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\s=b\In preparing for the 10th revision of the International
Classification of Diseases (ICD-10), the Division of Mental
Health of the World Health Organization organized an in-
ternational field trial to help evaluate draft clinical descrip-
tions and diagnostic guidelines that were produced to facil-
itate use of the chapter dealing with mental and behavioral
disorders. These clinical guidelines were prepared in equiv-
alent versions in most of the world's widely spoken lan-
guages. The field trial aimed to obtain data that would help
in assessing whether the classification fits the diagnoses
made in different countries, whether it is easy to use, and
whether psychiatrists after a short period of familiarization
with the classification can reach agreement about their di-
agnoses and classification. The field trial was carried out at
112 clinical centers in 39 countries by 711 clinicians who
conducted 15 302 individual assessments. The trial included
joint clinical assessments of patients and case history ex-

ercises. The results of the joint assessment part of the trial
are reported here. Most clinicians reported that the draft
document was easy to use and that the classification
provided a good fit for the vast majority of the clinical con-
ditions encountered. While interrater reliability was satis-
factory for most categories, some (for example, those deal-
ing with personality disorders) were somewhat difficult to
use, and reliability of assignment for those was lower. The
trial demonstrated that the ICD-10 chapter dealing with
mental and behavioral disorders is on the whole suitable for
general use. It provided valuable indications about changes
needed for subsequent versions and demonstrated the fea-
sibility of large-scale international research on classification
and diagnosis in psychiatry.

(Arch Gen Psychiatry. 1993;50:115-124)

Since its creation some 100 years ago, the International
Classification of Diseases (ICD) has been periodically

revised to incorporate new knowledge. The current, 10th
revision (ICD-10) is expected to remain in use for at least
two decades. The 10-year period between revisions was
found to be too short because the variety of activities—
including translations into the national languages of the
World Health Organization (WHO) member states, train¬
ing of staff, and establishing linkage between the statisti¬
cal systems using the two revisions to allow longitudinal
analysis—that have to be undertaken to introduce a new
revision require considerable time and involve sizable ex¬

penditures. The introduction of the classification into
medical teaching also dictates a longer "life" of the
revisions: as many medical students as possible should be
taught about a classification they will use in practice rath¬
er than about its previous version.

The process of developing proposals for the chapter on
mental disorders in ICD-10 has benefited from the promo¬
tion of standardization of psychiatric diagnoses and clas¬
sification,1-2 the development and acceptance of opera¬
tional diagnostic criteria in several countries,3"7 the devel¬
opment and testing of internationally applicable assess¬
ment instruments,8"10 and lexicons.1112 The interest that was
awakened in classification and the large networks dealing
with classification that came into existence made it possi¬
ble to involve experts from numerous countries in the for¬
mulation of plans for work on the classification, in the
drafting of the various texts, in commenting on them, and
in testing the classification under field conditions. The
background to the development of chapter V of ICD-10 and
the field trial protocol have been described elsewhere.13

The ICD-10 is being prepared in several versions to serve

multiple purposes. For example, the field trial reported
herein evaluated a draft of the clinical descriptions and di¬
agnostic guidelines, the version envisioned as being most
relevant to clinicians in clinical settings. Other versions of
the ICD-10 chapter on mental and behavioral disorders are

being prepared for use in research settings (diagnostic cri¬
teria for research) and for use in primary health care set¬
tings. While these versions differ in the degree of detail and
specificity they provide for each of the diagnostic catego¬
ries, they are all compatible with one another. (Note: Di¬
agnostic code numbers and descriptive titles used
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throughout this report, including those in the tables, are

based on the June 1987 draft version of ICD-10 chapter V,
"Clinical Descriptions and Diagnostic Guidelines." Subse¬
quent revisions have resulted in several changes in code
numbers and descriptive diagnostic titles.)

This report summarizes the results of field tests of the
clinical descriptions and diagnostic guidelines for use of
the classification of mental disorders contained in ICD-10.
More detailed examinations of the data collected will be
carried out by the regional field trial coordinating centers
(FTCCs), which are preparing publications of results from
the centers whose work they coordinated. These centers
usually shared both language and classificatory traditions,
allowing analyses that would be difficult to interpret if
based on the whole group of centers participating in the
trials.

GOALS OF THE CLINICAL FIELD TRIAL
The goals of the clinical field tests of the classification were as

follows:
1. To assess whether the guidelines accompanying the catego¬

ries can be easily understood and used by clinicians in different
countries and different types of mental health services;

2. To establish whether the classification contains categories
suitable for dealing with cases seen in practice in different coun¬
tries ("goodness of fit"); and

3. To establish whether the classification can be used reliably,
ie, whether different clinicians can reach agreement on which
categories should be used for particular cases.

The field trials also tested the feasibility of a large-scale trial of
a diagnostic and classificatory system conducted in different cul¬
tural settings, in different languages, and by clinicians belonging
to different schools of psychiatry.

PROTOCOL OF THE CLINICAL FIELD TRIAL
The protocol for the clinical field trial was prepared by a group

of consultants and WHO staff, and details of the protocol are pre¬
sented elsewhere.14 Briefly, the design and data-collection proce¬
dures in the trials were kept simple to facilitate translation and
wide participation of clinicians in a variety of settings and coun¬
tries. An intial period of familiarization was set aside during
which the clinicians conducted practice assessments to become
familiar with the study protocol, with the draft chapter (1987 ver¬
sion) describing the categories,15 and with the study forms. Fol¬
lowing the familiarization phase, two or more clinicians at each
clinical center were asked to independently (ie, without discuss¬
ing the case) evaluate patients who presented with new clinical
episodes during the joint assessment phase of the trial. The pro¬
tocol permitted these assessments to be conducted either as joint
interviews, with one assessor serving as the interviewer and the
other(s) as observer(s), or as case conferences, in which one clini¬
cian interviewed the patient and presented the case to other as¬
sessors. The protocol encouraged the assessment to be based on
the current clinical interview, which covered at a minimum the
history of the present episode, a mental status examination, and
personal, family, medical, and psychiatric history. In any event,
assessors were asked to derive and report their diagnostic assess¬
ments independently from those of other assessors. This report
presents results of comparisons of clinician assessments during
the joint assessment phase of the trial. The assessments related to
case histories will be reported separately.

WORLDWIDE FIELD TRIAL PARTICIPATION
Overall, 711 clinicians at 112 clinical centers in 39 countries, co¬

ordinated by 12 regional FTCCs, conducted 15302 assessments.
The centers were selected on the basis of their national and inter¬
national reputation, their previous work on classification, their
willingness to follow the protocols describing the trial, and the
prospect of their continuing involvement in this area of work.

