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thorough psychiatric evaluation covering all the
major domains of Axis I psychopathology as well

The Reliability and Validity of a
Screening Questionnaire for 13 DSM-IV Axis I Disorders

(the Psychiatric Diagnostic Screening Questionnaire)
in Psychiatric Outpatients

Mark Zimmerman, M.D., and Jill I. Mattia, Ph.D.

Background: The purpose of this study was
to examine the reliability and validity of a new
multidimensional screening instrument for 13
DSM-IV Axis I disorders.

Method: The Psychiatric Diagnostic Screen-
ing Questionnaire (PDSQ) is a 90-item self-
administered questionnaire that screens for 13
DSM-IV disorders in 5 areas (eating, mood, anxi-
ety, substance use, and somatoform disorders). A
consecutive series of 500 psychiatric outpatients
completed the PDSQ immediately before their
intake evaluation. Seventy-four patients com-
pleted the scale a second time less than a week
after the initial administration, and 51 patients
completed a booklet of questionnaires that in-
cluded established measures of the same symp-
tom domains assessed by the PDSQ.

Results: The PDSQ subscales achieved
moderate-to-high levels of internal consistency
(mean Cronbach’s α coefficient = 0.82) and test-
retest reliability (mean correlation coeffi-
cient = 0.84). Subscale scores were significantly
associated with blind clinical diagnoses, and indi-
vidual PDSQ items correlated much more highly
with their own subscale than with other subscales.
The PDSQ subscales were much more highly cor-
related with established measures of the same
symptom domain (mean correlation coeffi-
cient = 0.72) than with measures of other types of
psychopathology (mean correlation = 0.17).

Conclusion: The PDSQ is a reliable and valid
measure of multiple DSM-IV disorders that is
brief enough to be incorporated into routine clini-
cal outpatient practice without disruption, yet
lengthy enough to be a psychometrically sound
instrument.
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A
as family, medical, developmental, and psychosocial his-
tory is time consuming. An adequate mental status exami-
nation must have a sufficiently broad basis to include
questions about the symptoms of many specific mental
disorders to determine which disorders are present.

Because completeness is time consuming, it is incom-
patible with cost containment, the impetus behind the re-
cent changes in the delivery of health care services. Insur-
ance company strictures are resulting in shorter diagnostic
interviews in ambulatory mental health settings, and it is
logical that the frequency of diagnostic errors will in-
crease if insufficient time is permitted for a comprehen-
sive mental status examination. Because of the pressures
to spend less time evaluating patients, clinicians could
benefit from a tool that would help them use their time
more efficiently and maintain or improve their level of di-
agnostic accuracy.

An inexpensive method of collecting reliable and valid
clinical information is the self-administered question-
naire. Questionnaires are commonly used by physicians
in all branches of medicine to collect medical histories
prior to a patient’s initial evaluation. Questionnaires have
long been used in the mental health field to evaluate per-
sonality, mood, psychosocial functioning, and so on. Dur-
ing the past 10 years, some questionnaires have been de-
signed to screen for or “diagnose” single DSM Axis I
disorders such as major depression or bulimia.1,2 Several
questionnaires have been developed to assess all of the
DSM Axis II disorders.3–8 However, no scales have been
developed to screen psychiatric patients efficiently for a
broad range of DSM-IV Axis I disorders.

A clinically useful multidimensional screening instru-
ment should be brief enough to be completed by patients
in a timely manner before their intake evaluation, yet
comprehensive enough to cover the most common disor-
ders for which patients seek treatment. It should also be
long enough so that it is psychometrically sound. Finally,
its scoring and organization should be simple enough so
that a clinician or office worker can rapidly review and
score the inventory and obtain clinically useful informa-
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tion. The present article is the first report of the reliability
and validity of such a scale, the Psychiatric Diagnostic
Screening Questionnaire (PDSQ), in a psychiatric outpa-
tient sample.

METHOD

Patients presenting for an intake evaluation at the
Rhode Island Hospital Department of Psychiatry outpa-
tient clinic (Providence, R.I.) were asked to complete the
PDSQ as part of their initial paperwork. When scheduling
their appointments, the patients were told to arrive early to
complete some standard forms. The PDSQ took approxi-
mately 10 to 15 minutes to complete, and its administra-
tion did not disrupt routine clinical practice. Because we
were planning to test the PDSQ’s validity by examining
the relationship between its subscale scores and the clini-
cians’ diagnoses, the clinicians were kept blind to the pa-
tients’ responses on the measure.

