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THE PSYCHIATRIC INTERVIEW

Diagnoses should be made with direct reference to the DSM-IV or DSM-IV-TR.
Typically, a psychiatric interview would have the following structure:

■ identifying information: age, marital status, occupation/financial support,
living conditions, family

■ chief complaint
■ history of presenting illness

– based on the early information, is this a psychotic, anxiety, mood or
substance disorder

– thoroughly review the symptoms of the disorder
– screen for the three other categories of disorder

■ substances of abuse — route, frequency, quantity, last use:
– alcohol, rubbing alcohol, Listerine
– stimulants: cocaine, crystal methamphetamine
– marijuana
– opiates — heroin, methadone, morphine, codeine, oxycodone (Oxycontin)
– benzodiazepines
– tobacco (chew, cigarettes)
– caffeine
– OTC and prescription (especially anticholinergics)

■ past psychiatric history
– hospitalizations
– suicide attempts (severity; parasuicidal nature — overdoses, wrist slashing;

how they survived, were substances involved?)
– medication trials (whether trial was completed; whether remission was

achieved — partial, full, duration; reasons for discontinuation)
– psychotherapy, counselling (age when first saw professional and for what reason)

■ past medical history
– hospitalizations
– history of injection drug use
– surgeries
– chronic illness
– head trauma, MVAs, loss of consciousness
– endocrine disorders — thyroid +/- medical or surgical intervention
– seizures
– risk/presence of HIV/HCV/HBV/TB

■ current and recent medications
■ family history

– psychiatric (suicides, substance use, hospitalizations, odd or estranged family members)
– medical/surgical

Diagnosis
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■ social
– place of birth, labour and delivery, growth and development
– early, middle and high school performance
– family relations — parents, foster care, siblings
– abuse — sexual or physical
– relationships — “coming out” experiences
– post-secondary education, employment, vocational training

■ mental status exam
– appearance, behaviour, speech, rapport, reliability, mood and affect,

thought form and content, insight, judgment, cognitive ability,
suicidal ideation

■ physical exam — evidence of intoxication/withdrawal, track marks, conjunctival 
injection (THC users), stigmata of chronic liver disease, etc

■ impression
■ Multi-Axial Diagnosis

– Axis I: psychiatric disorders
– Axis II: personality disorders, coping styles/defences
– Axis III: comorbid medical conditions which may contribute to

psychiatric presentation
– Axis IV: social stressors/circumstances which may contribute
– Axis V: GAF score

DIAGNOSIS

Suicide Risk Assessment
— adapted from Rubenstein, Unutzer, Miranda et al, 1996

■ Ask all patients at risk (including depression, anxiety disorders,psychosis,
substance use disorders, personality disorders, etc.) if they have 
thoughts of death or suicide, or if they feel hopeless and feel that life is 
not worth living. Also ask if they have previously attempted suicide.

■ If the answer is yes, ask about plans for suicide. How much have they 
thought about suicide? Have they thought about a method? Do they have 
access to material required for suicide? Have they said goodbyes, written 
a note or given away things? What specific conditions would precipitate 
suicide? What is stopping them from suicide?

■ Assess risk factors for suicide.
■ Warn the patient that agitation and suicide risk may increase early

in treatment.
■ Obtain collateral information from family or friends.
■ Consider emergency psychiatric consultation and treatment if:

– suicidal thoughts are persistent
– the patient has a prior history of a suicide attempt or a current plan
– the patient has several risk factors for suicide.
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The symptoms of depression can be divided into 2 categories:
■ cognitive, behavioural or emotional (low mood, loss of interest or enjoyment, 

trouble concentrating, feelings of guilt or self-blame, low self-esteem,
thoughts of death and suicide)

■ physical or neurovegetative (fatigue, psychomotor changes, disturbances
of sleep and appetite/weight).

