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SUMMARY

Objective: The aim of this study was to evaluate the reliability and validity of the Schedule for Affective Disorders and Schizophrenia for School-Age 
Children-Present and Lifetime Version, DSM-5 November 2016 -Turkish Adaptation (K-SADS-PL-DSM-5-T).  

Method: A total of 150 children and adolescents between 6 and 17 years of age were assessed with K-SADS-PL-DSM-5-T. The degree of agreement 
between the DSM-5 criteria diagnoses and the K-SADS-PL-DSM-5-T diagnoses were considered as the measure of consensus validity. In addition, 
concurrent validity was examined by analyzing the correlation between the diagnoses on K-SADS-PL-DSM-5-T and relevant scales. Interrater 
reliabilities were assessed on randomly selected 20 participants. Likewise, randomly selected 20 other participants were interviewed with K-SADS-
PL-DSM-5-T three weeks after the first interview to evaluate test-retest reliability.

Results: The consistency of diagnoses was almost perfect for eating disorders, selective mutism and autism spectrum disorder (κ=0.92-1.0), substantial 
for elimination disorders, obsessive-compulsive disorder, oppositional defiant disorder, generalized anxiety disorder, social anxiety disorder, depressive 
disorders, disruptive mood dysregulation disorder and attention deficit hyperactivity disorder (κ=0.67-0.80). Interrater reliability was perfect for 
selective mutism (κ=1.0), substantial for oppositional defiant disorder, disruptive mood dysregulation disorder, attention deficit hyperactivity 
disorder, depressive disorders and social anxiety disorder (κ=0.63-0.73). Test-retest reliability was almost perfect for autism spectrum disorder 
(κ=0.82), substantial for attention deficit hyperactivity disorder, oppositional defiant disorder, disruptive mood dysregulation disorder, depressive 
disorders and generalized anxiety disorder (κ=0.62-0.78). 

Conclusion: The results of this study show that the K-SADS-PL-DSM-5-T is an effective instrument for diagnosing major childhood psychiatric 
disorders including selective mutism, disruptive mood dysregulation disorder and autism spectrum disorder which have recently been added to the 
schedule.
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INTRODUCTION

One of the important difficulties in child and adolescent 
psychiatry is evaluating psychiatric symptoms in children and 
adolescents for a valid diagnosis. Contrary to many medical 
disorders, there is insufficient evidence, based on biological 
measurements for confirming the psychiatric diagnosis 
(Lempp et al. 2012). Clinical evaluation process becomes 
even more difficult due to the time and situation dependent 
inconsistencies in psychiatric symptoms, uncertainties 
in children’s expressions, the changes in the mental state 
between the interviews, variability in information or biases of 
interviewers in rating the importance of symptoms (Duncan 
et al. 2018). 

It has been suggested that structured clinical interviews may 
be useful to overcome these difficulties. Such interviews have 
some differences in terms of style and content from the usual 
clinical evaluation. Following the same interview line and 
content increases the reliability of the diagnosis or diagnoses 
made. With the help of the structured interviews, the onset, 
severity, and duration of the disorder, the temporal sequence 
and the degree of functional impairment can be evaluated 
in more detail. For these reasons, structured interviews can 
also be seen as a reliable guide for inexperienced interviewers 
(Leffler et al. 2015). Although it takes a little longer than the 
usual clinical psychiatric interview, it has been suggested that 
making more accurate diagnoses with the help of structured 
interviews could increase the effectiveness of treatment and, 
thereby, save time (Garcia-Barrera and Moore 2013).

Although there are many structured or semi-structured 
interview schedules used on children and adolescents, the 
most commonly used interview schedule is considered to 
be Schedule for Affective Disorders and Schizophrenia for 
School-Age Children (Ambrosini 2000, Boyle et al. 2017). 
The origins of this interview schedule are based on Schedule 
for Affective Disorders and Schizophrenia-SADS, developed 
by Endicott and Spitzer (1978) for adults and adapted by 
Chambers et al. (1985) for children.

