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The Monash Interview for Liaison Psychiatry (MILP) is a structured interview designed
for use with patients who have physical and psychiatric comorbidity. Linked to a com-
puterized diagnostic algorithm, the MILP is able to establish diagnoses according to
DSM-III-R, International Classification of Diseases–10th Edition (ICD–10), and DSM-
IV criteria, as well as a range of other criteria relevant to consultation-liaison psychia-
try. Interrater reliability was assessed with 54 joint interviews, in which the mean kappa
for agreement of items was 0.83 and of diagnoses was 0.68. Comparative procedural
validity was tested against DSM-III-R decision-tree diagnoses, ICD–10 checklist diagno-
ses, and Structured Clinical Interview for DSM-III-R interview diagnoses on another
sample of 54 patients. Mean kappas for these comparisons were 0.61, 0.56, and 0.31,
respectively. As predicted, the MILP more fully covered the spectrum of somatizing dis-
orders, compared with the other methods for establishing diagnoses.
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Descriptive psychopathology has been the
cornerstone of twentieth-century psychia-

try, and classification its preoccupation in recent
decades. However, the emphasis on measure-
ment and reliability of diagnosis has tended to
overshadow the importance of validity and util-
ity of classifications.1,2 This emphasis is particu-
larly evident in the field of consultation-liaison

psychiatry, in which current systems of classi-
fication poorly describe the nature, range, and
etiological understanding of the psychiatric pa-
thology observed. In depressed patients with a
physical illness, for example, there is always a
psychosocial stressor, and “organicity” fre-
quently cannot be excluded. In this situation, eti-
ological statements are often overly simplistic
and reductionist.3,4 Further, the range of depres-
sive phenomena seen in the context of physical
illness is different from that seen in general psy-
chiatric practice and subthreshold diagnoses are
significant.5,6 Despite anxiety being extremely
common in the physically ill, diagnoses of anxi-
ety disorders are made infrequently,7 due to the
difficulty of defining what is pathological8 and
to the tradition of hierarchy.9 Somatization, a
common phenomenon,10 is poorly represented
by standard classifications,11 and the attribution
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of cause and meaning to physical symptoms is
always difficult. For all these reasons, there is a
need to examine the psychopathology of physi-
cal–psychiatric comorbidity without the as-
sumptions made by classifications of mental dis-
orders developed in other populations. Because
most structured interviews to date have been de-
veloped around the current classificatory sys-
tems, these interviews are limited in their use-
fulness for this task.

We describe a new structured interview, the
Monash Interview for Liaison Psychiatry
(MILP), designed for the study of psychiatric
disorders in the physically ill. The validity of the
interview is based on its inquiry of a range of
phenomena appropriate to the setting and its em-
phasis on a careful consideration of the attribu-
tion of cause. Compared with the Diagnostic In-
terview Schedule (DIS)12 and its descendants,
the Composite International Diagnostic Inter-
view13 and Structured Clinical Assessment for
Neuropsychiatry,14 the MILP covers a wider
range of mood disorders and somatoform dis-
orders and is administered by interviewers com-
petent to make the clinical judgments required.
Compared with the Structured Clinical Inter-
view for DSM-III-R (SCID),15 the MILP is more
comprehensive in inquiry, in that it minimizes
the use of screening questions and “skips,” and
covers a wider range of disorders.

DESCRIPTION OF THE MILP

The MILP is a structured interview that takes
between 60 and 90 minutes to administer. It in-
cludes a systematic symptom inquiry, with the
emphasis on current state, defined as being dur-
ing the past month, although the duration of any
symptom is recorded for the application of di-
agnostic criteria. For symptoms present, a judg-
ment of attribution of cause is coded as one or
more of the following: physical illness or injury,
medication, drugs or alcohol, psychogenic or
“unexplained.” Guided by the interview proto-
col, the interviewer makes this judgment after
asking the subject a number of questions, in-
quiring of the medical staff if necessary. With
the assistance of computerized data entry and

scoring algorithm,16 the interview generates di-
agnoses according to DSM-III-R,17 DSM-IV,18

and International Classification of Diseases
(ICD)–10th Edition19 classifications. In addi-
tion, the MILP allows inclusion of a range of
other diagnoses relevant to consultation-liaison
psychiatry. These include the Stewart et al. cri-
teria for depression20; the Endicott criteria21; the
concepts of atypical depression22; Newcastle en-
dogenous depression23; grief24; and diagnoses of
“subthreshold” disorders, such as the DSM dis-
orders “not otherwise specified (NOS),” the ICD
disorders “unspecified,” and “abridged somati-
zation.”25 The interview has been acceptable for
patients with physical illness but cannot be ad-
ministered to patients with significant cognitive
impairment. Diagnoses of organic mental dis-
orders are not made.