The symptom criteria for MDD can be recalled using the SIG E CAPS mnemonic:

S — Sleep disturbance (too much or too little)
I — Interest reduced (reduced pleasure or enjoyment)
G — Guilt (excess) and self-blame or feelings of worthlessness
E — Energy loss and tiredness
C — Concentration problems
A — Appetite changes (low appetite/weight loss or increased appetite/weight 

gain) 
P — Psychomotor changes (slowed down or speeded up)
S — Suicidal thoughts.

The individual must have depressed mood (or loss of interest) and at least 4 other
symptoms, most of the time, most days, for at least two weeks.

DIAGNOSING MAJOR DEPRESSIVE DISORDER 

DSM-IV or DSM-IV-TR Criteria: Major Depressive Episode

Five or more of the following symptoms have been present during the same
two-week period and represent a change from previous functioning; at least
one of the symptoms is either (1) depressed mood or (2) loss of interest
or pleasure:

1. depressed mood, as described by the patient (e.g., feels sad or empty)
or by observation (e.g., appears tearful)

2. markedly reduced interest or pleasure in all, or almost all, activities 
nearly every day

3. significant weight loss when not dieting or weight gain (e.g., a change 
of more than 5% of body weight in a month), or decrease or increase
in appetite

4. insomnia or hypersomnia (or increased need for sleep).
5. psychomotor agitation or retardation (observable by others,

not merely subjective feelings of restlessness or being slowed down)
6. fatigue or loss of energy.
7. feelings of worthlessness or excessive or inappropriate guilt
8. reduced ability to think or concentrate, or indecisiveness
9. recurrent thoughts of death, recurrent suicidal ideation without a

specific plan, or a suicide attempt or a specific plan for committing suicide.
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Bipolar Disorder
■ Bipolar disorder is often misdiagnosed as unipolar depression largely because mania 

and hypomania often go unrecognized.
– In adolescents/youth, psychotic mania can be mistaken for schizophrenia.

■ When a patient appears depressed, probe extensively for hypomania. Ask
– Do they ever have periods when they need less sleep or go to bed later for even 

only a few days (sleep pattern changes can be as subtle as a couple hours)?
– Do they ever feel the “opposite of depressed”?
– Do they have periods of taking on more responsibility or plans that they

ultimately are unable to fulfill?
– Do they ever feel overconfident or “grandiose”?
– Do their thoughts ever feel “sped up” or feel like they can’t speak quickly enough 

to get their words out or have friends tell them that they are speaking quickly?
– Do they act impulsively — for instance with spending sprees, casual sex, or gambling?

■ On history, bankruptcies, changes in sexual behavior, legal involvement,
or sudden dismissals from employment may reflect a history of hypomania.

■ On past psychiatric history, they may have been diagnosed early as having personality
disorders, or have had multiple trials of antidepressants with similar outcomes:
early mood improvement (in the first 1 – 2 weeks) with eventual treatment failure.

■ Rule out or identify comorbid substance use, especially cocaine, crystal
methamphetamine and alcohol.

■ Depressive episodes in bipolar disorder may be indistinguishable from major
depressive disorder. Alternatively, there is a tendency towards atypical symptoms:
– hypersomnia
– hyperphagia
– leaden paralysis (a subjective feeling of heaviness in the limbs).
(See the DSM-IV or DSM-IV-TR Criteria.)

DIAGNOSING MAJOR DEPRESSIVE DISORDER 
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DIAGNOSING MAJOR DEPRESSIVE DISORDER 

Mood Disorders — Diagnostic Decision Tree
(adapted from DSM-IV or DSM-IV-TR)
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DIAGNOSING MAJOR DEPRESSIVE DISORDER 
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■ All anxiety disorders share basic symptoms of anxiety, fear, and avoidance.
■ Panic attacks can occur across all anxiety disorders. Panic attack is defined as a 

sudden episodic rush of intense fear or terror along with physiological symptoms 
(e.g., rapid heart rate, shortness of breath) and concern about losing control, 
going crazy, having a heart attack, etc.

