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the diagnosis and psychopathology of schizophrenia
in new york and london

Professional Staff of the United States—United Kingdom Cross-National Project

The Cross-National Project for the Study of the
Diagnosis of Mental Disorders in the United States and
the United Kingdom began a series of studies in 1965,
which are still continuing and which are carried out by
multidisciplinary teams based in New York and London.
This report reviews only those aspects of the work of
this project that bear on the diagnosis and psychopath-
ology of schizophrenia and that were completed mainly
in the period 1965-70. Those studies were limited to
recognized patients aged 20 to 59 years and their
informants who were already in contact with a public
mental hospital.1 The studies were funded by a grant
from the National Institute of Mental Health (Clinical
Research Branch), supplemented by funds from the New
York State Department of Mental Hygiene and the
British Department of Health and Social Services.

General Direction of Work

The central interest of this project is in methods and
uses of classifying psychiatric disorders, and also in
comparisons of psychiatric practice and psychiatric
patients in the United States and the United Kingdom.
Key areas of the work reported here have been in 1)
development of methods for comparing patient popula-
tions in the two countries, including the application of
standard interview techniques for the gathering of
diagnostic information, use of operational definitions for
descriptive psychopathology and for diagnosis, and

'Since 1970, the project has extended its studies into the
geriatric age range (65 years and over) and has added general
population studies to its hospital-based studies.

exploration of typological analyses of patients and
dimensional classification of symptoms; 2) detection of
systematic cross-national differences in the way psychia-
trists make diagnoses and rate psychopathology, compar-
ison of the usefulness of the different diagnostic
concepts held in the two countries, and pathways to
achievement of cross-national consensus; and 3) exami-
nation of cross-national differences in the admission
rates of various psychiatric disorders as reported in
official hospital statistics and as assessed by cross-
nationally reliable methods.

Structure and Personnel

The New York and London halves of the project are
composed of full-time psychiatrists, social scientists,
psychologists, statisticians, and support personnel. Both
teams draw upon the help of consultants and advisers.
Frequent consultation and interchange of personnel
between the New York and London teams ensure a
unity in their goals and funptions.

In New York, the project is based in the Biometrics
Research unit at the New York State Psychiatric
Institute, Columbia Presbyterian Medical Center; and in
London, at the Institute of Psychiatry, Royal Bethlem
and Maudsley Hospitals.

Historical Development

The origins and initiation of the project have been
fully described elsewhere (Cooper et al. 1972, Kramer
1969, Professional Staff of the Cross-National Project
1973b, and Zubin 1969). Leading figures in the launch-
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ing of the project were Dr. Morton Kramer, Chief of the
Biometry Branch, National Institute of Mental Health;
Professors Sir Aubrey Lewis and Michael Shepherd of
the Institute of Psychiatry in London; and Dr. Joseph
Zubin, Chief of the Biometrics Research unit at the New
York State Psychiatric Institute in New York City.

The initial task set for the project was to investigate
the large cross-national differences reported in the public
mental hospital statistics on admission rates of schizo-
phrenia and the manic-depressive disorders (Kramer
1969). Reports of a much higher proportion of schizo-
phrenics among first and total admissions to public
mental hospitals in the United States than in the United
Kingdom were considered particularly intriguing. Noth-
ing could be inferred from these data on hospital
diagnoses, however, until it was known whether they
reflected real differences in the patients or, rather,
differences in the use of diagnostic terms by the British
and American psychiatrists.

Although the reported statistical discrepancies are not
unique to a comparison of the U.S. and U.K. reporting
systems, they strongly suggested that a U.S.-U.K. com-
parison could be most rewarding. On the one hand, a
common language minimized the difficulties of applying
standard methods for comparing patients between the
two countries or of interchanging project personnel. On
the other hand, the cultural traditions and life values of
the two countries, though overlapping to some extent,
presented sufficient diversity to make the cross-national
comparison of psychiatric practice or of psychiatric
patients a promising naturalistic experiment. The Na-
tional Advisory Mental Health Council of the National
Institute of Mental Health, which met in 1961, empha-
sized the need to determine whether and what differ-
ences in diagnostic practice existed between the two
countries and to determine the cause of any differences
found. The project made that mandate a central goal of
the work.

Initially, studies of the project were carried out under
the directorship of Dr. Joseph Zubin, but responsibility
for the work was later divided between a U.S. director
(Dr. Barry Gurland) and a U.K. director (Dr. John
Cooper, later succeeded by Dr. John Copeland), with Dr.
Zubin assuming the role of international adviser.

Strategies, Samples, and Procedures

Details of study methods have been reported else-
where (see the asterisked articles in the Reference

section). This report gives only a brief description of
those aspects of the design that are most relevant to the
current topic. Three general strategies were adopted,
namely: 1) the examination of hospital patients by
project members ("the hospital studies"), which allowed
intensive personal examination of large numbers of
patients by project members and subsequently of the
routine hospital diagnoses made independently on these
patients by the local hospital staff; 2) the showing of
videotapes of patients to audiences of psychiatrists ("the
videotape studies"), which allowed close examination of
the diagnoses and rating behavior of large numbers of
psychiatrists in many parts of the United Kingdom and
the United States; and 3) the submission of case records
to psychiatrists for rediagnosis ("case record study"),
which allowed examination of historical fluctuations in
the use of diagnosis.

Hospital Studies

Patients were drawn from consecutive admissions to
public mental hospitals in New York and London, the
samples of patients coming from three series. The first
series (Cooper et al. 1969 and Gurland et al. 1969), in
the age group 35-59, consisted of 145 patients from a
single State hospital in New York and 145 from a single
area mental hospital in London.2 These hospitals were
chosen because the propertions of major diagnostic
groups among their admissions were similar to the
average reported from all such hospitals in that geo-
graphic region. The second series (Cooper et al. 1972), in
the age group 20-34, consisted of 105 patients from each
of the same hospitals. The third series (Cooper et al.
1972 and Gurland et al. 1970) was aimed at determining
the generality of earlier findings to other such hospitals
in New York and London and consisted of 192 patients
in the age range 20-59, drawn, in proportion to their
rates of admission, from nine State hospitals in New
York, and of 174 patients similarly drawn from nine
area mental hospitals in London. Apart from his age, the
sole criterion for a patient's inclusion in any of the series
was that he be a current admission to the hospital (not a
transfer or return from leave). Thus, all admissions
contributing toward the routine statistical reporting of

2Area mental hospitals in the United Kingdom roughly
correspond in their functions to the State mental hospitals in the
United States in that these public mental hospitals are the
principal providers of inpatient services to those who have a
severe mental disorder.
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the'hospital were taken, including first admissions and
readmissions.3

Each patient was administered a mental-state inter-
view by a project psychiatrist within 48-72 hours of
admission. The interview was structured, with probes
being provided and ratings defined, but some room was
left for clinical judgment in rephrasing probes and
assessing responses. The structured mental-state inter-
view combined approximately 500 items from a British
source—the Present State Examination (Wing et al.
1967)—with 200 items from an American source-
extracted from the Mental Status Schedule (Spitzer et al.
1964)—thus providing a schedule appropriate for use in
both countries. These 700 items took about 1 hour to
administer and covered a wide range of current psychia-
tric symptoms and abnormalities in speech, thinking,
and behavior, which were either observed during the
interview or reported by the patient as having occurred
during the preceding month.

In addition to the mental-state interview, a structured
psychiatric history interview was also administered to
both the patient and an informant, the latter interview
usually being carried out by a social scientist. In the
third generalizing series, for logistic reasons, the inform-
ant interview was omitted unless the diagnosis was in
doubt.

There was no interchange of information between
project and hospital staff at any stage during the course
of the data gathering. Project psychiatrists made a
diagnosis on the basis of information gathered by team
members according to the International Classification of
Diseases (ICD) of the World Health Organization (1967)
and the accompanying British Glossary of Mental Dis-
orders (General Register Office 1968). Diagnoses were
recorded at several stages of the information-gathering
process, but a final diagnosis was reached by consensus
of project psychiatrists after reviewing all information
gathered by the team. The official hospital diagnoses on
all patients were collected after they had passed through
the usual administrative channels.