RELIABILITY

Methods

To examine interrater reliability, an ob-
served interview model was chosen, as used in
other similar studies.26–28 This method removes
information and occasion variance but requires
a commitment on the part of raters to remain
independent in their assessments.29,30 Fifty-four
joint interviews were conducted by the first au-
thor (DMC), a psychiatrist, together with one of
two psychologists, raters alternating between in-
terviewing and observing. The sample size was
chosen to be consistent with other stud-
ies.26,28,31–33 Patients were selected from the
medical and surgical wards of Monash Medical
Centre, a university-affiliated, suburban general
hospital. During the period of study (1992–
1993), all available patients were screened upon
admission with the 36-item General Health
Questionnaire34 scored in the “chronic” man-
ner,35 using a 20/21 cutoff.36 To create a “clini-
cal” sample, the patients scoring above the cut-
off were invited to participate until the desired
sample size was achieved. The mean
age 5 standard deviation (SD) of the patients
interviewed was 46.0 5 18.0 years; 57% were
male. Following the interview, data were en-
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TABLE 1. Interrater reliability for Monash
Interview for Liaison Psychiatry
(MILP)

Kappa

Items Mean Minimum Maximum

Demographic, past
and social history
(13 items) 0.81 0.50 0.97

Symptoms
(142 items)a 0.91 10.20 1.0

Attribution of
symptoms
(31 items)b 0.60 0 0.91

Duration of
symptoms
(36 items)b 0.82 0.53 1.0

Currency of
symptoms
(21 items)b 0.84 0.66 1.0

Total (all items) 0.83

aItems with a base rate of less than 10% or greater
than 90% have not been included in the analysis.

bIf the symptom was “not present,” these questions
were not answered. Items coded in less than 40% of
subjects (22) have not been included in the analyses.

tered, and the diagnoses were generated by com-
puter. Agreement between the raters was deter-
mined for both diagnoses and items. The
primary measure of agreement used was the
kappa statistic, which gives a chance-corrected
measure of agreement between two raters.37–39

Because kappa is unstable in the presence of low
base rates, it is not reported in instances in which
the base rate was less than 10% for items (set
conservatively) and 5% for diagnostic categories
(to include a wider range).40 Overall agreement,
which is not chance-corrected, is also reported,
defined as agreed cases plus agreed noncases ex-
pressed as a percentage of total subjects.41 In
line with suggested practice, kappas above 0.40
were taken to indicate at least “moderate” agree-
ment, whereas kappas below 0.40 were consid-
ered unsatisfactory.42 All statistics were calcu-
lated by a FORTRAN program written by one
of the authors (DMcK).

Results

Reliability measures for interview items are
summarized in Table 1. The mean kappa for all
items was 0.83. One symptom item had a kappa
less than 0.04—“rapport with grief”—an item
involving subjective clinical judgment. Two “at-
tribution” items had kappas less than 0.04. Both
these items had a large proportion of empty cells
in the analysis table (94% and 92%), a situation
that makes kappa unstable in a way similar to a
low base rate.43 The judgments of whether de-
pressive and anxiety reactions were “in excess
of what might be expected” (a criterion required
for the diagnosis of adjustment disorder) also
had kappas less than 0.40.

Mean kappa for agreement on DSM-III-R
diagnoses was 0.68 (see Table 2). One diagnosis,
anxiety disorder NOS, had a kappa less than
0.40. Mean kappa for DSM-IV diagnoses was
0.63. Anxiety disorder NOS and pain disorder
had kappas less than 0.40. Mean kappa for ICD–
10 diagnoses was 0.66. Depressive disorder un-
specified and adjustment disorders with anxiety
had kappas less than 0.40. Mean kappa for di-
agnoses not included in these three systems was

0.91. Overall mean kappa for diagnostic agree-
ment was 0.68.

PROCEDURAL VALIDITY

The concern here is not the validity of the un-
derlying constructs or diagnoses (construct va-
lidity, predictive validity etc.), but procedural
validity, defined as “the extent to which the new
diagnostic procedure yields results similar to the
results of an established diagnostic procedure
that is used as a criterion” (p. 595).44 Because
there is no established “gold standard,” compar-
isons were made with a number of other diag-
nostic procedures. It is, in a sense, a comparative
procedural validity that is being measured.
Three comparisons were made: 1) MILP vs. a
DSM-III-R decision-tree diagnosis, 2) MILP vs.
an ICD–10 checklist, and 3) MILP vs. the SCID.