The DSM-III and DSM-IV Present and Lifetime Version 
of the schedule was updated by Kaufman et al. (2016) after 
the DSM system was revised in 2013 (APA 2013). The 
previous DSM-III and DSM-IV version of the schedule was 
translated into Turkish and it was shown that it provided valid 
and reliable data for many diagnoses (Gokler et al. 2004). 
However, there is no validity and reliability study for the 
Turkish DSM-5 version of the schedule, which includes both 
dimensional and categorical diagnostic evaluations. This not 
only leads to problems regarding standardization of clinical 
evaluation but also has a negative effect on the quantity and 
quality of the research in the field of child and adolescent 
psychiatry in our country.

In this study, it is aimed to evaluate the validity and reliability 
of the Schedule for Affective Disorders and Schizophrenia 
for School-Age Children - Present and Lifetime Version, 
November 2016 – Turkish adaptation (K-SADS-PL-DSM-
5-T), designed to evaluate 23 different diagnostic areas with 
the addition of disruptive mood dysregulation disorder, 
selective mutism, binge eating disorder, and autism spectrum 
disorder.

METHOD

Participants

The study group consisted of 120 children and adolescents 
aged between 6 and 17 years admitted to the outpatient clinic 
of the Hacettepe University Child and Adolescent Psychiatry 
Department for the first time between February 2018 and 
June 2018. Due to age limitation and/or low prevalence 
ratios, “first-time application criteria” was not applied to 
children with autism spectrum disorders, selective mutism, 
and disruptive mood dysregulation disorder. Children with 
any chronic medical problems or intellectual disabilities that 
could interfere with the evaluations were also excluded.   The 
control group consisted of 30 children and adolescents in the 
same age range, admitted to the pediatric outpatient clinic 
of the same hospital. Psychiatric complaints or clinically 
evaluated intellectual disabilities or chronic medical problems 
that might interfere with the evaluations were the exclusion 
criteria for the control group.

The study was approved by Hacettepe University Clinical 
Research Ethics Committee (GO 18/282 - 05).

Assessment Tools

Schedule for Affective Disorders and Schizophrenia for 
School-Age Children - Present and Lifetime Version, 
K-SADS-PL-DSM-5 November 2016: Adaptation to the 
Turkish language of this semi-structured questionnaire, 
which Kaufman et al. (2016) updated according to DSM-
5 diagnostic criteria, was carried out by the research team. 
K-SADS-PL-DSM-5-T took the final form after the review of 
the discrepancies between translation and back-translation of 
the original text, and the effectivity assessment of the schedule 
through pilot interviews with the parents and children.

In the first part of the schedule, an unstructured interview 
with the child and his/her family about the sociodemographic 
characteristics, complaints, development history, and health 
status, general information about the functionality in school 
and at home are questioned. In the second part, there are 
screening questions evaluating more than 200 symptoms, 
and the third part consists of the evaluation and observation 
results to confirm the DSM-5 diagnoses. Information from 
each section is scored separately first, but the final decision is 
based on the clinician’s observations.
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Primary diagnoses which have been updated according to 
DSM-5 diagnostic criteria that can be screened by K-SADS-
PL-DSM-5-T, are major depression, persistent depression, 
mania, hypomania, cyclothymia, bipolar disorders, disruptive 
mood dysregulation disorder, schizoaffective disorders, 
schizophrenia, schizophreniform disorder, brief psychotic 
disorder, panic disorder, agoraphobia, separation anxiety 
disorder, simple phobia, social anxiety disorder, selective 
mutism, generalized anxiety, obsessive-compulsive disorder, 
attention deficit hyperactivity disorder, conduct disorder, 
oppositional defiant disorder, enuresis, encopresis, anorexia 
nervosa, bulimia, binge eating disorder, transient tic disorder, 
Tourette’s disorder, chronic motor or vocal tic disorder, 
alcohol use disorder, substance use disorder, post-traumatic 
stress disorder, adjustment disorders, and autism spectrum 
disorder. Disruptive mood dysregulation disorder, selective 
mutism, and autism spectrum disorder newly introduced into 
DSM-5 were also included with the diagnoses that can be 
screened with K-SADS-PL-DSM-5-T (Kaufman et al. 2016).

