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\7 ABSTRACT
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Psychiatric diagnosis has been severely criticized by many clinicians

and researchers. Studies in clinical judgment and diagnosis leading to this

criticism were reviewed. Research designs were evaluated in terms of their
relevance to diagnosis. Most projects were extremely narrow in scope and

it was Inappropriate to apply their conclusions to the process of diagnosis.
Research evaluating diagnosis in real clinical settings showed that diagnosis
accurately and consistently assessed the patients' capacity for successful
post-hospitalization readjustment. In an effort to evaluate diagnosis as
practiced in the clinical setting, the grid method was used. Psychiatrists
rated patients from their practice, generating their own dimensions for

comparison. Patients within a diagnostic category were consistently evaluated

as being more similar to each other than patients from different diagnostic

categories. The use of this highly individual technique assured that even

TP

analysis.of grouped datz would not obscure the basic strength of the diagnostic

process.
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A CASE FOR PSYCHIATRIC DIAGNOSIS
J. Susan Fichman and Darrel Edwards

Naval Health Fesearch Center
San Diego, California

Psychiatric diagnosis has been under strong attack for the last ten years.
Research over the last 20 years has produced both positive and negative conculsions
about the validity and reliability of judgment and diagnosis. This wealth of
obscurity has lead many clinicians and researchers to propose abandoning the entire
psychiatric dfagnosflc system (Kanfer & Saslow, 1969; Frank, 1969). "Against the
move for abandonment is a body of research which established the utility of diagnosis
in clinical settings (Berry & Edwards, 1974; Edwards, Flchman,»Bucky & Berry, 1974;)
Fichman, Edwards & Berry, 1973). These studies have clearly shown that psychlatric
dlagnosfs is the best predictor of occupational performance after treatment

.Thls study reviews the literature in an effort to understand the difference
between the positive and negative results reported in the past. In addition,

a proposal Is made for a method to measure the diagnostic process in actual clinical
practice before the decision to abandon the present diagnostic system is made.

Two general approaches have been used in evaluating clinical judgment

: and dlagnosis. First, experimental paradigms have sought to édswer the following
questions: (a) Does psychiatric experience relate to accuracy of judgment? .

(b) Do differing amounts and types of information relate to accuracy? (c) Do
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Judges agree with each other and with thelr own previous Judgmenfs? Secondly,
descriptive and model-generating studies have been Initiated in an effort to

understand the clinician's judgmental processes. In this study, research

on these two approaches will be reviewed and a third aprroach will be

Professional Experlence and Accuracy

Increased education and experience in psychiatry and psychology were

AN et a

assumed to be related to Increased accuracy In dlagnostic evaluation. In

examining the relationship between accuracy and experience, accuracy was
e assessed by the clinician's abllity to predict patient response to personality

questionnaires, Q-Sorts, adjective check lists, or vocabulary test items from

varying types of minimal lnformaflon.'_ln defarmln(ng the effect of experience
on clinical Jngmenf; few studies have tried to replicate diagnosis In

.clinical settings. Instead; experimenters have parceled out bits of Informa-
tion and askéd clinlclans to predict responses to various types of tests.
Experiments conducted within this restricted paradigm have yleldeq both

positive and negative results. |

In 1950 Luft asked a group of clinicians and a group of physical scientists

to listen to a case conference and predict that paitent's responses to a per-

sonality questionnaire. The hypothesis that the clinicians with their specialized

experience and training would be more accurate than their equally educated

1 but psychologically untrained counterparts, was not supported. The patient's
gy therapist also fllled out the personality questionnaire; his responses were
E? more accurate than ninety-seven percent of the judges. This ?lndlng was not

statistically or quallitatively evaluated by Luft. But it seems to point up

et

the gap between the elements of the experimental design and the content of the
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real clinical situation SLuft, 1950) ;

In an effort to examine the practical mechanism of clinical judgment,
Gunderson (1965, a & b) surveyed clinicians Involved in Operation Deep Freeze.
Pairs of clinicians rated men for special 9ufy in the Anfarcffc. Comp lex
patterns generated to describe the judgmental process explained relatively
little variance. It was hybofheslzed that to account for more of the variance,
It would be necessary to know the meaning for the clinician of the various
traits. This hypothesis lndléafed a need to uncover the personal constructs |
used in evaluation.