The project ratings of psychopathology were shown
to be reliable between interviewer and observer, between
interviewers at independent interviews, and between
New York and London (Cooper 1970 and Cooper et al.

3 In addition to the above three major series of studies, a
sample of patients in the Republic of Ireland (Kelleher 1972
and Kelleher and Copeland 1973) has also been examined by
project staff.

1972). The cross-national reliability of project diagnoses
was tested in the following ways:

• Frequent exchange of professional staff between
the two countries was arranged in order to promote
cross-national consistency in methods of assessing pa-
tients. These exchanges allowed project psychiatrists
from one country to interview and diagnose patients in
the other. The proportion of cases diagnosed as schizo-
phrenia by the visiting team was similar to that
diagnosed by the home team.

• A decision-tree computer diagnosis (Spitzer and
Endicott 1968) was obtained from the ratings of
psychopathology provided by the project psychiatrists.
These computer diagnoses were regarded as a rigidly
reliable baseline against which to contrast the project
clinical diagnoses in each country. The ratio of project
to computer diagnoses of schizophrenia was effectively
equal between the two countries.

• A discriminant function analysis was used to derive
weights for items so as to separate optimally the cases
actually diagnosed schizophrenic or affective disorder by
the project. Scores derived by summing these weighted
items were then calculated for each patient and used to
assign the patient to either the category of schizophrenia
or to affective disorder. The ratio of actual to assigned
cases in the diagnostic category of schizophrenia was
much the same in the two countries, but there were a
few more mismatches in New York than in London,
presumably because of the greater number of atypically
presenting cases in New York.

For the purpose of the results that follow, the term
schizophrenia includes the subcategories described as
simple, hebephrenic, catatonic, and paranoid, together
with acute, latent, residual, schizoaffective, and unspeci-
fied schizophrenia corresponding to ICD (World Health
Organization 1967) or DSM-II (American Psychiatric
Association 1968) category 295. Paranoid states, para-
noia, and involutional paraphrenia (ICD or DSM II 297)
are also included under schizophrenia. The term affec-
tive disorder, where employed here, includes involution-
al melancholia; psychotic depressive reaction; depressive
neurosis; unspecified affective psychosis; reactive excita-
tion; the depressed, circular, and manic types of manic-
depressive disorder (ICD or DSM II 296, 298.0, 298.1,
and 300.4); and depression not otherwise specified.
When referring to "depressive disorder," we exclude
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from the affective states the circular and manic types of
manic-depressive disorder and the category of reactive,
excitation.

In order to summarize the psychopathology character-
izing patients, we have made use of scores on a number
of dimensions of mental-state pathology. These dimen-
sions, were constructed first from items clustered accord-
ing to conventional views on the areas of psychopatho-
logy, but later from the results of a factor analysis
(Fleiss, Gurland, and Cooper 1971). Raw scores for each
dimension are obtained by summing those component
items rated positive; these raw scores have been stand-
ardized on the whole sample to a mean of 50 and a

standard deviation of 10. In illustrations, the dimensions
of psychopathology are so arranged that those most
frequently showing high scores in patients diagnosed as
schizophrenic by the project or hospital are adjacent,
and a characteristic visual profile of schizophrenia can be
perceived (see figures 1 and 2). Mutually exclusive
profile categories have been created by adjusting cutoff
scores on each of the dimensions until patients assigned
by these rules to a particular profile category appeared
to be relatively homogeneous in their psychopathology

"and to be distinctively diagnosed by either project or
hospital psychiatrists (Gurland et al. 1970 and Gurland
et al. 1972a). The use of factorial dimensions of

Figure 1. Mean section score profiles for London
patients.

64
62
60

UJ 58
§56
oo 54

£ 52
| 50
< 48

46
44
42

_ SCHIZOPHRENIC (N=30)
— AFFECTIVE (N=82)

V -

CD

x
•S.2
p CO l e I c*

^ /n ^

E .2 "M 2 .2 2 c E ~
oo— N c

O — —
^ C O O

8-S
Q—i

0) <5 O o

& Sg
Q "53 o

Q w

"o3
Q

O

o

m

2Eo
Q.

O
O
c

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/1/11/80/1933869 by guest on 20 M

arch 2024



84 SCHIZOPHRENIA BULLETIN

Figure 2
patients.
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psychopathology has simplified the comparisons of
symptoms between groups of patients, while the use of
profile categories has enabled the identification of
groups of patients with similar clinical syndromes. The
latter maneuver made it possible to control for psycho-
pathology while examining variation in diagnosis or
management of the patient due to, for example, the
psychiatrist (Gurland et al. 1970) or the race (Simon et
al. 1973), age, or sex (Fleiss et al. 1973) of the patient.!

Videotape Studies

Videotape recordings were made of unstructured
diagnostic interviews with British and American psychia-
tric patients. Eight were selected to present a wide range

of symptoms and diagnostic problems and to include
cases likely to attract varying degrees of cross-national
diagnostic agreement or disagreement. The duration of a
videotaped interview varied from 20 to 50 minutes.

Videotapes were shown to audiences of fully qualified
psychiatrists throughout the British Isles4 and the
United States.5 Every effort was made to contact

4Greater London area, Birmingham, and Manchester in
England; Edinburgh and Glasgow in Scotland; and Belfast and
Dublin in Ireland.

5 New York State, New York City metropolitan area, New
Jersey, Boston, Raleigh-Durham, N.C., Baltimore, Md., Washing-
ton, D.C., Cincinnati, Ohio, Detroit, Mich., Minneapolis, Minn.,
Lexington, Ky., Topeka, Kans., St. Louis, Mo., Columbia, Mo.,
Los Angeles area, San Francisco area, and Portland, Oreg. The
videotape studies were later extended to Canada.
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psychiatrists in different regions and settings, but their
participation was voluntary, and the bias of self-selection
could not be eliminated. Altogether, several hundred
psychiatrists viewed the tapes in each country, though
the audiences varied in size from several dozen to over
200 for individual tapes.

Each psychiatrist, after viewing a videotape, was asked
to rate the psychopathology shown by the patient on
the Inpatient Multidimensional Psychiatric Scale (IMPS;
Lorr and Klett 1967). Each of the 89 ratings in this
instrument is defined in simple, nontechnical language
and, for the most part, is made on a 9-point scale. The
ratings were summarized in terms of the standardized
factor scores published by Lorr. The psychiatrist was
next asked to rate as present or absent each symptom of
psychopathology included on a checklist of 116 unde-
fined technical terms commonly used by British or
American psychiatrists to describe the clinical picture
presented by psychiatric patients. The psychiatrist's final
task was to make a diagnosis by referring to categories in
the ICD.

Case Record Study

Samples of case records of admissions to a psychiatric
hospital in New York over a period of 30 years were
drawn. These cases were selected to reflect the propor-
tion of schizophrenic cases (reported in the hospital
statistics) in the total admissions over those years. The
case notes were reproduced, and all references to original
dates of admission, diagnosis, and treatment were
obfuscated. The records were then given to 16 fully
qualified American-trained psychiatrists and 1 British-
trained psychiatrist for rediagnosis. Each of the psychia-
trists reviewed an equal number of cases from the first
and last decades of the period under consideration but
remained blind to the historical period in which the
patient had been admitted. Further methodological
details have been published elsewhere (Kuriansky, Dem-
ing, and Gurland 1974).

(Cooper 1970, Cooper et al. 1972, Gurland et al. 1972b,
Kendell 1971, and Professional Staff of the Cross-
National Project 1973a and 1973b). Much of what
remains to be said is by way of amplifying or qualifying
this finding.

