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Objective: The study explores agreement on diagnoses and diagnostic criteria for substance use
disorders between two structured assessment interviews, the Structured Clinical Interview for the
DSM-IV (SCID) and the Alkohol/Drog Diagnos InStrument (ADDIS). Both interviews are
compared with a golden standard (GS), based on a LEAD model (Longitudinal, Expert, All
Data). Method: Patients were interviewed concerning substance use problems by trained
interviewers using SCID and ADDIS separately and blind to each other’s results. SCID and
ADDIS interviews were compared with each other, and both were compared with a GS.
Results: Satisfactory agreement exists between SCID and ADDIS on criteria as well as final
diagnostic suggestions, although ADDIS tended to propose dependence diagnoses somewhat
more often than SCID. Agreement between SCID and GS is moderate. Sensitivity of SCID is
satisfactory, as is specificity for lifetime diagnoses, while specificity for current diagnoses is
perfect. ADDIS demonstrates substantial to perfect agreement with GS on dependence diagnoses
and moderate agreement on abuse diagnoses (both lifetime and current), as well as showing
excellent to perfect overall sensitivity and specificity. Both instruments are in almost perfect
agreement with the GS on severity ratings. Conclusion: Both ADDIS and SCID can be used to
ensure good standards in the diagnostic assessment of substance use disorders (both alcohol and
drugs), with and without psychiatric comorbidity. Significant outcomes. Both SCID and ADDIS

are in good agreement with the GS based on a LEAD model concerning substance use

disorders.
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tructured assessment concerning addictions is often

lacking in many countries’ treatment systems. This
situation is contrary to the recommendations of the
American Society of Addiction Medicine (1), which stip-
ulates that diagnostic assessment be performed before an
individual is admitted to any type of addiction treatment.
It is argued that lack of diagnostic practices is both
unethical and uneconomical, since treatment planning
and goal setting in accordance with evidence-based prac-
tice should differentiate those with substance dependence
from those with other types of misuse problems (2).
Treatment may also benefit from such practice since it
has positive cognitive and motivational effects on the
patient (3).
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The two structured diagnostic instruments most often
used in Sweden to assess substance dependence are the
Structured Clinical Interview for the DSM-IV (SCID) (4)
and the Alkohol/Drog Diagnos InStrument (ADDIS) (5).
Both are translated into Swedish from the American
originals and demand special training. Prerequisites for
SCID training are psychiatric medical specialization or
clinical psychology certification. Those in training for
ADDIS need to have an academic degree and education
in addiction.

SCID was first constructed for DSM-III-R assessment,
and later for DSM-IV, with modules for the most com-
mon psychiatric diagnostic groups, including psychotic,
affective, anxiety and personality disorders (4). One
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module assesses substance use disorders. SCID is used
within psychiatric research and for treatment planning.
SCID has been used as a “golden standard” (abbreviated
GS) for psychiatric diagnoses in the validation of other
psychiatric assessment instruments (6). Studies focusing
on specific diagnoses show good inter-rater reliability
(7-12), also concerning substance use disorders (13).
SCID showed good concurrent, discriminant and predic-
tive validity for substance use disorders with various
drug types assessed by a research technician (14). Psy-
chiatric diagnoses derived from SCID interviews by
research technicians had better validity than diagnoses by
master level clinicians (15). Both versions of SCID
(DSM-III-R and DSM-IV) were translated into Swedish
by Jorgen Herlofsson. To our knowledge, there is still
no validation study on the Swedish version of SCID, and
there is no international study on the sensitivity and
specificity of SCID’s module on substance use disorders.

ADDIS is constructed to diagnose substance use dis-
orders according to both ICD-10 and DSM-IV. 1t is a
translation and Swedish adaption of the American instru-
ment SUDDS, which was developed by Hoffmann and
Harrison as an improvement from NIMH-DIS (The
National Institute of Mental Health Diagnostic Interview
Schedule—Version II), a structured interview for assess-
ment of psychiatric disorders with high validity and reli-
ability (16, 17). Lynn Wickstrom translated and adapted
the SUDDS to the Swedish culture in 1987, and named
it ADDIS. Wickstrom is also responsible for the revisions
making ADDIS compatible with ICD-10 and DSM-IV.
(The new version, DSM-5, was not yet published when
this study began.)

