, p. 380).“It is clear
that the classic Kraepelinian model in which all psychopathology is comprised of
discrete and mutually exclusive diseases must be modified or rejected” (Maser &
Cloninger, 1990, p. 12). Diagnostic comorbidity has become so prevalent that some
researchers argue for an abandonment of the term comorbidity in favor of a term
(e.g., co-occurrence) that is more simply descriptive and does not imply the pres-
ence of distinct clinical entities (Lilienfeld, Waldman, & Israel, 1994). There are in-
stances in which presence of multiple diagnoses does suggest presence of distinct
yet comorbid psychopathologies, but in most instances presence of co-occurring
diagnoses does appear to suggest the presence of a common, shared pathology
(Clark, in press; Kendler, Prescott, Myers, & Neale, 2003; Krueger & Markon, in
press; Watson, in press; Widiger & Clark, 2000). “Comorbidity may be trying to
show us that many current treatments are not so much treatments for transient
‘state’ mental disorders of affect and anxiety as they are treatments for core pro-
cesses, such as negative affectivity, that span normal and abnormal variation as
well as undergird multiple mental disorders” (Krueger, 2002, p. 44).

DSM-1V appears to be replete with unresolvable boundary distinctions, and,
as suggested earlier, the function of new diagnoses is generally to fill these prob-
lematic gaps, thereby making the problem even worse by adding to the nomen-
clature new problematic boundaries (Phillips, Price, Greenburg, & Rasmussen,
2003; Pincus et al., 2003). Notable examples include bipolar II (filling a gap between
DSM-III-R bipolar and cyclothymic mood disorders), mixed anxiety-depressive
disorder (anxiety and mood disorders), depressive personality disorder (personal-
ity and mood disorders), and postpsychotic depressive disorder of schizophrenia
(schizophrenia and major depression). These new diagnostic categories are helpful
in decreasing clinicians’ reliance on the NOS diagnostic category to plug the holes
among the existing categories, but they also have the effect of creating additional
boundary confusions.

Problematic boundaries within DSM-IV include such well-known examples as
the distinction between oppositional defiant, attention-deficit (with and without
hyperactivity-impulsivity), and conduct disorder; anorexia and bulimia; trichotil-
lomania and obsessive-compulsive anxiety disorder; depressive personality dis-
order and dysthymia; conversion and dissociative disorder; and body dysmorphic
disorder and anxiety disorder (First, 2003; Frances et al., 1995). To illustrate, we
will discuss briefly problematic boundaries for generalized social phobia, acute
stress disorder, and schizoaffective disorder.

GENERALIZED SocIAL PHOBIA

Social phobia was a new addition to DSM-III (Spitzer, Williams, & Skodol, 1980;
Turner & Beidel, 1989). It was considered to be a distinct, circumscribed condition,
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consistent with the definition of a phobia, or a”persistent, irrational fear of a specific
object, activity, or situation” (APA, 1994, p. 770, our emphasis). However, it became
apparent to anxiety disorder researchers and clinicians that the behavior of many of
their patients was rarely so discrete and circumscribed (Spitzer & Williams, 1985).
Therefore, authors of DSM-III-R developed a generalized subtype for when “the
phobic situation includes most social situations” (APA, 1987, p. 243).

DSM-III-R generalized social phobia, however, merged into the DSM-III diag-
nosis of avoidant personality disorder. Both were concerned with a pervasive, gen-
eralized social insecurity, discomfort, and timidity. Efforts to distinguish them have
indicated only that avoidant personality disorder tends to be, on average, relatively
more dysfunctional than generalized social phobia (Turner, Beidel, & Townsley,
1992; Widiger, 1992).

DSM-1V provided no solution. In fact, it was acknowledged that generalized so-
cial phobia emerges “out of a childhood history of social inhibition or shyness”
(APA, 1994, p. 414), consistent with the concept of a personality disorder. An argu-
ment for classifying this condition as an anxiety rather than a personality disorder
is that many persons with the disorder benefit from pharmacologic interventions
(Liebowitz, 1992).“One may have to rethink what the personality disorder concept
means in an instance where 6 weeks of phenelzine therapy begins to reverse long-
standing interpersonal hypersensitivity as well as discomfort in socializing”(p. 251).
If so, one might have to rethink what the anxiety disorder concept means when an
antidepressant is an effective form of treating an anxiety disorder. In any case, it is
unclear why a maladaptive personality trait should not be responsive to a pharma-
cologic intervention (Knutson et al., 1998; Livesley, 2001b). DSM-IV concluded that
these two conditions”“may be alternative conceptualizations of the same or similar
conditions” (APA, 2000, p. 720).

AcCUTE STRESS DISORDER

Spiegel and his colleagues proposed a new diagnosis for DSM-IV, brief reac-
tive dissociative disorder, for inclusion within the dissociative disorders section
(Cardena, Lewis-Fernandez, Bear, Pakianathan, & Spiegel, 1996; Task Force, 1991).
The predominant phenomenology consisted of symptoms of dissociation, includ-
ing derealization, depersonalization, detachment, stupor, and amnesia. However,
brief reactive dissociative disorder resembled closely posttraumatic stress dis-
order (PTSD), classified as an anxiety disorder (APA, 1987). The major distinc-
tion between them was simply that brief reactive dissociative disorder was of a
shorter duration (2 days to 4 weeks, whereas PTSD requires a duration of longer
than 4 weeks).

Compelling arguments were therefore made for moving PTSD to the dissocia-
tive disorders section (Cardena, Butler, & Spiegel, 2003; Spiegel & Cardena, 1991).
The etiology and treatment of persons suffering from PTSD resembles more
closely the etiology and treatment of dissociative disorders than most anxiety
disorders (e.g., panic disorder, social phobia, obsessive-compulsive anxiety dis-
order, or specific phobia). Dissociative identity disorder and dissociative amne-
sia are almost invariably in response to having experienced, witnessed, or been
confronted with a PTSD stressor. The cognitive pathology of PTSD and disso-
ciative disorders concerns difficulties accepting or integrating a severe trauma
(expressed dysfunctionally through gross denial, avoidance, and/or recurrent



Boundaries among Mental Disorders 13

recollections). The theories, treatment techniques, and concerns of persons who
specialize in crisis intervention, trauma, victimization, and abuse may overlap
more with specialists in dissociative disorders than with specialists in anxiety
disorders.

On the other hand, there are arguments to support the conceptualization of
PTSD as an anxiety disorder (Davidson & Foa, 1991). Dissociative symptomatol-
ogy is often seen in persons with PTSD but this dissociation could be understood
as a cognitive avoidance of anxiety. In addition, dissociative symptoms are not as
prevalent or predominant as anxious, avoidant symptoms in cases of PTSD. Finally,
animal models can reproduce much of the PTSD symptomatology without invok-
ing the notion that the animal is experiencing dissociation.

The final decision for DSM-IV was to classify brief reactive dissociative disor-
der within the anxiety disorders section and to rename it as acute stress disorder
(i.e., subthreshold PTSD). The best solution might have been to classify it as both
an anxiety and as a dissociative disorder so that clinicians would recognize the
importance of considering the presence of both a dysregulation of anxiety and dis-
sociation in their understanding of the pathology and treatment of the condition,
but this option would be inconsistent with the categorical assumption of distinct
conditions and was not available to the authors of DSM-IV.

SCHIZOAFFECTIVE DISORDER

Schizoaffective disorder might be the prototypic boundary condition. It had the
unique distinction in DSM-III (APA, 1980) of being the only disorder that lacked
the specific and explicit criterion set that was the major innovation of the diagnos-
tic manual (Spitzer et al., 1980). A consensus could not be reached on its defining
features in large part because it represented the grey area between schizophrenia
and mood disorders. It was to be used in DSM-III “for those instances in which the
clinician is unable to make a differential diagnosis with any degree of certainty”
(APA, 1980, p. 202).

However, clinicians had difficulty identifying and researchers had difficulty
studying a condition with no diagnostic criteria. Therefore, specific and explicit di-
agnostic criteria were developed for DSM-III-R (APA, 1987). The DSM-III-R diag-
nostic criteria, though, were notably complex and problematic (Frances et al., 1995).
Proposed revisions therefore included the development of increasingly more nar-
row definitions, hoping to eventually identify a distinct clinical entity, or, alterna-
tively, the delineation of new diagnoses, such as “mainly affective” and “mainly
schizophrenic” subtypes (Aubert & Rush, 1996).

It is perhaps paradoxical to create a distinct clinical entity that demarcates the
overlapping and nebulous area between two other disorders. Schizoaffective disor-
der might be best understood as an inherently ambiguous condition that occupies
the overlapping boundary between the categories of schizophrenia and mood dis-
order (Blacker & Tsuang, 1992). It could be a phenotypic variation of either schizo-
phrenia or mood disorder that over time crosses the boundaries between them
or a genetic interform that occupies their border (Kendler, Neale, & Walsh, 1995).
Schizoaffective disorder may not itself be a distinct condition; it may represent
instead an inevitable point of confusion in the effort to demarcate a clear, unam-
biguous distinction between the overlapping schizophrenic, mood, and psychotic
disorders (Fowles, 2003).
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RATIONALE AND JUSTIFICATION
FOR CATEGORICAL MODEL

There are a number of reasons that diagnostic categories are used rather than
clinical spectra or dimensions of functioning (Kendell, 1975), including simplicity,
tradition, credibility, utility, and validity. Each of these will be considered in turn.

SIMPLICITY

It is human nature to categorize (De Boeck, Wilson, & Acton, 2005). It is difficult
to be cognizant of all shades of gray. Typologies are created in large part to ren-
der information into simpler, more succinct formats, and proponents of categorical
systems argue that dimensional models are too complex and confusing for clinical
use (Frances et al., 1995).

However, as the diagnostic manual continues to expand, filling gaps among ar-
bitrary boundaries of overlapping categories, the illusion of the simplicity of the
categorical model may continue to weaken. Mental disorder categories are frus-
trating and troublesome to clinicians precisely because they suggest a uniformity
of presentation and homogeneity of pathology that rarely seems to be present.
Widiger, Costa, and McCrae (2002) suggest that dimensional classifications that
offer more precise and accurate descriptions may in fact be less cumbersome and
complex than the existing diagnostic categories that require the assessment of nu-
merous diagnostic criteria in a frustratingly unsuccessful effort to make illusory
categorical distinctions. For example, semistructured interviews for the DSM-IV
personality disorders must evaluate 80 diagnostic criteria, which does not even in-
clude the 14 additional criteria for the two personality disorders included within
the appendix to DSM-1V, the not-otherwise-specified diagnosis, nor the criteria for
conduct disorder that are necessary for the diagnosis of antisocial personality dis-
order. In contrast, a semistructured interview for the five-factor model of person-
ality that provides a more comprehensive dimensional description of normal and
maladaptive personality functioning requires the assessment of only 30 facets of
personality functioning (Trull & Widiger, 1997). A classification system that aban-
dons the fruitless effort to make illusory distinctions among overlapping diagnos-
tic categories in favor of a more straightforward description of each individual’s
unique profile of psychopathology will likely be much easier to use.

TRADITION AND CREDIBILITY

The diagnosis of mental disorders has been largely within the domain of medicine,
which has used since the days of Hippocrates a categorical model of classification
(Kendell, 1975). It might seem to be a major departure from this tradition to convert
to a dimensional form of describing and diagnosing psychopathology. Many clini-
cians identify themselves as being within a branch of medicine, treating patholo-
gies that are qualitatively distinct from normal functioning. A reformulation of
mental disorders as shading imperceptibly into normal psychological functioning
could complicate the identity of the profession (Guze, 1978; Guze & Helzer, 1987).
Advocates of categorical distinctions also suggest that dimensional models
might trivialize the concept of mental disorder. If the distinction between mental
disorders and normal psychological functioning is arbitrary, then perhaps there is
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no meaningful justification for differentiating persons as having versus not hav-
ing a mental disorder. Perhaps there is a loss of credibility if mental disorders are
not considered to be qualitatively distinct from normal psychological processes
(Regier et al., 1998).

However, absence of a discrete, qualitative point of demarcation does not sug-
gest the absence of meaningful distinctions. Mental retardation is currently defined
dimensionally as a level of intelligence below an intelligence quotient (IQ) of ap-
proximately 70 (APA, 1980, 2000). This point of demarcation does not carve nature at
a discrete joint. It is an arbitrary point of demarcation along a continuous distribu-
tion, but the arbitrariness of this point of demarcation does not suggest that the dis-
order of mental retardation is illusory, invalid, or trivial. Persons with IQs lower than
70 do suffer from a wide variety of quite significant and meaningful impairments
secondary to their limited levels of intelligence, and it is very helpful and meaning-
ful to identify a specific point of demarcation at which one would or should provide
professional intervention to address these impairments (Zachar, 2000).

A related concern is that a dimensional model of psychopathology might trivial-
ize or hinder the study of psychopathology by suggesting that it can be meaning-
fully or adequately studied within nonclinical populations, such as college students
enrolled within introductory psychology courses (Coyne, 1994; Flett, Vredenburg, &
Krames, 1997). However, absence of a qualitative point of demarcation between
mild, moderate, or severe levels of depression does not necessarily suggest that
research on mild levels of depression would generalize meaningfully to high lev-
els of depression. Being extremely tall, introverted, or depressed is not equivalent
to being somewhat tall, introverted, or depressed. The experiences, social impair-
ments, treatment implications, and other important correlates of depression will
vary with the severity of the disorder. Presence of a continuous distribution does not
suggest that the psychopathology seen within clinical settings can always or fully be
understood by studies of the psychopathology seen within college students.

Regier and Narrow (2002) suggest that the thresholds for diagnosis in DSM-IV
should be raised because epidemiologic research has obtained prevalence rates
that are beyond expectations. They question whether the diagnostic criterion sets
are identifying instances of “true psychopathologic disorder” (p. 114). However,
Regier et al. (1998) are forthright in their acknowledgment that their concern is
based in part on the implications of high prevalence rates for health care policy.
“In the current US climate of determining the medical necessity for care in man-
aged health care plans, it is doubtful that 28% or 29% of the population would be
judged to need mental health treatment” (p. 114). However, in order to protect the
availability of treatment for the most severe variants of psychopathology, many ad-
ditional persons in need of treatment are also being neglected. At the same time
that Regier et al. suggest raising the bar of diagnosis to limit health care coverage,
other clinicians and researchers are arguing for lowering the bar to help gain ac-
cess to health care coverage for persons with subthreshold anxiety, mood, eating,
and other forms of psychopathology (e.g., Magruder & Calderone, 2000; Shisslak,
Crago, & Estes, 1995; Stein, Walker, Hazen, & Forde, 1997).

We suspect that a dimensional model might in fact increase the credibility of
mental disorder classification by providing the means with which to identify more
explicitly and reliably the precise points at which access to health care funding is
optimally provided. The credibility of the profession is perhaps being undermined
more by the substantial problems and errors generated by a model that claims to
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carve psychological or neurochemical functioning at discrete joints but fails to do
so. A dimensional model of classification could be preferable to governmental, so-
cial, and professional agencies because it would provide more reliable, valid, and
explicitly defined bases for making these important social and clinical decisions.

UTtiLITY

The first paragraph of the introduction to DSM-IV states that”our highest prior-
ity has been to provide a helpful guide to clinical practice” (APA, 2000, p. xxiii).
Revisions to the diagnostic manual have usually emphasized matters of reliabil-
ity and validity (Frances, Widiger, & Pincus, 1989; Spitzer et al., 1980), but it is
possible that matters of clinical utility will be provided greater emphasis with
DSM-V (First et al., 2004). A valid diagnostic manual that is not being used ef-
fectively within clinical practice is unlikely to realize its full potential. First et al.
suggest that for DSM-V a“crucial target for evaluating the advantages and dis-
advantages of a particular change is its effect on clinical utility” (p. 953), and it is
matters of clinical utility that concern many of those who argue against shifting
to a dimensional model (Benjamin, 1993; Shedler & Westen, 2004; Sprock, 2003).

Consider, for example, the personality disorder diagnostic categories. There is
currently a considerable amount of clinical literature concerning the treatment of
each diagnostic category (e.g., Beck, Freeman, and Davis, 2003; Benjamin, 2002).
The APA (2001) has even published an authoritative guideline for the treatment
of borderline personality disorder. It is the concern of many clinicians that much
of this experience and wisdom will be lost if the diagnostic manual shifted to a
dimensional model of classification.

This concern, however, is addressed in a number of ways. First, many of the
alternative dimensional models of personality disorder concern dimensions that
are currently the explicit focus of treatment and treatment outcome research (e.g.,
dimensions of emotional dysregulation, self-harm, social avoidance, workaholism,
and impulsivity). It would require very little, if any, additional training to have cli-
nicians focus their clinical attention on these maladaptive personality traits rather
than on the global personality disorder constructs. In fact, it is likely that clinicians
already focus on these underlying components of a respective personality disorder
rather than attempting to treat the entire diagnostic category as a single entity
(e.g., the focus of dialectical behavior therapy is on emotion regulation, distress
tolerance, and interpersonal effectiveness rather than on the global construct of
borderline personality disorder; Linehan, 1993).

In addition, it is not in fact the case that the existing diagnostic categories have
considerable treatment utility (Verheul, 2005).“Apologists for categorical diagno-
ses argue that the system has clinical utility being easy to use and valuable in
formulating cases and planning treatment [but] there is little evidence for these
assertions”(Livesley, 2001a, p.278). Psychosocial and pharmacologic interventions,
with few exceptions, target and have effects upon broad domains of symptomatol-
ogy rather than being specific to individual diagnostic categories that describe
a heterogenous constellation of symptoms and traits (Livesley, 2001b). In fact, a
unique advantage of dimensional models of classification would be the ability
to provide alternative cutoff points along dimensions of maladaptive personality
functioning for different social and clinical decisions. Cutoff points can be placed
along distribution of anxious, depressive, introverted, and other dimensions of
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functioning that will be more meaningful and specific to various social and clini-
cal decisions. The optimal points along a distribution of aberrant cognitions (for
instance) at which a particular medication, hospitalization, insurance coverage,
and disability are optimally provided are unlikely to be equivalent (Kendler, 1990).
A dimensional model of classification has considerably greater flexibility in set-
ting alternative cutoff points than the categorical system; minimally, a dimensional
model of classification can be readily converted to the categorical classification
whereas the categorical diagnosis, once implemented, cannot recover the dimen-
sional profile (Trull, 2005; Verheul, 2005). A classification system that provided
different cutoff points specific to different clinical and social decisions would
probably have greater utility than the existing diagnostic system that relies on a
single diagnostic threshold.

Even if DSM-V shifted to a dimensional classification of general personality
structure, we would argue that this classification system would still prove to have
greater clinical utility for treatment decisions than the existing diagnostic catego-
ries. Widiger et al. (2002) have proposed a four-step procedure for clinicians to use
to diagnose the presence of a personality disorder from the perspective of the five-
factor model (FFM) of general personality structure. The FFM consists of five broad
domains of personality: extraversion (or positive affectivity) versus introversion,
antagonism versus agreeableness, conscientiousness (or constraint), emotional
instability (or neuroticism), and unconventionality (or openness). Each of the five
broad domains has been further differentiated by Costa and McCrae (1992) into
more specific facets. For example, the facets of agreeableness versus antagonism
are trust versus mistrust, straightforwardness versus deception, altruism versus
exploitation, compliance versus opposition, modesty versus arrogance, and
tender-mindedness versus tough-mindedness.

The first step in a diagnosis of personality disorder using the FFM is to obtain a
comprehensive assessment of personality functioning with an existing measure of
the FFM, of which there are many alternative options (De Raad & Perugini, 2002).
The most commonly used self-report measure is the NEO Personality Inventory-
Revised (Costa & McCrae, 1992). However, a semistructured interview that includes
the maladaptive variants of each pole of each facet was developed by Trull and
Widiger (1997), and Mullins-Sweatt, Jamerson, Samuel, Olson, and Widiger (in
press) report good convergent and discriminant validity for a very brief, one-page
assessment instrument. The second step is to identify the social and occupational
impairments and distress associated with the individual’s characteristic personality
traits. Widiger et al. (2002) identify common impairments that are associated with
each of the 60 poles of the 30 facets of the FFM, including (but not limited to) DSM-IV
personality disorder symptomatology. The third step is to determine whether the
dysfunction and distress reach a clinically significant level of impairment. The
fourth step is a quantitative matching of the individual’s personality profile to pro-
totypic profiles of diagnostic constructs. This last step is provided for clinicians and
researchers who wish to continue to provide single diagnostic labels to character-
ize a person’s personality profile. To the extent that an individual’s profile does
match the FFM profile of a prototypic case, a single term (e.g., psychopathic) would
provide a succinct means of communication (Lynam, 2002). However, prototypic
profiles will be quite rare within clinical practice. In such cases, the matching can
serve to indicate the extent to which any particular diagnostic category would be
adequately descriptive.
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Widiger et al. (2002) expect that an FFM diagnosis of personality disorder will
in fact prove to have considerable clinical utility. A five-factor description of mal-
adaptive personality functioning will facilitate the development of more specific
treatment recommendations, as each domain has more differentiated implications
for functioning and treatment planning than the existing diagnostic categories. For
example, the extraversion and agreeableness domains concern disorders of inter-
personal relatedness that would be of particular interest and concern to clinicians
specializing in marital, family, or other forms of interpersonal dysfunction. The do-
main of conscientiousness involves, at the low end, disorders of impulse dysregu-
lation and disinhibition for which there is again a considerable amount of specific
treatment literature. Disorders within this realm would be particularly evident in
behavior that affects work, career, and parenting, with laxness, irresponsibility, and
negligence at one pole and a maladaptively excessive perfectionism and worka-
holism at the other pole. The domain of neuroticism or negative affectivity would
be most suggestive of pharmacotherapy (as well as psychotherapeutic) interven-
tions for the treatment of various forms of affective dysregulation that are currently
spread across the diagnostic categories, including anxiousness, depressiveness,
anger, and instability of mood. Finally, high levels of the domain of openness would
have specific implications for impaired reality testing, magical thinking, and per-
ceptual aberrations, whereas at the other pole, it includes alexithymia, prejudice,
closed-mindedness, and a sterile absence of imagination.

VALIDITY

The major reason for retaining a categorical model should be its validity and there
is the concern that dimensional models could mask underlying latent class taxons
(Benjamin, 1993; Gunderson, Links, & Reich, 1991; Lenzenweger & Korfine, 1992;
Meehl, 1995). A wide variety of statistical and methodological approaches for test-
ing the validity of categorical and dimensional models of classification has been
used, including (but not limited to) the search for evidence of incremental valid-
ity, bimodality, discrete breaks within distributions, and reproducibility of factor
analytic solutions across groups, as well as taxometric, latent class, item response
theory, and admixture analyses (De Boeck et al., 2005; Klein & Riso, 1993; Kraemer,
Noda, & O’Hara, 2004; Ruscio & Ruscio, 2004; Trull & Durrett, 2005; Waller &
Meehl, 1998). Researchers have at times obtained results that are more consistent
with a categorical than a dimensional model of classification (e.g., Lenzenweger &
Korfine, 1992; Santor & Coyne, 2001), but the body of research does appear to be
more consistent with a dimensional model (Blacker & Tsuang, 1992; First et al,,
2002; Flett et al., 1997; Klein & Riso, 1993; Widiger & Clark, 2000).

For the purpose of illustration, we will summarize some of the empirical sup-
port for a dimensional classification of personality disorder. We are confining
this summary to personality disorders as the magnitude of this research across
all areas of psychopathology has now grown so large that it is not feasible to do
justice to any one of them. Quite extensive and compelling arguments regard-
ing other areas of psychopathology are available elsewhere (e.g., Cloninger, 1998;
Goldberg, 1996; Krueger and Markon, in press; Widiger & Samuel, 2005), including
more specifically (but not limited to) depression (Flett et al., 1997), anxiety disor-
ders (Watson, in press), mood and anxiety disorders (Clark, in press), alcoholism
(Meyer, 2001; Widiger & Smith, 1994), and psychotic disorders (Peralta, Cuesta,
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Giraldo, Cardenas, & Gonzales, 2002; Serreti, Macciardi, & Smeraldi, 1996; Van
Os et al., 1999). It is perhaps appropriate though to confine this particular discus-
sion to the personality disorders, as the DSM-V Research Planning Nomenclature
Work Group highlighted the particular need and benefit of piloting a shift to a
dimensional classification of psychopathology first with the personality disorders.
“If a dimensional system of personality performs well and is acceptable to clini-
cians, it might then be appropriate to explore dimensional approaches in other
domains” (Rounsaville et al., 2002, p. 13).