Methods

Patients were screened and recruited, as for
the reliability study. One day per week, one pa-
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TABLE 2. Interrater reliability for diagnostic categories

Base Ratea

Rater 1 (%)
Base Rate

Rater 2 (%) Kappa % Agreement

DSM-III-R diagnoses
Major depression 16.7 16.7 0.87 96.3
Dysthymia 11.1 7.4 0.56 92.6
Adjustment disorder with depressed moodb 14.8 22.2 0.64 88.9
Depressive disorder not otherwise specified (NOS) 16.7 25.9 0.62 87.0
Generalized anxiety disorder 7.4 11.1 0.78 96.3
Agoraphobia 3.7 5.6 98.1
Obsessive-compulsive disorder 7.4 7.4 1.00 100
Adjustment disorder with anxious mood 5.6 9.3 0.46 92.6
Depersonalization disorder 13.0 7.4 0.70 94.4
Posttraumatic stress disorder (PTSD) syndromec 16.7 18.5 0.81 94.4
Anxiety disorder NOS 20.4 22.2 0.39 79.6
Somatoform pain disorder 3.7 7.4 92.6
Undifferentiated somatoform disorder 16.7 20.4 0.76 92.6
Somatoform disorder NOS 11.1 13.0 0.74 94.4
Psychological factors affecting physical condition 11.1 9.3 0.49 90.7
Alcohol dependence or abuse 11.1 5.6 0.64 94.4
Other drug dependence or abuse 38.9 42.6 0.77 88.9

DSM-IV diagnoses
Major depressive disorder 14.8 16.7 0.79 94.4
Dysthymic disorder 5.6 5.6 0.65 96.3
Adjustment disorder with depressed mood 27.8 40.7 0.56 79.6
Depressive disorder NOS 3.7 7.4 — 92.6
Generalized anxiety disorder 7.4 11.1 0.78 96.3
Agoraphobia 3.7 5.6 — 98.1
Obsessive-compulsive disorder 7.4 7.4 1.00 100
Adjustment disorder with anxiety 14.8 25.9 0.55 85.2
Depersonalization disorder 13.0 9.3 0.81 96.3
PTSD syndrome 16.7 18.5 0.81 94.4
Anxiety disorder NOS 11.1 11.1 0.06 81.5
Pain disorder with psychological factors 7.4 11.1 0.34 88.9
Undifferentiated somatoform disorder 5.6 11.1 0.64 94.4
Somatoform disorder NOS 25.9 24.1 0.56 83.3
Psychological factors affecting medical condition 9.3 9.3 0.56 92.6
Alcohol dependence or abuse 11.1 5.6 0.64 94.4
Other drug dependence or abuse 40.7 40.7 0.77 88.9

International Classification of Disease-10 diagnoses
Depressive episode 11.1 13.0 0.74 94.4
Dysthymia 14.8 7.4 0.63 92.6
Adjustment disorder: depressive reactions 51.9 46.3 0.67 83.3
Depressive episode unspecified 5.6 18.5 0.24 83.3
Generalized anxiety disorder 16.7 18.5 0.68 90.7
Agoraphobia 1.9 3.7 98.1
Obsessive-compulsive disorder 7.4 7.4 1.0 100
Adjustment disorder with anxiety 9.3 7.4 0.39 90.7
Depersonalization: derealization syndrome 7.4 7.4 0.46 92.6
PTSD syndrome 14.8 16.7 0.79 94.4
Anxiety disorder unspecified 31.5 44.4 0.50 79.9
Neurasthenia 9.3 13.0 0.81 96.3
Persistent somatoform pain disorder 3.7 7.4 — 92.6
Undifferentiated somatoform disorder 22.2 22.2 0.68 88.9
Somatoform disorder unspecified 11.1 13.0 0.74 94.4

continued
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TABLE 2. Interrater reliability for diagnostic categories (continued)