SUDDS has good agreement with the diagnostic
assessment of experienced clinicians (Cohen’s kappa =
0.71-0.87) and test-retests show high correlation
(R=0.81-0.90) (18). Diagnostic proposals based on
SUDDS were in excellent agreement with assessment by
clinicians (19). Reliability is similar in various ethnic
groups, with internal consistency (Cronbach’s alpha) for
dependence varying between 0.93 and 0.97 and for abuse
between 0.84 and 0.90 (20).

The Swedish ADDIS (21) shows good construct valid-
ity concerning alcohol in two populations: a clinical
population and a DWI (driving while intoxicated) popu-
lation. It is homogeneous (all factor loadings > 0.40) with
acceptable explained variance (R*> for dependence = 0.46;
abuse = 0.40). Separate analyses for the two populations
and for women provided similar results. In discriminant
analysis, ADDIS could correctly classify 94% of the two
samples. Cronbach’s alpha is satisfactory or excellent in
all analysis.

The ultimate validity test of diagnostic tools, however,
should be to compare its use to a GS, i.e. some method
that is accepted as the most certain assessment available.
By comparing agreement between the instruments and
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GS, one may estimate sensitivity and specificity. While
sensitivity focuses on the instruments’ ability to “capture
cases”, specificity focuses on the instruments ability to
exclude “non-cases”. There is, however, no commonly
accepted GS. As mentioned, SCID has sometimes been
used as a GS, possibly since the motive for constructing
SCID was to improve diagnostic quality compared with
unstructured diagnostic practices (4). ADDIS (SUDDS),
built on a previous structured instrument, was also con-
structed to improve diagnostic quality. Spitzer suggested,
in 1983, that a LEAD standard (LEAD = Longitudinal,
Expert, All Data) could be constructed based on expert
evaluation of all available data from hospital journals
(4). In the absence of an established GS, such a LEAD
standard may function as a GS for studying sensitivity
and specificity.

With that inspiration, this study assumes that both
SCID and ADDIS have strengths that could be combined
in forming a GS, together with previously collected
patient documentation. Such documentation is consulted
to solve disagreements between the two assessments. The
strength of ADDIS is that all diagnostic criteria are cap-
tured by many different specific questions, while the
strength of SCID is that it is constructed to categorize
psychiatric problems in an overall psychiatric diagnostic
approach. Our assumption was that ADDIS should
have advantages in sensitivity, while SCID may have
advantages in specificity with better possibilities to
exclude symptoms of other problems than substance use
disorders. The aim here is therefore to study validity of
SCID and ADDIS, with regard to DSM-IV diagnoses
of substance use disorders, by comparing agreement
between the two, as well as the agreement of each
instrument with GS, which is created through a re-
evaluation of all data, i.e. both interviews combined with
previous collected patient documentation. The new ver-
sion, DSM-5, was not yet published when the study
began.

Methods

The study was conducted in two types of treatment
facilities: 1) Rockesholm Treatment Centre—a residen-
tial institution delivering psychosocial treatment (12-step
facilitation, based on the philosophy of Alcoholics
Anonymous and Narcotics Anonymous) admitting
persons with alcohol as well as drug use problems; and
2) three psychiatric outpatient clinics in Vidstra Gotaland
Region. In these facilities, diagnostic interviews were
conducted by trained interviewers who were members
of the staff. Interviewers were trained by Jorgen
Herlofsson (SCID) and Lynn Wickstrom (ADDIS);
thus training was conducted by the two persons respon-
sible for translating and introducing the instruments in
Sweden.
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Instruments for data collection

