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Overview of Empirical Support for the DSM Symptom-Based Approach to Diagnostic Classification

Abby Herzig, PsyD and Jodi Licht, PsyD


Editor’s Note: This section, by Abby Herzig and Jodi Licht, is a detailed exposition of the problems involved in the DSM effort to establish an ostensibly atheoretical nosology for mental health disorders, based on categorization into defining symptom clusters. DSM was designed to provide discrete homogeneous symptom and illness categories that would be reliable and valid for a range of purposes: diagnosis, and treatment planning, epidemiologic al survey, research cooperation across sites, and reimbursement formulae established by insurance carriers.

Through study of the accumulated empirical data concerning some of the most widely used and most important DSM categories, the authors reveal impressively the difficulty in reading adequate reliability and validity for these important rubrics, and the problems and controversies generated around them, which have led to ever increasing refinement and accommodation efforts.


What this increasingly buttresses for us is the necessity to develop a complemental, individualized, and dimensional depth psychological approach to personality assessment and treatment planning, as exemplified, for example, in Sidney Blatt’s Object Relations Inventory (ORI), in this volume; Shedler and Westen’s Shedler-Westen Assessment Procedure (SWAP), in this volume; and in the OPD Task Force’s Operationalized Psychodynamic Diagnostics (OPD), also in Part III of this volume. The following three articles, from the United States, the United Kingdom, and Germany, respectively, are efforts to present how much empirical support for nosological classification efforts can, nonetheless, be found in psychotherapy outcome studies, even within the limitations of the DSM framework in most of the studies surveyed, with varying attention in the three following articles to the cautions expressed in this piece.
Introduction

The DSM offers many advantages to both researchers and clinicians, including facilitating communication among mental health professionals, developing a foundation for theories of psychopathology, promoting research activity and ongoing discussions about the validity of the diagnoses, and providing information about prognosis, clinical course, and the further refinement of treatment (Blashfield & Livesley, 1999; Mezey & Robbins, 2001). 

The current diagnostic system has great limitations, however, particularly with respect to its ability to translate from research to clinical practice and to help clinicians in their work. Over the past 30 years, the mainstream psychiatric approach to diagnosis of mental health disorders has focused on surface symptom patterns in the hopes of achieving enhanced reliability and validity for diagnostic categories. Nonetheless, many argue that in the effort to devise a more objective, reliable, and operationalizable system, the validity of the diagnostic criteria has been questionable. In this chapter we will review these arguments as they apply to selective diagnostic categories and highlight a number of the challenges that have emerged from focusing on surface symptom patterns.
The constructs of reliability and validity evolved out of psychometric theory and methodology within the field of psychology. The four main types of validity—construct, content, concurrent, and predictive - emerged as critical to the assessment of the validation of psychological tests. There is no certainty that the criteria implicit within these types of validity are applicable outside of psychometrics, where they were originally generated (Jablensky & Kendell, 2002). Furthermore, many argue that few psychiatric diagnoses meet the very stringent criteria that define the four types of validity. 

Since the development of the DSM-III, the emphasis has been on improving diagnostic reliability and concurrent and descriptive validity, as well as on maximizing sensitivity and specificity (Widiger, Frances, Pincus, & First, 1991). Prior to the development of the DSM-IV, the major focus was on reliability (Nelson-Gray, 1991; Widiger, et al., 1991). With respect to its application to the DSM, reliability refers to the consistency with which diagnoses are assigned (Nelson-Gray, 1991). Its components include internal consistency, inter-rater or inter-diagnostician reliability, and temporally consistent or test-retest reliability (Nelson-Gray, 1991). The improved reliability in the DSM was achieved at the expense of greater validity (Nelson-Gray, 1991).

Unlike reliability, there is no set measure by which one can assess the validity of a diagnosis (Gleaves, May, & Cardeña, 2001). In the absence of a simple measure, several methods for establishing the validity of psychiatric diagnoses have been created (see Andreasen, 1995; Blashfield, Sprock, & Fuller, 1990; Kendler, 1980; Robins & Guze, 1970; and Spitzer & Williams, 1985). Jablensky and Kendell (2002) point out, however, that the problem with these methods is their inherent assumption that mental illness is comprised of distinct diagnostic entities, which do not overlap within the large spectrum of psychological disorders. For example, for a disorder to have diagnostic validity, the Robins and Guze (1970) criteria heavily emphasize diagnostic homogeneity over (1) time and (2) familial aggregation (Rounsaville, Alarcón, Andrews, Jackson, Kendell, & Kendler, 2002). Comparing these two validating criteria, if we were to select individuals with schizophrenia whose symptoms had been chronic for many years, we would likely satisfy the first Robins and Guze validating criterion of homogeneity and stability over time. If, on the other hand, we were to gather a sample of patients with schizophrenia based on familial aggregation, the sample would include a much broader range of psychotic disorders (Rounsaville, et al., 2002). Thus, we would still not have established the critical validators for that diagnosis. Consequently, we do not always specify the subtype of validity measured in a study, or still lacking for a disorder, since validity itself, as it pertains to psychiatric nosology, lacks specificity, remains poorly defined, and has yet to be properly adapted in its application to the study of psychiatric disorders (Rounsaville, et al., 2002).

Despite the complications and imperfections inherent in definitions of validity and methods for assessing it, there are more global diagnostic issues that strain both reliability and validity as they apply to a diagnostic category. Problems with methodologies (Nelson-Gray, 1991; Regier, Kaelber, Rae, Farmer, Knauper, & Kessler, 1998); high rates of comorbidity (Brown, Antony, & Barlow, 1995); and classification debates surrounding categorical versus threshold models (Grayson, 1987; Jablensky & Kendell, 2002) all affect the results and conclusions on reliability and validity obtained by different studies. 

An assessment of the controversies surrounding reliability and validity in the DSM would be incomplete without addressing the topic of diagnostic threshold cutoffs. Requirements for a diagnosis include not only the presence of various symptoms in an individual but also the stipulation that the symptoms meet DSM standards for intensity and duration. For example, a diagnosis of dysthymic disorder requires that that individual has been depressed for at least two years. Similarly, for an individual to receive a diagnosis of ADHD, he or she must have been experiencing at least six out of a list of nine symptoms for inattention and six out of nine symptoms for hyperactivity-impulsivity, and must display impairment in at least two settings. Thresholds, and studies that aim to authenticate them, have been established to purify and refine the homogeneity of the samples that comprise a disorder. But while such attempts have enhanced the reliability of a diagnosis, they inadvertently diminish its validity. Consequently, some people who are suffering are sequestered from research samples and given inadequate treatment because their subthreshold presentations precludes accurate identification of the nature of their distress. A concrete indication of this problem is the growing number of disorders in the DSM each year. While the category “not otherwise specified” has been added to capture individuals who do not meet threshold levels, suggestions for new diagnoses increase with every edition. According to Pincus, McQueen, and Elinson (2003), 150 new diagnoses were proposed for the fourth edition of the DSM.

