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Summary. Diagnostic checklists for the assessment of
DSM-III-R Axis I diagnoses have proven to be a reliable
and feasable instrument in research and routine clinical
care. Therefore, a checklist for the assessment of the
DSM-ITI-R Personality Disorders (MDCL-P) has been
developed. An English version of the MDCL-P is avail-
able. The MDCL-P has been tested for reliability in a
test-retest design. The average duration of the interview
was 36 min. Of the patients, 48% received a diagnosis of
at least one personality disorder. The Kappa value con-
cerning the distinction personality disorder as opposed
to no personality disorder was 0.62. The range of Kappa
values of specific personality disorders, which were diag-
nosed at least five times, was from 0.35 to 0.79.
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Introduction

Since the introduction of DSM-III in 1980, instruments
for the assessment of personality disorders according to
DSM-III and its revised form, DSM-III-R, have been
developed (Personality Disorders Questionnaire, PDQ,
[11], PDQ-R, [12]; Millon Clinical Multiaxial Inventory,
MCMLI, [17, 18]; Structured Interview for DSM-III Per-
sonality Disorders, SIDP, [21], SIDP-R, [20]; Personal-
ity Disorder Examination, PDE, [15, 16]; Structured
Clinical Interview for DSM-III Disorders, Axis II, SCID,
[24, 25]). Most of these instruments have demonstrated
a satisfactory to excellent test-retest reliability. However,
a comparison between a self-rating questionnaire (PDQ-
R) and a structured interview (SIDP-R, PDE) revealed
a high sensitivity but a low specificity of the question-
naire [13, 14]. Furthermore, the structured interviews on
which reliability data have been published (SIDP, PDE),
seem to be of restricted clinical and scientific value since
they last 1.5-4 h or more [16, 20].
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To augment diagnostic investigations and the assess-
ment of criteria-related diagnoses in routine clinical
care, the Munich Diagnostic Checklists (MDCL) have
been developed for most of the common psychiatric dis-
orders according to DSM-III-R [10]. Test-retest studies
for the MDCL showed that a satisfactory to excellent
diagnostic agreement between two independent inter-
viewers using a test-retest design can be reached for most
diagnostic categories [9, 10]. Recently, an additional
version of the MDCL has been developed for the assess-
ment of all DSM-III-R personality disorders (MDCL-P).
The MDCL-P is used in routine clinical care at the Crisis
Intervention Ward at the Max-Planck-Institute of Psy-
chiatry (Munich, FRG) and a test-retest reliability study
has been undertaken.

Subjects and Methods

Description of the MDCL-P

The MDCL-P is a 28-page pocket-sized booklet. The
front page contains a short description of the main charac-
teristics of personality disorders and summarizes the
content of the blooklet. On pages 2-27 each of the indi-
vidual personality disorders given by DSM-III-R as well
as the two optional personality disorders (self-defeating
personality disorder, sadistic personality disorder) are
evaluated. Two pages are reserved for each personality
disorder. The last page contains a summary of personal-
ity disorders which have been assessed in the interview.
Herein one can also code the residual category of per-
sonality disorders not otherwise specified, which can be
diagnosed if none of the specific personality disorders
apply despite the clinical impression that a severe and
longstanding disturbance of personality is present in the
patient being examined.

The design and structure of the MDCL-P are illus-
trated in Fig. 1 with the section evaluating the borderline
personality disorder (pages 10-11). It can be seen that
all the criteria are listed which must be evaluated in
order to decide whether a borderline personality disor-
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Page 10 Munich Diagnostic Checklists

MDCL Page 11

Borderline Personality Disorder

A pervasive pattern of instability of mood,
interpersonal relationships,
and self-image.

The disturbance begins at early adulthood
and is present in a variety of contexts.

. No Probable Yes
(1) apattern of unstable and intense interpersonal relationships D D D
characterized by alternating between
extremes of overidealization and devaluation.

@
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impulsiveness in at least two areas Q
that are potentially self-damaging

{e.g., spending, sex, substance use, shoplifting,

reckless driving, binge eating; -

do not include suicidal or self-mutilating behavior covered in #5).
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affective instability

(i.e., marked shifts from baseline mood to depression,
irritability, or anxiety, usually lasting a few hours

and only rarely more than a few days).

au
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inappropriate, intense anger

or lack of control of anger

(e.g., frequent displays of temper,
constant anger, recurrent physical fights).

aa

(5) recurrent suicidal threats, gestures, or behavior,

or self-mutilating behavior.