Concerning SCID, the E-module (substance use disor-
ders) was used in total, i.e. all SUD questions were
asked, and, when applicable after initial screening ques-
tions, the modules on anxiety and affective disorders
were administered. In about half of the interviews, these
two modules were replaced with the Beck Depression
Inventory (BDI) and Beck Anxiety Inventory (BAI), se
below. The entire ADDIS interview was used. Time spent
was not recorded but is estimated to have been about the
same for both interviews, i.e. about 45-60 min per inter-
view when only alcohol is used and 15-20 min more
when drugs are used. The two interviews were carried
out on different days, with the order of interviews
shifting. Interviews were carried out with different inter-
viewers, blind to each other’s results. The median time
between interviews was 3.5 days. Both SCID and ADDIS
interviewers documented the interviews and concluded
the assessment with a proposed diagnosis—dependence,
abuse or no diagnosis—according to respective instru-
ment procedures. After each interview, the interviewer
rated the patient’s score on Global Assessment of
Functioning (GAF) (22), and made note of possible psy-
chiatric problems of depression and anxiety. The data
available for these notes included DSM-IV diagnoses
from SCID modules and/or screening tests of depression
and anxiety; BAI (23) and BDI (24) were used with the
cut-offs for moderate problems (BAI: 16 points/BDI:
17 points). Replacement of the SCID modules on depres-
sion and anxiety with BAI and BDI was done to save
time. The change in study plan was accepted since the
study did not aim to validate those other SCID modules.
All interview documentation was filed in the patient’s
journal.

Preparing study protocols for analyses

After both interviews were completed, the interview doc-
umentation was transformed into a study protocol, with a
code number replacing the patient’s name. Alcohol and
other drugs, if used, generated separate protocols, i.e. a
person could generate more than one protocol. The pro-
tocol included gender, age, dates of interviews, date of
the LEAD re-evaluation and who was responsible for
each of these. Following this were three columns, one
column for ADDIS, one for SCID and one for the re-
evaluation. Each column included fulfilment of each of
the 11 DSM-IV criteria (seven dependence and four
abuse criteria) both lifetime and current (last 12 months).
At the end of each column, GAF scores and outcomes of
psychiatric screenings or psychiatric diagnoses, when
applicable, were recorded. (Study protocol is available
from the corresponding author on request.) The Research
Ethics Committee of Mid Sweden University reviewed
the study plan (28 November 2008) and raised no objec-
tions from an ethical point of view.

NORD J PSYCHIATRY-EARLY ONLINE-2014

SENSITIVITY AND SPECIFICITY OF SCID AND ADDIS

In total, 42 individuals were interviewed, and from
these interviews 55 protocols were completed and form
the basic data for this study. Thirty-five of these proto-
cols (28 alcohol, seven drugs) came from Rockesholm,
while 20 protocols (14 alcohol, six drugs) came from the
psychiatric outpatient clinics. In four ADDIS and 16
SCID protocols there are altogether seven missing
ADDIS items and 49 missing SCID items (i.e. 56 of
the 2420 items: 11 criteria X two interviews X 2 time-
spans X 55 protocols), i.e. 2.3% missing data.

For 34 individual cases (45 protocols), a LEAD
re-evaluation was done. At the Rockesholm Treatment
Centre this was carried out by one of the two consultant
medical doctors, while at the psychiatric outpatient clinic
it was carried out as a unanimous decision by the two
psychiatrists (co-authors JK and ME) who were also
responsible for the previous interviews. This re-evaluation
is regarded as the best available assessment and there-
fore treated as GS. For eight individuals (10 protocols)
at Rockesholm, it was not possible to get the doctors
re-evaluation.

The mean age of the interviewees was 36.5 years
(standard deviation =13.5 years) and 65% were men.
Forty-two of the protocols concerned alcohol, while
13 concerned other drugs (amphetamine six protocols,
benzodiazepines three, cannabis two, solvents one and
mixed drugs one). GAF was scored in both interviews
and highly correlated (Pearson R=0.52, P>0.001)
although moderately in agreement (y=0.42, P=0.002).
When ratings differed, these were re-evaluated in similar
procedures as the substance use diagnoses, and when re-
evaluation was lacking, the mean of available GAF
scores were used. These “combined” scores varied
between a minimum of 41 points (i.e. having serious
psychiatric or behavioural symptoms or dysfunctional
problems concerning social contacts, work or school) and
a maximum of 67 (i.e. some minor symptoms or social
problems but mostly functioning and with established
relations to significant others), with a mean of 55 points
(i.e. moderate symptoms or functional problems in
relations, work or school). There was a relatively high
prevalence of anxiety and depression: (lifetime: 57% and
67%, respectively; current: 55% both).