It is also important to appreciate at the outset that no single study, or method
of study, will provide conclusive results. The conclusion that a dimensional model
provides a more valid description and classification of personality disorders will
be reached instead through the cumulative and converging impact of construct
validation studies that address different assumptions and hypotheses of these al-
ternative models.

An initial argument in favor of a dimensional classification of personality disor-
ders is the repeated failure to obtain compelling empirical support for a categorical
classification. Four concerns with respect to the categorical model of personality
disorder diagnosis commonly cited are excessive diagnostic co-occurrence, hetero-
geneity among persons with the same diagnosis, absence of a nonarbitrary bound-
ary with normal functioning (contributing to unstable prevalence estimates with
each revision to the diagnostic manual), and inadequate coverage of maladaptive
personality functioning (Livesley, 2003; Widiger & Mullins-Sweatt, 2005; Widiger &
Sanderson, 1995). A dimensional model of personality disorder classification would
address effectively all of these problems. Patients would be provided with specific,
individualized descriptions of their profile of maladaptive personality traits rather
than being placed within inadequate, overlapping, and arbitrary diagnostic cat-
egories. In addition, any dimensional model of personality disorder classification
that is reasonably comprehensive would be able to cover a greater range of mal-
adaptive personality functioning without requiring additional diagnostic catego-
ries by avoiding the inclusion of redundant, overlapping diagnoses, by organizing
the traits within a hierarchical structure, by representing a broader range of mal-
adaptive personality functioning along each particular dimension, and by allowing
for the representation of relatively unique or atypical personality profiles.

In addition, integrating the APA classification of personality disorders with a
dimensional model of general personality structure has a number of advantages,
notably the incorporation of the considerable amount of basic science research
on personality into our understanding of disorders of personality. Blashfield and
Intoccia (2000) conducted a computer search of the personality disorder research
literature and concluded that there were “five disorders (dependent, narcissistic,
obsessive-compulsive, paranoid, and passive-aggressive) that had very small liter-
atures” (p. 473).“The only personality disorder whose literature is clearly alive and
growing is that of borderline personality disorder” (p. 473). They characterized the
literature concerning the dependent, narcissistic, obsessive-compulsive, paranoid,
passive-aggressive, schizoid, and histrionic personality disorders as being“dead”
or “dying” (p. 473).

In contrast, dimensions of general personality structure, and the FFM in particu-
lar, have obtained considerable scientific support. The FFM was derived originally
from factor analytic studies of extensive samples of trait terms within the English
language (Ashton & Lee, 2001). The relative importance of a trait is indicated by
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the number of terms that have been developed within a language to describe the
various degrees and nuances of that trait, and the structure of the traits is evident
by the relationship among the trait terms. The five broad domains of the FFM have
been replicated in lexical studies of the trait terms in a wide variety of languages
(Ashton & Lee, 2001). The FFM is the predominant model of personality in a number
of different fields, including health psychology, aging, and developmental research
(McCrae & Costa, 1999; Mullins-Sweatt & Widiger, in press). Empirical support
for the FFM has been extensive, including convergent-discriminant validity across
self, peer, and spouses ratings (Costa & McCrae, 1992), etic and emic cross-cultural
research (Allik, 2005; Ashton & Lee, 2001), temporal stability across the life span
(Roberts & DelVecchio, 2000), behavioral and molecular genetic heritability (Livesley,
2005; Sen, Burmeister, & Ghosh, 2004), and integration with the fundamental child-
hood temperaments (Mervielde, De Clercq, De Fruyt, & Van Leeuwen, 2005; Shiner &
Caspi, 2003). This is a scientific foundation that is virtually nonexistent for the per-
sonality disorder diagnostic categories.

Research that has documented whether and how the existing personality disor-
der diagnostic categories can be understood in terms of the FFM is also extensive.
Widiger and Costa (2002) identified more than 50 studies that have addressed ex-
plicitly an understanding of personality disorders from the perspective of the FFM.
These studies have used a wide variety of measures and have sampled from a va-
riety of clinical and nonclinical populations. All but a few of the authors concluded
that the personality disorders are well understood from the perspective of the FFM.
Saulsman and Page (2004) conducted a meta-analysis of FFM personality disorder
studies and concluded that “the results showed that each [personality] disorder
displays a five-factor model profile that is meaningful and predictable given its
unique diagnostic criteria” (p. 1055). Livesley (2001b) concluded on the basis of his
review of this research that“multiple studies provide convincing evidence that the
DSM personality disorder diagnoses show a systematic relationship to the five-factor
framework” (p. 24). We will briefly describe a few of these individual studies.

O’Connor and Dyce (1998) conducted independent principal-axes common fac-
tor analyses on the correlation matrices among the personality disorders using a
variety of samples and assessment instruments reported in nine previously pub-
lished studies. The personality disorder matrices were rotated to a least squares fit
to the target matrices generated by alternative dimensional models. These analy-
ses were not exploratory searches of data sets, obtaining whatever factor analytic
solution might capitalize on the particular measures and samples that were used.
The confirmatory analyses “were powerful, support-seeking attempts to find the
view on a correlational structure that was most consistent with a given model”
(O’Connor & Dyce, 1998, p. 14). They found consistent support for the ability of the
FFM to account for the personality disorder symptomatology: “The highest and
most consistent level of fit were obtained for the five-factor model” (O’Connor &
Dyce, 1998, p. 14).

Livesley, Jang, and Vernon (1998) compared the phenotypic and genetic struc-
ture of a comprehensive set of personality disorder symptoms in samples of 656
personality disordered patients, 939 general community participants, and 686 twin
pairs. Principal components analysis yielded four broad dimensions (emotional
dysregulation, dissocial behavior, inhibitedness, and compulsivity) that were repli-
cated across all three samples. Multivariate genetic analyses also yielded the same
four factors. “The stable structure of traits across clinical and nonclinical samples is
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consistent with dimensional representations of personality disorders” (Livesley et al.,
1998, p. 941). Livesley et al. noted as well how “the higher-order traits of personality
disorder strongly resemble dimensions of normal personality” (p. 941). Emotional
dysregulation corresponded to five-factor model (FFM) neuroticism (identified by
others as negative affectivity, as it includes such traits as fearfulness, depressive-
ness, anxiousness, anger, guilt, and vulnerability); the dissocial domain (defined by
interpersonal hostility, judgmental attitudes, callousness, criminal behavior, and
conduct problems) corresponded to FFM antagonism (which includes such traits
as deceptiveness, exploitation, aggression, oppositionality, arrogance, and callous-
ness); inhibitedness (defined by intimacy problems and restricted affect) corre-
sponded to FFM introversion (which includes such traits as placidity, withdrawal,
reservation, aloofness, and passivity); and DSM-IV compulsivity corresponded to
FFM conscientiousness (which includes such traits as perfectionism, dutifulness,
industriousness, discipline, deliberation, and organization). It is “quite striking
that an extensive history of research to develop a dimensional model of normal
personality functioning that has been confined to community populations is so
closely congruent with a model that was derived from an analysis confined to per-
sonality disorder symptoms” (Widiger, 1998, p. 865).

Joint factor analyses of measures of the FFM and comprehensive representations
of personality disorder symptoms have consistently identified a common underly-
ing structure (Clark & Livesley, 2002; Markon, Krueger, & Watson, 2005; Widiger &
Costa, 2002).“The evidence suggests that personality disorders are not character-
ized by functioning that differs in quality from normal functioning; rather, per-
sonality disorder can be described with traits or dimensions that are descriptive
of personality, both disordered and normal” (Schroeder, Wormworth, & Livesley,
1992, p. 52).

Quite a few studies not considered in the reviews of Livesley (2001b), Saulsman
and Page (2004), and Widiger and Costa (2002) have since been published. We will
provide a few illustrative examples. For example, although many studies have veri-
fied that FFM agreeableness is associated with dependent personality traits, con-
scientiousness with obsessive-compulsive personality traits, and openness with
schizotypal traits (Mullins-Sweatt & Widiger, in press), some studies have failed
to confirm these associations, the reason for which appears to be methodological
rather than substantive. Most existing FFM instruments have been developed for
the study of general personality functioning (De Raad & Perugini, 2002) rather than
being concerned specifically with the maladaptive personality traits included within
the FFM. As a result, they might not provide adequate fidelity for the assessment
and description of the maladaptive variants of the FFM. Haigler and Widiger (2001)
demonstrated empirically that the negative findings for agreeableness, extraver-
sion, and openness are largely because of the absence of adequate representation
of the maladaptive variants of these domains within the predominant measures of
the FFM. Haigler and Widiger first replicated the insignificant to marginal correla-
tions of NEO PI-R (Costa & McCae, 1992) agreeableness, conscientiousness, and
openness scales with the dependent, obsessive-compulsive, and schizotypal per-
sonality disorders (each of the latter was assessed by three independent measures).
They then revised existing NEO PI-R items by inserting words to indicate that the
behavior described within each item was excessive, extreme, or maladaptive. The
content of the items was not otherwise altered. This experimental manipulation
of the NEO PI-R items resulted in quite substantial correlations of agreeableness
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with dependency, conscientiousness with the obsessive-compulsive personality
disorder, and (to a somewhat lesser extent) openness with schizotypal personality
disorder. Haigler and Widiger (2001) concluded that their findings “offer further
support for the hypothesis that personality disorders are maladaptive variants of
normal personality traits by indicating that correlations of NEO PI-R conscientious-
ness, agreeableness, and openness scales with obsessive-compulsive, dependent,
and schizotypal symptomatology would . . . be obtained by simply altering existing
NEO PI-R...items that describe desirable, adaptive behaviors or traits into items
that describe undesirable, maladaptive variants of the same traits” (p. 356).

Lynam and Widiger (2001) explored whether the co-occurrence among the
DSM-1V personality disorders could itself be explained by the FFM. They had
personality disorder researchers describe prototypic cases of each DSM-IV per-
sonality disorder in terms of the 30 facets of the FFM. They then obtained the cor-
relations among the personality disorders with respect to their FFM descriptions,
and they found that the personality disorder diagnostic co-occurrence reported in
15 previous studies could be largely accounted for by the covariation among the
FFM personality trait profiles. For example, the FFM understanding of the antiso-
cial personality disorder accounted for 85% of its diagnostic occurrence reported in
nine DSM-III (APA, 1980) studies and 76% of its diagnostic co-occurrence reported
in the six DSM-III-R (APA, 1987) studies obtained for the authors of the DSM-IV cri-
terion sets.“Under the FFM account, disorders appear comorbid to the extent that
they are characterized by the same [FFM] facets” (Lynam & Widiger, 2001, p. 409).

O’Connor (2005) conducted a joint factor analysis of 33 previously published
personality disorder studies to yield a consensus comorbidity structure. He then
conducted a comparable interbattery factor analysis to yield a consensus model for
the relationship of the FFM to the personality disorders, using results reported in 20
previously published studies. He then determined empirically whether the congru-
ence between the consensus personality disorder and consensus FFM-personality
disorder structure was consistent with the theoretically based descriptions of these
personality disorders provided by Widiger, Trull, Clarkin, Sanderson, and Costa
(2002). He concluded that“the obtained congruences for their model are ... quite
impressive, especially considering that no other ... personality disorder configura-
tion model receives comparable degrees of support” (p.340). “The interbattery factor
analytic technique, used in the present study, provided a more stringent test of the
empirically based representation of the FFM, yet stronger support for the FFM nev-
ertheless emerged” (O’Connor, 2005, p. 340).

Warner et al. (2004) considered the role of FFM personality traits in accounting
for the temporal stability of personality disorder symptoms. Using data obtained
from the Collaborative Longitudinal Study of Personality Disorders (Gunderson
et al., 2000), they reported that“there is a specific temporal relationship between
traits and disorder whereby changes in the [FFM] personality traits hypothesized to
underlie personality disorders lead to subsequent changes in the disorder [but]
this relationship does not seem to hold in the opposite direction, which supports
the contention that personality disorders stem from particular constellations of
personality traits” (Warner et al., 2004, pp. 222-223).

Miller and Lynam (2003) demonstrated that a quantitative measure of the ex-
tent to which a person’s FFM personality trait profile matched the hypothesized
FFM profile of psychopathy reproduced the findings commonly reported for psy-
chopathy, including drug usage, delinquency, risky sex, aggression, and several
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laboratory assessments of associated pathologies, including willingness to delay
gratification in a time discounting task and a preference for aggressive responses
in a social-information processing paradigm. Trull, Widiger, Lynam, and Costa
(2003) similarly demonstrated that the extent to which a person’s FFM personality
trait profile matched the hypothesized FFM profile of borderline personality dis-
order correlated as highly with measures of borderline personality disorder as the
latter correlated with one another. The FFM borderline index even demonstrated
incremental validity in accounting for borderline psychopathology beyond the
variance that was explained by a two-hour, semistructured interview devoted to
the assessment of this personality disorder. In sum, the extent to which a person’s
FFM profile of personality traits is consistent with hypothesized FFM profiles for
a respective personality disorder reproduces the nomological net of predictions
that have been hypothesized for that personality disorder (Miller & Lynam, 2003;
Trull et al., 2003).

CONCLUSIONS

The modern effort to demarcate a taxonomy of distinct clinical conditions is often
traced to Kraepelin (1917). Kraepelin, however, had himself acknowledged that
“wherever we try to mark out the frontier between mental health and disease, we
find a neutral territory, in which the imperceptible change from the realm of nor-
mal life to that of obvious derangement takes place” (p. 295). The DSM-IV diagnos-
tic categories do provide valid and useful information (as indicated in the chapters
included within this text). However, undermining their validity and clinical utility
is the false assumption that they are qualitatively distinct conditions. An adequate
understanding of the diagnosis, etiology, pathology, comorbidity, and treatment of
all mental disorders may require an acknowledgment that they are not conditions
qualitatively distinct from one another nor from the anxiety, depression, sexual
functioning, sleep, cognitive aberrations, drug and alcohol usage, and personality
traits evident within all persons.

Most mental disorders appear to be the result of a complex interaction of an
array of interacting biological vulnerabilities and dispositions with an equally
complex array of environmental, psychosocial events unfolding over time (Rutter,
2003). The symptoms and pathologies of mental disorders are highly responsive to
a wide variety of neurochemical, interpersonal, cognitive, and other mediating and
moderating variables that help to develop, shape, and form a particular individual’s
psychopathology profile (Andreasen, 1997; Rutter, 2003; Tsuang, Stone, & Faraone,
2000). This complex etiological history and individual psychopathology profile are
unlikely to be well described by a single diagnostic category.

A model for the future might be provided by one of the more well-established
diagnoses, mental retardation. A dimensional classification of mental disorders is
viewed by some as a radical departure, but DSM-IV already includes a strong prec-
edent. The point of demarcation for the diagnosis of mental retardation is an arbi-
trary, quantitative distinction along the normally distributed levels of hierarchically
and multifactorially defined intelligence. The current point of demarcation is an
intelligence quotient of 70, along with a clinically significant level of impairment.
This point of demarcation is arbitrary in the sense that it does not carve nature at
a discrete joint, but it was not randomly or mindlessly chosen (Haslam, 2002). It is
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a well-reasoned and defensible selection that was informed by the impairments in
functioning commonly associated with an IQ of 70 or below (Zachar, 2000).

The DSM-IV classification of maladaptive levels of intelligence is also a useful
model because it illustrates how categorical and dimensional diagnoses are not nec-
essarily mutually exclusive. There are instances of mental retardation that have spe-
cific etiologies. Recognizing that psychopathology is generally best classified along
continuous distributions does not imply that no instances of qualitatively distinct
conditions would not exist or could not be recognized. On the other hand, the cat-
egorical diagnoses in the case of mental retardation are generally placed on Axis III
as physical disorders (e.g., Down syndrome) that can be traced to a specific biological
event (i.e., trisomy 21), and the mental retardation of persons with these categori-
cally distinct disorders is still described well in terms of the continuously distributed
cognitive impairments. A general factor of intelligence (ability to reason, plan, solve,
learn, and comprehend information) saturates most to all measures of cognitive
ability (as a temperament of neuroticism might be common to many anxiety disor-
ders), but it can in turn be further differentiated with respect to particular facets (e.g.,
quantitative, spatial, and verbal intelligence) that can themselves be in turn further
differentiated into more specific components (Lubinski, 2004). The domain of intel-
ligence is distributed as a hierarchical, multifactorial continuous variable, as most
persons’ level of intelligence, including most of those with mental retardation, is the
result of a complex interaction of multiple genetic, fetal and infant development, and
environmental influences (Lubinski, 2004; Neisser et al., 1996). There are no discrete
breaks in its distribution that would provide an absolute distinction between normal
and abnormal intelligence. We suggest that the future classification of anxiety, sleep,
sexual, substance, mood, psychotic, personality, and other mental disorders would
do best to follow the lead provided by mental retardation.
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CHAPTER 2

The Problem of Dual Diagnosis

MELANIE E. BENNETT AND SELVIJA GJONBALAJ-MOROVIC

attention. Research indicates that a substantial percentage of the general
population with a lifetime psychiatric disorder has a history of some other
disorder (Kessler, 1997; Kessler et al.,, 1994), and more than half of patients in
psychiatric treatment meet criteria for more than one diagnosis (Wolf, Schubert,
Patterson, Marion, & Grande, 1988).The issue of comorbidity broadly refers to com-
binations of any types of psychiatric disorders that co-occur in the same individual.
A diagnostic pair that has received significant attention over the last two decades
is that of mental illness and substance abuse. The term dual diagnosis describes
individuals who meet diagnostic criteria for an Axis I or Axis II mental disorder (or
disorders) along with one or more substance use disorders. Since the 1980s, rates of
co-occurring mental illness and substance use disorders have been found to have
increased sharply. This increase is likely owing to a range of factors including more
specific diagnostic criteria for substance use disorders, as well as the development
of standardized diagnostic interviews that allow for reliable and valid assessments
of Axis I disorders in a range of patient populations (Wittchen, Perkonigg, & Reed,
1996). It is likely that these recently documented increases in rates of dual diagno-
sis reflect what was truly there all along—a frequent association between mental
and substance use disorders that we have only now begun to measure accurately.
It is now clear that dual diagnosis impacts all aspects of psychopathology re-
search and clinical practice, from service utilization, treatment entry, and treat-
ment retention to assessment and diagnosis of psychological problems to research
on psychopathology and treatment outcome. In this chapter, we will review cur-
rent data on rates of dual diagnosis, both generally and for specific domains of
disorders, as well as discuss some of the ways in which dual diagnosis impacts the
course, prognosis, assessment, and treatment of adult psychopathology. Finally, we
will review current research on the etiology of dual diagnosis, and highlight clini-
cal and research directions.

In recent years, the issue of psychiatric comorbidity has gained increased
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METHODOLOGICAL ISSUES

There are several methodological issues to consider when evaluating the literature
on the epidemiology of dual diagnosis. First, data come from both epidemiological
and clinical studies. Several large-scale epidemiological studies examining rates of
dual diagnosis in general population samples have been carried out since the mid-
1980s. These studies provide representative information on rates of mental illness
and substance use disorders, use structured diagnostic interviews, and generate
results that are reliable and relevant to the population as a whole. Most of the
information on rates of dual diagnosis comes from studies of clinical populations.
Although such studies are not representative of the general population, they pro-
vide valuable information on the types of problems that are faced by individuals
in treatment, as well as on the links between dual diagnosis, service utilization, im-
pact on illness, and treatment outcome. Importantly, individuals with multiple dis-
orders are more likely to seek treatment, a condition known as “Berkson’s fallacy”
(Berkson, 1949), so that estimates of the prevalence of comorbid disorders will be
higher in clinical samples. Relatedly, factors such as inpatient or outpatient status
and chronicity of illness may affect rates of dual diagnosis. For example, research
on patients with schizophrenia has found that more severely impaired inpatients
are less likely to abuse substances than patients who are less ill (Mueser et al,,
1990). Dual diagnosis rates have also been found to differ by setting, with hospital
emergency rooms reflecting higher estimates than other settings (Barbee, Clark,
Crapanzano, Heintz, & Kehoe, 1989; Galanter, Castaneda, & Ferman, 1988).
Second, definitions of what constitutes dual diagnosis are far from uniform.
Studies of dual diagnosis often employ differing definitions of substance use disor-
ders, making prevalence rates diverse and difficult to compare. For example, defini-
tions of substance abuse vary, ranging from problem use of a substance, to abuse
or dependence based on DSM criteria. This is a particularly important issue in
terms of diagnostic criteria for both mental and substance use disorders. The
publication of DSM-IV (American Psychiatric Association, 1994) and the changes
in that system from its predecessor may affect dual diagnosis prevalence rates in
both community and clinical samples. These changes include a greater focus on
determining that a mental disorder is independent from a substance use disorder
by determining that the mental disorder either predated the substance use disor-
der or persists for at least four weeks following cessation of alcohol or drug use.
Others do not specify the exact nature of the substance use they are assessing.
Among studies that define the type of substance use they are assessing, differ-
ent diagnostic criteria are often used, making interpretation and comparison dif-
ficult. In addition, the methods used to determine psychiatric and substance use
diagnoses can influence findings. The types of diagnostic measures used include
structured research interviews, nonstructured clinical interviews, self-report rat-
ings, and reviews of medical records. Although structured interviews are the most
reliable method of diagnosis (Mueser, Bellack, & Blanchard, 1992), research with
clinical samples will often employ less well-standardized assessments. Relatedly,
studies measure different substances in their assessments of dual diagnosis, typi-
cally including alcohol, cocaine, heroin, hallucinogens, stimulants, and marijuana.
Importantly, some substances are not typically considered in assessments of dual
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diagnosis. For example, nicotine is usually not considered a substance of abuse
in dual diagnosis research, despite the high rates of use among individuals with
both mental illness (Lasser et al., 2000) and substance abuse (Bien & Burge, 1990), as
well as a growing literature that suggests that nicotine dependence has links, per-
haps biological in nature, to both major depression (Quattrocki, Baird, & Yurgelun-
Todd, 2000) and schizophrenia (Dalack & Meador-Woodruff, 1996; Ziedonis &
George, 1997). Others have found elevated rates of psychiatric and substance use
disorders in smokers (Keuthen et al., 2000). Taken together, factors such as the type
of problematic substance use assessed, the measures that are used, and the specific
substances that are included in an assessment all contribute to varying meanings
of the term dual diagnosis.

A final methodological issue involves the split between the mental health treat-
ment system and the substance abuse treatment system, and the impact that this
separation has on dual diagnosis research. The literature on dual diagnosis really
includes two largely separate areas of investigation: research on substance abuse
in individuals with mental illness, as well as research on mental illness in primary
substance abusers. In order to get an accurate picture of dual diagnosis and its full
impact on clinical functioning and research in psychopathology, both aspects of
this literature must be examined.

FINDINGS FROM MAJOR EPIDEMIOLOGICAL STUDIES

Over the last 25 years, there have been a number of large-scale epidemiological
studies of mental illness that examine rates of dual diagnosis, including the Epide-
miologic Catchment Area Study (ECA; Regier et al., 1990), the National Comorbid-
ity Survey (NCS; Kessler et al., 1994), the National Comorbidity Survey Replication
(NCS-R; Kessler & Merikangas, 2004), and the National Longitudinal Alcohol
Epidemiology Study (NLAES; Grant et al., 1994). Although each study differs some-
what from the others in methodology, inclusion/exclusion criteria, and diagnostic
categories assessed (see Table 2.1 for a brief description of methods for these stud-
ies), there are a number of points that we can take from this literature that can
contribute to our thinking about and understanding of dual diagnosis.