Oskamp (1962) examined the effect of clinical experience on predictive
abllity. Clinlclans and undergraduate psychology majors evaluated 200 MWPI
profiles. One hundred profiles were from pSychlafrlc patients and 100 were
from people with no psychlatric disturbance. These profiles were scored to
indicate In which group they belonged and the judge estimated his confidence
in his decision. Experlence was positively related to accuracy, but negatively
related to confldence.

In an experiment where Judges had more varied levels of experience,

Grigg (1958) found no difference between graduate student trainees and clinical
psychologists in predicting responses to Gough's gdjecflvo check list and a
self-report questionnaire from interview data. However, those Judges with one or
more years experience were significantly more accurate than naive judges.

Hunt, Jones and Hunt (1957) asked trained clinical psychologists and
beginning psychology students to rate schizophrenic responses to vocabulary
test items. They found no difference between the means of the two groups, but
there was a significant difference between the standard deviations. The trained
cliniclans showed less dispersion in their ratings Indicating more inter-rater

rellability. Johnston and McNeal (1967) while examining statistical and
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clinical prediction, fouqd that neither professional background nor years of
experience was related to accuracy.

Grigg's study was typical of the work evaluating the effect of experience
on clinical judgment. Asking clinicians to predict responses to personality
questionnaires from various bits of data was a very tenuous representation of
the &lagnosflc procedure, both in information avallable and task required. The
exceptionally high accuracy of the patient's therapist reported by Luft (1950)
pointed up the lack of congruency between expertmenfal manipulations and clinical
functioning. Luft ignored the individual therapist and was only concerned with
the results from his grouped data. Gunderson (1965, a & b) also used a nomothetic
analysis but he advised that an understanding of the individual clinician's
system of evaluation would provide a more productive approach to the examination
of clinical judgment. To gain insight into the process of diagnosis, It is
essential to understand the individual and use unobtrusive measures taken in the
occupational setting. The more important evaluation of clinical experience is
whether it enables cllnlcfans to make accurate diagnoses and treatment decisions and
whether these decisions relate positively to success In post-treatment adjustment.

In examining the effect of clinical experience, Investigators have also .
asked if attributes of the clinician sysfemaflcall} influence their judgment.
Does clinical judgment reflect patient lllpess severity or intra-cliniclian
' Qarlables? Harrison, McDermof%, Schager and Showerman (1970) examined the
influence of the psychiatrist's class background on diagnosis, clinical per-
céption, prognosis, and recommendation for treatment. Their results showed
that psychiatrists with lower class backgrounds gave diagnoses of psychosis
and personality disorder more frequently and neurosis less frequently than upper

class evaluators.
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When investigating the interaction of social class and attitudes of the
patient and interviewer, as they related to diagnosis and disposition, Shader
and Binstock (1969) found thaf the social class of the patient and the attitudes
of the diagnostitian were significantly related to diagnosis and disposition.
Patients of a lower social class were more likely to be diagnosed psychotic.

If the diagnostician liked the patient he was more likely to be diagnosed
neurotic and to receive therapy at the outpatient facility. In investigating
this same area, Lowinger and Dobie (1968) discovered that psychiatric attitudes
were related to diagnosis, race, religion, social class, sex, marital status,
and age of the patient. The number of outpatient appointments was influenced
by the patient's age, sex, qocial class, and miscellaneous attitudinal factors.
Choice of psychotherapy or drug treatment was related to patient social class
and attitude factors.