Base Ratea

Rater 1 (%)
Base Rate

Rater 2 (%) Kappa % Agreement

Psychological and behavioral factors associated 7.4 3.7 — 92.6
Alcohol dependence or abuse 7.4 3.7 — 96.3
Other drug dependence or abuse 37.0 38.9 0.88 94.4

Other classifications
Newcastle endogenous depressiond 5.6 3.7 — 98.1
Endicott depressione 22.2 22.2 1.0 100
Stewart depressionf 22.2 20.4 94 98.1
Griefg 44.4 48.2 0.93 96.3
Abridged somatization disorderh 11.1 7.4 0.78 96.3
Mean 0.68 92.5

aBase rate is the proportion of diagnosed cases expressed as a percentage of the sample (n454).
bAdjustment disorders with mixed anxiety and depression are included in both adjustment disorder with depressed

mood and adjustment disorder with anxious mood.
cPTSD syndrome is posttraumatic stress disorder without the “exceptional stressor” criterion.
dNewcastle criteria described by Carney et al.23

eDescribed by Endicott.21

fDescribed by Stewart et al.20

g“Grief” defined by the authors with the following criteria: 1) mood disturbance understood to be a reaction to a loss
and 2) at least one of the following: recurrent thoughts of loss; recurrent memories, dreams, or mental pictures; pangs
of grief; yearning or pining; crying about the loss.

hAs defined by Escobar and Canino.25

tient was randomly selected from those already
interviewed with the MILP. A SCID interview
was performed within 48 hours of the MILP by
a “blind” psychologist trained and satisfactorily
rated in the use of the SCID but not otherwise
involved in the study. Fifty-four interviews were
completed, and this group of patients became the
sample for each of the three comparisons. The
mean age 5 SD of this group was 46.8 5 16.7
years; 69% were male.

The data were entered into a computer, and
DSM-III-R and ICD–10 diagnoses were gener-
ated. In addition, and before generating the
MILP diagnoses, the interviewer created DSM-
III-R diagnoses, aided by a computerized
decision-tree program,45,46 and ICD–10 diag-
noses by using the ICD–10 Research Criteria
Checklist provided by the World Health Orga-
nization (Janca A, personal communication,
1992). Because no assumptions were made
about the “gold standard,” the measures of
agreement used were kappa and overall agree-
ment as previously described.39 Because reli-
ability assumes that error is random,47 exact

McNemar’s tests were used to look for system-
atic bias between ratings—specifically to deter-
mine the presence of any significant difference
in base rates between the two methods of diag-
nosis under consideration.43 Exact probabilities,
based on the binomial distribution, were calcu-
lated by using the algorithm of Berry et al.48

Results are only considered for the diagnostic
categories that mostly had base rates greater than
5%. All diagnoses are “current.”

Results

The results are presented in Table 3, Table
4, and Table 5. Table 3 shows good agreement
for the MILP vs. DSM-III-R decision-tree di-
agnoses for all groups, except the somatizing
disorders, in instances in which there was a ten-
dency (McNemar’s P,0.10, NS) for the MILP
to yield more diagnoses. Anxiety disorder NOS
also had a kappa less than 0.40.

In the MILP vs. ICD checklist comparison,
there was a similarly less than satisfactory agree-
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TABLE 3. Comparative procedural validity: Monash Interview for Liaison Psychiatry (MILP) vs. DSM-III-R
decision tree (DTREE)

Base Rate
MILP, %

Base Rate
DTREE, % Kappa % Agreement

Major depression 27.8 35.2 0.74 88.9
Dysthymia 3.7 3.7 — 100
Adjustment disorder with depressed mood 31.5 24.1 0.73 88.9
Depressive disorders not otherwise specified (NOS) 16.7 25.9 0.58 85.2
Minor mood disorders (all) 35.2 29.6 0.79 90.7
Generalized anxiety disorder 7.4 7.4 1.00 100
Agoraphobia 11.1 14.8 0.84 96.3
Obsessive-compulsive disorder 7.4 7.4 1.00 100
Adjustment disorder with anxious mood 9.3 13.0 0.44 88.9
Anxiety disorder NOS 20.4 29.6 0.07 64.8
Anxiety disorders (all) 31.5 38.9 0.68 85.2
Somatoform pain disorder 5.6 0 — 94.4
Undifferentiated somatoform disorder 25.9 16.7 0.18 72.2
Somatoform disorder NOS 11.1** 1.9** — 90.7
Psychological factors affecting physical condition 9.3 13.0 0.44 88.9
Somatizing disorders (all) 50.0* 35.2* 0.26 63.0
Alcohol dependence or abuse 3.7 5.6 — 98.1
Other drug dependence or abuse 35.2 38.9 0.84 92.6
Mean 0.61 88.2