Almost all (96%, 480/500) intake evaluations were
conducted by board certified or board eligible psychia-
trists. The remaining evaluations were conducted by clini-
cal nurse specialists or master’s level social workers. Di-
agnoses were based on DSM-IV criteria. Patients’ charts
were reviewed by research assistants who recorded demo-
graphic information, Axis I diagnoses, and Global Assess-
ment of Functioning (GAF) ratings.

Test-retest reliability of the PDSQ was examined in 93
patients evaluated by the senior author and one other psy-
chiatrist in the department. These patients were given the
scale at the conclusion of the intake evaluation and asked
to mail it back in a preaddressed postage-paid envelope.
They were told that the purpose of the second admini-
stration was to test the performance of the scale, not to
question the truthfulness or accuracy of their responses.
Twenty-nine patients completed the second PDSQ later on
the same day of their intake evaluation, whereas the long-
est test-retest interval was 33 days by 1 patient. The
completion date of the second test was the date marked on
the questionnaire by the patient. The mean ± SD interval
between completion of the 2 PDSQs was 3.5 ± 4.9 days.
Because several studies have demonstrated that test-retest
reliability of state measures of psychopathology decreases
when the testing interval increases,9–11 we examined reli-
ability for the 74 patients who completed the second PDSQ
less than a week after the first testing. Patients provided
informed consent to complete the scale a second time.

To examine the concurrent validity of the PDSQ sub-
scales, 51 patients completed a booklet of questionnaires
at home that included measures of symptoms related to bu-
limia (Eating Disorder Inventory Bulimia Subscale12), de-
pression (Diagnostic Inventory for Depression; available
from the author on request), social phobia (Brief Fear of
Negative Evaluation Scale,13 Fear Questionnaire-social
phobia subscale14), agoraphobic fears (Fear Questionnaire-

agoraphobia subscale,14 Social Phobia and Anxiety Inven-
tory-agoraphobia subscale15), posttraumatic stress (Post-
traumatic Stress Disorder Scale16), obsessive-compulsive
behavior (Obsessive Compulsive Disorder Scale17), cog-
nitions common in generalized anxiety (Penn State Worry
Questionnaire18), anxiety symptoms common in panic at-
tacks (Beck Anxiety Inventory19), alcohol use (Michigan
Alcoholism Screening Test20), drug use (Drug Abuse
Screening Test21), hypochondriasis (Whitely Index22), and
somatization (Somatic Symptom Index23,24). Most of these
scales have been commonly used in research, and their re-
liability and validity have been well established. For 3 va-
lidity indices (social phobia, agoraphobia, and somatiza-
tion), we used the combined score of 2 brief measures of
the construct. The depression and obsessive-compulsive
disorder measures are recently developed scales currently
being studied by their authors, and preliminary unpub-
lished findings suggest that they are both reliable and
valid. Patients provided informed consent to complete the
booklet of questionnaires.

The PDSQ is a 90-item self-report questionnaire that
screens for 13 DSM-IV disorders in 5 areas: eating dis-
orders, mood disorders, anxiety disorders, substance use
disorders, and somatoform disorders. Earlier versions of
the scale were studied in 2 large samples of primary care
medical patients.25–27 Table 1 lists the number of items on
each of the PDSQ subscales.

The depression subscale assesses each of the 9 DSM-IV
symptom criteria for major depressive disorder. For com-
pound depression criteria that have multiple components
(e.g., the DSM-IV sleep disturbance criterion refers to
both increased and decreased sleep), the PDSQ includes a
separate question for each component. The agoraphobia
and social phobia section on the PDSQ begins with a stem
phrase inquiring about situations that are so anxiety pro-
voking as to cause problems, followed by a list of 16 com-
mon agoraphobic and social phobic situations. This is fol-

Table 1. Composition of the Psychiatric Diagnostic Screening
Questionnaire (PDSQ)
PDSQ Subscale No. of Items

Bulimia nervosa 3
Major depressive disorder 22
Obsessive-compulsive disorder 9
Posttraumatic stress disorder 6
Panic disorder 4
Agoraphobia 10a

Social phobia 10a

Alcohol abuse/dependence 6
Drug abuse/dependence 6
Generalized anxiety disorder 5
Somatization disorder 4
Hypochondriasis 3
Body dysmorphic disorderb 4
aTwo items are common to these 2 subscales. See text for further
description.
bThe body dysmorphic disorder subscale was an experimental
subscale that was appended to the PDSQ.
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lowed by 2 questions that assess overall fear and avoid-
ance and contribute to the total score of both subscales.
The 9-item obsessive-compulsive disorder scale covers
the varied ways this disorder can present itself and asks
specific questions regarding the more common cognitions
and behaviors that can occur with the disorder. The re-
maining subscales assess the core features of their related
DSM-IV disorders and are between 3 and 6 items in
length. All questions are answered yes or no.

