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Introduction
Standardized instruments have been increasingly used in the

psychiatric assessment of children and adolescents in clinical
and research settings. There are many instruments with differ-
ent characteristics which vary according to their purposes such
as diagnostic formulation, identification of symptoms, on the
assessment of personality and emotional dynamics or cogni-
tive development.

Diagnostic interviews have an important role for the estab-
lishment of judicious diagnoses and for the assessment of epi-
demiological patterns of psychopathologies. Several instru-
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Objetive: The main objective of this study was to assess the interrater agreement for the Schedule for Affective
Disorders and Schizophrenia Epidemiological version for School-Age Children (K-SADS-E).
Methods: Four interviewers being trained with the K-SADS-E scored independently 29 videotaped interviews
performed with psychiatric outpatients in the ADHD Outpatient Clinic at Hospital de Clínicas de Porto Alegre.
Interrater agreement analysis was performed using the kappa coefficient (k).
Results: Kappa coefficients were .93 (p<.001) for affective disorders, .9 (p<.001) for anxiety disorders, .94
(p<.001) for attention-deficit/hyperactivity disorders and disruptive behavior disorders.
Conclusion: These findings suggest an excellent interrater agreement for the diagnosis of several mental disorders
in childhood and adolescence by the Brazilian Portuguese version of the K-SADS-E.

K-SADS-E. Diagnosis. Diagnostic interview. Reliability. Agreement.

Objetivos: Avaliar a concordância entre observadores da Entrevista Semi-Estruturada para Diagnóstico em
Psiquiatria da Infância, versão epidemiológica (K-SADS-E).
Métodos: Quatro observadores em fase final de treinamento na aplicação do instrumento K-SADS-E pontua-
ram independentemente 29 entrevistas, registradas em vídeo-tape, de pacientes ambulatoriais do Programa de
Transtorno de Déficit de Atenção/Hiperatividade do Hospital de Clínicas de Porto Alegre. Os resultados foram
analisados pelo coeficiente de kappa (k).
Resultados: Os coeficientes k foram 0,93 (p<0,001) para transtornos do humor, 0,9 (p<0,001) para transtornos
de ansiedade e 0.94 (p<0,001) para transtornos de déficit de atenção/hiperatividade e do comportamento disruptivo.
Conclusão: Os resultados demonstram uma excelente concordância entre observadores na formulação diagnóstica
dos vários transtornos da infância e adolescência, por meio da versão em português da K-SADS-E.

K-SADS-E. Diagnóstico. Entrevista diagnóstica. Confiabilidade. Concordância.
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ments in the field of child and adolescence psychiatry have
this profile, such as the Schedule for Affective Disorders and
Schizophrenia – epidemiological version (K-SADS-E), the
Diagnostic Interview for Children and Adolescents (DICA) and
the National Institute of Mental Health Diagnostic Interview
Schedule for Children (NIMH-DISC). The K-SADS-E, which
has a Brazilian Portuguese translation currently used for clini-
cal and researching purposes in our country, is the most used
version of the K-SADS interview.1,2 The DICA is also a semi-
structured interview, mainly aimed at clinical and epidemio-
logical research, based on the criteria of the International Clas-



Rev Bras Psiquiatr 2003;25(2):87-90

88

Interrater Agreement for the K-SADS-E
Polanczyk GV et al

sification of Diseases 9th Edition, World Health Organization
(ICD-9, WHO). It has a version adapted for the DSM-III-R
criteria and a self-reported version, with computer-based analy-
ses.3 Another widely used interview is the DISC IV, DISC’s
most recent version, an interview conceived to be administered
by raters without clinical training, making its application more
feasible in large-scale epidemiological studies.2,3

Currently the K-SADS-E is widely used in research, having
excellent psychometric properties reported by international
studies.2 As it is a semi-structured interview what allows the
interviewer’s clinical judgement to punctuate the questions, its
performance greatly depends on the interviewers’ training.
However, we have not found studies in Brazil assessing the
psychometric properties of this instrument and, for that rea-
son, the main objective of this study was to assess the interrater
agreement in the derivation of child and adolescence psychiat-
ric diagnoses by means of the Brazilian Portuguese version of
the K-SADS-E.

Method

Subjects
The K-SADS-E was consecutively applied to 29 patients who

were called for initial ambulatorial assessment at the ADHD
Outpatient Clinic at Hospital de Clínicas de Porto Alegre. The
interviews were all videotaped. The parents of the patients an-
swered to the questions after giving oral informed consent for
the registration of the interviews, which was also videotaped,
after receiving the explanations about the objectives, being
assured the total secrecy regarding the collected information.