=2

N
N
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(6) marked and persistent identity disturbance
manifested by uncertainty about
at least two of the following:

* self-image  * sexual orfentation
* Jong-term goals or career choice

* type of friends desired
* preferred values

der can be diagnosed or not. The clinician can code each
trait with “No”, “Yes”, or “Probably” (whenever a trait
cannot be assessed definitely but is judged to be present
with a sufficient degree of confidence). During explora-
tion, the list can be used to systematically screen for all
traits and the diagnostician can decide if the criteria re-
quired for the diagnosis of a borderline personality dis-
order are fulfilled.

The MDCL-P differs from structured interviews in
that its use is not restricted to face-to-face explorations.
The clinician is also free to include third-party informa-
tion (e.g. from relatives, friends, or former medical re-
ports of direct observations of the patient’s behavior).

The MDCL-P does not require standardized ques-

tioning, probing or a fixed order of progression. The

diagnostician is free to focus on the most prominent
complaints as verbalized by the patient. He can also
focus on the most prominent personality features which
the patient has demonstrated during the interview. If
there are hints for one or more personality disorders the
diagnostician can unfold the corresponding part of the
booklet and ask for specific criteria of the personality
disorder in question.

The completed checklist can be enclosed with an in-
patient’s clinical records and serves as a standardized and
more objective documentation. It also might serve as a
teaching tool for residents, students, and nonpsychiatric

No Probable Yes
(7) chronic feelings of emptiness or boredom.

(8) frantic efforts
to avoid real or imagined abandonment
{(do not include suicidal or self-mutilating behavior covered in #5).

Fig.1. The Borderline Personality Disorder according to the
Munich Diagnostic Checklists for DSM-III-R Personality Dis-
orders (MDCL-P)

clinicians. Another use might be to select specific groups
of patients for investigations in psychiatric research or to
supplement other more structured instruments that focus
on specific diagnoses. If the checklist were incorporated
in clinical records, future research using retrospective
chart reviews might be facilitated. In addition, a manual
for the use of the MDCL-P exists {3]. English versions of
the MDCL-P and the manual are available.

Sample Characteristics

The subjects of the MDCL-P test-retest study were pa-
tients who had been consecutively admitted to the Crisis
Intervention Ward of the Max-Planck-Institute of Psy-
chiatry between July and December 1990. Exclusion
criteria were acute or chronic organic mental disorders.
Patients were evaluated after the acute symptomatology
had subsided (values of >30 in the Adjective Mood
Scale (AMS) [29], no drugs for treatment of the with-
drawal syndrome in case of an alcohol or drug depen-
dence). Other inclusion criteria were a minimum age of
21 years and the patient’s agreement to participate in the
study (i.c. allowing his data to be used for scientific pur-
poses and returning for a second interview with a differ-
ent diagnostician). All subjects were informed about the
reasons for being interviewed twice and were instructed
to consider both explorations as indepedent (i.e. to give



Table 1. Base rates of MDCL-P diagnoses (DSM-II-R)?

Diagnosis No. of patients (% )°
Paranoid PD 8 (13)
Schizoid PD 30
Schizotypal PD 4 (N
Antisocial PD 1 @
Borderline PD 10 (17)
Histrionic PD 3 (5
Narecissistic PD 1 2
Avoidant PD 23 (38)
Dependent PD 14 (23)
Obsessive-compulsive PD 1 (2
Passive-aggressive PD 4 (7
Any PD 29 (48)
Overall total 72 (120)

* Total number of positive diagnoses; cases with disagreement
were counted as positive

b Percentages were computed by dividing the number of patients
with the particular diagnosis by the total number of patients (since
multiple diagnoses could be given, the total percentage exceeds
the percentage of any diagnosis)

complete information in both occasions and not to regard
the second interview as a continuation of the first one).

The sociodemographic characteristics of the sample
at the time of investigation were as follows: (1) age:
35.6 + 8.6 years (mean + SD) with a range of 21-57
years; (2) sex distribution: 19 (32%) males, 41 (68%)
females; (3) marital status: single 31 (52% ), married 16
(27%), divorced 10 (17%), separated 2 (3%), widowed
1 (2%); (4) educational level: 25 (42%) primary school
with or without graduation, 16 (27%) high school, 8
(13%) college, 11 (28% ) university.