For 4 disorders (bulimia, depression, obsessive-
compulsive, and panic), the PDSQ’s questions refer to the
past 2 weeks. For phobic, substance use, generalized anx-
iety, and somatoform disorders, the time frame of the
questions is the past 6 months. Two of 6 screening ques-
tions for posttraumatic stress disorder (PTSD) refer to a
lifetime history of experiencing or witnessing a traumatic
event, and the remaining 4 questions inquire about PTSD
symptoms within the previous 2 weeks.

For each of the PDSQ subscales, we examined 2 types
of reliability. Because the PDSQ’s questions refer to cur-
rent (and recent) psychiatric state, we limited the analysis
of test-retest reliability to the 74 patients who completed
the scale the second time less than a week after the initial
administration. Internal consistency, which is an estimate
of scale homogeneity, was evaluated for each subscale
with Cronbach’s alpha.

The items of a multidimensional scale assessing dis-
tinct dimensions need to demonstrate discriminant and
convergent validity at both the item and subscale level. At
the item level, the correlation between an item and its par-
ent subscale should be greater than the correlation be-
tween the item and the other subscales. For example, each
item on the obsessive-compulsive disorder (OCD) sub-
scale should be more highly correlated with the total OCD
subscale score than with the total scores of other sub-
scales, such as alcohol abuse or somatoform disorder. To
determine item-convergent and item-discriminant valid-
ity, we calculated item-subscale correlation coefficients
between each item and every PDSQ subscale. When com-
puting the item-subscale coefficient between the item and
its own parent subscale, the contribution of the item score
to the subscale score was eliminated. Across all items on a
particular subscale, we computed the mean of the item–
parent subscale correlations and the mean of the item–
other subscale correlations. Thus, for the OCD subscale
we compared the mean of the 9 correlations between each
OCD item and the OCD total score (item–parent sub-
scale) with the mean of the 108 correlations between each
OCD item and the other 12 subscale total scores (item–
other subscale).

We also examined discriminant validity of subscales in
the more traditional sense28 by comparing the correlation
between the PDSQ subscales and other measures of the
same construct and different constructs. For example, the
PDSQ bulimia subscale should correlate more highly with

the Eating Disorder Inventory Bulimia Scale than with
measures of alcoholism, depression, phobias, and so on.

To compare patients with and without a particular
clinical diagnosis on the diagnosis-specific PDSQ sub-
scale score (e.g., the patients with and without major de-
pressive disorder were compared on the PDSQ depression
scale), t tests were used. Subscale scores were counted as
missing if more than 20% of the items were not answered
by the patients.

RESULTS

During the 7 months of the study, 96.2% (537/558) of
the patients who were asked to complete the PDSQ did so.
Nine patients refused, 2 were not English speaking, 1 was

Table 2. Demographic and Clinical Characteristics of 500
Psychiatric Outpatients
Characteristic N  %

Gender
Male 187 37.4
Female 313 62.6

Educationa

< 12 years  40 9.3
High school graduate or GED 116 27.1
Some college 134 31.3
College graduate 138 32.3

Marital status
Married 247 49.4
Living with someone 21 4.2
Widowed 19 3.8
Separated 29 5.8
Divorced 66 13.2
Never married 118 23.6