Exploring the limitations of the existing diagnostic system not only clarifies areas for further research, it also emphasizes the need for a complementary framework—one that looks at larger patterns within which specific symptoms occur. Such an in-depth psychological framework focuses both on individual variations and unifying psychological processes. Now that many of these processes can be reliably measured (see the articles by Blatt, Auerbach, Zuroff, and Shahar, by Dahlbender, Rudolf and the OPD-Task Force, by Shedler and Westen, and by Wallerstein on Psychoanalytic Therapy Research in this section), it is important to address limitations of the current diagnostic system, so that a complementary approach can help strengthen our understanding of complex clinical phenomena. 

Efforts to improve the empirical foundation of the DSM-IV included three interactive stages: literature reviews, data reanalysis, and field trials (Widiger, et al., 1991). Below we address some of the findings and conclusions that emerged from this collaborative effort, incorporating studies that assessed changes to the DSM-IV subsequent to its publication. This chapter will explore some of the clinical problems posed by the current diagnostic system for a number of selected disorders, including major depressive disorder, dysthymic disorder, general anxiety disorder, ADHD, conduct disorder, and oppositional defiant disorder. The reader will observe that the quantity of research on each of these disorders is highly variable. 

Mood Disorders

Mood disorders, especially depressive conditions, are the most studied, discussed, and debated of the 365 disorders identified by the American Psychiatric Association (Westen, Heim, Morrison, Patterson, & Campbell, 2002). In the transition from the DSM-III-R to the DSM-IV, changes were made to the diagnostic criteria for the mood disorders, based mainly on large-scale studies examining reliability (Brown, Di Nardo, Lehman, & Campbell, 2001). Below we elaborate upon some of the diagnostic dilemmas surrounding major depressive disorder and dysthymia. 

Major Depressive Disorder 

I. Reliability:

The DSM-IV work group for mood disorders assessed the inter-rater reliability of both current and lifetime diagnosis of DSM-III-R major depression. Investigators obtained one measure of intrasite reliability (concordance between assessment of interviewer and co-rater at one site); two measures of intersite reliability (concordance between assessments of interviewer and off-site rater, and concordance between assessments of co-rater at original site and those of the off-site rater); and one measure for the six-month test-reliability, using the kappa statistic. Intrasite inter-rater reliability was good (k=0.72) for current and excellent (k=0.77) for lifetime major depression first; intersite reliability was (k=0.68) good for current and fair (k=0.57) for lifetime major depression, and second intersite reliability was fair (k=0.52) for current and good (k=0.52) for lifetime major depression. Six-month test-retest reliability was fair (k=0.43) for current and poor (k=0.36) for lifetime diagnoses of major depression.

The authors of the mood disorders field trial (Keller, Klein, Hirschfeld, Kocsis, McCullough, Miller, et al., 1998) recommended that the DSM would more accurately represent the clinical presentation of major depression with a course-based classification system rather than one based solely on symptoms, as the authors found major depression to be more chronic and unremitting than previously believed. They tested the reliability for six different course patterns for major depression and concluded that the inter-rater reliability ranged from poor to excellent. Overall, the median kappa for the six course patterns was 0.55. The six-month test-retest reliability of the six patterns ranged from poor to good with a median kappa of 0.56.

Since changes were made to major depression in the DSM-IV, researchers have made efforts to assess the reliability and validity of the revised diagnostic criteria. Brown, Di Nardo, Lehman, and Campbell (2001b), measured the reliability of current and lifetime anxiety and mood disorders (in the DSM-IV) using the semistructured Anxiety Disorders Interview Schedule for DSM-IV: Lifetime version (ADIS-IV-L). The inter-rater reliability for major depression was evidenced by a kappa value of 0.67 (as opposed to 0.65 in the DSM-III-R). Inter-rater agreement was also assessed for the course and onset specifiers. The course and onset specifiers for Manic-Depressive Disorder (MDD) were associated with fair to good reliability (ks = 0.46 to 0.67), whereas the severity specifier had poor reliability (ks = 0.30 and 0.36). 

According to Brown, et al. (2001b) sources of unreliability involved boundary issues with dysthymia, anxiety disorder Not Otherwise Specified (NOS), and depressive disorder NOS. Thus, even if a clinician recognized the presence of a disorder, a formal diagnosis was not always assigned because a patient’s self-report (e.g., number or duration of symptoms) fell below the threshold for DSM. Similar problems occurred with respect to categorical specifiers (e.g. single or recurrent; mild, moderate, or severe; or chronic or nonchronic) for major depressive disorder. Highlighting the fact that the dimensional ratings for the severity of MDD had good reliability, whereas the categorical specifiers of MDD severity evidenced poor reliability, the authors emphasize the limitations of the categorical approach to diagnostic classification (Brown et al., 2001b). Several authors [e.g. Brown, et al., 2001b; McCullough, Klein, Borian, Howland, Riso, Keller, et al., (2003)] call for continued research which they hope will establish a firm evidentiary basis for a dimensionally based classification system. 

II. Controversies:

First, Frances and Pincus (2004, p. 186) describe major depressive episode as “one of the oldest and best studied criteria sets in DSM-IV-TR,” adding that the criteria for diagnosing it have undergone relatively few changes since it was first formulated in the early 1970s. They note, however, that despite its strong empirical grounding, the criteria set for major depressive disorder have their limitations, including the heterogeneity of clinical presentations to which the criteria may apply. The thresholds for severity and duration are too high to capture all those with clinically significant symptoms, yet too low to avoid false-positive diagnoses. In addition, the criteria are difficult to apply to medically ill patients. 

Furthermore, it has become clearer that mood disorders do not follow a (previously assumed) standard pattern, characterized by a severe episode with an acute onset and a remitting course (Keller, Klein, Hirschfeld, Kocsis, McCullough, Miller, et al., 1995). Rather, there is increasing evidence that individuals with mood disorders experience a more chronic and unremitting disturbance that spans the full spectrum of severity (Keller, et al., 1995, 1998). As previously mentioned, the DSM-IV Mood Disorders Field Trial (Keller, et al., 1995, 1998) identified as one of its goals the achievement of a better understanding of variations in the severity and course of mood disorders. 
According to Westen, Heim, Morrison, Patterson, & Campbell (2002) the two most salient problems with the current classification of mood disorders in the DSM are the issues of subthreshold and comorbidity. Thresholds in diagnostic criteria were included for the first time in the DSM-III with the hope of improving reliability. While some say this strategy proved effective, others [e.g., Brown, et al., (2001b)] argue that unreliability is a problem not in making the decision of whether a symptom exists, but rather in deciding to what degree or at what level of severity it exists. That is, there are problems in reliability vis-à-vis whether or not symptoms meet clinical threshold criteria. Is there sufficient distress or impairment to constitute a disorder, and, if so, of what magnitude? 