Examination by project psychiatrists of patients
newly admitted to public mental hospitals in New York
and London failed to reveal any significant cross-
national difference in the proportion of admissions
diagnosed schizophrenia. Yet, when these same samples
of patients were compared on the basis of the diagnoses
made by hospital psychiatrists, there was a dramatic
preponderance of schizophrenia in the New York sam-
ples as opposed to the London samples (see figure 3).
Since the criteria for project diagnoses were consistent in
the two cities, it follows that the criteria for the hospital
diagnosis of schizophrenia were not consistent in the
two cities and that this diagnosis was more inclusive in
New York than in London.6 Further evidence in this
direction came from a cross-tabulation of project and
hospital diagnoses. In London, the disagreements be-
tween project and hospital diagnoses did not follow a
specific pattern, but in New York they were mainly of
one kind: Namely, when the hospital diagnosed schizo-
phrenia, the project often found a different condition;
conversely, when the project diagnosed schizophrenia in
a New York patient, the hospital almost invariably
agreed.

The diagnostic habits of the participating public
mental hospital psychiatrists in New York and London
were paralleled by those of a majority of the psychia-
trists from more varied backgrounds who cooperated in
the videotape studies in the two cities. The New York
psychiatrists tended to diagnose schizophrenia more
readily than their London counterparts, no matter what
their age, country of origin, length of training, type of
practice, theoretical orientation, or academic status.
Indeed, the most striking cross-national differences (see
figure 4) were obtained from audiences of psychiatrists
who were drawn from two institutes with a strong

Results

Diagnosis of Schizophrenia

The paramount finding of the work reviewed here is
that the American psychiatrists, in general, applied the
diagnosis of schizophrenia to a much wider variety of
clinical conditions than did their British colleagues

' T h e good cross-national consistency of project diagnoses is
crucial for the inferences drawn here and elsewhere in this
report. It must be noted that equally good cross-national
consistency of diagnosis might have been achieved had the
project team been made up of mainly American (instead of
British) trained psychiatrists, using the OSM-II (instead of the
ICD and a British glossary), provided that the same procedures
for obtaining reliable diagnoses were carefully followed (e.g.,
training together, structured interviewing, and adherence to the
criteria for diagnosis laid down in a glossary).
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Figure 3. Hospital and project diagnoses of schizophrenia and affective dis-
orders in New York and London.

NEW YORK LONDON

Hospital Diagnosis

Project Diagnosis

Affect.
Schiz.

orientation toward teaching and research, namely, the
New York State Psychiatric Institute and the corres-
ponding institute at the Maudsley Hospital in London
(Gurlandetal. 1972b).

The videotaped interviews were, as already men-
tioned, also shown to audiences of psychiatrists in
several different regions of the British Isles (Copeland et
al. 1971 and Copeland and Gourlay 1973) and through-
out the United States (Sharpe et al. 1974). The
distribution of diagnoses made by these audiences on
each videotape was fairly similar throughout the British
Isles but varied between regions of the United States.
The proportion of cases diagnosed schizophrenic was
highest on the East Coast and lower elsewhere, though
the tendency for American psychiatrists to diagnose
schizophrenia more readily than their British colleagues
was maintained to a greater or lesser extent throughout
the Nation, with notable exceptions, including groups of
psychiatrists in North Carolina and Iowa.

The hospital studies showed that transatlantic dis-
agreements about the diagnosis of schizophrenia were

concentrated on certain kinds of patients. The greatest
disagreement was on patients whose main complaints
were depressed mood, retardation, and/or anxiety, with
or without additional psychopathology, including
psychotic symptoms. In London, the majority of such
patients were diagnosed as affectively ill by the hospital
staffs, while in New York, the majority were diagnosed
schizophrenic. Another important source of disagree1

ment could be found in the cases diagnosed "manic
depressive, manic" by the project. These cases were
almost invariably called schizophrenic by the New York
hospital diagnosis but were decreed by the London
hospital diagnosis to be affectively ill in about half the
cases. This kind of transatlantic disagreement was also well
demonstrated in the diagnoses made by audiences of
psychiatrists who viewed the videotapes. Transatlantic
disagreements were also a function of the patients' sex
because the London psychiatrists tended to diagnose
schizophrenia more often in males than in females with
the same psychopathology. Patients who showed florid
symptomatology such as delusions of control, blunting
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Figure 4. Eight videotaped interviews as diagnosed in New York and London.1

NEW YORK LONDON NEW YORK LONDON

15

16

Affective disorder

Schizophrenia

Other

1 Diagnoses were made by psychiatrists affiliated with either the New York State Psychiatric Institute or
the Maudsley Hospital in London.
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of affect, or speech disorganization were usually agreed
to be schizophrenic by psychiatrists in both countries.

Those patients who inspired transatlantic diagnostic
disagreement were generally diagnosed as schizophrenic
by the American psychiatrists; they received a wide
range of British diagnoses, however—especially the
manic-depressive disorders but also the neuroses and
personality disorders. There was no group of patients
whom the British tended to call schizophrenic more
often than did the Americans.

Some biases7 toward the diagnosis of schizophrenia
were about equally powerful in the two countries, and
therefore did not alter the level of transatlantic diagnos-
tic disagreement. For example, in both countries young-
er patients were more likely to be called schizophrenic
than were older patients with similar psychopathology
(Fleiss et al. 1973). Surprisingly there was no evidence
of bias associated with the social class of the patient in
either county; the significance of this result is question-
able, however, since there was only a very narrow spread
of social classes within the patient population under
examination (Fleiss et al. 1973).

In both countries, there was a strong association
between race and the hospital diagnosis of schizophrenia
(Simon et al. 1973). In London, this association was
confounded by the fact that all of the black patients
were also recent immigrants, but the symptomatology of
this group was consistent with the hospital diagnosis. In
New York, it became clear that there was a bias on the
part of the hospital psychiatrists toward diagnosing
schizophrenia in black patients. Project psychiatrists in
New York, on the other hand, showed no such bias and
found no increased frequency of schizophrenia in the
black patients; nor were the symptoms shown by the
patients diagnosed schizophrenic by the project team
any different in the black than in the white patients.

Despite the many and diverse factors influencing the
diagnosis of schizophrenia on both sides of the Atlantic,
a general tendency remained for American psychiatrists
to diagnose schizophrenia more readily than their British
colleagues or the (British-trained) project psychiatrists.
Although the British hospital psychiatrists came closer
than did the Americans to the levels of schizophrenia

'Here and elsewhere, a reference to diagnostic bias means
that there was an association between diagnosis and a demo-
graphic variable (e.g., age, race, sex) even when psychopathology
was held constant by the analyses described in the Strategies,
Samples, and Procedures section.

diagnosed in the hospital samples by the project psychia-
trists, nevertheless, the number of diagnostic agreements
between the project and hospital psychiatrists was only
moderately better in London than in New York, and
Kappa, a measure of agreement free of chance agree-
ment, was about the same in the two cities. What
disagreements there were between project and hospital,
as mentioned before, were more dramatic in New York
in being mainly in one direction, whereas in London the
disagreements were more random, being evenly dispersed
among the diagnostic groups.

With the help of Dr. Crawford Clark (Clark 1966 and
Clark, Brown, and Rutschmann 1967), an analysis of the
data based on signal detection theory was carried out. It
was hoped that such an analysis could demonstrate
whether the sensitivity of the local hospital psychiatrists
to the presence or absence of schizophrenia or affective
disorder was the same in the two countries even if the
bias for applying a given label (proneness or reluctance
in applying it) was different. For the purpose of this
analysis only, it was assumed that the project diagnosis
correctly identified the schizophrenic and the affective
patients. The New York and London hospital psychia-
trists were thus found to differ little in the sensitivity
with which they discerned the two diagnostic groups but
to differ profoundly in the criteria they set for making
the diagnosis of schizophrenia or affective disorder.