DIAGNOSING ANXIETY DISORDERS

adapted from DSM-IV or DSM-IV-TR
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DIAGNOSING ANXIETY DISORDERS

Anxiety Disorders — Diagnostic Decision Tree
(adapted from The Ontario Anxiety Disorder Primary Care Guidelines 2000) 
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DIAGNOSING ANXIETY DISORDERS
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The most common psychotic and manic symptoms are listed in the tables below.
In early psychosis, the diagnosis may change over time (e.g., from schizophrenia
to bipolar disorder, or from bipolar disorder to schizoaffective disorder) so
re-assessments are needed regularly.

Positive Symptoms
“Positive symptoms” are usually dramatic and are the first 4 of the 5 criteria
listed above:
■ delusions — fixed, false beliefs even in the face of contradictory evidence
■ hallucinations — which may occur in any modality
■ disorganized speech (e.g., tangentiality and loose associations)
■ disorganized behaviour.

Negative Symptoms
“Negative” symptoms are less dramatic and are so called because they are a decrease
in normal experiences. They often precede the appearance of positive symptoms.

“Negative” symptoms are not synonymous with symptoms of depression.
They include:
■ avolition — lack of motivation, apathy
■ affective flattening in either range or intensity
■ alogia — decreased output of speech that reflects poverty of inner thought

e.g., blocking
■ anhedonia — absence of pleasure, asociality.

DIAGNOSING EARLY PSYCHOSIS

DSM-IV OR DSM-IV-TR DIAGNOSIS
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DIAGNOSING EARLY PSYCHOSIS

(adapted from DSM-IV or DSM-IV-TR)
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Problems with Substance Use
■ Substance use disorders (SUD) (substance abuse and substance dependence as 

defined in the DSM-IV or DSM-IV-TR) are a subset of substance related disorders.
■ SUDs are further classified into substance abuse and substance dependence

disorders depending on the number and type of associated problems.
■ A patient exhibiting some but not all the criteria for a substance use disorder 

may still be experiencing problems related to their substance use, and 
require treatment.

Assessment
■ Obtain full alcohol and drug histories including frequency, amount and route of use.
■ Establish a diagnosis, either problematic use (not meeting criteria for abuse or 

dependence), abuse or dependence.
■ Questions which cover the symptoms of dependence are useful in establishing 

either abuse or dependence but may also uncover negative consequences of use.
■ Explore areas such as impulsive or high risk behaviours (e.g., rash driving, 

promiscuous behaviours) while intoxicated.
■ A full physical examination, mindful of biological red flags, is the standard of care.
■ Order blood work — including CBC, electrolytes, liver function tests as well as

tests for renal function.
■ Consider screening for HIV, Hepatitis B and C and STDs including syphilis,

especially if there is suspicion of high-risk behaviours.
■ Consider TB skin testing.
■ Consider ordering urine drug screens to confirm the history.

– Patients may believe that they have used one substance only to find that they 
have used another (e.g., methamphetamine is commonly substituted for, or
is a major ingredient in, ecstasy and crack cocaine).

– Non-disclosure of certain drugs may complicate treatment.

DIAGNOSING SUBSTANCE USE DISORDERS

Pitfalls of Urine Drug Screens
■ Depending on the methodology and cut offs used by the lab, there are 

both false positives and false negative tests.
■ May be used for non-medical reasons — occupational safety, child

protection/custody; therefore carefully consider the benefit/risk of drug 
screens, and discuss with patient when able. 

■ Opiates with codeine or morphine metabolites are detected more readily 
than meperidine in EMIT tests. 

■ Fentanyl and Methadone may not be detected and must be requested specifically.
■ Heroin only detected if within 8 hours of last use — otherwise detected as morphine.
■ Clonazepam and Lorazepam are poorly detected.
■ Approximate windows of detection:

– amphetamine/methamphetamine: 1 – 2 days
– benzodiazepines: 3 – 5 days; up to 3 weeks or longer for prolonged use
– cocaine: 2 – 4 days; up to 7 days or longer for prolonged use
– ethanol: 2 – 14 hours
– methadone: 3 days ( single use only) 5 – 7 days if chronic use
– opiates (codeine, morphine, heroin): 1 – 3 days
– THC: 5 days (moderate use); 10 days (heavy); up to 2 months (heavy, chronic)
– LSD: 1 day
– barbiturates: 1 day (short acting); 2 – 3 weeks (long).
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DIAGNOSING SUBSTANCE USE DISORDERS

DSM-IV or DSM-IV-TR Criteria: Substance Abuse and Dependence
The DSM-IV or DSM-IV-TR recognizes substance abuse and dependence as
two presentations of substance use disorders. Withdrawal and Intoxication
reflect more acute states and are not exclusive of the disorders. 