Dual Diagnosis Is Highly Prevalent in Community Samples  First, epidemiological
studies consistently show that dual diagnosis is highly prevalent in community
samples. Each of these studies finds that people with mental illness are at greatly
increased risk of having a co-occurring substance use disorder, and people with a
substance use disorder are likewise much more likely to meet criteria for an Axis
I mental disorder. For example, the Epidemiologic Catchment Area Study (ECA;
Regier et al., 1990) was the first large-scale study of comorbidity of psychiatric and
substance use disorders in the general population, and documented high rates of
dual diagnosis among both individuals with primary mental disorders and those
with primary substance use disorders. Overall, individuals with a lifetime history of
a mental illness had an odds ratio of 2.3 for a lifetime history of alcohol use disorder
and 4.5 for drug use disorder, a clear illustration of how those with mental illness
are at substantially increased risk of having a comorbid substance use diagnosis.
When examined by type of disorder, antisocial personality disorder (ASP) showed
the highest comorbidity rate (83.6%), followed by bipolar disorder (60.7%), schizo-
phrenia (47.0%), panic disorder (35.8%), obsessive-compulsive disorder (32.8%), and
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Table 2.1
Methods of Several Major Epidemiological Studies on Dual Diagnosis
Study Years Methods
ECA (Regier 1980-84 Surveyed more than 20,000 adults in 5 cities across the
et al., 1990) United States both in the community and in institutions.

Trained interviewers used the Diagnostic Interview
Schedule to determine DSM-III diagnoses. Included af-
fective, anxiety, and schizophrenia-spectrum disorders.

NCS (Kessler 1990-92 Assessed 12-month and lifetime prevalence rates for

et al., 1994) a range of psychiatric disorders in over 8,000 non-
institutionalized individuals ages 15-54 across 48
states using the Composite International Diagnostic
Interview (CIDI) and based on DSM-III-R criteria.

NLAES (Grant 1991-92 Examined rates of co-occurrence of alcohol and drug

et al., 1994) use disorders and affective disorders in a general
population sample. The NLAES is a household survey
of over 42,000 adults in the United States that utilized
diagnostic interviews to assess DSM-/V diagnostic
criteria for alcohol use disorders.

NCSR (Kessler 2001-02 Nationally representative face-to-face household

et al., 2004) survey of over 9,000 noninstitutionalized people
ages 18 years or older. Diagnoses based on DSM-/V
criteria assessed via CIDI interviews.

NESARC (Grant 2001-02 Nationally representative face-to-face survey of

et al., 2004) 43,093 noninstitutionalized respondents, 18 years of
age or older, conducted by NIAAA. DSM-1V criteria
for substance use disorders and 9 independent mood
and anxiety disorders were assessed with the Alcohol
Use Disorders and Associated Disabilities Interview
Schedule-DSM-1V Version (AUDADIS-IV), a structured
diagnostic interview administered by lay interviewers.

major depression (27.2%). Further analysis of ECA data (Helzer, Robbins, & McEvoy,
1987) found that men and women with posttraumatic stress disorder (PTSD) were
5 times and 1.4 times more likely, respectively, to have a drug use disorder as men
and women without PTSD. Substantial rates of dual diagnosis were also found
in primary substance abusers (Regier et al., 1990). Overall, 37% of individuals with
an alcohol disorder and 53% of those with a drug use disorder had comorbid men-
tal illness. Further analyses (Helzer & Pryzbeck, 1988) found that among those with
alcohol use disorders, the strongest association was with ASP (odds ratio = 21.0),
followed by mania (OR = 6.2) and schizophrenia (OR = 4.0).

Like the ECA study, the NCS and that NLAES found markedly high rates of
dual diagnosis. NCS (Kessler et al., 1994) findings showed that respondents with
mental illness had at least twice the risk of lifetime alcohol or drug use disor-
der, with even greater risk for individuals with certain types of mental illnesses.
Findings were similar for primary substance abusers: The majority of respon-
dents with an alcohol or drug use disorder had a history of some nonsubstance
use psychiatric disorder (Kendler, Davis, & Kessler, 1997; Kessler, 1997). Overall,
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56.8% of men and 72.4% of women with alcohol abuse met diagnostic criteria for
at least one psychiatric disorder, as did 78.3% of men and 86.0% of women with
alcohol dependence (Kendler et al., 1997). Moreover, 59% of those with a lifetime
drug use disorder also met criteria for a lifetime psychiatric disorder (Kessler,
1997). Likewise the NLAES (Grant et al., 1994; Grant & Harford 1995) found that
among respondents with major depression, 32.5% met criteria for alcohol depen-
dence during their lifetime, as compared to 11.2% of those without major depres-
sion. Those with primary alcohol use disorders were almost four times more likely
to be diagnosed with lifetime depression, and the associations were even stronger
for drug use disorders: Individuals with drug dependence were nearly seven times
more likely to report lifetime major depression than those without drug depen-
dence (see Bucholz, 1999 for a review). Such findings clearly illustrate that rates of
dual diagnosis are significant among individuals with mental illness and primary
substance abusers, and that many types of psychiatric disorders confer an increased
risk of substance use disorder. Overall these studies find that a psychiatric diagno-
sis yields at least double the risk of a lifetime alcohol or drug use disorder.

High Prevalence Rates of Dual Diagnosis Persist over Time A second important
feature of rates of dual diagnosis is that they appear to be persistent. Examining how
rates persist or change over time is important for several reasons. When the ECA
and NCS findings first were published, the findings of high rates of both single and
dual disorders were significant because they illustrated the many ways in which
the understanding, assessment, and treatment of mental illness and substance use
disorders were incomplete. The NCS in particular came under increased scrutiny,
given that the rates it found for mental illness were even higher than those found
by the ECA. Replications of these studies can demonstrate whether the high rates
found in the first studies persist over time. In addition, since the first epidemiologic
studies were conducted, DSM criteria have changed, leading to questions of how
these diagnostic changes might impact illness rates. Finally, seeking treatment for
mental distress, as well as use of medications for symptoms of depression and anxi-
ety, are now more widely discussed and accepted than they were 10 to 20 years ago,
and it is unclear how changing attitudes might impact rates of dual disorders.
Findings from several replications of large epidemiologic studies indicate that
even with changes in diagnostic criteria and attitudes about psychological dis-
tress, rates of dual disorders remain high. For example, the NCS was recently rep-
licated in the NCS-R.The NCS-R (Kessler & Merikangas, 2004) shared much of the
same methodology as the original NCS, repeated many questions from the origi-
nal survey, and included additional questions to tap DSM-IV diagnostic criteria.
Conducting these studies 10 years apart allows for an examination of the stability
in rates of dual diagnosis, as well as how changes in assessment and diagnostic
criteria impact the prevalence of dual diagnosis and other comorbid conditions.
Comparisons of data from both studies illustrate the persistent nature of dual di-
agnosis.That is, while specific values have changes from one interview to another,
the overall picture of dual diagnosis remains the same: Prevalence rates are high,
and people with mental illness remain at greatly increased risk for developing
substance use disorders. For example, for major depressive disorder (MDD; Kes-
sler etal., 1996) found that 38.6% of respondents who met criteria for lifetime MDD
also had a diagnosis of substance use disorder based on NCS data, while 18.5% of
respondents who met criteria for 12-month MDD also had a diagnosis of substance
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use disorder. Results from the NCSR confirmed the high prevalence rates of dual
diagnosis in people with MDD: 24.0% of those with lifetime MDD also met criteria
for a substance use disorder, and 27.1% of those who met criteria for 12-month
MDD also met criteria for a substance use disorder (Kessler et al., 2005). Although
the exact percentages change over time, the rates for dual MDD and substance
use diagnoses remain strikingly high over the 10 years between studies.

Similar comparisons can be made between the NLAES and a more recent
NIAAA survey called the National Epidemiologic Survey on Alcohol and Re-
lated Conditions (NESARC; Grant et al., 2004). The NESARC stressed the need
to assure that diagnoses of mood and anxiety disorders were independent
from substance use disorders. A comparison of the two studies shows that dual
mood/anxiety and substance use disorders continue to be highly prevalent in
community samples. For example, in the NLAES (Grant & Harford, 1995), re-
spondents with a past year diagnosis of major depression had a 21.36% rate
of a co-occurring alcohol use disorder, compared with 6.92% of those with-
out 12-month major depression (OR = 3.65). Similarly, high odds ratios were
found for 12-month major depression and drug use disorders (Grant, 1995).
Importantly, results of the NESARC confirm the persistent association of sub-
stance use disorders and affective disorders. People who met criteria for any
12-month mood disorder were 4.5 times more likely to meet criteria for sub-
stance dependence (range of 3.4 to 6.4 for the four mood disorders assessed).
People who met criteria for any 12-month anxiety disorder were 2.8 times
more likely to meet substance dependence criteria (range of 2.2 to 4.2 for the
five anxiety disorders assessed). Examining the results in terms of prevalence
rates is similar: 19.97% of those with any 12-month mood disorder had at least
1 substance use disorder (SUD), and 14.96% of those with any 12-month anxiety
disorder had at least one SUD. Similarly, 19.67% of those with a 12-month SUD
had at least one mood disorder, and 17.71% had at least one anxiety disorder.
Overall, comparisons from replications of large epidemiologic studies illustrate
the persistence of dual diagnosis over time.

Dual Diagnosis is Only One Part of the Comorbidity Puzzle A third issue that is
highlighted in some epidemiological studies is the fact that the term and typical
understanding of dual diagnosis may not accurately reflect the nature and com-
plexity of the problem of co-occurring mental and substance use disorders. That
is, co-occurring disorders can take many forms, and limiting attention to a par-
ticular number or combination of problems may restrict what we can learn about
the links and interactions between mental illness and substance use disorders. As
discussed previously, the term dual diagnosis has most often been used to refer
to a combination of one mental illness and one substance use disorder. However,
epidemiologic studies find high prevalence rates of 3 or more co-occurring disorders
that include but are not limited to dual mental-SUD combinations. For example,
Kessler and colleagues (1994) found that 14% of the NCS sample met criteria for
three or more comorbid DSM disorders, and that these respondents accounted
for well over half of the lifetime and 12-month diagnoses found in the sample.
Moreover, these respondents accounted for 89.5% of the severe 12-month dis-
orders, which included active mania, nonaffective psychosis, or other disorders
requiring hospitalization or associated with severe role impairment. Other data
from the NCS (Kessler et al, 1996) showed that 31.9% of respondents with
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lifetime MDD and 18.5% of those with 12-month MDD met criteria for three or
more comorbid conditions. In the NCS-R, Kessler, Berglund, Demler, Jin, and Wal-
ters (2005) found that 17.3% of respondents met criteria for three or more lifetime
disorders. In addition, in examining projected lifetime risk of developing different
DSM disorders, these authors reported that 80% of projected new onsets were
estimated to occur in people who already had disorders. In examining 12-month
disorders in the NCS-R sample, Kessler, Chiu, Demler, and Walters (2005) found
similar results: 23% of the sample met criteria for three or more diagnoses. As these
authors state: “Although mental disorders are widespread, serious cases are con-
centrated among a relatively small proportion of cases with high comorbidity”
(Kessler, Chiu, Demler, & Walters, 2005, p. 617). Taken together, these findings
illustrate the importance of thinking about dual diagnosis in the context of the
broader picture of comorbid conditions. People with“dual” mental and substance
use disorders may in fact meet criteria for a combination of multiple mental and
substance use disorders. Such aggregation of mental and substance use disorders
in a small proportion of people should influence conceptualizations regarding the
processes underlying dual and comorbid conditions.

In addition, comorbidity appears to be influenced by severity of mental illness.
Using data from the NCS-R, Kessler and colleagues (2003) examined differences
in rates of comorbid disorders (including but not limited to SUDs) in respon-
dents with MDD of differing levels of severity. Specifically, respondents who met
criteria for 12-month MDD were classified as showing mild, moderate, severe,
or very severe symptoms, based on scores on the Quick Inventory of Depressive
Symptomatology Self Report (QIDS-SR) for the worst month in the past year. As
severity level increased, so did rates of comorbidity, defined as the percentage of
respondents with 2 or more comorbid 12-month disorders, including substance
use disorders. Specifically, 34.9% of mild, 58.0% of moderate, 77.3% of severe,
and 82.1% of very severe MDD cases met criteria for 2 or more comorbid dis-
orders. This finding of increased severity as number of disorders increases was
also found for 12-month diagnoses (Kessler, Chiu, Demler, & Walters, 2005). This
trend is another reminder that dual diagnosis and comorbidity labels represent
heterogeneous groups of people that differ in meaningful ways that likely have
significance in terms of assessment, treatment, and etiology of mental and sub-
stance use disorders.

In sum, epidemiological studies are now able to tell us not only that dual diag-
nosis is highly prevalent, but also that rates of dual disorders persist over time. In
addition, we now have ample evidence to suggest that talking about“dual” disor-
ders is actually a simplification of a complex problem in that patients often have
more than two psychiatric disorders as well as use, abuse, or are dependent on
multiple substances. Such findings suggest that thinking about the causes of dual
disorders may need to be broadened in order to be able to explain this range of
diversity among dual disordered patients.

FINDINGS FROM STUDIES OF CLINICAL SAMPLES

The fact that dual diagnosis is fairly common in the general population serves to
highlight the even higher rates found in treatment settings. Clinical studies of dual
diagnosis have assessed general psychiatric patients, patients with specific psychi-
atric disorders, and primary substance abusing patients.
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Dual Diagnosis in General Psychiatric Patients Clinical studies of dual diagnosis
over the last 20 years indicate that one-third to three-quarters of general psychi-
atric patients may meet criteria for comorbid psychiatric and substance use disor-
ders, depending on the diagnostic makeup of the sample and the level of chronicity
represented (Ananth et al., 1989; Galanter, Castaneda, & Ferman, 1988; McLellan,
Druley, & Carson, 1978; Mezzich, Ahn, Fabrega, & Pilkonis, 1990; Safer, 1987). Rates
seem to fall in the higher end of this range for samples comprising more impaired
patient populations. For example, Ananth and colleagues (1989) found that 72.0%
of a sample of patients with schizophrenia, bipolar disorder, and atypical psychosis
received a comorbid substance use diagnosis. Mezzich, Ahn, Fabrega, & Pilkonis
(1990) conducted a large-scale assessment of dual diagnosis in more than 4,000
patients presenting for evaluation and referral for mental health problems over an
18-month period and found substantial rates of dual diagnosis among a number
of diagnostic subsamples. The highest rates were seen among patients with severe
mental illnesses such as bipolar disorder (45% diagnosed with an alcohol use dis-
order and 39% diagnosed with a drug use disorder) and schizophrenia or para-
noid disorders (42% and 38% were diagnosed with alcohol and other substance
use disorders, respectively). However, dual diagnosis was also pronounced in other
patient groups. Specifically, 33% of patients with major depression were diagnosed
with an alcohol use disorder, and 18% were diagnosed with a drug use disorder.
Among patients with anxiety disorders, 19% and 11% were diagnosed with alcohol
and other substance use disorders, respectively.

Dual Diagnosis in Samples of Patients with Specific Disorders Rates of dual di-
agnosis have been extensively studied among patients with severe mental illness,
including schizophrenia (Dixon, Haas, Weiden, Sweeney, & Frances, 1991; Mueser
et al.,, 1990), bipolar disorder (Bauer et al., 2005; McElroy et al., 2001; Salloum &
Thase, 2000; Vieta et al., 2000), and major depression (Goodwin & Jamison, 1990;
Lynskey, 1998; Merikangas, Leckman, Prusoff, Pauls, & Weissman, 1985; Swendsen &
Merikangas, 2000). Findings show that dual diagnosis is common in such samples.
Mueser et al. (1990) evaluated 149 patients with schizophrenia spectrum disorders
and found that 47% had a lifetime history of alcohol abuse, while many had abused
stimulants (25%), cannabis (42%), and hallucinogens (18%). Dixon and colleagues
(1991) found that 48% of a sample of schizophrenia patients met criteria for an
alcohol or drug use disorder. Recently, Chengappa, Levine, Gershon, and Kupfer
(2000) evaluated the prevalence of substance abuse and dependence in patients
with bipolar disorder. Among patients with bipolar I, 58% met abuse or depen-
dence criteria for at least one substance, and 11% abused or were dependent on
three or more substances. In the bipolar II group, the rate of dual diagnosis was
approximately 39%. Recently, Baethge and colleagues (2005) followed a group of
first episode bipolar I patients and found that about one-third of the sample had a
substance use disorder at the baseline assessment, and that patients using two or
more substances showed poorer outcomes over the two years of the study. Hasin,
Endicott, and Lewis (1985) examined rates of comorbidity in a sample of patients
with affective disorder presenting for treatment as part of the National Institute
of Mental Health Collaborative Study of Depression and found that 24% of these
patients reported serious problems with alcohol and 18% met diagnostic criteria
for an alcohol use disorder. In an examination of patients with major depression,
bipolar disorder and controls participating in the National Institute of Mental
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Health Collaborative Program on the Psychobiology of Depression, Winokur and
colleagues (1998) found that affective disorder patients had substantially higher
rates of dual substance use disorders than did controls.

Dual diagnosis is also common among patients with anxiety disorders. In their
review of studies of dual anxiety and substance use disorders, Kushner, Sher, and
Beitman (1990) found that rates differ by type of anxiety disorder, with social phobia
(ranging from 20% to 36% rate of dual diagnosis) and agoraphobia (ranging from
7.0% to 27.0% rate of dual diagnosis) showing the highest rates of substance abuse
comorbidity. Others have found a 22% rate of lifetime alcohol use disorder among
patients with social phobia (Himle & Hill, 1991), a 10% to 20% rate for patients with
agoraphobia (Bibb & Chambless, 1986), and up to 12% rate of lifetime alcohol de-
pendence among patients with obsessive-compulsive disorder (Eisen & Rasmussen,
1989). In addition, more attention is being given recently to dual substance abuse
and PTSD in clinical samples. A growing literature examining this diagnostic com-
bination finds high rates of dual diagnosis among patients with PTSD, with some
findings as high as 80% (Keane, Gerardi, Lyons, & Wolfe, 1988). Research both with
samples of veterans with PTSD and samples of women with assault or trauma-
related PTSD show strikingly high rates of comorbid substance abuse and depen-
dence (see Stewart, Pihl, Conrol, & Dongier, 1998 for a review). Moreover, Breslau,
Davis, Peterson, and Schultz (1997) interviewed a sample of 801 women and found
that PTSD significantly increased the likelihood for later alcohol use disorder.

Importantly, the highest rates of comorbidity are found for patients with per-
sonality disorders, especially ASP. Studies show that comorbid ASP accelerates
the development of alcoholism (Hesselbrock, Hesselbrock, & Workman-Daniels,
1986), and that 80% of patients with ASP have a history of problem use of alco-
hol (Schuckit, 1983). In a recent review of studies on dual substance use disorders
and borderline personality disorder (BPD), Trull and colleagues (2000) found that,
across studies, more than 48% of patients with BPD met criteria for alcohol use
disorders, and 38% of those with BPD met criteria for a drug use disorder.

Dual Diagnosis in Patients with Primary Substance Use Disorders Substance-
abusing patients in treatment are a heterogeneous group, encompassing a range of
substances and levels of severity. Nonetheless, researchers have found high rates
of dual disorders across diverse samples of patients seeking substance abuse treat-
ment (Arendt & Munk-Jorgensen, 2004; Falck, Wang, Siegal, & Carlson, 2004; Herz,
Volicer, D’Angelo, & Gadish, 1990; Mirin, Weiss, Griffin, & Michael, 1991; Mirin,
Weiss, & Michael, 1988; Penick et al., 1984; Powell, Penick, Othmer, Bingham, &
Rice, 1982; Ross, Glaser, & Stiasny, 1988; Rounsaville, Weissman, Kleber, & Wilber,
1982; Watkins et al., 2004; Weissman & Meyers, 1980). Findings of lifetime rates of
psychiatric disorder range from 73.5% of a sample of cocaine abusers (Rounsaville
et al., 1991) to 77% of a sample of hospitalized alcoholics (Hesselbrock, Meyer, &
Keener, 1985) to 78% of a sample of patients in an alcohol and drug treatment facil-
ity (Ross, Glaser, & Germanson, 1988). Findings of current psychiatric disorder are
similarly high, ranging from 55.7% of a group of cocaine abusers (Rounsaville et al.,
1991) to 65% in a general substance-abusing sample (Ross et al., 1988).

Further reflecting their diagnostic heterogeneity, substance abusers in treat-
ment experience a range of comorbid psychiatric disorders. Among the most
widely studied have been affective disorders, and treatment-seeking substance
abusers show high rates of both major depression (Hasin, Grant, & Endicott, 1988;
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Hesselbrock et al., 1985; Merikangas & Gelernter, 1990; Mezzich et al., 1990; Miller,
Klamen, Hoffmann, & Flaherty, 1996; Rounsaville, Weissman, Wilber, Crits-
Christoph, & Kleber, 1982; Weissman & Meyers, 1980) and bipolar disorder
(Strakowski & DelBello, 2000). Miller and colleagues (1996) surveyed a sample
of more than 6,000 substance abuse treatment patients from 41 sites and found
that 44% had a lifetime history of major depression. In a review of comorbidity of
affective and substance use disorders, Lynskey (1998) found that the prevalence
of unipolar depression among patients receiving treatment for substance use
disorders ranged from a low of 25.8% for lifetime depression in a sample of 93
alcohol-dependent men (Sellman & Joyce, 1996) to a high of 67% meeting a lifetime
diagnosis of major depression among a sample of 120 inpatients (Grant et al., 1989).
Busto, Romach, and Sellers (1996) evaluated rates of dual diagnosis in a sample of 30
patients admitted to a medical facility for benzodiazepine detoxification and found
that 33% met DSM-III-R criteria for lifetime major depression. Results from large
studies of treatment-seeking substance abusers find that these patients show 5 to 8
times the risk of having a comorbid bipolar diagnosis (see Strakowski & DelBello,
2000 for a review). The importance of dual mental illness in substance-abusing
samples lies in its link to functioning and treatment outcome. Burns, Teesson, and
O’Neill (2005) studied the impact of dual anxiety disorders and/or depression on
outcome of 71 patients seeking outpatient alcohol treatment. Comorbid patients
showed greater problems at baseline (more disabled, drank more heavily) than
did substance abuse only patients, a difference that persisted at a follow-up assess-
ment three months later.

An extensive literature documents high rates of comorbid personality disor-
ders in primary substance abusers (Khantzian & Treece, 1985; Nace, 1990; Nace,
Davis, & Gaspari, 1991), especially ASP (Herz et al., 1990; Hesselbrock et al., 1985;
Liskow, Powell, Nickel, & Penick, 1991; Morgenstern, Langenbucher, Labouvie, &
Miller, 1997; Penick et al., 1984; Powell et al., 1982). In their evaluation of a large
sample of treatment-seeking substance abusers, Mezzich and colleagues (1990)
found that 18% of those with alcohol use disorders and almost 25% of those with
drug use disorders met criteria for an Axis II disorder. Busto and colleagues (1996)
found that 42% of their sample of patients undergoing benzodiazepine detoxifi-
cation met DSM-III-R criteria for ASP. Morgenstern, Langenbucher, Labouvie,
and Miller (1997) assessed prevalence rates of personality disorders in a multisite
sample of 366 substance abusers in treatment. Results showed that more than
57% of the sample met criteria for at least one personality disorder. ASP was the
most prevalent (22.7% of the sample), followed by borderline (22.4%), paranoid
(20.7%), and avoidant (18%) personality disorders. Moreover, the presence of a
personality disorder doubled the likelihood of meeting criteria for a comorbid
Axis I disorder. Brooner and colleagues (1997) assessed psychiatric disorders in
716 opioid abusers on methadone maintenance therapy and found that 47% of
the sample met criteria for at least one disorder, with ASP and major depres-
sion being the most common co-occurring diagnoses. In addition, psychiatric co-
morbidity was associated with more severe substance use disorder. Kokkevi and
colleagues (1998) surveyed 226 treatment-seeking individuals with drug depen-
dence in Greece and found a 59.5% prevalence rate of personality disorder, with
more than 60% of these patients meeting criteria for more than one personality
disorder. Moreover, those with personality disorders were at twice the risk for
meeting an additional Axis I diagnosis.
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Findings are similar with anxiety disorders, with high rates of comorbid phobias
(Bowen, Cipywnyk, D’Arcy, & Keegan, 1984; Hasin et al., 1988; Ross et al., 1988),
panic disorder (Hasin et al., 1988; Penick et al., 1984), and obsessive-compulsive
disorder (Eisen & Rasmussen, 1989) documented in substance-abusing popula-
tions. Thomas, Thevos, and Randall (1999) reported a 23% prevalence rate of social
phobias in a large study of both inpatients and outpatients with alcohol depen-
dence. Substance abusers also appear to be especially affected by PTSD (Cottler,
Compton, Mager, Spitznagel, & Janca, 1992; Davis & Wood, 1999; Triffleman,
Marmar, Delucchi, & Ronfeldt, 1995). In an analysis of cocaine-dependent patients
in the National Institute on Drug Abuse Collaborative Cocaine Treatment Study,
Najavitis and colleagues (1998) found that 30.2% of women and 15.2% of men met
DSM-III-R criteria for PTSD. Recently, Back and colleagues (2000) found that 42.9%
of a sample of cocaine-dependent individuals met criteria for PTSD, and Bonin and
colleagues (2000) found a 37.4% rate of PTSD in a sample of patients attending a
community substance abuse treatment program.