The contrast between the way in which the diagnosis
of schizophrenia was applied by the American psychia-
trists on the one hand, and by the British and project
psychiatrists on the other, seemed to reflect, respectively,
a broad and a narrow concept of the criteria for this
diagnosis. The question may arise as to which concept is
likely to be more useful for one or the other purpose
(e.g., selection of treatment, prognosis, research). Al-
though the main study was not directly aimed at
answering this question, the data showed a closer
relationship between'treatment and hospital diagnosis in
London than in New York (Gurland et al. 1972a).
Whereas the patient's symptoms were generally closely
related to the treatment in both New York and London,
there was a greater degree of association in London than
in New York between the patient's symptoms and his
hospital diagnosis, leading consequently to a closer tie
between diagnosis and treatment.

A 2-year documentary unpublished followup of
duration of hospital stay showed about the same
predictive power for project and hospital diagnoses in
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London, but the hospital diagnoses in New York more
sharply discriminated the prognosis of affective and
schizophrenic groups than did the project diagnoses
(although both the hospital and project diagnoses
showed a worse prognosis for the schizophrenic than for
the affective groups of patients). However, whereas the
project diagnosis was made without foreknowledge of
the patient's progress, the hospital diagnosis may have
reflected an awareness of the patient's response to
treatment. It is possible, for example, that in those few
cases that tre New York hospital diagnosed as affective
disorder, the diagnosis was predicated on the patient's
rapid recovery. There are additional reasons for cautious
interpretation of followup data based on routine hospi-
tal records. Apart from the usual errors in documentary
information and the omission of data on the progress of
symptoms, the duration of hospital stay may be altered
by administrative events such as a strike of staff
members, availability of beds, or fiduciary considera-
tions, and rehospitalization rates may depend more on
the family structure than the patient's symptoms, as
shown in another study undertaken by project members
(Barrett, Kuriansky, and Gurland 1972). These followup
data, consequently, may be of limited value as a test of
the predictive validity of the diagnosis.

Insofar as the operational definition of schizophrenia
in the ICD of DSM II is based on descriptive psychopath-
ology, there appears to be greater internal consistency in
the British than in the American concepts of the
disorder. In addition, the British hospital diagnoses show
a stronger relationship to psychopathology (independ-
ently measured by the project) than the American
hospital diagnoses (Gurland et al. 1970 and Simon etal.
1971a).8

Whatever the relative utility of the narrow and the
broad concepts of schizophrenia, it is interesting to
explore the development of these concepts in the United
States and the United Kingdom. For this purpose, a case

* For more incisive testing of the usefulness of the different
concepts of schizophrenia, one must turn to studies in the field
of genetics by other workers (e.g., Rosenthal and Kety 1968), to
studies on the relationship between diagnosis and treatment
response, or between diagnosis and physiological variables.
Recent studies by the Cross-National Project, in collaboration
with the Biometrics Laboratories under the direction of Dr.
Samuel Sutton, have used an "iterative technique" (Gurland
1972 and Sutton 1972) to reduce inconsistencies between
neurophysiological and clinical classifications. In this way, data
have been collected on the concurrent validity of the two modes
of classification (Bruderet al., in press).

record study was carried out at two institutes of
psychiatry (New York State Psychiatric Institute and the
corresponding Institute of Psychiatry at Maudsley Hospi-
tal). These two institutes were chosen because they have
wielded considerable influence in shaping the concepts
of schizophrenia. The proportion of admissions annually
diagnosed by the hospital psychiatrists as schizophrenic
between 1930 and 1970 was found to be fairly constant
in London, but to have increased dramatically in New
York across the years 1942-52. As previously described,
a sample of the New York case records was drawn from
the years 1932-41 and 1947-56, censored to remove
references to diagnosis and year of admission, and then
presented to 16 American-trained psychiatrists and one
British-trained project psychiatrist for diagnosis. The
rediagnoses showed no change in the proportion of
schizophrenics admitted annually across the decades (see
figure 5). The conclusion was that the concepts of
schizophrenia had been much the same in London as in
New York in the decade 1930-40, but that the concept
of schizophrenia held by New York psychiatrists had
greatly broadened after the second World War.9

The above case-record study enabled a direct compari-
son between diagnoses based on three relative concepts
of schizophrenia ("narrow" as represented by the
diagnoses of a project psychiatrist, "moderate" by the
diagnoses of the rediagnosticians, and "broad" by the
diagnoses of the original hospital psychiatrists) as ap-
plied to patients with a variety of clinical conditions.
The results showed that the broader concepts almost
perfectly included the narrower concepts; that is to say
that cases diagnosed schizophrenic by the project psychi-

9The psychiatric traditions emanating from Pinel in France,
Kraepelin in Germany, and Freud in Austria-Hungary, which so
largely determined the trends in psychiatry today, underwent a
confluence in both the United States and the United Kingdom,
even though each tradition was weighted differently. Further-
more, Adolf Meyer, who was such an important influence in the
United States, also had disciples in the United Kingdom,
especially in Scotland, so that the two countries were exposed to
similar influences which had differential impacts. By comparing
the United States and the United Kingdom in the 1970's, we are
examining the influence of the same traditions and the way they
were incorporated in the two countries. A discussion of some of
the factors that led to a broadening of the concept of
schizophrenia in the United States in the 1940's, and later, has
been broached elsewhere (Gurland 1972), and a further paper is
in preparation. Certainly, the growth o f psychoanalytic therapy
in the United States brought with it a heightened interest in the
detection of milder or borderline forms of schizophrenia, and
possibly an increased tendency to infer the presence of this
disorder from subtle or intuitive signs.
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Figure 5. Percentages of patients diagnosed as schizophrenic among New York and London
admissions.1
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atrist were virtually always called schizophrenic by the
rediagnosticians and the hospital psychiatrists, and that
the diagnosis of schizophrenia by the rediagnosticians
was almost always supported by the hospital psychia-
trists. Taken together with the findings of the hospital
and videotape studies, these results suggest that there is a
group of patients who are generally agreed to be
schizophrenic, and a further group who are generally
agreed not to be schizophrenic; between these groups are
intermediate groups of patients who are called schizo-
phrenic only by psychiatrists with relatively broad
concepts of schizophrenia.

In view of the overall emphasis that has been placed
on diagnostic disagreements, it is worth recalling that
there are certain kinds of patients upon whom transat-
lantic diagnostic agreement can be obtained. Moreover,.
transatlantic differences have not always been so drama-
tic as they now are but have probably fairly recently
grown out of the broadening of the concept of schizo-
phrenia held in the United States, particularly in the
northeastern region.

In the section on Strategies, Samples, and Procedures,
the good cross-national reliability of the project diag-
noses was described. This reliability may be partly
credited to the common professional background of the
project psychiatrists (almost all were trained at Maudsley
Hospital, London),10 as well as to the special training
received preparatory to the project, but also to the use
of structured interviews and a standard nomenclature.
Structured interviews ensured that each project psychia-
trist gathered comparable comprehensive diagnostic in-
formation from patients in a consistent manner, as
shown by the high reliability of ratings of psychopath-
ology between raters at independent interviews with the
same patient. A standard nomenclature together with a
glossary describing each diagnostic label helped to make

10 It may be recalled that the common (i.e., British) training
of the London and New York project psychiatrists is regarded as
an advantage to the study design. A common American training
would have been equally desirable and should not have substan-
tially altered the conclusions of the cross-national comparisons
reported here.
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it possible for all project psychiatrists to apply the same
operational criteria in arriving at a diagnosis (Copeland
1971). Nevertheless, i t must be said that the glossary
probably contributed only modestly toward diagnostic
consensus, since the definitions in the glossary were not
sufficiently relevant to the decisions about diagnosis
commonly encountered in these studies, though they
were more helpful with cases presenting the classical
picture of a given disorder (Gurland and Sharpe 1969).

