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Background. In 1970, Robins and Guze proposed five phases to achieve a valid classification 
of mental disorders: (a) clinical description, (b) laboratory study, (c) exclusion of other dis-
orders, (d) follow-up study, and (e) family study. The objective of this paper is to review 
the progress made on content, criterion, and construct validity in relation to psychiatry. 
Method. The authors reviewed the literature addressing the concept of validity in psychiatry 
since 1970. Results. Much progress has been achieved with regard to content validity, as 
demonstrated by numerous publications regarding the diagnostic criteria of mental disor-
ders. With regard to criterion validity, progress has been hampered by the lack of biological 
markers in psychiatry. Robins and Guze’s (1970) phases have been the cornerstone of con-
struct validity in psychiatry. Conclusions. The authors propose the acronym, DR. SEEK, 
which involves Data, Reference Definitions, Standardized Instruments, Clinical Experi-
ence, External Validators, and Knowledge. The authors recommend using the DR. SEEK 
standard to improve the accuracy of psychiatric diagnoses. 
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Introduction 

Validity and reliability are two scientific topics vital 
to the development of modern psychiatry. Reliability 
refers to the extent to which an experiment, test, or 
any measuring procedure yields the same results on 
repeated trials (Carmines, 1979). Validity is a more 
confusing term, as it is defined differently in different 
contexts. In a very general sense, validity entails that 
scientific propositions describe and explain the empiri-

cal world in a correct way; in a stricter sense, that they 
are free from random and systematic errors (Swanborn, 
1996). When applied to measuring instruments, valid-
ity refers to the extent that any measuring instrument 
measures what it intends to measure (Carmines, 1979). 

There are three main types of validity: content, crite-
rion and construct validity. Content validity refers to the 
degree to which an empirical measurement reflects a 
specific domain of content. An arithmetical operations 
test, for example, is content-valid if it includes addi-
tion, subtraction, multiplication, and division (Car-
mines, 1979). Typically, the items that represent the 
domain or disorder are derived from the consensus of 
experts. For example, experts in psychiatry agree that a 
patient with schizophrenia has symptoms of delusions, 
hallucinations, disorganization, and bizarre behavior.  
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Criterion validity refers to measuring a criterion, 
which is something that is external to the measuring 
instrument itself (Nunnally, 1978). Depending on the 
timing of the measurements, criterion validity can be 
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postdictive, concurrent, or predictive. Postdictive valid-
ity entails correlating a criterion that occurred in the 
past (e.g., elementary-school grades) with some pre-
sent measure (e.g., current high-school grades). Con-
current validity correlates the measuring instrument 
with some criterion measured at the same time (e.g., 
an abnormal glucose tolerance test is a criterion for 
diagnosing diabetes). Predictive validity correlates a 
measuring instrument with a criterion that will be as-
sessed in the future (e.g., standardized college admis-
sion tests and average grades in college four years 
later). 

 Construct validity refers to the extent to which a 
particular measure relates to other measures consistent 
with theoretically derived hypotheses (Carmines, 
1979). Typically, scientists formulate a hypothesis (the 
construct) that a variety of behaviors will correlate 
with one another. For example, the construct of the 
diagnosis of schizophrenia relies on the young age of 
the patient, the presence of psychosis, the absence of 
organic causes of psychosis, a positive family history of 
schizophrenia, and psychological test results that are 
consistent with schizophrenia. Construct validity is 
woven into the theoretical fabric of social sciences and 
psychiatry because of the absence of criterion validity 
(Carmines, 1979; Tsuang, 2002). Construct validity 
boils down to the circumstantial evidence for the use-
fulness of the construct or hypothesis under investiga-
tion (Nunnally, 1978).  

In 1970, Robins and Guze proposed five phases to 
achieve a valid classification of mental disorders: (a) 
clinical description, (b) laboratory study, (c) exclusion 
of other disorders, (d) follow-up study, and (e) family 
study (Robins, 1970). Robins and Guze were actually 
the first investigators to articulate the elements of con-
struct validity in psychiatry. They applied the criteria 
to schizophrenia and concluded that “good-prognosis 
schizophrenia” is not a mild schizophrenia, but rather 
a different illness. It is very important to note that con-
struct validity is the product of clinical research and 
experience, as well as laboratory, epidemiological, and 
other research data. Construct validity requires a pat-
tern of consistent findings across studies involving dif-
ferent samples and different settings (Tsuang, 2002). 