The following DSM-III-R Axis I diagnoses were given
the 60 patients: schizophrenia 2 (3% ); schizophreniform
disorder 2 (3%); manic episode 1 (2% ); major depres-
sion 12 (20%); dysthymic disorder 1 (2%); adjustment
disorder with depressed mood 4 (7%); panic disorder 7
(12%); agoraphobia with panic attacks 3 (5%); social
phobia 2 (3%); obsessive-compulsive disorder 3 (5%);
generalized anxiety disorder 1 (2% ); alcohol dependence
34 (57%); drug dependence 9 (15% ); anorexia nervosa 1
(2%); bulimia nervosa 2 (3%). A total of 84 diagnoses
was obtained, since multiple diagnoses could be made
according to the DSM-III-R concept of comorbidity.

Table 1 shows the base rates of MDCL-P diagnoses for
the 60 patients of our sample. A total of 72 personality dis-
order diagnoses was obtained for only 29 (48%) patients
who received at least one personality disorder diagnosis
(representing a mean of 2.5 diagnoses for each patient).

Test-retest Procedure

The MDCL-P was administered to each of the 60 pa-
tients on two separate occasions by one of four indepen-
dent diagnosticians. The average duration time of the in-
terview was 36 min (range: 20-150 min). The time inter-
val between the two examinations was 1-4 days.
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We intended to minimize, as far as possible, any bias
due to the distribution and assignment of individual in-
terviewers. One interviewer (T. B.) performed 60 inter-
views, each of the other three interviewers (D.G.; S.F.;
R.W.) 20 interviews. In the one half of their interviews
the diagnosticians were test and in the other half retest
interviewers.

All four interviewers were psychiatrists, one (T.B.)
with more than 10 years experience, two (D.G.; R. W.)
with 4 years experience, and one (S.F.) with 1 year ex-
perience. Three out of four interviewers (D.G.; S.F.; R.
W.) were not involved in the development of the MDCL-
P and had never been engaged in personality research or
in research with regard to diagnostic issues. Whenever a
specific patient was examined for the second time (re-
test), the interviewer did not know the result of the first
investigation. Furthermore, both interviewers did not
use information from clinical records. Before the study
began the diagnosticians had performed three interviews
with patients. Afterwards, there were two case confer-
ences where one interviewer (T.B.) examined a patient
in the presence of the other three interviewers who also
filled out the MDCL-P. After the examination any dis-
crepancies were discussed.

Statistical Analyses

Agreement between diagnosticians on diagnoses was
calculated using k, a chance-corrected measure of con-
gruence for binary ratings [6, 7]. The values of k range
from —1.0 to 1.0, with higher values representing higher
levels of agreement. We performed a test of signifi-
cance for each k value (one-tailed on the 5% level of
error), but an interpretation of the magnitude of k was
considered to be more important (since k may easily be-
come statistically significant despite unsatisfactory agree-
ment).

The k statistic currently represents the standard method
of assessing diagnostic agreement in psychiatry [23], but
it has been criticized because it is strongly influenced by
the base rate of the diagnosis under study [5, 8, 26]. How-
ever, Spitznagel and Helzer [26] have proposed Yule’s Y
as a measure independent of base rates. Y is closely re-
lated to & since it can be regarded as an approximation to
maximum k across all possible bases rates. We addition-
ally employed this measure to analyse our data. A pseu-
do-Bayes estimation was applied whenever a single cell
of the fourfold classification table became 0 (otherwise,
Y would have reached the endpoint value of 1.0 despite
incomplete congruence; cf. [1]).

The congruence measures presented here refer to the
reliability of probably or certain diagnoses. This corre-
sponds to the usual clinical situation where an interven-
tion seems to be justified even if the diagnosis is still pro-
visional, or if it has to be complemented by additional in-
formation. However, the MDCL-P also makes it possi-
ble to evaluate agreement for certain diagnoses only (i.e.
by contrasting certain and probable diagnoses). We have
conducted this analysis, but the results are almost identi-
cal with the data presented here, and no systematic bias
could be found.
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Fig. 2. Test-retest reliability of DSM-III-R Personality Disorders
diagnosed by means of the MDCL-P

Results

The reliability of the MDCL-P diagnoses are presented
in Fig. 2. Each row gives, for a single category of a per-
sonality disorder, a fourfold table with the exact distribu-
tion of congruently and incongruently assigned patients,
k, Yule’s Y, and the overall percentage agreement. Val-
ues of k are illustrated graphically, showing more clearly
the different levels of interpretation (k above 0.40 as ac-
ceptable, k above 0.70 as excellent; cf. [7]).