Several authors have presented ;ompreﬁensive reviews of the literature
on personal variables associated with the clinician and his client (Garfield, 1971;
Meltzoff and Kornreich, 1970). The only clear finding was that many personal
characteristics of the clinician and his client correlated with all phases of
clinical judgment. This confusing picture pointed up the need for idiographic
measures to understand clinical functioning. The idiographic method of focus-
ing on the individual using techniques and variables that are relevant to the
uniqueness of that person is pertinent to this problem. Katz, Cole, and Lowery
(1969) concluded that disagreement among clinicians might have been due to
actual differences in their perceptions of certain kinds of pathology rather
than in semantic preference. This conclusion focused on the importance of
examining individual behavior if clinical judgment was to be understood. It
is important to discern what these perceptual differences are and how they

iafluence diagnostic accuracy. Knowledge of personal functioning should be the

e
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basis for the evaluation of parameters relevant to more efficient performance.
Differential Information and Accuracy
In e;amining clinical judgment several experimenters have manipulated
the amount and type of information available to the clinician to ascertain
its effect on clinical accuracy and reliability. The hypothesis tested was that
increasing amounts and types of information would result in increasing accuracy.
The experimental condition usually established was that judges were asked to
predict p;tieut test responses from varying types and amounts of information.
The background information was typically from projective tests or case histories.
In background information supplied and projective evaluations requested this
design was similar to those used for e#aluating the effect of clinical experience.
Kostlan (1954) asked experiénced psychoiogista to evalult§ with a true or
false response, statements about a client on the basis of different amounts of

information. There were five possible pieces of information: Rorschach, MMPI,

_ sentence completion test, social case history, and minimal data.(name and age

bnlyj. Psycﬁologists evaluated clients with all information except Rorschach,

or MMPI, or sentence completion, or they were only given the minimal data. .
Minimal data produced results no better than chance. Information without social
histofy produced results no better than chance. Superior batteries contained
the HHPI and social Ease history.

Golden (1967) established two groups of judges--criterion judges and test
Judges. Criterion judges reviewed extensive patient case histories and then
completed a personality questionnaire on five heterogeneous subjects. Test
judges were asked to complete the personality questionnaire on the basis of
fdentifying data alone, MMPI alone, TAT alone, Rorschach alone or in pairs
involving all possible permutations, or all four combined. Concurrent validity

was defined as agreement between criterion judges‘and test judges. Reliability
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was defined as agreement between test judges. ineliability and validity did

not increase as a fuaction of the number of tests nor were there any differences
between tests and pairs of tests. Hunt and Walker (1966) combined protocols
from the vocabulary and comprehension sections of the WAIS. The combination
did not result in a better diagnosis than when clinicians used either section
alone. In another experiment using combinations of the WAIS alone, the WAIS

and Beta profile, or the WAIS and figure drawing, Huff and Freidman (1967) :
found that redundant information, WAIS with Beta profile, reduced reliability.
But new information, WAIS and figure drawing versus WAIS alone increased relia-
bility. Oskamp (1965) discovered that increasing information drawn from sections
of a published case study resulted in no significant increase in accuracy of
personality judgment. But confidence increased significantly and steadily with
increases in information. | :

Goldberg and Werts (1966) evaluated various tests and a vocational history.

'Experienced clinicians ranked each of four samples of ten patients on one of four

traits using one of four sources of information. The traits ranked were social
adjustment, ego strength, intelligence, and dependency. The four sources of
information were MMPI, Rorschach, Wechsler, and a vocational history. Findings
1ndicated that judgments by one clinician from one data source had no systematic
relationship to those of another cliniciaﬁ working from another data source even
though they were ranking the same patient. These findihgs were not surprising
in light of extensive review of test validity as it was affected by the requested
experimental task (Rapaéort, Gill, and Schafer, 1968). "Gunderson (1965) examined
psychiatrists, who evaluated 719 men on various personality traits. The basis
for their evaluation was either Rorschach responses, or interview and biographic
data. The results indicated that using different sources of information affected

realibility,
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Studies evaluating the effect of different amounts and kinds of information
available on the accuracy of clinical judgments typically forced a predictioa
task that is uncharacteristic of clinical decisions in oocupational settings.
Predicting responses to personality questionnaires is a skill different from
the ability to correctly assess the patient's level of emotional impairment or
ability to function effectively in a working situation. A more viable evaluation
of the effect of information should employ a more appropriate criterion. It would
also be useful to consider individual differences in effective information u;age;
Inter- and Intra-judge Reliability