Table 1.—Joint Assessment Phase of the WHO ICD-10
Clinical Field Trials*

Country Centers Clinicians Patients Assessments

Australia
Bahrain
Belgium
Brazil
Canada
China
Colombia
Czechoslovakia
Denmark
Egypt
France

Germany
Greece
India
Italy
Japan
Republic of Korea

Luxembourg
Mexico
The Netherlands
New Zealand
Nigeria
Norway
Pakistan
Peru
Poland
Romania

Spain
Sudan
Sweden
Switzerland
Turkey
United Kingdom
United States

Uruguay
Total

2 7

1 3

1 2
3 10
6 39
2 6
1 2
1 4

2 31

1 4

5 16

5 71

1 2

8 22

1 9

5 61
1 7
1 2

1 4

1 2

2 8

1 3

1 4

3 18

1 3
2 10
1 7

7 52

1 2

1 2

3 11
1 7

11 66
12 63

1 8

97 568

51
34

5
72

239
92
20
20
41

48

170

39
19

168

25

109
39
20
20
25
76

24

20

102
20
40
55

145
12

20

67
25

296
272

30
2460

177
102

10
226
716
184
40
80

251

163
581
327

38
386
225

1257
227

40

80
50

221
72
80

282

40
148

184

467
24
40

184

175
921

1135
143

9276
*WHO indicates World Health Organization; ICD-10, International

Classification of Diseases, 10th Revision.

Clinical centers in countries on all continents took part in the
study. A total of 568 clinicians at 97 clinical centers in 35 different
countries participated in the joint assessment phase of the trial
(Table 1). They made 9276 assessments of 2460 different patients,
both males and females, with a broad range of ages (Table 2).
Males and females were approximately equally represented in the
field trial. About 7% of those evaluated were under age 19 years,
and about 8% were aged 65 years and older.

Each clinician was asked to identify independently only one
main diagnosis for each patient. If clinicians felt it was necessary,
they could record up to two additional subsidiary diagnoses that
would allow them to describe the clinical picture of the patient
better. Clinicians were further told that they could record an "al¬
ternative to main" diagnosis if they had a reasonable doubt about
the main diagnosis they listed. They were also allowed to record



Table 2.—Age and Gender of Patients in Joint
Assessment Phase

Patients, No. (%)
 -1

Age, y Male Female Unknown Total
<19 93(3.8) 84(3.4) 0(0.0) 177(7.2)
19-34 558(22.7) 448(18.2) 0(0.0) 1006(40.9)
35-64 439(17.8) 518(21.1) 0(0.0) 957(38.9)
>65 88(3.6) 109(4.4) 1(0.0) 198(8.0)
Unknown 6(0.2) 5(0.2) 111(4.6) 122(5.0)
Total 1184(48.1)1164(47.3) 112(4.6) 2460(100.0)

up to two "alternative" subsidiary diagnoses. It was therefore
possible for a clinician to record up to six different diagnostic
codes for each assessment, although there was no obligation to
record more than one diagnosis. Among the 9276 assessments,
4688 (50.5%) listed only a main diagnosis, 1812 (19.5%) recorded
a main diagnosis plus one or two subsidiary diagnoses, 1555
(16.8%) listed a main and an alternative main diagnosis but no

subsidiary diagnoses, while the remaining 1221 (13.2%) assess¬
ments had some other combination of diagnostic codes listed.
Overall the mean number of diagnoses per assessment was 1.74
(SE, 0.01).

METHODS FOR ASSESSING INTERRATER
DIAGNOSTIC RELIABILITY

Assessing interrater reliability of the draft ICD-10 was an im¬
portant objective of the clinical field trial, since a critical feature
of any diagnostic system is the degree to which clinicians can
concur on diagnostic assessments. Unfortunately, no completely
satisfactory statistical method of estimating interrater reliability
exists.16"20 We report  coefficients, one widely used method for
evaluating interrater reliability. The overall  coefficients pre¬
sented were calculated according to the procedures proposed by
Mezzich et al21 for the assessment of agreement among several
raters. While three different series of  calculations were made ([1 ]
agreement between main diagnoses only, [2] agreement between
the main diagnosis by one rater and any other diagnosis [ie, main,
alternative, or subsidiary diagnosis] by other raters; and [3]
agreement among all diagnoses given by all raters), only  values
for agreement between main diagnoses are presented in this re¬

port, since these values provide the most conservative estimate of
interrater reliability. Other values may be reported by the region¬
al FTCCs. The  coefficients presented here only indicate the lev¬
el of agreement between multiple raters for the categories spec¬
ified and do not apply to subcategories, since base rates of these
disorders and the number of assessments differ. In view of the
dependence of  values on base rates, coefficients are presented
only for categories that were used as a main diagnosis at least once
for at least 20 different patients.

AGREEMENT ON ASSIGNMENT OF DIAGNOSES
The arrangement of ICD-10 is such that all diagnoses are first

grouped in 10 "two-character" groups (eg, all F2 schizophrenic
disorders). These groups are then subdivided into "three-
character" groups (eg, F20 Schizophrenia), which are then subdi¬
vided into "four-character" categories (eg, F20.0 Paranoid Schizo¬
phrenia). Further subdivisions (eg, by course) are provided on the
five-character level.

Interrater agreement can be calculated on any of these levels.
Agreement on the two-character level is of relatively low interest
when data obtained from psychiatric assessments are compared
(clinical psychiatrists usually make diagnoses at the four-
character level, eg, F20.0 Paranoid Schizophrenia). Agreement at
the two-character level does, however, provide an indication of
the manner in which the gross subdivision of mental disorders

should be organized (eg, for primary health care workers).
Groups of two-character and three-character codes combine
related categories, and  coefficients at these levels tend to be
higher than for the more specific four-character categories since
they are ignoring some differences in diagnostic disagreement
(Table 3). For the two-character categories, the lowest  coefficient
was .51 for the F6 category, which included personality disorders,
personality trait accentuation, disorders of gender identity, habit
and impulse disorders, and disorders of sexual preference. All
other two-character  coefficients were .74 or above. The  coef¬
ficient for the F8 Developmental Disorders (.76) is not shown,
since this group of disorders was used as a main diagnosis for
only 10 patients.

Table 3 also presents  coefficients for the 31 three-character
categories used for main diagnosis of at least 20 patients. No
three-character categories were used for main diagnosis of 20 or
more persons in the F8 group, reflecting the small number of
children included in the field trial. Low agreement ( <.40)
occurred for four groups: (1) F28 Other Non-organic Psychotic
Disorders, (2) F34 Persistent Affective States, (3) F35 Other Mood
(Affective) Episodes, and (4) F61 Personality Trait Accentuation.
Reasons for these lower levels of agreement, described below in
more detail, were mainly linked to formulations that were revised
in more recent versions of the ICD-10 Clinical Descriptions and Di¬
agnostic Guidelines.

