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Screening and Assessment Tools 

Screening and assessing for mental health conditions certainly has a role within a 

continuum of mental health care. They can assist the care provider in establishing a 

sense of how a person is doing across a broad range of variables. They can also help 

reveal how persistent and pervasive the concerns are.  

There are a good number of “evidenced-based” screening and assessment tools. 

Some are designed to be self-administered while others require very specialized 

training and certification to administer. Assessment tools are often used in 

environments where the therapeutic intervention is meant to be brief and solution 

focused, and where a diagnosis is necessary for the intervention to occur- such as to 

receive psychiatric medications. 

There is valid criticism about the use of assessment and screening tools: 

 Many are considered to be cultural and/or gender biased 

 Can generate further discomfort and stigma as person is “labelled” into a 

category 

 Can impede the therapeutic bond or alliance between client and caregiver 

 Reinforces a disease model of mental health 

It is good to get educated about assessment and screening tools so the front-line 

worker can understand the ways they can both help and harm their client. The front-

line worker can then play a more active advocacy role on behalf of the needs of their 

client. 

There are two resources that may be of interest. The first is a list of the screening 

and assessment tools that are used most frequently in an HIV and mental health 

setting. The list details the name of the tool as well who is qualified to administer.  

The last resource in this section is a diagnostic tool that was developed as a mental 

health screening tool for use in HIV/AIDS settings. It is called the Client Diagnostic 

Questionnaire (CDQ). Please note that this is an American tool and its validity has not 

been established in Canada. The tool is designed to be administered by a trained 

worker. For those who are interested in learning more, the training manual is 

included with instructions on how to access and administer the tool.   
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Mental Health Screening Tools 
 

Screening Tools for Completing Mental Health Assessments in HIV Primary Care Settings 

Abbreviation 
(Full Name) 

Screens for: Administered 
by: 

Items/Minutes Notes 

BAI (Beck 
Anxiety 
Inventory) 

Anxiety Patient 21 items, 5 
minutes 

 

BDI-II (Beck 
Depression 
Inventory-II) 

Depression Patient 21 items, 10 
minutes 

The most widely accepted 
measure of depressive distress. 
Originally developed for use as 
a measure of symptom severity 
in psychiatric patients, it has 
also been used in numerous 
studies of depression in 
medically ill patients.†‡ 

BSI 18 (Brief 
Symptom 
Inventory-18 
item) 

Depression, 
anxiety, 
somatization 

Patient 18 items, 4 
minutes 

For pts >18 years 

CDQ (Client 
Diagnostic 
Questionnaire) 

Depression, 
anxiety, post-
traumatic stress 
disorder, 
psychosis, 
alcohol and 
substance use, 
and general 
health worries 

Trained 
assistant 

15-20 minutes  

CES-D (Center for 
Epidemiologic 
Studies 
Depression) 

Depression Patient 20 items Originally designed for use in 
nonpsychiatric community 
samples. It may be the most 
widely used screening 
instrument in North America. It 
has also been used extensively 
in medically ill samples, with 
evidence of good psychometric 
properties. Studies support 
value of CES in the medically ill, 
although the positive predictive 
value has been relatively low in 

http://www.pearsonassessments.com/tests/bsi18.htm
http://www.pearsonassessments.com/tests/bsi18.htm
http://www.pearsonassessments.com/tests/bsi18.htm
http://www.pearsonassessments.com/tests/bsi18.htm
http://hab.hrsa.gov/tools/topics/cdq.htm
http://hab.hrsa.gov/tools/topics/cdq.htm
http://hab.hrsa.gov/tools/topics/cdq.htm
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Screening Tools for Completing Mental Health Assessments in HIV Primary Care Settings 

Abbreviation 
(Full Name) 

Screens for: Administered 
by: 

Items/Minutes Notes 

some studies, and a lack of 
consensus remains about the 
optimal cutoff score.†‡ 

DRS 2 (Dementia 
Rating Scale-2) 

Measure 
cognitive status 
in adults with 
cognitive 
impairement 

Patient 5 subscales (36 
items total) 

 

Duke AD (Duke 
Anxiety 
Depression 
Scale) 

Depression, 
anxiety 

Patient 7 items  

HADS (Hospital 
Anxiety and 
Depression 
Scale) 

Depression, 
anxiety 

Patient 14 items Specifically designed for use in 
the medically ill. A lack of 
consensus exists about the 
utility of the HADS and about 
the optimal cutoff scores to 
screen for major and minor 
depression.†‡ 

HAM-D/HDI 
(Hamilton Rating 
Scale for 
Depression) 

Depression, 
anxiety, suicidal 
ideation, 
insomnia, 
diminished 
appetite, weight 
loss, obsessive 
compulsive 
behavior 

Clinician 21 items Widely used in psychiatric 
research. Has high reliability 
and validity for diagnosing and 
monitoring clinical depression. 

HANDS (Harvard 
Dept. of 
Psychiatry, NDSD 
Scale) 

Depression 
(other tools 
available) 

Patient or 
assistant 

10 items  

HDS (HIV 
Demetia Scale) 

HIV-associated 
dementia 

Clinician 4 areas (16 
points) 

Timed written alphabet, recall, 
cube copy time, antisaccadic 
error task; 
Most users choose the 
shortened version (MHDS; 

http://www3.parinc.com/products/product.aspx?Productid=DRS-2
http://www3.parinc.com/products/product.aspx?Productid=DRS-2
http://healthmeasures.mc.duke.edu/images/DukeAD.pdf
http://healthmeasures.mc.duke.edu/images/DukeAD.pdf
http://healthmeasures.mc.duke.edu/images/DukeAD.pdf
http://healthmeasures.mc.duke.edu/images/DukeAD.pdf
http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX A
http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX A
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Screening Tools for Completing Mental Health Assessments in HIV Primary Care Settings 

Abbreviation 
(Full Name) 

Screens for: Administered 
by: 

Items/Minutes Notes 

described below), deleting the 
antisaccadic error task, which is 
difficult to administer and 
score. 

Mental 
Alternation Test 

HIV-associated 
dementia 

Clinician  Patients with early dementia 
usually will show impairments 
in timed trials, such as this 
test.¶ 

MHDS (Modified 
HIV Dementia 
Scale) 

HIV-associated 
dementia 

Clinician 4 areas (12 
points), 5-7 
minutes 

Memory-registration, 
psychomotor speed, memory-
recall, constructional; omits the 
antisaccadic item in the HDS 
(described above). 