Conners’ Rating Scales-Revised (CRS-R):   Evaluating the 
symptoms and severity of ADHD, this scale was developed 
by Connors (1997) for determination of 27 items that gave 
the highest factor load as a result of the factor analysis applied 
to the data collected for the earlier long forms. CRS-R 
consists of three subscales (oppositional, cognitive problems/
inattention, and hyperactivity) and an auxiliary part (ADHD 
index) (Kaner et al. 2006).

Screen for Child Anxiety and Related Disorders 
(SCARED): The scale was developed by Birmaher et al. 
(1999) for screening childhood anxiety disorders. It includes 
subscales evaluating symptoms of somatization, panic, 
generalized anxiety, separation anxiety, social phobia and fear 
of school (Çakmakçı 2004).

Beck Depression Inventory (BDI): The scale is composed of 
21 items evaluating the symptoms of depression in vegetative, 
emotional, cognitive and motivational areas. It was developed 
by Beck et al. (1961, 1988) and adapted by Hisli (1989) to 
the Turkish population. 

Affective Reactivity Index (ARI): The scale, developed by 
Stringaris et al. (2012) evaluates irritability symptoms in the 
last six months with the help of child and parent forms. It can 
distinguish severe mood disorders from both healthy children 
and patients with bipolar disorder. Turkish validity reliability 
study was performed by Kocael (2015). 

Childhood Autism Rating Scale (CARS): The scale is 
used to diagnose autism based on data obtained from the 
family interview and observation of the child and it consists 
of 15 items (Schopler et al. 1980). Sucuoğlu et al. (1996) 
conducted the validity and reliability study of the Turkish 
language version. The cut-off point of the Turkish language 
version was found to be 30 in a study conducted in a larger 
sample (Incekaş 2009).

Autism Behavior Checklist (AuBC): This 57-item 
assessment tool, consisting of five sub-scales, including 
sensory behavior, social relating, body and object use, 
language and communication skills, and social and adaptive 
skills, was developed by Krug et al. (1980). The scores of the 
scale can vary between 0 and 159, and the children diagnosed 
with autism spectrum disorder usually receive a score of 68 or 
higher (Irmak et al. 2007).

Selective Mutism Questionnaire (SMQ): The scale, which 
was developed by Bergman et al. (2008) in order to assess the 
level of inhibition of the child’s speech in various situations, 
contains 17 statements describing typical situations in which 
talking is expected. In the present study, SMQ is the only scale 
in which low scores indicate more impairment. The Turkish 
version of SMQ, which was adapted by the researchers, has 
a strong internal consistency reliability coefficient (Cronbach 
α = .869).

Procedure

The researchers were clinically qualified children and 
adolescent psychiatrists, who had substantial training in 
structured interviewing and experience on using the K-SADS-
PL. Children and adolescents who met the inclusion criteria 
were first evaluated with a clinical psychiatric interview 
based on the DSM-5 diagnostic criteria. Then the K-SADS-
PL-DSM-5-T was applied by a different researcher.  The 
percentage of agreement between these two evaluations was 
considered as the consensual validity. The concurrent validity 
was measured as the relation between the current diagnoses 
made with the K-SADS-PL-DSM-5-T and the scores obtained 
from the assessment scales associated with that diagnosis. 
Assessment scales were used on the age groups with a higher 
prevalence of the associated disorder. Thus, BDI evaluating 
depressive disorders is used only on adolescents, whereas 
the CARS and AuBC evaluating autism spectrum disorder, 
and the SMQ evaluating selective mutism are used only on 
children. On the other hand, the CRS-R evaluating attention 
deficit hyperactivity disorder, the SCARED evaluating 
anxiety disorders, and the ARI evaluating disruptive mood 
dysregulation disorder was applied to all age groups because 
of the large age distribution of these disorders.