AGREEMENT ON FOUR-CHARACTER CATEGORIES
At the four-character level, 55 categories were used for main

diagnosis of at least 20 patients (Table 3). Among them, the low¬
est  values were obtained for some affective disorders (eg,
organic depressive disorders, for which raters disagreed about
the importance of the organic factors in the etiology), for several
newly introduced categories (eg, harmful alcohol use, mixed
anxiety depression states, and somatization disorder), and for
some categories whose borders changed because of the introduc¬
tion of other categories (eg, hypochondriacal disorder). Agree¬
ment on personality disorder categories was also low, which may
be due to different procedures psychiatrists had for recording
main diagnoses.

It is probable that agreement on the new categories will grow
as clinicians become more familiar with the concepts on which
they are based. Nevertheless, for categories with a lower  value,
the instructions were improved and made clearer, and where this
was not possible the category was omitted. Hazardous use of al¬
cohol (F10.1, with a  value of .40 when used as main diagnosis
for 14 patients, not shown in Table 3) was a category, for exam¬

ple, that was omitted from ICD-10 because difficulty in defining
it clearly opened it to misuse.

Since these clinical descriptions and diagnostic guidelines will
be used primarily in clinical practice, clinicians participating in
the field trial were asked to rate factors likely to be relevant to the
use of ICD-10 in clinical settings. For each diagnostic assessment
clinicians were asked to rate (1) goodness of fit, (2) confidence in
use of diagnosis, (3) ease or difficulty of diagnosis, and (4) ade¬
quacy of clinical description and diagnostic guidelines. In relation
to the main diagnosis, clinicians were to rate the assessment as (1)
"very good fit," if the category could very well accommodate the
case, with most main symptoms being prominent, major addi¬
tional symptoms absent, and alternative diagnoses improbable;
(2) "good fit," if some main symptoms were prominent and the
temptation to use an alternative category was not very strong; (3)
"poor fit," if the description of the category did not accommodate
the case properly; (4) "difficult differential diagnosis," if symp¬
toms were such that assignment could be made to two or more

categories; or (5) no fit, if the case was "not covered" by any cat¬
egory in ICD-10. The confidence rating was used to express how
confident the clinicians were about their main diagnosis for each
patient, scored as (1) "very confident," (2) "moderately confi¬
dent," or (3) "low level of confidence." Clinicians also rated
whether the application of the ICD-10 descriptions in making
their diagnosis for a patient was (1) "very easy," (2) "moderately



Table 3.— Coefficients of Codes for Main Patient Diagnoses Only*
Clinician Ratings, %

 

Code and Disorder
No. of

Patients

Very
Good or
Good Fit

Very Confident
or Moderately

Confident

Very Easy
or Moderately
Easy Diagnosis

Good or

Adequate
Description

FO Organic Mental Disorders .78 224 80.8 89.9
F01 Dementia in Alzheimer Disease .81 67 90.7 95.8

F01.0 Dementia in Alzheimer, Senile Onset .87 40 92.3 95.7
F02 Dementia in Cerebrovascular Disease .74 34 82.6 94.1
F06 Other Brain Disease, Damage, Dysfunction .50 81 74.3 87.3

F06.2 Organic Delusional/Schizophrenic-like .55 30 75.3 89.1
F06.3 Organic Depressive State .27 23 81.6 84.4

F07 Organic Personality Disorder .53 42 75.3 86.4
F07.0 Organic Personality Disorder .37 24 80.4 92.2

F1 Substance Use Disorders .80 230 85.2 95.7
F10 Alcohol Use Disorders .82 141 87.1 96.3

F10.2 Alcohol, Harmful Use .30 28 76.0 85.7
F10.3 Alcohol, Dependence Syndrome .70 68 90.2 98.6
F10.4 Alcohol, Withdrawal State .72 30 94.7 98.6

FI 2 Opioid Use Disorders .79 22 85.4 100.0
F12.3 Opioid Dependence Syndrome .77 20 85.0 100.0

F18 Volatile Inhalant Use Disorders .45 45 77.4 91.5

F2 Schizophrenic Disorders .82 733 82.5 91.8
F20 Schizophrenia .81 490 89.8 96.8

F20.0 Paranoid Schizophrenia .73 308 93.5 98.4
F20.1 Hebephrenic Schizophrenia .65 84 89.6 96.1
F20.2 Catatonic Schizophrenia .39 27 82.7 95.3
F20.3 Undifferentiated Schizophrenia .43 117 81.8 93.6
F20.5 Residual Schizophrenia .59 63 85.3 95.0

F21 Schizotypal States .47 101 69.8 81.3
F21.0 Schizotypal Disorder (Latent Schizophrenia) .37 79 71.0 81.0
F21.1 Simple Schizophrenia .50 26 67.9 83.9

F22 Persistent Delusional Disorders .63 117 77.1 88.9
F22.0 Delusional Disorder (Paranoia) .62 83 85.1 92.3
F22.8 Other Persistent Delusional Disorders .37 39 52.2 77.8

F23 Acute/Transient Psychotic Disorders .65 146 71.0 86.0
F23.0 Acute Delusional Episode .44 47 81.2 90.4
F23.1 Psychogenic Delusional Disorder .52 54 82.9 90.6
F23.2 Schizophrenic-like Episode .37 50 73.0 90.0
F23.8 Other Acute Psychotic Disorder .30 42 42.9 71.4

F28 Other Non-organic Psychotic Disorders .13 27 43.8 56.3

F3 Mood (Affective) Disorders .77 1002 83.7 92.4
F30 Manic Episode .69 53 85.1 90.8
F31 Depressive Episode .66 343 81.8 91.2

F31.0 Severe Depressive Episode .66 215 87.3 94.4
F31.1 Mild Depressive Episode .42 165 72.7 87.1

F32 Bipolar Affective Disorders .81 259 92.5 96.9
F32.0 Bipolar Disorder, Currently Manic .77 136 94.9 97.2
F32.1 Bipolar Disorder, Currently Depressed .73 71 91.0 98.3
F32.2 Bipolar Disorder, Currently Mixed .38 57 81.3 91.9
F32.3 Bipolar Disorder, Currently in Remission .71 40 96.4 98.1

F33 Recurrent Depressive Disorders .69 302 85.2 95.2
F33.0 Recurrent Severe Depressive Disorder .65 205 85.9 95.6
F33.1 Recurrent Mild Depressive Disorder .31 79 86.0 95.2
F33.2 Recurrent Depressive Disorder, Variable .31 82 83.1 94.7

F34 Persistent Affective States .35 117 76.5 85.7
F34.1 Dysthymia .36 101 75.7 86.4

F35 Other Mood (Affective) Episodes .32 50 58.4 80.8
F35.0 Other Affective Episodes .30 20 63.0 81.5
F35.1 Other Recurrent Affective Disorders .35 24 60.0 82.1

F36 Schizo-affective Disorder .48 148 75.7 87.3
F36.0 Schizo-affective Disorder, Manic Type .45 66 81.5 91.7
F36.1 Schizo-affective Disorder, Depressive Type .47 82 72.8 85.5