The objectives of this paper are to review what has 
been learned since Robins and Guze’s (1970) influen-
tial article, as well as to propose a guide for clinicians 
to achieve more accurate diagnoses in psychiatry.  

Method 

Computerized literature searches were conducted 
using Medline and PsycINFO. Searches were con-
ducted for entries dating from January, 1970 to De-
cember, 2003 that were published in English. Medline 
searches were conducted for entries that contained the 
words “validity” and “psychiatric diagnosis”; this 

search yielded 93 citations. Similar searches using Psy-
cINFO with identical search criteria yielded 154 cita-
tions. Thereafter, Medline searches were performed for 
entries containing the words “validity” and “structured 
interviews,” yielding 107 citations. Similar searches 
using PsycINFO with the same search criteria yielded 
168 citations. Additionally, relevant references attached 
to published papers were also reviewed, while the au-
thors identified further papers and books through con-
sultations with colleagues and experts in the field. The 
authors were seeking new knowledge regarding the va-
lidity of psychiatric diagnoses. 

Results 

Progress on Content Validity 

As described earlier, content validity is reflected by 
the consensus of experts in the field as to what consti-
tutes the items of a domain. In the field of psychiatry, 
the nosology of mental illness has changed dramatically 
over the past century. During the first half of the twen-
tieth century, little focus was placed on making psychi-
atric diagnoses. Beginning in the 1940s, clinicians be-
gan to diagnose psychiatric disorders. The American 
Psychiatric Association Committee on Nomenclature 
and Statistics developed and published in 1952 the first 
edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-I) (American Psychiatric As-
sociation, 1952). 

The fourth edition of the DSM, published in 1994, 
includes the diagnostic criteria of all psychiatric disor-
ders (American Psychiatric Association, 1994). The 
World Health Organization (WHO) also released sev-
eral publications on the diagnostic criteria of mental 
disorders. The International Classification of Dis-
eases—Tenth Edition (ICD-10) is the most recent of 
these efforts, having been published in 1992 (WHO, 
1992). It is important to note that the debate over the 
validity of DSM and ICD diagnoses is extensive and 
beyond the scope of this paper (Richters, 1999; Sadler, 
2001; Sadler, 1994; Sedler, 1994; Spitzer, 2001; Wil-
son, 1993). The criteria proposed in the DSM and 
ICD originated from the best possible consensus of 
experts in the field. The widespread adoption of the 
DSM and ICD diagnostic criteria shifted the focus to 
procedural validity, which assesses the extent to which a 
new diagnostic procedure measures the DSM or ICD 
criteria (Spitzer, 1980).  

Progress on Criterion Validity: Decades of 
Research on Biological Markers 

In criterion validity, there is a criterion against which 
the measuring instrument or the disease entity is vali-
dated. In psychiatry, the search for promising criteria 
or biological markers has been going on for decades. 
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Buchsbaum (1983) proposed a definition of a biological 
marker as a measurable indicator of a disease that may 
or may not be causal. Several biological markers have 
been studied in psychiatry, including platelet mono-
amine oxidase (MAO); results of dexamethasone sup-
pression tests; and metabolites of serotonin and 
noradrenaline in cerebral and spinal fluid. Decades of 
research on biological markers have resulted in some 
promising results; however, no single biological marker 
has been unequivocally identified as a marker for men-
tal disorders (Buchsbaum, 1983; Hoes, 1986; Jablen-
sky, 1984; Muscettola, 1984).  

In light of the serious questions regarding the valid-
ity of DSM and ICD definitions, and the absence of 
biological markers for mental disorders, Spitzer pro-
posed the LEAD standard (Spitzer, 1983). LEAD is 
an acronym that stands for the Longitudinal evaluation 
performed by Expert clinicians who utilize All the 
Data available. The LEAD standard is an important 
step toward obtaining the best-estimate diagnosis by 
requiring expert clinicians to utilize all the available 
data over time, including information from family 
members, hospital records, psychological evaluations, 
and laboratory results. The requirement of LEAD to 
have expert clinicians make independent assessments, 
discuss diagnostic disagreements, and reach a consen-
sus diagnosis accounts for the difficulty in implement-
ing the LEAD standard, and its consequent limited 
use (Antony, 2002; First, 1996; Spitzer, 1983).  