According to Pincus, McQueen and Elinson (2003), the samples used in studies to establish criteria thresholds were mainly collected from mental health care settings, and are not necessarily representative of the full spectrum of individuals who suffer from depression. As previously mentioned, “Not Otherwise Specified” was created to account for those individuals whose symptoms are clinically significant but which do not meet threshold levels. This amendation has evidently not prevented a demand for more diagnoses to account for those not represented in the primary categories. 

Because of their high prevalence rate (approximately 24%), clinical significance, and cost (Pincus, McQueen, & Elinson, 2003), there has been an ongoing discussion about subthreshold levels of depressive conditions. In the DSM-IV-TR, subthreshold depressions have been included in the category of depression NOS. There is immense confusion surrounding subthreshold depression, however, manifested in a myriad of names for the same phenomena, varying symptoms, and other defining criteria depending on the study, population, and setting. Pincus, et al. (2003) regard the studies that have presented subthreshold depression as methodologically weak. 

With respect to subthreshold symptoms and major depressive disorder, there is ongoing debate as to whether the diagnosis represents a single clinical disorder that encompasses a continuum of different subtypes and levels of symptoms, or whether major depressive disorder is a distinct entity with unique qualities, characteristics and biological origins. The results from the Mood Disorders Field Trial (Keller, et al., 1998) indicate that in fact major depression is often characterized by major, minor, and subthreshold levels of depressive symptoms which alternate during the course of the illness. An implication of this finding is that higher levels of MDD symptoms represent only the tip of the depressive iceberg.
It is clear that there is still a great deal to understand about the nature of depression and whether the imposition of thresholds and cutoffs improves or decreases the validity and reliability of the diagnosis of major depressive disorder.

III. Validity:

One of the more debated areas regarding the validity of the diagnosis of major depression is how to categorize the variations and fluctuations within the disorder. At present, there is limited data available on the validity of the subtypes currently used to characterize the variations within major depression (McCullough, Klein, Keller, Holzer, Davis, Kornstein, et al., 2000). Whereas some conceive of depression as a continuum ranging from mild to severe forms (Kendell, 1982; Zimmerman, Coryell, & Pfohl, 1986), others propose that depression is heterogeneous and consists of discrete subtypes (Schotte, Maes, Cludydts, & Cosyns, 1997). 

In a study examining the stability over time of the nine criterion symptoms of MDD within the course of a depressive episode, Minor, Champion, and Gotlib (2005) concluded that patients’ symptoms remained stable over time and that fluctuations were the result of changes in severity rather than alterations in type or profile of symptom(s). 

In a two-part study, using two distinct samples and altered methods, McCullough, et al., (2000) and McCullough, Klein, Borian, Howland, Riso, Keller, et al., (2003) first measured the validity of the chronic depression subtypes in the DSM-III-R and, later, in the DSM-IV. Through a comparison of clinical features, family history, and response to treatment, McCullough and her colleagues (2000, 2003) challenge the validity of the distinctions among the various subtypes of major depression. They report finding minimal differences between demographic variables, symptomatology, comorbidity, social adjustment, family history of psychopathology, and response to antidepressant medication. As opposed to the distinct forms and types of major depression described in the DSM, the authors of these studies advocate for a single, broad category representing chronic depression, which can be expressed in a variety of symptom patterns and clinical course configurations. 

Alternatively, using data obtained using cluster analytic techniques, Schotte, et al., (1997) gave support to the construct validity of the DSM-III melancholic subtype of major depression. Their research supports an integration of categorical and dimensional views on melancholia, which the authors refer to as the integrated threshold model. They note the existence of a continuum of severity (from melancholic to non-melancholic depression) and add that as severity increases, distinct symptom clusters emerge. Thus Schotte, et al., (1997) support the construct validity of the DSM-III’s classification of melancholic and non-melancholic subtypes of depression (cf. Blatt, this volume).
Citing studies which found that different types of depressions respond differently to different medications, Quitkin (2002) asserts that depressive subtypes are in fact biologically distinct (“distinct neuropathology”) and thus supports a categorical approach to classifying depression. Specifically, based on psychopharmacologic and genetic studies of depressive syndromes, Quitkin supports the validity of the diagnosis of depression with atypical features as a discrete entity with its own neuropathophysiology.

Similarly, Angst, Gamma, Sellaro, Zhang, and Merikangas (2002) concluded that the atypical subtype of depression is a valid disorder with adequate indicators of validity such as inclusion criteria, discrimination from other disorders, clinical severity, course, and stability. Angst, et al., (2002) noted that more research is needed to establish its reliability, to understand better its high comorbidity with bipolar II disorder, and to justify the hierarchical classification of specific features. The authors noted, however, that two of the more salient defining features of atypical depression, namely, mood reactivity and leaden paralysis, have not been systemically studied to confirm their reliability and validity as inclusion criteria. 

Dysthymic Disorder

There has been a long history of controversy surrounding the addition of dysthymic disorder into the DSM (Han, Schmaling, & Dunner, 1995; Kocsis & Frances, 1987). The DSM-IV mood disorder field trial (Keller, et al., 1998) recognized several problematic areas remaining in the diagnosis of DSM-III-R dysthymia. First, there is a paucity of data on inter-rater reliability; second, the criteria used to define dysthymia in the DSM-III-R was not reflective of the patients seen in clinical practice; third, the overlap and boundaries between dysthymia and MDD remain unclear (Kocsis & Frances, 1987); and finally, there is a need to address additional categories to capture other forms of minor depression (Keller, et al., 1998).

I. Reliability:

The work group assessed the inter-rater reliability of both current and lifetime diagnosis of DSM-III-R dysthymia. Investigators obtained one measure of intrasite reliability (concordance between assessment of interviewer and co-rater at one site); two measures of intersite reliability (concordance between assessments of interviewer and off-site rater, and concordance between assessments of co-rater at original site and off-site rater); and one measure for the six-month test-reliability, using the kappa statistic. Intrasite inter-rater reliability was excellent (k=0.82 and k=0.81) for current and lifetime dysthymia, respectively; first intersite reliability was fair (k=0.44 and k=0.57) for current and lifetime dysthymia, respectively; and second intersite reliability was fair (k=0.59) for current and good (k=0.65) for lifetime dysthymia. Six-month test-retest reliability was fair (k=0.56 and k=0.53) for current and lifetime diagnoses of dysthymia.

Measuring the diagnostic reliability of DSM-IV mood and anxiety disorders, Brown, et al., (2001b), found good to excellent inter-rater agreement for all principal diagnostic categories except dysthymia. Diagnostic reliability for dysthymia was k=0.22 using DSM-IV criteria versus k= -0.05 using DSM-III-R criteria. The majority of disagreements about the diagnosis of dysthymia involved other mood disorders, although differentiating between dysthymia and general anxiety disorder also posed an occasional diagnostic dilemma. Interestingly, when major depressive disorder and dysthymia were collapsed into one category, rather than analyzed as two separate diagnoses, a higher reliability (.72) was obtained, perhaps implying the limitations of a categorical classification system, particularly with such inherently dimensional illnesses (Brown, et al., 2001b).
II. Controversies:

Challenges to the validity of this diagnosis have focused on the overlap between dysthymic disorder and both major depression and depressive personality disorder (Brown, et al., 2001b; Han, et al., 1995). Han, et al. (1995) noted that while differentiating these disorders is contingent upon developing more accurate criteria, dysthymic disorder and major depressive disorder may not be qualitatively different. Han, et al. (1995) assessed the stability of the field trial’s proposed criteria for dysthymia in the DSM-IV. The authors concluded that the new criteria had good sensitivity, reliability, and stability over time. Finally, the authors encouraged further research in the inconclusive area of additional diagnoses for milder depressive disorders.