MMSE (Mini-
Mental State 
Exam) 

Cognitive 
status/ability 

Interviewer 11 items This is the most widely used 
and tested brief battery for 
cortical impairment, but has 
lower sensitivity with signs of 
subcortical impairment, such as 
slowing and motor 
abnormalities. 

PHQ-2 Depression Patient or 
assistant 

2 items A PHQ-2 score of 3 or greater 
was found to have a sensitivity 
of 83% and specificity of 92% 
for major depression in a 
sample of primary care and OB-
GYN clinic patients.† 

PHQ-9 (Patient 
Health 
Questionnaire 9) 

Depression Patient or 
assistant 

9 items Specifically designed for the 
primary care setting, it has 
been studied in thousands of 
primary care and medical 
specialty outpatients. Spanish 
version has also been 
validated.†‡ 

PRIME-MD 
(Primary Care 
Evaluation of 
Mental 

Depression, 
anxiety, alcohol, 
eating disorders 

Patient or 
assistant 

3 pages, 5 
minutes 

 

http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX C
http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX C
http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX B
http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX B
http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=44#APPENDIX B
http://www3.parinc.com/products/product.aspx?Productid=MMSE
http://www3.parinc.com/products/product.aspx?Productid=MMSE
http://www3.parinc.com/products/product.aspx?Productid=MMSE
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Screening Tools for Completing Mental Health Assessments in HIV Primary Care Settings 

Abbreviation 
(Full Name) 

Screens for: Administered 
by: 

Items/Minutes Notes 

Disorders) 

SAMISS 
(Substance 
Abuse and 
Mental Illness 
Symptoms 
Screener)* 

Co-occurring 
substance and 
mental health 
disorders 

Trained 
assistant 

13 items Designed to detect symptoms 
of co-occurring substance use 
and mental health disorders. 
See Whetten K, Reif S, Swartz 
M, et al. A brief mental health 
and substance abuse screener 
for persons with HIV. AIDS 
Patient Care STDS 2005;19:89-
99. 

ZUNG (Zung Self-
Rating 
Depression 
Scale) 

Depression, 
insomnia, 
diminished 
appetite, weight 
loss, diminished 
self-esteem, 
suicidal ideation, 
amhedonia 

Patient 20 items  

* For other alcohol- and substance use-related screening tools, see the substance use clinical guidelines Screening 
and Ongoing Assessment for Substance Use. 
 
 
† From Levenson JL, ed. Textbook of Psychosomatic Medicine. American Psychiatric Publishing, Inc.; 2005:197-200. 
 
‡ Any of these instruments (CES-D, HADS, PHQ-9, BDI-II) may be acceptable to screen for depression in the 
medically ill, although the evidence for the utility of the HADS is less strong than for the CES and BDI-II. The PHQ 
has better sensitivity and specificity than the HADS. The cutoff score used on any of these instruments should 
depend on the purpose of screening and resources for follow up (Levenson, 2005). 
 
¶ From Levenson JL, ed. Textbook of Psychosomatic Medicine. American Psychiatric Publishing, Inc.; 2005:604. 

 

Copyright © New York State Department of Health AIDS Institute, 2000-2009. All Rights Reserved. 

 

 

http://www.hivguidelines.org/GuideLine.aspx?GuideLineID=47
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Use of Client Diagnostic Questionnaire 

(CDQ) 
 

A Mental Health Screening Tool for Use in HIV/AIDS Service Settings 

 

 

 

 

For informational purposes only. For full information, please see 
http://www.ask.hrsa.gov/  
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Psychological problems or mental illnesses are extremely 
common. For example, in the United States, at any point in 
time, 20 percent, or one in every five persons, has a current, 

clinically significant psychological pro b l e m .  
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our psychological health or ill health that has to do primarily with ways of thinking, feeling, or 

behaving: how we feel about ourselves, how we feel about others, and how we are able to 

meet and handle the demands of life. A mental health problem or disorder is defined as a clin-

ically significant behavioral or psychological pattern that is associated with distress (causes us 

emotional pain) or disability (impairment in one or more areas of life functioning) or with a 

significantly increased risk of pain, suffering, disability, or even death.  

We can think of mental illnesses as diseases that cause mild to severe disturbances in the way a 

person thinks, feels, and acts, that go beyond the everyday ups and downs in moods, or in the 

degree to which one tends to worry. These disturbances cause problems with the ability to cope 

with life’s ordinary demands and routines (family, school, work, and friends). Some psy-

chological disorders are inherited, and some are related to biological bodily processes such as a 

deficit of certain chemicals in the brain. Others may be emotional or psychological reactions to 

situations such as acute trauma or a high level of ongoing stress. Most such problems are tem-

porary but—like other illnesses—some can be long lasting and disabling.  

Whatever the original cause, a mental disorder is a behavioral or emotional dysfunction in the 

individual. Mental illness or disorder is never merely an expected and culturally supported 

response to a particular event—for example, extreme sadness in response to the death of a 

loved one or, for a deeply religious person, hearing God speak to her when in church. Mental 

illness or disorder is NOT simply deviant behavior or acting outside of usual social conventions. 

An extreme emotional response or behavior that goes against social conventions may be a 

symptom of disorder but only if it is a manifestation of dysfunction as defined above.  

Psychological problems or mental illnesses are extremely common. For example, in the United 

States, at any point in time, 20 percent, or one in every five persons, has a current, clinically-

significant psychological problem. Over half of all persons will have a psychological disorder at 

some point in their lifetime (Frances & First, 1998). Mental illness affects 40 million adults and 12 

million children in the United Sates alone (Surgeon General’s Report, 1999). Mental illness 

affects one out of every four families and fills more hospital beds than heart disease (NIMH 

2001).  

It is important to understand that many mental disorders are an exaggeration or a distortion 

of basic human tendencies that have an important survival value when they work well.  
5 
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For example, anxiety disorders are based in inborn adaptive fears that have become exaggerated. We would not have survived 

very long as a species if early humans did not have a healthy worry about saber-toothed tigers and other threats from the 

environment—but sometimes fears and worries get out of hand. Depression can be understood as a consequence of our inborn 

ability to love and be attached to others, making us vulnerable to the loss of a loved one, loss of status, guilt and other 

interpersonal stressors that can trigger a depressive episode.  