In sum, the literature clearly documents high rates of dual substance abuse and
psychiatric disorders for a variety of psychopathological conditions and in a range
of patient populations. Findings from epidemiological studies show that dual
diagnosis is relatively common in the general population, and results of clinical
studies illustrate the frequency of dual diagnosis among individuals in treatment.
That rates of dual diagnosis are similarly high in both mentally ill and in primary
substance-abusing populations serves to highlight the serious difficulties in hav-
ing two separate and independent systems of care for mental illness and substance
abuse (Grella, 1996; Ridgely, Lambert, Goodman, Chichester, & Ralph, 1998), despite
the fact that both populations of patients are quite likely to be suffering from both
types of disorders.

CLINICAL IMPACT OF DUAL DISORDERS

The importance of dual diagnosis lies in its negative impact on the course and prog-
nosis of both psychiatric and substance use disorders, as well as its influence on as-
sessment, diagnosis, and treatment outcome. Individuals with dual disorders show
more adverse social, health, economic, and psychiatric consequences than those
with only one disorder, and they show more severe difficulties, often a more chronic
course of psychiatric disorder, and a poorer response to both mental health and
substance abuse treatment. In the next section we review the ways that dual diagno-
sis impacts three general areas: patient functioning, clinical care, and research.

ImpPAcT OF DUAL D1AGNOSIS ON PATIENT FUNCTIONING

Symptoms, Course of Illness, and Life Functioning Dual diagnosis severely im-
pacts the severity and course of many disorders, especially among patients with se-
rious mental illnesses such as schizophrenia, bipolar disorder, and recurrent major
depression. Often these dually diagnosed individuals show a poorer and more cha-
otic course of disorder, with more severe symptoms (Alterman, Erdlen, Laporte, &
Erdlen, 1982; Barbee et al., 1989; Hays & Aidroos, 1986; Negrete and Knapp, 1986),
more frequent hospitalizations (Carpenter, Heinrichs, & Alphs, 1985; Drake &
Wallach, 1989; Sonne, Brady, & Morton, 1994), and more frequent relapses than
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patients without co-occurring substance abuse (Linszen, Dingemans, & Lenior,
1994; O’Connell, Mayo, Flatow, Cuthbertson, & O’Brien, 1991; Sokolski et al., 1994).
Haywood et al. (1995) found that substance abuse, along with medication noncom-
pliance, was the most important predictor of more frequent rehospitalization among
schizophrenia patients. Recently, Margolese and colleagues (2004) compared three
groups of schizophrenia patients: those with current SUD, those with lifetime but
not current SUD, and those with no current or history of SUD. Patients with cur-
rent SUD showed more positive symptoms than both other patient groups, higher
scores on measures of depression as compared to the single diagnosis group, and
were more likely to be noncompliant with their medications than the single diag-
nosis group. Winokur and colleagues (1998) found that patients with drug abuse
and bipolar disorder had an earlier age of onset of bipolar disorder than those with
bipolar disorder alone, as well as a stronger family history of mania. Nolan and col-
leagues (2004) rated patients with bipolar or schizoaffective disorder on severity of
manic symptoms, severity of depressive symptoms, and number of illness episodes
over a 1-year period (n = 258). Results showed that ratings for mania severity were
associated with comorbid substance abuse. Lehman and colleagues (1993) compared
individuals with dual mental illness and substance use diagnoses to those with just
a primary mental illness and found that the dual diagnosis group had a higher rate
of personality disorder and more legal problems. Hasin, Endicott, and Keller (1991)
followed 135 individuals with dual mood and alcohol use disorders who were
originally studied as part of the National Institute of Mental Health Collaborative
Study on the Psychobiology of Depression. Although most had experienced at least
one 6-month period of remission of the alcohol disorder at some point during the
follow-up period, most had relapsed after 5 years. Mueller and colleagues (1994)
examined the impact of alcohol dependence on the course of major depression
over 10 years among individuals with depression who participated in the National
Institute of Mental Health Collaborative Depression Study. Those who were alcohol
dependent at baseline had a much lower rate of recovery from major depression
than those with major depression alone, illustrating the negative impact of alcohol
use disorders on the course of major depressive disorder.

Dual diagnosis is also a serious issue for patients with anxiety disorders such as
PTSD (Najavitis, Weiss, & Shaw, 1997; Ouimette, Brown, & Najavitis, 1998). Overall,
the combination of substance abuse and PTSD appears to be linked to higher rates
of victimization, more severe PTSD symptoms in general, more severe subgroups
of PTSD symptoms, and higher rates of Axis II comorbidity (Ouimette, Wolfe, &
Chrestman, 1996). Saladin, Brady, Dansky, and Kilpatrick (1995) compared 28 women
with both substance abuse and PTSD to 28 women with PTSD only and found that
the dual diagnosis group reported more symptoms of avoidance and arousal, more
sleep disturbance, and greater traumatic event exposure than the PTSD-only group.
Back and colleagues (2000) similarly found higher rates of exposure to traumatic
events, more severe symptomatology, and higher rates of Axis I and Axis II disor-
ders among cocaine-dependent individuals with PTSD as compared to those with-
out lifetime PTSD. Moreover, evidence suggests that the combination of PTSD and
cocaine dependence remains harmful over several years, with patients showing a
greater likelihood of continued PTSD as well as revictimization several years after
an initial substance abuse treatment episode (Dansky, Brady, & Saladin, 1998).

Dual diagnosis also exerts a profound impact on overall life functioning. Patients
with severe mental illnesses such as schizophrenia who abuse substances appear to



46  THE PrROBLEM OF DUAL DI1AGNoOSIS

be particularly hard hit in this regard (see Bradizza & Stasiewicz, 1997 for a re-
view; Kozaric-Kovacic, Folnegovic-Smalc, Folnegovic, & Marusic, 1995). Drake and
colleagues consistently have found that individuals with schizophrenia and co-
morbid substance abuse show substantially poorer life adjustment than do their
nonsubstance-abusing counterparts, including poorer self-care, less stable living
environments, and fewer regular meals (Drake, Osher, & Wallach, 1989; Drake &
Wallach, 1989). Havassy and Arns (1998) surveyed 160 frequently hospitalized adult
psychiatric patients and found not only high rates of dual disorders (48% of patients
had at least one current substance use disorder; of these, 55.1% met criteria for poly-
substance dependence), but also that dual diagnosis was related to increased
depressive symptoms, poor life functioning, lower life satisfaction, and a greater
likelihood of being arrested or in jail. Research similarly shows that patients with
dual affective and alcohol use disorders show greater difficulties in overall func-
tioning and social functioning than patients with depression (Hirschfeld, Hasin,
Keller, Endicott, & Wunder, 1990) or bipolar disorder (Singh, Mattoo, Sharan, &
Basu, 2005). Newman and colleagues (1998) examined the impact of different types
of comorbidity (including but not limited to substance abuse-psychiatric disorder
combinations) on life functioning in a large sample of young adults. Multiple disor-
der cases showed poorer functioning than single disordered cases in almost every
area measured, including health status, suicide attempts, disruption in performance
of daily activities, the number of months disabled because of psychiatric illness,
greater life dissatisfaction, less social stability (more residence changes, greater use
of welfare for support, greater rates of adult criminal conviction records), greater
employment problems, lower levels of educational attainment, and greater reports
of physical health problems. Weiss and colleagues (2005) examined the interplay
between bipolar disorder and recovery from substance use disorders on a range of
quality-of-life factors in a sample of 1,000 patients with current or lifetime bipolar
disorder. Specifically, three groups were compared: those with no history of SUDs,
those with past SUDs, and those with current SUDs. Results showed that the cur-
rent SUD group had the poorest functioning, and both SUD groups reported lower
quality of life and higher lifetime rates of suicide attempts than did the non-SUD
group. Moreover, the toxic effects of psychoactive substances in individuals with
schizophrenia and bipolar disorder may be present even at use levels that may not
be problematic in the general population (Lehman, Myers, Dixon, & Johnson, 1994;
Mueser et al., 1990).

Treatment Noncompliance and Violence ~Substance abuse often interferes with com-
pliance with both behavioral and psychopharmacological treatments. Lambert,
Griffith, and Hendrickse (1996) surveyed patients on a general psychiatry unit in a
Veterans Administration medical center and found that discharges against medical
advice (AMA) were more likely to occur among patients with alcohol and/or sub-
stance use disorders. Pages and colleagues (1998) similarly assessed predictors of
AMA discharge in psychiatric patients. The presence of a SUD and a greater quan-
tity and frequency of substance use were among the most important predictors.
Owen and colleagues (1996) followed a sample of 135 inpatients after discharge
and found that medication noncompliance was related to substance abuse, and
that this combination was significantly associated with lack of outpatient contact in
the follow-up period. Specifically, those with dual diagnoses were more than eight
times more likely to be noncompliant with their medication. In a large-scale study
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of factors related to medication adherence in schizophrenia patients, Gilmer and
colleagues (2004) found that substance abusers were less likely to be adherent to
antipsychotic medication regimens than were schizophrenia patients who did not
abuse substances. Such findings are especially important when linked to function-
ing and service use. For example, schizophrenia patients who were nonadherent
with their medications were more than 2.5 times more likely to be hospitalized
than those that were adherent (Gilmer et al., 2004).

Verduin, Carter, Brady, Myrick, and Timmerman (2005) compared bipolar only,
alcohol-dependent only, and comorbid bipolar and alcohol-dependent patients on
several treatment variables, including number of outpatient psychiatric visits and
length of psychiatric hospitalizations, in the year leading up to and including an
index hospitalization at a veterans hospital from 1999 through 2003. The comorbid
group had fewer outpatient psychiatric visits and shorter inpatient hospitalizations
than did either of the single disorder groups.

For many disorders, substance abuse and its associated noncompliance with
treatment is linked not only to poorer outcomes but also to greater risk for violence
(Marzuk, 1996; Poldrugo, 1998; Sandberg, McNiel, & Binder, 1998; Scott et al., 1998;
Soyka, 2000; Steadman et al., 1998; Swanson, Borum, Swartz, & Hiday, 1999; Swartz
et al., 1998). Fulwiler, Grossman, Forbes, and Ruthazer (1997) compared differences
between two groups of outpatients with chronic mental illness: those with and with-
out a history of violence.The only significant differences between the two groups in-
volved alcohol or drug use. McFall and colleagues (1999) examined 228 male Vietnam
veterans seeking inpatient treatment for posttraumatic stress disorder and found
levels of substance abuse were positively correlated with violence and aggression.
The combination of schizophrenia and antisocial personality disorder appears to put
people at high risk for violence, especially when drinking (Joyal, Putkonen, Paavola, &
Tiihonen, 2004). Substance abuse is also associated with greater suicidal ideation
and risk of suicide among patients with mental illness, including those with schizo-
phrenia (Cohen, Test, & Brown, 1990; Karmali et al., 2000; Landmark, Cernovsky, &
Merskey, 1987), depression (Pages et al., 1997), and bipolar disorder (reviewed in
Goodwin & Jamison, 1990; Verduin et al., 2005). Pages and colleagues (1997) surveyed
891 psychiatric inpatients with major depressive disorder and found that both sub-
stance use and substance dependence were associated with higher levels of suicidal
ideation. Potash and colleagues (2000) examined the relationship between alcohol
use disorders and suicidality in bipolar patients and found that 38% of subjects with
dual bipolar and alcohol use disorders had attempted suicide as compared to 22%
of those with bipolar disorder only. Recently, McCloud, Barnaby, Omu, Drummond,
and Aboud (2004) examined alcohol disorders and suicidality (defined as any re-
cord of self-harm or thoughts or plans of self-harm or suicide written in the medical
record) in consecutive admissions to a psychiatric hospital. Problem drinking (as
measured by the Alcohol Use Disorders Identification Test or AUDIT) was strongly
related to suicidality, with higher AUDIT scores (representing greater severity of
problems with alcohol) showing higher rates of suicidality.

ImprAcT OF DuaL D1agNos1s ON CLINICAL CARE AND RELATED FACTORS

Service Utilization and Health Care Costs  The fact that clinical settings routinely
demonstrate higher rates of dual diagnosis patients points to the fact that having
both psychiatric and substance use disorders increases rates of treatment seeking.
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Increased service utilization among the dually diagnosed has been borne out in
both large-scale household surveys and clinical studies. For example, Helzer and
Pryzbeck (1988) examined data from the ECA study and found that, for respondents
of both sexes with alcohol use disorders, the number of additional nonsubstance
use disorder diagnoses had a significant impact on treatment seeking: those with
more diagnoses reported greater utilization of treatment services. Grant (1997) ex-
amined the influence of comorbid major depression and substance abuse on rates
of seeking alcohol and drug treatment in data collected from the National Longi-
tudinal Alcohol Epidemiological Survey (Grant et al., 1994). The percentage of indi-
viduals with alcohol use disorders seeking treatment practically doubled, from 7.8%
to 16.9%, when a comorbid major depressive disorder was also present. Interest-
ingly, the greatest rate of treatment seeking (35.3%) was found among respondents
who met criteria for all three disorders—alcohol, drug, and depression—illustrating
how the term dual diagnosis is somewhat misleading because some individuals
have two or more substance use and psychiatric disorders and each might have an
additive effect on negative outcomes. Similarly, Wu and colleagues (1999), analyz-
ing data from the NCS, found that although 14.5% of patients with a pure alcohol
disorder reported using mental health and substance abuse intervention services,
more than 32% of patients with comorbid alcohol and mental disorders used such
services. Menezes and colleagues (1996) studied the impact of substance use prob-
lems on service utilization over one year in a sample of 171 individuals with serious
mental illness. Although the number of inpatient admissions was equivalent for
those with dual disorders and those with mental illness only, the dual diagnosis
group used psychiatric emergency services 1.3 times more frequently and spent
1.8 times as many days in the hospital than the single disorder group.

Given their increased rates of service utilization, itis not surprising that dual diag-
nosis patients generally accrue greater health care costs than do patients with a sin-
gle diagnosis (Maynard & Cox, 1998; McCrone et al., 2000). Dickey and Azeni (1996)
examined the costs of psychiatric treatment for more than 16,000 seriously mentally
ill individuals with and without comorbid substance use disorders. Patients with
dual diagnoses had psychiatric treatment costs that were nearly 60% higher than
the costs of psychiatrically impaired individuals without substance abuse. Interest-
ingly, most of the increased cost was owing to greater rates of inpatient psychiatric
treatment, suggesting that the impact of substance abuse on psychiatric symptom
and illness relapse is realized when patients require costly psychiatric hospitaliza-
tion. Garnick, Hendricks, Comstock, and Horgan (1997) examined health insurance
data files over three years from almost 40,000 employees and found that those with
dual diagnoses routinely accrued substantially higher health care costs than those
with substance abuse only. Such findings suggest that individuals with dual disor-
ders access the most expensive treatment options (inpatient hospitalization, visits
to emergency rooms) that are short-term in order to manage acute distress and fail
to get the comprehensive and ongoing care they require.

These findings on rates of services use can be perplexing. For example, if dual
diagnosis patients are accessing more and more expensive services, why do they
consistently have more severe psychiatric symptoms, more substance-use related
problems, and poorer outcomes than those with single disorders? As noted earlier,
dual diagnosis patients appear to more often access expensive but short-term or
acute treatment options while being noncompliant or not adhering to longer-term
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medication and outpatient treatment regiments. Other factors include lack of inte-
grated care, as well as increased numbers of problems to treat associated with treat-
ing more than one disorder (Watkins, Burnam, Kung, & Paddock, 2001). In addition,
researchers recently have begun to more closely examine the quality of services
accessed by dual diagnosis patients. For example, in their study of patients with
bipolar disorder with and without comorbid substance use disorders, Verduin and
colleagues (2005) found that patients with bipolar disorder and comorbid substance
abuse were less likely than patients with substance abuse alone to be referred to
intensive substance abuse treatment. Watkins and colleagues (2001) looked at the
delivery of appropriate care to probable dual diagnosis patients assessed as part of
the Healthcare for Communities Survey (a study of a subset of respondents from the
Community Tracking Study, a nationally representative study of the civilian, nonin-
stitutionalized people in the United States [see Kemper et al., 1996 for details]). Ap-
propriate care included medications for severe mental illness (a mood stabilizer for
bipolar disorder, antipsychotic medication for a psychiatric disorder), medications
and/or psychosocial interventions for anxiety disorders or major depression, and
at least four sessions of any sort of treatment in the past year. In addition, variables
addressed included whether patients are receiving integrated care for dual disorders
(receiving both mental health and substance abuse treatment from one provider) or
comprehensive substance abuse treatment (defined as including inpatient or outpa-
tient substance use treatment that included a physical examination, a mental health
evaluation, or job or relationship counseling). Results showed that 72% of dual diag-
nosis patients did not receive any specialty mental health or substance abuse services
(i.e., services provided by a mental health or substance abuse professional rather than
a primary care physician), 8% received both mental health and substance abuse treat-
ment (either integrated or by different providers), 23% received appropriate mental
health care, and 9% received comprehensive substance abuse treatment.

Other studies have found a disconnect between services accessed and services
needed in dual diagnosis samples (Najavits, Sullivan, Schmitz, Weiss, & Lee, 2004).
Such findings suggest that the complicated clinical picture presented by dual di-
agnosis patients makes it difficult for patients and providers to determine and ad-
minister appropriate care.

Other Societal Impacts

PuysicaL ILLNEss Dual diagnosis puts people at risk for different forms of ill-
ness and disease. One of the most significant health problems in this population
is risk for HIV and AIDS. Individuals with dual diagnosis show greatly increased
risk for HIV and AIDS. People with schizophrenia and other severe mental ill-
ness are now one of the highest-risk groups for HIV (Gottesman & Groome, 1997;
Krakow, Galanter, Dermatis, & Westreich, 1998), and data indicate that substance
use substantially increases the likelihood of unsafe sex practices (Carey, Carey, &
Kalichman, 1997) and other high-risk behaviors in those with mental illness. For
example, McKinnon and colleagues (1996) found that 17.5% of a sample of psychi-
atric patients had a history of injection drug use, 35% reported using drugs during
sex, and 30% traded sex for drugs—all substance use behaviors that are highly
risky in terms of the transmission of HIV and AIDS. In their sample of 145 psychiat-
ric inpatients and outpatients in Australia, Thompson and colleagues (1997) found
that 15.9% of dual diagnosis patients reported injection drug use, a figure that is
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10 times higher than that found in the general population. Hoff, Beam-Goulet, and
Rosenheck (1997) examined data from the 1992 National Survey of Veterans and
found that the combination of PTSD and substance abuse increased the risk of HIV
infection by almost 12 times over individuals with either disorder alone.

There is increasing evidence that other physical illnesses and high-risk health
habits are also found more often in people with dual disorders. For example, Stuyt
(2004) found that 29.7% of a dual diagnosis sample had hepatitis C, a rate that is
16 times higher than that found in the general population. Salloum, Douaihy,
Ndimbie, and Kirisci (2004) examined physical health and disorders in three groups
of psychiatric patients hospitalized on a dual diagnosis treatment unit: a group with
both alcohol and cocaine dependence, a group with alcohol dependence only, and
group with cocaine dependence only. Results showed that the group with both al-
cohol and cocaine dependence showed higher rates of a range of medical problems,
including multiple hepatitis infections, than both single diagnosis groups. Recently
Jones and colleagues (2004) examined physical health problems among people with
severe mental illness and found that 74% of the sample was treated for one chronic
health condition, and 50% was treated for two or more. The two most highly preva-
lent chronic health conditions—pulmonary disease and infectious disease—were
both associated with substance use disorders in this sample. Moreover, results of
regression analysis showed that substance abuse, along with age and obesity, was
a significant predictor of health problem severity. Others have found high rates of
mortality and other dangerous health conditions among those with dual diagnosis
(Dickey, Dembling, Azeni & Normand, 2004; Lambert, LePage & Schmitt, 2003).

LecaL ProBLEMs There is also evidence that individuals with dual diagnoses
have more frequent contacts with the legal system. Clark, Ricketts, and McHugo
(1999) followed a sample of individuals with mental illness and substance use dis-
orders over three years to longitudinally examine legal involvement and its corre-
lates in this population. The sample consisted of 203 patients receiving treatment in
a dual diagnosis treatment program. Cost and use data were collected from a range
of sources, including police, defenders, prosecutors, and jails. Interestingly, while
rates of arrest were certainly high, patients were four times more likely to have
encounters with the legal system that did not result in arrest. This suggests that
frequency of arrest, while significant, is an underrepresentation of the frequency
of contact that dual diagnosis patients have with the legal system. In addition, con-
tinued substance abuse over the follow-up period was significantly associated with
a greater likelihood of arrest.

HomEeLEssNEss The combination of mental illness and substance abuse also
increases risk for homelessness. In a study of patients with schizophrenia, Dixon
(1999) found that those who used substances experienced not only greater psy-
chotic symptoms and relapses, a higher incidence of violent behavior and suicide,
elevated rates of HIV infection, increased mortality, higher rates of treatment and
medication noncompliance, but also were more likely to live in an unstable hous-
ing situation or be homeless. Caton and colleagues (1994) compared a sample of
mentally ill homeless men to a sample of mentally ill men who were not home-
less and found higher rates of drug use disorders among the homeless group. Leal
and colleagues (1999) assessed homelessness in a sample of 147 patients with dual
diagnosis and found that those in the group with so-called protracted homeless-
ness (no residence for one year or more) were significantly more likely to report a
history of injection drug use than those patients without protracted homelessness.
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Recently Folsom et al. (2005) examined risk factors for homelessness and patterns
of service use among those who are homeless in a large sample (n = 10,340) of pa-
tients with severe mental illness from a large public mental health system in south-
ern California. Homelessness was associated with a range of variables, including
substance abuse—60.5% of the homeless mentally ill group showed a substance
use disorder as compared to 20.9% of the nonhomeless mentally ill group. More-
over, results of multivariate logistic regression showed that those with mental ill-
ness and substance abuse were more than four times as likely to be homeless than
were patients who did not abuse substances.

Issues FOR WOMEN WITH SEVERE MENTAL [LLNESS AND SUBSTANCE ABUSE Im-
portantly, dual diagnosis is often particularly problematic for individuals who are
also otherwise underserved. As noted, individuals with schizophrenia appear to be
particularly hard hit by the additional difficulties of SUD. Another such population
is women with severe mental illness and substance abuse. Research on women
with dual diagnoses has shown that those with comorbid severe mental illness and
substance abuse show poorer retention in treatment (Brown, Melchior, & Huba,
1999), and elevated levels of anxiety, depression, and medical illness (Brunette &
Drake, 1998), as well as being more difficult to engage in treatment and more un-
derrepresented in treatment overall (Comtois & Ries, 1995). In addition, women
with dual diagnoses appear to have alarmingly higher rates of sexual and physical
victimization that are substantially higher than those observed among women in
the general population (Gearon & Bellack, 1999; Goodman, Rosenburg, Mueser, &
Drake, 1997). Prevalence rates for physical victimization for women with serious
mental illness range between 42% and 64% (Jacobson, 1989), and other research
finds that 21% to 38% of women with serious mental illness report adult sexual
abuse (Goodman, Dutton & Harris, 1995). Among women receiving treatment in a
residential therapeutic community, 49% reported physical abuse and 40% reported
sexual abuse (Palacios, Urmann, Newel, & Hamilton, 1999). Data from 28 women
and 24 men with serious mental illness and SUDs indicated that, when compared
with men, women were more likely to report being physically (60% of women vs.
29% of men) and sexually (47% of women vs. 17% of men) victimized (Gearon,
Bellack, Nidecker, & Bennett, 2003). In addition, women with dual diagnosis are
often affected by issues related to pregnancy and parenting. Grella (1997) summa-
rized some of the many difficulties in terms of services for pregnant women with
dual disorders, including receiving adequate prenatal care, use of substances and
psychiatric medications while pregnant, and lack of coordinated treatment plan-
ning and provision among medical, psychiatric, and addictions professionals. Kelly
and colleagues (1999) examined the medical records of all women delivering ba-
bies in California hospitals in 1994 and 1995 and found that women with both psy-
chiatric and substance use diagnoses were at greatly elevated risk of receiving
inadequate prenatal care. There are also substantial barriers to treatment and
medical care for these women, including fears of losing custody of the unborn child
or their other children, lack of medical insurance, and the often disjointed nature
of available services for the medical and psychiatric care of these patients (Grella,
1997). Finally, when compared to men, women with dual diagnosis may have dif-
ferent treatment needs. Grella (2003) compared differences in substance use and
treatment histories and perceptions of service needs between men and women
diagnosed with severe mental illness (mood or psychotic disorders) on admission
to inpatient drug treatment. Women reported greater needs for family and trauma-
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related services, and women with psychotic disorders had the greatest level of
need of all the groups for basic services.