Statistical analyses

The following statistical methods were applied: absolute
agreement is the percentage having identical outcome on
the particular criterion/diagnosis. McNemar (or McNemar—
Bowker in case of more than two categories) is a test of
symmetry or a tendency in disagreements and tested for
significance with the null hypotheses of no symmetry.
Cohen’s kappa (K) estimates agreement when corrected
for random agreement, varying from 1 in case of
perfect agreement, to 0 which is not more than random
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agreement. Negative values exist when agreement is
less than random. K can be interpreted as follows:
<0.00 =“poor”, 0.00-020 = “slight”, 0.21-0.40 = “fair”,
0.41-0.60 = “moderate”, while 0.61-0.80 is “substantial”
and>0.81 is “almost perfect” (25). Agreement on diag-
noses are analysed both as dichotomies (dependent/
not dependent) and as trichotomies (no diagnosis/
abuse/dependence). Since the latter are ordinal scales,
systematic correlation is tested by gamma (y), here
interpreted in the same way as K. Both K and 7y are
tested for significance, with the null hypotheses of no
agreement or systematic correlation more than random,
respectively.

Sensitivity is the percentage of “true” cases (i.e. based
on GS) captured by the instrument, while specificity is
the percentage of “true” non-cases, excluded by the
instrument. “Area under the curve” (AUC) is a measure
that can be used when the predictor is a continuous
variable, which is not the case here. In comparisons of
dichotomies, however, the mean of sensitivity and speci-
ficity corresponds to AUC (26). AUC is sometimes used
as an alternative agreement measure, since K in skewed
populations may be very restrictive, despite a high total
agreement (27). Positive predictive value (PPV) estimates
the likelihood that the person predicted as having the
diagnosis actually has it, while negative predictive value
(NPV) estimates the likelihood that a person predicted as
not having a diagnosis, does not in reality have it. Effi-
ciency corresponds to absolute agreement. Absolute
agreement (efficiency), sensitivity, specificity, PPV and
NPV are here interpreted as follows: <0.70 = “poor”,
0.70-0.80 = “moderate”, 0.80-0.90 = “satisfactory”, 0.90—
0.99 = “excellent” and 1.00 =“perfect”. AUC is inter-
preted in a similar way (25). In addition to 7, the product
moment correlation (Pearson R) is used for correlations
on numeric variables.

Results

The first analysis concerns the 11 specific diagnostic
criteria, which are the bases of diagnostic categories of
substance use disorders in DSM-IV, seven criteria on
dependence and four on abuse.

Agreement between SCID and ADDIS

on criteria level

Table 1 explores agreement in the 55 protocols between
the two interviews (SCID vs. ADDIS) concerning the 11
criteria (lifetime).

Thus, there is in general satisfactory absolute agree-
ment, and K is significant for all criteria. The mean K is
moderate (0.49), with different criteria varying from fair
to almost perfect (0.21-0.84). There are significant sys-
tematic tendencies, deviating from symmetry, as shown
by McNemar’s test concerning disagreements in five of
11 criteria (D3, D5, D7, A2 and A4), in which ADDIS
captures cases that are not as often captured in SCID.
The differences may occur due to higher sensitivity or
lower specificity in ADDIS compared with SCID. Similar
tendencies (not shown here) were found concerning
current diagnoses.

Agreement between SCID and ADDIS

on diagnostic level

The analyses hitherto concern the criteria by which
DSM-IV diagnoses are constructed. The next step is to
explore agreement in terms of diagnoses based on these
criteria. The dependence diagnosis requires three or more
of the DI1-D7 criteria to be met during 12 months.
The abuse diagnosis requires at least one of the A1-A4
criteria to be met, only if the dependence diagnosis is not
fulfilled for a given drug. Thus, diagnostic evaluation cat-
egorises the individuals in one of three current or lifetime

Table 1. Comparisons between Structured Clinical Interview for the DSM-IV (SCID) vs. Alkohol/Drog Diagnos InStrument (ADDIS)
based on the 55 protocols on criteria for dependence (D1-D7) and abuse (A1-A4).

