
INTRODUCTION

In psychiatry, diagnostic validity can be defined as the
extent to which a diagnostic category meets a consensus
definition of a psychiatric disorder and is distinguishable

from other disorders. Analogously, diagnostic reliability
refers to the agreement between different clinicians
applying common diagnostic decision rules. The validity
and reliability of psychiatric diagnosis has improved with
the use of operational criteria (Spitzer et al., 1979; Fyer
et al., 1989; Sartorius et al., 1993) and corresponding
diagnostic structured interviews (Spitzer & Williams,
1988; Mannuzza et al., 1989; Spitzer et al., 1992;
Balestrieri et al., 2007).

The most frequently used clinical tools range from
‘hard-wired’, fully structured interview schedules
designed for use by lay interviewers, such as the
Composite International Diagnostic interview for ICD-
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10 (CIDI) (World Health Organization, 1990), to com-
prehensive semi-structured interviews, such as the
Schedules for Clinical Assessment in Neuropsychiatry
(SCAN) (World Health Organization, 1992) and the
Structured Clinical Interview for DSM-IV (SCID) (First
et al., 1997) whose administration requires clinical expe-
rience and judgement. Comparisons of survey findings
obtained by means of lay- and clinician-administered
instruments have suggested that the two types of inter-
view may result in discrepant diagnostic classification of
cases, especially in the assessment of psychotic disorders
(Brugha et al., 1999). There is thus a need for an instru-
ment that allows clinicians to establish accurate diag-
noses of psychosis using a structured interview schedule
that ensures uniformity of use but which also allows clin-
ical expertise and experience to be factored into the deci-
sion-making about reported symptoms.

To meet these aims, the Diagnostic Interview for
Psychoses (DIP) was developed. The DIP is a compre-
hensive interview schedule that bridges the gap between
highly structured lay interviews such as the CIDI and
comprehensive schedules such as the SCAN. The DIP is
a semi-structured clinical interview for recording symp-
toms and obtaining a diagnosis and is intended for use by
interviewers with a clinical background (psychiatrists,
mental health nurses, clinical psychologists, and allied
disciplines). The DIP encompasses the following main
domains (see Appendix I):

a) demographic data;
b) social functioning and disability;
c) symptoms, signs and past history items required for

the diagnosis of psychotic disorders (diagnostic mod-
ule, DIP-DM); and

d) patterns of service utilization and patient-perceived
unmet need for services.

Where appropriate, the diagnostic module (DIP-DM),
which takes 20-30 minute to complete, can be used alone
(the CIDI, the SCAN and the SCID require from 1 to 2
hours to administer).

The structure of the DIP-DM follows the Operational
Criteria for Psychosis, OPCRIT, version 3.31 (McGuffin
et al., 1991; Williams et al., 1996) 90-item checklist. The
OPCRIT is essentially a phenomenological checklist that
can be rated from practically any source and which,
through the allied computerized algorithm, generates
diagnoses according to the criteria of ICD-10 (World
Health Organization, 1993); DSM-III (American
Psychiatric Association, 1980), DSM-III-R (American
Psychiatric Association, 1987) and DSM-IV (American

Psychiatric Association, 1994); the Research Diagnostic
Criteria (Spitzer et al., 1978); the St Louis criteria
(Feighner et al., 1972), the Carpenter et al. (1973) classi-
fication, the French Classification (Pull et al., 1987) and
the Taylor Abrams criteria (Taylor & Abrams, 1978).
OPCRIT also allows subtyping of psychotic disorders
according to the typologies proposed by Crow (1980),
Tsuang & Winokur (1974), and Farmer et al. (1983).