Another point in examining the stability and usefulness of diagnosis and
clinical judgment is the importance of evaiuating inter- and intra-judge relia-
bility. To facilitate communication it is crucial that judges, viewing the same
patient and having access to the samé.information; reach similar diagnostic
decisions. It is also critical for the individual judge to be operating in a
consistent manner rather than functioning randomly. Inter-judge reliability
has been more thoroughly scrutinized by experimenters than intra-judge reliability.
Information on inter-judge reliability was previously reported in studies dealing
with rating stability across @ata sources, the effect of clinical experience, and
evaluation of personal attributes of the clinician (Gunderson, 1965, a & b
Grigg, 1958; Golden, 1967; Hunt, Jones, and Hunt, 1957; Harrison, McDermott,
Schrager, and Showerman, 1960).

Foulds (1955) examined psychiatric agreement between institutionally
established final psychihtric diagnoses and diagnostic predictions made from
a short battery of tests.. In one condition the psychiatrist administered and
intergrated the tests. In this condition agreement was 4.5 on a scale of 6.

In the second condition the psychiatrist made the diagnosis from the tests

without seeing the patient; agreement was 3.83. The difference was not
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significant. Diagnosis based solely on knowledge of baseline diagnostic cate-
gories admitted showed a mean agreement with the criterion of less than 2.

Schmidt and Fonda'(1956) correlated diagnoses made by psychiatrists and
reside;ts on 426 patients. With general classifications of organic, psycho-
neurosis, and character and behavior disorder agreement between psychiatrists
and residents was r = .90. Agreement as to a specific subtype was only accurate
in one-half of the cases and agreement was almost absent in psychoneurosis and
character and behavior disorders. Specific organic problems appeared to be Qore
easily diagnosed but differential rater experience confounded the interpretation
of rater disagreement.

In an experiment designed to evaluaté prognostic judgment, twenty-two
psychiatrists rated two specific diagnostic categories within functional psycho-
sis as to which diagnosis had the poéger prognosié. Statistically, significant
intra-judge and inter-judge agreement was found p < .0l(Stone, 1966). Hunt, et
al (1957) examined clinical psychologists' and beginning psychology students'

ratings of schizophrenic responses to vocabulary test items and found that

judges with more training agreed with each other significantly more often than

did naive judges.

Phelan (1964) asked twenty psychologists to match sixteen projective and
objective documents with individual biographies. The information was presented
in arrays with unequal matching. Ten judges matched information to biographies
at the .05 level of significence; the other ten judges performed at chance level.
It was hypothesized that bad judges differed from good judges in that poor
judges projected their personality and needs thus distorting information about
the patient. Phelan (1965) again asked judges to match projective and objective
test information with autobiographies for six subjects. Judges differed among

themselves, but individuals were consistent. A judge, who was superior at

nasi s A ’ s MNA—-.——-__-‘—----J
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matching a test autoblography, was superlof at matching all tests. These
two studies emphasize the need for understanding individual styles of clinical
Judgment.

Phelan (1964, 1965) showed that judges differed markedly in their ability
to perform the matching task he requested of them. This difference in individual
ability was reported in a clinical setting in the Navy by Edwards, Gunderson,
Brown, and Taylor (1973). They.sfudied psychiatrists with high success rates
and psychiatrists with low success rates. Success was defined with on-the-job
measures. A patient was judged to have been successful if after two years the
man had not been re-hospitalized while in fﬁe service or if he had been discharged
from the service with a recommendation for reenlistment. There were significant
differences in the treatment s?rafegiés used by the two groups. Phelan's (1964,
1965) experimental findings and Edwards' et al (1973) occupational data suggested
that consideration of individual differences and knowledge of personal cognitive
styles was important. Data on the accuracy of clinical prediction cguld be
correlated with infcrmation on cognitive style to determine which evaluative
systems are most efficient.

Descriptive Studies

In order to develop a working understanding of diagnostic labels anﬁ the diagnos-
tic process many investigators have done descriptive studies of diagnosis.