The information used in making project diagnoses
came predominantly from the mental-state interview. A
study by a psychiatrist associated with the project
showed that with unstructured interviews, a diagnosis
made after the initial 3 minutes of the interview is highly
predictive of diagnoses made after much longer contact
with the patient (Kendell 1973). In structured interview
methods, it may take longer than 3 minutes to collect
sufficient information to make a diagnosis but, in our
experience, generally not longerthan the time required
for the initial mental-state interview. Interviews covering
psychiatric history and personal development taken
from the patient, and from an informant, only infre-
quently led to a major change (e.g., from affective
disorder to schizophrenia) in the diagnosis of an indi-
vidual patient after a mental-state examination alone.
Furthermore, there was virtually no change in the
distribution of diagnoses on a sample of patients before
and after the addition of historical and informant
information to the mental-state information (Simon et
al. 1971b).

The project diagnoses were not restricted to a single
main diagnosis. When appropriate, a subsidiary diagnosis
was made that covered additional conditions from which
the patient was suffering. Furthermore, if the main
diagnosis could not be made with confidence, an
alternative diagnosis was recorded as a second choice for
a main diagnosis. Those patients who were given a main
and an alternative diagnosis that fell into the different
major categories of schizophrenia and affective disorder
1) gave rise to a higher degree of diagnostic disagreement
between project and hospital than did the remainder of
patients, 2) had mixed symptomatology not unlike that
found in schizoaffective disorder, and 3) had a prognosis
for duration of hospitalization intermediate between
schizophrenic and affective disorder (Gurland et al.
1973b). Alternative diagnoses were therefore useful in
subclassifying main diagnoses and for identifying cases
that were giving diagnostic difficulty.

In this section, the nature and degree of consensus on
the diagnosis of schizophrenia among American, British,
and project psychiatrists has been discussed. The next
section deals with consensus on the psychopathology of
schizophrenia.

Psychopathology of Schizophrenia

Psychopathology as Perceived by Project
Psychiatrists

The structured mental-state interview contained over
700 items covering the patient's current psychopath-
ology. When mental-state data had accumulated on 500
patients aged 20-59 years, a varimax factor analysis was
carried out and 25 factors emerged (Fleiss et al. 1971).
Replication on a further sample of about 400 patients
showed almost all the factors to be sufficiently robust to
reappear (Fleiss, Gurland, and Goldberg 1975).

The empirically derived factors of psychopathology
succeeded in separating areas of psychopathology that
have often been confounded in previously reported
factor-analytic studies. Examples of such separations
were depression from situational anxiety, retarded
speech and retarded movement from flat affect, and
observed restlessness from mania. These separations
improved the discrimination between the categories of
project diagnoses; for example, the separated factor of
depression discriminated well between schizoaffective
and other schizophrenic disorders, whereas when situa-
tional anxiety was confounded with depression, as
occurred in previous studies, the composite factor
discriminated poorly between the above diagnoses.

The component items of each factor were found to be
generally in line with expectations based on conven-
tional teaching of clinical psychiatry, but in some cases
the clusters of items forming the factors would have
been hard to predict with confidence without benefit of
the factor analysis. The patient's self-report of belliger-
ence was found to be independent of the clinician's
observations on this behavior; this was also true of
reported and observed restlessness. Complaints of mem-
ory impairment were imbedded in the depression factor
instead of in the factors dealing with cognitive impair-
ment. Thus, the empirical findings usually confirmed
traditional modes of defining areas of psychopathology
but added clarity and precision to these definitions.
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The factor scores were shown to be reliable between
independent observers, and between interviews given
within a week of each other. A notable exception was
the factor of depersonalization-derealization, which was
reliable between observers but not between interviews,
presumably because the symptom itself is evanescent.
Observational factors were, somewhat surprisingly, less
reliable than the self-report factors.

Profiles of the psychopathology shown by patients
were constructed from standard scores on each factor.
By this means, the patients diagnosed as schizophrenic
by the project psychiatrists could be compared in the
New York and London samples (see figures 1 and 2).
This particular comparison indicated a remarkable simi-
larity in the clinical picture of schizophrenia in the two
cities (Gurland et al. 1969). Furthermore, the profile of
schizophrenia was sharply different from that shown by
the cases diagnosed as a depressive disorder by the
project. However, the profile of psychopathology in
manic-depressive manic disorders showed several features
(e.g., paranoid delusions, incoherence) that superficially
resembled the schizophrenic profile, suggesting a possi-
ble reason for the frequent project-hospital disagree-
ments involving these two diagnoses.

Patients were assigned to one of seven mutually
exclusive categories on the basis of their profiles of
psychopathology. The seven categories were defined, in
terms of cutoff points for scores on key factors, in such
a way that the categories related as closely as possible to
project and hospital diagnosis in both cities. Those
profile-determined categories most frequently diagnosed
as schizophrenic by both project and hospital psychia-
trists were found in similar proportions in the London
and the New York samples (Gurland etal. 1970), which
provided further evidence that differences in diagnostic
distributions between these samples were a function of
the hospital psychiatrists' diagnostic habits and not of
the patients' clinical condition. The categories had
predictive validity in that patients in profile categories
associated with schizophrenic psychopathology were
hospitalized in the year or two after index admission for
much longer periods of time than patients in categories
associated with depressive psychopathology (Gurland et
al. 1972a).

Mathematical techniques other than factor analysis
were also applied to the ratings of items of psychopath-
ology made by project psychiatrists on the sample of
hospital admissions. A discriminant function analysis

indicated the relative power of items selected from the
mental-state interview and history to discriminate be-
tween the project diagnoses of schizophrenia and of
affective disorder (Cooper et al. 1972 and Kendell and
Gourlay 1970). Those items of psychopathology that
were positive in individual patients were summed accord-
ing to their discriminant weights, thus giving each
patient a score along a dimension, which, at one end,
was most heavily weighted toward schizophrenia and, at
the other end, was most heavily weighted toward
affective disorder. The distributions of these scores for
the London and New York samples most closely
resembled a unimodal distribution and therefore did not
contradict the hypothesis that schizophrenia and affec-
tive disorders are on a continuum. It must be remem-
bered, however, that the basis for this continuum inheres

. in the continuity of distribution of the individual
symptoms. The discriminant function by its very nature
feeds on such continuities and cannot eliminate them.
However, the interrelationships between the individual
item and groups of items may be quite different in the
two groups, as is evident from the clustering of
schizophrenics toward one end of the distribution and of
the affectives toward the other. At least it is clear that
cases with ambiguous (i.e., mixed, atypical, or nonde-
script) symptomatology are common and that there is
not a well-defined demarcation between the picture of
psychopathology shown in schizophrenia and that
shown in affective disorder. This finding helps to explain
some of the diagnostic disagreements involving the
diagnosis of schizophrenia.

Cluster analysis based on selected mental-state and
history items was carried out in an attempt to confirm
conventional diagnostic categories (Everitt, Gourlay, and
Kendell 1971). Two different methods of clustering
were used, both of which were applied to the New York
and London samples independently. An assumption was
made that the clustering would consensually validate
conventional diagnoses (as made by the project team) if
the resultant groups of patients 1) were reproduced in
much the same form (i.e., profile of psychopathology
and constituent patients) by both methods of clustering,
2) contained patients mostly with the same diagnosis,
and 3) comprised the majority of the patients with a
given diagnosis in that sample. These conditions were
attained to a reasonable degree for the diagnosis of
paranoid schizophrenia and, to a lesser extent, for
chronic schizophrenia, as well as for certain other
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diagnoses. The conditions were better obtained in the
London than in the New York samples, suggesting that
the latter patients were more difficult to classify than
those in London.

Psychopathology as Perceived by American
and British Psychiatrists

As described previously, ratings of psychopathology
were made by audiences of psychiatrists after viewing a
videotape of an interview with a patient. This design
allowed a direct comparison between psychiatrists of the
psychopathology they perceived and recorded. The
transatlantic contrasts were not less dramatic than those
for diagnosis. In general, the American psychiatrists
rated each and every patient in the videotaped series as
having more, or more severe, psychopathology than did
tieir British colleagues (Kendell et al. 1971 and Sharpe
et al. 1974). Surprisingly, this statement held true
generally for all kinds of psychopathology, including
depressive symptoms, although there are important
exceptions that are described below.

