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The problem in clinical practice

We miss things when we assess only what we are asked to assess

Dr David Hegarty  ·  Psychologist | Head of Psychometrics, NovoPsych
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A  T H O U G H T  E X P E R I M E N T

Three referrals arrive this week

Tell us in the chat or write down which measures you would send each of them before the first session.

2

Sam, 22
they/them

REFERRAL

“Depression and social 
anxiety”

The GP wrote a care plan. Sam has had 
two courses of CBT for social anxiety.

Mark, 42
he/him

REFERRAL

“I think I have adult ADHD”

Mark referred himself. His GP has 
treated him for depression on and off 
for ten years.

Sam, 22
they/them

REFERRAL

“Depression and social 
anxiety”

The GP wrote a care plan. Sam has had 
two courses of CBT for social anxiety.

Jess, 27
she/her

REFERRAL

“Depression and PTSD from 
childhood”

The emergency department referred 
Jess after she took an overdose.

Mark, 42
he/him

REFERRAL

“I think I have adult ADHD”

Mark referred himself. His GP has 
treated him for depression on and off 
for ten years.

Jess, 27
she/her

REFERRAL

“Depression and PTSD from 
childhood”

The emergency department referred 
Jess after she took an overdose.

LIKELY FIRST MEASURES LIKELY FIRST MEASURES LIKELY FIRST MEASURES

DASS-42 ASRS DASS-21 DASS-21 PCL-5
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T H E  P R O B L E M

We tend to find what we look for

The confirmation loop

3

Referral 
question

Disorder-specific 
measure

Referral 
question

Confirms the 
hypothesis

Disorder-specific 
measure

Treatment plan
Confirms the 

hypothesis

the next referral is read the same way

Treatment plan
Referral 
question

OUTSIDE THE LOOP

Past hypomania Autistic traits Personality pathology

Dissociation Disordered eating Substance use

Every step in the loop is reasonable. The problems we never ask about stay 
hidden.

What the evidence says

Clinicians record fewer co-occurring 
diagnoses in routine interviews than 
in structured interviews 
(Zimmerman & Mattia, 1999).

We tend to anchor on the presenting 
problem and stop assessing too 
early. Both lead to diagnostic errors 
(Croskerry, 2003).

Clinicians record fewer co-occurring 
diagnoses in routine interviews than 
in structured interviews 
(Zimmerman & Mattia, 1999).

A DASS-21 measures how depressed 
someone is. It has no items that ask 
whether they have ever been manic.

We tend to anchor on the presenting 
problem and stop assessing too 
early. Both lead to diagnostic errors 
(Croskerry, 2003).
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T H E  C O S T

Narrow assessment can delay diagnosis by years

Years until the right diagnosis

0 2 4 6 8 10 12 years

69%
of 600 people with bipolar 
disorder said they were first 
misdiagnosed. The most common 
wrong diagnosis was unipolar 
depression.

4 doctors, on average, saw 
each misdiagnosed person 
before one got it right.

Hirschfeld et al., 2003,
as cited in Nusslock & Frank, 2011

4

Bipolar disorder
10+ years for more than a third

Hirschfeld et al., 2003,
as cited in Nusslock & Frank, 2011

Autism in adults
median 11 years from first evaluation

Fusar-Poli et al., 2022

Bipolar disorder
10+ years for more than a third

Hirschfeld et al., 2003,

OCD and ADHD
about 3 years
Stengler et al., 2013; Nylander et al., 2013

Autism in adults
median 11 years from first evaluation

Fusar-Poli et al., 2022
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W H Y  I T  H A P P E N S

Three things make diagnoses easy to miss

5

Disorders often occur 
together

55%
one disorder

22%
two

23%
three +

The US National Comorbidity Survey 
Replication looked at people with a 
disorder in the past year. Of those 
people, 45% met criteria for two or 
more.

Kessler et al., 2005

Most measures check 
for one disorder

DASS-21 depression, anxiety, stress

GAD-7 generalised anxiety

ASRS adult ADHD

PCL-5 PTSD

A disorder-specific measure works 
when you already know what to look 
for. It helps you confirm a diagnosis 
and track change. It won't tell you 
what else is going on.

Disorders often occur 
together

55%
one disorder

22%
two

23%
three +

The US National Comorbidity Survey 
Replication looked at people with a 
disorder in the past year. Of those 
people, 45% met criteria for two or 
more.

Kessler et al., 2005

Diagnostic 
boundaries are blurry

Major depressive disorder k = .28

Generalised anxiety disorder k = .20

In the DSM-5 field trials, two clinicians 
assessed the same patient. These 
kappas show how well they agreed. 
The authors rated .20 to .39 as 
questionable.