F4 Neurotic and Somatoform Disorders .74 507 79.8 90.2
F40 Phobic Disorders .63 49 83.5 89.7

F40.0 Agoraphobia .51 22 86.0 85.7
F40.1 Social Phobias .41 22 78.0 93.6

F41 Other Anxiety Disorders .55 143 77.6 89.2
F41.0 Panic Disorder .74 31 86.4 94.5
F41.1 Generalized Anxiety Disorder .48 67 82.1 92.2
F41.2 Mixed Anxiety and Depressive Disorder .23 69 67.7 82.6

85.3
92.3
91.4
85.3
84.6
89.1
91.2
83.0
88.2
88.9
90.0
85.7
94.6
92.0

100.0
100.0
84.3
85.9
92.3
95.4
90.1
83.7
86.1
90.8
73.5
72.2
80.4
84.4
88.5
71.6
75.1
83.3
78.7
81.4
49.1
40.6
86.4
91.9
84.6
89.9
77.0
94.5
95.0
93.0
93.0
97.1
87.4
87.8
85.8
86.4
77.6
76.3
64.0
70.4
57.5
80.9
82.9
81.0
82.8
84.5
85.4
83.0
83.5
87.7
88.2
76.1

89.0
89.4
90.0
92.2
88.4
91.9
96.7
90.5
93.9
93.4
94.5
85.3
98.6
98.6

100.0
100.0
92.5
92.4
95.8
97.2
94.4
91.1
94.1
94.8
91.4
91.9
92.2
85.9
90.0
69.7
88.4
86.9
92.9
95.8
75.0
69.0
90.9
92.5
88.4
91.6
82.7
95.8
96.7
96.1
90.4
98.1
90.8
89.6
92.0
93.8
87.9
87.2
81.2
77.3
79.5
91.9
95.6
89.6
88.3
91.4
88.1
95.7
89.5
85.5
96.0
84.7



Table 3.— Coefficients of Codes for Main Patient Diagnoses Only* (cont)
Clinician Ratings, %

Code and Disorder
No. of

Patients

 -
Very

Good or
Good Fit

Very Confident
or Moderately

Confident

Very Easy
or Moderately
Easy Diagnosis

Good or

Adequate
Description

F42 Obsessive-Compulsive Disorders (OCDs) .81 71
F42.0 OCD, Predominantly Obsessional Thoughts .66 32
F42.1 OCD, Predominantly Compulsive Acts .55 21
F42.2 OCD, Mixed Obsessional Thoughts/Acts .58 32

F43 Severe Stress/Adjustment Disorders .60 140
F43.1 Post-Traumatic Stress Disorder .62 23
F43.2 Adjustment Disorder .54 107

F44 Dissociative Disorders .70 65
F45 Somatoform Disorders .65 105

F45.0 Multiple Somatization Disorder .48 36
F45.2 Hypochondriacal Syndrome .31 30
F45.4 Pain Syndrome With Specific Organic

Cause .50 27
F48 Other Neurotic Disorders .78 26

F48.0 Neurasthenia (Fatigue Syndrome) .83 21

F5 Physiologic Dysfunction .91 67
F50 Eating Disorders .98 50

F6 Disorders of Adult Personality .51 250
F60 Personality Disorder .47 211

F60.2 Dyssocial Personality Disorder .47 39
F60.3 Impulsive Personality Disorder .21 39
F60.4 Histrionic Personality Disorder .12 38
F60.6 Anxious (Avoidant) Personality Disorder .29 29
F60.7 Dependent Personality Disorder .33 24
F60.8 Other Personality Disorder .26 53

F61 Personality Trait Accentuation .13 39
F7 Mental Retardation .77 30

F70 Mental Retardation .71 26
F9 Disorders of Childhood Onset .74 79

F91 Conduct Disorders .72 28

All Diagnostic Categories t 2460

90.6
95.2
87.3
88.8
74.3
70.0
75.9
73.7
82.5
89.2
80.4

83.6
78.1
82.7
79.9
81.3
68.3
67.9
87.3
74.1
72.3
89.1
67.6
26.8
59.6
96.6
95.9
71.4
86.7
81.5

97.5
98.4
94.1
98.8
87.8
91.5
88.7
86.6
89.7
96.4
84.3

94.5
96.8
98.0
87.7
86.7
83.1
82.9
96.8
89.8
74.4
88.5
72.4
74.2
85.4

100.0
100.0
80.8
96.0
91.1

96.0
93.5
96.1
97.6
81.6
78.7
83.1
71.5
80.9
89.2
80.4

78.2
84.4
90.4
82.8
79.6
73.3
72.3
92.2
74.0
69.8
90.4
65.5
45.5
65.9
92.9
91.3
70.1
85.3
84.6

96.6
94.4
97.9
97.2
84.5
83.7
84.2
78.0
90.9
88.0
89.6

93.4
93.7
96.2
78.8
77.6
80.7
78.9
86.9
82.0
77.5
88.5
82.8
52.4
84.6
93.0
95.7
85.7
91.5
89.9

'Diagnostic code numbers and descriptive titles are based on the June 1987 draft version of the International Classification of Diseases, 10th Re¬
vision (ICD-10), Chapter F, "Clinical Descriptions and Diagnostic Guidelines." Subsequent revisions have resulted in several changes in code num¬
bers and descriptive diagnostic titles.

tTwo-character overall  =.81, three-character overall  =.71, and four-character overall  =.59.

easy," or (3) "difficult." Finally, clinicians were asked to rate the
adequacy of the clinical descriptions and diagnostic guidelines in
general as (1) "good," (2) "adequate," or (3) "inadequate."

In addition to  coefficients, Table 3 also shows clinician
ratings for each diagnostic code. Overall, 81.5% of clinicians
indicated that the ICD-10 draft clinical descriptions provided
either a "very good" (43.5%) or "good" (38.0%) fit with the
selected main diagnosis. More than 90% of clinicians were
either "very confident" (47.1%) or "moderately confident"
(44.0%) in making the main diagnosis, and 84.6% stated that it
was "very easy" (42.2%) or "moderately easy" (42.4%) to use
the chapter. In relation to the selected main diagnosis, 45.3%
of clinicians indicated that the clinical descriptions and guide¬
lines were "good" and another 44.6% stated they were "ade¬
quate." These ratings together with the interrater agreements
provide additional confidence that the ICD-10 clinical guide¬
lines will be suitable for general clinical use.