There were two contrasting sets of descriptive ratings
•see table 1) completed by the participating psychi-
atrists. One of these sets, the Inpatient Multidimen-
sional Psychiatric Scale (IMPS), consisted of scaled

ratings on items of psychopathology that were clearly
defined in straightforward language, with the zero line
generally representing the behavior expected of a normal
person. The other set of ratings consisted of a checklist
of undefined technical terms taken from the standard
textbooks on psychopathology and dichotomized as
present or absent. The American psychiatrists recorded
higher levels of psychopathology than did the British
psychiatrists on both the simple and the technical sets of
ratings. However, there was an important difference
between the findings on the two sets of ratings. On the
simple set, the levels of psychopathology recorded by
the American psychiatrists were fairly uniformly higher
than the British levels on all dimensions of psychopath-
ology, with the result that the shape of the profile of
psychopathology on any individual patient was fairly
similar whether derived from American or British ratings
(see figure 6). In the case of the technical terms, the
American ratings showed higher scores than the British
ratings primarily in the terms associated with a diagnosis
of schizophrenia and to a much lesser extent in the
depressive terms.

It would seem, then, that American-British differences
about the presence, nature, and degree of psychopath-
ology in an individual are more orderly with regard to
simple (nontechnical) terms than with regard to techni-
cal terms. Indeed, the rank order of severity of areas of

j\e 1. Some examples of equivalencies between technical terms and language of the Inpatient
.ultidimensional Psychiatric Scale.

Technical term IMPS language

Thought disorder; loosening of associ-
ations; autistic thinking; incoherence

Stereotypy; perseveration

Phobic anxiety

Neologisms

Compared to the normal person, to what degree does he give answers that
are irrelevant or unrelated in any immediately conceivable way to the
question asked or topic discussed?

How often during the interview did he mechanically repeat certain words
or fixed phrases in a seemingly meaningless way (stereotypy)?

To what extent does he appear preoccupied with specific morbid fears of
objects, persons, or situations (e.g., crowds, enclosed spaces, catching a
disease)?

How often during the interview did he use phrases or coin words not found
in the ordinary language or the dictionary (neologisms)?
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Figure 6. Mean Inpatient Multidimensional Psychiatric Scale scores—patient X.1
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1 Reprinted with permission from: Medical World News (Professional Staff of the Cross-National Project
1973a).

psychopathology in a patient shows a remarkable corre-
spondence between the American and British raters' use
of the simple terms, but not of the technical terms. The
superiority of the simple terms in this respect is possibly
due to the clear and full operational definitions that
accompanied each term, to the relative absence of any
diagnostic connotation that might have prejudiced the
rater, and to the 9-point, rather than dichotomous, scale
employed. Since the rank ordering of symptoms may be
the" basis for a system of classification, the agreement
obtained on rank ordering appears to be a hopeful sign

for the eventual resolution of transatlantic disagreements
about classification.

The higher level of psychopathology recorded by the
American, compared to the British, psychiatrists was
generally evident regardless of demographic character-
istics, professional orientation, type of practice, or
region of the country in which they resided. However,
the degree of cross-national differences in levels of rating
psychopathology was greatest between New York and
London psychiatrists, and (as was true for diagnosis)
there were regions in which there was a notable
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exception to the general rule in that there was good
cross-national agreement on the levels of rated
psychopathology.

The powerful influence of training on the use of
psychopathological terms was evident in the regional
studies in the United Kingdom (Copeland and Gourlay
1973) and in the United States (Sharpe et al. 1974),
as well as in specific studies that focused on changes in
rating behavior during the indoctrination of new raters
(Von Cranach and Cooper 1972).1 '

It is of interest to examine the relationship between
the twin tendencies of American psychiatrists to diag-
nose schizophrenia more readily and to rate higher levels
of psychopathology than their British colleagues. It is
very likely that both these tendencies arise from
common causes such as cross-national differences in
training and in professional attitudes toward the implica-
tions of detecting psychopathology and applying the
label of schizophrenia. Nevertheless, it is striking that
even within the United States, groups of psychiatrists
who diagnosed a case as schizophrenic tended to rate the
psychopathology of that patient higher than did groups
who diagnosed the same case as something other than
schizophrenic. It is tempting to ask whether the two
tendencies are causally linked. In this respect, since
diagnoses are known to be determined very early in an
interview (Kendell 1973), the most plausible sequence of
events would be for a diagnostic impression of schizo-
phrenia to lead to increased sensitivity to—and therefore
the recording of higher levels of—psychopathology. This
seems unlikely, however, in view of the fact that the
IMPS data do not show a tendency of the American
psychiatrists, relative to British psychiatrists, to skew
their ratings toward items suggesting schizophrenia. In
addition, an informal study was carried out in which
split halves of audiences of psychiatrists were deliber-
ately given opposing versions of a patient's psychiatric
history prejudicing them toward a diagnosis of schizo-
phrenia and of manic disorder, respectively, without
discernible effect on the levels of their ratings of
psychopathology of a videotaped mental-state examina-
tion of the patient (unpublished data). We are thrown
back on regarding training as the chief factor in leading

1 ' More recent project studies in this area have involved
examination of the changes in the use of psychopathological
terms by medical students in the normal course of their medical
curriculum and cross-national comparison of the rating behavior
of nonmedical personnel.

psychiatrists to rate higher or lower levels of psycho-
pathology and to diagnose schizophrenia more, or less,
readily:

Discussion

Critical Comments

Diagnosis

The evidence presented from this series of studies
strongly indicates that the diagnoses routinely made in
clinical practice should not be relied upon in epidemi-
ological studies. Variations in such diagnostic distribu-
tions noted between populations convey only un-

: certainty as to how much of the difference is due to the
patients and how much to the psychiatrists (who are
responsible for the differences). Given that hospital
statistics gathered in one region report a higher rate of
schizophrenia than statistics from hospitals in another
region, this observation no longer justifies pursuing the
hypothesis that the patients in the two regions are
different. A skeptical approach is most appropriately
directed at contrasts in diagnostic distributions made on
one sample by British psychiatrists and on a comparison
sample by American psychiatrists; but skepticism must
also be applied to any comparison involving diagnoses by
psychiatrists from different training backgrounds unless
evidence of the reliability of their diagnoses is available.
The criteria applied to patient populations may vary
even between different wards of the same hospital
system (Gurland et al. 1973a) and between different
time periods in the same wards (Kuriansky etal. 1974).

If epidemiologists must eschew the data from routine
clinical diagnoses, then so must administrators. An
apparent rise or fall in the population of schizophrenic
patients cannot be translated into a projection for the
need of facilities in the future, since the trend may
reflect no more than a change in the popularity of the
diagnosis. Nor can adherence to new treatment policies
be gauged from diagnostic statistics, if, for exampie, the
major proportion of schizophrenic admissions is ob-
served to shift from the long-stay to the short-stay units,
it does not necessarily follow that there has been a
change in the disposition of patients, since the equally
plausible alternative explanation is that the criterion for
a diagnosis of schizophrenia has been extended on the
short-stay unit. Corresponding problems are encountered
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in comparing the treatment and outcome of schizo-
phrenics in different hospitals; such a comparison would
not be useful unless the label of schizophrenia was
known to refer to similar groups of patients in the
various hospitals.

Research workers also are plagued by systematic
geographic and temporal variations in criteria used to
diagnose schizophrenia. Clinical research workers may,
for example, find that their conclusions about the
effectiveness of a therapeutic drug conflict with the
results obtained by other groups of workers, but they
may not know whether the conflict arises from a
difference in experimental procedure or in patient
populations. Basic research workers may find similar
difficulties, for example, in reconciling contradictory
findings on objective indicators of schizophrenia as
determined by laboratories sited in different hospitals.
In short, communication between research workers
concerning clinical or basic knowledge about schizo-
phrenia must be limited by the uncertainty that sur-
rounds the use of that diagnostic label.