Substance Abuse

Substance Abuse DSM-IV or DSM-IV-TR Criteria: 
A. A maladaptive pattern of substance use leading to clinically significant

impairment or distress, as manifested by one (or more) of the following,
occurring within a 12 month period:
1. recurrent substance use resulting in a failure to fulfil major role

obligations at work, school, or home
2. recurrent substance use in situations in which it is physically hazardous
3. recurrent substance-related legal problems
4. continued substance use despite having persistent or recurrent social 

or interpersonal problems caused or exacerbated by the effects of the 
substance

B. The symptoms have never met the criteria for substance dependence for
the substance in question.

Substance Dependence
Substance dependence reflects a progression from abuse and reflects
physiological, behavioural or psychological consequences.

Substance Dependence DSM-IV or DSM-IV-TR Criteria:
A. A maladaptive pattern of substance use leading to clinically significant

impairment or distress, as manifested by one (or more) of the following,
occurring within a 12 month period:
1. tolerance, as defined by either

a) a need for markedly increased amounts of the substance to achieve 
intoxication or desired effect or

b) markedly diminished effect with continued use of the same amount 
of the substance

2. withdrawal, as manifested by either
a) the characteristic withdrawal syndrome for the substance or
b) the same (or a closely related) substance is taken to relieve or avoid

withdrawal symptoms
3. the substance is often taken in larger amounts or over a longer period 

than was intended
4. there is a persistent desire or unsuccessful efforts to cut down or control use
5. a great deal of time is spent in activities necessary to obtain the

substance, use the substance or recover from its effects
6. important social, occupational, or recreational activities are given up 

or reduced because of use
7. the use is continued despite knowledge of having persistent or recurrent

physical or psychological problem that is likely to have been caused or 
exacerbated by the substance
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Glossary of Substance Use Terms
— (adapted from the Substance Abuse Mental Health Services Administration

website www.samhsa.gov)

Blackouts: A type of memory impairment that occurs when a person is conscious
but cannot remember the blackout period. In general, blackouts consist of periods
of amnesia or memory loss, typically caused by chronic, high-dose problematic
alcohol or substance use. Blackouts are most often caused by sedative-hypnotics,
such as alcohol and the benzodiazepines.

Coke bugs: Tactile hallucinations (also called formications) that feel like bugs
crawling on or under the skin. Chronic and high-dose stimulant abuse can cause
various types of hallucinations.

Crack: Cocaine (cocaine hydrochloride) that has been chemically modified so that it
will become a gas vapour when heated at relatively low temperatures; also called
“rock” cocaine.

Downers: Slang term for drugs that exert a depressant effect on the central nervous
system. In general, downers are sedative-hypnotic drugs, such as benzodiazepines
and barbiturates.

DTs: Delirium tremens; a state of confusion accompanied by trembling and
vivid hallucinations. Symptoms may include restlessness, agitation, trembling,
sleeplessness, rapid heartbeat, and possibly convulsions. Delirium tremens
often occurs in chronic alcoholics after withdrawal or abstinence from alcohol.

Ecstasy: Slang term for methylenedioxymethamphetamine (MDMA), a member
of the amphetamine family. At lower doses, MDMA causes distortions of
emotional perceptions. At higher doses, it causes potent stimulation typical
of the amphetamines.

Eight (8) Ball: 3.6g or 1/8th ounce.