Lifetime n Absolute agreement K McNemar’s test: P Disagreements
D1: Tolerance 54 0.85 0.51%** 0.73 Ad=5/Sc=3
D2: Withdrawal 53 0.87 0.69%*** 0.45 Ad=2/Sc=5
D3: Used more/longer than planned 52 0.81 0.37%** 0.002 Ad=10/Sc=0
D4: Incapable of cutting down 53 0.81 0.43%* 0.75 Ad=6/Sc=4
D5: Excessive time spent using/recovering from use 54 0.74 0.21* 0.002 Ad=13/Sc=1
D6: Giving up activities 53 0.79 0.49%%** 0.07 Ad=9/Sc=2
D7: Use despite health problems 52 0.81 0.42%%** 0.002 Ad=10/Sc=0
Al: Neglect of responsibilities 50 0.84 0.627%** 0.29 Ad=6/Sc=2
A2: Repeated harmful use 49 0.80 0.48%** 0.002 Ad=10/Sc=0
A3: Legal problems due to use 51 0.92 0.84%** 0.13 Ad=4/Sc=0
Ad4: Reoccurring social problems 50 0.76 0.36%** 0.000 Ad=12/Sc=0
Mean agreements 0.82 0.49

Agreement is explored as absolute agreement between interviews and as measured with Cohen’s kappa. Differences are explored for tendencies of either of
the instruments being more sensitive, using McNemar’s test. *P < 0.05; **P < 0.01; ***P <0.001. Ad =ADDIS captures criterion, not captured in SCID;

Sc =SCID captures criterion, not captured in ADDIS.
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categories: dependence, abuse or no diagnosis. Since
there were too few cases using specific drugs other than
alcohol, these were pooled together as “drug use disor-
der”. Diagnostic proposals based on SCID and ADDIS
are compared for all interviewed individuals in Table 2.

As shown, K varies from only fair (alcohol, current)
and moderate (alcohol, lifetime; drugs, lifetime) to almost
perfect (drugs, current). Absolute agreement varies from
moderate to satisfactory, and y is almost perfect or per-
fect. Of these tests, K is the most conservative. The
McNemar—Bowker tests on alcohol diagnoses indicate
that there is a systematic tendency corresponding to the
tendency shown on criteria level. That tendency is sig-
nificant concerning lifetime diagnosis: ADDIS tends to
result in lifetime alcohol dependence diagnosis more
often than SCID. Which of these is more correct was
explored when compared with the GS for both lifetime
and current diagnoses. Table 3 presents agreement with
GS (K, sensitivity, specificity, AUC, PPV, NPV and effi-
ciency) based on dichotomies (dependent/not dependent).

This table demonstrates that SCID has acceptable
validity for substance dependence diagnosis, with moder-
ate K on alcohol and almost perfect on drugs. AUC is
close to 90%. Sensitivity is substantial or almost perfect,
while specificity (and PPV) is perfect. The only problem
is poor NPV on alcohol, i.e. a prediction of non-dependence
on alcohol has only 44% chance of being correct. Thus,
the SCID is better in confirming cases of alcohol depen-
dence than in confirming non-cases. ADDIS, on the other
hand, seems to have almost perfect (or perfect) validity,
K, sensitivity, specificity, AUC, PPV, NPV and efficiency
on both alcohol and drug dependence.

In Table 4, agreement between the two interviews vs.
the GS is explored concerning substance use diagnoses

SENSITIVITY AND SPECIFICITY OF SCID AND ADDIS

as trichotomies, i.e. with all three possible categories (no
diagnosis/abuse/dependent).