III. Validity:

The Mood Disorders Work Group (Keller & Russell, 1996) addressed the poor content validity of DSM-III-R dysthymic disorder. Results from the field trial indicated that dysthymic disorder would be more aptly defined and have improved content validity with a greater emphasis on cognitive and affective symptoms (e.g., social withdrawal, loss of interest, and irritability) and less emphasis on vegetative symptoms, the latter being a more predominant feature in major depressive disorder. Nonetheless, the Mood Disorders Work Group felt that there is not yet sufficient empirical evidence to warrant a change in the diagnostic criteria (Rush, 1998).

Furthermore, the field trial addressed the issue of diagnostic overlap and high rate of comorbidity between DSM-III-R dysthymia and major depression. The authors concluded that since there were no criteria unique to dysthymia, it is difficult to enhance discriminant validity. They noted, however, that a greater emphasis on somatic/vegetative symptoms for major depression might help in establishing it, given that these symptoms are more characteristic of major depression than dysthymia. 

Anxiety Disorders

Generalized Anxiety Disorder

I. Reliability:

Generalized Anxiety Disorder (GAD) has historically generated very low diagnostic agreement (Brown, Barlow, & Liebowitz, 1994). Studies of reliability on DSM-III-R GAD have reported kappa coefficients of 0.57 (Dinardo, Moras, Barlos, Rapee, & Brown, 1993) and 0.27 (Manuzza, 1989). One possible source of this low reliability is that GAD, unlike other disorders, does not have clear behavioral markers to enable its identification and distinction from other mood and anxiety disorders (Brown, et al., 1994). Its notoriously high rate of comorbidity has generated great concern as to whether it should be retained as a diagnostic category in the DSM-IV (Brown, et al., 1994). 

Based on the Work Group’s literature review, reliability for DSM-III GAD was determined to be low, particularly as compared with the other anxiety disorders (Moras, Borkovec, DiNardo, Rapee, Riskind, & Barlow, 1996). The findings on the reliability of GAD for DSM-III-R varied from poor (k=0.27) to good (k=0.64) depending on the nature of the study. Sources of unreliability included the difficulty of distinguishing worry related to GAD from worry associated with other Axis I disorders. The Task Force also reported that literature reviews on the reliability of the criterion that 16 of 18 symptoms be present found it to be poor (.08 to .48 and .05 to .63).

Since the publication of DSM-IV, several studies have investigated the diagnostic criteria for GAD. For example, Brown, et al. (2001b) found an improvement in the reliability of the diagnosis of GAD in DSM-IV (k=0.67) over the reliability of the same diagnosis as described in DSM-III-R (k=0.57). Diagnostic disagreements for DSM-IV GAD most often involved boundaries with mood disorders, which pose more of a boundary threat to GAD than to other anxiety disorders (Brown, et al., 2001b). A secondary source of unreliability in diagnosing GAD was patient report, perhaps indicative of the vagueness of diagnostic features and patients’ difficulty differentiating GAD from other disorders (Brown, et al., 2001b). Brown, et al. (1994) contend that individuals with GAD should have a specific presentation that differentiates their disorder from other diagnostic categories, and recommend future studies to assess discriminant validity between GAD and other mood disorders.

Sources of threats to the validity of GAD include its high rate of comorbidty (approximately 80%, according to Brown, Campbell, Lehman, Grisham, and Mancill [2001a] and Brown, et al., [2001b]), a lack of family studies, and the observation that anxiety and mood disorders are erroneously differentiated, rather than existing along a continuum (Brown, et al., 1994; 2001b). The empirical data suggest that it is unclear whether GAD is in fact a disorder or a trait or a vulnerability to the development of other emotional disorders. In the Personality Patterns and Disorders section of the PDM, we have argued that syndromes usually diagnosed as General Anxiety Disorder may be better understood as a personality pattern organized by anxiety.
II. Validity:

The GAD Task Force (Moras, et al., 1996) conducted a literature review to assess the reliability and discriminant validity of GAD, particularly from dysthymia, somatoform disorders, and psychophysiological disorders. The task force concluded that GAD as described in the DSM-III was so close to depression that the two disorders were indistinguishable. Studies that compared the DSM-III-R version of GAD with major depression noted significant differences between the two disorders. The more difficult distinction, however, has been between GAD and dysthymia, on which there is a conspicuous lack of empirical research. Similarly, no well controlled studies were found comparing GAD to hypochondriasis or to psychophysiological disorders such as irritable bowel syndrome.

In response to suggestions from the GAD Work Group and information from the field trials, the diagnostic criteria for GAD were substantially revised. In an effort to increase the reliability and discriminant validity of GAD, changes included a reduction in criterion symptoms from 18 to 6, with more focus on somatic symptoms, and the new criterion that the afflicted person describe the worry as uncontrollable (Brown, Di Nardo, Lehman, & Campbell, 2001b). 

In consideration of such factors as age of onset, response to treatment, and distinct criteria involving anhedonia and somatic symptoms, other studies have concluded that GAD can be distinguished from disorders such as Obsessive Compulsive Disorder (OCD) (Brown, Moras, Zinbarg, & Barlow, 1993) and MDD (Brown, et al., 1994; Zimmerman & Chelminski, 2003). 

Mood and Anxiety Disorders

Problems With Comorbidity and Subthreshold

The complexities of questions of comorbidity between mood and anxiety disorders and the issues involved in attempts to create new diagnoses, such as mixed anxiety and depression, go beyond the scope of this chapter. It is important to acknowledge these diagnostic dilemmas, however, as they are inherent consequences of the current classification system.

The evolution of the DSM has been heavily influenced by the perspective that diagnoses are discrete syndromes with specific longitudinal courses, prevalence rates, symptom profiles, and responses to treatment (Rivas-Vasquez, Saffa-Biller, Ruiz, Blais, & Rivas-Vasquez, 2004). Despite improvements in the reliability of DSM diagnosis (largely owing to more objective and operationalized measures), the DSM threshold criteria preclude detection of large proportions of psychopathology (Rivas-Vasquez, et al., 2004).

Contributing to this concern is the finding in both research and clinical settings that diagnoses such as mood and anxiety disorders often co-occur (Brown, et al., 2001a; Rivas-Vasquez, et al., 2004). Many contend that both high comorbidity between mood and anxiety disorders and the addition of more disorders and disorder types, in efforts to increase precision, have compromised the discriminant validity of DSM disorders (Brown, et al., 2001a). Furthermore, it has been suggested that these comorbid conditions are variations of an underlying and broader syndrome - a greater middle ground - which has yet to be officially incorporated into the current classification system(s) (Rivas-Vasquez, et al., 2004).