Gauron and Dickenson (1966) organized case history Information into smail units
of data. Clinicians were given a |ist of these units and instructed to request
information as they needed it to arrive at a diagnosis. The order and frequency
of the requests were recorded. They concluded that ten pieces of information
were necessary and sufficient to establish a diagnosis. The necessary pleces of
Information were: (1) reason for referral, (2) age, (3) previous personality,

(4) mental status--content of thought, (5) sex, (6) previous episodes of

e PR I O W P —
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tliness, (7) projective testing, (8) generil appearance, (9) mental status--
affect, and (10) mental status--stream of thought.

Mahrer, Thorp, and Sternlicht (1960) randomly selected 120 sentences from
soclal histories, and psychological and psychiatric reports. One sentence units
were used as cues. Clinicians were asked to respond to each cue with the
diagnosis 1t brought to mind. They were then asked to Qelghf the degree of
cirfalnlfy attached to that diagnosis. Results showed that the cues were
eystematically related to sets of diagnostic categories; the correlations were
both positive and negative.

Nathan and his associates have examined symptom pafferné of various
dliagnostic categories to ascertain If'fhere were unique configurations of
symptoms that distinguished one diagnastic category from another. Each experiment
revealed some unique factors for each diagnostic category and several areas of
overlapping sypmtomatology. Depression and anxiety were shown to be universal
(Nathan, 1969; Nathan, Robertson, and Andberg, 1969; Nathan, Gould, Zare,
and Roth, 1969).

Overlapping symptoms were noted by Zigler and Phillips (1961) when they
extracted symptoms from 793 case studies to see if specific symptoms related
to specific diagnoses. They found that some patterns emerged, but there was
considerable overlap. Symptoms significantly related to one diagnosis were
also related to ofhér diagnoses. Thelr conclusion was that a dliagnosis does
not represent a clear symptom pattern.

Ellis and Sells (1964) investigated patient's symptomatic Information
related to official diagnostic nomenclature in a military setting. They found
no reliable patterns. Arthur and Gunderson (1966) examined the relationship
of demographic data and narrative summaries to diagnosis or disposition.

Nelther diagnosis nor disposition was highly predictable.

B
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Frank (1969) analyzed the Rorschach, Wechsler, MMPI, and an analysis of
behavior to-ascertain héw they related to diagnosis. There were no slgnlflcanf
differences between diagnostic groups for any of these measures. |t was
suggested that an entirely new system was necessary.

Descriptive studies do the least damage to the elements of clinical
functioning, but researchers focused on nomothetic evaluation. It would be
useful to Investigate diagnosis with a methodology which allows the individual
to reveal the cognitive structure he uses to successfully differentiate among
people._Knowledge of this structure could then be used to examine patient
'Varlaﬁles.rélafed to various diagnostic labels.

Model Generation

For some Investigators, the efficient description of clinical judgment has
led to attempts to build modeis of the process. -In several studies, Stone (1968,

1969, 1970) has sought to use a psychophysical approach to develop subjective

scales of prognostic favorability as It relates to psychiatric nomenclature and
patient variables. He found that prognostic favorability magnitude estimations

- were related to percentage Improvement, length of stay in hospital, and age.

These relationships were in the form of a power curve. In 1960, Hoffman attempted
to develop mathematical equations to represent Judgmental processes. He asked i
several Judges to predict soc!ablllfy‘froﬁ variables of the Edward's Preference
Scale. He then selected one judge to study lnf;nslfy in order to develop a

confligural mathematical éﬁuaflon for that judge. The configural formula

developed did not predict better than a linear formula.

Beenan, Van Frankanhuysen, and Veldkamp (1972) created a computer simula-
+lon of the diagnostic system. The simulation searched for groups of patients
. who resambled each other most. Categories produced by this method were judged
to be clinically meaningful by a psychlatrist. Johnston and McNeal (1967)
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l compared The accuracy of a statistical and clinical prediction methods In

i predicting the length of a patient's stay in the hospital. Cllnfclans achieved

f a 71.94% accuracy while statistical methods were 71.92% accurate.

