
Belt. J. P@cchiat.(i@7i), ii8, 629â€”4o

INTRODUCTION

This paper examines the differences in dia
gnostic practice and rating behaviour between
groups of psychiatriststrained in different
centres in the British Isles, using their observa
tionson threevideo-tapedpsychiatricinter
views. The findings are also briefly compared
with similar data obtained in the United States.

These studies are complementary to others
concerned with the diagnosis of patients
admitted to State Hospitals in the United
States and United Kingdom undertaken by
thesame U.S.â€”U.K.DiagnosticProject(Cooper
et al., 196g, 1970; Gurland et al., ig6g, i@7o).
These hospital admission studies showed that
psychiatrists in New York State hospitals
made many more diagnoses of schizophrenia
than did theirBritishcounterpartsin mental
hospitals serving London. To collect a
final diagnostic label, however, is to examine
only a limited aspect of the diagnostic process,
and a series of video-tape studies was organized
so as to have available some more detailed
information about the relationship between
the rating of symptoms and abnormal be
haviour and the resulting diagnosis.

The three patients in this paper were chosen
because it was thought likely that they would
produce interesting and important agreements
and disagreements between American and
British psychiatrists. It was expected that for
Mrs. A, American psychiatrists wouldmakemore
diagnoses of schizophrenia than the British;
forMr. B, thatallwould agree on a diagnosis
of schizophrenia; and for Mr. F, that American
psychiatrists would make a diagnosis of schizo
phrenia, in contrast to one of personality dis
order by British psychiatrists. Although these

* (U.S.â€”U.K. Diagnostic Project)

three patients were chosen primarily for their
international interest, it is clearly well worth
while examining the results for differences
between various groups of psychiatrists in the
British Isles, since some 200 psychiatrists
participated.

Previous studies in this field by other workers
have concentratedon internationaldifferences,
and have used comparatively small numbers
of psychiatrists.Sandifer et al. (ig68) used
30 filmed interviewsshowing each film to
audiences of up to ten psychiatristsin North
Carolina,London and Glasgow. They found
that British psychiatrists tended to diagnose
manic-depressive illness more readily than
American psychiatrists,and vice versa with
depressive neurosis. Katz et al. (â€˜969), using
one filmed interview, found that approximately
one-third of the American audience diagnosed
the patient as having some form of schizophrenia,
one-third as being neurotic, and the remaining
third as having a personality disorder. When
the same film was shown to a British audience
at the Maudsley Hospital, London, no diag
nosis of schizophrenia was made, but@ per
cent of the British psychiatrists made a diag
nosis of personality disorder, a further 22
per cent diagnosed psychoneurosis, i6 per
cent suggested other diagnoses, and 3 per cent
(one psychiatrist)made a diagnosisof manic
depressive psychosis.

More recently,Kendell and Sharpe have
described some other results of the video
tape studies carried out by the U.S.â€”U.K.
Diagnostic Project (Kendell et al., 1971)
(including the data in this paper), in which
four video-tapedinterviewswere used to
demonstrate how psychiatrists in the United
States and British Isles differ in their
ratings and diagnoses. (Some of the results of
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these studies are mentioned briefly in this
paper). The outstanding findings were that
psychiatrists in the U.S.A. perceive many
more symptoms than their British counter
parts, and are much more likely to make a
diagnosis of schizophrenia.

METhOD

Audiences were assembled in the following centres
of the United Kingdom and the Republic of Ireland:
Edinburgh, Glasgow, Manchester, Birmingham,
Belfast, Dublin and London. This was done with the
assistance of the Royal Medico-Psychological Associa
tionand theUniversityDepartmentsin thechosen
centres. At each centre a one-day meeting was held
atwhich threevideo-tapeswere rated.
In all,some 200 psychiatristsparticipated;all

had had at least four years full-time psychiatric
experience and possessed a Diploma in Psychological
Medicine. The participating psychiatrists were
volunteers, but care was taken to have a large pro
portion from mental hospitals, since these are the
largest group and the ones who carry out the bulk
of psychiatric work. Each video-tape lasted between
30 and @ominutes and consisted of an unstructured
clinical interview intended to elicit the principal
symptoms of the presentmentalstate.These inter
views were not intended to be complete case presen
tations, and no additional written historywas supplied.