Comorbid anxiety and depression and mixed anxiety and depression, as well as subthreshold presentations of these disorders, remain unrecognized and understudied. Rivas-Vasquez, et al. (2004) contend that the prevalence of individuals with depression and anxiety whose symptoms cause great psychosocial impairment despite not meeting DSM thresholds, is much higher than previously suspected. If they are right, there is a substantial danger of misdiagnoses and improper treatment. 

The DSM Task Force addressed this ongoing dilemma but, after reviewing criteria sets for mixed anxiety and depression, concluded that there was not yet enough empirical evidence to create an official disorder (Rivas-Vasquez, et al., 2004). Zinbarg, et al. (1998), reporting on the DSM-IV Field Trial for Mixed Anxiety-Depression, recommends more research on inter-rater reliability and more specificity with symptom thresholds, as well as the establishment of validity criteria, such as associated features, age at onset, family patterns, and treatment response before a distinct diagnostic entity is established. In the meantime, the task force suggested including a mixed anxiety-depression category in the DSM-IV appendix to generate further study.

Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence

Diagnosing mental illnesses in young children is difficult given their communicative limitations, the unreliability or absence of parental reports, and the impact of rapid developmental changes in the early years (Boris, Hinshaw-Fuselier, Smyke, Scheeringa, Heller, & Zeanah, 2004). Despite these unique challenges, many argue that the DSM-IV is a vast improvement over the first edition, particularly with respect to reliability. Others contend that many of the childhood mental disorders in the DSM have not been studied extensively enough to warrant their existence as separate entities (Achenbach, 1991; Gadow, Sprafkin, & Nolan, 2001; Scheeringa, Peebles, Cook, & Zeanah, 2001; Spence, 1997). Their reliability has, not surprisingly, also been questioned (Boris, et al., 2004).

This section will address several of the disorders of infancy, childhood, and adolescence that evoke controversy and confusion among clinicians and researchers. While many of the disorders excluded from this section engender less confusion and debate, it is not the intention of the authors to communicate that they are less worthy of close scrutiny. The purpose of this chapter is to provide some examples of the ongoing inquiry into the empirical soundness of the DSM.

Attention Deficit Hyperactive Disorder (ADHD)

The conceptualization of ADHD has changed with the evolution of the DSM, from motoric disinhibition in DSM-II (hyperkinetic reaction), to inattention in DSM-III (attention deficit disorder, ADD), to inattention and hyperactivity in both DSM-III-R and DSM-IV (attention deficit/hyperactivity disorder, ADHD). Based upon a review of the literature, data reanalysis, and a field trial, the DSM-IV Task Force recommended subtyping the condition into three homogeneous areas rather than conceptualizing the disorder as a unitary construct. The three ADHD subtypes now include: predominately inattentive (ADHD-I); predominately hyperactive/impulsive (ADHD-HI); and a combined presentation (ADHD-C). Interestingly, since these changes to the classification of ADHD in the DSM-IV, there have been significantly more children diagnosed with, and prescribed medication for, ADHD (Woo & Rey, 2005). 

I. Reliability:

Very few studies have researched the reliability of ADHD as it is described in the DSM-IV or as it was described in previous editions of the DSM (Morgan, Hynd, Riccio, & Hall, 1996; Woo & Rey, 2005). Morgan, Hynd, Riccio and Hall (1996), assessed children who received retrospective diagnoses (ADHD-I and ADHD-C) according to the DSM-IV but whose original diagnoses were obtained using DSM-III and DSM-III-R criteria. ADHD-I was diagnosed in 30 children, a kappa of 0.87. ADHD-C was diagnosed in 26 children with a kappa of 0.85. Morgan et al. (1996) concluded that ADHD-HI and ADHD-C can be reliably diagnosed. Based on their own literature review, Woo and Rey (2005) reported that kappa values for ADHD assessed using structured interviews have ranged from fair (e.g., 0.48) to good (e.g., 0.91). The authors note that the disparities in results have been a function of choice of informant. Specifically, disagreements between parents and teachers (as per the requirement that symptoms be present in multiple settings - see below) reduce test-retest reliability. 

Reliability of the DSM-IV subtypes has also been questioned based on evidence that children shift between or develop into different subtypes, particularly from ADHD-I to ADHD-C (Lahey, Pelham, Loney, Lee, & Willcutt, 2005). This finding supports the claim that such subgroupings do not remain discrete categories over time (Lahey, et al., 2005). 

More research is needed on the reliability of the new ADHD subtypes as defined in the DSM-IV, particularly the inattention and hyperactive-inattention subtypes (Woo & Rey, 2005).

II. Controversies:

While the DSM-IV’s use of more empirically derived criteria for ADHD have been recognized, the integrity of the disorder still remains in question (Barkley, 2003). In the DSM-III, a diagnosis of ADHD required a number of symptoms from the following three groups: inattention, impulsivity, and hyperactivity. In the DSM-III-R these three groups were collapsed, and a diagnosis required the presence of eight out of fourteen possible symptoms (McBurnett, 1997). One controversy about ADHD is whether the diagnosis should be represented and conceptualized multi-dimensionally, as in the DSM-III, or unidimensionally, as in the DSM-III-R. McBurnett (1997) highlighted that the unidimensional model, which is comprised of a single symptom list, elicited heterogeneous symptom presentations, lacking in any core component. Such an approach to ADHD conflicts with current research that supports at least two separate clusters of symptoms (e.g., inattention-disorganization and impulsivity-hyperactivity) (Shaffer, Widiger, & Pincus, 1998). Research remains inconclusive as to whether ADHD as defined in the DSM-III-R lacks specific diagnostic criteria, resulting in heterogeneous samples (Lahey, Carlson, & Frick, 1997; Morgan, et al., 1996) or whether it is more accurately conceptualized as less static, developmentally influenced, and more inherently dimensional (Barkley, 2003). 

The question of what exactly constitutes ADHD remains a salient area for research and clinical practice. Whereas previous conceptualizations of the disorder had focused on inattentive, impulsive, and overactive behavior, more recent theories have conceptualized ADHD as reflecting poor inhibition, problems with self-regulation, and deficient executive functioning (Barkley, 2003). Similarly, it remains unclear as to whether ADHD is a disorder primarily of inattention or of hyperactivity, as reflected in the changing definitions of ADHD (First, Frances, & Pincus, 2004; Shaffer, et al., 1998).

The issue of threshold criteria is an area of controversy throughout the DSM, and ADHD is no exception. A low threshold occasions the risk of false-positive diagnoses and the consequent prescribing of stimulants to children who do not need them. A high threshold risks the possibility that many individuals will go undiagnosed, leaving them vulnerable to ambiguous and misleading labels such as “spacey,” “unintelligent,” and “unmotivated” (First, et al., 2004). 