Race
White 472 94.4
Black 11 2.2
Hispanic 8 1.6
Asian  3 0.6
Other  6 1.2

Age (y)
18–29 108 21.6
30–44 248 49.6
45–64 109 21.8
65 and over 35 7.0

DSM-IV diagnosisb

Major depressive disorder 258 51.6
Bipolar depression 11 2.2
Dysthymic disorder 54 10.8
Generalized anxiety disorder 31 6.2
Panic disorder without agoraphobia 17 3.4
Panic disorder with agoraphobia 45 9.0
Social phobia 16 3.2
Specific phobia 4 0.8
Obsessive-compulsive disorder 12 2.4
Posttraumatic stress disorder 36 7.2
Adjustment disorder 48 9.6
Schizophrenia 1 0.2
Bulimia nervosa 5 1.0
Alcohol abuse/dependence 27 5.4
Drug abuse/dependence 15 3.0
Attention deficit/hyperactivity disorder 13 2.6

aData missing on education for 72 patients.
bIndividuals could be given more than one diagnosis.
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mentally retarded, 7 had visual or other physical limita-
tions, and 2 were too confused or mentally ill to complete
the scale. Another 37 questionnaires were excluded from
the analysis because more than 10% of the items were not
completed. In one third (13/37) of these cases, the patients
failed to complete the back of the 2-sided questionnaire.
This left a final sample of 500 usable forms. There were
no demographic or clinical differences between the pa-
tients who did and did not complete the scale.

Table 2 shows the demographic and diagnostic charac-
teristics of the sample. The majority of the patients were
white, female, married or never married, and had some
college education. The mean ± SD age of the sample was
39.6 ± 13.1 years, and the mean GAF score (rated in 375
patients) was 57.4 ± 11.1. The most frequent DSM-IV di-
agnoses assigned by clinicians were major depressive dis-
order (51.6%), dysthymic disorder (10.8%), adjustment
disorder (9.6%), panic disorder (12.4%) and PTSD
(7.2%). More than one third (38.4%) of patients received
more than 1 Axis I diagnosis, and 7.6% received 3 or
more diagnoses. Other diagnoses that were made but are
not summarized in Table 2 include eating disorder not
otherwise specified (NOS) (N = 3, 0.6%), cyclothymia
(N = 1, 0.2%), depressive disorder NOS (N = 21, 4.2%),
depressive disorder due to a general medical condition
(N = 9, 1.8%), anxiety disorder due to a general medical
condition (N = 1, 0.2%), anxiety disorder NOS (N = 7,
1.4%), schizoaffective disorder (N = 3, 0.6%), psychotic
disorder NOS (N = 2, 0.4%), pedophilia (N = 1, 0.2%),
and intermittent explosive disorder (N = 3, 0.6%).

Reliability
The PDSQ subscales had adequate-to-good levels of

internal consistency (Table 3). Cronbach’s alpha was
greater than 0.70 for all subscales except the bulimia sub-
scale, and 9 of the 13 subscales achieved alpha values
above 0.80. The mean of the alpha coefficients was 0.82.

The test-retest correlation coefficients were greater
than 0.70 for all subscales and greater than 0.80 for 10 of
the 13 subscales (see Table 3). The mean of the test-retest
correlation coefficients was 0.84.

Item-Discriminant and Item-Convergent Validity
To examine the discriminant and convergent validity

of the diagnosis-specific subscales, each PDSQ item was
correlated with its own parent subscale (removing the
variance contributed by that individual item to the sub-
scale total) and with all other subscales. Almost all items
(96.7%) had a higher correlation with their parent sub-
scale than with any other subscale. The mean item–parent
subscale correlations were 2 to 10 times higher than the
item–other subscale correlations (Table 4). Across all 13
scales, the mean correlation between the items and their
own scale was 0.59, and the mean correlation with the
other scales was 0.18.

Discriminant and Convergent Validity
of the PDSQ Subscale Scores

Fifty-one patients completed a package of question-
naires at home a mean of 2.3 ± 3.2 days after the intake
evaluation. All but 2 of these patients were in the test-
retest reliability subsample; thus, they completed a sec-
ond PDSQ as part of the questionnaire packet. For most