Ratings were made on each tape, using the Lorr
In-Patient Multi-dimensional Psychiatric Scale
(IMPS) (Lorr et al., ig6@z).This scale comprises a
series of 89 ratings of abnormal behaviour in which
each item is briefly defined in non-technical terms.
One oftheadvantagesoftheIMPS isthecompara
tivelysimpleandrapidmethodofanalysisdeveloped
by Lorr,in which theratingsaresummarized as a
profile of standard scores on ten â€˜¿�syndromes'derived
by factoranalysis.These syndromes do not corres

pond exactly with conventionally accepted clinical
symptom groups, but they are similar enough for the
scores on them to be used for the detection of major
rating differences, and for the detection of consistent
differences in the levels of rating of what is normal
or abnormal.

Each syndrome represents a group of symptoms.
(i) â€˜¿�excitement' (EXC), covers hurried, loud

speech that is difficult to stop, elevated mood and
histrionic behaviour, (2) â€˜¿�hostility'(HOS) covers
observed hostility, (3) â€˜¿�paranoid' (PAR) covers
ideas and delusions of persecution, (@) â€˜¿�grandiosity'
(GRN) includes boasting, unrealistic optimism and
ideas and delusions of grandeur, (@) â€˜¿�perceptual
distortion' (PCP) includes hallucinations, (6) â€˜¿�intro

punitiveness' (JNP) covers mainly depressive symp
tome, particularly with guilt and self-depreciation,
(7) â€˜¿�retardation'(RiD) covers slowness of movement
and speech, (8) â€˜¿�cognitivedisorientation' (DIS)
includes disorientation in time and place, (@) â€˜¿�motor'
(MTR) includes abnormal or excessive movements and
general activity, (io) â€˜¿�conceptualdisorganization'
(@NP) includes disturbances ofthought and language.

For comparing the syndrome scores derived from
the ratings the method used was that of Greenhouse
and Geisser (i@@). This tests whether the profiles
of the group mean syndrome scores are (i) on the
same level, and (ii) have the same shape.

One of the main interests was to see whether there
were any differences in the profiles in these two res
pects for the various centres of training, so for many
of the analyses the ratings for each patient were
divided into groups according to the centre where
the raterhad spenthisfirstfouryearsoffull-time
psychiatry, i.e. Maudsley Hospital, Other London
Hospitals, English Provinces, Edinburgh, Glasgow,
Dublin, Belfast and â€˜¿�Others'.Personal information,
such as age, type and length of psychiatric experience,
was also collected from each rater; these details
are summarized in Table I.
The raterswere alsoaskedto make a diagnosis

according to the Eighth Edition of the International
@flassiflcationof Diseases and to add to that a subsidiary

and alternative diagnosis if necessary. Since the
video-tapes were not complete case presentations,
the raters were asked to indicate their confidence
in their diagnosis.

RESULTS

The differences in the diagnoses and IMPS
ratings were examined by dividing the psy
chiatristsinto groups by age, place and type
of training,and type of main experience,
toseewhich oftheseratervariablescontributed
the most. Differences for the diagnoses are
presented here first,followed by those for the
IMPS syndromes.

(a)Diagnosesfor thethreevideo-tapes

Table II shows the diagnoses made by the
British and Irish centres on Mrs. A. The term
â€˜¿�affectivepsychosis'includesboth depressive
and manic types. (At the bottom of the Table
are given the overall U.S. and British Isles
findings: the American psychiatrists were
all Board-eligible (see Kendell et al., 1971).

https://doi.org/10.1192/bjp.118.547.629 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.118.547.629


First four Area mental hospital 86 39
years of University dept. of psychiatry 82 37
training Psychiatric dept. of medical school 27 12
at: Other 2712Main

Area mental hospital 83 37
Psychiatric Psychiatric dept. of general or 47 21
Experience teaching hospital
at: Universitydept.ofpsychiatry 57 26

Otheri6AgeYears

of experiencePsychotherapeutictrainingn%n%n%Under

@@ i8
36â€”49 147 66

Over5o@ i64-9

99 45
ioâ€”ig 87 @g

Over2o 36 i6None

171 77
Freudianor

Neo-Freudian a@ is
Other 27 12

0J
fo

TrainingcentreMain

DiagnosisOtherper

centTotalAffectivepsychosisSchizophreniaMaudsley..