SERIOUSNESS OF DIAGNOSTIC DISAGREEMENT
This version of ICD-10 will be used primarily by clinicians

who have responsibility for clinical management of patients. In
this context some differences in diagnostic agreement are less
important than others, since the clinical management may be
unaffected by small variations in diagnostic labeling—
differences that might be important in the conduct of research.
In the analysis of these data we also wished to assess the

degree of seriousness of diagnostic differences among clini¬
cians as further evaluation of the suitability of the overall
classification system in clinical settings. To do this a group of
experts (heads of FTCCs) were asked to rate the degree of
seriousness of difference between each pair of diagnostic codes
used in this study. The experts were asked to use a three-point
scale to evaluate whether they would consider such differ¬
ences among raters as (1) "miid," (2) "moderate," or (3) "se¬
vere." These expert ratings were then pooled to arrive at an

average rating for each diagnostic code pair. We then recom¬

puted  values of agreement (for main diagnoses only) to
evaluate interrater reliability (1) after combining mild disagree¬
ment (ie, clinically insignificant) with full agreement and
(2) after combining mild and moderate disagreement with
agreement.

For uncombined categories at the four-character level, four
groups had  coefficient higher than .75,31 had  coefficients from
.40 to .75, and 20 had  coefficients below .40. If "mild" disagree¬
ments among main diagnoses were disregarded in the computa¬
tions, 14 categories had  coefficients higher than .75, 35 had  

coefficients from .40 to .75, and six had  coefficients below .40.
If both "mild" and "moderate" diagnostic differences were dis¬
regarded, 46 categories had  coefficients higher than .75, the re¬

maining nine had  coefficients between .40 and .75, and none had
a  coefficient below .40. (Data are not shown but are available
from the authors on request.)



Table 4.—Twenty-one Diagnostic Categories With Low Interrater Reliability Coefficients
Main Diagnosis Clinician Ratings, %

Code and Disorder

 -" ;   -~~-1
No. of Unweighted Weighted Weighted Poor Low Difficult Inadequate

Patients   *  + Fit Confidence Diagnosis Description
F06.3 Organic Depressive State 23 .27
F07.0 Organic Personality Disorder 24 .37
FI 0.2 Alcohol, Harmful Use 28 .30
F20.2 Catatonic Schizophrenia 27 .39
F21.0 Schizotypal Disorder (Latent

Schizophrenia) 79 .37

F22.8 Other Persistent Delusional Disorders 39 .37
F23.2 Schizophrenic-like Episode 50 .37
F23.8 Other Acute Psychotic Disorder 42 .30
F32.2 Bipolar Disorder, Currently Mixed 57 .38
F33.1 Recurrent Mild Depressive Disorder 79 .31
F33.2 Recurrent Depressive Disorder,

Variable 82 .31
F34.1 Dysthymia 101 .36
F35.0 Other Affective Episodes 20 .30
F35.1 Other Recurrent Affective Disorders 24 .35
F41.2 Mixed Anxiety and Depressive

Disorder 69 .23
F45.2 Hypochondriacal Syndrome 30 .31
F60.3 Impulsive Personality Disorder 39 .21
F60.4 Histrionic Personality Disorder 38 .12
F60.6 Anxious (Avoidant) Personality

Disorder 29 .29
F60.7 Dependent Personality Disorder 24 .33
F60.8 Other Personality Disorder 53 .26

All 21 categories with low  values (<.4) 716 

All other categories 2300 
All diagnostic categories 2460 

.35

.51

.49

.46

.47

.62

.69

.68

.69

.76

.72

.43

.30

.38

.23

.61

.21

.25

40

50

43

.87

.89

.77

.83

.79

.91

.94

.90

.89

.90

.90

.79

.66

.89

.84

.73

.59

.55

63
68
62

7.9
13.7
12.0
9.6

18.6
26.9

15.7

38.6
8.8
7.9

10.3

15.0
25.9

17.5

16.7

13.7
16.7
23.4

9.1

26.5

33.8
16.7
8.6

10.0

15.6

7.8

14.3
4.7

19.0
22.2

10.0
28.6

8.1

4.8

5.3

13.6
18.5

17.9

17.4

15.7

10.2

25.6

11.5

27.6

25.8

14.3
7.9
8.9

8.8

11.8

14.3
16.3

27.8
28.4

18.6

50.9

7.0

14.2

13.6

23.7
29.6
42.5

23.9
19.6

26.0

30.2

9.6
34.5
54.5

23.2
13.9
15.4

3.3

6.1

14.7

8.9

8.1
30.3
4.2

25.0

9.6

8.0

6.3
12.8
22.7

20.5

15.3

10.4

18.0
22.5

11.5
17.2

47.6

14.1

9.2
10.1

'Weighted to disregard "mild" diagnostic differences.
tWeighted to disregard "mild/moderate" diagnostic differences.
    ß possible number of patients. Some rating scale scores were missing on some assessments.

FOUR-CHARACTER DIAGNOSTIC CATEGORIES WITH
LOWEST LEVELS OF AGREEMENT

Table 4 shows the diagnostic categories with the lowest  co¬
efficients (<.40) when the main with main diagnoses are com¬

pared using the draft chapter (column 2). To help assess the se¬
riousness of these interrater disagreements, the table also shows
 coefficients using the method of assessing seriousness of
disagreement described above, when "mild" diagnostic differ¬
ences are ignored (column 3), and when "mild/moderate" diag¬
nostic differences are ignored (column 4). Among these 21 cate¬
gories, 15 had  coefficients above .40 if mild differences were

ignored, and all 21 had  coefficients above .40 if mild and mod¬
erate diagnostic differences were ignored.

In an effort to further explore why these categories may have
resulted in low interrater agreement, the response of clinicians to
rating scales used to evaluate each assessment was also examined.
Table 4 lists the 21 diagnostic categories with the lowest level of
interrater agreement (ie, main vs main diagnostic agreement with
 <.40) and provides percentages of clinicians who gave a rating
of poor fit (column 5), low confidence in diagnosis (column 6),
difficulty making a diagnosis (column 7), and inadequate de¬
scription (column 8).

Predictably, lower  coefficients are, by and large, accompanied
by higher-than-average percentages of ratings of poor fit, low
confidence, diagnostic difficulty, and inadequacy of description.
For example, while 8.6% of diagnostic assessments with  values
of .40 or higher were rated as a "poor fit," for the 21 codes with
 coefficients below .40, the frequency of a rating of "poor fit" was
16.7% (column 5). The other expressions of clinician difficulty
were also higher for the codes with  values under .40 than for
diagnostic assessments with  values of .40 or higher. This rela¬
tionship did not exist uniformly, however. For example, F33.1
Recurrent Mild Depressive Disorder, with a  coefficient of .31,
had better ratings for three of the four measures shown in Table
4 than did the average of codes with  values of .40 or higher.

We looked at the correlation among the various rating scales to
evaluate whether they were reflecting highly similar dimensions.
The four rating scales were correlated with each other (their Ken¬
dall's  correlation coefficients clustered between .56 and .74—all
significantly different from zero or no correlation), but each rat¬
ing scale seemed to capture a somewhat different aspect of dif¬
ficulty expressed by clinicians.