Note: Exact McNemar’s
*P,0.10, NS; **P,0.05.

ment for the somatizing disorders (Table 4), with
significantly different base rates evident.

In the MILP vs. SCID analyses (Table 5),
there were four groups with overall poor agree-
ment and significant base rate differences.

DISCUSSION AND CONCLUSIONS

Reliability

As expected with a structured interview, in-
terrater reliability results overall are satisfactory,
influenced by the joint-interview study design,
which minimized occasion and information var-
iance. The mean kappa for the presence or ab-
sence of symptoms was above 0.80, and there
was only one symptom in which there was poor
agreement—rapport with grief. This item re-
quires no question of the patient, and this as-
sessment is based solely on the judgment made
by the interviewer and observer. This lack of
agreement may be partly explained by the dif-
ferences in training and experience among the
raters. The judgments about the attribution of

symptoms were also mostly satisfactory, with
only two items having kappas less than 0.40, and
both of these have high numbers of “empty
cells.”

For the diagnoses, measures of agreement
are mostly moderate or better. Only 4 out of 49
categories had kappas less than 0.40, and these
were all the less specific categories—three NOS
categories and an adjustment disorder. These di-
agnoses have few criteria and are dependent
mostly on the exclusion of other diagnoses. It is
possible that the disagreements in the other, for
example, anxiety disorders, had a cumulative ef-
fect on the residual category of anxiety disorder
NOS. This theory is suggested by the satisfac-
tory agreement for the ICD–10 diagnosis of
anxiety disorder unspecified, which has exactly
the same symptom criteria as its DSM-III-R and
DSM-IV counterparts.

Procedural Validity

Because there is no true gold standard, the
aim in the validity studies was to compare the
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TABLE 4. Comparative procedural validity: Monash Interview for Liaison Psychiatry (MILP) vs.
International Classification of Diseases (ICD)-10th Edition Checklist

Base Rate
MILP, %

Base Rate
ICD Checklist, % Kappa % Agreement

Depressive episode 14.8* 25.9* 0.44 81.5
Dysthymia 11.1* 5.6* 0.64 94.4
Adjustment disorders: depressive reactions 46.3 46.3 0.63 81.5
Depressive episode: unspecified 16.7 14.8 0.37 83.3
Minor mood disorders (all) 57.4 53.7 0.55 77.8
Generalized anxiety disorder 16.7** 31.5** 0.51 81.5
Agoraphobia 9.3 7.4 0.88 98.1
Obsessive-compulsive disorder 7.5 7.4 1.00 100
Adjustment disorder with anxiety 9.3 13.0 0.63 92.6
Anxiety disorder unspecified 38.9*** 14.8*** 0.17 64.8
Anxiety disorders (all) 42.6 51.9 0.60 79.6
Persistent somatoform pain disorder 5.6 3.7 — 90.7
Undifferentiated somatoform disorder 16.7*** 0*** 83.3
Dissociative anesthesia 7.4 9.3 0.64 94.4
Neurasthenia 13.0** 1.9** — 85.2
Somatoform autonomic dysfunction 7.4 13.0 0.10 83.3
Psychological and behavioral factors associated . . . 1.9** 11.1** — 90.7
Somatizing disorders (all) 44.4 33.3 0.15 59.3
Alcohol dependence or harmful use 3.7 5.6 0.79 98.1
Other drug dependence or harmful use 35.2 37.0 0.80 90.7
Mean 0.56 85.5

Note: Exact McNemar’s.
*P,0.10, NS; **P,0.05; ***P,0.01.