Many people feel ashamed or embarrassed because they have a mental illness or disorder, even though mental illnesses are in 

many ways just like physical illnesses (cold, diabetes, arthritis, etc.). They can affect anyone at any time. However, unlike physical 

illnesses, people who experience a psychological problem are far less likely to seek help or receive treatment. Dr. David Satcher, 

Surgeon General of the United States, recently issued a report summarizing many research studies. The report shows that fewer 

than half of individuals with a psychiatric illness receives any treatment (see: Mental Health: Report of the Surgeon General, 

1999). Some people feel that when they are affected by a mental illness, they can just shake it off. This is especially true in cases of 

depression . The fact is that people cannot just shake off a mental illness. Counseling, psychotherapy, and/or medication may be 

necessary to help someone through the illness. If a person fractures a leg, it would be foolish to think it would heal by ignoring it; 

the same is true of mental illness.  

T h e re are now very effective tools for treating mental disorders. However, getting the right treatment depends on getting the 

correct diagnosis—similar to medical diagnosis of physical problems. That is why much effort has gone into developing systems for 

classifying emotional and psychological problems. However, it is important to keep in mind that the classification of mental 

disorders is not a way of classifying people; it is a way of classifying illnesses. To experience psychological or emotional difficulties 

means that a person may have a type of illness or disorder, not that he or she is any particular type of person.  

 

T R A I N I N G M A N U A L                                                                                                                                                           Use of Client Diagnostic Questionnaire (CDQ)  6 
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II   Types of Mental Health Problems  

A.
Depression  

Depression as an illness goes beyond normal feelings of sadness experienced in everyday life. It 

is very common and can appear in several diff e rent forms. These forms range from low levels 

of sadness that people may experience over long periods of time, to a severe form of 

depression known as Major Depressive Disorder. Animals in the wild sometimes withdraw from 

life and die of grief after losing a cherished loved one. In a similar way, normal grief in a person 

who has experienced a significant loss may progress to a depressive illness. Losing a struggle for 

status or position can also provoke depression and withdrawal from others throughout the 

animal kingdom and in the human workplace. It is also possible for depression to occur 

without any identifiable cause or precipitant. Depression is one of the most frequently 

encountered psychiatric disorders. As many as 20 percent of women and 10 percent of men will 

suffer an episode of depression at some point in their lives. At any given time, 5 to 10 percent 

of women and 3 percent of men are clinically depressed (Frances & First). It is estimated that 

four out of five cases of depression go undiagnosed and untreated (Surgeon General’s Report). 

Unfortunately , most people suffer in silence and without help. 

 
One of the most striking aspects of depression is that many people have little or no insight into 

the way in which it affects their self-perception as well as their perception of the past and the 

future. Every day may seem gray or black, turbulent, and dreary to someone with depression. 

Even worse, all previous sunny days may be forgotten and it appears that the dreariness will 

never change. Depression, in essence, may alter people’s perceptions of themselves and the 

world around them, making things appear bleaker than they may be in reality. Related to 

this, people with serious depression are at risk for suicide even though they may have many 

real successes in their lives and many people around them who love and support them.  

The various types of depression are listed below with accompanying symptoms. It is important 

to note that anyone can have one or two or three of these symptoms without being clinically 

depressed. The average stress and strain we all encounter cause the inevitable emotional aches 

and pains of everyday life. Depressive episodes go far beyond this. As with all types of mental 

disorder, many symptoms must occur in the same time period and be present for a specified 

length of time before a diagnosis of an illness or disorder is indicated.  

A c k n o w l e d g e m e n 

t  
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We all feel a little sad or depressed now and then. Sadness or grief is a normal reaction to losses in our lives. People who 

are experiencing grief may also experience lack of interest in things and sluggishness. What distinguishes this from clinical 

depression is the intensity of the symptoms (how severe they are) and the length of time the symptoms are present.  

Events that trigger a depressed mood can take more or less recovery time. For example, it may take a day or two to 

bounce back from losing a ball game. If a person loses a job, it may take weeks to feel completely better. Sadness and 

mourning following the death of loved one may last for several months. With normal sadness, the sad feelings eventually 

pass. If a person doesn’t recover, it’s likely that they have a clinical condition known as Major Depressive Disorder and 

should see a doctor or counsellor.  

What follows is a description of the common mood disorders: Dysthymia, Major Depression, Bipolar Disorder and Post 

Partum Depression.  

Dysthymia or Chronic Mild Depression. This type of depression is characterized by the ability to continue to function 

while sad most of the time. Dysthymia may be linked to an event but often there is no specific event to which its onset can 

be attributed. That is, there may not be an identifiable loss or life change. A person with Dysthymia may not be able to 

remember having felt better, and people around them may attribute their pessimism to their personality. Though 

symptoms are mild, they last for long amounts of time, even years. In order to be diagnosed with Dysthymia, the feelings 

of sadness and/or lack of interest in life must be present for at least two years for adults, and one year for adolescents. The 

person also experiences several of the following symptoms in an ongoing way:  

❖ low energy  

❖ low self-esteem  

❖ poor concentration or memory  

❖ sleeping too much or too little  

❖ appetite disturbances (poor appetite or overeating),  

❖ feelings of hopelessness or helplessness,  

❖ in adolescents, irritability or feelings of anger  

Major Depressive Disorder (MDD) In MDD, the symptoms listed above are experienced with m o re intensity and occur 

most every day over at least a two week period. Major Depression often causes intense despair and hopelessness so that 

the person loses interest in life and may not be able to get out of bed or eat for days at a time. Persons with Major 

Depression don’t find pleasure in things that brought them pleasure in the past. Their child’s laughter, for example, no 

longer makes them smile. They often report that they feel little or no sexual arousal. It is not unusual for the person to 

report overwhelming feelings of guilt.  

Major Depression can occur without any clear cause or event. Because symptoms are so striking and extreme, this can 

sometimes be confusing and frustrating for the person affected and for his her loved ones. Often they cannot figure out 

what is wrong. A major risk that accompanies Major Depression is suicide. A significant number of people who have 

suffered from  

T R A I N I N G M A N U A L                                                                                                                                    Use of Client Diagnostic Questionnaire (CDQ)  
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Major Depression attempt suicide (NiMH 2001). Major Depression is a serious condition that requires professional help, 

especially if there is any indication of suicidal thoughts or feelings. Often, people with Major Depressive Disorder let others 

know when they are thinking about killing themselves. Take any talk of suicide very seriously. If you are service provider, 

call your supervisor or the person’s doctor immediately (see ―Suicide Assessment, ―Appendix 1A below).  

Often people with depression do not seek help because of the stigma associated with mental health problems. Family and 

friends may erroneously try to help by telling the depressed person to ―just pull yourself together.‖ A clinically depressed 

person needs medical attention; they are not able to talk themselves out of being depressed .  