Interrater reliability was examined through a re-evaluation 
of the video recordings of the K-SADS-PL-DSM-5-T 
interview with randomly selected 20 participants (who gave 
consent to the video recording) by a different rater. Test-retest 
reliability was examined by another researcher through a re-
assessment of randomly selected different 20 participants on 
average 21.1+4.9 days (12-30 days) after the first evaluation. 
The clinical information about the participants and the 
evaluations of the first interviewer were not shared with the 
researchers who assessed the video recordings or conducted 
the second interview.
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Data Analysis 

A computerized statistical program was used to analyze 
the data. Categorical variables were evaluated by the chi-
square test. The Kolmogorov-Smirnov test for continuous 
variables indicated that age and all scale scores did not 
show normal distribution. The Mann-Whitney-U test was 
used to evaluate concurrent validity, and kappa statistics 
(Cohen 1960) were used in order to evaluate consensual 
validity, interrater reliability, and test-retest reliability. When 
interpreting the kappa coefficient, the following criteria 
proposed by Landis and Koch (1977) regarding the degree 
of consensus were taken into account:  κ=0.81-1.00  (almost 
perfect agreement), κ=0.61-0.80 (substantial), κ=0.41-0.60 
(moderate), κ=0.21-0.40 (fair), κ=0.00-0.20 (slight), κ 
< 0.00 (no agreement).The disorders with an insufficient 
number of patients to perform the kappa statistics (negative 
values in 95% confidence interval calculated for the kappa 
values) were excluded. For disorders with a confidence 
interval greater than 0.50, validity and reliability were 
evaluated with consensus ratios, where 80% or higher figures 
were considered as the “lowest acceptable consensus ratio” as 
recommended by McHugh (2012).

RESULTS

Participants consisted of 64 children and 86 adolescents with 
a median age of 13 years (Range: 6-17 years), 50.7% (n=76) 
males and 49.3% (n=74) females, living in families with a 
median level of 11-year education (Range: 5-15 years) and 
a total median annual household income of 48.000 TRY 
(Range: 18.000-120.000 ₺), which was above the average 
income in Turkey (Turkish Statistical Institute 2015). There 
were not any statistically significant differences between the 
study and control groups in terms of age (U=1604, p=.35), 
gender (X2=0.007, p=.94), maternal and paternal education 
levels (U=1360, p=.26; U=1258, p=.37), and annual 
household income (U=1848, p=.75).

Diagnostic Profile

The median number of K-SADS-PL-DSM-5-T diagnoses 
was 2 (Range: 1-8) for current diagnoses and 1 (Range: 
0-8) for past diagnoses. Most of the participants (62.6%, 
n=94) had multiple diagnoses, only 31 patients (20.7%) 
met the diagnostic criteria of a single DSM-5 disorder, and 
25 (16.7%) did not meet any diagnostic criteria. The most 
frequently made K-SADS-PL-DSM-5-T diagnoses were 
attention deficit hyperactivity disorder (n = 61, 40.7%), 
depressive disorders (n = 36, 24.0%), and generalized anxiety 
disorder (n = 29, 19.3%) (Table 1).

Consensual Validity

Statistical analysis was performed only for 11 diagnostic 
groups to evaluate consensual validity, as other diagnoses had 
an insufficient number of patients. The rate of agreement 
between the clinical diagnoses based on DSM-5 criteria 
and the current K-SADS-PL-DSM-5-T diagnoses were 
statistically significant. Kappa values were found to be very 
good for eating disorders, selective mutism, and autism 
spectrum disorder; and good for elimination disorders, 
obsessive-compulsive disorder, oppositional defiant disorder, 
generalized anxiety disorder, social anxiety disorder, depressive 
disorders, disruptive mood dysregulation disorder, and 
attention deficit hyperactivity disorder (Table 1).