MILP with a variety of known standards, thus
placing the MILP in relation to these standards,
in a form of “triangulation”—a term borrowed
from “orienteering.”49 In these studies, there was
close agreement between the DSM-III-R diag-
noses of the MILP made by the computerized
algorithm compared with the decision tree in all
groups, except the somatizing disorders, in
which the MILP yielded more diagnoses. There
was a similar result in the comparison of ICD-
10 diagnoses made by the MILP and the ICD–
10 checklist.

Greater disagreements occurred in the
MILP vs. SCID comparison. The SCID yielded
no diagnoses of somatizing disorders, which is
not surprising. The SCID has a small range of
somatic diagnoses, only proceeds with the so-
matic section of the interview if the interviewer
judges it to be relevant after screening questions,
and is noted to make somatoform diagnoses in-
frequently.50 These differences contrast with the

exhaustive symptom inquiry of the MILP. Sim-
ilarly, with other drug use disorders, the MILP
yielded 13 diagnoses, compared with the SCID’s
one. Anxiety disorders and minor mood disor-
ders each had “fair” agreement,42 with kappas of
0.37 and 0.30, respectively. Although no signifi-
cant bias was recorded and the actual number of
cases was small, generalized anxiety disorder,
phobias, and obsessive-compulsive disorder
were all diagnosed more often with the MILP
than with the SCID. Four patients diagnosed by
the MILP as having minor mood disorder were
diagnosed by the SCID as having major depres-
sion, consistent with the lower rate of diagnosis
of major depression by the MILP compared with
the other standards. However, seven of those pa-
tients given a diagnosis of minor mood disorder
by MILP were given no diagnosis by the SCID.
This difference suggests that the MILP has a
lower threshold for diagnosis of minor mood
disorders. With the exception of major depres-
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TABLE 5. Comparative procedural validity: Monash Interview for Liaison Psychiatry (MILP) vs. Structured
Clinical Interview for DSM-III-R (SCID)

Base Rate
MILP, %

Base Rate
SCID, % Kappa % Agreement

Major depression 27.8 37.0 0.54 79.6
Dysthymia 3.7 0 — 96.3
Adjustment disorders 31.5 24.1 0.27 70.4
Minor mood disorders (all) 35.2 24.1 0.30 70.4
Generalized anxiety disorder 7.4* 0* — 92.6
Agoraphobia 11.1 7.4 0.34 88.9
Obsessive-compulsive disorder 7.4 3.7 — 96.3
Adjustment disorder with anxious mood 9.3 11.1 10.11 79.6
Anxiety disorders (all) 29.6 20.4 0.37 75.9
Somatoform pain disorder 5.6 0 — 94.4
Undifferentiated somatoform disorder 25.9*** 0*** — 74.1
Psychological factors affecting physical condition 9.3** 0** — 90.7
Somatizing disorders (all) 35.2*** 0*** — 64.8
Alcohol dependence or abuse 3.7 7.4 0.65 96.3
Other drug dependence or abuse 18.5*** 1.9*** 0.15 88.3
Mean — — 0.31 83.9

Note: Exact McNemar’s
*P,0.10, NS; **P,0.05; ***P,0.01.

sion, the MILP tends to be overinclusive com-
pared with the SCID.

CONCLUSIONS

The studies of comparison described here ex-
amined different possible sources of variance.
The comparison with the SCID is the most sus-
ceptible to error. Although unstructured assess-
ments have been used as the standard for validity
studies,51 this method was not used here, as it
provides no standardization of the process. The
use of a structured interview such as the SCID
minimizes information and interpretation vari-
ance of the standard; however, since the SCID
was conducted at a time separate from the MILP,
the possibility of occasion variance exists. This
possibility was minimized by conducting the
SCID interview very soon after the MILP.

There are limitations in the study and in the
interpretation of results. Because the interview
is so broad, leading to a large number of diag-
noses, the base rate for some items and diag-
noses was small, affecting the kappa statistic ad-
versely. The study sample was “enriched” by
screening and was thus similar to clinical pop-

ulations seen in the consultation-liaison setting.
Still some diagnoses were rarely made. Validity
of these diagnoses will need to be tested in clini-
cal samples with higher prevalences for these
disorders. In line with principles established
in studies of the DIS,52 it was considered im-
portant to test the interview in the type of popu-
lation in which it is to be used and to examine
the disorders commonly encountered in this set-
ting.