Diagnostic categories whose description was considered inade¬
quate included F22.8 Other Persistent Delusional Disorders (30.3%
of clinicians found the description inadequate), F23.8 Other Acute



Psychotic Disorder (25.0%), F35.0 Other Affective Episodes (22.7%),
F35.1 Other Recurrent Affective Disorders (20.5%), F60.4 Histrionic
Personality Disorder (22.5%), and F60.8 Other Personality Disorder
(47.6%). These categories were given particular scrutiny in finaliz¬
ing the descriptions of the diagnostic guidelines.

Three codes (F22.8, F23.8, and F60.8) of the 21 with low  val¬
ues are "F_.8" codes; that is, "other" codes included to classify
patients who do not fit into more specific related categories. This
code is used to classify atypical or unusual presentations of clin¬
ical syndromes, and, not surprisingly, interrater agreement may
be lower for such categories. Comments on other specific catego¬
ries with low  coefficients follow:

F06.3 Organic Depressive State
Interrater differences were chiefly caused by disagreements

about attribution of the condition to an organic cause, since over
65% of diagnoses used in alternative assessments, where F06.3
was the main diagnosis, captured the depressive affect (F31 De¬
pressive Episode; F32.1 Bipolar Affective Disorder, Currently
Depressed; F33.0 Recurrent Severe Depressive Disorder; and
F34.1 Dysthymia).

F07.0 Organic Personality Disorder
A low level of interrater agreement was in part related to a lack

of consensus on whether or not the personality disorder of the
patient had an organic basis. F60.3 Impulsive Personality Disor¬
der was the most frequent alternate F60 code, but other person¬
ality disorder codes also competed as a main diagnosis for a few
patients. Various other F0 Organic codes, in particular, F06 codes,
accounted for most of the remaining disagreements. Clinicians
did not express particular difficulties with this category as
reflected by their ratings.

F10.2 Alcohol, Harmful Use
Over 14% of clinicians stated that "harmful use" of alcohol was

a difficult diagnosis to make, and 14.3% stated that they had "low
confidence" in their diagnosis (nearly twice the overall trial average
of 8.9%) when they made it. "Hazardous use" was described in the
draft chapter as "an occasional, repeated, or persistent pattern of use

...

which carries with it a high risk of causing future damage to the
medical or mental health of the user, but which has not yet resulted
in significant medical or psychological ill effects," while "harmful
use" was described as "a pattern of use which is already causing
damage to health." Apparently, this discrimination between "haz¬
ardous" and "harmful" proved to be difficult in many clinical sit¬
uations. The category of "hazardous use" of alcohol has been de¬
leted from ICD-10.

F20.2 Catatonic Schizophrenia
Clnicians gave more favorable ratings for this code than for the

average of other codes with  coefficients below .40. Alternative
codes used most frequently were paranoid schizophrenia, hebe-
phrenic schizophrenia, and schizoaffective disorder, depressive
type.

F21.0 Schizotypal Disorder (Latent Schizophrenia)
Clinicians expressed difficulties with this diagnostic category.

Over 18% stated that the category fitted the cases poorly, 19.0%
had "low confidence" in their diagnosis, and 27.8% expressed
difficulty with the diagnosis. These percentages are all about
twice the overall trial averages. The description of the category
was not satisfactory, since it left open to doubt whether schizo¬
typal disorder belongs to the group of schizophrenias and noted
that the disorder is "not clearly demarcated either from simple
schizophrenia or from schizoid or paranoid personality disor¬
ders" (which were most frequent among those in discrepant pairs
of ratings). The description of the category has been revised.

F23.2 Acute Schizophrenia-like Episode
The description of this category stated that the episode was

similar to schizophrenia except for the fact that the symptoms had
not been sustained for at least 1 month. Ambiguity about the du¬
ration of the symptoms may have contributed to poor interrater
reliability and the alternative selection of categories F20.0 Para¬
noid Schizophrenia and F20.3 Undifferentiated Schizophrenia,
which require a duration of at least 1 month.

F32.2 Bipolar Disorder, Currently Mixed
Most of the lack of interrater agreement seems to lie in judging

the affective state in the current bipolar episode, since F32.1 Bi¬
polar Disorder, Currently Depressed, accounted for 17.3% of oth¬
er main diagnoses, F32.0 Bipolar Disorder, Currently Manic, ac¬
counted for 16.4%, and F32.3 Bipolar Disorder, Currently in
Remission, accounted for an additional 11.8%.

F33.1 Recurrent Mild Depressive Disorder
In disagreements with this diagnosis, four other F3 categories

(F31.1 Mild Depressive Episode; F33.0 Recurrent Severe Depres¬
sive Disorder; F33.2 Recurrent Depressive Disorder, Variable; and
F34.1 Dysthymia) accounted for most of the alternative assess¬
ments. While the main clinical symptom, depressive mood, was

captured by all these categories, interrater reliability suffered be¬
cause of disagreement about recurrence, severity, and duration of
the depressive mood.

F33.2 Recurrent Depressive Disorder, Variable
As with F33.1 above, interrater reliability seemed to be ad¬

versely affected by disagreements in assessing recurrence, sever¬

ity, and duration of depressive symptoms.
F34.1 Dysthymia

Lower interrater reliability was related to the difficulty in dif¬
ferentiating dysthymia from F31.1 Mild Depressive Episode,
F33.1 Recurrent Mild Depressive Disorder, other degrees of
recurrent depression (F33.0 and F33.2), and anxiety symptoms
(F41.1, F41.2, and F43.2). These categories accounted for well over
half of the discrepant assignments.

F41.2 Mixed Anxiety and Depressive Disorder
The classification of diagnoses for patients exhibiting symp¬

toms of both anxiety and depression usually represents a chal¬
lenge for the clinican. The draft document suggested that this
category be used "when symptoms of anxiety and depression are
both present, but only to a mild or moderate degree (rot fulfill¬
ing the descriptions and guidelines for mild depressive disorder
F31.1, or recurrent mild depressive disorder F33.1), and wh  
neither is clearly predominate."15 Clinicians were instructed not
to use this category if symptoms of either anxiety or depression
were severe. The novelty of this category and the difficulty of
ruling out mild depression and deciding whether either depres¬
sion or anxiety predominates probably reduced interrater
agreement.

F45.2 Hypochondriacal Syndrome
Low confidence in applying this main diagnosis was expressed

by 15.7% of clinicians (compared with 8.9% overall). However,
clinicians did not report that this diagnostic category was difficult
to apply. The changes in the section of neurotic disorders as a
whole may have contributed to the difficulty of distinguishing
between this category and others in the same group.

F6 Personality Disorder Categories
As in other studies, difficulties in making a diagnosis of

personality disorders (eg, the assessment of course of the disor¬
der) resulted in lower agreement on the diagnostic assignment of
Disorders of Adult Personality and Behavior. (The low agree¬
ments may also be due to the fact that clinicians differed in their
inclination to choose personality disorder as a main diagnosis.) In



this study the exception was F60.2 Dyssocial Personality Disor¬
der, which has a more substantial history of research and clinical
recognition than most other personality disorders. Familiarity
with the concept may have contributed to a somewhat higher
level of interrater agreement.