Concurrent Validity

Children and adolescents who met the diagnostic criteria for 
attention deficit hyperactivity disorder scored significantly 
higher than the ones without the diagnosis on the CRS-R.  
Children and adolescents who met the diagnostic criteria 
for panic disorder, agoraphobia, separation anxiety disorder, 
simple phobia, social anxiety disorder or generalized anxiety 
disorders had significantly higher scores on the SCARED 
compared to those without the diagnosis.  Adolescents who 
met the diagnostic criteria for major depression or persistent 
depression scored significantly higher than the others on 
the BDI.  Children and adolescents who met the diagnostic 
criteria for disruptive mood dysregulation disorder had 
significantly higher scores on the ARI compared to those 
without the diagnosis.  Children who met the diagnostic 
criteria for autism spectrum disorder had significantly higher 

Table 1. Consensual Validity of KSAD-PL-DSM-5-T Diagnoses (n=150)

KSAD-PL-DSM-5-T Diagnoses * N (%) Consensus Kappa

Attention Deficit Hyperactivity 
Disorder

61 (40.7) 84.6 % .67 **

Depressive Disordersa 36 (24.0) 89.3 % .70 **

Generalized Anxiety Disorder 29 (19.3) 92.6 % .74 **

Oppositional Defiant Disorder 27 (18.0) 93.3 % .76 **

Social Anxiety Disorder 17 (11.3) 95.3 % .71 **

Autism Spectrum Disorder 15 (10.0) 98.7 % .92 **

Obsessive-Compulsive Disorder 15 (10.0) 96.7 % .79 **

Disruptive Mood Dysregulation 
Disorder

14 (9.3) 96.0 % .70 **

Elimination Disorders 12 (8.0) 97.3 % .80 **

Eating Disordersb 11 (7.3) 100 % 1.0 **

Selective Mutism 10 (6.7) 99.3 % .94 **

* Statistical analysis was performed only for current diagnoses with a sufficient 
number of patients. Due to comorbid diagnoses, the numbers in the table are more 
than the total number of patients.
**p<0.001   
aIncludes major depressive disorder and persistent depressive disorder (dysthymia). 
Disruptive mood dysregulation disorder is not included.
bIncludes anorexia nervosa, bulimia nervosa and binge eating disorder.
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scores on the CARS and AuBC compared to those without 
the diagnosis, and children who met the diagnostic criteria for 
selective mutism had significantly lower scores on the SMQ 
compared to those without the diagnosis. (Table 2).

Interrater Reliability

Interrater reliability was evaluated only for attention deficit 
hyperactivity disorder, depressive disorders, oppositional 
defiant disorder, disruptive mood dysregulation disorder, 
and selective mutism as there was an insufficient number of 
patients with the other diagnoses.

The percentage of interrater agreement on the diagnoses was 
found to be statistically significant in all of these diagnostic 
groups. Kappa values were found to be very good for selective 
mutism, and good for oppositional defiant disorder, disruptive 
mood dysregulation disorder, attention deficit hyperactivity 
disorder, and depressive disorders (Table 3).

Test-Retest Reliability

Test-retest reliability was evaluated only for 5 diagnostic 
groups due to an insufficient number of patients in the 
other diagnostic categories. The percentage of agreement 
between the diagnoses of the first and the second interview 
was statistically significant in all of these diagnostic groups. 
Kappa values were very good for autism spectrum disorder, 
and good for attention deficit hyperactivity disorder, 
oppositional defiant disorder, depressive disorders, and 
generalized anxiety (Table 4).

Table 3. Interrater Reliability of KSAD-PL-DSM-5-T Diagnoses (n=20)

KSAD-PL-DSM-5-T Diagnoses* N Consensus Kappa

Attention Deficit Hyperactivity Disorder 8 85 % .68 **

Depressive Disordersa 7 85 % .66 **

Oppositional Defiant Disorder 5 90 % .73 ***

Selective Mutism 4 100 % 1.0 ***

Disruptive Mood Dysregulation Disorder 4 85 % .63 **

*Statistical analysis was performed only for current diagnoses with a sufficient 
number of patients. Due to comorbid diagnoses, the numbers in the table are more 
than the total number of patients.
**p<0.05, ***p<0.001 
aIncludes major depressive disorder and persistent depressive disorder (dysthymia). 
Disruptive mood dysregulation disorder is not included.