The table shows that SCID has moderate systematic
agreement (K), satisfactory absolute agreement and
almost perfect systematic ordinal correlation (y) for
alcohol use disorder. Thus, there is better agreement con-
cerning presence of some alcohol use disorder diagnosis,
than in providing the exact diagnosis. Concerning drug
use disorders, SCID produces diagnostic proposals not
only in excellent to almost perfect systematic ordinal
correlation (y) with GS, but also in satisfactory system-
atic agreement (K). Thus, SCID shows better diagnostic
precision on drugs than on alcohol. ADDIS demonstrates
perfect or almost perfect agreement on all measures.
Therefore, ADDIS provides diagnostic proposals that are
quite precise on both alcohol and drug use disorders.

Analysis of misclassifications

Misclassifications were further analysed as to what
factors may predict them. Multivariate logistic regression
models were tried but no significant model was found.
Thus, misclassifications in SCID as well as in ADDIS
showed no relation to setting, age, gender, GAF score or
psychiatric problems. Both instruments thus seem to be
robust in relation to these factors.

Agreement on severity

The number of criteria met can be interpreted as severity.
Severity ratings could include only dependence criteria
and vary from 0 to 7, or they can include both depen-
dence and abuse criteria and vary from 0 to 11. The
latter is more interesting since the abuse/dependence
dichotomy has been abolished in the DSM-5, seeing

Table 2. Agreement between Structured Clinical Interview for the DSM-IV (SCID) and Alkohol/Drog Diagnos InStrument (ADDIS)
at the level of substance use disorder diagnoses—trichotomies (n =42).

ADDIS

SCID: No diagnosis SCID: Abuse SCID: Dependence

Agreement measures

Alcohol use disorder (Lifetime)

No diagnosis 2 0

Abuse 0

Dependence 0 5
Alcohol use disorder (Current)

No diagnosis 2 0

Abuse 1 2

Dependence 1 4
Drug use disorder (Lifetime)

No diagnosis 26 0

Abuse 0 0

Dependence 1 1
Drug use disorder (Current)

No diagnosis 28 0

Abuse 0 0

Dependence 0 1

0 K=0.62; P<0.001
0 v=1.00; P=0.009
32 Absolute agreement = 0.88; McNemar—Bowker: P =0.025
0 K=0.55; P<0.001
0 Y=10.98 ; P=0.008
32 Absolute agreement = 0.86; McNemar—Bowker: P=0.112
0 K=0.75; P<0.001
1 v=0.98; P<0.001
5 Absolute agreement = 0.74; McNemar—Bowker: P = 0.607
0 K=0.92; P<0.001
0 v=1.00; P<0.001
5 Absolute agreement = 0.79; McNemar could not be tested*

*McNemar and McNemar-Bowker need the same categories in both variables. Here ADDIS produced a dichotomy, and SCID a trichotomy.
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TN/ (TP+
TN)/n

(IN+ FN)

Negative
TP/ (NPV)

(TP+ FP)

Positive
predictive value predictive value Efficiency

(PPV)

AUC

TP/
(TP+FN) (SN+SP)2

Sensitivity ~ Specificity

(SN)=TN/ (SP)

—34).

False-Negatives True-Negatives

False-Positives

S
prevalence prevalence True-Positives

Table 3. Agreement between Structured Clinical Interview for the DSM-IV (SCID) and Alkohol/Drog Diagnos InStrument (ADDIS), respectively, vs. the golden standard (GS) at
Interview

the level of dependence diagnoses—dichotomies (dependent vs. not dependent; n

(@)}

K (TN+FP)

(FP) (FN) (TN)

% (TP)