Bipolar Disorder.  Another type of mood disorder is associated with episodes of depression alternating with episodes of 

euphoric or irritable mood. The ability to feel good, bad, or angry provides us with important information about our 

environment and how we should respond to it. Usually our emotions are responsive to our current circumstances in the real 

world. However, in Bipolar Disorder the regulation of emotion is out of control. The human brain, usually reliable and 

stable, produces wildly fluctuating, unpredictable, and extreme mood states. The "highs" or periods of feeling jazzed up or 

hyper arousal are often accompanied by a dangerous combination of poor judgment, irritability, and feelings of superiority 

that can lead people to engage in wild or aggressive behaviors (excessive sexual adventures, spending sprees, etc.). Bipolar 

disorder is different from a person that is "moody" in that the mood fluctuations are extreme and can cause significant 

impairment in work and family life.  

Bipolar Disorder is a very serious mental illness that needs to be treated with medications. It is not at all rare: estimates of its 

frequency in the general population range from 1 to 3 percent. The lifetime risk of suicide is significant (10 to 15 percent) and 

aggressive behavior in Bipolar Disorder is at least three times more common than in the general population. Since 

behaviors threatening to self and others are more likely during the first few years of the illness, early recognition and 

intervention is crucial (American Psychiatric Association).  

Post - Partum Depression. This is a sub-type of Major Depression that can occur in women after childbirth. Hormonal 

changes as well as responsibilities involving caring for the new baby can be factors leading to postpartum depression in 

some women. Symptoms include those noted in the above section on Major Depressive Disorder and occur within four 

weeks after delivery. While temporary feelings of depression are common in new mothers, a full–blown depressive episode 

is not a normal response and requires treatment in order for the mother to recover her physical and mental well-being 

and ability to care for her child.  

B  Anxiety Disorder  

Depression and Bipolar Disorder are classified as "Mood Disorders" because they describe disruptions or imbalances in our 

moods or feelings. Another broad classification of mental health problems is "Anxiety Disorder" which refers to disturbances in 

the experience of fear or worry.  

9 
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Responding to danger adaptively is probably the most basic of all survival skills. Anxiety is a nor-

mal part of a person's life, especially during times of stress, and in many situations it can actually 

be helpful. It can make one more alert and prepares the body for action. The presence of " 

worry" can be a great motivator. For example, worry may prompt one to prepare adequately 

for an upcoming exam, submit taxes on time, and save money for the future. These worries help 

focus attention and motivate behavior. Anxiety or fear, however, is not normal when it becomes 

so overwhelming as to interfere with a person's daily life, relationships and performance at work, 

school or family life. What are outlined next are some mental health problems that are classified 

as Anxiety Disorders. People with anxiety disorders have fears that occur for no reason at all or 

the fears occur out of proportion to any realistic danger.  

1. Generalized Anxiety Disorder (GAD)  

People with Generalized Anxiety Disorder (GAD) suffer with chronic, unrealistic, exaggerated 

or extreme anxiety. People with Generalized Anxiety Disorder are anxious most of the time. 

They often feel "shaky" or "on edge." People who have this disorder may think that danger is 

lurking around every corner, or worry a great deal about their health, money, family or work. 

The source of this worry is hard to find, and sometimes the thought of just getting through the 

day creates anxiety.  

People with Generalized Anxiety Disorder can’t seem to get rid of their worrying, even though 

they usually realize that they are more anxious than they should be. Their worries are wildly 

excessive, uncontrolled, misplaced, counterproductive, and interfere with their ability to handle 

life’s problems effectively.  

Generalized Anxiety Disorder is not uncommon. The best estimate is that 3.4 percent, or 

approximately 4 million Americans suffer from GAD (NIMH, 2000).  

2. Panic Disorder  

Panic disorder is the experience of anxiety that results in near explosive attacks— sudden and 

terrifying bursts of both psychological and physical symptoms. Panic disorder is characterized 

by sudden feelings of terror and a fear that he or she is going crazy, losing control, or on the 

verge of death (First et al., 1998). People often think they are having a heart attack since 

symptoms include a pounding or racing heart, shortness of breath or trouble breathing, chest 

pain, excessive sweating and dizziness.  

Panic attacks appear out of the blue, and many times the person cannot predict when they 

will happen. In between attacks the person constantly worries that another attack could hap-

pen any minute. If panic disorder is not treated it can become a very serious problem and can 

lead to disabling phobias or intense fears about objects, places, people or events. Especially 

common is agoraphobia, or a fear of being in open spaces, going out of the house, or being in 

crowds. In a desperate attempt to figure out what might be causing the attacks, people begin 

avoiding any situations or places that they think might be triggering the attacks. These fears 

and preoccupations place serious limits on a person’s enjoyment of life. Unfortunately, many 

people do not realize that panic disorder is a disease, and they suffer in shame.  

T R A I N I N G M A N U A L                                                                                                                                                                                           Use of Client Diagnostic Questionnaire (CDQ)  

10 



RESOURCE GUIDE 

134 

 

  

In the US, it is estimated that 1.6% of the population has Panic Disorder — between 3 and 6 

million Americans. It is twice as common in women as in men (Surgeon General’s Report ) .  

3. Post-Traumatic Stress Disorder (PTSD)  

When someone experiences an extremely traumatic event, long-lasting emotional and psycho-

logical effects can occur. These events could be something that threatened the person’s life or 

the life of someone close to him or her, or it could be something that the person witnessed (like 

seeing someone violently assaulted or killed). Such traumatic experiences can result in a clinical 

condition known as Posttraumatic Stress Disorder (PTSD). Causes of PTSD include events that 

involve death or the threat of death or serious injury, or threats to a person's physical integrity 

such as child abuse, rape, combat, tort u re, car accidents, natural disasters (flood, fire), shoot-

ings, assaults or other extremely stressful events. The reaction to these events sometimes does 

not occur for weeks or even years after the actual event happened.  

People with PTSD can show a range of reactions in response to horrible experiences. If a 

person’s life is threatened, for example, the image of the event may be played over and over 

again in their minds and appear in dreams. If confronted with a similar situation, the person 

experiences overwhelming anxiety. The person attempts to stay far away from that type of 

danger or anything that reminds them of it. Another common way of dealing with traumatic 

events is to split the event off from conscious awareness, something known as dissociation. This 

serves the important function of protecting the person from the terror associated with the 

event(s).  