Regier et al., 2013

Most measures check 
for one disorder

DASS-21 depression, anxiety, stress

GAD-7 generalised anxiety

ASRS adult ADHD

PCL-5 PTSD

A disorder-specific measure works 
when you already know what to look 
for. It helps you confirm a diagnosis 
and track change. It won't tell you 
what else is going on.
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A  B E T T E R  S E Q U E N C E

Start broad, then go deep

Generate
hypotheses

In practice

Many clinicians start at 
step 2. They choose a 
measure to match the 
referral question.

A scientist-practitioner 
generates rival 
hypotheses before 
testing any one of them.

7

Test
hypotheses

1 Broad assessment
Which areas cause this person the most difficulty?

B-HiTOP  ·  MAPsy

1

2 Targeted measures
Is it this disorder, and how severe is it?

MDQ  ·  ASRS  ·  PCL-5  ·  RAADS-R
2

3 Interview and formulation
Ask about onset, course, impairment, 
exclusions and context.

3
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A  D I F F E R E N T  M A P

The Hierarchical Taxonomy of Psychopathology (HiTOP)

It is dimensional

Psychopathology varies continuously. Clinicians decide 
where to set a threshold.

It is hierarchical

Broad spectra sit at the top. Subfactors, syndromes and 
specific symptoms sit below them. You can read a 
client's results at the level of detail you need.

It explains co-occurrence

Depression and anxiety both belong to the Internalising 
spectrum. We should expect them to occur together.

Figure: official HiTOP model, hitop-system.org, licensed under CC BY 4.0. Kotov et al. (2017).

8
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O U R  F I R S T  S T E P

The B-HiTOP gives a quick profile of the spectra

Example B-HiTOP results page, NovoPsych report

It has 45 items and takes about 8 minutes. It 
is for adults 18+.

It scores six spectra: Internalising, 
Somatoform, Detachment, Thought 
Disorder, Disinhibition and Antagonism.

It also scores two secondary scales: 
Externalising and the p-factor.

It reports community percentiles. Scores 
from the 75th percentile are Elevated, and 
scores from about the 85th are Clinically 
Significant.

The HiTOP Consortium developed it, and it 
is available on NovoPsych.

9
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R E A D I N G  A  B - H I T O P  P R O F I L E

The profile shows us where to look

1 2

3

Example B-HiTOP percentile profile

1
Thought Disorder
92nd · Clinically Significant

2
Antagonism
90th · Clinically Significant

3
Disinhibition
77th · Elevated

The p-factor is at the 74th 
percentile. The client's overall 
difficulty is in the normal range.

The next question is what 
kind of Thought Disorder 
this is.

10
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T H E  R E S O L U T I O N  P R O B L E M

One spectrum score can mean several different things

Example items from three different B-HiTOP Thought Disorder scales (HiTOP Consortium, 2025).

11

Reality distortion

“I heard things that no one else could hear.”

N E X T  S T E P

Assess for psychosis

Dissociation

“I felt like I was outside of my body.”

N E X T  S T E P

Assess trauma and 
dissociation (DES-II, 
MID-60)

Reality distortion

“I heard things that no one else could hear.”

N E X T  S T E P

Assess for psychosis

Fantasy proneness

“My fantasies felt very real to me.”

N E X T  S T E P

Explore the context first

Dissociation

“I felt like I was outside of my body.”

N E X T  S T E P

Assess trauma and 
dissociation (DES-II, 
MID-60)

A broad score adds up different 
symptoms. We need to look one 
level down before we plan 
treatment.

Fantasy proneness

“My fantasies felt very real to me.”

N E X T  S T E P

Explore the context first
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H A N D O V E R

One diagnosis can describe very different people

These two clients both meet criteria for major depressive 
disorder

Client A Client B

Depressed mood

Loss of interest or pleasure

Appetite or weight change

Sleep change

Psychomotor change

Fatigue

Worthlessness or guilt

Poor concentration

Thoughts of death or suicide

Each client has five of the nine symptoms. They share only one.

1,030 unique symptom profiles 
appeared among 3,703 
outpatients with depression. 
The most common profile 
applied to just 1.8% of them.

Fried & Nesse, 2015 (STAR*D)

What do our diagnostic labels hide? And what 
happens when researchers rebuild the 
classification from the symptoms up?