Table 3. Reliability of the PDSQ in Psychiatric Outpatients
Internal Test-Retest

PDSQ Subscale Consistencya Correlationb

Bulimia nervosa 0.69 0.87
Major depressive disorder 0.89 0.90
Obsessive-compulsive disorder 0.79 0.86
Posttraumatic stress disorder 0.83 0.86
Panic disorder 0.82 0.73
Agoraphobia 0.81 0.91
Social phobia 0.82 0.93
Alcohol abuse/dependence 0.87 0.94
Drug abuse/dependence 0.90 0.80
Generalized anxiety disorder 0.84 0.72
Somatization disorder 0.74 0.81
Hypochondriasis 0.74 0.83
Body dysmorphic disorder 0.86 0.74
aCronbach’s alpha is calculated only when all of the items on a scale
are answered. Because of missing items, the sample sizes for the
Cronbach’s alpha computation were as follows: bulimia nervosa,
N = 477; major depressive disorder, N = 405; obsessive-compulsive
disorder, N = 471; posttraumatic stress disorder, N = 472; panic
disorder, N = 457; agoraphobia, N = 438; social phobia, N = 429;
alcohol abuse/dependence, N = 488; drug abuse/dependence, N = 491;
generalized anxiety disorder, N = 481; somatization disorder, N = 469;
hypochondriasis, N = 481; body dysmorphic disorder, N = 490.
bSeventy-four patients completed the PDSQ within a week of the first
administration. Because of missing items on some of the PDSQ
subscales at one of the timepoints, the sample sizes varied between 64
and 74. All test-retest correlation coefficients are significant at
p < .001.

Table 4. Discriminant and Convergent Validity of the PDSQ
Items in 500 Psychiatric Outpatients

Mean of
Item-Scale Correlations

PDSQ Subscale Own Scalea  Other Scalesb

Bulimia nervosa 0.53 0.14
Major depressive disorder 0.47 0.16
Obsessive-compulsive disorder 0.49 0.21
Posttraumatic stress disorder 0.61 0.17
Panic disorder 0.65 0.26
Agoraphobia 0.49 0.19
Social phobia 0.49 0.18
Alcohol abuse/dependence 0.68 0.04
Drug abuse/dependence 0.74 0.07
Generalized anxiety disorder 0.64 0.24
Somatization disorder 0.54 0.21
Hypochondriasis 0.58 0.19
Body dysmorphic disorder 0.72 0.24
aThe value represents the mean of the item-scale correlations between
each item and its own scale. When computing the total scale score, the
contribution of the item to the total was eliminated.
bThe value represents the mean of the item-scale correlations between
each item on the subscale and all of the other subscales. For example,
the bulimia subscale includes 3 items, and each item was correlated
with the other 12 subscales. The mean of these 36 correlations was
0.14.
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patients, pharmacologic treatment was initiated at the in-
take evaluation. Because the PDSQ measures current psy-
chiatric state, and this might change after several days or a
week of treatment, we examined the association between
the time-2 PDSQ scores and the other questionnaires
rather than using the time-1 PDSQ. The data in Table 5
show that the PDSQ subscale scores were significantly
correlated with other measures of the same symptom do-
main. Every PDSQ subscale was most highly correlated
with the validity scale assessing the same construct.
Seven of these 12 correlations were greater than 0.70 (see
Table 5), and the mean of the correlations between the
PDSQ subscales and the concordant validation scales was
0.72. In contrast, the mean of the 132 correlations be-
tween the PDSQ subscales and the nonconcordant mea-
sures of psychopathology was 0.17. Thus, the PDSQ sub-
scales demonstrated very high levels of discriminant and
convergent validity.

Association With Psychiatric Diagnosis
For each of the disorders assessed by the PDSQ, we

compared the mean diagnosis-specific subscale score in
patients with and without that DSM-IV diagnosis. The
data in Table 6 show that, for patients with each diagnosis,
the corresponding PDSQ subscale score was significantly
elevated.

DISCUSSION

To our knowledge, the PDSQ is the first self-
administered questionnaire explicitly developed to screen
for several DSM-IV Axis I disorders in psychiatric pa-
tients. Longer, multidimensional questionnaires such as
the Minnesota Multiphasic Personality Inventory-229 and
the Millon Clinical Multiaxial Inventory-II30 have been
used as diagnostic aids; however, they were not designed

to be congruent with the current diagnostic nomenclature.
Moreover, these inventories are too long and their scoring
too time consuming to be routinely completed and scored
in an office waiting area before the initial evaluation.
Scales have been developed to detect specific DSM Axis I
disorders such as depression,1 PTSD,16 and bulimia,2 but
they are limited to only one type of pathology. Recent at-
tempts to develop tools to assist primary care providers
with the recognition and diagnosis of psychiatric disor-
ders in primary care patients have yielded mixed results.
The Symptom Driven Diagnostic System31 is a brief self-
report questionnaire that screens for 5 Axis I disorders.
The scale has poor screening properties (e.g., in the au-
thors’ cross-validation study, average sensitivity for the 5
disorders covered = 56%; average specificity = 81.2%),
and its psychometric properties have not been established.
The Primary Care Evaluation of Mental Disorders32 in-
cludes a brief self-report Patient Questionnaire (PQ) and
an interview guide for the clinician. Eighty percent of pri-
mary care patients screen positive on the PQ, indicating
that the measure has low specificity and poor positive pre-
dictive value.

Our preliminary findings suggest that the PDSQ is a
reliable and valid measure that can be incorporated into
routine clinical outpatient practice without disruption.
The subscales achieved high levels of internal consistency
and test-retest reliability. The subscale scores were sig-
nificantly associated with clinicians’ diagnoses that were

Table 5. Convergent and Discriminant Validity of PDSQ
Subscales

Correlation With Mean Correlation
PDSQ Subscale Validity Scalea With Other Scalesb

Bulimia nervosa 0.77 0.12
Major depressive disorder 0.87 0.27
Obsessive-compulsive disorder 0.84 0.27
Posttraumatic stress disorder 0.64 0.07
Panic disorder 0.57 0.17
Agoraphobia 0.86 0.29
Social phobia 0.71 0.28
Alcohol abuse/dependence 0.68 0.02
Drug abuse/dependence 0.38 0.03
Generalized anxiety disorder 0.91 0.19
Somatization disorder 0.65 0.21
Hypochondriasis 0.79 0.14
aAll correlation coefficients are significant at p < .001. The respective
validity scales are listed in the Method section. Data for the body
dysmorphic disorder subscale were not available.
bThe value represents the mean of the 11 correlations between each
PDSQ subscale and the scales used to validate the other 11 PDSQ
subscales.

Table 6. Diagnosis-Specific PDSQ Subscale Scores in Patients
With and Without the Diagnosis

Scores for Scores for
Patients With Patients Without

N With the Diagnosis the Diagnosis

Clinical Diagnosis Diagnosisa Mean SD Mean SD

Bulimia nervosa  5 2.8 0.4 0.3d 0.7
Depressionb 266 12.4 4.7 8.0d 5.1
Obsessive-compulsive

disorder 11 3.8 1.9 1.8d 2.1
Posttraumatic stress

disorder 36 4.4 1.6 1.5d 1.9
Panic disorderc 57 2.9 1.4 1.6d 1.5
Agoraphobia 44 4.3 2.7 1.9d 2.3
Social phobia 16 5.4 2.7 2.1d 2.4
Alcohol

abuse/dependence 26 4.0 2.0 0.4d 1.1
Drug abuse/dependence 15 2.7 3.0 0.2d 0.9
Generalized anxiety

disorder 30 4.0 1.6 2.9d 1.9
Somatization disorder 1
Hypochondriasis 0
Body dysmorphic

disorder 0
aOnly patients with a definite diagnosis were included. If the diagnosis
was described as “probable” or “rule out,” then it was counted as
absent. The sample sizes are less than sample sizes reported in Table 2
because of missing data on the PDSQ.
bIncludes major depressive disorder and bipolar depression.
cIncludes panic disorder with or without agoraphobia.
dThe patients with the diagnosis scored higher than the patients
without the diagnosis at the p < .001 level.
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made blind to PDSQ information, and the items correlat-
ed much more highly with their own parent subscale than
with the other subscales. The PDSQ diagnosis-specific
subscales demonstrated excellent discriminant validity,
correlating much more highly with established measures
of the same constructs than with measures of other types
of psychopathology. While the mean correlation between
the PDSQ diagnosis-specific subscales and the validation
scales was high (.72), 2 of these correlations were below
.60. The lowest correlation was between the PDSQ drug
abuse scale and the Drug Abuse Screening Test (DAST).
Closer inspection of the data revealed that only 2 of the 49
patients who completed the DAST were diagnosed with a
drug use disorder, and on the PDSQ drug abuse subscale,
only 4 patients scored above zero. Thus, the study needs
to be replicated in a sample with a higher frequency of
drug use disorders to evaluate this subscale more fully.
The only other correlation below .60 was between the
PDSQ panic subscale and the Beck Anxiety Inventory
(BAI). It is likely that this relatively low correlation is
due to the nonspecificity of the BAI for panic anxiety.
The PDSQ directly asks about panic attacks, whereas
the BAI evaluates general cognitive and somatic anxiety
symptoms that might occur in other anxiety disorders.
Unfortunately, the current state of the field offers no
more specific self-report assessment of panic disorder
symptomatology.

The PDSQ assessed most of the Axis I disorders typi-
cally evaluated by semistructured research interviews.
Noteworthy exceptions are anorexia nervosa, psychotic
disorders, and mania. Anorexia was included in the earlier
versions of the PDSQ tested in primary care settings.
However, we found upwards of 50% of primary care pa-
tients responded yes to screening questions about preoc-
cupation about weight, belief of being fat despite what
others say, and intense fear of becoming fat. Moreover, the
psychometric properties of the anorexia subscale (internal
consistency, discriminant and convergent validity) were
consistently the poorest of all of the PDSQ subscales.
Consequently, we dropped this subscale from the PDSQ.
We did not assess mania or psychosis on the PDSQ be-
cause these disorders are more frequently present in inpa-
tient than outpatient settings, and we were skeptical that it
was possible to briefly screen for these symptoms on a
self-administered questionnaire. We are currently pilot
testing new 5- and 7-question subscales that screen for
psychosis and mania, respectively. We have also devel-
oped a 7-item dysthymia subscale, and we will examine if
it can distinguish dysthymic disorder from major depres-
sive disorder.

The psychiatric diagnoses made in this study were de-
termined by unstructured clinical evaluations. These diag-
noses were then used to validate the PDSQ subscales. It
would have been preferable to use semistructured research
interviews to make patients’ diagnoses, because these re-

search instruments improve diagnostic reliability, and their
structured and comprehensive format ensures inquiry for
all diagnoses.33,34 Because of the potentially greater diag-
nostic error associated with clinical diagnosis, we did not
determine cutoff points on the PDSQ subscales to identify
cases (i.e., individuals who screened positive for a disor-
der). At the present time, we would recommend that clini-
cians follow up positive responses on the scale. Patients
who endorse symptoms of the syndromes assessed by the
measure should be questioned about those symptoms. In
the future, we will develop thresholds to distinguish indi-
viduals who do and do not screen positive on a particular
subscale. The development of such thresholds involves
striking a balance between diagnostic sensitivity and
specificity; consequently, even after case-defining thresh-
olds are empirically established, we would recommend
that clinicians review patients’ item responses on the ques-
tionnaire.

A potentially important clinical application of the
PDSQ is the detection of psychopathology that otherwise
would not have been ascertained during a routine clinical
evaluation. Although there was evidence of considerable
diagnostic comorbidity in our sample, the rate of comor-
bidity was lower in this study than in research studies us-
ing semistructured interviews.35–37 For example, only
34.5% of the patients diagnosed with major depression
were diagnosed with a comorbid disorder. On the PDSQ,
however, more than half of these patients reported many
symptoms of nondepressive disorders. Because comor-
bidity predicts poorer outcome,38,39 it is important to study
whether this “undiagnosed” pathology has prognostic
significance.

The delivery of mental health services is rapidly evolv-
ing, and 2 changes in particular may compromise the ac-
curacy of psychiatric diagnoses in the clinical setting.
Management and fiscal pressures have forced clinicians
to reduce the time devoted to evaluating their patients;
consequently, it is often not possible to conduct a thor-
ough anamnesis and diagnose potentially important disor-
ders comorbid with the primary disorder. A second finan-
cially driven change in the delivery of mental health
services is the more frequent use of paraprofessionals
such as social workers and nurse clinicians to conduct in-
take evaluations. These professionals do not receive as
much training in psychiatric diagnosis as do psycholo-
gists and psychiatrists, and the risk of diagnostic errors
may be increased.

Can an inexpensive and valid diagnostic screening test
help reduce clinical diagnostic errors? This can be tested
by comparing the agreement between clinicians’ diag-
noses made in the usual clinical manner or made after
reviewing their patients’ responses to a screening ques-
tionnaire such as the PDSQ with diagnoses based on a
comprehensive research diagnostic interview. If the
screening test is a useful diagnostic aid, then the clini-
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cians’ rate of agreement with the research interview
should increase.

Although the results of this study are encouraging, rep-
lication and extension to samples with different demo-
graphic and clinical characteristics are necessary. The
present sample comprised insured, acutely ill psychiatric
outpatients who were predominantly white. Few patients
had chronic psychotic disorders, and relatively few had
substance use disorders. The performance of the PDSQ in
settings that service more severe populations (e.g., com-
munity health centers, day hospital programs) needs to be
demonstrated. Similarly, its utility in primary care settings,
where the severity of disorders is milder, warrants study.
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