Instrument
The K-SADS-E is a semi-structured interview for children

and adolescents aged 6 to 18 years which assesses current
episodes and the severest episode in the past (lifetime) of mood
disorders (major depression, dysthimia and mania), anxiety
disorders (separation anxiety, panic disorder, agoraphobia, so-
cial phobia, simple phobia, generalized anxiety disorder, ob-
sessive-compulsive disorder, post-traumatic stress disorder),
eating disorders (anorexia and bulimia), attention-deficit/hy-
peractivity disorder (ADHD), conduct disorder and opposi-
tional defiant disorder, substance abuse and dependence,
elimination disorders (enuresis and encopresis), speech dis-
order, Tourette’s disorder, psychotic disorders and pervasive
disorders. The fourth reviewed version of the interview, used
in our Clinic and in this study, is based on the diagnostic cri-
teria of the DSM-III-R and DSM-IV and has essential ques-
tions for the diagnosis, which, if not met, allow the inter-
viewer to go to the following disorder. The interviewer codi-
fies the symptoms as present or absent and graduates the im-
pairment caused by the disorders as mild, moderate or se-
vere. Its administration lasts for 50 to 90 minutes and its in-
formants are parents and children or adolescents.4

Assessments
The symtomatology of the 29 patients was informed by their

parents and were punctuated using the K-SADS-E by three
trained interviewers, being recorded on videotape. Each inter-
view was discussed in a clinical committee, conducted by a
child and adolescents psychiatrist with large clinical experi-
ence (L.A.R.), being thus generated the final diagnoses.

Four observers, medical students in their final stage of train-
ing in the application of the K-SADS-E, individually and inde-
pendently punctuated each interview analyzing the videotapes.
The observers were blind to the result of the initial interview
and to all information about patients.

The training process consisted in four phases: 1st) seminars
about the structure and diagnostic criteria of the instrument,
conducted by a child and adolescents psychiatrist (L.A.R),
2nd) live observation of 5 interviews performed by trained ob-
servers, 3rd) live administration of the K-SADS-E interview
in 10 patients with the presence of trained observers and 4th)
punctuation of interviews recorded in videotape and agree-
ment analysis.

Statistical analysis
We performed the concordance analysis of diagnoses gen-

erated by each of the four observers using the kappa coeffi-
cient (k). The adopted analysis strategy was the combina-
tion of the four observers in pairs and the calculation of the
k coefficient for each of the six possible pairs for each dis-
order and for current and past diagnosis. We have consid-
ered, thus, as the final k coefficient the arithmetic mean of
the six combinations for each disorder and for the current
and past diagnosis.

P values <.05 were deemed indication of statistical significance.
We used the criteria proposed by Landis & Kock5 (1977) to

interpret the values of k coefficients: excellent agreement,
k>.75; good agreement, k from .59 to .75; medium agreement,
k between .40 and .58; poor agreement, k<.40. Disorders present
in less than 10% of the sample were not considered for the
analysis, due to the instability of the k coefficient when the
number of observations is small.6-8

Results
We interviewed 29 patients aging 10.3±3.4 years, being 69%

males. Each patient had in average 5.6 diagnoses, with a mini-
mum of 1 and a maximum of 13 diagnoses. All parents of
requested patients gave their consent to the videotaping of
the interview.

The k coefficient for past diagnosis of major depression
was .91 and .93 for current diagnosis. Aggregated mood dis-
orders had a k coefficient of .93 for past and current diag-
noses. Aggregated anxiety disorders had k of .93 for past di-
agnosis and .90 for current diagnosis. K coefficients for past
diagnosis of agoraphobia were .80 and .79 for current diag-
nosis, whereas for generalized anxiety disorder was 1, both
for current and past diagnosis. Aggregated disruptive disor-
ders and ADHD had a k coefficient of .94 for past and current
diagnoses. Table shows k coefficients for each specific disor-
der and aggregation of disorders, separated according to cur-
rent and past diagnoses.
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Discussion
The values of k coefficients found for affective, anxiety, atten-

tion and disruptive behavior, elimination and developmental dis-
orders indicate that the Brazilian Portuguese version of the K-
SADS-E is an interview with optimal interrater agreement in the
psychiatric diagnoses of many child and adolescence disorders.