Hallucinogens: A broad group of drugs that cause distortions of sensory perception.
The prototype hallucinogen is lysergic acid diethylamide (LSD). LSD can cause
potent sensory perceptions, such as visual, auditory, and tactile hallucinations.
Related hallucinogens include peyote and mescaline. 

Ice: Slang term for smokeable methamphetamine. Much as cocaine can be modified
into a smokeable state (crack cocaine), methamphetamine can be prepared so that
it will produce a gas vapour when heated at relatively low temperatures. When
smoked, ice methamphetamine produces an extremely potent and long-lasting
euphoria, an extended period of high energy and possible agitation, followed by
an extended period of deep depression.

Marijuana: The dried leaves and flowering tops of the Indian hemp plan cannabis
sativa; also called “pot” and “weed.” It can be smoked or prepared in a tea or food.
Marijuana has two significant effects. In the non-tolerant user, marijuana can
produce distortions of sensory perception, sometimes including hallucinations.
Marijuana also has depressant effects and is partially cross-tolerant with

DIAGNOSING SUBSTANCE USE DISORDERS
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sedative-hypnotic drugs such as alcohol. Hashish (or hash) is a combination
of the dried resins and compressed flowers from the female plant.

Nodding out: Slang term for the early stages of depressant-induced sleep.
Opioids and sedative-hypnotics induce depression of the central nervous system,
causing mental and behavioural activity to become sluggish. As the nervous
system becomes profoundly depressed, symptoms may range from sleepiness to
coma and death. Typically, “nodding out” refers to fading in and out of a sleepy state.

Opiates: A type of depressant drug that diminishes pain and central nervous system
activity. Prescription opiates include morphine, meperidine (Demerol), methadone,
codeine, and various opioid drugs for coughing and pain. Illicit opioids include
heroin, also called “smack,” “horse,” and “boy.”

Paraphernalia: A broad term that describes objects used during the chemical
preparation or use of drugs. These include syringes, syringe needles, roach clips,
and marijuana or crack pipes.

Point: 1/10th gram. A measurement of drug quantity.

Uppers: Slang term used to describe drugs that have a stimulating effect on the
central nervous system. Examples include cocaine, caffeine, and amphetamines.

DIAGNOSING SUBSTANCE USE DISORDERS
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As with all disorders, the Early Detection of mental illness helps prevent short-term
complications, initiate recovery and minimize negative long-term consequences
of the disorder. Programs such as Early Psychosis Intervention (E.P.I.) have been
internationally embraced as a standard of care because of their intended impact
on outcomes. 

Early Detection requires an awareness of Risk Factors, the observation of Warning
Signs and the application of Screening Tools.

The Family Physician’s Role in Early Detection
■ Screen and assess any patient with symptoms of a psychiatric disorder.
■ Encourage patients and family to openly discuss psychological problems.
■ Note that many patients frame their distress somatically or report only physical 

symptoms because of a reluctance to express psychiatric symptoms.
■ Keep in mind that patients’ personal beliefs and symptoms (e.g., avoidance,

fear of negative evaluation, delusions, hallucinations) can interfere with
disclosure and help-seeking behaviours.

■ Provide educational materials in the waiting area to help patients recognize
their own problems and encourage disclosure of symptoms during office visits
(see section on self-management and information for families for free and
easily accessible sources of educational materials).

Early Detection
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Risk factors can be inherent or acquired and may interact with each other to result
in illness expression.

General Risk Factors
■ past history of any psychiatric disorder
■ family history of any psychiatric disorders
■ co-morbid medical illnesses
■ history of physical or sexual abuse
■ recent major negative life events
■ pregnancy and post-partum periods
■ presence of any psychiatric disorder increases risk of a secondary

psychiatric disorders
■ substance use including early onset tobacco use

Major Depressive Disorder
– long term pain or chronic illness (e.g., diabetes, arthritis)
– cardiovascular disease
– family history of mood disorder
– pregnancy or postpartum
– long-term sleep problems
– substance use disorders
– female gender
– tobacco dependence

Anxiety Disorders
– higher incidence in adolescents/youth and the elderly
– stressful periods
– postpartum period
– chronic physical illness including chronic pain conditions
– substance use disorders