Table 4. Test-Retest Reliability of KSAD-PL-DSM-5-T Diagnoses (n=20)

KSAD-PL-DSM-5-T Diagnoses* N Consensus Kappa

Attention Deficit Hyperactivity Disorder 7 90 % .78 ***

Depressive Disordersa 6 85 % .66 ** 

Oppositional Defiant Disorder 5 90 % .73 **

Autism Spectrum Disorder 4 95 % .82 ***

Generalized Anxiety disorder 4 85 % .63 **

*Statistical analysis was performed only for current diagnoses with a sufficient 
number of patients. Due to comorbid diagnoses, the numbers in the table are more 
than the total number of patients.
**p<0.05, ***p<0.001 
aIncludes major depressive disorder and persistent depressive disorder (dysthymia). 
Disruptive mood dysregulation disorder is not included.

Table 2. Concurrent Validity of KSAD-PL-DSM-5-T Diagnoses (n=150)

Attention Deficit Hyperactivity Disorder YES (n=52) 
Median Range

NO (n=57) 
Median Range 

Statistics *

Conners’ Rating Scales-Revised 37 (16-48) 12 (2-33) U=37 **

Anxiety Disordersa YES (n=38) NO (n=56) Statistics

Screen for Child Anxiety and Related Disorders 39 (14-68)    14 (2-42) U=167.5 **

Depressive Disordersb YES (n=32) NO (n=38) Statistics

Beck Depression Inventory 38 (14-60)    9 (0-27) U=47.5 **

Disruptive Mood Dysregulation Disorder YES (n=14) NO (n=83) Statistics

Affective Reactivity Index – Self 8 (4-11)    3 (0-11) U=142 **

Affective Reactivity Index – Parent    9 (6-12)    4 (0-11) U=71 **

Autism Spectrum Disorder YES (n=15) NO (n=43) Statistics

Autism Behavior Checklist 71 (52-96)    34 (12-57) U=3.5 **

Childhood Autism Rating Scale 36 (28-42)    16 (15-32) U=5.5 **

Selective Mutism YES (n=8) NO (n=48) Statistics

Selective Mutism Questionnaire 18 (13-37)   41 (22-51) U=14,5 **

*Mann Whitney U test
**p<0.001
aIncludes generalized anxiety disorder, panic disorder, agoraphobia, separation anxiety disorder, social anxiety disorder, and simple phobia.
bIncludes major depressive disorder and persistent depressive disorder (dysthymia). 

Discussion

With the publication of the 5th edition of DSM, new 
definitions for many disorders in children and adolescents 
were made (Machado et al. 2013). Thus, updating the 
structured interview schedules became inevitable. Some 
researchers have focused on disorders that have just been 
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added or changed in the last edition such as autism spectrum 
disorder, social anxiety disorder, intermittent explosive 
disorder, disruptive mood dysregulation disorder, avoidant 
restrictive food intake disorder, and binge eating disorder 
(de la Peña et al. 2018a, 2018b). Kaufman et al. (2016) 
preferred preserving the previous format (Kaufman et al. 
1997) and added most of these disorders to the schedule. 
Although data on the validity and reliability of this DSM-
5-compatible clinician version has not yet been published, 
Kaufman et al. (2017) introduced a web-based computerized 
version of the schedule, and reported that this version had 
a strong convergent validity, and high inter-rater reliability 
for depressive disorders, anxiety disorders, attention deficit 
hyperactivity disorder, oppositional defiant disorder, and 
conduct disorder. However, the recently added disorders 
were not mentioned in this study. The fact that the current 
study includes data related to these newly added conditions or 
disorders with changed diagnostic criteria can be considered 
as a distinctive contribution to the literature.

In the current study, validity was evaluated by two different 
methods. The percentages of agreement between the clinical 
diagnoses based on DSM-5 criteria and the K-SADS-PL-
DSM-5-T diagnoses were evaluated first. The agreement was 
found to be very good for eating disorders, selective mutism, 
and autism spectrum disorder (κ=0.92-1.00), and good 
for elimination disorders, obsessive-compulsive disorder, 
oppositional defiant disorder, generalized anxiety disorder, 
social anxiety disorder, depressive disorders, disruptive mood 
dysregulation disorder, and attention deficit hyperactivity 
disorder (κ=0.67-0.80).