Clinicians are no less handicapped by systematic
variation in concepts of schizophrenia than are those
professionals mentioned previously. When British psychi-
atrists read that their American colleagues are recom-
mending a new treatment or management program for
schizophrenics, they are unable to tell whether or not
the success of the program is due to the inclusion in the
American sample of patients whom the British would
not call schizophrenic. If the roles are reversed, an
American psychiatrist may be bewildered about how to
apply a British-recommended treatment for schizo-
phrenia because he has no ready means of identifying
the subsample of his schizophrenic patients that would
f i t the narrower British concept of this diagnosis.

These critical comments have been aimed only at
systematic variations in the use of the diagnosis of
schizophrenia. Unreliability arising from random varia-
tions in the use of a diagnosis is a different issue and,
though possibly it is the issue that most stigmatizes
diagnosis, it is not the most crucial consideration for
achieving international consensus on diagnosis. Certainly
the project diagnoses demonstrate that the diagnosis of
schizophrenia can be made in a reliable manner even on
the samples of patients in different countries. Further-
more, none of the data suggested that there are dramatic
cross-national differences in the reliability of hospital
diagnoses. Such differences as did occur were largely

criterion differences (i.e., differences in proneness to
apply the label schizophrenia). However, systematic
differences can arise even between two computer pro-
grams, each of which may produce the diagnosis of
schizophrenia with rigid reliability, but at quite different
frequencies in the same sample of patients.

Imprecision in diagnosis is obviously to be deplored,
whether or not it arises from systematic or random
forces. However, the relative merits of using a broad or
narrow concept of schizophrenia are not equally obvious
and are probably hard to resolve even in the interests of
international consensus on diagnosis.

The "broad" American concept of schizophrenia is
not as closely related to the manifest psychopathology
of the patient as is the corresponding "narrow" British
concept. Since selection of treatment is strongly influ-
enced by the patient's psychopathology, it is not
surprising that the narrow concept is a better predictor
of treatment than the broad concept. However, both
concepts identify groups of patients whose prognosis for
duration of hospitalization is worse than the remainder
of patients with functional psychoses. Furthermore,
there is as yet little to choose between the concepts in
their relationship to possible indicators of a biological
process such as neurophysiological behaviors or genetic
markers. It is true that the narrow concept defines a
group of patients who are more homogeneous in
psychopathology than a group defined by the broad
concept of schizophrenia. Such homogeneity may at
first sight give the group a semblance of "pur i ty" and
therefore an apparent advantage in the search for an
indicator of a biological process. Unfortunately, there
are two flaws in this argument. First, homogeneity of
psychopathology does not ensure homogeneity of the
underlying biological process. Second, objective indica-
tors of a disorder are easiest to detect when two groups
are compared, one composed entirely of subjects with
the disorder and the other of subjects devoid of the
disorder. Therefore, if the British concept of schizo-
phrenia is too narrow, then many patients with this
disorder would appear in the comparison group and
would hamper the detection of indicators differentiating
the schizophrenic group from the remainder. Ironically,
recent evidence emerging in the field of genetics suggests
that the British concept of schizophrenia may be too
narrow and the American concept too broad to demar-
cate exactly a group with genetically based schizo-
phrenia (Shields and Gottesman 1971).
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In the absence of clear evidence in favor of one or the
other concept of schizophrenia, one might ask which
concept, if wrong, is likely to do the least harm to the
patient. If wrong, the broad concept of schizophrenia
would include patients suffering from depressive dis-
orders, and there would be a theoretical danger that the
patient's depression would not receive specific treatment
and that the relatively poor prognosis expected in
schizophrenia would lead to a delay in discharging the
patient from the hospital. An analysis of the data from
the hospital studies showed that patients with mainly
depressive symptoms were less likely to receive anti-
depressive treatment in the New York than in the
London hospitals and that this was at least partly due to
the fact that many of the New York patients received a
hospital diagnosis of schizophrenia (Gurland et al.
1972a). The New York-London contrast in therapy,
however, might have been more serious had the New
York psychiatrists not paid more attention to the
symptoms than to the diagnosis of the patient in
selecting treatment (i.e., a large proportion of New York
patients with depressive symptoms received anti-
depressive treatment despite a hospital diagnosis of
schizophrenia). Furthermore, there was no evidence of a
self-fulfilling prophecy, since the patients with mainly
depressive symptoms had a relatively short duration of
hospitalization, whether or not they were called schizo-
phrenic by the hospital psychiatrists. Nevertheless, it
seems that the narrow concept of schizophrenia has an
edge over the broad concept until further evidence
accrues.12

Psychopathology

The use of descriptive psychopathology was shown in
these studies to be subject to distortion by systematic
bias. This finding was especially true with regard to
undefined and dichotomized technical terminology, so
that psychopathology generally regarded as charac-
teristic of schizophrenia might be reported as present in
a patient by American psychiatrists but as absent in that
same patient by British psychiatrists. Therefore, even if
criteria for schizophrenia were firmly laid down and

" I t is interesting at this juncture to compare the broader
concept of schizophrenia, which Eugen Bleuler introduced, with
the dementia praecox concept of Kraepelin. Before Bleuler's
concept overtook Kraepelin's, the statistics of dementia praecox,
such as they were then, with regard to incidence and outcome,
were much more uniform than during the Bleulerian era.

perhaps encoded in a computer program, the raw data
obtained on a checklist of technical terms would tend to
differ between psychiatrists in the two countries in such
a way as to produce a higher frequency of schizophrenic
diagnoses when the data were provided by American
rather than British psychiatrists. Furthermore, counting
the number of patients with schizophrenic-type symp-
toms as expressed in technical terms would provide
much the same difficulties in communication between
British and American psychiatrists as were detailed
previously for counts based on a diagnosis of schizo-
phrenia.

A much less confusing picture emerged from an
analysis of scaled ratings of nontechnical terms that were
carefully defined in straightforward language. It is true
that American psychiatrists tended to give higher ratings
than did British psychiatrists on all dimensions of
psychopathology, but the pattern of dimensional scores
showed a remarkable transatlantic consistency on any
given patient. Thus it appears preferable, at first sight,
that the criteria for schizophrenia be couched in
nontechnical descriptive language and be based on the
predominant rather than absolute levels of psychopath-
ology in a patient (i.e., on the shape of the profile rather
than its level) in the interests of obtaining cross-national
agreement on the classification of a patient. However, an
alternative solution would be to calibrate the ratings so
as to equalize the American and British scores. The
choice between these solutions hinges on a consideration
of the relative variation among psychiatrists of the levels
and the ranks of their scores on the same patients, as
discussed below.

So far the discussion has mainly concerned average
differences between groups of psychiatrists. At that level
of analysis, the improvement of communication between
psychiatrists seems to be equally well served by calibrat-
ing dimensional scores or by typological classification
based on the relationship between scores. However,
cross-national comparisons between samples of patients
often must be made on the basis of a description given
by a few psychiatrists in either country. In that case, the
solutions proposed above for resolving differences between
large groups of psychiatrists may not be appropriately
applied to differences between individuals or between
small groups. Ratings of psychopathology by individuals
or small subgroups may stray to a greater or lesser extent
from the mean for large groups (although this variation
seems to be less evident among British than among
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American psychiatrists). The crucial question is whether
such variation between psychiatrists affects the relia-
bility of the typological description of a patient's
psychopathology differently from the dimensional de-
scription. Our data analyses have not yet been directed
at this question, but our impression is that typological
descriptions are more robust and promising for obtaining
cross-national consensus.