Assessment and Diagnosis

Symprom OVERLAP Symptom overlap is a significant complication in terms
of assessment and diagnosis. The symptoms of many psychiatric disorders over-
lap with those of substance use disorders, making diagnosis of either class of
disorders difficult. For example, DSM lists problems in social functioning as
symptoms of both schizophrenia and substance use disorders. That some cri-
teria can count toward multiple diagnoses can potentially increase comorbidity
rates and can make diagnosis of substance abuse difficult. This overlap can work
against identification of the psychiatric disorder in some cases. For example,
high rates of dual substance use and bipolar disorders lead to an underdiagno-
sis of bipolar disorder, because of the often incorrect assumption that the behav-
ioral manifestations of bipolar disorder are secondary to substance use (Evans,
2000). Others (Brady, Killeen, Brewerton, & Lucerini, 2000; Brunello et al., 2001)
suggest that underdiagnosis can also be an issue with dual PTSD and substance
use disorders.

MutLtIPLE IMPAIRMENTS OWING TO DIFFERENT DISORDERS ~ Substance use disor-
ders are often overlooked in mental health settings in which patients present with
a range of acute impairments that exert a negative impact on overall functioning.
There is often diagnostic confusion in terms of whether or not a given impairment
is owing to substance abuse, psychiatric disorder, both, or neither. For example,
it is exceedingly difficult to determine the impact of substance abuse when seri-
ous mental illness profoundly affects all areas of functioning. Patients with severe
mental illness in particular have a range of impairments in social, cognitive,
occupational, and psychological functioning, and evaluating the negative impact
of substance abuse is difficult when the functioning of individuals in this patient
population is so poor to begin with. Moreover, DSM-IV diagnoses of substance
abuse and dependence are based for the most part on diagnostic criteria that re-
flect substance use becoming more pervasive in a person’s life and interfering with
normal functioning. For example, criteria involve substance use impairing one’s
ability to work, engage in relationships, complete responsibilities, and participate
in activities. However, such factors often do not apply to many with mental ill-
ness—their already substantial level of impairment associated with the psychiatric
disorder often precludes them from having a job, being in relationships, or engag-
ing in other activities. It becomes unclear how to measure the negative impact of
substance use when there are few competing demands, activities, or responsibili-
ties to be disrupted.

SUBSTANCE-INDUCED DISORDERS RESEMBLE PsycHIATRIC DIsorRDERs Diagnosis of
psychopathology in the presence of substance abuse and dependence is especially
difficult because symptoms of substance use and withdrawal can resemble psychi-
atric disorders (Schuckit, 1983; Schuckit & Monteiro, 1988). Schuckit and Monteiro
(1988) review several instances in which symptoms of substance abuse resemble or
“mimic” psychiatric symptoms. For example, long-term alcohol use and withdrawal
can lead to psychotic symptoms, and abuse of amphetamines often results in psy-
chotic symptoms that are identical to schizophrenia. Alcohol abuse and withdrawal
also resemble symptoms of anxiety disorders (Kushner, Sher, & Beitman, 1990).
Panic and obsessive behavior are often found with stimulant use and withdrawal
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from depressant drugs (Schuckit, 1983). Because symptoms of substance use and
withdrawal can resemble psychiatric symptoms, differential diagnosis may be con-
founded. The lack of clear rules for differential diagnosis has important implications.
Rates of dual diagnosis might be inflated, with individuals experiencing psychiatric
disorders concurrent with alcohol or drug dependence being counted among those
with dual disorder, despite the fact that many of these symptoms will likely fade
following a period of abstinence. Or, incorrect treatment decisions may be made if
interventions are aimed at what appear to be acute symptoms of psychiatric disor-
der but are in fact substance-induced symptoms. For example, Rosenthal and Miner
(1997) review the issue of differential diagnosis of substance-induced psychosis and
schizophrenia and stress that medicating what appears to be acute psychosis due to
schizophrenia but is actually substance-induced psychosis is not only incorrect but
also ineffective treatment. Schuckit and colleagues (1997) suggest that too little atten-
tion has been paid to the”“independent versus concurrent distinction”as it applies to
dual diagnosis. Some alcoholics suffer from long-term psychiatric disorders that are
present before, during, and after alcohol dependence and require treatment inde-
pendent of that for their alcohol abuse or dependence. However, many individuals
present with substance-induced disorders, including depression, anxiety, and psy-
chosis, that will remit after several weeks of abstinence.They suggest that much dual
diagnosis, while distressing and clinically relevant in the short-term, is temporary,
likely to improve after several weeks, and thus holds different clinical and treatment
implications from a true, independent psychiatric disorder. Their data, taken from
the Collaborative Study on the Genetics of Alcoholism, shows that the majority of
alcohol-dependent men and women did not meet diagnostic criteria for an “inde-
pendent” mood or anxiety disorder that occurred outside of the context of the alco-
hol dependence. Specifically, there was no increased risk of a range of disorders in
the alcohol-dependent sample, including major depression, obsessive-compulsive
disorder, or agoraphobia. In contrast, there was an increased risk of independent
bipolar, panic disorder, and social phobia.

Others have also found that a majority of dual diagnosis patients have concur-
rent psychiatric diagnoses that are likely owing to the effects of heavy substance
use. Rosenblum and colleagues (1999) used an algorithm to determine whether
individuals with co-occurring mood and cocaine use disorders have either an
“autonomous” mood disorder, that is, one that either existed prior to the cocaine
use disorder or persists during times of abstinence (similar to Schuckit’s indepen-
dent distinction), or a “nonautonomous” mood disorder that followed from the
cocaine use disorder and would remit during cocaine abstinence. Results showed
that 27% of subjects were rated as having an autonomous mood disorder, while
73% were rated as having a nonautonomous mood disorder. At this point, dif-
ferentiating independent from concurrent dual disorders requires significant
investment in training interviewers and in interviewing patients. Such require-
ments often cannot be met in the day-to-day operations of mental health treat-
ment programs. Moreover, multiple assessments may be necessary. For example,
Ramsey and colleagues (2004) examined changes in classifying depressive epi-
sodes in alcohol-dependent patients as either substance-induced depression or
independent major depressive disorder. Patients in a partial hospital program for
alcohol treatment were assessed 5 times over a year for symptoms of MDD. Re-
sults showed that many (more than 25%) of cases first categorized as substance-
induced MDD were reclassified as independent MDD at some point during the
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year, owing to depressive symptoms that persisted once the patients had achieved
a long period of abstinence.

ImpLICATIONS FOR NosoLoGy The fact that two disorders co-occur with great
regularity raises the question of whether both categories actually represent two
distinct disorders at all (Sher & Trull, 1996). For example, the literature regarding
SUDS and ASP finds a high rate of comorbidity between the two disorders, one
that is likely enhanced by the symptom overlap inherent in the ASP diagnosis.
However, some suggest (Widiger & Shea, 1991) that such a high degree of co-
occurrence between these two disorders may mean that these are not, in fact,
unique diagnoses, but rather that such a pattern of comorbidity indicates the pres-
ence of a single disorder.

Provision of Treatment and Treatment Outcome Co-occurring SUDs raise problems
for interventions that have been designed to impact specific psychiatric symptoms,
or ones that have been validated on samples that have excluded dual diagnosis pa-
tients. In addition, clinicians often experience difficulties in making referrals for dual
diagnosis patients in the current system of single-disorder treatment that effectively
separates the treatment systems for mental illness and substance abuse. The fact
that patients must often be forced into single diagnostic categories no doubt results
in SUDs being overlooked or ignored by treatment professionals who have expertise
in treating only single conditions or in dual diagnosis patients not receiving both the
psychiatric and the substance abuse treatment they require (Blanchard, 2000).
Patients with dual diagnosis are more difficult to treat and show poorer retention
in treatment as well as poorer treatment outcomes as compared to single-disorder
patients. Such findings tend to be true both for patients with primary mental ill-
ness and co-occurring substance abuse (see Drake et al., 1998 and Polcin, 1992 for
reviews; Goldberg, Garno, Leon, Kocsis, & Portera, 1999), as well as for patients
identified through substance abuse treatment programs with comorbid mental ill-
ness (Glenn & Parsons, 1991; Ouimette, Ahrens, Moos, & Finney, 1998; Rounsaville,
Kosten, Weissman, & Kleber, 1986). An early study by McLellan et al. (1983) found
that higher psychiatric severity was associated with poorer treatment outcome
among alcohol and drug abuse treatment patients. Tomasson and Vaglum (1997) ex-
amined the impact of psychiatric comorbidity on 351 treatment-seeking substance
abusers over a 28-month period and found that patients with comorbid psychiatric
disorders at admission showed worse outcome in terms of mental health function-
ing at follow-up. More recently, Ouimette, Gima, Moos, and Finney (1999) reported
findings of a 1-year follow-up of three groups of patients with dual substance use
and psychiatric disorders (psychotic disorders, affective/anxiety disorders, and
personality disorders) as compared to a group of substance abuse-only patients.
Although all the groups showed comparable decreases in substance use at follow-
up, patients with dual diagnoses showed greater levels of psychological distress
and psychiatric symptoms and lower rates of employment than did patients with
only SUDs. In a 3-year follow-up of a sample of patients with alcohol use disorders,
Kranzler, Del Boca, and Rounsaville (1996) found that the presence of comorbid
psychiatric disorders, including depression and ASP, is generally associated with
worse 3-year outcomes. Thomas, Melchert, and Banken (1999) examined treatment
outcome in 252 patients in substance abuse treatment and found the likelihood of
relapse within the year following treatment was significantly increased in patients
with dual personality disorders. Specifically, 6% of patients with personality disorders
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were abstinent 1-year posttreatment as compared with 44% of those with no diag-
nosed personality disorders. A study by Havassy, Shopshire, and Quigley (2000)
examined the effects of substance dependence on treatment outcome in 268 psy-
chiatric patients following two different case management programs. Regardless
of program, dual diagnosis patients showed more negative outcomes than patients
with only a psychiatric disorder. Such results illustrate that the dually diagnosed
fare worse than patients with either SUDs or psychiatric disorders alone following
treatment. Importantly, the fact that dual diagnosis patients are often found to still
be adversely affected by psychiatric symptomatology following substance abuse
treatment is a stark reminder that treatment strategies have yet to evolve that ef-
fectively address symptoms of both types of disorders.

ImpacT OF DuAL D1AGNOSIS ON PSYCHOPATHOLOGY RESEARCH

Dual diagnosis affects several areas that are critical to psychopathology research,
including diagnosis, sample selection, and interpretation of research findings.

Diagnostic and Sample Selection Issues in Psychopathology Research An accu-
rate diagnosis is a necessary starting point for any psychopathology study, and
dual diagnosis presents an abundance of diagnostic challenges. Individuals with
dual diagnoses may provide unreliable diagnostic information, or their data may
be inaccurate because of greater severity of impairments. Alternatively, they may
minimize their substance use and associated consequences, especially if they have
much to lose by admitting to or honestly discussing their substance use, such as ser-
vices, benefits (Ridgely, Goldman, & Willenbring, 1990), or child custody. The timing
of a research diagnostic interview can also impact results, as answers and resulting
diagnostic decisions may vary depending on type of use, stage of treatment, and
psychiatric stabilization. The method of assessment also can impact diagnostic find-
ings (Regier et al., 1998), and diagnoses given in a clinical setting may vary with those
obtained through more structured methods (Fennig, Craig, Tanenberg-Karant, &
Bromet, 1994). As presented previously, establishing an accurate diagnosis in indi-
viduals with active substance use or withdrawal can be problematic, as the effects
of substance use can imitate the symptoms of various psychiatric disorders. Most
diagnostic systems used in psychopathology research contend with this difficulty
by asking if psychiatric symptoms have been experienced solely during the course
of substance use, and may recommend assessment only after a sustained period of
abstinence. However, patient report may be inaccurate, and histories may be too
extensive and complicated to allow for this level of precise understanding. Finally,
the issue of overlapping diagnostic criteria can pose a significant difficulty for psy-
chopathology research, as common diagnostic criteria may contribute to the diag-
nosis of multiple disorders when in fact the psychopathology is better understood
as a single pathological process rather than two distinct disorders (Blashfield, 1990;
Sher & Trull, 1996). The overlap of SUDs with ASP is notably problematic, and this
frequent comorbidity has long been recognized (Widiger & Shea, 1991). Krueger
(1999) examined 10 common mental disorders using structural equation modeling
and found that ASP loads onto a common “externalizing” factor along with alcohol
and drug dependence, suggesting that substance dependence and ASP may share
certain underlying features. Whether this overlap is indeed because of common
conceptual characteristics or is an artifact of similar diagnostic criteria is unknown.
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All of these diagnostic issues impact research findings, in that poor diagnoses will
necessarily lead to poor quality data. Researchers can improve diagnostic reliability
by using structured interviews, using collateral information and behavioral obser-
vation to inform diagnostic decisions, and assessing the patient at multiple time
points (Carey & Correia, 1998).

In terms of sample selection, psychopathology and treatment outcome research
tends to focus on single or pure disorders, and routinely excludes dual diagnosis
cases, a practice that has several implications for research. First, screening out dual
diagnosis patients yields samples that are atypical. Most patients with one psychi-
atric disorder meet criteria for some other disorder. Eliminating patients with dual
disorders means that the resulting sample is less impaired and less representative
of patients who present for treatment, resulting in limited generalizability of re-
search findings (Kruger, 1999). In addition, dual diagnosis patients often have other
characteristics that are not adequately represented in the resultant study sample.
For example, Partonen, Sihvo, and Lonnqvist (1996) report descriptive data on pa-
tients excluded from an antidepressant efficacy that screened out individuals with
“chronic alcohol or drug misuse.” As a result, younger male patients were likely to
be excluded, with current substance abuse as the strongest excluding influence.
Second, dual diagnosis impacts required sample sizes. In their examination of the
impact of comorbid disorders on sample selection, Newman and colleagues (1998)
discuss findings related to effect sizes of examining only single disorder cases ver-
sus the inclusion of dual disorder cases when analyzing group differences. Re-
sults showed that when dual disorder cases are excluded, larger sample sizes are
required in order to detect small effect sizes. In contrast, retaining dual disorder
cases yielded greater variance on study measures, resulting in larger effect sizes
requiring smaller sample sizes. Third, psychopathology and treatment outcome re-
search most often combines those with dual diagnoses together without classifica-
tion by the specific type of drug use disorder. Whereas some might limit the scope
of the study to alcohol only, most cast a wide net and include patients with alcohol,
drug, and poly-substance use disorders. For example, research on substance abuse
among patients with severe mental illness typically includes disorders of any num-
ber or combination of substances including alcohol, marijuana, cocaine, and her-
oin. The impact of grouping all substance use disorders together is unclear, but it
certainly raises the possibility that research may miss important issues potentially
particular to one substance. For example, it would not be surprising if interven-
tions for patients with a greater number of drug use disorders or with both alco-
hol and drug use disorders required adaptations not necessary for patients with
single-drug or alcohol-use disorders. Similarly, there are likely meaningful differ-
ences between patients who inject drugs and those who do not, patients who have
long histories of substance dependence and those who do not, or patients who are
dependent on cocaine or heroin versus those who are abusing marijuana.

Interpretation of Psychopathology and Treatment Outcome Research The overall re-
sult of screening out those with substance use disorders from psychopathology and
treatment outcome research is that there are very few data to inform treatment. For
example, following completion of an antidepressant efficacy trial, Partonen and col-
leagues (1996) point out that they were left without information regarding the efficacy
of antidepressants among patients with dual disorders. Given the significant rates of
dual disorders found in clinical samples, such an omission is clearly problematic. In



Theories of Dual Diagnosis 57

their discussion of the many complex issues surrounding comorbidity and psychopa-
thology research, Sher and Trull (1996) question the advantage of studying pure cases
when certain disorders occur together with such great frequency that there really may
be no ultimate benefit of studying either one alone. It also is unclear how well find-
ings from psychopathology and treatment outcome research will generalize to the
larger population of individuals with a particular disorder if patients with dual diag-
noses are not included. The epidemiological studies reviewed earlier clearly illustrate
that a significant number of those with mental illness or substance abuse experience
dual disorders. The relevance of single-disorder research to this substantial popula-
tion of dually impaired individuals is highly suspect and excluding dual diagnosis
cases yields samples that are not representative of those presenting for treatment.

However, routinely including dual diagnosis cases in psychopathology and
treatment outcome research has its drawbacks. Sher and Trull (1996) and Kruger
(1999) discuss the fact that if dual diagnosis cases are included in psychopathology
research, understanding of both mental and substance use disorders is compro-
mised, in that samples would be less well-defined. As a result, it would be unclear
whether results could be attributed to the disorder under study or to comorbid
disorders represented in the sample. In addition, comorbidity complicates lon-
gitudinal data because different patterns of comorbidity may emerge over time
within individuals (Sher and Trull, 1996). One possible strategy for dealing with
dual disorders in psychopathology and treatment outcome research is the use of
samples that include comorbid cases in percentages found in the general popu-
lation in order to increase the generalizability of findings (Newman et al., 1998;
Sher and Trull, 1996). Widiger and Shea (1991) offer additional options including
having one diagnosis take precedence over another, adding criteria in order to
make a differential diagnosis, or removing criteria shared by disorders. Sher and
Trull (1996) additionally suggest statistically controlling for comorbidity via re-
gression techniques but acknowledge that this practice can serve to mask important
common features of disorders.

THEORIES OF DUAL DIAGNOSIS

This review makes two points clear: Dual diagnosis is highly prevalent, and it has
a pervasive impact on both clinical and research domains. There now is general
agreement that the time has come to define more precisely the mechanisms un-
derlying dual diagnosis, a complex task for several reasons. Most important, there
is a great degree of heterogeneity found in dual diagnosis populations. The nu-
merous types of psychopathological disorders and substances of abuse ensure a
great number of dual diagnosis combinations. In addition, although the term dual
is meant to describe cases with both mental illness and substance use problems, it
can in actuality reflect more than two disorders (for example, an individual might
meet criteria for an affective disorder, an anxiety disorder, and a substance use dis-
order). Thus it is unlikely that one explanation or causal model for dual diagnosis
can explain the diversity of cases and experiences that are found.

Models to explain dual diagnoses tend to fall into one of four general catego-
ries (see Mueser, Drake, & Wallach, 1998 for a review). Third variable or common
factors models suggest that some shared influence is responsible for the devel-
opment of both psychiatric and substance use disorders. The two types of causal
models—secondary substance use disorder models and secondary psychiatric
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disorder models—posit that either type of disorder causes the other. Bidirectional
models suggest that either psychiatric or substance use disorders can increase risk
for and exacerbate the impact of the other. These models have been more or less
described depending on the particular area of psychopathology. Examination of
this literature finds that models of dual diagnosis are typically organized by disor-
der, with research focused on specific combinations of dual disorders rather than
at the issue of dual diagnosis across disorders. Extensive reviews of models in each
of these categories can be found (Blanchard, 2000; Mueser et al., 1998). The follow-
ing section provides a review of some models of dual diagnosis in their respective
domains of psychopathology.

ComMmMoON FacTtors MODELS

Common factors models suggest a shared etiological basis for psychiatric and
substance use disorders. Most research has focused on genetics as the likely com-
mon factor. Results of numerous twin, adoption, and family studies clearly show
that both mental illness and substance abuse run in families, and that familial
aggregation of single disorders is substantial (Kushner, Sher, & Beitman, 1990;
Kendler, Davis, & Kessler, 1997; Merikangas et al., 1985; Merikangas & Gelernter,
1990). Such findings have led to the hypothesis that commonly co-occurring
disorders might be linked via common genetic factors. However, for genetics to
serve as a viable common factor, family studies must show high rates of transmis-
sion of pure forms of both substance use and psychiatric disorders. For example,
a proband with depression only should have an increased rate of alcoholism only
in the individual’s relatives in order to provide evidence of shared genetic eti-
ology. Studies of familial transmission of a range of comorbid psychiatric and
substance use disorders find that the evidence for a common genetic factor is
lacking. Merikangas and Gelernter (1990) reviewed family, twin, and adoption
studies of alcoholism and depression and concluded that familial transmission
of pure forms of the disorders was not supported:“Depressed only” probands did
not have increased rates of “alcoholism only” in their relatives, and “alcoholism
only” probands did not have increased rates of “depression only” in their rela-
tives. These authors stress that although familial aggregation of disorders is evi-
dent, the notion of a common genetic factor underlying the two is not supported
and the disorders appear to be transmitted separately. In subsequent analyses of
familial transmission of comorbid depression and substance use disorders using
data from the Yale Family Study of Comorbidity of Substance Disorders, Swendsen
and Merikangas (2000) similarly found that there was no support for a com-
mon factors model: Mood disorders in the proband were not associated with an
increased risk of alcohol dependence in relatives. Similar results have been re-
ported with schizophrenia (Kendler, 1985), ASP (Hesselbrock, 1986), and patients
with schizoaffective and bipolar disorders (Gershon et al., 1982).

Importantly, common factors other than genetics may exist. Several possible
common factors might link substance use disorders and severe mental illness,
including comorbid ASP, low socioeconomic status, and poor cognitive function-
ing (Mueser, Drake, & Wallach, 1998). For example, ASP is associated with both
substance use disorders and severe mental illness. Mueser and colleagues (1999)
examined the links between conduct disorder, ASP, and substance use disorders
in patients with severe mental illness and found that both childhood conduct
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disorder and adult ASP were significant risk factors for SUDs. However, the status
of ASP as a risk factor is unclear, given that problem substance use is part of the
diagnosis of ASP, raising the possibility that ASP may be a byproduct of substance
use disorder. Also, ASP is based in large part on criminality and socioeconomic
status, both of which are difficulties that often go along with both substance use
disorder and severe mental illness (Mueser et al., 1998).

Other researchers are proposing multivariate approaches to identifying com-
mon factors of dual disorders. One such model is described by Trull and colleagues
(2000) to explain the high prevalence of dual substance use disorders and border-
line personality disorder. These authors suggest that a family history of psycho-
pathology inspires both dysfunctional family interactions and the inheritance of
deviant personality traits that are associated with the development of both border-
line personality disorder and substance use disorders. Specifically, the personality
traits of affective instability and impulsivity are central to both disorders, and are
conceptualized as stemming from a combination of “constitutional and environ-
mental factors” (Trull, Sher, Minks-Brown, Durbin, & Burr, 2000) that include inher-
ited deficiencies in serotonergic functioning, in combination with a deviant family
environment that may include associated childhood trauma. These factors in turn
impact the development of borderline personality disorder and substance use dis-
order, both alone and in combination. These authors stress that while this model is
currently speculative, more prospective, longitudinal studies with a developmental
and multivariate focus will enable the pieces of the models to be evaluated simul-
taneously. This model provides an example of combining strategies from family
studies and psychopathology research into a multivariate framework that provides
rich details as to how two disorders could be developmentally related.

SECONDARY SUBSTANCE ABUSE MODELS

Secondary substance abuse models contend that mental illness increases vulner-
ability to substance use disorders. Probably the most widely discussed model of
this type is the self-medication model, which asserts that individuals with psy-
chiatric disorders use substances as a way to self-medicate psychopathological
symptoms and relieve discomfort associated with the primary psychiatric dis-
order. There are several types of studies used to examine applicability of a self-
medication model to different forms of psychopathology. Some determine the
ages of onset of dual disorders, with the idea being that SUDs developing after
other Axis I psychopathology support the self-medication hypothesis. Some ex-
amine subjective reasons for use among patients with different disorders, while
others correlate levels of symptoms with levels of substance abuse (from a self-
medication perspective, greater symptoms should correlate with greater substance
abuse). Another line of self-medication research involves investigating the types of
substances used by different patient groups. According to a self-medication hy-
pothesis, patients with certain psychopathological conditions should preferen-
tially seek out and use substances that will directly impact symptoms associated
with their specific psychopathology.