COMMENT
Interest in psychiatric diagnosis and classification has

greatly expanded in recent decades. Some reasons for this
increased interest include the development of techniques
that permit greater precision in the identification and de¬
lineation of syndromes; increased international exchange
of information, which has highlighted national and inter¬
national differences in diagnosis; an expanded armamen¬
tarium that can provide more specific treatments; and in¬
sistence on increased scientific rigor, particularly by
funding agencies and journal editors. The recognition of
culturally invariant features of mental illness might
have further enhanced the readiness to examine ways of
arriving at a common system of description of clinical
conditions.

The clinical trial reported here evaluated the draft chap¬
ter V of ICD-10 under "field" conditions. Although an ef¬
fort was made to encourage participating clinicians to be¬
come familiar with the draft chapter and to acquire
knowledge of the diagnostic guidelines by evaluating a
few patients in advance of formally submitting forms for
inclusion in the field trial, there was no real training in the
use of ICD-10 for the participating clinicians. It was there¬
fore encouraging to see that, even so, a satisfactorily high
level of interrater reliability was obtained in a wide range
of settings by clinicians with diverse training and profes¬
sional experiences in mental health work.

Interrater reliability is important but does not alone in¬
dicate that the diagnostic guidelines will be useful in prac¬
tice. In addition to assessing interrater reliability and
acceptance, the trial also sought to assess feasibility of ap¬
plication and suitability of the diagnostic guidelines for
practical use. Based on the experience from the field trial,
it seems clear that clinicians in a wide variety of settings
were able to understand and apply the guidelines in the
clinical settings in which their patients presented. Over
81% of clinicians indicated that the ICD-10 draft clinical
descriptions provided a good fit with the main diagnosis
they selected, over 91% of the diagnoses could be made
with confidence, and over 84% of clinicians indicated that
the diagnostic process using the draft chapter was easy to
use. Nearly 90% of clinicians rated the clinical descriptions
and diagnostic guidelines in general as either good or

adequate.
While most clinicians who participated in this field trial

were psychiatrists, some centers also involved psycholo¬
gists, psychiatric nurses, psychiatric social workers, and
other mental health professionals in the study. The hun¬
dreds of patients who have been evaluated using this doc¬
ument include men and women, children and elderly pa¬
tients, with a broad spectrum of clinical conditions seen in
a variety of settings. The draft seemed to be satisfactory for
the vast majority of cases seen.

The trial also resulted in many suggestions that were
used to improve the description of the clinical guideline
categories and the diagnostic criteria for research. Some of
these comments also led to revision of assessment instru¬
ments that are being developed to accompany ICD-10.

The analyses presented here suggest that interrater reli-

ability in the ICD-10 field trial is acceptably high and com¬

parable to that found in other broadly based field trials.23
The highest reliability coefficients were found in the clas¬
sification of the psychiatric disorders with the most pro¬
nounced symptomatology, while agreement on the diag¬
nosis of personality disorders and their assignments to
categories, as well as the diagnosis of some conditions with
less florid symptoms, was less satisfactory.

That this trial was successful when conducted in differ¬
ent countries and by clinicians belonging to different
diagnostic schools underlines the value of this achieve¬
ment. Such broad international support was important be¬
cause of the nature and size of tasks involved in the devel¬
opment of the new revision. There were numerous

requirements that the classification had to satisfy: it had to
be simple, acceptable to different psychiatric schools, con¬

gruent with the most advanced knowledge about mental
disorders, translatable into different languages and into
the previous versions of the classification (to ensure longi¬
tudinal continuity of data, eg, in psychiatric registers), and
suitable for use in conjunction with standardized methods
of assessing mental disorders.

In addition, the classification had to take into account
several important decisions that had been made early in
the process of its development. The first of these was to
couple the translation of the classification into different
languages with the development of basic texts to ensure
that the various language versions are truly equivalent.
The second was to develop versions of the classification for
different types of users. The ICD-10 classification of men¬
tal disorders will exist in versions for clinicians, research¬
ers, primary care workers, medical librarians, and coders;
it will be presented in uniaxial and multiaxial modes; and
all these versions need to be consistent with each other. The
third decision was to base the final form of the classifica¬
tion on the results of field tests conducted in different
countries. The fourth decision was that the process of de¬
veloping the classification must not be considered com¬

pleted when the texts are published. Rather, the process
should continue with the establishment of centers (in dif¬
ferent language and geographic areas) that will collect
comments and experience with the published texts so that
necessary changes can be proposed and introduced.24 Tests
of the other versions of the classification (eg, the version for
use in research) are under way, and it is expected that they
will be completed in 1992, so that these materials can be fi¬
nalized and published before ICD-10 is enacted as the of¬
ficial system of reporting on January 1, 1993.

Several diagnostic problem areas were identified in the
field trial. Continued analysis of these data should help to
better understand these problems and to suggest revisions
that will remove ambiguities in the clinical descriptions
and diagnostic guidelines. Analysis of reasons for severe

disagreement between main diagnoses will be particular¬
ly important in this respect. The majority of disagreements
were, in any case, of lesser clinical significance. This is a

good omen for the practical usefulness of ICD-10 em¬

ployed as a tool for clinical purposes.
The field trial has had a significant impact on the sub¬

sequent development of ICD-10 chapter V and on the for¬
mulation of the diagnostic guidelines accompanying it. It
led to revisions of the text, rearrangement of categories,
and the deletion of some categories (eg, "hazardous sub¬
stance use" [Fl_.l] and "personality trait accentuation"
[F61._]). Its usefulness should guarantee that, in the future,



all proposals for classifications aspiring to widespread use
will be rigorously tested in clinical and research settings.

FUTURE WORK
This report presents a first description of the data

collected in the ICD-10 trial worldwide. Subsequent anal¬
yses of these data will address more specific issues. The
FTCCs and clinical centers are being encouraged to present
results from their experience in the trial, and some have
done so already.25 As a result of the field trials of ICD-10
and related efforts, a network of research and clinical cen¬
ters continues to conduct analyses and field work on the
classification of mental disorders. Collaborative efforts
with expert international advisory committees and with
such groups as the Task Force on the Fourth Revision of the
Diagnostic and Statistical Manual (DSM-IV) by the American
Psychiatric Association have been developed and provide
clear examples of the utility of such efforts for both inter¬
national and national classifications.

A major challenge for the future is the training of clini¬
cians and others in the use of the classification. Plans for
training users have already been announced by national
authorities in some countries; other countries will follow.
Such training, however, is not sufficient; it must go hand
in hand with efforts to improve teaching about classifica¬
tion and diagnosis at both the undergraduate and post¬
graduate levels in the various professional groups that deal
with mental health matters.