Given the possibility that a patient can be reliably
assigned to a type of disorder (e.g., schizophrenia) on
the basis of a description of psychopathology provided
by psychiatrists from different backgrounds, it still
remains an open question as to how the description of
psychopathology should be translated into a type of
disorder. One way is by mathematical formulas, simple
or complex, empirically or rationally derived, with or
without use of computer programs. This approach has
the advantage of rigid reliability in the application of
criteria, but the disadvantage of having to deal rigidly
with atypical cases in which flexible judgments might be
more appropriate.13 Another way is by clinical judg-
ment. This second approach exposes the difficulty of
defining clinical criteria so clearly that i t overcomes a
tendency to favor one diagnosis over another. More will
be said about this later, but it is worth emphasizing that
a great deal of information on the clinical condition of
the patient is lost through the forces of diagnostic bias.
One bit of support for this statement comes from a
comparison of a psychiatrist's statements about a patient
after 3 minutes and after 30 minutes of interviewing
time, as determined in a small study by this project
(unpublished data). Diagnoses change infrequently be-
tween these two points in time, whereas in the same
time, the ratings of psychopathology may change pro-
foundly. I t seems that a major portion of the informa-
tion emerging from the interview is reflected in the
ratings of psychopathology rather than in the diagnosis.

"Arbi t rary definitions for operational purposes are the
vogue rather than the exception in the life sciences. Only in
mathematics can we entertain rigorous definitions that bear no
exception. In biology, even such a useful fundamental concept as
"species" cannot be defined rigorously. Julian Huxley (1940)
points out: " . . . there is no single criterion of species. Morph-
ological differences; failure to interbreed; infertility of offspring;
ecological, geographical, or genetical distinctions—all those must
be taken into account, but none of them singly is decisive . . . . A
combination of criteria is needed, together with some sort of
flair" (p. 11).

Some Suggestions for Achieving Consensus on
Classification

From the studies reported here, there emerge several
important building blocks for constructing consensus on
classification—namely, the use of structured interviews
to ensure uniform eliciting of information and of ratings
on items of psychopathology defined in straightforward
language, and the power of training in molding clinical
judgments. In short, consistency in gathering, recording,
and interpreting information on a patient's psychopath-
ology can be attained through uniform teaching of
reliable techniques. There appears to be very little
disagreement between the available British and American
structured interviews in their coverage of symptoms
considered relevant to the diagnosis of schizophrenia.
The definitions of these symptoms also appear very
similar, and even the descriptions of the diagnostic labels
in the ICD are much the same in the British and the
American glossaries.

A major improvement would be the adoption of
definitions both of terms of psychopathology and of
diagnostic labels in language that is simpler, more
explicit, and more detailed than that now current. These
definitions might also be made more relevant than they
presently are to the kinds of mixed or atypical cases
commonly encountered in clinical situations, rather than
to the classical presentations, which unfortunately are
less common. Teaching should be more vigorously
oriented toward uniform classification of psychopath-
ology, and teachers should be made more aware of the
advantages that will accrue from international consensus
in this area.

Probably the above measures would lead to consider-
able consensus on the raw description of psychopath-
ology and much closer agreement than currently exists
on the diagnosis of schizophrenia. However, we have
already spelled out the problems presented by the
observed tendency of American psychiatrists to diagnose
schizophrenia more readily and to rate the psychopath-
ology of the patient as more severe than do their British
colleagues. Unfortunately, we have shown no clear
evidence of the superiority of one standard of diagnosis
over the other. Therefore, we could not suggest that
transatlantic consensus be obtained by one country
adopting the standards of the other, even if that were at
all likely.
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The raw descriptions could of course be math-
ematically treated for the purposes of summary classifi-
cations and communication between professionals. We
have described our own use of such mathematical
approaches. Nevertheless, it is unrealistic to expect that
clinical diagnosis will be soon abandoned, and we have
stated elsewhere (Gurland 1972) our reasons for be-
lieving that its abandonment would in any case not be
desirable or justifiable. Yet, classification based on
clinical judgments about the raw data must inevitably
continue to show at least some cross-national differences
until definitive evidence is accumulated on the validity
of one or the other concept of schizophrenia. In the
interim, therefore, we would suggest that assignments
could be made to categories composed of cases that 1)
both British and American psychiatrists would call
schizophrenia (i.e., "agreed schizophrenics"), 2) both
would call something other than schizophrenia (i.e.,
"agreed nonschizophrenics"), and 3) only the Americans
would call schizophrenic (i.e., "broad concept schizo-
phrenics"). Such labels, while not flouting conventional
diagnostic usage, would acknowledge some of the forces
that lead to cross-national miscommunications. An
American psychiatrist, when reporting in scientific jour-
nals, is unlikely to forego the diagnosis of schizophrenia
in the "broad concept" cases but could probably be
persuaded to recognize and label these cases as broad
concept schizophrenics. Converse arguments would ap-
ply to the British psychiatrist, who could scarcely be
expected to call such cases unqualified schizophrenia but
might be willing to label them as broad concept
schizophrenics in addition to the diagnosis he would
customarily assign to them. It is not at all unlikely that
the tripartite division of schizophrenia advanced here
would be helpful in analyzing data on the relative
usefulness of the various concepts of schizophrenia.14

Until cross-national differences about the diagnosis
and description of psychopathology are resolved, it
would probably be useful to know where individual
psychiatrists stand on the continua of the broad-narrow
concept of schizophrenia and of the high-low rating of
psychopathology. As an example of a possible approach

l4There is ample precedent for employing a wide spectrum
in schizophrenia. For example, Bleuler(1950) referred to a "group
of schizophrenias" and more recently the work of the genetic
psychiatrists and psychologists has found a need for a spectrum
concept to classify the blood relatives of schizophrenics.

to placing a psychiatrist on the concept continuum, a
composite videotape of patient interviews or a collection
of case records could be edited to represent a variety of
patients (ranging from agreed schizophrenics through
broad concept schizophrenics to agreed nonschizo-
phrenics) and presented for diagnosis to representative
samples of British and American psychiatrists. The
diagnoses on such cases obtained from a single
psychiatrist could be compared with the standard
distribution of diagnoses in order to determine the
breadth of his concept of schizophrenia. With such
information available on psychiatrists making diagnoses
for a hospital or a research group, it would be possible to
judge whether and how any results they report on
schizophrenia could be related to results reported by
other psychiatrists. It might also be of interest to
compare the results over time to see how the same
clinicians alter their perspective and in what direction.

Whether or not a general consensus of classification is
achieved, it has been the experience of this project that
psychiatric patients with the schizophrenic range of
symptoms can be meaningfully compared between the
United States and United Kingdom, at least with the
methods employed in the studies reported here. Cultural
and language factors are not overwhelming obstacles to.
such cross-national comparisons. Information on psycho-
pathology can be reliably collected. Whatever concept of
schizophrenia is adopted for diagnosis, it can be consist-
ently applied to samples of patients. Schizophrenic
patients present much the same clinical picture in the
two countries. Besides diagnosis, other modes of classify-
ing the features of the patient's condition can be flexibly
used. Subsamples of patients with the same clinical
condition can be identified in the two countries, and
their etiology, genetic history, biochemical and neuro-
physiological characteristics, treatment, and outcome
can then be compared.

It should be noted, however, that most of our success
in finer differentiation of psychopathology has been
based on individuals who were already recognized as
patients. In such individuals, we have succeeded in
refining differential diagnosis. We have thus far made
little, if any, progress in case finding itself. It is in this
area, in determining whether a given individual is
mentally ill or not, that the widest unchartered latitude
now exists. The progress we have already made in
differential diagnosis in known mental patients leads us
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to hope that similar progress will be made in the
absolute diagnosis of the presence or absence of a mental
disorder with a higher degree of probability than now
exists.

There seems reason to hope that the same basic
principles of method that led to a successful survey of
psychiatric patients can be adapted and extended to
epidemiological studies of populations that include those
who suffer from psychiatric symptoms but have not
adopted the role of psychiatric patients. The basic
principles to which we refer as the cornerstones of
consistency in diagnosis and descriptive psychopath-
ology are a.shared and thorough training, structured
interview techniques, and operational definitions of
diagnostic labels and descriptive terms.
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