Diagnosis

0.85

0.44

1.00 0.92 1.00

0.83

0.54

88% 25

74%

SCID: Lifetime

alcohol dependence

SCID: Current

0.85

0.44

1.00

0.92

1.00

0.83

0.54

88%

74%

alcohol dependence
SCID: Lifetime drug

0.94

0.93

1.00

1.00 0.88

0.75

0.82

26

24%

18%

dependence
SCID: Current drug

0.97

0.97

1.00

0.92

1.00

0.83

0.89

28

18%

15%

dependence
ADDIS Lifetime

1.00

1.00

1.00

1.00

1.00

1.00

1.00

30

88%

88%

alcohol dependence

ADDIS Current

1.00

1.00

1.00

1.00

1.00

1.00

1.00

30

88%

88%

alcohol dependence

ADDIS: Lifetime

0.97

0.96

1.00

1.00 0.98

0.96

0.92

26

24%

21%

drug dependence
ADDIS: Current drug

1.00

1.00

1.00

1.00

1.00

1.00

1.00

28

18%

18%

dependence

addiction as a continuum based on a severity rating from
0 to 11. The 11 criteria used in DSM-IV are not identi-
cal to the 11 criteria in DSM-5, but differences are
few: Craving is now included, and problems with law
enforcement are excluded, as such problems are cultur-
ally dependent. It is therefore relevant to explore the
correlations (y and Pearson R) of severity scorings from
ADDIS and SCID to severity scorings of GS (Table 5).

The agreement on severity ratings are, as indicated by
the extremely high correlations, almost perfect or, indeed,
perfect. Thus both SCID and ADDIS provide reliable
ratings on severity.

Prediction of missing data

Even though the low number of missing data (2.3%) does
not seem problematic, it is relevant to explore what fac-
tors might be associated with data loss. The missing data
in the protocols for each of the two interviews were
analysed in multivariate regression models (backward
deletion) with the following variables as predictors: age,
gender, type of drug (alcohol vs. drugs), setting, GAF
score, prevalence of depression or anxiety. For ADDIS,
no predictor reached significance. For SCID, the optimal
model was significant (P=0.022) and explained a
modest share of the variation (adjusted R?>=0.14). It
included the following two items: younger age (B =0.31;
P=0.040) and lower GAF score (f=0.26; P=0.083).
Thus, persons of young age and low social function may
have some more problems in completing SCID.

Discussion

One obvious weakness of the study is the relatively small
data sample due to lack of funding. The cooperating
institutions carried out the interviews and re-evaluations
as a quality improvement study on their own budgets.
The findings, however, are clear and consistent. System-
atic agreement (K) between SCID and ADDIS on the
criteria level (lifetime) is moderate, and on the diagnosis
level it varies from moderate to almost perfect. ADDIS
tends to produce dependence diagnosis more often than
SCID. The differences were explored by comparing the
results with the re-evaluation based on all data, here used
as a GS.

Agreement (K) between SCID and GS is moderate
concerning alcohol dependence and satisfactory concern-
ing drug dependence. Alternative agreement measures,
i.e. AUC and efficiency (total agreement), are almost
perfect. Specificity is perfect and sensitivity is satisfac-
tory, while the NPV is poor. Thus, the SCID is better in
finding and confirming cases, and in excluding non-cases
of alcohol dependence rather than in confirming non-
cases. Agreement between ADDIS and GS is perfect (or
close to), as is sensitivity and specificity.
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Table 4. Agreement between Structured Clinical Interview for the DSM-IV (SCID) and Alkohol/Drog Diagnos InStrument (ADDIS),
respectively, vs. the golden standard (GS) at the level of substance use disorder diagnoses—trichotomies (n = 34).

No diagnosis (GS) Abuse (GS) Dependence (GS) Agreement measures

Alcohol use disorder (SCID—Ilifetime)

No diagnosis 1 0 K=0.55; P=0.020

Abuse 0 3 5 v=1.00; P<0.001

Dependence 0 0 25 Absolute agreement = 0.85
Alcohol use disorder (SCID—current)

No diagnosis 1 1 1 K=0.47; P<0.001

Abuse 0 2 4 v=0.96; P=0.018

Dependence 0 0 25 Absolute agreement = (.82
Drug use disorder (SCID—lifetime)

No diagnosis 26 0 1 K=0.83; P<0.001

Abuse 0 0 1 v=1.00; P<0.001

Dependence 0 0 6 Absolute agreement = 0.94
Drug use disorder (SCID—current)

No diagnosis 28 0 0 K=0.90; P<0.001

Abuse 0 0 1 v=1.00; P=0.001

Dependence 0 0 5 Absolute agreement = 0.97
Alcohol use disorder (ADDIS—Iifetime)