Most people experience considerable distress and engage in avoidance behavior after being 

exposed to a severely traumatic experience. For people with PTSD, the emotional fallout of 

the traumatic or violent event is intense and stays with them a long time. The images and 

responses to the traumatic event can dominate day-to-day existence, no matter how much 

the person tries to blot out the terrifying memories and avoid anything connected with the 

event.  For them, the world is experienced as unsafe. Symptoms of PTSD include:  

 

❖ recurrent upsetting memories or nightmare s  

❖ flashbacks, a sudden feeling that the event is happening again  

❖ feelings of emotional numbness, feeling detached from everyday life  

❖ being jumpy, excessively vigilant or on guard  

❖ t rouble falling or staying asleep  

❖ difficulty concentrating  

❖ irritability, angry outbursts  

These symptoms cause distress or problems in how the person functions in life, especially with 

regard to relationships with other people. Most people with PTSD feel alone, isolated and 

reluctant to discuss the trauma, which often results in a prolonged experience of symptoms. In 

order to attempt to recover from traumatic experiences, it is important for survivors to share 

their stories with mental health professionals. In a therapeutic environment, the person with 

PTSD is encouraged to re-experience the full range of painful feelings associated with the 

event(s) rather than avoiding situations that are reminders.  

 

❖ hopelessness, feeling like a normal life is not possible  
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Adequate support for confronting the traumatic experience and processing the emotional 

consequences are part of the therapeutic treatment of PTSD.  

Posttraumatic Stress Disorder can develop at any age, even in childhood, and sometimes 

persists throughout life. Rates of PTSD vary greatly in the general population (1 to 14 percent). 

PTSD is more common in communities characterized by high rates of poverty, crime and 

exposure to violence (Frances & First, 1998).  

C. Substance Abuse and Dependence (Alcohol and/or Drugs)  

Another major classification of mental health problems is Substance Abuse Disorders. Our 

ancestors discovered a whole assortment of ingenious methods for producing alcohol and a 

number of other mood-altering drugs. Folk medicine offered alleviation of psychic or physical 

pain. Tinctures and herbs also offered recreation, relaxation, solace, and a way to enhance 

performance and sociability. Most people can occasionally enjoy the pleasurable effects of 

alcohol or drugs without becoming addicted or suffering significant negative consequences. A 

significant minority, however, cannot maintain an occasional, controlled relationship with these 

substances, and abuse or become dependent upon them.  

People who abuse substances can’t control their use of alcohol or drugs. They become 

intoxicated or high on a regular basis: daily, every weekend, or in binges. They often need 

alcohol or drugs to help them get through the day. They may try to stop using on a regular 

basis but fail, despite the fact that their alcohol or drug use interferes with their family life, 

social relationships and/or work performance, or that it adds to and/or causes a psychological 

or physical health pro b l e m .  

People who abuse substances can’t control their use of alcohol or drugs. They become 

intoxicated or high on a regular basis: daily, every weekend, or in binges. They often need 

alcohol or drugs to help them get through the day. They may try to stop using on a regular 

basis but fail, despite the fact that their alcohol or drug use interferes with their family life, 

social relationships and/or work performance, or that it adds to and/or causes a psychological 

or physical health pro b l e m .  

People who have substance dependence have all the symptoms of abuse. In addition, they 

develop a tolerance for the drug, so that they need to take the drink or drug in greater and  

T R A I N I N G M A N U A L                                                                                                                                       Use of Client Diagnostic Questionnaire (CDQ)  

 
 
 
 
 

People living 
with HIV/AIDS 

often face other 
difficulties as 

well, including 
poverty, racially 
and ethnically 

based 
discrimination, 
drug addiction 

and the need to 
manage illness 
while caring for 

children.  

greater quantities to achieve the desired effect. They also become psychologically and, for 

some substances, physically dependent on the drug. Heroin and other opiates, alcohol, and 

amphetamines are drugs that lead to physical dependence, whereby users develop 

unpleasant physical withdrawal symptoms when they stop using the drug. The essence of 

psychological dependence is loss of control over one’s drug use. Users give up almost all other 

sources of satisfaction and all of life centers on experiencing drug-induced feelings of pleasure 

or relaxation and avoiding the unpleasant feelings experienced when they don’t have access 

to the drug .  
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D   Psychotic Disorders/Psychoses  

Symptoms of Schizophrenia are:  

❖ normal functioning until first episode which is usually in late teens or early adulthood;  

❖ significant decline in adaptive functioning (ability to care for oneself);  

❖ lack of motivation and ability to organize self;  

❖ speech that is disorganized and hard to follow;  

❖ poverty of speech (lack of content);  

❖ blunted affect -limited expression of emotion, the person becomes " robot - like; "  
❖ behavior that doesn't make sense (i.e., excessive collecting of objects, wearing  clothes that are inappropriate for weather conditions);  

❖ psychotic symptoms such as delusions and hallucinations.  

Delusions. These are fixed beliefs that are false and bizarre and that usually involve distortions or misinterpretations of perceptions or 
experiences. There are several types of delusions:  

❖ A person with a persecutory delusion might believe that he or she is being followed,  
spied on, tricked, tort u red, or subjected to ridicule. For example, a man is convinced  

that a neighbor is out to control his behavior by implanting a computer in his brain.  

❖ A person with a referential delusion believes that other people's gestures, comments,  
even song lyrics and newspaper headlines are specifically directed at him or her. For  

example, a young woman is convinced that the words on street signs are a secret  

message to her.  

 

T R A I N I N G M A N U AL                                                                                                                            Use of Client Diagnostic Questionnaire (CDQ)  

Many researchers characterize addiction as a brain disease because there are differences in brain functioning when you compare 
addicted and non-addicted persons (NIJ, 1998). However, addiction is not just a brain disease but one that interacts with social and 
environmental factors. Clearly there are biological, behavioral, and social context elements that need to be taken into consideration in 
our attempts to understand and respond effectively to substance abuse disorders.  

 
Substance dependence usually lasts for many years with recurring relapses and remissions. However,  recovery is a realistic and 
attainable goal. It is important to keep in mind that the cyclical up-and-down course of substance dependence is not really diff e rent 
from the course of most other chronic illness. In diabetes and hypertension, for example, there are also alternating episodes of greater 
and lesser control and an occasional relapse. Alcohol dependence or alcoholism is one of the most common medical illnesses seen by 
doctors (American Medical Association, 2000). Nearly 14 million people in the United States, or 1 in every 13 adults, abuse alcohol or are 
alcoholics (National Institute on Alcohol Abuse and Alcoholism, 2000). Substance abuse is less common. However, the consequences for 
individual users can be even greater due to the illegality of substances (such as heroin, cocaine, crack, methamphetamines) and the 
risk of serious diseases including HIV/AIDS and hepatitis which are associated with injection drug use and with exchanging sex for drugs. 