The diagnostic criteria for ADHD in the DSM-III-R were highly criticized for leading to over-diagnosis of unimpaired children (Shaffer, et al., 1998). In response to these concerns, the ADHD category in the DSM-IV now requires that the symptoms occur often and in multiple settings, on the assumption that if it is a disorder, ADHD will be evident in a variety of circumstances. Barkley (2003) argues, however, that the criterion that symptoms exist in two of three environments implicitly confounds settings (home and school) with sources of information (parents and teachers). Sources vary in their judgments, and children’s behavior can vary across settings (Mota & Schachar, 2000; Woo & Rey, 2005). Furthermore, Barkley contends that the criterion that symptoms persist for at least six months is not only too short, but is also arbitrarily selected, with no supporting empirical research. He, therefore, recommends that the criterion for duration of symptoms should be 12 months or more.

Concerns regarding the boundary between what constitutes a disorder and what is age-appropriate distractibility and over-activity abound throughout the literature (First, et al., 2004). For example, the diagnostic criteria may not be applicable to all age groups; at some points in development, normative conflicts are more accountable for problems with attention and impulsivity. Hyperactivity, for example, may be more prevalent in younger populations, whereas inattention may have a wider developmental applicability to older populations (Barkley, 2003). Likewise, a child suffering from anxiety may appear inattentive because of internal distractions but may not have ADHD (Newcorn, Halperin, Jensen, Abikoff, Arnold, Cantwell, et al., 2001). False positive diagnoses can thus be a consequence of not taking into account other developmental variables and internal struggles within the child. Furthermore, Barkley (2003) highlights that the field trials (Lahey, Applegate, Barkley, Garfinkel, McBurnett, Kerdyk, et al., 1994) looked only at ADHD in children from four to ten, thus calling into question the applicability of the diagnostic threshold for ADHD to those outside this age range. 

Finally, since ADHD often coexists with other psychiatric disorders (Newcorn, et al., 2001; Volk, Neuman, & Todd, 2005), Barkley (2003) argues that the DSM provides little guidance to clinicians making the differential diagnosis. Following the section on conduct and oppositional defiant disorders, we will address the rate of comorbidity between ADHD and these other behavioral disturbances.

III. Validity:

Despite the controversy and lack of research prior to the DSM-IV, there were still numerous studies which, based upon longitudinal follow-up information (Gittelman, Mannuzza, Shenker, & Bonagura, 1985), family-genetic data (Biederman, Faraone, Keenan, Benjamin, Krifcher, Moore, et al., 1992), and treatment studies (Barkley, 1977), purported to support the concurrent and predictive validity of the diagnosis of ADHD - at least as it was defined in the DSM-III and DSM-III-R. Such studies have been few and far between, however, leaving ADHD insufficiently validated. Since the publication of the DSM-IV, some standardized psychometric data has been obtained on individual subtypes in epidemiologically representative samples (Faraone, Biederman, & Friedman, 2000a; Lahey, et al., 2005; Willcutt, Pennington, Chhabildas, Friedman, & Alexander, 1999). Below we review of areas relevant to the question of whether ADHD is a valid diagnostic entity. 

While findings have often been contradictory, support for the validity of the ADHD subtypes has included data from genetic research (Faraone, et al., 2000a; Hudziak, Heath, Madden, Reich, Bucholz, Slutske, et al., 1998; Todd, Rasmussen, Neuman, Reich, Hudziak, Bucholz, et al., 2001; Volk, et al., 2005) as well as from factor analytic studies of symptom patterns (Hudziak, et al., 1998; Woo & Rey, 1997).

There appears to be contradictory evidence as to whether any or all of the subtypes are associated with ADHD. For example, it is assumed by many that inattention is the core of ADHD (Woo & Rey, 2005). But it has yet to be proven that ADHD-HI is not more closely related to the behavioral disorders to ADHD (Woo & Rey, 2005). Findings from studies assessing comorbidity (Newcorn, et al., 2001; Willcutt, Pennington, Chhabildas, Friedman, & Alexander, 1999) and neuropsychological deficits (Chhabildas, Pennington, & Willcutt, 2001; Lahey, Loeber, Quay, Applegate, Shaffer, Waldman, et al., 1998) also raise this diagnostic quandary. Alternatively, ADHD-I has been singled out as a symptom pattern, a disorder that stands alone (e.g., a learning disability), embodying unique academic and cognitive difficulties (Barkley, 2003; Lahey, et al., 2005). Further adding to the confusion are studies purporting to show that ADHD-C has higher rates of comorbidity (Baumgaertel, Wolraich, & Dietrich, 1995; Faraone, et al., 2000a) and is in fact more indicative of impairment and of future psychopathology (Lahey, et al., 1994; Morgan, et al., 1996). Longitudinal research is still needed to assess whether these subtypes actually reflect different stages of the same disorder, manifesting at different ages, and how these subtypes develop into adulthood (Woo & Rey, 2005). 

In a study which evaluated each subtype of ADHD in children ages four through six, Lahey, et al. (1998b) concluded that when diagnosed by a structured protocol, all three subtypes of ADHD in the DSM-IV are valid. Lahey, et al. (1998) emphasize their finding that independent reports of the children’s behavior i.e., from observers other than parents and teachers) correlated with other reports (i.e., reports from the children themselves and from other school personnel), indicating that the criteria for ADHD were perceived by various sources. This stands in contrast to Barkley’s (2003) argument, mentioned above, that such a requirement falsely assumes that children are consistent within all settings. 

The DSM-IV requires that for a diagnosis of ADHD, the symptoms must cause impairment. Mota and Schachar (2000) question the validity of the DSM-IV’s definition of ADHD because of the ambiguity surrounding the word “impairment.” The authors argue that the DSM does not provide a means by which to distinguish whether or not a child is in fact impaired. They consequently recommend limiting the diagnostic criteria of ADHD to symptoms that reliably predict impairment. 

Very few studies have investigated the DSM-IV criterion for onset (that symptoms be present and cause impairment before the age of seven) (Willoughby, Curran, Costello, & Angold, 2000). Researchers who have attempted to do so have produced contradictory findings. These studies have mostly defined ADHD as a unitary construct rather than as a 2-dimensional disorder as currently characterized in the DSM-IV (Applegate, et al., 1997; Willoughby, et al., 2000). In an analysis of validity of age of onset, Applegate, et al. (1997) concluded that there is variation in when symptoms from each of the subtypes begins to emerge. More specifically, the authors found that many youths with symptoms representing ADHD-C and ADHD-I experienced impairment after six years. Thus, the DSM-IV age-of-onset requirement precludes accurate identification of youths who experience the same symptoms after age six. This study also found that clinicians often ignore the age of onset criterion and diagnose children with ADHD regardless of when the impairment appears.