No diagnosis 1 0 0 K=1.00; P<0.001

Abuse 0 3 0 y=1.00; P=0.017

Dependence 0 0 30 Absolute agreement = 1.00
Alcohol use disorder (ADDIS—current)

No diagnosis 1 0 0 K=1.00; P<0.001

Abuse 0 3 0 y=1.00; P=0.017

Dependence 0 30 Absolute agreement = 1.00
Drug use disorder (ADDIS—Ilifetime)

No diagnosis 26 0 0 K=0.92, P<0.001

Abuse 0 0 1 v=1.00; P<0.001

Dependence 0 0 7 Absolute agreement = 0.97
Drug use disorder (ADDIS—current)

No diagnosis 28 0 0 K=1.00; P<0.001

Abuse 0 0 0 v=1.00; P=0.001

Dependence 0 0 6 Absolute agreement = 1.00

Agreement with GS was also explored using all three
diagnostic classifications, i.e. dependence, abuse and no
diagnosis. Here, SCID’s agreement with GS is moderate
concerning alcohol and excellent concerning drug use
disorders, while ADDIS is perfect or almost perfect in
agreement on all measures. Therefore, ADDIS provides
precise diagnostic proposals on both alcohol and drug
use disorders.

Table 5. Correlations between Structured Clinical Interview for the
DSM-1V (SCID) and Alkohol/Drog Diagnos InStrument (ADDIS),
respectively, and golden standard (GS) on severity ratings, i.e. number
of criteria (0—11) for alcohol and drug problems met (n = 34).

Alcohol Drugs
Y R Y R
SCID: Lifetime 0.90 0.83 0.98 0.93
SCID: Current 0.88 0.87 0.97 0.94
ADDIS: Lifetime 0.97 0.96 1.00 1.00
ADDIS: Current 0.87 0.94 1.00 1.00

All P=0.001.
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Both instruments demonstrate good quality and can be
used as diagnostic tools. Still, ADDIS has better sensitiv-
ity compared with SCID, while having the same excellent
specificity. Muthén (28) pointed out low sensitivity to be
the most common problem in diagnostic instruments. The
high sensitivity in ADDIS is therefore important. The
difference in sensitivity was expected, since ADDIS uses
more questions to capture each criterion. Often, such
strategies may lead to lower specificity, but since these
questions are very precise, they do not corrupt specificity.
The expectation that SCID might have an advantage over
ADDIS in specificity therefore proved wrong.

The problems detected in SCID are: 1) a somewhat
lower sensitivity compared with ADDIS, and 2) a poor
NPV—both problems concern only alcohol use disorders,
not drug use disorders. These problems with the SCID
are, however, not alarming. The problem is in precision,
i.e. differentiating dependence from abuse. This dichot-
omy is not used in the new version, DSM-5, which
instead uses a continuum approach based on number of
criteria, very similar to the severity rating tried here. As
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that severity rating indicates almost perfect or perfect
correlations to GS, the problem will be less important in
the future.

The problem of a low predictive value in SCID must
also be evaluated in relation to the strengths also shown
in SCID. There is still an acceptable sensitivity, and an
excellent specificity, within a broad-spectrum instrument
that also covers a range of other psychiatric disorders.
SCID was designed to sort out a variety of psychiatric
problems from each other, by having few “gate
questions” to open up new modules, and then develop
these problems more in depth in those modules. In that
situation, SCID could not have too many questions in
each module, but if the object—for clinical or research
reasons—is to have precise diagnosis on the substance
use disorder, including alcohol dependence and abuse as
distinct criteria, ADDIS should be preferred. Despite
more questions on substance use problems, ADDIS was
no more problematic to administer. On the contrary,
there was less data loss.

Both instruments can be used in populations with
various level of functioning and with some psychiatric
comorbidity—here concerning depression and anxiety.
The few misclassifications were not related to age or
gender, neither to low social functioning nor to psychiat-
ric problems. Both instruments seem to be robust enough
to handle such cases.

In conclusion, both ADDIS and SCID can be used to
ensure good standards in the diagnostic assessment of
substance use disorders, with and without psychiatric
comorbidity, and concerning alcohol as well as drug use
problems.
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