Support for a self-medication model varies depending on the type of mental illness
under investigation. For example, although the model is popular among treatment
providers working with patients with severe mental illness, empirical support for a
self-medication model has not been compelling (see Mueser, Drake, & Wallach, 1998
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for a review). Although it has been suggested that schizophrenia patients preferen-
tially abuse stimulants to self-medicate negative symptoms (Schneier & Siris, 1987),
this finding has not been replicated in other studies (Mueser, Yarnold, & Bellack,
1992). Most important, studies fail to find evidence that specific substances are used
in response to specific symptoms. Rather, patterns of drug use appear to be strongly
associated with demographic factors and drug availability (Mueser, Yarnold, &
Bellack, 1992). In addition, a self-medication model of SUDs in severe mental illness
would predict that the more symptomatic patients would be at higher risk for sub-
stance use disorders (Mueser, Bellack, & Blanchard, 1992). Several studies, however,
have found the opposite to be true: More severely ill patients are less likely to abuse
substances (Chen et al., 1992; Cohen & Klein, 1970; Mueser, Yarnold, & Bellack, 1992),
and patients with SUDs have better premorbid social functioning (Dixon et al., 1991).
Although individuals with schizophrenia and other severe mental illnesses report a
range of reasons for substance use—to alleviate social problems, insomnia, or
depression; to get high; to relieve boredom; and to increase energy—few endorse
using specific substances to combat particular psychiatric symptoms (see Brunette,
Mueser, Xie, & Drake, 1997 for a review). Moreover, many studies have found that
patients with schizophrenia report worsening of symptoms with substance abuse,
including increased hallucinations, delusions, and paranoia (Barbee et al., 1989;
Cleghorn et al,, 1991; Dixon et al., 1991; Drake et al., 1989), and others have found
that more severe symptoms of schizophrenia are not linked to more severe substance
abuse (Brunette et al., 1997). Similarly, findings of increased rates of cocaine use among
patients with bipolar disorder, interpreted by some to indicate self-medication of de-
pressive symptoms, have been found upon review to more likely reflect attempts to
prolong euphoric feelings associated with mania (Goodwin & Jamison, 1990).

There are other secondary substance abuse models that may be more relevant to
patients with severe mental illness. A social facilitation model suggests that patients
with severe mental illness may have fewer available opportunities for social interac-
tion, and that substance abuse helps smooth the process of social engagement in
patients who lack appropriate social and interpersonal skills. Finding that a large
portion of substance use/abuse by individuals with schizophrenia occurs in a pub-
lic setting, Dixon, Haas, Weiden, Sweeney, & Frances (1990) suggest that drug use
may provide “isolated, socially handicapped individuals with an identity and a
social group” (p. 74) or to fulfill needs for contact and acceptance (Mueser, Bellack,
& Blanchard, 1992). Others offer an alleviation of dysphoria model; substance abuse
represents an attempt to alleviate these negative mood states.

Evidence for self-medication may be more relevant to dual diagnosis within
other psychopathological disorders. For example, several reviews have found that
self-medication may apply to dual PTSD and SUDs, especially among women with
trauma-related PTSD. Three main theories (Chilcoat & Breslau, 1998) are (1) the
self-medication hypothesis, which suggests that drugs are used to medicate PTSD
symptoms; (2) the high-risk hypothesis, which suggests that drug use puts indi-
viduals at heightened risk for trauma that can lead to PTSD; and (3) the suscepti-
bility hypothesis, which suggests that drug users are more likely to develop PTSD
following exposure to a traumatic event. They then use data from a sample of more
than 1,000 young adults who were randomly selected from enrollees in a large
health maintenance organization and were followed longitudinally over 5 years in
order to examine the timing of the development of both PTSD and substance use
disorders. Those with a history of PTSD at baseline were four times more likely to
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develop drug abuse or dependence at some point during the five years of the study
than those without PTSD. In contrast, baseline drug abuse/dependence did not
confer any increased risk of subsequent exposure to trauma or to developing PTSD
in those who did experience some traumatic event during the follow-up period.
Other data on dual SUD and PTSD (Stewart et al., 1998) that also lend support to a
self-medication model include (1) development of substance abuse most often fol-
lows development of PTSD; (2) patients often report that they perceive substance
use to be effective in controlling PTSD symptoms; (3) patients with both PTSD and
substance use disorder report more severe trauma and a greater severity of PTSD
symptoms, suggesting that substances are used in an effort to control greater psy-
chiatric symptomatology; and (4) drugs of abuse may be related to different clusters
of PTSD symptoms, suggesting that substance abuse may be linked to attempts to
control intrusion or arousal symptoms of PTSD. These authors stress that although
a self-medication model is likely too simplistic to explain all forms of PTSD-SUD
comorbidity, at this point it provides a good fit for the current literature.

Recently there has been increased interest in neurobiological mechanisms that
underlie dual diagnosis, particularly with respect to the ways in which mental ill-
ness and addiction share common neurological pathways. The foundation for this
research is that neurobiological deficits and abnormalities that provide the basis
for different forms of mental illness may predispose those with mental illness to
substance abuse. This literature includes animal studies of dual diagnosis where
brain lesions are produced to simulate different forms of psychopathology, and
factors such as the ability to experience reinforcement from drug use, and differ-
ential patterns of use and/or cravings are examined.

A good summary of this approach to dual diagnosis in schizophrenia is presented
by Chambers, Krystal, and Self (2001). Briefly, increased vulnerability to substance
use disorders in schizophrenia results from impairment in brain systems that are
central to schizophrenia—the most important of which may be the mesolimbic
dopamine system (MDS). According to this model, the MDS is implicated in the
reinforcing effects of drug use (drug use increases dopamine levels), as well as in the
development of schizophrenia (high dopamine levels are implicated as a major fac-
tor in the development of schizophrenia). In other words, these authors suggest that
“the neuropathology of schizophrenia may contribute to the vulnerability to addiction
by facilitating neural substrates that mediate positive reinforcement. . .. The putative
neuropathology underlying schizophrenia involves alterations in neuroanatomic cir-
cuitry that regulate positive reinforcement, incentive motivation, behavioral inhibi-
tion, and addictive behavior” (Chambers et al., 2001, p. 71).

Thus the neurobiological problems that give rise to schizophrenia also put the in-
dividual at heightened risk for developing SUDs. Several studies have found sup-
port for this sort of neurological linkage in schizophrenia. Chambers and Self (2002)
studied rats with neonatal ventral hippocampal lesions (NVHL rats), a procedure that
produces behavioral disturbances in rats that resemble the psychopathological be-
haviors seen in schizophrenia, including positive and negative symptoms and abnor-
mal cognitive functioning (see Chambers & Self, 2002 and Chambers & Taylor, 2004
for details of the procedure and its effects). In comparison to controls (rats with sham
lesions), NVHL rats showed faster rates of cocaine self-administration, higher degree
of binge cocaine use, and faster relapse to cocaine use following a period of nonuse.
Other studies using this and similar methodologies have generated similar findings
(Chambers & Taylor, 2004).
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Similar animal models are available for depression and substance use. In one
model for depression, rats undergo bilateral olfactory bulbectomy (OBX), creating
behavior that is biologically and behaviorally similar to depression in humans, in-
cluding decreased pleasure seeking, disruptions in sleep, agitation, and other cogni-
tive problems that respond only to chronic (and not acute) antidepressant treatment
(see Holmes et al., 2002 for a thorough review). Importantly, this procedure also
causes dopamine dysregulation in areas of the brain implicated in the reinforcing
effects of drugs of abuse again similar to those found in humans. In comparison
to rats with sham lesions (Holmes et al., 2002) those with OBX lesions were more
sensitive to the reinforcing effects of amphetamine. Specifically, they learned to
self-administer amphetamine more quickly and had higher levels of stable amphet-
amine administration. Other studies have used rats genetically bred for signs of
learned helplessness as an operational definition of depression in rats. For example,
Vengeliene and colleagues (2005) examined differences in alcohol intake between
congenital learned helplessness rats (cLH) and congenital nonlearned helplessness
rats ((NLH)—two lines of rats selectively bred for different escape reactions follow-
ing inescapable shock (cLH rats do not try to escape the shock, even though they
have not been exposed to it before, while cNLH rats will try to escape the shock).
In this study, these two groups of rats were given access to alcohol and tap water
for self-administration for 6 weeks, and then underwent 2 weeks of no alcohol ac-
cess followed by renewed access to alcohol for 4 days. Although results showed no
differences in males, female cLH rats consumed greater amounts of alcohol than
cNLH rats during the self-administration portion of the study, and showed a more
pronounced alcohol deprivation effect (greater consumption of alcohol following
a period of time with no alcohol consumption). The authors suggest that inborn
“depressive-like” behavior in female rats is associated with increase alcohol intake.
These and other animal models of depression (Fagergren, Overstreet, Goiny, &
Hurd, 2005) appear to be a useful avenue for the study of dual diagnosis involving
depression and substance abuse. Such studies are finding that “depressed” animals
respond differently to drugs and alcohol than other animals, providing interesting
new leads in the search for biological mechanisms that lead to dual diagnosis.

SECONDARY PsYcHIATRIC DISORDER MODELS

With some specific differences, these models suggest that substance abuse causes
psychopathology. Schuckit and Monteiro (1988; Schuckit, 1983) stress that the use
of or withdrawal from many psychoactive substances causes reactions that appear
indistinguishable from psychiatric disorder. As reviewed earlier, these authors
contend that often substance use disorders are diagnosed mistakenly as psychiat-
ric disorders because of similar symptomatology, and that while serious psychopa-
thology can be expected in the course of substance use disorder, substance-induced
disorders are likely to remit following several weeks of abstinence.

The case for substance-induced psychiatric disorder appears to be particularly
relevant to dual substance use disorders and major depression. Raimo and Schuckit
(1998) review the evidence in support of the idea that most cases of comorbid de-
pression and alcohol dependence are substance-induced, including findings that
(1) drinking can cause severe depressive symptoms; (2) treatment-seeking sub-
stance abusers show increased rates of depression that often remit following ab-
stinence and in the absence of specific treatments for depression; (3) individuals
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with substance-induced depression do not show elevated rates of depression in
family members; and (4) children of alcoholics show higher rates of alcohol use
disorders but do not show elevated rates of major depression. These authors stress
that while having independent depression in addition to alcohol abuse or depen-
dence is certainly possible, most of the depression that is comorbid with alcohol
use disorders is substance-induced and not independent in nature. Following this
example, Swendson and Merikangas (2000) reviewed findings that are relevant to
an etiological model of dual substance abuse and depression: (1) the onset of alco-
hol dependence typically precedes the onset of unipolar depression; (2) symptoms
of depression often remit following several weeks of abstinence from alcohol; and
(3) genetic studies do not support a shared genetic basis for comorbidity of depres-
sion and alcohol dependence. They suggest that the association between unipolar
depression and alcohol dependence may best be described via a secondary psy-
chiatric disorder model, in which chronic alcohol use causes unipolar depression,
through either the considerable life stress that alcohol dependence promotes for
the drinker in many important domains of functioning, or through the pharmaco-
logical properties of alcohol as a depressant substance.

BipirecTIONAL MODELS

Bidirectional models propose that ongoing, interactional effects account for in-
creased rates of comorbidity. Support for a bidirectional model for anxiety and al-
cohol dependence (Kushner, Abrams, & Borchardt, 2000) includes the following:
(1) most patients with anxiety and alcohol use disorders report drinking to control
fears and reduce tension; (2) drinking can cause anxiety (i.e., anxiety can result from
long-term alcohol use, patients report increased anxiety after drinking, withdrawal
from alcohol can cause physiological symptoms of anxiety); (3) alcohol dependence
can lead to anxiety disorders (i.e., alcohol dependence puts one at increased risk
for later development of an anxiety disorder, chronic drinking can cause neuro-
chemical changes that cause anxiety and panic); and (4) anxiety disorders can lead
to alcohol dependence (i.e., having an anxiety disorder puts one atincreased risk for
later development of alcohol dependence, alcohol provides stress-response damp-
ening and reduces the clinical symptoms of anxiety, many people use alcohol to
self-medicate anxiety symptoms). The authors conclude that alcohol and anxiety in-
teract to produce an exacerbation of both anxiety symptoms and drinking. Whereas
initial use of alcohol provides short-term relief of anxiety symptoms, it negatively
reinforces further drinking, leading to increased physiological symptoms of anxiety.
They then propose a so-called “feed-forward” cycle wherein drinking is promoted
by its short-term anxiety-reducing effects of alcohol, while at the same time anxi-
ety symptoms are worsened by heavy drinking, leading to continued drinking in
response to these worsened anxiety symptoms. Although several caveats and is-
sues remain to be clarified (i.e., the model seems to best fit with comorbid alcohol
dependence and its relevance to drug use disorders is unknown, those for whom
the anxiety disorder begins first would not necessarily experience the anxiety-
reducing properties of alcohol in a way that would initiate the feed-forward cycle),
the authors suggest that a bidirectional model can best explain existing findings and
can focus future research on comorbidity of anxiety and substance use disorders.
Moreover, this sort of bidirectional model highlights the possibility that unidirec-
tional causal models are likely too simplistic an approach in explaining comorbidity.
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Rather, the relationship between psychiatric and substance use disorders is more
likely characterized by complex interactions between two disorders.

SUMMARY AND FUTURE DIRECTIONS

We have learned much about the prevalence and impact of dual disorders from
general population and clinical studies over the last several decades. Currently we
can say with certainty that dual diagnosis is common, both in the general popula-
tion and among clients in mental health and substance abuse treatment. Comorbid
psychiatric and substance use disorders impact a large percentage of people, and
dual disorders persist over time. Importantly, we are now beginning to see that
patients who present with multiple diagnoses are the most difficult and complex
patients to treat and understand. The notion of “dual” disorders may require recon-
ceptualization as the frequency of individuals with two, three, or more comorbid
psychiatric and substance use disorders continues to climb. Second, it is clear that
dual diagnosis affects patient functioning, clinical service, and psychopathology
research, and the services designed to assist patients with either mental illness or
substance abuse are ill equipped to address comorbidity of these problems. More-
over, research on psychopathology and its treatments is complicated by questions
of dual diagnosis, including how it impacts findings and how it can be handled in
data collection and analysis. Third, there are a number of models to explain dual
diagnosis that take into account the different types of psychopathology and sub-
stances of abuse, as well as the differences in disorder severity. Research linking
neurobiological development of psychiatric disorders to substance abuse vulner-
ability highlights the need to incorporate biological and psychological constructs
as we proceed in trying to understand dual diagnosis.

The next step is to further examine causal mechanisms and determine how these
models work given the significant heterogeneity seen in the dual diagnosis pop-
ulation. Although a range of theories have been proposed, more specific work is
required to fully examine the links between mental illness and substance use disor-
ders. Moreover, many studies report that as the number of psychiatric disorders in-
creases, the likelihood of co-occurring substance abuse increases as well. This means
that research examining dual disorders must reflect the current reality—individuals
with dual disorders often have multiple diagnoses, each of which might have differ-
ent impacts on functioning and treatment needs. It is unclear how prevailing models
of dual disorders that are organized around a pair of problems are going to be rel-
evant to individuals with three or more diagnoses. A final challenge is treatment. We
are only initiating efforts to treat those with dual disorders comprehensively. Efforts
aimed at treatment development must be linked to research on underlying causal
factors. Improving our understanding of the causes of dual disorders will provide
insight into interventions for treating these complex and recurring problems.
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CHAPTER 3

Structured and Semistructured
Interviews for Differential
Diagnosis: Issues
and Applications

DANIEL L. SEGAL AND FREDERICK L. COOLIDGE

coming in the mental health field: Clinicians and researchers alike had

tremendous difficulty agreeing about psychiatric diagnoses given to individ-
uals. In the original Diagnostic and Statistical Manual (DSM; American Psychiatric
Association [APA], 1952), the definition of mental illness was fuzzy at best and the
criteria for the specific disorders were too general. At that time, because reliability
of diagnosis (even for the common disorders) was so poor, validity of the entire
classification system was called into serious question.The problem of inadequately
specified criteria has been largely addressed in subsequent revisions of the DSM
(the current version is the DSM-IV-TR, APA, 2000), which increasingly operational-
ized criteria in specific and explicit behavioral terms.

However, despite these improvements in the classification system, another bar-
rier to accurate diagnosis became evident; namely, lack of uniformity or standard-
ization of questions asked of respondents to evaluate the nature and extent of their
psychiatric symptoms. Structured and semistructured interviews were designed
largely in part to address this particular problem, and such instruments have be-
come increasingly popular and effective. Indeed, since the 1970s, the ability of cli-
nicians and researchers to accurately diagnose psychiatric disorders has improved
in quantum leaps. Structured and semistructured interviews have played a major
role in this advancement in diagnostic clarity and precision. The purpose of this
chapter is to provide a basic introduction to structured and semistructured inter-
views. Topics include the major features, advantages, and drawbacks of structured

E ; tructured and semistructured interviews were borne out of a serious short-
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and semistructured interviews and a discussion of several popular multidisorder
instruments.

BASIC ISSUES REGARDING STRUCTURED
AND SEMISTRUCTURED INTERVIEWS

The most common method to evaluate and diagnose individuals is the direct clini-
cal interview. However, different types of interviews vary tremendously, especially
as to the amount of “structure” that is imposed. Indeed, some important differ-
ences exist between unstructured interviews and structured ones. For starters,
unstructured clinical interviews are heavily influenced by the individual patient’s
needs, the patient’s responses, and the clinician’s intuitions. With unstructured
interviews, clinicians are entirely responsible for asking whatever questions they
decide are necessary to reach a diagnostic conclusion. In fact, any type of question
(relevant or not) can be asked in any way that fits the mood, preferences, training,
specific interests, or philosophy of the clinician. The amount and specific kind of
information gathered during an interview is largely determined by the clinician’s
theoretical model (e.g., psychoanalytic, behavioral, existential/humanistic, etc.),
view of psychopathology, training, knowledge base, and interpersonal style. As a
consequence, one can imagine the kind of variability in an interview from one
clinician to another. A potential drawback to the unstructured approach is reduced
reliability and validity of diagnosis whereas a potential benefit is the diversity of
rich clinical information that can be gleaned.

Structured interviews, on the other hand, conform to a standardized list of ques-
tions (including follow-up questions), a standardized sequence of questioning, and
systematized ratings of the patient’s responses. In fact, impetus for the develop-
ment of structured interviews was generated by the need to standardize questions
and provide explicit guidelines for categorizing or coding responses. Adoption of
such procedures serves to: (1) increase coverage of many disorders that otherwise
might be overlooked, (2) enhance the diagnostician’s ability to accurately deter-
mine whether particular symptoms are present or absent, and (3) reduce variabil-
ity among interviewers, which improves reliability. These features of structured
interviews add much in developing clinical psychology into a true science. For ex-
ample, structured interviews are subject to evaluation and statistical analysis, and
they are modified and improved based on the emerging database of the field.

It is also important to emphasize that the term structured interview is a broad
one and that the actual amount of “structure” provided by an interview varies
considerably. Basically, structured interviews can be divided into one of two types:
fully structured or semistructured. In a fully structured interview, questions are
asked verbatim to the respondent, the wording of probes used to follow up on
initial questions is specified, and interviewers are trained to not deviate from this
very rigid format. In a semistructured interview, although the initial questions for
each symptom are specified and are typically asked verbatim to the respondent,
the interviewer has substantial latitude to follow up on responses. For example,
the interviewer can modify existing questions and augment standard inquiries
with individualized and contextualized probes to more accurately rate specific
symptoms. The amount of structure provided in an interview clearly impacts the
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extent of clinical experience and judgment needed to administer the interview
appropriately: semistructured interviews require clinically experienced examin-
ers to administer the interview and to make diagnoses, whereas fully structured
interviews can be administered by nonclinicians who receive training on the spe-
cific instrument. This latter difference makes fully structured interviews popular
and economical, especially in large-scale research studies in which an accurate
diagnosis is essential.

Structured interviews are used in many different venues and for many differ-
ent purposes. Application of structured interviews falls into three broad areas: re-
search, clinical practice, and clinical training.

The research domain is the most common application, in which an inter-
view is used to diagnose participants for inclusion in a study so that etiol-
ogy, comorbidity, and treatment approaches (among other topics) can be
analyzed for a particular diagnosis or group of diagnoses. Certainly, good
research requires that individuals assigned a diagnosis truly meet full cri-
teria for that diagnosis. Another research application for structured inter-
views is to provide a standardized method for assessing change in one’s
clinical status over time. As noted by Rogers (2003), these types of longitu-
dinal comparisons are essential for establishing outcome criteria, which is
vital to diagnostic validity.

In clinical settings, administration of a structured interview may be used
as part of a comprehensive and standardized intake evaluation. However,
routine and complete administration of a structured interview is uncom-
mon at the present time, the primary barrier being the time required for full
administration. A more palatable variation on this theme is that sections
of a structured interview may be administered subsequent to a traditional
unstructured interview to clarify and confirm the diagnostic impressions.
Another thoughtful alternative has been proposed by Widiger and Samuel
(2005), especially regarding assessment of personality disorders in clinical
practice. They recommend the strategy of administering an objective self-
report inventory first followed by a semistructured interview that focuses
on the personality disorders that received elevated scores from the test-
ing. This strategy is responsive to time constraints in clinical practice but
also allows for collection of standardized, systematic, and objective data
from the structured interview. Finally, we wish to emphasize that in clini-
cal settings structured interviews will not (and in fact, should not) take
the place of traditional interviews. Rather, the combination of the two ap-
proaches, integrated flexibly to meet the needs of the individual clinician
and his or her patients, reflects the best of the scientist-practitioner model
in which the science and art of assessment are both valued and valuable
(Rogers, 2003).

Lastly, use of structured interviews for training mental health professionals
is an ideal application because interviewers have the opportunity to learn
(through repeated administrations) specific questions and follow-up probes
used to elicit information and evaluate specific diagnostic criteria provided
by the DSM-IV-TR. Modeling one’s own questions and flow of the interview
from a well-developed structured interview can be an invaluable source of
training for the beginning clinician.
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Over the past several decades, proliferation of structured interviews has been
steady. Structured interviews have been created to assist with the differential diag-
nosis of all major Axis I clinical disorders and all standard Axis II personality disor-
ders. Interviews used for diagnosis are typically aligned with the DSM system and
therefore assess the formal diagnostic criteria specified in the manual. But structured
interviews for DSM differential diagnosis are not the only kind of structured inter-
views; other structured interviews are more narrow in focus, for example, to assess a
specific problem or form of psychopathology (e.g., eating disorders, substance abuse,
borderline personality disorder features) in great depth. An excellent resource for
information about a host of specialized interviews is provided by Rogers (2001).

ADVANTAGES AND DISADVANTAGES OF STRUCTURED
AND SEMISTRUCTURED INTERVIEWS

No assessment device in the mental health field is perfect—structured and semi-
structured interviews are no exception to this truism. In this section, the strengths
and weaknesses of structured interviews are discussed. Our intention is to give
the reader an appreciation of the major issues to be considered when deciding
whether to use the structured interview approach to assessment. A brief summary
of the advantages and disadvantages is presented in Table 3.1.

ADVANTAGES OF STRUCTURED AND SEMISTRUCTURED INTERVIEWS

Increased Reliability Perhaps the most important advantage of structured inter-
views centers on their ability to increase diagnostic reliability (reliability defined in
this context refers to consistency or agreement about diagnoses assigned by differ-
ent raters; Segal & Coolidge, 2006a). By systemizing and standardizing the questions
interviewers ask and the way answers to those questions are recorded and inter-
preted, structured interviews decrease the amount of information variance in diag-
nostic evaluations (Rogers, 2001; Segal & Falk, 1998). That is, structured interviews
decrease the chances that two different interviewers will elicit different information
from the same patient, which may result in different diagnoses. Interviewers may
arrive at different information from patients for a variety of reasons. For example,
they may ask different questions, they may focus on different criteria for the same
disorders, they may ask questions in different sequences, they may rate the inten-
sity of the reported symptoms in different ways, or they may record the information
patients give them differently (Rogers, 2001). Structured interviews help eliminate
this variability by standardizing all of these aspects of a diagnostic evaluation. Thus,
interrater reliability, or the likelihood that two different interviewers examining the
same individual will arrive at the same diagnosis, is greatly increased.