There are four more studies evaluating the validity of 
the old version of the interview schedule with the same 
method. Shanee et al. (1997) who studied the schedule in 
an inpatient clinic, found the percentage of agreement 
between two interviews slightly higher than in the current 
study for attention deficit hyperactivity disorder, oppositional 
defiant disorder, and depressive disorders (κ=0.79-0.94). 
This difference in agreement ratios can be related to the fact 
that patients in an inpatient clinic might give more detailed 
information than outpatients. In another study (Shahrivar et 
al. 2010), also conducted in an inpatient clinic, where the 
majority of the patients were diagnosed with bipolar disorder, 
the percentage of agreement was slightly higher than in the 
current study for depressive disorders and attention deficit 
hyperactivity disorder (κ=0.74-0.80), but much lower for 
oppositional defiant disorder, generalized anxiety disorder, 
and obsessive-compulsive disorder (κ=0.17-0.48). This 
difference in agreement ratios can be explained by the fact 
that the assessment was made by relatively inexperienced 
clinicians (residents in child psychiatry rotation).In the study 
of Gokler et al. (2004), similarly to the current study, the 
agreement percentages were found to be good for attention 

deficit hyperactivity disorder and tic disorders (κ=0.64-0.72), 
but moderate for depressive disorders and anxiety disorders 
(κ=0.52-0.56). This difference in depressive disorders and 
anxiety disorders can be related to the relatively low number 
(n= 6, 11.5%) of adolescents in this study. In another study 
conducted in Korea in the same year (Kim et al. 2004), the 
agreement between the two interviews for attention deficit 
hyperactivity disorder was found to be similar to the result 
of the current study (κ=0.69). The researchers explained the 
lower agreement percentages for oppositional defiant disorder 
(κ=0.41), depressive disorders (κ=0.24), and anxiety disorders 
(κ=0.29), by the cultural characteristics of the Far East.

In a meta-analysis (Rettew et al. 2009) examining the 
agreement between clinical assessments and structured 
interviews as in the current study, the highest agreement 
was observed for anorexia nervosa (κ=0.86). Researchers 
observed that agreement between the two interviews on the 
other disorders was lower. They speculated that focusing on 
the complaints in clinical interviews could lead to associate 
symptoms with only one disease and prevent the interviewer 
from detecting comorbid disorders. Similarly, patients tend 
to give less information to the clinician in these interviews. 
On the other hand, some clinicians may be eager to diagnose 
a disorder associated with the main complaint even if the 
diagnostic criteria are not fully met, for instance, diagnosing 
ADHD with 5/9 symptoms in a child who has difficulty 
listening to the teacher.

In the current study, concurrent validity was also evaluated for 
some disorders by using self-report scales which were shown 
to be able to evaluate the severity of these disorders. Kaufman 
et al. (1997), who examined the validity of the K-SADS-PL 
with the same method, found the agreement for depressive 
disorders, anxiety disorders, attention deficit hyperactivity 
disorder, and conduct disorders statistically significant. 
Similarly, Brasil and Bordin (2010) showed that the CBCL 
scores significantly distinguished children diagnosed with the 
K-SADS-PL from non-diagnosed children. In the current 
study, the scales associated with disruptive mood dysregulation 
disorder, autism spectrum disorder, and selective mutism (in 
addition to attention deficit hyperactivity disorder, anxiety 
disorders, and depressive disorders) successfully distinguished 
those who met the diagnostic criteria for these disorders from 
those who did not.

In terms of interrater reliability, the agreement between the two 
interviewers was found to be very good for selective mutism 
(κ=1.0) and good for oppositional defiant disorder, disruptive 
mood dysregulation disorder, attention deficit hyperactivity 
disorder, and depressive disorders (κ=0.63-0.73). Similarly, 
Gökler et al. (2004) found that the agreement between 
the two raters was good for attention deficit hyperactivity 
disorder and depressive disorders (κ=0.63-0.68).  Shanee et 
al. (1997) found this agreement to vary from very good to 
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good for depressive disorders and anxiety disorders (κ=0.64-
1.0), Peña et al. (2018b) reported good agreement (>κ=0.7) 
with most of the disorders they evaluated, and Kaufman et al. 
(1997) reported significantly higher kappa values (κ=0.93-
1.0) for inter-rater reliability.