Early Psychosis
– family history of psychosis/psychiatric disorder
– history of head injury
– history of poor growth and development
– history of academic and social difficulties
– history of pregnancy and birth complications
– psychological trauma/ongoing stress
– substance use disorders (especially stimulants, cocaine)
– higher incidence in adolescence/youth

RISK FACTORS

Disorder-Specific Risk Factors
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RISK FACTORS

Substance Use Disorders
– family history of SUD
– past history of substance use disorder
– trauma and/or violence
– mental illness

Some additional factors that influence substance use are
– availability of substance (e.g. easy availability for tobacco, alcohol,

and marijuana)
– occupation (e.g. health care workers, bartenders, truck drivers, etc.)
– social instability
– low cost 
– speed of drug effect onset 
– peer group
– culture (acceptability of certain substances in some cultures)
– chronic physical pain
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General Screening Suggestions
■ Screen adolescent populations at all visits, as they are infrequent and inconsistent

users of health care.
■ Screen adult populations if considered to be in at-risk population.
■ Screen women at antepartum and post-partum visit (screen at 2 months with

first infant immunization).
■ Set reminders to screen on office charting systems.
■ Build screens into social histories when discussing other high-risk behaviours 

such as unprotected sex or extreme sports.
■ In order to ease apprehension with screening tools, especially teenagers, try

“This questionnaire is like taking your emotional temperature — it is part of
a normal visit”.

■ If a screen is positive, complete a full history and physical, in an attempt to
clarify the diagnosis, over the next 1 or 2 appointments.

Screening Tools
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SCREENING FOR MAJOR DEPRESSIVE DISORDER

There are a number of brief, valid, easy-to-administer assessment scales that can be
used to detect depression in primary care. Two approaches are described here:
■ the “two-quick-question” screening method
■ use of the Patient Health Questionnaire 9 (PHQ 9).

The ‘Two-quick-question’ screening method
■ Use during routine visits with high-risk individuals.
■ Ask whether, in the last month, they have

1. “lost interest or pleasure in things you usually like to do?”
2. “felt sad, low, down, depressed or hopeless?”
An answer of ‘yes’ to either question triggers a more detailed assessment of
other symptoms of depression such as sleep disturbance, appetite change or
lack of energy.

Use of the Patient Health Questionnaire 9 (PHQ 9)
Having patients complete a PHQ 9 Questionnaire (see sample provided here)
yields a wealth of information that can be used for both assessment and
follow-up action. When reviewing the completed, questionnaire, major depressive
disorder is suggested if
■ of the 9 items, 5 or more are checked as at least ‘more than half the days’
■ either item a. or b. is positive, that is, at least ‘more than half the days.’

Other depressive syndrome is suggested if
■ of the 9 items, a., b., or c., are checked as at least ‘more than half the days’
■ either item a., or b. is positive, that is, at least ‘more than half the days.’

Also, PHQ 9 scores can be used to plan and monitor treatment. To score the
instrument, tally each response by the number value under the answer headings,
(not at all = 0, several days = 1, more than half the days = 2, and nearly every day = 3).
Add the numbers together to total the score on the bottom of the questionnaire.
Interpret the score by using the following guide.

The PHQ 9 instrument also includes a functional health assessment. This asks
the patient how emotional difficulties or problems impact work, things at home,
or relationships with other people. Patient responses can be one of four:
Not difficult at all, Somewhat difficult, Very difficult, Extremely difficult. The last two
responses suggest that the patient’s functionality is impaired. After treatment begins,
functional status and number score can be used to assess patient improvement.
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SCREENING FOR MAJOR DEPRESSIVE DISORDER

Patient Health Questionnaire — PHQ 9
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SCREENING FOR ANXIETY DISORDERS

Valid standardized scales for assessment of anxiety disorders in the primary care
setting are not widely available or easily accessible. Two scales that may be used are