' In 38 review of the Ilferafuré on statistical models of clinical judgment,

' Goldberg (1968) evaluated linear, configural, and curvillinear models of clinical
Judgment to determine which mode! most efficiently and accurately reproduced
clinical judgment. Several of the models reviewed were built to represent
Individual functioning. In most cases, it was found that linear equations

rapfoduced clinical judgments most accurately. For the few cliniclans whose

functioning was best represented by a configural model the improvements were of very

small -magnitude. The most unusual feature of much of the work done with models

has been the use of an idiographic approach. Discovering how individuals function

Is a first critical step in understanding the diagnostic process.

Evaluation of Diagnosis in an Occupational Setting

The tightly designed experiments created to answer specific questions lacked
the scope necessary to evaluate the ongoing process of diagnosis in the clinical
setting. The manipulations emplgyed were germane to the academlic questiecns asked
but were irrelevant to an evaluation of the entire diagnostic process. A more
relevant test of diagnosis Is whether diagnosis commuﬁlcafes some useful information
sbout the patient's ability to function.

In studying the clinician as he functions in naval lnpaflénf and out-patient
sottings, several studies have found that diagnosis Is a powerful predictor of
effectiveness and disposition (Edwards, et al, 1973; Fichman, et al, 1973). The
findings of Edwards, et al (1973) demonstrated that diagnosis was a powerful pre-
dictor of effectiveness (r = .41), Effectiveness was defined as completion of
‘eurrinf enlistment and recommendation for reenlistment. In a regression

" analysis with effectiveness as a criterion, years of service (r = .41), dlag-

.nosls (r = ,41) and number of days in the hospital (r = ,26) significantly
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contributed to a multiple regression equation of.R = ,56, which cross-validated
at r = .55. For the analysis diagnosis was divided into the four major cate-
gories: psychosis, neurosis, personality disorder and situational ﬁaladjustment.
The argument was proposed that diagnosis follows disposition. Disposition was
defined as the recommendation to return a man to duty or not. To answer this
question an analysis was made of those men who were returned to duty after
hospitalization. Nine percent of all psychotics, twenty-four percent of per-
soﬁality disorders, thirty-two percent of neurotics, and seventy-nine percent

of those diﬁgnosed situational malad justment were returned to duty. A second

regression analysis was run with effectiveness as the criterion. Diagnosis

-dropped to eighth most powerful predictor (r = .21) of eleven significant

variables. The multiple R was .45 and cross-validated at r = .40. Of the patients
returned to duty, seventy-nine percent of all psychotics, seventy-seven percent
of the neurotics, eighty-four percent of those diagnosed situational maladjust-
ment and forty-six perceﬁt of all personality disorders were classified as
effective., Differential return-to-duty rates for the various diagnostic cate-
gories, combined with rather even success rates across diagnosis for those men
returned to duty and the drop in the predictive ?oéer of diagnosis from a
priﬁnty predictor to a relatively minor one, argue against diagnosis following
disposition. In a study of naval outpatient settings by Fichman, et al (1973)
dlpgnqs!s was again seen 19 bg.a powerful predictor of disposition (R = .50).
The demonstrated relationship between diagnosis and effectiveness and
disposition indicates that in a clinical setting the psychiatrist is accurately
reflecting the severity of the patient's_pnychological impairment. In this
respect, the psychiatric diagnosis is functioning efflciently, With the know-

ledge that diagnosis performs a valuable service, it is important to investigate
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how the individual clinician evaluates his patients and to know what variables
he attends to in making a diagnostic decision.
Proposal - A Structual Analysis of Diagnosis

To study the diagnostic procedure in a meaningful way it is important to
use an 1diogr;ph1c.technique. George Kelly, in an effort to understand personal
functioning, developed the Role Construct Repertory Test--Rep Test (Kelly, 1955).
This test provides the user with the means to sample the'important constructs
an individual uses to give structﬁre to his interpersonal environment. It is
unusual_because the person taking the test uses his cognitive structure and pro-
vides personal labels. Thus, in labels used and in factor structure generated
it is uniquely idiographic.