A fundamental aspect of normal mental functioning is the ability to distinguish between inner thoughts from the stimuli that come 
from the outside world. This ongoing process is called "reality testing." Most of us maintain a fairly strong grasp on reality, except when 
we dream at night or if we take a psychedelic drug. In contrast, a person who has a psychotic disorder has lost the ability to distinguish 
fact from fantasy, reality from imagination, and internal fears from actual threats. Psychotic Disorders (also known as Psychoses) are 
extreme mental disturbances that involve an actual break with re a l i t y. It is important to remember that temporary psychosis can 
occur as the result of serious medical illness or intoxication. For example, a person who has ingested large amounts of cocaine may 
develop psychotic symptoms for a brief period of time.  

 
Schizophrenia. The most well known psychotic disorder is Schizophrenia. Schizophrenia is a brain disease that has a genetic 

component (family members have a higher risk than the general population). This is a type of psychotic disorder that causes severe 
problems in thinking, feeling, and behavior. People with Schizophrenia also have trouble relating to other people, communicating 
through language, controlling their emotions, and making everyday decisions. Schizophrenia is a word used to describe a complicated 
psychotic process that is often chronic in nature. It is the most severe and disabling of the major mental illnesses. A person with "chronic 
schizophrenia" often does not fully recover to normal functioning. This person needs long-term treatment in most cases and almost 
always requires medications to control the symptoms. Schizophrenia affects approximately two million Americans, or almost one 
percent (1%) of the e n t i re U.S. population (NIMH, 2001)).  

Symptoms of Schizophrenia are:  
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❖ A person with a grandiose delusions believe they have extraordinary power, fame or 

religious significance. For example, a man in his 30s is convinced that he is Jesus Christ 

sent to save the world from sin.  

The essential feature is that the delusions are clearly implausible, and do not derive from 

ordinary life experiences. For example, delusions that express a person's brain or body being 

taken over (e.g., that one's brain has been removed and replaced by another person’s) or that 

one's movements or thoughts are being controlled by forces outside oneself (e.g., by aliens) are 

usually judged to be bizarre. Delusions are strongly held despite overwhelming evidence to the 

con-t r a ry. The man insists on the absolute certainty of the computer in his brain despite 

repeated negative X-rays, "I know it's there…he is using X-ray proof metal to hide it!" (First et 

al., 1998).  

Hallucinations. These are distortions or exaggerations of perceptions and may occur in any 

sensory modality, (i.e., the person hears, sees, smells, or touches things that are not really there, 

such as hearing voices or seeing shadows). Auditory hallucinations are the most common. 

Hearing a voice keeping a running commentary on a person's behavior or thoughts, or hearing 

two or more voices talking with one another, is characteristic of schizophrenia . Auditory 

hallucinations are experienced as genuine sounds coming from outside the person's head. The 

most disturbing are "command hallucinations" or voices that issue direct commands that the 

person is to follow, often telling the person to perform aggressive or self-destructive acts, such 

as "jump out of the window. "  

E. Co-Occurrence of Mental Illness and Drug Use/Dependence  

Many individuals who have mental health problems such as depression, anxiety, or even 

schizophrenia, also abuse drugs or alcohol. For example, between one half and two thirds of 

patients with Bipolar Disorder abuse drugs—most typically alcohol, cocaine, or 

amphetamines
1,2

.  Substance abuse is so regularly found among individuals with Posttraumatic 

Stress Disorder that they are considered associated conditions. The clear pattern of co-

occurrence of mental disorder and substance abuse suggests that some individuals use street 

drugs to ―self-medicate‖—to help lessen the distressing symptoms of mental disorder. Even the 

ancient Greeks observed that ―people drink to alleviate fear and terror.‖ Unfortunately, 

people who use substances to feel better often end up with psychiatric symptoms that make 

them feel much worse. Drug use and depression, anxiety and even psychotic symptoms 

influence one another. For example, an episode of depression may cause or increase drug or 

alcohol use, and withdrawal from drug s can cause depression and anxiety.  

As discussed in the next section, depression, anxiety disorders, and substance abuse disorders are 

unfortunately relatively common among persons living with HIV/AIDS. Schizophrenia is less 

common, but we see higher rates among the HIV-positive population than the general U.S. 

population.  
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Implementing the CDQ 
 

Introducing the CDQ into existing 
agency operations will require some 

changes in your agency. For 
example, it will be necessary to build 
support for the use of the tool, train 

staff to use the tool, alter 
client assessment procedures, and 
supervise those who conduct the 

screening. 
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IV  Under-recognition of Mental Health Problems 

lient Factors  

There are many 
factors 

underlying client 
lack of 

recognition or 
acknowledg-

ement There are many factors underlying client lack of recognition or acknowledgement of mental 

health problems. A basic issue is confusion about what constitutes a mental health problem. 

Some of the problems confronting persons living with HIV are reasonable and normal reactions 

to having a chronic illness, such as anxiety about the next episode of sickness or sadness over 

losses. Other problems are specific to HIV disease itself, such as the shock of learning one’s HIV 

serostatus or the fear of disclosure. Struggling with problems associated with inadequate basic 

resources like food or housing can be quite distressing and depressing. In general, the feelings 

associated with these issues can be handled by supportive interventions, utilizing case 

management services and becoming educated about HIV and its medical management.  

H o w e v e r, more serious mental health problems that occur in HIV-infected people require 

specialized mental health services. The most common among these are depression and anxiety  

disorders. As discussed, major depression is a serious illness that affects one’s ability to 

concentrate and to function on a day-to-day basis. Prolonged disturbance in sleeping and 

eating can interact with negative thought patterns and result in feelings of hopelessness and 

thoughts of suicide. Severe life traumas can lead to immobilizing fears and recurring flashbacks 

of the traumatic event. Often people who have symptoms of mental health problems don’t 

recognize them as symptoms of a treatable disorder.  

Despite the remarkable advances over the last two decades in the understanding and treat-

ment of depression and anxiety disorders, stigma and lack of knowledge about these conditions 

are pervasive. Even when recognized and labelled, symptoms of depression and anxiety are 

often construed as character flaws or personal weakness, rather than an illness. In the most 

extreme form of stigma, people resist seeking care from mental health professionals for fear 

that they will be labelled crazy.  

Difficulties with mental illness symptom recognition is even more complex in individuals who 

are also using drugs. Often these people do not recognize the role that mental health problems 

have played in their drug use until they have entered and maintained recovery for a 

prolonged period of time.  