When literature review is expanded for different versions of the 
schedule, kappa values ranging from 0.64-0.89 for K-SADS 
(Ambrosini et al. 1989) and 0.80-0.90 for K-SADS-P 
(Kolaitis et al. 2003) to 0.73-0.96 for K-SADS-E (Gau et al. 
2005) were reported. The inconsistencies in the inter-rater 
reliability figures between the studies can be explained by 
differences in the methodology or the sampling of the study, 
dissimilarities in the number of evaluators, and the training 
received for the interview. The fact that the evaluators in the 
study (Kaufman et al. 1997) reporting the highest interrater 
reliability values consisted of a team working together in the 
process of developing the interview tool, supports this view. 

In terms of test-retest reliability, the agreement between 
the two interviews was found to be very good for autism 
spectrum disorder (κ=0.82) and good for attention deficit 
hyperactivity disorder and oppositional defiant disorder, 
depressive disorders and generalized anxiety disorders 
(κ=0.63-0.78). The relatively low value from the DSM-5 
field trials (κ=0.69) as compared to the current study, was the 
only data found in the literature for autism spectrum disorder 
(Regier et al. 2013). More data have been found on the other 
disorders. In terms of test-retest reliability, Kaufman et al. 
(1997) reported values similar to those in the current study 
for attention deficit hyperactivity disorder and oppositional 
defiant disorder (κ=0.63-0.74), but a slightly higher value 
for depressive disorders and anxiety disorders (κ=0.80-
0.90). These values are similar to the kappa values reported 
by Gökler et al. (2004) for anxiety disorders (κ=0.78) and 
attention deficit hyperactivity disorder (κ= 0.89); by Kim et 
al. (2004) for attention deficit hyperactivity disorder (κ=0.75) 
and by Shahrivar et al. (2010) for oppositional defiant 
disorder (κ=0.77) and attention deficit hyperactivity disorder 
(κ=0.87). In a review of 31 studies (n= 3344) evaluating the 
test-retest reliability of structured interview scales used for 
children and adolescents, Duncan et al. (2018) reported that 
the pooled reliability was moderate (κ=0.58) and reliability 
was erroneously rated as significantly higher in studies with 
indicators of poor or fair study methodology quality. 

The relatively large sample size, a balanced participation of 
children and adolescents, the presence of a control group, 
and the qualification of the interviewers are the strengths of 
the current study. The limitations of the study can be listed 
as (1)  inclusion  of  children living in families with above 
the average annual income and education of Turkey, (2) lack 
of sufficient data on some disorders with low prevalence, (3) 
selection bias due to exceptions in “the first-time application 
criteria” for children with autism spectrum disorder, selective 

mutism, and disruptive mood dysregulation disorder, because 
of age limitation and low prevalence rates, (4) absence 
of psychometric information on measures for assessing 
disorders, which are rarely seen in certain age groups (e.g. 
BDI evaluating depressive disorders was not administered 
to children or SMQ evaluating selective mutism was not 
administered to adolescents), and (5) that the validity and 
reliability of the Turkish language version of the SMQ has 
not yet been published. 

In addition, using video recording for interrater reliability 
can be seen as a limitation as it will not allow possible 
communications between the interviewer and the informant. 
However, many studies have shown that this method is as 
reliable as face-to-face interviews (Ambrosini et al. 1989, 
Birmaher et al. 2009, Chen et al. 2017). Finally, it should be 
kept in mind that reliability figures can be higher in clinical 
samples than in the community sample (Boyle et al. 1993), 
which limits the generalization of the findings.

CONCLUSION

The results of this study show that the K-SADS-PL-
DSM-5-T is an effective instrument for diagnosing major 
childhood psychiatric disorders including selective mutism, 
disruptive mood dysregulation disorder and autism spectrum 
disorder which have recently been added to the schedule. 
Demonstration of the validity and reliability of this version 
for a large number of disorders, will improve both the quality 
of diagnosis and treatment in clinical settings, and increase 
the contribution of researchers to the literature in our country.
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