The Rep Test sprang from Kelly's theories.on personality. He proposed that
men's actions are channeled by their anticipation of events. Men develop hypo-
theses about the world based on past experience. These hypotheses (constructioms)
are used both to understand the past and anticipate the future. Men differ in
their construction of events, and may interpret the same events differently.

In the interpretation of stimuli men develop a system of constructs involving
ordinal relationships between constructs, constructs may overlap. To the
extent that men use similar constructs to interpret experience, their psycho-

logical processes are similar (Kelly, 1955). This is not a complete'exposition

_ of Kelly's theory, but it provides a basis for understanding the process and

products of the Rep Test,

In evaluating the usefulness of the Rep Test, it is important to know if
the constructs generated are widely applied by the subject in his daily function-
ing. Field and Landfield (1961) examined the test-retest reliability of the
Rep Test under three different conditions: (1) using the same figures for

comparison, but requesting that the subject provide new constructs, (2) using
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different figures and asking for constructs, (3) retaking the original test.
Correlations generated by comparing agreements of the constructs produced were
r= .79 for condition |, r = .79 for condition 2 and r = .80 for condition 3.
This experiment supports the hypothesis that the constructs produced by the
Rep Test aré sfable entities.

Banister and Mair (1968) have written a compfehenélve review of a number
of measurement procedures classified as grid methods. The Rep Test is an
example of this method. The subject Is asked to compare and contrast selected
figures. All figures are rated on éll comparisons. These ratings are recorded
in an n by n matrix. Generally; the grid méfhod Is the structural instrument
which allows the Individual examinee to develop. his own content and psychological
dimensions. It Is the grid method whfqh provides 5 fresh orientation to
understanding the dlagnostic decision of the cliniclan.

Edwards and Bennlon (1974) used a grid method, in this.case the Rep test,
to assess clinical judgment. Eight psychologists, engaged In péychodiagnosflc
work, completed Rep Tests on thelr personal Interactions. They reviewed a
test protocol contalning Rorschach , WAIS, MMP|, and Bender-Gestalt information.
After reading the protocol, the psychologlsf; were asked to rank order descrip-
tion statements about the pa+lenf: The descriptive sfafemenfs‘were taken from
_ the patient's and individual doctors' Rep Tests. Psychologists who chose
" statements from their own system first continued to see the patient in their
own ferms. Psychologlsfs'who chose a statement from the patient's system first
were able to choose more data from the client's information.

In 1968, Allport proposed that the unreliabllity of individual prediction
resided in the Irrelevance of many of the dimenslions applied to the Individual.

He advocated a morphogenic Interest In the cognitive organization of one |life
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(Allport, 1968). The grid method represents a new approach to the problem of
diagnosis consonant with Allport's demand for individuality. By applying

3 morphogehlc technique to a personal process more reliable information about
| clinical judgment may be generated.

A Morphogenic Approach to Diagnosis

Method

Procedure. The grid method (Bannister & Mair, 1968) was used to collect

dafa on |13 Navy psychlatrists at the San Diego Regional Medical Center and

the Long Beach Regional Medical Center. The doctors had a mean time in

practice past residency of 2.0 years with a range of | to 12 years.

The Instrument consisted of two parts: (1) a role list overlay, and

(2) the conceptual grid. See Figure I|. The dveflay listed psychiatric
diagnostic categories in a specified order. The grid was a 16 by 16 matrix
with three circled comparisons In each row. Patient's names were supplied to
the categories on the oVerlay. The overlay was used to provide material
for conceptual sorts for each row of the grid.

Grids were administered in small groups of no more than 5 psychiatrists.
Doctors were asked to list their patients on a 16 line overlay In the following

order: psychosis, neurosis, personality disorder, situational maladjustment

e e S———- < ——

and alcoholism. This order was repeated for 16 lines. The role lists were
adjusted to accommodate differences In Individual caseloads where a doctor

was not able to fill all classes. Adjustments were made by having psychliatrists

substitute patients from other diagnostic categories when they had exhausted
thelr cases from the r.qhosfod categories and record the revised diagnosis on

the proper overlay line. Figure | shows a partial grid and overlay.