The Community Health Advisory & Information Network (CHAIN) project is an ongoing scien-

tific study of the needs and service utilization of HIV-infected New York City residents (see 

box). Although the study used a random sample of people receiving non-mental health serv-

ices (health and case management), more than 80 percent of the participants manifested 

some need for mental health services. On a scale assessing symptoms of depression and anxiety, 

more than half (54 percent) of respondents scored below the point indicating clinically relevant 

symptomatology, and 39 percent scored below the low-low cut point typically found  

The Community Health 
Advisory & Information 
Network (CHAIN) project 
is an ongoing longitudinal 
study of over 900 HIV- 
infected individuals in 
New York City. Funded by 
Ryan White CARE Act 
Title I as part of New York 
City ’s evaluation of HIV 
service needs and 
utilization, the CHAIN 
study conducts interviews 
every six to 12 months with 
a representative sample of 
men and women living 
with HIV/AlDS. Embedded 
in the questionnaire are 
standardized scales that 
assess their emotional and 
psychological symptoms 
(the MOS SF-36 Mental 
Component Summary 
Scale), their levels of drug 
use, and their s e l f - 
perception of the need for 
help with 
emotional/psychological 
problems and/or drug use. 
A sub-study of the CHAIN 
Pro j e c t examines the 
needs and service 
utilization of a group of 
HIV infected people who 
are unconnected to 
service—those with no 
regular source of medical 
care or case management.  
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among populations of psychiatric patients. One quarter of the sample who scored low on the 

mental health measure also have recent history of probable alcohol or drug abuse or depend-

ence (the ―dually diagnosed‖).  

H o w e v e r, large numbers of CHAIN study respondents who manifested the need for mental 

health services are not receiving them. Almost half (46 percent) of individuals with low scores 

on the mental health measure were receiving no mental health services at all. The gap 

between service need and utilization appears greatest for ethnic minority clients.  

The most striking difference between those who do and do not access mental health services is 

the self-perception of their emotional or psychological problems and/or the need for or benefit 

of mental health treatment in addressing those problems. Although clients not receiving mental 

health services could acknowledge problems, they did not acknowledge a need or desire for 

mental health treatment (―I’d like to talk to someone but not like a therapist or anything.‖). 

Additionally, almost 40 percent of clients who scored in the low range—indicating a need for 

mental health services—responded ―No‖ or ―None‖ to direct questions about emotional 

problems or the need for mental health services.  

Particularly troubling are the results of the sub-study that focuses on people outside the service 

system. Participants who are not connected to the HIV care system have the highest need for 

both mental health and drug treatment services, as indicated by their interview responses. 

However, less than 10 percent of these respondents who have a need for mental health services 

are receiving these services. The "unconnected" are the least likely to identify their need for 

mental health services and thus under-utilize services designated for those with psychological 

problems. (For further information about the CHAIN Study, see Aidala et al., 1999; Aidala, 

1997.)  
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Provider Factors  

Client under-recognition of mental health problems is reinforced when their HIV care providers 

lack the tools, the time or motivation to adequately assess their mental health needs. The most 

common contexts within which people with HIV receive care include medical and social service 

settings. In order to provide adequate medical services, the mental health needs must also be 

determined and addressed both upon entry into the care system and throughout the course of 

the disease.  

However, there are few guidelines and standards for primary care providers to follow 

regarding mental health assessment and treatment of mental health problems. Many medical 

clinicians rely on the psychosocial providers working in their agencies to meet these needs, 

although these providers are often overburdened and under-trained. However, the primary 

care provider is often in the best position to assess, and, when appropriate, manage these 

mental health needs, particularly in areas where access to mental health professionals is 

limited.  

A similar lack of guidelines and standards plagues the social service delivery system. Case 

management is an important and widely available component of the assessment and coor-

dination of HIV-related services. While the assessment of psychosocial service needs is considered 

a routine part of the case management function, again there are minimal guidelines for or 

training in the systematic assessment of client’s mental health needs. One screening method 

often utilized in these settings includes collecting information regarding the client’s reported 

history of treatment and/or hospitalization. This is problematic in the sense that many people 

who are in need of mental health services do not access them. In fact a report issued by Dr. 

David Satcher, Surgeon General of the United States, indicates that more than half of those 

who need treatment for mental health problems do not receive treatment (Report of the 

Surgeon General, 1999).  

As with primary care providers, case managers vary enormously in their capacity to assess the 

signs and symptoms of mental health disorders so without the appropriate tools to guide 

providers in their assessments, the outcome is often less than optimal.  
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  and indicate which clients need additional mental health services, either further assessment or direct 

referral for treatment.  

In general, there are two different commonly used methodologies for mental health screening. The 

first approach involves the collection of data related to symptoms of mental health distress (most 

commonly symptoms of depression or anxiety) using self-reports or interview administered 

questionnaires. The total number of reported symptoms is generally used to indicate whether a 

respondent does or does not meet the definition of a particular concern . For example, the Hamilton 

Depression Scale uses questions that relate to specific symptoms of depression. The client’s answers to 

the questions are assessed and summarized, and a particular cut-off score indicates someone who 

may have more serious or clinical depression .  

The second option involves the use of brief instruments that collect data in symptom clusters that are 

organized to yield, with scoring, the likelihood of a particular diagnosis. These instruments usually ask 

about the presence of symptoms relevant to the diagnosis that occur within a specified period of time. 

These screeners utilize the diagnostic criteria specified by the Diagnostic and Statistical Manual of 

Mental Disorders, DSM-IV, the standard diagnostic schema used by mental health professionals in the 

United States (American Psychiatric Association, 1994). Most commonly, these screeners assess for 

depressive disorders, anxiety disorders, and alcohol and substance abuse disorders.  

The second approach is preferable to the first, for the following reasons. Statistically, screeners that 

yield data relevant to diagnosis provide more power to describe the mental health needs of the 

evaluated population. In addition, these screeners are much more useful as a clinical tool in that they 

more provide a more precise description of the mental health treatment needs of the client and can 

play a role in referral and treatment planning.  

A diagnostic screener such as the CDQ assists the provider in more precisely identifying a clients' 

service and treatment needs. For example, a client with clinical depression is different from a client 

who feels depressed (perhaps due to a recent death of a loved one). One client might require 

treatment by a psychiatrist and/or a psychologist while the other would be well served by supportive 

counseling by a social worker or by participating in a support group. Use of the CDQ will allow 

programs to allocate what are often scarce resources to the neediest clients, and/or identify where 

links with other agencies may be required.  
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VI History and Development of The Client Diagnostic Questionnaire 

(CDQ)  
 

 

History 

The Client Diagnostic Questionnaire is a brief, structured interview used to screen for the existence of 

mental health problems in persons living with HIV/AIDS. The CDQ is based on the Patient Health 

Questionnaire (PHQ) version of the PRIME-MD, a mental health tool developed for use in primary 

care settings by a team of experts in psychiatric assessment led by Robert Spitzer
1 6

. The CDQ collects 

data in symptom clusters that are organized to yield the likelihood of a particular diagnosis. The 

screener follows diagnostic criteria specified by the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-IV), which, as mentioned previously, is the standard diagnostic schema used by mental 

health professionals in the United States.  