12
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Taking a symptom level approach

1516 symptoms → 711 unique symptoms

22 diagnoses 

17 diagnoses 

17 diagnoses 

15 diagnoses 



711 unique symptoms

Rewrote symptoms into items

• First person, past tense

Readability testing

• Readability calculators-->revisions

• Two pilots with first-year psychology students-->revisions

• Used simpler terms, added DSM-5 examples

• Kept as close as possible to DSM-5 phrasing

Expert review

• 16 experts in psychopathology measurement

• Rated fit, clarity, assumptions, memory 

demands, bias

• Wording revised where needed, then a final 

pilot

→ 680 items

Developing the item pool



Developing the item pool



Less than primary

Completed primary

Completed high school

Some university education

Technical Certificate

Bachelor’s Degree

Some postgrad

Master’s or Doctorate

Not reported

Age

Education

Gender

Youth (16–24)

Early adulthood 
(25–39)

Middle adulthood 
(40–59)

Older adulthood 
(60–91)

Women (55%) Men (36%) Non-binary/gender
fluid (9%)

Another identity not
listed (1%)

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

5% identified as transgender

Demographics in the analytic sample (n = 14,762)
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Ever

Current

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

Straight or
heterosexual

(53%)

Gay or lesbian
(8%)

Bisexual (17%) Another
orientation not

listed (8%)

Not reported
(18%)

Sexual Orientation

Treatment for Mental HealthResidential Area Type

Urban area

Suburban area

Rural area

Not reported

Country of Residence

Australia

USA

Other

Not reported
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Race or Origin

14% selected a race or 

origin that wasn’t white



Methods

Data reduction

220 symptoms

and syndromes



Methods



Methods



A quantitative symptom-level model

~71 diagnoses → 167 diagnoses



Somatoform



Funders:

miri.forbes@mq.edu.au

Contact info: My brilliant co-authors!

Andrew Baillie

Phil Batterham

Alison Calear

Roman Kotov

Bob Krueger

Kristian Markon

Louise Mewton

Liz Pellicano

Matthew Roberts

Craig Rodriguez-Seijas

Matt Sunderland

David Watson

Ashley Watts

Aidan Wright

Lee Anna Clark

@miriforbes.bsky.social
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Building a clinical measure on Forbes et al.’s work
F R O M  R E S E A R C H  T O  P R A C T I C E

THE FOUNDATION

Reconstructing 
Psychopathology
Forbes et al. (2025)

DSM-5 symptoms
Items written in the language of the DSM-5 
symptoms

An empirical hierarchy
The symptoms organised from narrow 
clusters up to broad spectra

One set of responses, read two ways

WHAT NOVOPSYCH DID

549
items in the starting pool

154
items in the MAPsy

1 Chose the disorders
Those most relevant to everyday clinical work

2 Kept the best items
Within each symptom cluster, the items that measure it best and read most 
clearly
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Two lenses on the same responses
T W O  F R A M E W O R K S

One measure
Both frameworks are 
scored from the same 154 
items

Side by side
The two frameworks are 
shown together, not 
merged into one

Move between them
Each disorder scale opens 
to the clusters, facets or 
domains it is scored from
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What the two lenses add to clinical practice
W H Y  B O T H

DSM-5 DISORDER SCALES

The language we share
With colleagues, referrers and the treatment literature

EMPIRICAL HIERARCHY

The shape of the presentation
Where the weight of a client’s difficulties lies, and why 
disorders co-occur

TOGETHER

See what’s behind an elevated score

Major Depressive Disorder · Clinically Significant

Client A
High mainly because of

• Depressed mood and 
anhedonia

• Guilt/shame proneness

Sit within Distress 
(Internalising)

Client B
High mainly because of

• Insomnia

• Overeating

• General cognitive difficulties

Sit mostly in Somatoform and 
Neurocognitive Impairment

Same score for MDD, but quite a different underlying picture.
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Where the evidence stands
P S YC H O M E T R I C S

WHAT WE HAVE EXAMINED

Structure The hierarchy is preserved in the 154 items

Agreement Scores agree closely with the full 549-item pool

Reliability Internal consistency is high at every level

Thresholds Clinical review of every item; disorder scales anchored to 
population prevalence

Reference sample 6,883 respondents recruited online and through 
community groups, not through clinics. Percentiles 
discriminate across the full range of severity

WHAT’S NEXT

Convergent validity
Against other established measures

Test-retest reliability
Stability when the measure is repeated

Sensitivity to change
Whether scores move as a client improves

An adaptive version
Fewer items for each client, without losing the 
quality of the scores



The MAPsy in practice

We look at three clients, their reports, and what to do when 
something flags

Dr David Hegarty
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O R I E N TAT I O N

Here's how to read a MAPsy report

2

4

5

3

1

2 Risk of self-harm or suicide

This panel appears when a client endorses any of the 
four suicidality items. It lists each response.