■ the Hospital Anxiety and Depression Scale (HADS)
– a self-report scale that helps to quickly identify cases with anxiety or depression
– 14 easy to answer questions with 7 each related to anxiety and depression
– Can be self-administered in the waiting area of the family physician

■ the Anxiety Disorders Screening Tool: Mini International Neuropsychiatric
Interview (MINI)
The screening questionnaire used in the National Anxiety Disorders Screening
Day is the Mini-International Neuropsychiatric Interview (M.I.N.I.). It is a short,
structured, diagnostic interview that was developed by a group of psychiatrists
and clinicians in the United States and Europe. the MINI was designed for DSM-IV
or DSM-IV-TR and ICD-10 psychiatric disorders. The version in the screening 
program is designed to explore five Axis I psychiatric disorders (panic disorder,
social phobia, post-traumatic stress disorder, generalized anxiety disorder, 
and obsessive-compulsive disorder) according to DSM-IV or DSM-IV-TR diagnostic
criteria. Validated against both the SCID and ICD-10 diagnostic criteria, the MINI 
is a sensitive, valid and reliable instrument. See www.heretohelp.bc.ca for free
on-line version with printable results. A copy of the MINI screening tool has 
also been provided here for immediate reference.
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SCREENING FOR ANXIETY DISORDERS
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SCREENING FOR ANXIETY DISORDERS



FAMILY PHYS IC IAN GUIDE | SCREENING TOOLS 2.27

SCREENING FOR ANXIETY DISORDERS
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■ There are no self-report screening instruments for early psychosis that can
be easily implemented.

■ Most young people are either reluctant to admit having psychotic experiences
or they lack the vocabulary to easily describe their extraordinary experiences.

■ Observation of changes in appearance and activity should raise the index
of suspicion.

■ Inquire about the presence of hallucinations (e.g., “ when a person gets really 
stressed out their mind can play tricks on them — like hearing a whisper or 
even a voice saying things — has that ever happened to you?")

SCREENING FOR EARLY PSYCHOSIS
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Various screening tools are available that enable the family physician to quickly identify
individuals who may have a substance use problem (see ensuing samples provided).
When taking a substance use history, inquire
1. about the following classes

– marijuana – opioids — heroin, morphine, 
– cocaine/crack methadone, codeine, oxycodone
– “party drugs” — ecstasy, GHB, – crystal methamphetamine,

ketamine amphetamine, prescription
– prescription drugs — benzodiazepines stimulants (dexamphetamine,

especially Lorazepam, Diazepam methylphenidate)
and Clonazepam (readily available – hallucinogens — LSD, “magic” mushrooms
on the street) – alcohol — classify using standard 

– solvents — gasoline, aerosols, glue drinks; also inquire re: the use of
rubbing alcohol, mouthwash

2. (if affirmative) about route of administration of the specific substance
– sniffing/snorting, injection, oral, smoking or inhalational
– sharing of needles or paraphernalia (high-risk behaviours)

3. about quantity and frequency of use
– # of Standard Drinks (Canadian) – “Mickey” = 13 fl. ounces
– Point = 1/10th g – “8 Ball” or an 1/8th of an ounce = 3.6g
– Rock = variable amount usually 3 – 4 points

4. about concerns related to drug use
– consider modifying the CAGE by substituting the substance of concern for “alcohol” 

or “drinking” (e.g., “Have you ever felt bad or Guilty about your cocaine use?”); 
although it is not evidence based, it may serve as an initial point of discussion.

The staff/clinician administered CAGE and self-administered AUDIT (Alcohol Use
Disorders Inventory Test) are questionnaires that require less than 15 minutes in a
primary care setting.

■ The CAGE Questionnaire
– There are 4 questions scored 0 or 1.
– A score of 2 or greater is significant.
– The combination of CAGE questionnaire, MCV and GGT activity will detect 

about 75% of people with an alcohol problem.
– During pregnancy or adolescence, a score of 1 may signal problematic drinking. 