Insert Figure | About Here (see pg |7a)
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Data Analysis. Each doctor's grid was analyzed Individually with the

following procedure. Every patlent's profile was compared with every other
patient's profile. The number of matches of checks and volds was totaled.

The number of matches was a measure of similarity between patients. The higher

‘the measure, the greater the perceived similarity.

Within dlagnostic class similarity was defined as the similarity measures
for matched comparisons, e.g., psychotic - psychotic, neﬁroflc - neurotic,
personal ity disorder - personality disorder, situational maladjustment -
situational maladjustrent, and alcoholic - alcoholic, Between diagnostic
class similarity was defined as the similarity measures for all comparisons
between unmatched diagnostic categories, e.g., psychotic - neurotic, alcoholic -

personality disorder.

Results

Between and within diagnostic class slﬁllarify measures were totaled and
means computed across ali doctors. The mean similarity measure within diagnostic
classes (X = 10.05) was greater than the mean similarity measure between
diagnostic classes (X = 8.75) (+ = 7.84; p .001). .

Mean similarity measures for between and within diagnostic classes and -
t ;aluos for the difference between groups for each doctor are presented in Table
1. For 8 out of I3 doctors, within dlagnpsflc class similarity was significantly
greater than between diagnostic class similarity.

INSERT TABLE | ABOUT HERE (see pg 18a)

Mean similarity scores for all mismatched diagnostic comparisons are
presented in Table 2. In Qnalyzlng the comparisons, two groups emerged. Group
| and group 2 had within group similarity and a significant difference between
groups. In group |, the neurotic - sltuational maladjustment comparison had the

highest similarity score, and was significantly greater than all other mismatch

e




Table |
Doctors' Mean Between and Within Diagnostic Class Similarity Score

Within Dlagnostic Categoriles Between Dlagnostic Categories + Values
X s.d. - e  s.d.
12,11 2,78 ; . 8.17 2,42 6.20
10.84 2.19 8.3 _ 1.94 . 5.09
10.05 2.24 8.31 2.37 2.94
10.52 1.72 8.98 . 2,44 2.90
9.95 2.69 . 8.48 2.28 2,67
10.44 1.94 8.9 2,43 2.3
10.77 2.42 : 9.65 2.05 2.18
9,09 2.04 7.80 2.77 2,02
9.76 2,21 8.62 2.45 1.95
10.47 2,80 9.45 2.61 1.60
9.27 2.84 8.27 2,79 .14
10.48 2.91 10.22 1.66 .58
8.00 3.29 8.50 2.85 -.81
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comparisons except personality disorder - alcoholic and psychotic - alcoholic.
In the three highest comprisons the alcoholic was seen as being simllar to
the psychotic and the personality disorder.

| INSERT TABLE 2 ABOUT HERE (see pg [9a)

Comment

Use of a morphogenic technique revealed that a within-diagnostic class
similarity was stable across all doctors. Psychiatrists used a diagnosis to
label patients who were similar. Analysis of each Individual profile Indicated
that some doctors were more. successful than others in using diagnosis to indicate
patient similarities. Some dlagnosffp classes appear to cause general confusion:
Alcoholism with psychosls or personality disorder, and neurosis with situational
maladjustment.

When doctors compare their patients on dimensions taken from the doctor's
constructs, dlagnosis becomes a useful tool to label patient similarities.
The technique used in this study captures the properties of diagnosis that
have made it a reliable predictor while exposing the Individual variation in
diagnostic functioning in real clinical settings.
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Table 2

Diagnostic Similarity Scores for Mismatched Diganoses

Diagnostic Similarity Score

Comparison X s.d.
Group | ‘
Neurotic/Situational Maladjustment . 969 2.18
Personality Disorder/Alcoholic : e 9.51 2.06
Psychotic/Alcoholic X 9.27 2.43
Group 2

Personaiity Disorder/Situational Maladjustment 8.73 2.26

Personal ity Disorder/Psychotic
Personallty Disorder/Neurotic
Psychotic/Situational Maladjustment

Psychotic/Neurotic

Alcoholic/Situational Maladjustment

Alcohollc/Neuroflc
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