4 Empirical Hierarchy

It shows nine spectra. Each row opens down to the items 
and the client’s responses.

5 DSM Disorders

It lists Clinically Significant scales, then Elevated ones. 
Open a scale to see what makes up its score.

3 Bars and dots

The bar shows the severity bands; the dot marks the 
client’s percentile.

1 Client Details and reference sample

The report uses Youth (16–24) or Adult (25+) norms 
based on date of birth. You can change this in settings.

Compare severity bands, 
not percentiles

Each scale has its own thresholds. 
A higher percentile doesn’t 
always mean a higher band.

Here, Detachment is Elevated at 
the 84th percentile. 
Neurodevelopmental and 
Cognitive Difficulties is Not 
Elevated at the 92nd.

Not Elevated

Elevated

Clinically Significant

14
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C A S E  1  ·  S A M ,  2 2

Sam was referred for depression and social anxiety

Sam, 22
they/them  ·  Youth reference sample

REFERRAL

The GP referred Sam for depression and social 
anxiety. Two courses of CBT, at school and 
university, didn’t help much.

NOW

Sam deferred a computer science degree after 
failing second year and spends most days alone. 
Sam finds conversation “exhausting, like doing 
maths in real time”. The noise and lights in 
supermarkets are too much. Sam sleeps poorly and 
took an overdose seven months ago.

MUM SAYS

“Sam was always a bit different. We thought it was 
shyness.”

Detachment (88th) and Neurodevelopmental and Cognitive Difficulties 
(84th) are elevated.

The Risk panel shows a suicide attempt and a plan.

15
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C A S E  1  ·  W H AT ’ S  B E H I N D  T H E  F L A G S

Expand the scales before you interpret them

Autism Spectrum Disorder  ·  97th

Drive the high score Core features that are low

Sam scores high on both DSM-5 autism domains.

Obsessive-Compulsive Personality Disorder  ·  95th

Rigid perfectionism is at the 9th percentile. The high score comes 
from facets that overlap with autistic traits.

Mild Neurocognitive Disorder  ·  88th

These domains are high, but Sam is 22 and reports no decline. Read 
this as neurodevelopmental first.

16
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C A S E  1  ·  S A M  ·  N E X T  S T E P S

Here’s a plan for Sam

1  Check risk

Sam endorsed a suicide attempt 
and a specific plan. Complete a 
suicide risk assessment and a 
safety plan before anything else.

F RO M  T H E  R E P O RT

2  Interview for what a questionnaire 
can’t capture

• Take a developmental history, ideally with a 
parent. Ask about early social communication, 
play, routines and sensory responses.

• Ask whether Sam masks or camouflages in 
different settings.

• Ask whether Sam fears judgement or finds 
socialising too tiring.

• Check whether the cognitive difficulties are 
lifelong or new.

3  Choose measures

RAADS-R autistic traits

CAT-Q camouflaging

AQ autism quotient

PHQ-9 depression baseline

AIS insomnia 

Formulation  Build the formulation around the Detachment and Neurodevelopmental spectra. If the interview supports autism, 
then consider Sam for an autism diagnosis and adapt therapy to suit a neurodivergent client. The earlier CBT for social anxiety may 
have targeted the wrong problem.

17
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C A S E  2  ·  M A R K ,  4 2

Mark thinks he has adult ADHD

Mark, 42
he/him  ·  Adult reference sample

REFERRAL

Mark referred himself for an adult ADHD 
assessment. “My mind races, I talk over people, and 
I start ten projects and finish none.”

HISTORY

His GP has treated him for depression for ten years. 
One antidepressant left him “wired, barely sleeping 
for a week”. He has spending sprees he regrets. He 
drinks most nights and uses cocaine at weekends. 
He diets, then binge eats.

HIS PARTNER SAYS

“Some months he’s the life of the party. Other months 
he can’t get off the couch.”

Mania (97th), Eating Pathology (89th) and Harmful Substance Use (83rd) are 
elevated.

ADHD is also Clinically Significant (96th)

The Risk panel shows suicidal thoughts and a plan.

18
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C A S E  2  ·  W H AT ’ S  B E H I N D  T H E  F L A G S

Is it mania or ADHD? Compare what the scales share

Bipolar I Disorder (Manic Episode)  ·  99th

Shared by both scales Specific to one scale

Attention-Deficit/Hyperactivity Disorder  ·  96th

This question decides it

Three of the four clusters that raise the ADHD score also raise 
the mania score. Do the symptoms come in episodes, with high 
mood and less need for sleep? Or have they been there since 
childhood?