With the exception of the personality disorders (PDS)
paranoid, schizoid an narcissistic, all k values in Fig.2
were significant at the 5% level, including the differentia-
tion between no personality disorder versus probable or
certain personality disorder. However, most of the specif-
ic personality disorders were diagnosed fewer than five
items by one of the interviewers. Only the paranoid PD,
schizotypal PD, borderline PD, avoidant PD and depen-
dent PD were diagnosed five times or more: The range of
k values was from 0.35-0.79. The duration (min) of the
interview for patients with no personality disorder was
% 32.8, SD 11.8 and for patients with probable of certain
personality disorder x 42.1,SD 21.4 (P < 0.05, -test, two
tailed). The overall duration was 36 min (range 20-150).

Comparison with Other Studies

There are two structured interviews (SIDP, [28]; PDE,
[16]) where k values have been published. Loranger et al.
[16] reported a k value of 0.80 for the differentiation of

personality disorder vesus no personality disorder using
only one interview. The range of specific personality dis-
orders which were diagnosed at least five times or more by
one interviewer was 0.70-0.96. Stangl et al. [28] reported
a k value of 0.66 for the differentiation of personality dis-
order versus no personality disorder in 20 patients in a
test-retest design. The range of specific personality dis-
orders was from 0.62-0.90 in 63 patients; however, in two
thirds of the interviews both raters were present.

Discussion

Since the introduction of DSM-III, i.e., the introduction
of a separate axis (Axis IT) for personality disorders, in-
terest in clinical practice and research of personality dis-
orders has increased. There is good evidence from treat-
ment studies [22] that the additional diagnosis of a per-
sonality disorder to an Axis I diagnosis leads to a worse
course and outcome. However, the demarcation of symp-
toms and traits, of clinical syndromes and personality
disorders, especially in the realm of affective and anxiety
disorders, remain uncertain [4].

Therefore there is a need of assessment of the Axis 1
diagnoses in addition to the clinical syndromes in routine
clinical care as well as in research. Whereas self-rating
questionnaires (PDQ-R, [12]; MCMI, [18]) revealed a
high sensitivity but a low specificity in test-retest studies
[13, 14], the structured interviews (SIDP, [28]; PDE,
[16]) demonstrated an acceptable to excellent interrater
reliability in a test-retest design. However, these struc-
tured interviews last 2-4h or more and, therefore, do
not seem to be feasible in routine clinical care or in re-
search projects which have an extended battery of assess-
ment instruments.

Before the development of the MDCL-P, experience
was gained in the use of checklists assessing the most im-
portant DSM-III-R Axis I diagnoses [9, 10]. Acceptably
high levels of agreement were indicated for most disor-
ders using several statistics (including k) [9]. In compari-
son with one of the two structured interviews (SIDP, [28]),
from which k& values were obtained, the k values of the
MDCL-P were similar (agreement personality disorder
versus no personality disorder, SIDP: k£ =0.66; MDCL-
P: k=0.62; agreement specific personality disorders:
SIDP: k = 0.62-0.90 with only one interview; MDCL-P:
k =0.35-0.79). However, the k values from the other
structured interview (PDE, [16]) were excellent (person-
ality disorder versus no personality disorder: k= 0.80;
specific personality disorders: k = 0.70-0.96) with only
one interview.

It has to be taken into account that, in our study, three
out of four interviewers were not involved in the develop-
ment of the MDCL-P and had no experience in struc-
tured interviews concerning psychopathology and per-
sonality assessment. Furthermore, there was only very
limited training before the reliability study. On the other
hand, the PDE, used by clinicians who were not involved
in the development of the PDE, revealed lower k values
of 0.41-0.78 [27]. Finally, in contrast with our test-retest
design Loranger et al. [16] and Stangl et al. [28] con-



ducted only one interview with two raters which could
enhance the agreement of the two interviewers [2]. De-
spite the fact that O’Boyle and Self [19] found considera-
ble discrepancies between the two structured interviews
(SIDP, PDE), the MDCL-P will be tested against a struc-
tured interview (PDE, [16]) and against a self-rating
questionnaire (PDQ-R, [12]). It would also be of interest

to know if simply providing a form on which to code

each criterion would improve routine clinical assess-
ments.
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