..
OtherLondon ..
English provinces
Edinburgh ..
Glaagow* ..
Dublin .. ..
Belfast .. ..
Other .. ....

..

..

..

..

..

..

..23

2!
20
26
58
36
29
3575

75
77
69
42

64
71
652

4
3
5

â€”¿�

â€”¿�

â€”¿�100

100
100
ioo
100
100

100
100fl=44

fl=44
n =30
n=ig
fl = 12@
fl14
fl=14

fl=34Total

British Isles..28702500n =2!!Total

U.S.A. ....78g4500n = 122

631BY J. R. M. COPELAND, J. E. COOPER, R. E. KENDELL AND A. J. GOURLAY

TI
Personal details of total number of raters (n = 222)

n

TAsIl II
Diagnoses made on Mrs. A bjpsychiafrists trained at d!fferentcentres.PercentagetaUt. (5iat&atÃ s

p < O.05f0r difference)

Mrs. A was a woman with many severe symptoms
thatcouldbe describedas both schizophrenicand
affective; in her case the affective symptoms were
suggestive of a mixed manic-depressive type. She
said that she felt wonderfully happy, but that some
thing was forcing her to dance and sing and move
her left leg. Messages were passed to her over the
television, and at times people laughed at her be
cause she must be in hell. She felt â€˜¿�dirtyand nasty'

and thoughtshe might have died as a child.She
gave a historyof a previousout-patientand in
patienttreatmentfordepression.

A reasonably good agreement was obtained
between the centres, with the exception of
Glasgow which tended to favour a diagnosis of
manic type of manic-depressive psychosis (58
per cent) rather than a diagnosis of schizo
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phrenia (42 per cent). Although numbers are
small when Glasgow is compared with the other
centres together, the difference is significant
at the 5 per cent level. On the other hand,
89 per cent of American audiences considered
this patient to be suffering from schizophrenia
and only 7 per cent as suffering from an affective
psychosis, so that Glasgow is most un-Americanin
thisrespect.This isinkeeping with the previous
results found by Sandifer et al. (ig68).

Raters whose main experience was in Uni
versity Departments diagnosed Mrs. A as
having an affective illness significantly more
frequently than those whose main experience
was in area mental hospitals (p <0.5). In
none of these three patients were there any
correlations between diagnosis and such per
sonal characteristics of the raters as age, length
of time qualified,psychoanalyticor other type
of training, or where the first medical qualifica
tion was obtained.

TableIIIshowsthediagnosesmade on thesecond
patient. Mr. B was a man of fairly well preserved
personality and affect who had suffered persecutory
voices in clear consciousness intermittently for eight
years. They commented upon what he was thinking,
and he feared they came from a gang out to kill him.
He had once thought that he had a radio-transmitter
in his lung and that he was radio-active, but he
now realizedthiswas absurd.He had alsobeen a
consistently heavy drinker, but had stopped drinking
seven months before the exacerbation of the illness
during which he was interviewed.

For this patient all centres tended to agree
on a diagnosis of schizophrenia and there
is no significant difference between them.
Edinburgh is more prepared than the others
to consider alcoholic hallucinosis as an alterna
tive diagnosis, but numbers are not large
enough for the difference to reach significance.
It is interesting that neither Dublin nor Belfast
considered this diagnosis at all. This tape also
produced the closest diagnostic agreement
between the British Isles and the U.S.
When Maudsley ratersare compared with

Edinburgh raters alone, 95 per cent as
against 70 per cent for Edinburgh diagnosed
Mr. B as having schizophrenia (this difference
reaches the 5 per cent level of significance).

Table IV shows thediagnosesmade on thethird
video-tape. Mr. F was an unmarried American
who had never held a steady job. He had a history
of intermittent drug and alcohol abuse, and a brief
paralysis of one arm which the patient said his doctor
had calledhysteria.He had undergone an un
successful course of psychotherapy. He also des
cribed how he had spent a lot of time lying in bed,
drinking wine occasionally and watching television.
He complained that his face often swelled and that
his appearance changed. He gave graphic and colour
ful descriptions of his feelings, including his anxiety
at the thought of work, and concern over his
inability to keep friends.