However, CAGE is not specific to pregnancy and consider using the TWEAK. 
(see Women’s Mental Health Appendix)

■ The AUDIT Questionnaire
– This 10-question survey of alcohol use is sensitive across cultures.
– Scores for each question range from 0 to 4, with the first response for each 

question (e.g., never) scoring 0, the second (e.g., less than monthly) scoring 1, 
the third (e.g., monthly) scoring 2, the fourth (e.g., weekly) scoring 3, and the 
last response (e.g., daily or almost daily) scoring 4.

– For questions 9 and 10, which only have three responses, the scoring is 0,
2 and 4 (from left to right).

– A score of 8 or more is associated with harmful or hazardous drinking,
– score of 13 or more in women, and 15 or more in men, is likely to indicate

alcohol dependence.
(Source: Saunders JB, Aasland OG, Babor TF et al. Development of the alcohol use 
disorders identification test (AUDIT): WHO collaborative project on early detection 
of persons with harmful alcohol consumption II. Addiction 1993, 88: 791 – 803).

■ Also available is the DAST.

SCREENING FOR SUBSTANCE USE DISORDERS
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SCREENING FOR SUBSTANCE USE DISORDERS

CAGE Questionnaire — Screen for Problematic Alcohol Use

Alcohol dependence is likely if the patient gives two or more positive answers to the
following questions:

• Have you ever felt you should Cut down on your drinking?
• Have people Annoyed you by criticizing your drinking?
• Have you ever felt bad or Guilty about your drinking?
• Have you ever had a drink first thing in the morning to steady your nerves or

get rid of a hangover (Eye-opener)?

The combination of CAGE questionnaire, MCV and GGT activity will detect about
75% of people with an alcohol problem.
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SCREENING FOR SUBSTANCE USE DISORDERS
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SCREENING FOR SUBSTANCE USE DISORDERS
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SCREENING FOR SUBSTANCE USE DISORDERS

Addiction Research Foundation Clinical Institute Withdrawal Assessment for Alcohol — Revised CIWA-Ar
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General Warning Signs and Symptoms
■ sleep disturbances
■ appetite changes
■ social withdrawal
■ irritability
■ indecisiveness
■ absences from school or work
■ loss of energy or agitation
■ feelings of anxiety and depression
■ multiple or unexplained physical complaints
■ reports from others of out-of-character behaviour

Warning Signs for
Onset or Relapse
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WARNING SIGNS FOR ONSET OR RELAPSE

Early Psychosis
Collateral reports may be especially pertinent to detecting psychotic disorders.
Vague changes in mood and behaviour are often noticed quite early by family
and friends.

In addition to the general warnings the person may exhibit
– shifts in social circle or markedly reduced social activity
– decreased concentration
– decreased hygiene
– over-concern with physical functions and appearance or significant change

in dress or appearance
– increased interest in metaphysics and spirituality
– inappropriate emotional expression
– reduced speech output or speech that is difficult to follow
– suspiciousness, paranoia or even delusional beliefs
– attending to internal stimuli or “talking/laughing to themselves”
– impulsivity
– irritability.

Major Depressive Disorder 
In addition to the general warnings the person may experience

– loss of interest or pleasure in activities or relationships
– guilt
– complaints of decreased memory and concentration
– decline in functioning in primary roles (e.g., poor work performance, delayed 

bonding with baby)
– dangerous behaviour/impulsivity.

Anxiety Disorders
In addition to the general warnings the person may exhibit

– chronic symptoms of anxiety, worry, panic and stress
– sleep disturbance
– somatic symptoms (e.g., headache, gastrointestinal upset or stomach ache)
– frequent distressing thoughts, images, memories or urges
– difficulty concentrating or making decisions
– high rates of health care utilization (family physician visits, medical

specialists, emergency room visits, ambulance service use, etc)
– excessive avoidance or use of safety behaviours (e.g., compulsions,

reassurance seeking).

Disorder-Specific Warning Signs and Symptoms
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WARNING SIGNS FOR ONSET OR RELAPSE

Substance Use Disorders 
Alcohol and substance abuse disorders may present with any of the general warning
signs and symptoms. In addition, potential warnings include those identified in the
following table:




