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Objective: This study tested the validity in the adult general
population of the Mood Disorder Questionnaire, a screening in-

strument for bipolar I and II disorders. The Mood Disorder
Questionnaire has been validated in a psychiatric outpatient
study group.

Method: A total of 711 subjects (stratified by Mood Disorder
Questionnaire score) were randomly selected from a group of
85,358 adult respondents in a nationwide epidemiological gen-
eral population sample that was balanced for key demographic
variables. Of these, 695 subjects received a telephone interview
involving an abbreviated version of the Structured Clinical Inter-
view for DSM-IV.

Results: A sensitivity of 0.281 and a specificity of 0.972 were
obtained for the Mood Disorder Questionnaire.

Conclusions: The Mood Disorder Questionnaire is a useful
screening instrument for bipolar I and II disorders in the com-
munity. The operating characteristics of the Mood Disorder
Questionnaire in the general population differ substantially
from its characteristics in outpatient psychiatric settings.

(Am J Psychiatry 2003; 160:178–180)

Bipolar spectrum disorders, which include bipolar I,
bipolar II, and bipolar not otherwise specified, have a
prevalence ranging from 3% to 6.5% (1), a rate significantly
higher than the 1% prevalence for bipolar I disorder. How-
ever, bipolar spectrum disorders are often unrecognized,
resulting in substantial delays in diagnosis and appropri-
ate treatment (2). A recent report in the Journal (1) de-
scribed a screening instrument for bipolar I and II dis-
orders, the Mood Disorder Questionnaire. The article
presented data on the Mood Disorder Questionnaire’s val-
idation in a study group selected from psychiatric outpa-
tient clinics. The Mood Disorder Questionnaire’s operat-
ing characteristics in other populations have not been
investigated.

The Mood Disorder Questionnaire was recently used to
screen for bipolar I and II disorders in a large general pop-
ulation epidemiological study on the prevalence and bur-

den of illness of bipolar I and II disorders in the commu-
nity. One component of the study involved assessing the
validity of the Mood Disorder Questionnaire in the general
population, and this is the subject of the present article.

Method

Subjects for this study were a subset of respondents in a large
general population epidemiological study of bipolar I and II dis-
orders (the “prevalence study”). In the prevalence study, the
Mood Disorder Questionnaire was mailed to a sample of 127,800
adults who were selected to match U.S. demographic variables.
Details of the survey methods are described elsewhere (3). Of
these, 85,358 (66.8%) were returned and usable for analysis.

The study group for the current study was a subset of the 85,358
respondents in the prevalence study. The target sample for the
current study was 700 randomly selected subjects stratified by
Mood Disorder Questionnaire score. Approximately 40 subjects
were selected for each Mood Disorder Questionnaire score from 0
to 4, regardless of the additional criteria, and for each score of 5
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through 13; approximately 40 were selected who met the remain-
ing Mood Disorder Questionnaire criteria and 15 who did not.

The Mood Disorder Questionnaire is a self-report inventory
that screens for bipolar I and II disorders with 13 yes/no items
derived from both DSM-IV criteria and clinical experience (1). A
positive screen requires that seven or more items be endorsed,
that at least several of the items co-occurred, and that the symp-
toms caused at least moderate psychosocial impairment. The
Mood Disorder Questionnaire was previously validated in a
group of psychiatric outpatients (1). An abbreviated Structured
Clinical Interview for DSM-IV (SCID) included lifetime modules
for mood and substance use disorders as well as selected back-
ground information.

A team of 10 doctoral and two master’s-level clinical and psy-
chiatric research interviewers were recruited and trained to ad-
minister an abbreviated lifetime version of the SCID for Axis I
Disorders (4). Each subject was contacted by survey staff and
scheduled for the SCID as a computer-aided telephone interview.
The interviewers were blind to the results of the initial Mood Dis-
order Questionnaire. The interviews were performed from April
through June 2001. An institutional review board approved the
study protocol, which included written informed consent ob-
tained at the time of administration of the Mood Disorder Ques-
tionnaire. Data for the SCID interviews were captured directly
into a database. The data were analyzed by using SAS 8.0 for Win-
dows (SAS Institute Inc., Raleigh, N.C.).

Sensitivity and specificity were calculated for each possible
Mood Disorder Questionnaire symptom cutoff score relative to a
SCID diagnosis of bipolar I and II disorders as a diagnostic stan-
dard and were plotted as a receiver-operating-characteristics
curve. Results were weighted by group stratum back to the initial
responder group of 85,358. Sensitivity was the proportion of cases
with SCID diagnoses of bipolar I and II disorders correctly diag-
nosed by the Mood Disorder Questionnaire, and specificity was
the proportion of individuals without bipolar disorder who were
correctly identified as such by the Mood Disorder Questionnaire.

Results

A total of 711 subjects were identified by National Fam-
ily Opinion as meeting the study entry criteria. Of these, 12
refused the reinterview. An additional two had incomplete
data and were not included in the analyses. A total of 695
subjects were left who completed the telephone research
interview and whose data were complete for analyses. The
sample’s mean age was 46.1 years (weighted). A total of
95% (weighted) reported high school completion or the
equivalent. A total of 89% (weighted) were white non-His-
panic, 5% were black non-Hispanic, 2.3% were Hispanic,
and the remainder of subjects were of other ethnic back-
grounds.

The frequency of endorsement of Mood Disorder Ques-
tionnaire items ranged from 7.3% to 36.0%, weighted,
with the highest item endorsements given to “irritable”
(36.0%), “easily distracted” (31.6%), and “confident”
(31.09%). A Cronbach’s alpha coefficient of 0.84 was
achieved for the Mood Disorder Questionnaire’s symp-
tom items. Individual item correlations with total symp-
tom score on the Mood Disorder Questionnaire ranged
from 0.36 to 0.63 (weighted).

Seventy-eight respondents met the criteria for lifetime
bipolar spectrum disorders, with 70 having bipolar I and

eight having bipolar II. The weighted lifetime prevalence
of bipolar spectrum disorders was higher in women (3.2%)
than in men (0.9%) and varied with age: 18–29 years=2.9%,
30–39 years=3.0%, 40–49 years=1.5%, 50–59 years=3.9%,
and 60 years or older=0.1%.

A number of the subjects reported substance abuse, with
2.1% (weighted) reporting abuse in the past month and
9.4% in the past. Alcohol abuse was present in 1.5% during
the past month and 9.4% in the past. Drug abuse was
present in the past month for 1.9% and 2.1% in the past.
Subjects who had past (7.7%) or current (3.3%) substance
abuse were much more likely to have bipolar spectrum dis-
orders than those with no substance disorder (1.5%).

In order to evaluate the sensitivity and specificity of the
Mood Disorder Questionnaire, the initial Mood Disorder
Questionnaire administered by questionnaire was com-
pared to the SCID diagnosis obtained from the telephone
reinterview. Using the standard scoring, requiring seven or
more symptoms, with clustering and moderate or worse
problems deemed positive, the Mood Disorder Question-
naire correctly identified as positive 28.1% (weighted sen-
sitivity) of those with SCID diagnoses of bipolar spectrum
disorders. On the other hand, the Mood Disorder Ques-
tionnaire identified 97.2% of the SCID individuals without
bipolar disorder as not bipolar (weighted specificity).

Discussion

This study assessed the sensitivity and specificity of the
Mood Disorder Questionnaire as a screening instrument
for bipolar spectrum disorders in a general population
sample. Against a SCID diagnosis of bipolar I or II by
trained research interviewers used as the “gold standard,”
the sensitivity was 28.1% and the specificity was 97.2%.
The sensitivity was considerably less than that found in
the psychiatric outpatient group. This is not unexpected
because the test-retest reliability (or kappa) of the SCID in
the general population is approximately 0.5 for all diag-
noses but was indeterminable (because of low frequency)
for bipolar disorder (5), so the sensitivity of the Mood Dis-
order Questionnaire against the SCID cannot be higher
than 0.4. Although this is less than ideal, it may represent
the state of the field and will identify three of 10 positive
cases in the community. The high specificity means that it
will effectively screen out nearly all true negatives.

The relatively low frequency of SCID-diagnosed bipolar
II subjects compared with bipolar I is surprising. We
expected that the frequencies would be similar. Whether
this is due to an insensitivity of the SCID to bipolar II or to
a differential prevalence is the subject of an ongoing
investigation.
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Brief Report

Reliability, Validity, and Classification Accuracy of a Measure
of DSM-IV Diagnostic Criteria for Pathological Gambling

Randy Stinchfield, Ph.D.

Objective: The purpose of this study was to measure the reli-
ability, validity, and classification accuracy of the DSM-IV diag-
nostic criteria for pathological gambling.

Method: Participants in this study were drawn from two
sources: 803 men and women from the general adult popula-
tion of Minnesota and 259 men and women who were admit-
ted to a gambling treatment program. A 19-item measure of
the DSM-IV diagnostic criteria for pathological gambling was ad-
ministered, along with other validity measures.

Results: The DSM-IV diagnostic criteria were found to be reli-
able and valid. With a standard cutoff score of 5, DSM-IV crite-
ria yielded satisfactory classification accuracy results; however,
a cutoff score of 4 made modest improvements in classifica-
tion accuracy and, most important, reduced the rate of false
negatives.

Conclusions: The DSM-IV diagnostic criteria for pathological
gambling, when operationalized into questions, demonstrated
satisfactory reliability, validity, and classification accuracy, and a
cutoff score of 4 improved diagnostic precision.

(Am J Psychiatry 2003; 160:180–182)

Pathological gambling was formally recognized as a
mental disorder by APA in DSM-III. These diagnostic crite-
ria have since been revised twice, and the current standard
is DSM-IV. In spite of the fact that the DSM diagnostic cri-
teria are the primary tool for diagnosing pathological
gambling, there is little information about the reliability,
validity, and classification accuracy of measures of these
diagnostic criteria. A few studies (1–3) have reported on
the reliability and validity of DSM-IV, but most of these
were pilot studies of small clinical groups. No studies have
reported on the classification accuracy of the DSM-IV di-
agnostic criteria, to our knowledge. In a recent meta-anal-
ysis of prevalence studies of pathological gambling by
Shaffer et al. (4), it was reported that the DSM diagnostic
criteria have been used to measure the prevalence of

pathological gambling in different types of groups; how-
ever, few of these studies have reported the reliability or
validity of the diagnostic criteria in these groups. Given
the lack of information about the classification accuracy
of the DSM-IV diagnostic criteria for pathological gam-
bling, it seems appropriate at this time to examine these
properties of a measure of the DSM-IV diagnostic criteria
for pathological gambling.

Method

Two study groups were recruited: 1) a general population sam-
ple obtained from the 1995 Minnesota State Survey conducted by
the University of Minnesota Center for Survey Research (N=803)
and 2) clients from six state-supported Minnesota gambling
treatment programs who were recruited between January 1995