Progress in the development of assessment instruments

has been facilitated by work on the diagnostic criteria and
vice versa. The parallel development of ICD-10 diagnostic
categories and clinical assessment instruments8"10 has per¬
mitted immediate tests of the clarity with which abstract
diagnostic concepts can be articulated through clinical as¬
sessment questions. It is to be hoped that the same level of
interaction and spirit of collaboration will inspire future
work in both areas.

Some categories within ICD-10 need to be studied further.
Difficulties with the personality disorder category indicate
a need for additional work on criteria and on instructions for
including personality disorders along with other diagnostic
codes. It will also be necessary to assign weights to the var¬
ious diagnostic criteria and to assess the value of expert sys¬
tems and similar devices in improving classifications.

The high level of interest and cooperation demonstrated
by the clinicians who conducted field trials of the ICD-10
draft chapter on "Clinical Descriptions and Diagnostic
Guidelines" made the field trial possible. No previous in¬
ternational effort of comparable size or scope has ever been
attempted to evaluate a diagnostic system, either within the
field of psychiatry or in another medical discipline.

This effort to improve the diagnosis and classification of
psychiatric disorders has helped to strengthen the scien¬
tific basis for a rational debate about psychiatric disorders
and their classifications in clinical and research settings. It
also has provided definitive evidence that it is possible to
create a common international language of psychiatric di¬
agnosis and classification.

ICD-10 CLINICAL FIELD TRIALS

Statistical Consultation and Data Analysis.—John J. Bartko,
PhD, Charles T. Kaelber, MD, DrPH, Donald S. Rae, MA, Marg¬
aret T. Roper, MS, Alcohol, Drug Abuse, and Mental Health Admin¬
istration, Rockville, Md; Walter Gulbinat, Dipi Math, Jean-Marie
Tricot, PhD, Laurence Tricot, MA, World Health Organization,
Geneva, Switzerland.

Protocol Development.—Jack D. Burke, Jr, MD, MPH, John E.
Cooper, BM, DPM, Assen Jablensky, MD, DMSc, Juan Mezich,
MD, PhD, Norman Sartorius, MD, PhD, Jenny J. van Drimmelen-
Krabbe, MD, World Health Organization, Geneva, Switzerland.

Directors of Field Trial Coordinating Centers.—Aksel B. Ber-
telsen, MD, PhD, Árhus, Denmark; Dorgival Caetano, MD, PhD,
Campinas, Brazil; S. M. Channabasavanna, MD, Bangalore, India;
John E. Cooper, BM, DPM, Nottingham, United Kingdom; Horst
Dilling, MD, Lübeck, Germany; Dargut Kemali, MD, Naples, It¬
aly; Juan J. Lopez-Ibor, MD, Madrid, Spain; Graham Mellsop, MD,
Wellington, New Zealand; Yoshihumi Nakane, MD, PhD, Na¬
gasaki, Japan; Michael O. Olatawura, DPM, Ibadan, Nigeria;
Charles B. Pull, MD, Luxembourg, Luxembourg; Darrel A. Regi¬
er, MD, MPH, Rockville, Md, United States; J. S. Tsirkin, MD,
Moscow, Russia; Shen Yu-Cun, MD, Peking, People's Republic of
China; and Naren N. Wig, MD, DPM, Alexandria, Egypt.

Overall Direction and Coordination of the field trial was pro¬
vided by staff working on the Division of Mental Health, World
Health Organization, Geneva, Switzerland.

Clinical Centers
Following is a listing of the clinical centers that participated in

the field trials (FTCCs). Names of clinical center directors and
other participating clinicians are listed in the acknowledgment
section of chapter V of the ICD-10 Clinical Descriptions and Diag¬
nostic Guidelines. Cities that had more than one center conducting

trials are listed only once. Six centers had not completed work by
the time data analysis was begun.

Centers Reporting Through the FTCC in Campinas, Brazil.—
Brasilia, Campinas, and Ribeirâo Prêto, Brazil.

Centers Reporting Through the FTCC in Shanghai, China.—
Ch'ang-sha and Ch'eng-tu, China.

Centers Reporting Through the FTCC in Arhus, Denmark.—
Alborg, Arhus, Copenhagen, Hillerod, and Odense, Denmark;
Groningen, the Netherlands; Oslo, Norway; Warsaw, Poland;
Timisoara, Romania; and Lund and Danderyd, Sweden.

Centers Reporting Through the FTCC in Alexandria, Egypt.—
Manama, Bahrain; Alexandria and Cairo, Egypt; Karachi, Lahore,
and Rawalpindi, Pakistan; Riyadh, Saudia Arabia; and Khartoum,
Sudan.

Centers Reporting Through the FTCC in Bangalore, India.—
Bangalore, Calcutta, Chandigarh, Lucknow, Ludhiana, New Del¬
hi, Tamil Nadu, and Varanasi, India.

Centers Reporting Through the FTCC in Lübeck, Germany.—
Vienna, Austria; Berlin, Essen, Kaufbeuren, Lübeck, Mainz, and
Munich, Germany; and Basel, Switzerland.

Centers Reporting Through the FTCC in Nagasaki, Japan.—
Chiba, Fukuoka, Nagasaki, Sapporo, and Tokyo, Japan.

Centers Reporting Through the FTCC in Luxembourg,
Luxembourg.—Glain-Liège, Belgium; Montréal, Quebec, Cana¬
da; Le Mesnil, Montauban, Paris, and Strasbourg, France; Lux¬
embourg, Luxembourg; and Geneva and Perreux, Switzerland.

Centers Reporting Through the FTCC in Wellington, New
Zealand.—Canberra, Nedlands, and Parkville, Australia; and
Dunedin and Wellington, New Zealand.

Centers Reporting Through the FTCC in Madrid, Spain.—
Cali, Colombia; Mexico City, Mexico; Lima, Peru; Barcelona,
Granada, Madrid, Salamanca, Seville, Victoria Gasteiz, and Zara¬
goza, Spain; and Montevideo, Uruguay.



Centers Reporting to the World Health Organization, Gene¬
va, Switzerland.—Naples, Italy, and Ibadan, Nigeria.

Centers Reporting Through the FTCC in Nottingham, United
Kingdom.—Bohnice, Czechoslovakia; Athens, Greece; Jakarta,
Indonesia; Bangkok, Thailand; Ankara, Turkey; Birmingham,
Cardiff, Leeds, Liverpool, London, Manchester, Nottingham, and
Oxford, United Kingdom; and Ljubljana, Yugoslavia.

Centers Reporting Through the FTCC in Rockville, Md, United
States.—Edmonton, Alberta, St Thomas and Toronto, Ontario, and
Montreal, Quebec, Canada; Seoul, South Korea; and Los Angeles,
Calif, Newington and New Haven, Conn, Baltimore, Md, Belmont
and Cambridge, Mass, Hastings, Neb, New York, NY, Cincinnati,
Ohio, Philadelphia, Pa, Columbia, SC, Nashville, Tenn, Dallas, Tex,
and Richmond, Va, United States.
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