Progress on Construct Validity: Recent Advances 
in Neuroimaging and the Neurosciences 

External validators are elements external to the dis-
ease definitions; these are not restricted to biological 
markers. The past decade has witnessed an explosion 
in brain-imaging techniques that have permitted scien-
tists to study brain structures and function, even at 
cellular and molecular levels. Structural magnetic-
resonance imaging (MRI), functional MRI (fMRI), 
magnetic resonance spectroscopy (MRS), single-
proton emission-computed tomography (SPECT), 
and positron-emission tomography (PET) are some of 
these new brain imaging techniques. Andreasen 
(1995) has used the phrase “new external validators” 
when describing these neuroimaging techniques and 
other new branches of neuroscience, and has empha-
sized their importance in understanding the relation-
ship between individual symptoms and the changes in 
brain structure, brain function, or both. 

Three of Robins and Guze’s (1970) criteria de-
scribed earlier are relevant to external validators: labo-
ratory studies, follow-up studies, and familial aggrega-
tion studies. Although these new techniques have 
yielded important research findings, these findings 
cannot yet be translated into clinical practice (George, 
1998). However, the new external validators hold 

promise in validating psychiatric diagnoses and predict-
ing treatment responses in psychiatry in the near future 
(Nemeroff, 2001). 

Discussion 

Definition of a Validity Criterion 

The authors define a validity criterion as any knowl-
edge, method (e.g., rating scale or structured inter-
view), or procedure (e.g., blood test, lumbar puncture, 
or MRI) that can (a) improve the accuracy of the dis-
ease or disorder measurement; (b) help to rule out al-
ternative diseases or disorders in the differential diag-
nosis; or (c) validate a provisional diagnosis of the dis-
ease or disorder. Validity is a relative phenomenon, as 
any knowledge provided by validity criteria helps scien-
tists move closer to understanding the true nature of 
phenomena and classifications. 

As Nunnally (1978) stated, “validity usually is a 
matter of degree rather than an all-or-none property, 
and validation is an unending process.” In medicine 
and psychiatry, clinicians should use all the available 
validity criteria to obtain the most accurate diagnosis. 
The more validity criteria are utilized, the more accu-
rate the diagnosis. The clinician who uses his or her 
clinical skills along with structured interviews will pro-
vide a more accurate diagnosis in comparison with the 
clinician who relies on clinical skills alone. Similarly, 
the neurologist who uses clinical examinations, lumbar 
punctures, and MRIs can provide a more accurate di-
agnosis of multiple sclerosis than can the neurologist 
who relies on clinical examination alone.  

Proposal to Improve the Accuracy of 
Psychiatric Diagnoses 

The most accurate psychiatric diagnoses can be ob-
tained by well-trained and experienced mental-health 
clinicians who use reliable, comprehensive, and stan-
dardized or semi-standardized instruments, while using 
all available data and external validators, and while re-
lying on reference definitions of psychiatric symptoms. 
To improve the accuracy of making psychiatric diagno-
ses, we propose the acronym DR. SEEK, which in-
volves Data, Reference definitions, Standardized in-
struments, clinical Experience, External validators, and 
Knowledge. It is important to note that these validity 
criteria and their specifications are merely proposed 
guidelines based upon previous research and our own 
experiences in clinical care and research. The proposed 
criteria can be further modified and enhanced by other 
experts in the field.  
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Data 

Mental-health clinicians should obtain and use all 
data essential for an accurate diagnosis: patients’ clini-
cal descriptions, histories, and courses of illness; family 
information; family histories; psychological testing; 
and any other pertinent data to the case. The use of all 
the available data can improve diagnostic validity 
(Basco, 2000; Kranzler, 1997; Spitzer, 1983).  