The original PHQ screened for depression, panic, and other anxiety disorders, alcohol abuse, and somatoform and eating 

disorders. Revisions were necessary in both the range of disorders addressed, and the language used in asking symptom 

questions in order to create a screening tool appropriate for use with HIV-infected populations. The Columbia University 

Evaluation and Technical Assistance Center (ETAC), funded by HRSA to support the Special Projects of National 

Significance (SPNS) Program, undertook the adaptation. Modules have been added to screen for drug abuse, post-

traumatic stress disorder, and psychosis, disorders frequently seen in HIV- infected populations. Somatoform and eating 

disorders were dropped. In addition to alcohol and substance abuse questions referring to the past six months, the ETAC/ 

CDQ also asks about use in the past 30 days, a format consistent with the Addiction Severity Index
1 7

, an assessment tool 

widely used by substance use treatment facilities. Revisions were made in consultation with the developers of the original 

instrument. Additional modules were based upon existing work done in developing screening questionnaires for drug 

abuse, PTSD and psychosis.  

Empirical Support for the Instrument  

A large validation study provided data on the PRIME-MD, which is the basis for the CDQ. (Spitzer et al. 1994) reported on the 

validation of this instrument for use by primary care physicians on a sample of 1000 adults in a range of primary care settings. 

Outcome measures included the diagnoses yielded by the PRIME-MD, independent diagnoses made by mental health 

professionals, and correlations between the PRIME-MD and other self-report standardized measures of mental health, 

including the Zung Depression Scale, and the Zung Anxiety Scale. In addition, functional status measures were examined 

including the number of disability days, health care utilization and treatment/referral decisions. Results indicated good 

agreement between Prime-MD diagnoses and those of independent mental health professionals (the overall accuracy rate = 

88 percent). Patients with PRIME-MD diagnoses had lower functioning, more disability days, and higher rates of health care 

utilization than did patients without PRIME-MD diagnoses (for all measures, P<.005). With respect to the relationship of the 

PRIME-MD Diagnosis to Symptom Severity Measures, the partial correlation between the scores on inventories and the 

corresponding PRIME-MD diagnosis are all highly significant (P<.001).  
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The study also reported that physicians found information provided by the instrument useful, 

and that a new treatment or referral was initiated for 62 percent of the patients with a 

PRIME-MD diagnosis who were not already being treated. Patients reported that they felt the 

information provided by the questionnaire was valuable in helping their physicians better 

understand and treat their problems.  

The sample for this validation study included patients in primary care settings across the U.S. 

This sample of patients typically seen in doctors’ offices were more often white, better educat-

ed, better integrated into medical care, and less often substance involved than clients seen in 

HIV/AIDS clinics or service settings. In addition, adjustments in the original modular structure of 

the PRIME-MD were made so that the CDQ reflects disorders commonly found in HIV- infected 

populations. Thus, it is necessary to conduct a separate validation study to examine the relia-

bility and validity of the CDQ for screening HIV- infected populations.  

CDQ Validation Study  

On the basis of this early promise, HRSA has funded a multi-site, formal validation study for 

the CDQ that is currently in progress (Aidala et al., 1998). The methodology will follow the 

protocol used by the original developers of the PRIME-MD and PHQ instruments in establish-

ing the reliability and validity of the instrument in terms of sensitivity, specificity, and positive 

predictive value in screening for mental disorders .  

This is an instrument validation study using a cross-sectional sample cohort of HIV-infected 

individuals. Data are being collected through personal, face-to-face interviews. An initial 

interview, using the structured CDQ, is conducted by a lay interviewer (i.e. personnel who have 

not received formal training in mental health assessment and treatment such as a case 

manager or intake worker) as part of the normal, routine flow of care / services. Additional 

information (demographics, health status/quality of life, and mental health services / 

treatment utilization) will also be obtained. A second, study-specific interview is then 

conducted within three days of the initial interview by an experienced mental health clinician 

(i.e., psychiatrist, psychologist, or clinical social worker). This interview uses a semi-structured 

version of the CDQ that includes an overview, questions about rule-outs, and guidelines about 

probing to uncover symptoms not revealed by the more structured and limited CDQ.  

 
Clients presenting to the study sites for services who meet the inclusion criteria will be eligible 

for participation in this study. The inclusion criteria are: (1) confirmed HIV seropositivity; (2) age 

18 or older, and (3) conversant in English. Subjects will be excluded from participation in this 

study if they do not meet the inclusion criteria, have a medical or mental condition that does 

not permit the interviews, or do not consent to participation. The study cohort is comprised of 

300 clients who have been recruited from both primary care clinics and HIV service 

organizations located in New York City, Baltimore, Miami, Los Angeles, Birmingham, and 

Durham .  

Preliminary results of the validation study suggest that the CDQ instrument performs well as a 

triage instrument, directing attention to clients with clinically relevant symptoms that cohere  
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in a pattern consistent with diagnosed disorders. Several measures were used to test the  

agreement between the diagnosis made by the experienced mental health clinician and 

screening result of the CDQ used by a non mental health professional. "Sensitivity" refers to the 

proportion of cases diagnosed with disorder by the mental health professional that were 

correctly identified by the screener. This statistic checks for the danger of false negatives – the 

danger that a person with a clinically significant mental health problem would pass though 

the screening process unidentified. The sensitivity for "Any Diagnosis "including alcohol or drug 

abuse or dependence is 91%. This means that over 90% of who do in fact have a psychiatric 

disorder would be detected by use of the CDQ as a screening tool.  

With regard to feasibility, the instrument has been well received by staff and clients at all 

service sites. Most screenings are completed in 20 minutes or less, and there have been very few 

reports of clients becoming emotionally distraught or wanting to discontinue the screening. In 

the validation study, only 2%, or approximately 1 in 50 clients screened were rated by 

interviewers as uncomfortable or at all upset by answering the screening questions. Far more 

individuals expressed their appreciation that the interview allowed them to talk about 

emotional issues that were of concern to them.  
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