Increased interrater reliability has broad implications in clinical and research
settings. Because many methods of psychological treatment are intimately tied
to specific diagnoses, it is imperative that those diagnoses are accurate (Segal &
Coolidge, 2001). Thus, if different clinicians interviewing the same patient arrive
at different diagnostic conclusions, it would be challenging at best to make a de-
finitive decision about treatment. Similarly, accurate diagnosis is also essential for
many types of clinical research, for example, studies that address causes and treat-
ments of specific forms of psychopathology (Segal & Coolidge, 2001). Imagine a
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Table 3.1
Advantages and Disadvantages of Structured and Semi-structured Interviews

Advantages

Disadvantages

Increased reliability: Because questions are
standardized, structured interviews decrease
variability among interviewers, which
enhances interrater reliability. Structured
interviews also increase the reliability of
assessment for a patient’s symptoms across
time, as well as the reliability between patient
report and collateral information.

Increased validity: Structured interviews
assure that diagnostic criteria are covered
systematically and completely. This is
important because it serves to increase the
validity of diagnosis.

Utility as training tools: Structured
interviews are excellent training tools for
clinicians-in-training because structured
interviews promote the learning of specific
diagnostic questions and probes used by
experienced clinical interviewers. In addition,
nonclinicians can easily be trained to
administer fully structured interviews, which
can be cost effective in both research and
clinical settings.

May hinder rapport: Use of structured
interviews may damage rapport because
they are problem-centered, not person-
centered, and poorly trained interviewers
may neglect to use their basic clinical
skills during the assessment.

Limited by the validity of the
classification system itself: Structured
interviews used for diagnosis are
inherently tied to diagnostic systems.
Thus, they are only as valid as the systems
upon which they are based. Furthermore,
it is difficult to establish the validity of
particular structured interviews because
there is no gold standard in psychiatric
diagnosis.

Tradeoff of breadth vs. depth: Structured
interviews are limited because they cannot
cover all disorders or topic areas. When
choosing a structured interview, one

must think carefully about the tradeoffs of
breadth versus depth of assessment.

study examining different treatments for bipolar disorder. In such a study, it would
be imperative to be certain that those in the treatment groups actually suffer from
bipolar disorder. Indeed, researchers must be able to accurately and definitively
diagnose participants with the disorder being studied before researchers can even
begin to examine theories of etiology or the effectiveness of treatment for that par-
ticular mental disorder.

In addition to increasing interrater reliability, structured interviews increase
the likelihood that the diagnosis is reliable across time and across different
sources of information (Rogers, 2001). In many clinical and research settings,
individuals are in fact assessed on different occasions. The danger in making
multiple assessments is that if an interviewer evaluates a patient in a different
manner with different questions on different occasions, the patient’s presenta-
tion may be substantially altered, not because the patient’s symptoms or diag-
nosis has changed but rather because the way the patient is asked about those
symptoms has changed. Using a standardized interview for multiple assessments
helps ensure that if a patient’s presentation has changed, it is because his or her
symptoms are actually different, not because of variance in interviews (Rogers,
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2001). Likewise, in many settings, clinicians conduct collateral interviews with
important people in the patient’s life to glean a broader picture of the patient’s
symptoms, problems, and experiences. Using a structured interview for both a
patient and a collateral source will likely increase the chances that discrepancies
between the patient and collateral informant are real, rather than a byproduct of
different interviewing styles (Rogers, 2001).

Increased Validity Validity of psychiatric diagnosis has to do with the mean-
ingfulness or usefulness of the diagnosis (Segal & Coolidge, 2006b). A required
prerequisite for validity is reliability. Thus, by virtue of the fact that structured in-
terviews greatly increase reliability of diagnosis, they also increase the likelihood
that the diagnosis is valid. Structured interviews also improve the validity of diag-
noses in other ways. The systematic construction of structured interviews lends a
methodological validity to these types of assessments compared to unstructured
approaches. Because structured interviews are designed to thoroughly and accu-
rately assess well-defined diagnostic criteria, they are often better assessments of
those criteria than unstructured interviews (Rogers, 2001). According to Rogers, cli-
nicians who use unstructured interviews sometimes diagnose too quickly, narrow
their diagnostic options too early in the process, and miss comorbid diagnoses. Be-
cause structured interviews “force” clinicians to assess all of the specified criteria
for a broad range of diagnoses, they offer a more thorough and valid assessment of
many disorders compared to unstructured interviews.

To elaborate, some unstructured interviews may provide information about the
presence or absence of only a few common mental disorders. Coverage of other
disorders may be neglected during an unstructured interview if, for example,
the interviewer is unfamiliar with the specific criteria of some disorders. Some
unstructured interviews may also provide limited information about whether
comorbid psychopathology exists as well as inconsistent information about the
severity of the psychopathology. Structured interviews, because they incorporate
systematic ratings, easily provide information that allows for the determination
of the level of severity and the level of impairment associated with a particular
diagnosis. Structured interviews provide the same information about comorbid
conditions as well.

Utility as Training Tools ~Structured interviews can be invaluable training tools
for beginning mental health professionals as well as experienced clinicians who
desire to enhance their diagnostic skills. Use of structured interviews in the
training context may help clinicians develop or enhance their understanding of
the flow, format, and questions inherent in a good diagnostic interview. With re-
peated administrations, much of a structured interview can be internalized by
the clinician. In addition, use of structured interviews for training may reduce
anxiety, especially among neophyte clinicians, because the format and flow of the
interview is laid out for the interviewer. Structured interviews can also be a use-
ful means of training those who make preliminary mental health assessments, for
example, intake staff at hospitals, so that patients are thoroughly and accurately
evaluated in preparation for treatment planning. In the case of nonclinician in-
terviewers, fully structured interviews are advisable because they minimize the
amount of clinical judgment needed for accurate administration. Use of these
trained paraprofessionals can make large-scale research studies cost effective.
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DISADVANTAGES OF STRUCTURED AND SEMISTRUCTURED INTERVIEWS

May Hinder Rapport Despite advantages of structured interviews, their applica-
tion is not without controversy. The most common criticism of structured inter-
views is that their use may damage rapport (Craig, 2005; Rogers, 2001) and, thus,
the therapeutic alliance that is widely viewed as an essential component of good
psychotherapy. Indeed, attaining a reliable and accurate diagnosis of a patient
achieves a hollow victory if the process results in the failure of the therapeutic alli-
ance to form; or, in a more dramatic example of clinical failure, the patient does not
return for continued treatment. The well-known joke poking fun at medicine,“the
operation was a success but the patient died,” might be recast in terms of struc-
tured interviews as“the diagnosis was impeccable but the patient fled treatment.”

How exactly might structured interviews damage rapport? Perhaps most im-
portant, structured interviews may impede the connection between patient and
clinician because interviews are problem-centered rather than person-centered.
There is a danger that interviewers may get so wrapped up in the protocol of
their interview that they fail to demonstrate the warmth, empathy, and genu-
ine regard necessary to form an alliance. Indeed, the standardization of the in-
terview may play out as“routinization” (Rogers, 2003). In addition, interviewers
who are overly focused on the questions they must”get through”in an interview
may miss important behavioral cues or other information that could prove es-
sential to the case.

Proponents of structured interviews point out that the problem of rapport-
building during a structured interview can be overcome with training, experience,
and flexibility (Rogers, 2001, 2003). We concur and emphasize the observation
that “rapid inquiries or monotonous questioning represents clear misuses of
structured interviews” (Rogers, 2003, p. 22). If interviewers make an effort to use
their basic clinical skills, structured interviews can and should be conducted in
such a way that serves to establish rapport and enhance understanding of the
patient. To assure that this is the case, however, interviewers must be aware of
the potential negative effects of structured interviews on rapport-building and
make the nurturance of the therapeutic alliance a prominent goal during an in-
terview, even when they are also focused on following the protocol. It behooves
those who use structured interviews to engage their respondents in a meaning-
ful way during the interview and to avoid a rotelike interviewing style that may
serve to alienate them. On the other hand, it should be pointed out that not
all patients have a negative perception of a structured interview that must be
intentionally overcome. Some patients actually like the structured approach to
assessment because it is perceived as thorough and detailed, and in these cases,
rapport is easily attained.

Limited by the Validity of the Classification System Itself Earlier, we noted that
structured interviews frequently offer a more reliable and valid assessment of DSM
diagnostic criteria than unstructured interviews. Thus, proponents of structured
interviews claim, structured interviews are more valid in general. The assump-
tion inherent in this argument is that the DSM diagnostic criteria are truly valid.
Some would argue, however, that this assumption is a false one (Rogers, 2001).
A point to consider is that DSM diagnostic criteria were developed to measure
reified constructs (e.g., depression, schizophrenia) so there is no absolute basis on
which criteria were created. Although successive editions of the DSM have been
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better grounded in empirical research, and the criteria for some disorders (e.g.,
major depression) have solid research support, other disorders (e.g., most of the
personality disorders) and their criteria have not been examined as consistently or
as completely, therefore leaving questions about their attendant validity (Segal &
Coolidge, 2001). This point is also bolstered by the fact that the criteria for some
disorders have changed significantly from one edition to another in the evolution
of the DSM. Furthermore, some criteria for some disorders in the DSM are im-
pacted by cultural and subcultural variations in the respondent.Thus, some criteria
may be valid only for a particular group of individuals at a particular point in time.
The way we conceptualize diagnoses, while improving, is far from perfect. And,
because structured interviews are intimately tied to diagnostic criteria, they are, by
definition, limited by the same inadequacies inherent in those criteria.

In addition to potential problems with DSM diagnostic criteria, another issue re-
garding structured interviews is that it is challenging to establish firmly the validity
of any particular structured interview (Segal & Falk, 1998). The problem is that our
best means of establishing the validity of a structured interview is to compare diag-
noses obtained from such interviews to diagnoses obtained by expert clinicians or
by other structured interviews. This is inherently problematic because we cannot
be certain that diagnoses by experts or other structured interviews are in fact valid
in the first place (Segal & Falk, 1998).

The Tradeoff of Breadth versus Depth A final criticism of structured interviews
centers on the fact that no one structured interview can be all things in all situa-
tions. A particular structured interview cannot cover all disorders and eventualities
(Rogers, 2001). For example, if a structured interview has been designed to cover an
entire diagnostic system (like the DSM that identifies over several hundred spe-
cific disorders), then the inquiries about each disorder must be limited to a few
inclusion criteria. In this case, the fidelity of the official diagnostic criteria has been
compromised for the sake of a comprehensive interview. If the fidelity of the crite-
ria is not compromised, then the structured interview becomes unwieldy in terms
of time and effort required for its full administration. Most structured interviews
attempt some kind of compromise between these two approaches.

Thus, regarding breadth versus depth of approach, users of structured inter-
views are forced to make a choice about what is most useful in a given situation.
Both choices have their limitations. If a clinician or researcher decides to use an
interview that provides great breadth of information, he or she ensures that a
wide range of disorders and a great many different areas of a respondent’s life
are assessed. However, one may not have the depth of information needed to fully
conceptualize a case. On the other hand, deciding to use an interview focused on
one or two specific areas will provide clinicians and researchers with a wealth of
information about those specific areas but it may result in missing information
that could lead to additional diagnoses or a different case conceptualization. It is
essential to understand that when choosing a particular structured interview there
are often tradeoffs regarding breadth and depth of information.

WEIGHING BOTH ADVANTAGES AND DISADVANTAGES

Our examination of the strengths and limitations of structured interviews high-
lights the importance of carefully contemplating what is needed in a particular
clinical or research situation before choosing a structured interview. Structured
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interviews can be invaluable tools in both clinical and research work; however, it
is essential that one does not make use of such tools without accounting for some
of the problems inherent in their use. A helpful perspective voiced by Rogers
(2001) is that it would be unwise to view the interviewing process as an either/or
proposition (i.e., unstructured vs. structured interview). In certain situations, un-
structured interviews may meet the objectives of a particular clinical inquiry more
efficiently than a structured interview. For example, in a crisis situation, flexibility
on the part of the clinician is required to meet the pressing demands of this fluid
and potentially volatile interaction. However, in other cases, greater assurances
that the diagnostic conclusions are valid and meaningful would take priority, for
example, in clinical research or in the delivery of clearly defined psychotherapeu-
tic intervention protocols. As we noted earlier, integration of a nonstandardized
or clinical interview with a structured interview may also be an excellent option
for the clinician or researcher.

In conclusion, introduction of operationalized and specified criteria for mental
disorders in conjunction with the development of standardized structured diag-
nostic interviews has served to revolutionize the diagnostic process, vastly im-
proving diagnostic reliability and validity. Specifically, structured interviews have
greatly improved clinical and research endeavors by providing a more standard-
ized, scientific, and quantitative approach to the evaluation of psychiatric symp-
toms and disorders. With this backdrop in mind, descriptions of several specific
interviews are provided next.

STRUCTURED AND SEMISTRUCTURED INTERVIEWS FOR
DIFFERENTIAL DIAGNOSIS

In this section, several popular structured interviews are examined. These inter-
views can be divided into those that focus on either Axis I clinical disorders or
Axis Il personality disorders. Axis I instruments include the Diagnostic Interview
Schedule for DSM-1V, the Schedule for Affective Disorders and Schizophrenia,
and the Structured Clinical Interview for DSM-IV Axis I Disorders. Axis II in-
struments include the Structured Clinical Interview for DSM-IV Axis II Personal-
ity Disorders, the Structured Interview for DSM-IV Personality, the International
Personality Disorder Examination, the Personality Disorder Inventory-IV, and the
Diagnostic Interview for Personality Disorders-IV. Each of these structured inter-
views for Axis I or Axis II assesses a variety of disorders and therefore can assist
in the important task of differential diagnosis (i.e., a systematic way of discrimi-
nating among numerous possible disorders to identify specific ones for which the
patient meets the diagnostic threshold). Each interview also allows for an assess-
ment of comorbid mental disorders on the diagnostic axis on which it focuses. An
important caveat is that this list is not an exhaustive one—other multidisorder
structured interviews have been created and researched. The interested reader
is referred to Rogers (2001) and Summerfeldt and Antony (2002) for coverage of
instruments not reviewed in this chapter.

STRUCTURED AND SEMISTRUCTURED INTERVIEWS FOR AXIS |

Diagnostic Interview Schedule for DSM-IV ~ The Diagnostic Interview Schedule
for DSM-1V (DIS-IV; Robins et al., 2000) is designed to ascertain the presence or
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absence of major psychiatric disorders of the DSM-IV (APA, 1994). It is unique
among the multidisorder diagnostic interviews in that it is a fully structured inter-
view specifically designed for use by nonclinician interviewers, whereas the other
interviews are semistructured. By definition, a fully structured interview clearly
specifies all questions and probes and does not permit deviations. Thus, the DIS-IV
by virtue of its structure minimizes the amount of clinical judgment and experi-
ence required to administer it.

To ensure standardized administration of the DIS, the paper and pencil version
of the instrument is no longer recommended because of the complicated format.
Instead, a computerized version of the DIS-IV (C-DIS) is recommended. Comput-
erized administration may be interviewer-administered or self-administered. In
both formats, the exact wording of all questions and probes is presented to the
respondent in a fixed order on a computer screen. Rephrasing of questions is dis-
couraged, although DIS interviewers can repeat questions as necessary to ensure
that they are understood by the respondent. All questions are closed-ended and
replies are coded with a forced choice “yes” or “no”format that eliminates the need
for clinical judgment to rate the responses. The DIS gathers all necessary informa-
tion about the person from his or her self-report; collateral sources of information
are not used. The DIS is self-contained and covers all necessary symptoms to make
many DSM-IV diagnoses.The coded responses are directly entered into a database
during the interview and the diagnosis is made according to the explicit rules of
the DSM-IV diagnostic system.

In 1978, development of the original DIS was begun by researchers at the Wash-
ington University Department of Psychiatry in St. Louis at the request of the Na-
tional Institute of Mental Health (NIMH). At that time, the NIMH Division of
Biometry and Epidemiology was planning a set of large-scale, multicenter epide-
miological investigations of mental illness in the general adult population in the
United States as part of its Epidemiological Catchment Area Program. Variables
under study included incidence and prevalence of many psychiatric disorders and
utilization profiles of health and mental health services. With this impressive pur-
pose in mind, development of a structured interview that could be administered by
nonclinicians was imperative because of the prohibitive cost of using professional
clinicians as interviewers. As a result, the DIS was designed as a fully structured
diagnostic interview and it was explicitly crafted so that it can be administered and
scored by nonclinician interviewers.

The DIS has undergone several major revisions since its inception. For example,
the original DIS (Robins, Helzer, Croughan, & Ratcliff, 1981) covered criteria for
DSM-IIT (APA, 1980) disorders. DIS questions and diagnostic algorithms were re-
vamped to establish compatibility with DSM-III-R (APA, 1987) and this was called
Version DIS-III-R (Robins, Helzer, Cottler, & Goldring, 1989). The current version
of the DIS (Version IV; Robins et al., 2000) is closely tied to the DSM-IV system, and
to this end, DSM diagnostic criteria for the disorders have been faithfully turned
into specific questions on the DIS.

Because the DIS was designed for epidemiological research with normative
samples, interviewers do not elicit a presenting problem from the respondent, as
would be typical in unstructured clinical interviews. Rather, DIS interviews begin
by asking questions about symptoms in a standardized order. Like most of the
other structured interviews we examine, the DIS has sections that cover different
disorders. Each diagnostic section is independent, except where one diagnosis
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preempts another. Once a symptom is reported to be present, further closed-
ended questions are asked about diagnostically relevant information such as se-
verity, frequency, time frame, and possibility of organic etiology of the symptom.
The DIS includes a set of core questions that are asked of each respondent. Core
questions are followed by contingent questions that are administered only if the
preceding core question is endorsed. DIS interviewers use a “probe flow chart”
that indicates which probes to use in which circumstances.

For each symptom, the respondent is asked to state whether it has ever been
present and how recently. All data about presence or absence of symptoms and
time frames of occurrence are coded and entered into the computer. Consistent
with its use of nonclinician interviewers who may not be overly familiar with the
DSM-1V or psychiatric diagnosis, the diagnostic output of the DIS is generated by
a computer program that analyzes data from the completed interview.The output
provides estimates of prevalence for two time periods: current and lifetime.

Owing to its highly structured format, full administration of the DIS-IV typically
requires between 90 and 150 minutes. To shorten administration time, the modular
format makes it possible to drop evaluation of disorders that are not of interest in
a particular study. Another option is to drop further questioning for a particular
disorder once it is clear that the threshold number of symptoms needed for diag-
nosis will not be met. Although designed for use by nonclinician administrators,
training for competent administration of the DIS is necessary. Trainees typically
attend a one-week training program at Washington University during which they
review the DIS manual, listen to didactic presentations about the structure and
conventions of the DIS, view videotaped vignettes, complete workbook exercises,
and conduct several practice interviews followed by feedback and review. Addi-
tional supervised practice is also recommended.

The psychometric properties of the original DIS and its revisions are excellent
and such data has been documented in an impressive array of studies. The inter-
ested reader is referred to Compton and Cottler (2004) for an excellent summary
of the psychometric characteristics of the DIS. Overall, the DIS has proven to be
a popular and useful diagnostic assessment tool, especially for large-scale epi-
demiological research. The DIS has been translated into more than a dozen lan-
guages. It is used in countries across the globe for epidemiological research and
served as the basis for the Composite International Diagnostic Interview used by
the World Health Organization. Like earlier versions, the DIS-IV can be expected
to enjoy widespread application in psychiatric research, service, and training. For
information on DIS materials, training, and developments, the interested reader
may consult the DIS web site at http://epi.wustl.edu.

Schedule for Affective Disorders and Schizophrenia The Schedule for Affective
Disorders and Schizophrenia (SADS; Endicott & Spitzer, 1978) is a semistructured
diagnostic interview designed to evaluate a range of Axis I clinical disorders, with a
focus on mood and psychotic disorders. Ancillary coverage is provided for anxiety
symptoms, substance abuse, psychosocial treatment history, and antisocial per-
sonality features. The SADS provides in-depth but focused coverage of the mood
and psychotic disorders and also supplies meaningful distinctions of impairment
in the clinical range for these disorders.

The original SADS focused on psychiatric symptoms as specified by the Re-
search Diagnostic Criteria (RDC; Spitzer, Endicott, & Robins, 1978), which made
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available specific inclusion and exclusion criteria for many psychiatric disorders.
The RDC predated publication of the DSM-III (APA, 1980) and was a significant
predecessor of that system. Many of the specified criteria described in the RDC
were adopted for inclusion in DSM-III. As such, much information derived from
SADS interviews can be applied to make DSM-based diagnoses.

The SADS is intended to be used with adult respondents and to be adminis-
tered by trained mental health professionals. It focuses heavily on the differen-
tial diagnosis of mood and psychotic disorders with great depth of assessment in
these areas. In the beginning of the interview, a brief overview of the respondent’s
background and psychiatric problems is elicited in an open-ended inquiry. The
SADS is then divided into two parts, each focusing on a different time period. Part I
provides for a thorough evaluation of current psychiatric problems and concomi-
tant functional impairment. A unique feature of the SADS is that for the current
episode, symptoms are rated when they were at their worst levels to increase di-
agnostic sensitivity and validity. In contrast, Part II provides a broad overview of
past episodes of psychopathology and treatment. Overall, the SADS covers more
than 20 diagnoses in a systematic and comprehensive fashion and provides for di-
agnosis of both current and lifetime psychiatric disorders. Some examples include
schizophrenia (with 6 subtypes), schizoaffective disorder, manic disorder, hypo-
manic disorder, major depressive disorder (with 11 subtypes), minor depressive
disorder, panic disorder, obsessive compulsive disorder, phobic disorder, alcohol-
ism, and antisocial personality disorder (Endicott & Spitzer, 1978).

In the SADS, questions are clustered according to specific diagnoses, which im-
proves the flow of the interview. For each disorder, standard questions are specified
to evaluate specific symptoms of that disorder. Questions are either dichotomous
or rated on a Likert scale, which allows for uniform documentation of levels of
severity, persistence, and functional impairment associated with each symptom.
To supplement patient self-report and obtain the most accurate symptom picture,
the SADS allows for consideration of all available sources of information (i.e., chart
records, input from relatives). In addition to the standard questions asked of each
respondent, optional probes may be selectively used to clarify responses, and un-
structured questions may be generated by the interviewer to augment answers
to the optional probes. Thus, considerable clinical experience and judgment is
needed to administer the SADS. To reduce length of administration and evalua-
tion of symptoms that are not diagnostically significant, many diagnostic sections
begin with screening questions that provide for “skip-outs” to the next section if
the respondent shows no evidence of having the disorder. Administration of the
SADS typically takes between 1 1/2 and 2 1/2 hours. Formal diagnostic appraisals
are made by the interviewer after the interview is completed. At present, no com-
puter scoring applications have been designed because of the complex nature of
the diagnostic process and the strong reliance on clinical judgment.

As noted earlier, the SADS was designed for use by trained clinicians. Consider-
able clinical judgment, interviewing skills, and familiarity with diagnostic criteria
and psychiatric symptoms are requisite for competent administration. As such, it is
recommended that the SADS only be administered by professionals with graduate
degrees and clinical experience, such as clinical psychologists, psychiatrists, and
psychiatric social workers (Endicott & Spitzer, 1978). Training in the SADS is inten-
sive and can encompass several weeks. The process includes reviewing the most
recent SADS manual and practice in rating written case vignettes and videotaped
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SADS interviews. Additionally, trainees typically watch and score live interviews as
if participating in a reliability study with a simultaneous-rating design. Throughout,
discussion and clarification with expert interviewers regarding diagnostic disagree-
ments or difficulties add to the experience. Finally, trainees conduct their own SADS
interviews that are observed and critiqued by the expert trainers.

Numerous additional versions of the SADS have been devised, each with a
distinct focus and purpose. Perhaps the most common is the SADS-L (Lifetime
version), which can be used to make both current and lifetime diagnoses but
has significantly less details about current psychopathology than the full SADS
and results in a quicker administration time.The SADS-L generally is used with
nonpsychiatric samples in which there is no assumption of a significant current
psychiatric problem. The SADS-Change Version is also popular and consists of
45 key symptoms from the SADS Part 1. Extensive study of the SADS suggests
that it possesses excellent psychometric characteristics. The interested reader
is referred to Rogers, Jackson, and Cashel (2004) for a comprehensive review of
these data.