Because there is no true “gold standard,”
what is particularly important is that the inter-
view has adequate reliability. The results dem-
onstrate that it does. However, compared with
other diagnostic methods, the results show less
than moderate agreement for some diagnostic
groups. These results are mostly explained by
systematic bias reflecting different thresholds for
diagnosis. As Carey and Gottesman47 have ex-
plained, “When two raters are rating the same
phenomenon, using two different thresholds for
doing so, the crucial issue is to determine which
of the raters has a better, more valid, threshold”
(p. 1458). If MILP overdiagnoses somatizing
disorders compared with other standards, the va-
lidity of these ratings will need to be tested in
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some further way, such as an examination of pre-
dictive or criterion validity. Such an approach
will be a movement away from establishing the
validity of the procedure toward establishing the
validity of the constructs.

Nevertheless, it is important to note the dif-
ferences between the MILP and other diagnostic
methods. The MILP appears to be stricter than
other measures in diagnosing major depression.
Reliability of this diagnosis is almost perfect. It
may be that the MILP is “tougher” in its judg-
ment concerning the attribution of cause and the
exclusion of items judged to be of organic ori-
gin. In the area of somatizing disorders and drug
use disorders, the inquiry of the MILP is more
intensive than that of the SCID. In addition,
however, the comparisons of the MILP with the
DSM decision tree and the ICD checklist sug-
gest there may be problems with the procedural
validity with respect to the somatizing disorders.
Low kappas for these comparisons are only
partly explained by systematic bias. Again, this
may be related to difficulties in the process of
attribution of cause. This will need further ex-
amination.

It is interesting to compare these results
with the reliability and validity studies of other
instruments. The DIS has probably had the most
investigation. The earliest study by Robins et al.
yielded the best results (kappas ranging from
0.40 to 0.86), but the study was done with a
psychiatric population in which the base rates
for diagnoses were high.53 A similar study by
Helzer et al. of a community sample showed
weaker agreements (kappa 0.24 to 0.68).51 In
both these studies, the standard was a second
DIS interview administered by a psychiatrist in-
dependently of the first lay interview, a design
close to being one of test–retest reliability. Al-
though one would expect almost perfect agree-
ment in this situation, the relatively modest
agreement achieved (mean kappa 0.69),53 de-
spite using a structured interview and computer-
generated diagnoses, demonstrates how error
can be introduced by the interviewer through ob-
servation and interpretation variance. In a simi-
lar vein, during the DSM-IV trials, McGorry et
al. demonstrated significant disagreements be-

tween diagnostic procedures using identical di-
agnostic criteria.54 DIS studies using checklists
and clinical interviews as comparisons have also
produced particularly poor agreements.51,52,55

The SCID does not yet have published stud-
ies of procedural validity, but there have been a
number of reports of reliability. Two studies of
interrater reliability, one using audiotaped inter-
views of patients with a range of disorders31 and
the other joint interviews of depressed pa-
tients,56 found mean kappas for agreement on
diagnosis of 0.76 and 0.68, respectively. Ex-
amination of test–retest reliability of the SCID
found a mean kappa of 0.61 in a patient sample
and 0.37 in a nonpatient sample in which the
base rates of diagnoses were lower.50 Interest-
ingly, the base rates for the somatizing disorders
in both samples were so low (from 0% to 2%)
that no measures of agreement were calculated.
The Standardized Polyvalent Psychiatric Inter-
view,28 a composite interview built around the
Clinical Interview Schedule,57 found kappas for
interrater reliability mostly in the range of 0.70
to 0.90.

The MILP has been designed specifically
for use in the physically ill and has been ac-
ceptable to patients and interviewers. Its inquiry
is more extensive than other similar instruments
in the areas of somatizing disorders, drug use
disorders, and subthreshold disorders. The reli-
ability and procedural validity of the MILP is
comparable to other structured interviews, al-
though the results highlight the different thresh-
olds for diagnosis compared with the SCID, and
potential difficulties with some of the subthresh-
old disorders, those on the boundary of normal-
ity, and those requiring a degree of judgment.
As with the SCID, the importance of paying
“careful attention to adequate training of inter-
viewers” (p. 636)50 is affirmed. The results con-
firm the need for more study of the classification
of psychiatric disorders in the physically ill and
the testing of construct and predictive validity of
diagnostic categories.

The authors thank Anne Silbereisen, Kevan
Pitcher, and Lisa Henry, who conducted the in-
terviews; Paul Low for data management; and
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