The validity of ADHD has also been challenged on the grounds that there is less empirical data on the disorder in females (Faraone, Biederman, & Monuteaux, 2000b). The population sample for the DSM field trials was comprised mainly of boys, raising skepticism of its applicability to females.
Conduct Disorder and Oppositional Defiant Disorder

Oppositional Defiant Disorder (ODD) is defined as a recurrent pattern of negativistic, defiant, irritable, and hostile behavior, usually towards authority figures. Conduct Disorder (CD) is a persistent pattern of more serious violations of the rights of others and defiance of age-appropriate and societal norms. ODD and CD are commonly diagnosed in juvenile delinquent populations and are of great concern because of their potential to develop into adult psychopathology, such as antisocial personality disorder (Loeber, Burke, Lahey, Winters, & Zera, 2000). ODD and CD are also among the most common diagnoses assigned to children and adolescents (Wakefield, Pottick, & Kirk, 2002). 

In the DSM-III-R, the diagnostic threshold for ODD (oppositional disorder in the DSM-III) was raised (Angold & Costello, 1996), resulting in confusion and a blurring of boundaries between it and the related but more severe CD. In response to recommendations by the Work Group, attempts were made to address this diagnostic predicament (Shaffer, et al., 1998). Similarly, research conducted subsequent to the publication of the DSM-IV has set out to decipher whether these disorders are discrete entities or manifestations of the same underlying disorder. 

I. Reliability:

Results from the field trial (Lahey, et al., 1994) suggest that the DSM-IV definitions of ODD and CD have better internal consistency and test-retest agreement than those in the DSM-III-R. Angold and Costello (1996) have raised concerns, however, with those conclusions on reliability. First, good reliability was achieved when three symptoms were identified, rather than four, as required in the DSM-IV. Angold and Costello (1996) thus recommend reducing the number of criterion symptoms for ODD to two or three to prevent misdiagnosing impaired children who might otherwise be overlooked. Another concern with the findings of the field trial is that the conclusions were derived using a biased sample, one composed of subjects who were clinically referred and who might not accurately represent the heterogeneity and complexity of ODD (Angold & Costello, 1996). Despite an exhaustive and comprehensive literature search, the authors of this chapter were unable to find additional data on the reliability of ODD and CD. 

II. Controversies:

While changes to ODD and CD in the DSM-IV sought to clarify the boundary between these two disorders, questions remain as to whether ODD is a milder variant of, a precursor to, or a prodromal syndrome of CD (Biederman, et al., 1996; First, et al., 2004; Werry, Reeves & Elkind, 1987), or whether ODD and CD are discrete disorders (Loeber, Burke, Lahey, Winters, & Zera, 2000). Contributing to the obstacles in deciphering how related or unrelated these two disorders are is the fact that the majority of studies that have investigated behavioral disorders have lumped CD and ODD together, reflecting the assumption that they are similar enough to combine (Lahey, Loeber, Quay, Frick, & Grimm, 1997b). The DSM-IV Task Force concluded that separate categories should be maintained because not all children with ODD go on to develop CD (Abikoff & Klein, 1992; Lahey, et al.,1997b). Similarly, based on differences on comorbidity rates, symptom patterns, and types of aggression, for example, many researchers contend that the two disorders are distinct diagnostic entities (Cohen & Flory, 1998; Loeber, et al., 2000).

Given the heterogeneity within CD, along with concerns about distinguishing youths who will outgrow such symptoms from those who will escalate to more severe levels of antisocial behavior (Biederman, et al., 1996; Loeber, et al., 2000), questions remain as to whether the disorder would be more accurately captured by dividing the diagnosis into subtypes (Loeber, et al., 2000). Based on the finding that youths who exhibited aggressive behavior in childhood later engaged in more aggressive behavior than those who developed CD in adolescence, the field trial concluded that maintaining subtypes based on age of onset is valid. The Task Force for DSM-IV decided to include three subtypes for CD - childhood-onset (symptoms appear before the age of ten); adolescent-onset (symptoms appear after the age of 11); and unspecified onset (age of onset is unknown), as well as three severity specifiers (American Psychiatric Association, 2000). Therefore, the DSM-IV reflects the theory that those who go on to develop antisocial personality disorder typically manifest symptoms in childhood rather than in adolescence (Lahey, et al., 1998; Loeber, et al., 2000).

Because of a lack of research on these disorders in preschool children (Keenan & Wakschlag, 2002), however, age of onset has been criticized as a marker of psychopathology. The unreliability of memory and the lack of empirical data on age of onset for females have also been raised as problems (Lahey, et al., 1998; Loeber, et al., 2000). The data used as evidence for making revisions in the DSM-IV have been questioned because they were obtained from a limited sample made up of school-age male children and adolescents (Keenan & Wakschlag, 2002; Lahey, et al., 1998a). Currently, research remains inconclusive as to whether late-onset CD is more common in females than to males (Lahey, et al., 1998a).

The scarcity of empirical data on the disruptive behavioral disorders in females has further called into question the validity of these diagnoses (Lahey, Loeber, Quay, ,Frick, & Grimm, 1997b; Lahey, et al., 1998b). There are concerns that the criteria for CD reflect a gender bias, which might explain the preponderance of diagnoses in boys over girls (First, et al., 2004; Loeber, et al., 2000). The DSM-IV made attempts to rectify this problem by including in the text a discussion of differences in the manifestations of CD in boys and girls. Non-confrontational defiant behaviors (e.g. lying, truancy, running away, substance use, and prostitution) are more common in girls. 

III. Validity:

As with the other disorders reviewed in this chapter, the validity of CD and ODD await empirical grounding (Angold, et al., 1996; Lahey, et al., 1997b). Yet several studies provide data suggesting that there is some validity to these diagnoses. For example, according to Cohen and Flory (1998), despite the overlap between CD and ODD (e.g. common negative outcomes), there is evidence of both discriminate and predictive validity of these disorders based on differences in comorbid disorders, symptom patterns, and certain negative outcomes. These results were obtained using DSM-III-R criteria, however. Similarly, the Work Group addressed other external factors, such as differences in family history, greater impairment in CD than ODD, and variety in age of onset, as possible indicators that the two disorders in fact represent two levels of severity within the same disorder. Nevertheless, the Work Group concluded that these disorders should remain distinctly classified for three reasons: first, not all children with ODD go on to develop CD; second, children who do transition from ODD into CD do not always escalate in levels of impairments; and third, youths who develop CD in adolescence present a less aggressive pattern of symptoms with a better prognosis (Lahey, et al., 1997b).

Furthermore, many argue that some instances of CD and ODD reflect not a mental disorder but rather “a lack of personal responsibility” (First, et al., 2004, p. 383). Addressing the concern of false positive diagnoses, Richters and Cicchetti (1993) point out that Tom Sawyer and Huckleberry Finn would have qualified for a DSM diagnosis of conduct disorder. In the same vein, it is not always clear when ODD and CD would be more accurately seen as a means of coping with harsh life circumstances. Oppositional behavior in a child may be, for example, a means of getting attention from a neglectful father or a way to disguise a learning disability. 