Reference Guide 

Psychiatric symptoms reported by the patient and 
observed by the clinician constitute the main source of 
information used by clinicians when diagnosing and 
treating patients (Aboraya, 2000). In other words, the 
measurement of psychiatric symptoms continues to be 
the main source when assessing whether the diagnostic 
criteria of a disorder are met. Because of the impor-
tance of symptoms, mental-health clinicians should 
clearly define the meaning of symptoms and their level 
of severity. Clinicians should also define the meaning 
of their inquiries to their patients. Additionally, it is 
important to understand the expression of symptoms 
in different cultures. Structured interviews can help to 
both define the meaning of terminology and differenti-
ate the levels of symptom severity (Spitzer, 1992; 
Wing, 1990). 

Standardization 

The use of standardized or semi-standardized in-
struments aids the clinician in many ways. First, stan-
dardization forces the clinician to cover all areas of the 
psychopathology under question. Second, standardiza-
tion provides similarities in the manner in which ques-
tions are asked, thereby minimizing variability among 
clinicians. Standardization is a way of transforming the 
clinical judgment into explicit rules to prevent the un-
known and subjective decisions of individual inter-
viewers (Lewis, 1992). The use of structured inter-
views can provide a more accurate diagnosis in com-
parison with routine clinical diagnoses (Basco, 2000; 
Kranzler, 1997). For instance, upon comparing the 
validity of LEAD, structured interviews, and clinician 
diagnoses, Kranzler (1997) concluded that the use of 
structured interviews can enhance the diagnostic valid-
ity of the LEAD standard. 

Experience 

Mental-health clinicians may be psychiatrists, clini-
cal psychologists, therapists, or other professionals 
who have actual experience and contact with individu-
als with mental disorders. However, the most impor-
tant factor contributing to clinicians’ ability to effec-
tively diagnose patients is clinicians’ experience. Clini-
cal experience with psychiatric abnormalities, and the 

development of skills to elicit them and to ascertain 
their significance, have been viewed as the reference 
standards of psychopathology assessments (Brugha, 
1999). As reading textbooks of medicine alone does not 
qualify the reader to diagnose medical disorders, read-
ing textbooks of psychiatry does not qualify the reader 
to diagnose mental disorders. Clinical experience is 
thus indispensable when it comes to diagnoses of psy-
chotic, bipolar, or personality disorders, especially in 
regard to judging the significance of symptoms (Fran-
ces, 1998; Spitzer, 1998). Such clinical experience 
cannot be replaced with a few weeks of training, nor is 
it exclusive to psychiatrists. Clinicians should have at 
least two years of experience encompassing various di-
agnostic entities, such as anxiety disorders, mood dis-
orders, psychotic disorders, and substance-use disor-
ders. A minimum of six months’ experience with inpa-
tients is strongly advocated in order to become familiar 
with severe instances of various psychopathologies. The 
first author’s personal experience of five years of psy-
chiatric research preceding the clinical experience of 
psychiatry residency forms the basis for this recom-
mendation.  

External Validators 

External validators, including novel neuroimaging 
techniques and other branches of neuroscience, ad-
vance everyday knowledge and hold the promise of 
validating psychiatric disorders in the future (An-
dreasen, 1995; George, 1998; Nemeroff, 2001). Al-
though the current available techniques are not useful 
as indicators of the presence of psychiatric disorders, 
they are useful in ruling out alternative disorders in the 
differential diagnosis. For example, clinicians may use 
computed tomography (CT) or MRI scans to rule out 
head traumas, strokes, or multiple sclerosis as the cause 
of depressive or psychotic symptoms. As another ex-
ample, thyroid hormone levels are sometimes measured 
to exclude hypothyroidism or hyperthyroidism as the 
cause of anxiety or depression. 

Knowledge 

Obviously, mental-health clinicians should have ex-
tensive knowledge about mental health. A minimum of 
a Master’s degree in a mental-health field, such as psy-
chology, with a clinical emphasis, or a medical degree 
with psychiatry residency training, is recommended. 

Conclusions 

Much progress has been achieved since Robins and 
Guze’s influential article in 1970. Progress on the con-
cept of content validity was crowned by the worldwide 
adoption of DSM and ICD criteria in clinical and re-
search applications. The lack of biological markers that 
validate psychiatric disorders points to the importance 
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of construct validity in psychiatry. Psychiatric re-
searchers should utilize all the available validity criteria 
and new external validators to refine and validate the 
diagnostic entities of the DSM and ICD systems. 
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