Variabilities occur very frequently in diagnostic processes,
mainly related to disorders involving behaviors or emotions in
which cultural and personal features have great influence. The
utilization of objective diagnostic criteria would lessen this vari-
ability. However, Winokur9 reports that their use not necessar-
ily produces diagnoses with consistently high reliability as dif-
ferent raters interpret them differently. Studies which assess
the diagnostic agreement between raters, therefore, try to mini-
mize the variabilities that occur in the diagnostic process in
order to maximize the replicability of diagnoses and the dis-
crimination of patients by different raters. As the interviewers
in our Clinic are medical students, their adequate training and
the assessment of their performance by means of properties
such as the interrater agreement, is fundamental.

In psychiatric services in which the therapeutic decisions are
based on the results of semi-structured interviews such as the K-
SADS-E,10 optimal psychometric features of these instruments
are essential. However, similarly to other authors,11-13 we believe
that the K-SADS-E be better clinically used as part of a battery
of assessments involving self-reported instruments with acknowl-
edged validity, a semi-structured diagnostic interview, instru-
ments for the psychological and clinical assessments, integrat-
ing the information supplied by patients, their parents and teach-
ers. The finding of a patient with thirteen psychiatric disorders
indicates a limitation of semi-structured instruments which de-
rive descriptive diagnoses. When we find patients with severe
mental disorders, with diverse symptomatology and significant
impairment in different aspects of their mental functioning (such
as in the pervasive disorders or in severe mental retardation) the

instrument has positive values for several diagnoses, as there is
no diagnostic hierarchy, such as occurred with the mentioned
patient, who had a pervasive disorder.

A previous study which assessed the interrater agreement
for the K-SADS-E, using audio material showed k coefficients
of .73 for major depression, .65 for separation anxiety, .75 for
phobic disorders, .51 for oppositional defiant disorder, .77 for
ADHD and .68 for conduct disorder.4

The k values found were higher than those reported in the inter-
national literature, what probably was due to the extensive train-
ing process to which the observers are submitted in our Clinic, as
recommended by the authors of the instrument when the inter-
viewers are not psychiatrists or psychologists.14 Perhaps such an
agreement would not occur if the application of the interview were
performed by examiners in the usual context. We also think that
the visualization of the interviews by means of videotapes could
help in the adequate interpretation of the questions.

Our results should be interpreted in the context of some meth-
odological limitations. The studied sample was small and it
was not possible to analyze the k coefficient for some diag-
noses that had frequencies lower than 10% in the sample. Only
one strategy for reliability assessment was used in this study,
although studies which use the test-retest method,11,15,16 con-
sidered as the most consistent method for reliability analysis,4

have reported similarly high values k coefficients. Our results
cannot be generalized to samples of the general population, as
existent data clearly indicate that the reliability regarding semi-
structured interviews tend to be higher in clinical settings, with
patients who are really ill, than in population samples in which
children are healthier.16,17

Conclusion
The results of this study show optimal interrater agreement in the

diagnostic formulation of child and adolescence psychiatric disor-
ders using the Brazilian Portuguese version of the K-SADS-E.

Past Current
Diagnoses Diagnoses

N k* N k*

Mood disorders 21 .93 15 .93
Major disorder 8 .91 5 .93
Dysthimia 10 .96 7 .90
Bipolar mood disorder 3 .85 3 .85

Psychosis 7 .82 7 .82
Anxiety disorders 57 .93 47 .90

Separation anxiety 10 .84 6 .82
Agoraphobia 15 .80 13 .79
Social phobia 7 .95 7 .95
Simple phobia 14 .88 12 .81
Generalized anxiety disorder 5 1 5 1
Obsessive-compulsive disorder 4 .80 4 .80

Attention-deficit/Hyperactivity and disruptive behavior disorder 40 .94 39 .94
ADHD 21 .94 21 .94
Oppositional defiant disorder 12 .91 11 .91
Conduct disorder 7 .93 7 .93

Speech disorder 8 .85 4 .85
Elimination disorder 11 .94 7 .96

Enuresis 8 1 5 1
Encopresis 3 .83 2 -

Pervasive disorder 5 .94 5 .94

Table - Mean of kappa coefficients (K) between observers by disorder.

N= absolute number of diagnoses of each disorder in the sample; k= Kappa coefficient; ADHD= Attention-deficit/Hyperactivity disorder;
*k coefficients with P<.001.
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