Scotti, Morris, McNeil, and Hawkins (1996) emphasize the lack of clinical utility of CD and ODD diagnoses as defined by the DSM. The authors indicate that identifying a child who meets all four criteria for ODD (e.g., loses temper; often argues, defies rules, annoys others; often angry and spiteful), does not inform the clinician as to the functions of these behaviors. Therefore, little guidance is provided with regard to how to treat such a child. Two children with the same diagnosis and similar symptoms might require completely different treatments. Whether such behavioral symptoms are reflective of a biological vulnerability to frustration and anxiety (Jellinek & McDermott, 2004) or of a means of coping with an abusive home is important to consider. No matter how valid or reliable a diagnosis is, its statistical measure reveals little of the meaning behind the symptom(s). A more in-depth look into symptoms goes back at least to the writings of Anna Freud (1965), who recognized the importance of inferring the meaning of each child’s behavior. She wrote:

“Some children run away from home because they are maltreated, or because they are not tied to their families by the usual emotional bonds…Here, the cause of the deviant behavior is rooted in the external conditions of the child’s life and is removed with improvement of the latter. In contrast to this simple situation, there are other children who wander or are truant not for external but for internal reasons.” (p. 111)


In response to such criticisms, the text of the DSM-IV-TR now states that a diagnosis of CD should be given only when it is the result of a psychological dysfunction and not a reaction to a negative environment: “…the Conduct Disorder diagnosis should be applied only when the behavior in question is symptomatic of an underlying dysfunction within the individual and not simply a reaction to the immediate social context” (American Psychiatric Association, 2000, p. 96). The diagnostic criteria do not include this exclusion criterion, however, and it is the criteria and not the text which clinicians use to identity patients and that researchers use to identify samples for a particular disorder (Wakefield & First, 2003).

Wakefield, Pottick, and Kirk (2002) found that clinicians’ judgments about whether a disorder is present are more consistent with the text than with the diagnostic criteria. Also of importance was their finding that clinicians recommended treatment regardless of whether the symptoms were attributed to an internal dysfunction or a negative environment (Wakefield, et al., 2002). The findings from this study implied that for CD to be a valid diagnosis, an inference of whether an internal dysfunction exists should be included in the criteria. Furthermore, Wakefield and his colleagues call into question the generalizability and validity data obtained from studies that rely upon flawed diagnostic criteria (Wakefield, et al., 2002).

Adding to the controversy as to whether CD and ODD are discrete or more closely linked disorders, interest and inquiry have similarly centered around the commonly occurring overlap between the behavioral disorders and ADHD (Drabick, Gadow, Carlson, & Bromet, 2004; Faraone, Biederman, & Monuteaux, 2000b). As the Work Group noted, investigation into comorbidity between ADHD and other disorders has been hampered by the dearth of empirical data to support the validity of ADHD itself as a discrete clinical entity (Biederman, et al., 1997). 

Attempts to research comorbidity among these disorders have primarily focused upon the relationship between ADHD and CD (Biederman, Newcorn, & Sprich, 1997; Faraone, et al., 2000b; Schachar & Tannock, 1995). Investigation into the comorbidity between ADHD and ODD has been relatively minimal (Biederman, et al., 1996, 1997; Loeber, et al., 2000). Results from the DSM-IV field trials suggest that ODD and ADHD are discrete disorders (Frick, et al., 1994). 

Since the addition of subtypes to ADHD in the DSM-IV, there has been contradictory evidence as to whether comorbidity with the behavioral disorders is more prevalent with ADHD-C (Willcutt, et al., 1999) or with ADHD-HI (Woo & Rey, 2005). There is evidence that individuals with ADHD plus a comorbid disorder not only respond differently to various treatments, but are also at a higher risk of developing more severe psychopathology (Biederman, Newcorn, & Sprich, 1997). This diagnostic dilemma illustrates the larger concern regarding the implications of accurately classifying related, overlapping and co-occurring disorders.

As a consequence of the co-occurring behavioral and attentional disorders, many studies have been unable to make clear distinctions between children with ODD, CD, and ADHD behaviors (Drabick, Gadow Carlson, & Bromet, 2004; Biederman, et al., 1996; Abikoff & Klein, 1992). According to Abikoff and Klein (1992) studies have found estimates of co-occurrence of ODD and CD among children with ADHD ranging from 20% to 60%, and the rate of ADHD can be as high as 90% among children referred for conduct disorders. 

Furthermore, it is not clear whether a disorder such as ADHD in pure form is the same as when it coexists with another syndrome, such as CD (Abikoff & Klein, 1992). Put differently, questions remain as to whether the co-occurrence of ADHD and CD would be more accurately conceptualized as two commonly coexisting yet separate disorders or as a completely separate and discrete disorders (Faraone, Biederman, & Monuteaux, 2000b; Taylor, 1994). Faraone, et al., (2000a) concluded that ADHD with and without CD may be two distinct disorders, based on different etiologies. More specifically, the authors stated that ADHD+CD is a familial distinct subtype, characterized by different risk factors and clinical course, although further work is needed to determine whether the family etiology is genetic or environmental or both. 

Others have argued, based upon similarities in outcome, treatment responses, and intercorrelations of symptoms, and the lack of differences in psychosocial and neurodevelopmental factors between children with ADHD and CD, that ADHD and CD are indistinguishable (Biederman, Newcorn, & Sprich, 1997). Alternatively, studies have provided data highlighting differences in family backgrounds, cognitive deficits and performances, and responses to treatment (Biederman, et al., 1992, 1997), to support the independence of ADHD and CD from each other.

Based on their own review of the literature, the DSM-IV Work Group concluded that external factors such as outcome (cognitive dysfunction in ADHD versus aggression, substance abuse, and anti-social behaviors in CD); etiology (family aggregation); and psychosocial and developmental correlates contribute to the validation of ADHD and CD as discrete clinical entities (Biederman, et al., 1997). 

Conclusion

This chapter has aimed to illuminate the limitations of our current classification system by examining some controversies surrounding reliability and validity. Although this concern applies to all diagnoses in the DSM, we have chosen to focus upon disorders that are commonly diagnosed, that are often believed to be empirically grounded, and that have spawned controversy leading to investigative attention. We have explored the issues of reliability and validity within the context of related diagnostic concerns such as comorbidity and threshold cutoffs. 

At the heart of this exploration is the question of whether diagnoses can be so precisely defined and squarely categorized as they are currently, or whether mental illnesses are broader and more fluid phenomena, which merge imperceptibly into one another. 

Advocates for a dimensional model insist that the wide variation of symptom patterns, the indistinct boundaries between diagnoses, and the range of levels of intensity experienced by people with the same disorder are not properly captured in the discrete and artificially reified diagnostic categories upon which we currently rely. Despite the arguments of advocates of change to a dimensional representation, no well researched and widely accepted dimensional model currently exists (Rounsaville, et al., 2002). The PDM represents an initial effort to provide one.

We hope that integrating the PDM into our assessment of mental illness will enrich our understanding and enhance our treatment of psychological problems.
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