21
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C A S E  2  ·  M A R K  ·  N E X T  S T E P S

Here’s a plan for Mark

1  Check risk

Mark has frequent suicidal 
thoughts and a plan. He is 
impulsive and uses substances. 
Assess risk first, and keep mixed 
features in mind.

F RO M  T H E  R E P O RT

2  Interview for what a questionnaire 
can’t capture

• Map his mood episodes over time. Ask how long 
the highs last and what happens to his sleep.

• Ask what happened on the antidepressant: his 
mood, his sleep, and how long it lasted.

• Check whether inattention started before age 12 
and showed up in more than one setting. Ask 
someone who knew him then.

• Ask when his symptoms occur relative to his 
cocaine and alcohol use.

3  Choose measures

MDQ lifetime (hypo)mania

GBI bipolar spectrum

ASRS adult ADHD, self

ASRS-O adult ADHD, observer

WURS-25 childhood ADHD

AUDIT alcohol use

DUDIT drug use

EDE-Q eating

Formulation  Clarify his mood history before treating attention problems, and involve his GP or psychiatrist early. In bipolar I, 
guidelines advise against antidepressants on their own, and stimulants without a mood stabiliser can trigger mania.

22
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C A S E  3  ·  J E S S ,  2 7

Jess was referred for depression and PTSD

Jess, 27
she/her  ·  Adult reference sample

REFERRAL

Jess was referred from the ED after her second 
overdose this year. Her GP wrote “depression and 
PTSD from childhood”.

NOW

Her relationships start intensely and end in crisis. 
She is terrified of being left. Her rage “comes out of 
nowhere”, and hours of shame follow. She loses 
time and finds texts she doesn’t remember sending. 
She sleeps three or four hours a night.

SHE SAYS

“I don’t know who I am when I’m not with someone.”

Internalising (86th) and Detachment (84th) are elevated.

Externalising at the 91st percentile is Not Elevated

She rated an attempt and a plan as “perfectly true”.

23
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C A S E  3  ·  W H AT ’ S  B E H I N D  T H E  F L A G S

Jess’s PTSD score mostly reflects general distress

Borderline Personality Disorder  ·  97th

Avoidant Personality Disorder  ·  87th

Intimacy avoidance is at the 9th percentile. Jess wants closeness and is 
afraid of losing it.

Posttraumatic Stress Disorder  ·  88th

The trauma clusters are not elevated (intrusions 44th, 
hypervigilance 8th). Low mood, anger, self-derogation and poor 
sleep produce the high score.

24

Drive the high score Core features that are low
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C A S E  3  ·  J E S S  ·  N E X T  S T E P S

Here’s a plan for Jess

1  Check risk

Jess rated a suicide attempt and 
a specific plan as “perfectly 
true”. Assess risk and make a 
safety plan that day, and decide 
on the level of care.

F RO M  T H E  R E P O RT

2  Interview for what a questionnaire 
can’t capture

• Assess the borderline criteria with a structured 
interview such as the SCID-5-PD.

• Take a trauma history. Ask whether there was a 
Criterion A event and whether she has intrusions.

• Ask about dissociation, including amnesia and 
identity alteration.

• Ask about her sleep and how she functions during 
the day.

Formulation  Treatment can target distress, externalised negative affect and disinhibition across her diagnoses. DBT-informed 
work on emotion regulation suits these targets. Improving her sleep is a realistic early goal.

25

3  Choose measures

MSI-BPD BPD screen

BSL-23 BPD severity

PID-5-SF trait profile

LEC-5 trauma exposure

ITQ PTSD and CPTSD

MID-60 dissociation

insomnia

DERS emotion regulation

AIS
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W H E N  S O M E T H I N G  F L A G S

Use these six steps whenever something flags

SHARED CLUSTERS IN TODAY ’S CASES

Mark

ADHD and mania

These share distractibility, pressured 
speech and psychomotor agitation.

Sam

Autism, OCPD and NCD

These share perseveration, language 
and social cognition.

Jess

PTSD, depression and BPD

These share low mood, anger, 
self-derogation and sleep problems.

26

1

Check the Risk 
panel

It sits at the top for a 
reason. Act on it first.

2

Start with the 
highest bands

Treat Clinically 
Significant scales and 

elevated spectra as 
working hypotheses.

1 3

Open each scale 
first

Find the clusters, 
facets, domains or 
items that produce 

the score.

2 4

Check for shared 
clusters

The same symptoms 
can count towards 

two diagnoses.

3 5

Interview for 
what’s missing

Ask about onset, 
duration, episodes, 

impairment and 
exclusions, and get 

collateral.

4 6

Confirm and 
monitor

Use disorder-specific 
measures to test each 
hypothesis and track 

change.

5
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