The SADS has been translated into several languages but its primary use has
been in North America. The SADS has been widely used in clinical research over
the past three decades, and consequently has a large body of empirical data as-
sociated with it. As such, it is often the instrument of choice for clinical research-
ers desiring in-depth assessment of depression and schizophrenia. The extensive
subtyping of disorders provided by the SADS is also highly valued by clinical re-
searchers. However, owing to its length and complexity, the SADS is infrequently
chosen for use in pure clinical settings.

Structured Clinical Interview for DSM-1V Axis I Disorders The Structured Clini-
cal Interview for DSM-IV Axis I Disorders (SCID-I) is a flexible, semistructured
diagnostic interview designed for use by trained clinicians to diagnose many adult
DSM-1V Axis I clinical disorders. The current version is the product of many prior
editions that were updated and modified over time. With each revision, the SCID
has been reworked to enhance accuracy and ease of use, culminating in the Feb-
ruary 2001 revision when the SCID was updated to match the DSM-IV-TR (APA,
2000). The SCID-I has widespread popularity as an instrument to obtain reliable
and valid psychiatric diagnoses for clinical, research, and training purposes, and it
has been used in more than 1,000 studies.

The original SCID was designed for application in both research and clinical
settings. Recently, the SCID has been split into two distinct versions: the Research
Version and the Clinician Version.The Research Version covers more disorders, sub-
types, and course specifiers than the Clinician Version and therefore takes longer
to complete. The benefit, however, is that it provides for a wealth of diagnostic data
that is particularly valued by clinical researchers.The research version is distributed
by the Biometrics Research Department of the New York State Psychiatric Institute.

The Clinician Version of the SCID (SCID-CV; First, Spitzer, Gibbon, & Williams,
1997a) is designed for use in clinical settings. It has been trimmed to encompass
only those DSM-IV disorders that are most typically seen in clinical practice and
can further be abbreviated on a module-by-module basis. The SCID-CV contains 6
self-contained modules of major diagnostic categories (mood episodes, psychotic
symptoms, psychotic disorders, mood disorders, substance use disorders, and anx-
iety and other disorders).
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The modular design of the SCID is a major strength of the instrument because
administration can be customized easily to meet the unique needs of the user.
For example, the SCID can be shortened or lengthened to include only those
categories of interest and the order of modules can be altered. The format and
sequence of the SCID was designed to approximate the flow-chart and decision
trees followed by experienced diagnostic interviewers. The SCID begins with an
open-ended overview portion, during which the development and history of the
present psychological disturbance are elicited and tentative diagnostic hypoth-
eses are generated. Then the SCID systematically presents modules that allow for
assessment of specific disorders and symptoms. Most disorders are evaluated
for two time periods: current (meets criteria for the past month) and lifetime
(ever met criteria).

Consistent with its linkage with DSM-IV, formal diagnostic criteria are included
in the SCID booklet, thus permitting interviewers to see the exact criteria to which
the SCID questions pertain.This unique feature makes the SCID an excellent train-
ing device for clinicians because it facilitates the learning of diagnostic criteria and
good questions to assess the criteria. The SCID has many open-ended prompts that
encourage respondents to elaborate freely about their symptoms. At times, open-
ended prompts are followed by closed-ended questions to clarify fully a particular
symptom. Although the SCID provides structure to cover criteria for each disorder,
its semistructured format provides significant latitude for interviewers to restate
questions, ask for further clarification, probe, and challenge if the initial prompt
was misunderstood by the interviewee or clarification is needed to rate a symp-
tom. SCID interviewers are encouraged to use all sources of information about a
respondent, and gentle challenging of the respondent is encouraged if discrepant
information is suspected.

During administration, each symptom is rated as either absent (or below thresh-
old) or present (and clinically significant). A question mark (?) denotes that inade-
quate information was obtained to code the symptom. The SCID flow-chart instructs
interviewers to “skip-out” of a particular diagnostic section when essential symp-
toms are judged to be below threshold or absent. These skip-outs result in decreased
time of administration as well as the skipping of items with no diagnostic signifi-
cance. Administration of the SCID is typically completed in one session and typically
takes from 45 to 90 minutes. Once administration is completed, all current and past
disorders for which criteria are met are listed on a Diagnostic Summary sheet.

The SCID is optimally administered by trained clinicians. Because of the semi-
structured format of the SCID, proper administration often requires that inter-
viewers restate or clarify questions in ways that are sometimes not clearly outlined
in the manual to judge accurately if a particular diagnostic criterion has been met.
The task requires that SCID assessors have a working knowledge of psychopa-
thology, DSM-IV diagnostic criteria, and basic interviewing skills. Standard proce-
dures for training to use the SCID include carefully reading the SCID Users Guide
(First, Spitzer, Gibbon, & Williams, 1997b), reviewing the SCID administration
booklet and score sheet, viewing SCID videotape training materials that are avail-
able from the SCID authors, and conducting role-played practice administrations
with extensive feedback discussions. Next, trainees may administer the SCID to
representative participants who are jointly rated so that a discussion about sources
of disagreements can ensue. In research settings, a formal reliability study is ad-
vantageous. Reliability and validity of the SCID in adult populations with diverse
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disorders has been evaluated in a number of investigations, with generally excel-
lent results among widely varied participant samples and experimental designs
(see First & Gibbon, 2004; also, Segal, Hersen, & Van Hasselt, 1994).

Overall, the SCID is a widely used and respected assessment tool. It has
been translated into 12 languages and has been applied successfully in research
studies and clinical practice in many countries. Computer-assisted clinician-
administered versions of the SCID-CV and SCID Research Version are available.
A self-administered computerized screening version of the SCID, called the SCID-
Screen-PQ, is also available, but it does not produce final diagnoses. Rather, likely
diagnoses are further evaluated by a full SCID interview or a clinical evaluation.
For more information on the SCID, the interested reader may visit the SCID web
site at www.scid4.org.

SEMISTRUCTURED INTERVIEWS FOR Axi1s 11

Structured Clinical Interview for DSM-IV Axis II Personality Disorders To
complement the Axis I version of the SCID, a version focusing on Axis II per-
sonality disorders according to DSM-IV has been developed, and it is called the
Structured Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II;
First, Gibbon, Spitzer, Williams, & Benjamin, 1997). Instruments such as the
SCID-II are particularly important because clinicians and researchers alike have
struggled with their ability to accurately diagnose personality disorders and dis-
tinguish one personality disorder from another (Coolidge & Segal, 1998; Westen &
Shedler, 2000; Widiger, 2005). The SCID-II has a similar semistructured format as
the SCID Axis I version but it covers the 10 standard DSM-IV Axis II personal-
ity disorders, as well as depressive personality disorder and passive-aggressive
personality disorder (which are listed as disorders to be studied further in an
appendix of the DSM-1V).

For comprehensive assessment, the SCID-II may be easily used in conjunction
with the Axis I SCID that would be administered prior to personality disorder assess-
ment. This is encouraged so that the respondent’s present mental state can be con-
sidered when judging accuracy of self-reported personality traits. The basic structure
and conventions of the SCID-II closely resemble those of the SCID-1. An additional
feature of the SCID-II is that it includes a 119-item self-report screening component
called the Personality Questionnaire that may be administered prior to the interview
portion and takes about 20 minutes. The purpose of the Personality Questionnaire is
to reduce overall administration time because only those items that are scored in the
pathological direction are further evaluated during the structured interview portion.

During the structured interview component, the pathologically endorsed screen-
ing responses are further pursued to ascertain whether the symptoms are actually
experienced at clinically significant levels. Here, the respondent is asked to elabo-
rate about each suspected personality disorder criteria and specified prompts are
provided. Like the Axis I SCID, the DSM-IV diagnostic criteria are printed on the
interview page for easy review and responses are coded as follows: “?” indicates in-
adequate information,“1” indicates absent or false, “2” indicates subthreshold, and
“3” indicates threshold or true. Each personality disorder is assessed completely,
and diagnoses are made before proceeding to the next disorder.The modular format
permits researchers and clinicians to tailor the SCID-II to their specific needs and
reduce administration time. Clinicians who administer the SCID-II are expected to
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use their clinical judgment to clarify responses, gently challenge inconsistencies,
and ask for additional information as required to rate accurately each criterion. Col-
lection of diagnostic information from ancillary sources is permitted. Complete ad-
ministration of the SCID-II typically takes less than 1 hour.

Training requirements and interviewer qualifications are similar to that of the
Axis I SCID. There is no Clinician Version of the SCID-II. The psychometric prop-
erties of the SCID-II are strong, and the interested reader is referred to First and
Gibbon (2004) for a comprehensive review. Given the extensive coverage of the
personality disorders, modular approach, and strong operating characteristics, the
SCID-II should remain a popular and effective tool for personality disorder assess-
ment. The SCID-II web site is the same as for the Axis I SCID, and can be accessed
at www.scid4.org.

Structured Interview for DSM-IV Personality The Structured Interview for
DSM-1V Personality (SIDP-IV; Pfohl, Blum, & Zimmerman, 1997) is a comprehen-
sive semistructured diagnostic interview for DSM-IV personality disorders. It cov-
ers 14 DSM-IV Axis II diagnoses, including the 10 standard personality disorders,
self-defeating personality disorder, depressive personality disorder, negativistic
personality disorder, and mixed personality disorder. Prior to the SIDP-IV struc-
tured interview, a full evaluation of current mental state or Axis I conditions is
required (Pfohl et al., 1997). This is not surprising given that self-report of enduring
personality characteristics can be seriously compromised in a respondent who is
experiencing acute psychopathology. Indeed, the aim of all personality assessment
measures is to rate the respondent’s typical, habitual, and lifelong personal func-
tioning rather than acute or temporary states.

Interestingly, the SIDP-IV does not cover DSM personality categories on a dis-
order-by-disorder basis. Rather, DSM-IV personality disorder criteria are reflected
in items that are grouped according to 10 “topical sections” that reflect a different
dimension of personality functioning. These sections include interests and activi-
ties, work style, close relationships, social relationships, emotions, observational
criteria, self-perception, perception of others, stress and anger, and social confor-
mity. These categories are not scored; rather, they reflect broad areas of personal
functioning under which personality disorder items can logically be subsumed
(Pfohl et al., 1997).

Each SIDP-IV question corresponds to a unique DSM-IV Axis II criterion, ex-
cept that one item addresses two criteria. An attractive feature is that the specific
DSM-1V criterion associated with each question is provided for interviewers to
easily see. All questions are administered, and there are no skip-out options. Most
questions are conversational in tone and open-ended to encourage respondents
to talk about their usual behaviors and long-term functioning. In fact, respondents
are specifically instructed to focus on their typical or habitual behavior when ad-
dressing each item and are prompted to“remember what you are like when you
are your usual self.” Based on patient responses, each criterion is rated on a scale
with four anchor points. A rating of “0”indicates that the criterion was not present,
“1” corresponds to a subthreshold level where there is some evidence of the trait
but it is not sufficiently prominent,“2” refers to the criterion being present for most
of the last 5 years, and “3” signifies a strongly present and debilitating level. The
SIDP-IV requires that a trait be prominent for most of the last 5 years to be consid-
ered a part of the respondent’s personality. This “5 year rule” helps ensure that the
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particular personality characteristic is stable and of long duration as required by
the General Diagnostic Criteria for a Personality Disorder described in DSM-IV.

A strong point of the organizational format by personality dimensions (rather
than by disorders) is that data for specific diagnoses are minimized until final rat-
ings have been collated on the summary sheet. This feature can potentially reduce
interviewer biases, such as the halo effect or changing thresholds, if it is obvious
that a subject needs to meet one additional criteria to make the diagnosis. This top-
ical organization also makes the intent of the interview less transparent compared
to the disorder-by-disorder approach of some other interviews.

Significant clinical judgment is required to properly administer the SIDP-IV
because interviewers are expected to ask additional questions to clarify patient
responses when necessary. Also, data are not limited to self-report; rather, chart
records, and significant others such as relatives and friends who know the patient
well should be consulted when available, and a standard informed consent is in-
cluded for informant interviews. Such collateral information is particularly prized
when evaluating personality disordered individuals who may lack insight into
their own maladaptive personality traits and distort facts about their strengths and
limitations. Moreover, informants can also provide diagnostic data that can help
resolve the state/trait distinction about specific criterion behaviors.

If discrepancies between sources of information are noted, interviewers must con-
sider all data and use their own judgment to determine veracity of each source. Mak-
ing this distinction can be one of the challenges faced by SIDP-IV administrators.
Given the multiple sources of diagnostic data, final ratings are made after all sources
of information are considered. Such ratings are then transcribed onto a summary
sheet that lists each criterion organized by personality disorder, and formal diagno-
ses are assigned. As required by the DSM, diagnoses are made only if the minimum
number of criteria (or threshold) has been met for that particular disorder.

Minimum qualifications for competent administration consist of an interviewer
with an undergraduate degree in the social sciences and six months experience
with diagnostic interviewing. Moreover, an additional one month of specialized
training and practice with the SIDP is required to become a competent interviewer
(Pfohl et al., 1997). Administrators are required to possess an understanding of
manifest psychopathology and the typical presentation and course of Axis I and
Axis II disorders. Training tapes and workshop information are available from the
instrument authors. The SIDP typically requires 60 to 90 minutes for the patient
interview, 20 minutes for interview of significant informants, and approximately
20 minutes to fill out the summary score sheet. Studies documenting the strong
psychometric properties of the SIDP are plentiful, and they are summarized in the
manual for the instrument (Pfohl et al., 1997).

International Personality Disorder Examination The International Personality
Disorder Examination (IPDE; Loranger, 1999) is an extensive, semistructured di-
agnostic interview administered by experienced clinicians to evaluate personality
disorders for both the DSM-IV and the International Classification of Diseases, 10th
edition (ICD-10) classification systems. The current instrument is an outgrowth of
two earlier versions (see Loranger, Susman, Oldham, & Russakoff, 1987; also see
Loranger, Hirschfeld, Sartorius, & Regier, 1991) that were tied to previous editions
of the DSM. The IPDE was developed within the Joint Program for the Diagnosis
and Classification of Mental Disorders of the World Health Organization and U.S.
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National Institute of Health aimed at producing a standardized assessment instru-
ment to measure personality disorders on a worldwide basis. As such, the IPDE is
the only personality disorder interview based on worldwide field trials. The IPDE
Manual contains the interview questions to assess either the 11 DSM-IV or the
10 ICD-10 personality disorders. The two IPDE modules (DSM-IV and ICD-10)
contain both a self-administered screening questionnaire and a semistructured
interview booklet with scoring materials.

The Screening Questionnaire is a self-administered form that contains 77 DSM-
IV or 59 ICD-10items written at a 4th grade reading level. Items are answered either
True or False and the questionnaire is typically completed in about 15 minutes. The
clinician can quickly score the questionnaire and identify those respondents whose
scores suggest the presence of a personality disorder. Subsequently, the IPDE clini-
cal interview is administered.

The IPDE Interview modules (for either the DSM-IV or ICD-10 systems) contain
questions, each reflecting a personality disorder criteria that are grouped into six
thematic headings: work, self, interpersonal relationships, affects, reality testing,
and impulse control (Loranger, 1999). Because disorders are not covered on a one-
by-one basis, the intent of the evaluation is less transparent, similar to the SIDP-IV. At
the beginning of each section, open-ended inquiries are provided to enable a smooth
transition from the previous section and to encourage respondents to elaborate
about themselves in a less structured fashion. Then, specific questions are asked to
evaluate each personality disorder criterion. For each question, the corresponding
personality disorder and the specific diagnostic criterion is identified with precise
scoring guidelines.

Respondents are encouraged to report their typical or usual functioning, rather
than their personality functioning during times of episodic psychiatric illness. The
IPDE requires that a trait be prominent during the last 5 years to be considered a part
of the respondent’s personality. Information about age of onset of particular behav-
iors is explored to determine if a late-onset diagnosis (after age 25 years) is appropri-
ate. When a respondent acknowledges a particular trait, interviewers follow up by
asking for examples and anecdotes to clarify the trait or behavior, gauge impact of the
trait on the person’s functioning, and fully substantiate the rating. Such probing re-
quires significant clinical judgment and knowledge on the part of interviewers about
each criterion. Items may also be rated based on observation of the respondent’s be-
havior during the session, and this too requires a certain level of clinical expertise. To
supplement self-report, an interview of informants is encouraged. Clinical judgment
is needed to ascertain which source is more reliable if inconsistencies arise.

Each criterion is rated on a scale with the following definitions: “0” indicates
that the behavior or trait is absent or within normal limits,“1”refers to exaggerated
or accentuated degree of the trait,“2” signifies criterion level or pathological, and
“?”indicates the respondent refuses or is unable to answer. Comprehensive item-
by-item scoring guidelines are provided in the manual (Loranger, 1999). At the end
of the interview, the clinician records the scores for each response on the appropri-
ate IPDE Answer Sheet. Ratings are then collated either by hand or computer. The
ultimate output is quite extensive, including: presence or absence of each criterion,
number of criteria met for each personality disorder, a dimensional score (sum
of individual scores for each criteria for each disorder), and a categorical diagno-
sis (definite, probable, or negative) for each personality disorder (Loranger, 1999).
Such comprehensive output is often of value to clinical researchers.
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The IPDE is intended to be administered by experienced clinicians who have also
received specific training in the use of the IPDE. Such training typically involves a
workshop with demonstration videotapes, discussions, and practice. Average ad-
ministration time is 90 minutes for the interview, which can be reduced by using the
screening questionnaire (omitting interview items associated with unlikely person-
ality disorders). Because the IPDE has been selected by the WHO for international
application, it has been translated into numerous languages to facilitate transcultural
research. Ample evidence of reliability and validity of the IPDE has been documented
(Loranger et al., 1994; Loranger, 1999). Because of the instrument’s ties to the DSM-IV
and ICD-10 classification systems and adoption by the WHO, the IPDE is widely used
for international and cross-cultural investigations of personality pathology.

Personality Disorder Interview-IV  The Personality Disorder Interview-IV (PDI-IV;
Widiger, Mangine, Corbitt, Ellis, & Thomas, 1995) is a semistructured interview for the
assessment of the 10 standard personality disorders in the DSM-IV as well as the two
personality disorders (depressive and passive-aggressive) in the DSM-IV appendix
as criteria sets provided for further study. The PDI-1V is appropriate for respondents
ages 18 years and older and administration time is about 90 to 120 minutes.

A unique feature of the PDI-IV is that it is available in two separate versions, each
with its own interview booklet. The PDI-IV Personality Disorders Interview Booklet
arranges the diagnostic criteria and corresponding questions by personality disorder.
The Thematic Content Areas Interview Booklet organizes the criteria and questions
by thematic content. The nine topical areas are attitudes toward self, attitudes toward
others, security of comfort with others, friendships and relationships, conflicts and
disagreements, work and leisure, social norms, mood, and appearance and percep-
tion. Notably, the questions for each diagnostic criterion are the same in each inter-
view form, but the organization is different. The modular approach easily lends itself
to focused and rapid assessment of particular personality disorders of interest to the
researcher or clinician. A screening questionnaire is not provided for the PDI-IV.

In the PDI-IV administration book, questions for assessment of each of the 94 indi-
vidual personality disorder diagnostic criteria are presented. Direct instructions to in-
terviewers, as well as prompts and suggestions for follow-up questions, are included
in each booklet. Space is provided for recording responses to each question. Each crite-
rion is cross-referenced to the DSM-IV. During administration, each criterion is rated
on the following three-point scale: “0” indicates not present, “1” indicates present at
a clinically significant level, and “2” indicates present to a more severe or substan-
tial degree. A particular strength of the PDI-1IV is its comprehensive manual (Widiger
et al,, 1995), which extensively discusses the history and rationale for each diagnostic
question as well as problems that often arise in the assessment of each criterion.

After the interview is completed, the clinician summarizes the responses to in-
dividual PDI-IV criteria and plots the overall dimensional profile in a booklet. Ac-
cording to the manual, this profile may help clinicians to rank multiple diagnoses
by order of importance and to identify characteristics in the respondent that are
relevant to psychopathology and treatment. Notably, the output provided is both
a dimensional rating for each personality disorder as well as a categorical rating.
Reliability and validity data, as summarized in the manual (Widiger et al., 1995),
are solid although relatively few psychometric studies by independent research-
ers have been conducted. As further studies are conducted, it is expected that the
PDI-IV will become increasingly popular in the coming decades.
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Diagnostic Interview for DSM-IV Personality Disorders The Diagnostic Interview
for DSM-IV Personality Disorders (DIPD-IV; Zanarini, Frankenburg, Sickel, &Yong,
1996) is a semistructured interview designed to assess the presence or absence of
the 10 standard DSM-IV personality disorders as well as depressive personality
disorder and passive-aggressive personality disorder in the DSM-IV appendix.The
DIPD-IV evolved from earlier versions of the measure (see Zanarini, Frankenburg,
Chauncey, & Gunderson, 1987; Zanarini, Gunderson, Frankenburg, & Chauncey,
1989). Before personality assessment, a full screening for Axis I disorders is recom-
mended. Additionally, an assessment of the respondent’s general functioning (e.g.,
in the areas of work, school, and social life) is advised before administration of the
DIPD-IV (Zanarini et al., 1996).

The interview is conducted on a disorder-by-disorder basis. The interview con-
tains 108 sets of questions each designed to assess a specific DSM-IV personality
disorder diagnostic criterion. The DSM-1V criterion is provided in bold below each
set of questions for easy cross-reference. The initial question for each criterion typ-
ically has a yes-no format that is followed up by open-ended questions to explore
more fully the experiences of the patients. Patients are informed that the interview
pertains to the past two years of their life and that the interviewer wants to learn
about the thoughts, feelings, and behaviors that have been typical for them during
the two-year period. Whereas patients are the sole source of information for rating
most of the diagnostic criteria, behavior exhibited during the interview is valued
and may override patient self-report if there are contradictions. Probing on the
part of the administrator is encouraged if responses appear incomplete or untrue.

Each diagnostic criterion is rated on the following scale:“0” indicates absent or
clinically insignificant, “1” indicates present but of uncertain clinical significance,
“2” indicates present and clinically significant, and “NA” indicates not applicable.
After all 108 criteria are rated, final categorical diagnosis for each personality dis-
order is made based on the number of criteria met. The final output is recorded as
“2” indicting “yes” or met full criteria, “1” indicating “subthreshold” (one less than
required number of criteria), or“0” indicating“no.”

Information about administration and scoring of the DIPD-1V is relatively sparse,
atleast compared to the other Axis Il interviews.The training requirements include at
minimum abachelor’s degree, atleast one year of clinical experience with personality-
disordered patients, and several training interviews in which the person observes
skilled administrators and then administers the interview. Training tapes and work-
shops are available, as is a Spanish version. Administration time is typically about
90 minutes. Most notably, the DIPD-IV has been chosen as the primary diagnostic
measure for personality disorders in the Collaborative Longitudinal Personality Dis-
orders Study, which is a large, multisite, prospective naturalistic longitudinal study
of personality disorders and comorbid mental health problems. For further infor-
mation on the DIPD-IV, contact Dr. Mary C. Zanarini at McLean Hospital, 115 Mill
Street, Belmont, MA 02478; e-mail: zanarini@mclean.harvard.edu.

SUMMARY

This chapter highlights the fact that structured and semistructured interviews
have greatly facilitated psychiatric diagnosis, objective measurement of symp-
toms, DSM-IV-TR classification, and problem clarification in a diverse range of
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clinical and research settings. Reliability of diagnosis is much improved with the
use of structured interviews compared to the nonstandardized approach com-
mon in clinical practice, and improved reliability provides the foundation for en-
hanced validity of diagnosis. Given the field’s recent emphasis on empirically
supported psychotherapeutic interventions and processes (e.g., Antony & Barlow,
2002; Castonguay & Beutler, 2005), we hope that a concomitant focus on clinically
relevant, standardized, objective, and validated assessment procedures will be
realized as well. Structured and semistructured interviews can and should play
an important role in the advancement of the science of clinical psychology. This
chapter provided a broad overview of the basic issues surrounding structured
interviews and described many interviews available to clinicians and research-
ers. We hope that this information enables clinicians and researchers to choose
instruments that will most appropriately suit their needs.
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