Diagnostic agreement for this tape is high
and no significantdifferencesare apparent
in the British Isles. Seventy-two per cent of
diagnoses included under â€˜¿�personality disorder'

T@rn@III
Diagnoses made on Mr. B by p@ychiafriststrained at different centres. Percentage table
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T@I2 IV
Diagnoses made on Mr. F by psychiatrists trained at different centres. Percentage table

(b) Profilesfrom the IMPS ratings
The IMPS syndrome profiles derived from

the ratings on Mrs. A are shown in Figure i.
(There were 2 I I raters in the British Isles and
122 raters in the U.S.A.) The shaded area

shows the spread of the mean scores of the
different training centres in the U.K. The
shapes of the profiles of syndrome scores of
the U.K. raters are not significantly different
from each other, but within this overall simil
arity of pattern there are significant differences
on some of the individual syndromes. The most
striking instance is Glasgow, which scores
higher than the rest on syndromes i, excitement,
and so, conceptual disorganization.These
high scores are presumably related to another
feature of raters trained in Glasgow, a prefer
ence for a diagnosis of mania for this patient.
The profileof the American ratersis fairly
consistently above that of the British Isles raters.

Figure 2 representsthe profilesfor Mr. B.
(There were 205 ratersin the BritishIsles
but only i@ raters in the U.S.A.) The profile
shapes here are even more similar than those
for Mrs. A, but even within thisfairlynarrow
range of variation(shown on Fig. 2 by the
shaded area) there are some significant differ
ences between some of the centreson the mdi
vidual syndrome means, in that the means
of the Maudsley-trainedratersare consistently

were specified as â€˜¿�hystericalpersonality' and
72 per cent of those under â€˜¿�neurosis' were

specified as â€˜¿�hystericalneurosis' so there is a
high degree of agreement on some use of the
term â€˜¿�hysterical'.This isof particularinterest
because it was this tape which produced the
widest disagreement between the BritishIsles
and the U.S., where 69 per cent of raters made
a diagnosis of schizophrenia. The commonest
diagnoses in the U.S.A. were schizo-affective
psychosis and paranoid schizophrenia, although
22 American psychiatrists said that they pre

ferred to use â€˜¿�pseudo-neuroticschizophrenia'
(a term not recognized in the International
Classification).

The significance of these findings must be
seen against the psychiatrists' rating of confi
dence in their diagnosis. If the psychiatrist
had considered that insufficient information was
available on each tape to make a confident
diagnosis the results would have little meaning.
In fact, for Mrs. A over 70 per cent of psychia
tristsateach centrewere eitherâ€˜¿�quiteconfident'
in their diagnosis, or â€˜¿�reasonablyconfident'
(rating of i and 2 on a scale of 5â€”5),and in
four out of the seven centres well over 8o per
cent indicated this. For Mr. B and Mr. F over
75 per cent at each centre and over 8o per cent
at six centres indicated similar degrees of
confidence.
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Fia. i.â€”Inpatient multidimensional psychiatric scale. Mean symptom profiles of patient Mrs. A for raters from
U.K. centres of training.
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low, and those of the Glasgow raters consis
tently high.

Figure 3 shows the profiles for Mr. F, on
whom there was most diagnosticagreement
within the British Isles and least between the
British Isles and the U.S.A. (There were i@4
raters in the British Isles and 134 raters in the
U.S.A.) Again the profiles from British Isles
centres are more or less parallel, but for this
tape the differences between the group mean
scores of the syndromes are not significant.
The raters in the U.S.A. once again rated
symptoms on the whole more severely than
the ratersin the BritishIsles.Thus, in contrast
to the dissimilarity of the diagnoses between
the U.S.A. and the British Isles for this patient,
there is a marked similarity of symptom pattern.
Psychiatrists in both countries seem to perceive
thesame groups ofsymptoms, but theyinterpret
them in a different way. It was thought possible
that the severity of the symptoms, rather than
their pattern, could be concerned in this
American tendency to diagnose schizophrenia
(Kendell eta!., 1971), but for both the American

and the British raters there was no relationship
between diagnoses and different levels of rating.

The eject of personal characteristics of the raters
Age did not have any relationship with

diagnostic habits for these video-tapes. Examina
tionof type ofwork againstdiagnosisproduced
only one significant finding, in that the psychia
trists whose main experience was in mental
hospitals were more likely to make a diagnosis
of schizophreniafor Mrs. A than those whose
main experiencewas inUniversityDepartments
of Psychiatry.This does not seem to be simply
theeffectoftraining,sincea similarexamiri*tion
of diagnosisagainstplaceof the firstfouryears
of experience in psychiatry showed only a
trend of the same type that did not reach
significance.

For the IMPS syndrome scores,however,
a number of significant effects emerged for
place of training, age, and type of work.
The most consistent finding was that raters
trained at the Maudsley rated at a lower level
than the rest. Taking all three tapes together

KEY -

@E@LLU@MEAN

OVERALLUS MEAN -. . -

@@NGEOF UK MEANS
FORIRA@NG CENTRES
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Fio.3.â€”Inpatientmultidimensionalpsychiatricscale.Mean symptomprofilesofpatientMr. P forratersfromU.K.
centres of training.
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(giving ten syndrome scores for each of the
tapes), the mean score for Maudsley-trained
raterswas lower than the mean score for all
other BritishIslesraters,in 26 of the totalof
30 syndrome scores. This difference reached a
significantlevel in i@ of these 26 instances
(seven being at a significance level of less than

i per cent).

Dividing the raters into two groups by age
(over 40 years and under 40 years) showed that
there was a clear tendency for the older raters
to rate higher than the younger. This was seen
in its most striking form by a further comparison
of those under 35 years with those over 49
years. Taking all three tapes together,the
raters over 49 years old rated 22 of the possible
30 syndromes higher than the raters under
35 years, and this difference reached a signifi
cant level in g of the 22 instances. Six of these

significant differences occurred in the tape of
Mrs. A, the woman who described symptoms
suggesting both affective and schizophrenic
illness, and who obviously posed a difficult
diagnostic problem.

Further examination of the ages of the various
groups of raters shows that age and place of
training are not independent. For instance,
of the Maudsley-trained raters, 25 per cent
are under 35 years but only 7 per cent over
50 years,as against7 per cent and 17 per cent
respectively for the raters trained in mental
hospitals (the difference in syndrome score
levels is greatest between these two groups).

This makes it necessary to examine the
ratings for the effects of age and place of first
four years of training separately. Table V
sets out some of the necessary comparisons in
summary form for the tape of Mrs. A. Similar

T4@a11V

Djfferences in group mean s@yndromescoresof raters on the I.M.P.S.for age, and place offrstfouryears ofp@ychiatry. Video
tape of Mrs. A.

(Where the group mean @â€˜¿�yndromescore of the second named in each column is greater than the first, the significance of the
difference by student's t-test, is shown by (+) for not significant, + for p < o.os, + + for p < o.oz, + + + for
p < @ooi The converse is shown by a negative sign.)
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but less marked differences are found for the
other two tapes. Column I shows the difference
between Maudsley and mental hospital trained
raters in the most obvious form, since the effects
of both age and training are present together.
Column 2 compares Maudsley-trained raters
under 35 years with all other raters in the
same age group, and column 3 compares the
middle-aged Maudsley (@@â€”i@years) with the
middle-aged non-Maudsley raters. It is evident
that even when age is allowed for the Maudsley
trained raters still rate at a lower level than
the others. This effect of place of training is
greatest between psychiatrists trained at the
Maudsley and those trained at mental hospitals,
with those trained at other University Depart
meats and undergraduate medical schools
being intermediate. Column 4 shows that age
alone has an influence amongst the non
Maudsley trained raters, although the differ
ences here are not so obvious as in the other
column. Only three Maudsley-trained raters
were over 50 years, so it was not worthwhile
comparing them with the younger Maudsley
trained raters. Insufficient raters were available
from each centre of training to allow a full
examination of the relative importance of these
effects upon rating behaviour, but these ex
amples serve to establish that at least two im
portant influences, age and place of training,
can be identified.
When consideringeitherMrs. A or allthree

tapes together, no particular syndrome is
repeatedly affected, and the significant differ
ences keep appearing for different syndromes.
These are best regarded as very general rating
tendencies which are likely to affect the rating
of any type of symptom, given the conditions
oftheseexperiments.

Finally, examination of the type of work
against the IMPS syndrome scores showed that
psychiatrists whose main experience was in
psychotherapy had a marked tendency to rate
higherthan therest.Taking thesyndrome scores
for all three tapes,they rated higher in 24
of the 30 possible instances, and the difference
reached a significant level in 5 of these. These
two groups showed no significant differences
in age.

(e) Diagnoses and IMPS .@yndromescores
As might be expected, raters who make a

diagnosis of schizophrenia also make higher
ratings on certain syndromes than those who
make other diagnoses. For Mrs. A, this is the
case at a very significant level (p < .@i or less)
on syndromes 3, paranoid projection ; 5,
perceptual distortion (which includes auditory
hallucinations) ; and io, conceptual disorgan
ization (which includes items relevant to
schizophrenic thought disorder).

In view of the previously noted tendency of
Maudsley-trained raters to rate low, the associa
tion in American psychiatrists of high rating
with a diagnosis of schizophrenia suggests
the possibility that Maudsley raters would
tend to avoid a diagnosis of schizophrenia.
However, the proportions of diagnoses made
according to the centres of training listed
in Tables IIâ€”IVshow that this is not the case.
The Maudsley-trained raters had no special
tendency to avoid a diagnosis of schizophrenia.
This suggests that there is a specific low-rating
tendency associated with a Maudsley training
but notassociatedwith any particulardiagnostic
habits, at least for these three tapes.

DIscussIoN

These studies were undertaken because
surprisingly little is known about the rating
behaviour and diagnostic habits of psychiatrists.
The need for more information is made partic
ularly urgent by two developments in psychiatry
in the last decade or so. First, effective psycho
tropic drugs are now available, but unless the
patients upon whom drugs are tested are des
cribed and diagnosed by reliable and repeat
able methods the results of therapy cannot
be communicated to other workers with
any confidence. Secondly, the fundamental
importance of epidemiological studies is at
lastbeing recognized,and these also depend
upon reliable and repeatable procedures for
symptom rating and diagnosis.

In spiteof the presentstateof comparative
ignorance, there is no need for a particularly

pessimistic outlook when considering the relia
bility of diagnostic procedures in psychiatry.
It is easy to obtain a fairly gloomy overall
picturefrom studiesand reviewssuch as those
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by Beck et al. (1962), Kreitman (Ig6I) and
Zubin (1967), but in the studies reviewed
by these authors the diagnosticians were taking

few precautions to avoid major sources of
variation. More recent work (Wing et al., 1967;

Kendell et al., 1968; Cooper et al., 1969, 1970;
Goldberg et al., â€˜¿�970)shows that when special
steps are taken to avoid the most obvious
sources of inter-observer variation, for instance
by using standardized interview schedules
and agreed glossaries of diagnostic terms,
satisfactory levels ofreliability and repeatability
of the various stages of the diagnostic process
can be achieved.

The IMPS schedule and associated procedures
used in these studies represent a fairly crude
level of standardization in that the raters were
untrained and the interview was not geared
in detail to the contents of the IMPS schedule.
Nevertheless, the avoidance of technical psy
chiatric terms achieved by definition of the
items in everyday language removes home of
the major sourcesofvariationbetween raters.
We believe that the IMPS represents a satis
factory practical compromise which allows
studiesof ratingbehaviourto be done on a
comparatively large scale without making

impracticable demands on the raters' time.
The generalizationsthatcan be made from

this study are limited by both the size and nature
of the audiences and the number of video
tapes. Since each patient had very different
symptoms, it was not always possible to con
firm a trend in the rating of a particular
symptom across all three tapes or to study
the effects of the presence of one group of
symptoms on the perception of another. An
additionalproblem isinstancedby thefinding
that occasionally a symptom rated highly on
two of the tapes was rated lower than average
on the thirdby the same group ofpsychiatrists.
Such unexplained inconsistenciesbetween
ratings on different tapes point to the dangers
of assuming that the resultsfrom a single
video-tape have necessarily a simple explana
tion or that they can be widely generalized.
It must also be remembered that agreement
between raters may be deceptive and due
merely to patientsshowing eithervery slight
or very marked degreesof a symptom. In spite

of these cautions, we consider the findings here
are important, since they are dear-cut and
consistent and a large number of psychiatrists
took part from all over the British Isles.

In this paper, discussion is inevitably centred
around the differences between the psychiatrists,
but this must not be allowed to obscure' the
overall conclusion that there is quite good
diagnostic agreement between the various
groups; in comparison to the differences be
tween American and British raters, these
differences within the British Isles are quite
small. Of the British centres of training,
Glasgow seems to be the most atypical. This
confirms some of the findings of Sandifer
et al. (1968) who, too, noted that raters in the
Glasgow area differed in some of their diagnostic
habits from a group of London psychiatrists.
It cannot be said that any particular school of
psychiatry is right or wrong in the diagnostic
habits it inculcates, but it is clear that influential
schools of teaching do exist and that they have
lasting effects upon their trainees.

The differences that emerge between the
various groupings of the psychiatrists on the

IMPS syndrome mean scores are of particular
interest, and none of them had been forecast.
In view of the non-technicallanguage of the
IMPS ratings, it is perhaps surprising that the
most consistent and clear-cut differences be
tween psychiatrists occurred on IMPS syndrome
scoresrather than on diagnoses.The general
levelof ratingis likelyto be affectedby the
rater'sattitude towards illnessand health
and what isnormal and abnormal, and these
findings show clearly that differences in such
attitudes are associated with differences in
psychiatric (postgraduate) training as well as
with the more personal attribute of age. The low
rating tendency of psychiatrists trained at
the Maudsley Hospital and Institute of Psy
chiatry is general and fairly consistent, affecting
the appreciation of all types of symptoms.
No obvious explanationfor thisfindingcomes
to mind: it is certainly not due to exposure
to a largenumber ofseverelyillpatientsduring
the trainingperiod, which might have been
put forward as a possible explanation had the
psychiatrists trained in mental hospitals emerged
at the bottom of the ratinghierarchy.Itcould
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be that this high rating threshold is produced

by the academic orientation and the compara

tively generous proportion of time spent on
detailed clinical teaching that characterizes
the Maudsley training programme, in that
the trainees are influenced to become more
careful and more conservative in their a@ess
meats.

The mere finding of these rating trends,
however, is of great interest It is important
to know that they exist and to search for others,
since the rating of symptoms is a necessary
procedure in many types of research, as well
as giving some indication of the judgements
and perceptions concerned in the diagnostic
process. It is also necessary to learn how to
manipulate rating behaviour by varying both
the nature of the ratings and the conditions
under which the ratings are made.

Clinical teaching and practice will rest
upon a more secure foundation when both
pupils and teachers alike have some under
standing of the influences that affect the per
ceptions and judgements underlying their
diagnostic decisions.

Susswu@v
Some 200 psychiatrists at seven different

centres in the British Isles made diagnoses
and ratings of symptoms and behaviour (using
Lorr's IMPS) on three video-tapes of psychia..
tric interviews. Compared to large diagnostic
differences demonstrated in other studies on
the same video-tapes between British and
American psychiatrists, there was quite good
diagnosticagreementbetween thepsychiatrists
when grouped by theirplace of training.Only
Glasgow stoodout,in thatpsychiatristswho
trained there had a significant tendency to
make a diagnosis of affective illness in one of

the tapes where the choice of diagnosiswas
betweenaffectiveillnessand schizophrenia.

On the IMPS ratingsof symptoms and be
haviour, Maudsley-trained psychiatrists had
a significantgeneral tendency to rate at a
lower levelthan the rest.In addition,older
psychiatrists rated significantly higher than
younger psychiatrists, irrespective of their
place of training, as did those with psycho
therapeutictrainingand experience.

The comparative dearth of knowledge about
the rating and diagnostic behaviour of psychia
trists is emphasized, and a plea is made for
more studies of the effect of different methods
and conditions upon these fundamental pro
cesses.
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