The diagnostic module (DIP-DM) consists of a series
of interview questions and probes either written de novo
or, where relevant, using wording from the SCAN, ver-
sion 2.0 (Wing et al., 1990; 1998), to elicit the OPCRIT
checklist items. Questions are formulated in such a way
as to allow the interviewer to ask about present state, past
year, or lifetime occurrence of symptoms. The items are
ordered in a way allowing a natural progression to be fol-
lowed, with symptoms being grouped into sections on
depression, psychotic symptoms, and behavior and affect.
The DIP also includes a section on drug and alcohol use,
to allow rating of these factors. The full list of items and
their ordering is detailed in Appendix I. Whilst essential-
ly interview-based, the DIP also encourages use of other
sources of information, where available. For example,
information on pre-morbid functioning and family histo-
ry of psychiatric illness can be augmented by interview
with a family member, although this is not mandatory.
Signs, such as affect, psychomotor behavior, or form and
flow of speech, can be rated on the basis of observation
during the interview, as well as using relevant informa-
tion provided by informants or in clinical case-notes.
Responses to the interview questions are eventually
entered onto a computer database where the underlying
OPCRIT algorithm generates diagnoses according to the
above listed diagnostic classification systems.

The development of the DIP in its English version had
been previously described (Castle et al., 2006). Here we
describe the validity, reliability and applications of the
Italian version of the DIP.

METHODS

Translation procedures

The Italian version of the DIP was developed in a
process that started with the translation of the original
English language version (Castle et al., 2006) by a trans-
lator whose native language was Italian. It was then back-
translated by an experienced bilingual psychiatrist whose
native language was Italian, but who was trained as a psy-
chiatrist in Australia. Following the back-translation,
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both the Italian version and the back-translation were
reviewed and revised by the original authors and the
translators. The final version was corrected for any incon-
sistencies and related problems detected by the research
team, and a final agreement was reached on the content
validity of the instrument (Prince, 2008).

Sampling for the reliability study

Reliability studies should be conducted in populations
and settings where the distribution of factors that may
influence the diagnostic process is similar to that in the
populations and settings in which the assessment technique
will ultimately be applied (Thompson & Walter, 1988).
Accordingly, the subjects for this study were drawn from
among persons contacting the South-Verona Community
Mental Health Service (CMHS) (Tansella et al., 1998).
Sixty consecutive patients were included, all aged 18 years
or older. Subjects with dementia, mental retardation or lan-
guage problems were excluded. All patients were inter-
viewed only after written informed consent had been
obtained, following full explanation of the purpose of the
study by research staff, provision of details to each patient
in writing, and making it clear that participation was entire-
ly voluntary, that they could choose whether to participate
or not, and that they could withdraw from the study at any
time, without detriment to their clinical care.

Participants were compensated to the amount of 10
Euros for their time.

Data collection

Each patient was first assessed independently by two
interviewers (inter-rater reliability test), one of whom
conducted the interview, while the other assumed the role
of observer. Within the agreed protocol, at the end of each
section the observer was allowed to repeat any interview
questions if there was disagreement with the interviewer
about the use of skips between and within sections (the
interview contains a number of built-in cut-offs and skips
between and within sections to avoid redundant question-
ing when initial screening questions have indicated that
psychopathology is unlikely to be present in that section -
see appendix II). In this way, the source of variability was
not constrained in this protocol, as the assessors could
rate different responses during the same interview.

After the initial rating, a third interviewer made an
independent assessment on forty-four of these patients
using the DIP, blind to the result of the first interview

(test-retest reliability test). Accordingly with Castle et al.
(2006), we asked to the raters of the retest to do the sec-
ond interview with intervals from 2 to 11 weeks from the
first interview. 

Raters and training

Three psychiatrists in training and four clinical psy-
chologists conducted the interviews. None of them knew
the patients prior to the interview, nor had examined the
case notes. The seven raters were assigned to the roles of
interviewer, observer and re-interviewer, according to a
balanced randomised design. To ensure comparability
between raters, all of them received a two weeks training
sessions in the use of the DIP. 

Data analysis

In the inter-rater reliability analysis, every DIP rated
by the interviewer was compared with that rated by the
observer, while in the test-retest reliability analysis, the
interviews rated by the interviewers of the first and the
second interview were compared. For each pair of inter-
views, all the 90 OPCRIT items and the ICD-10 and
DSM-IV diagnoses were considered in the analysis. In
both the inter-rater and test-retest comparisons, we used
the overall pairwise agreement (PAR), i.e. the ratio of the
number of agreements between observers/raters to the
total number of comparison made, and the kappa statis-
tic, to measure the degree of agreement between two
raters for each observation. The kappa statistic (Cohen,
1960), an index of diagnostic agreement commonly used
in psychiatric research, is the statistic of choice for cate-
gorical data as it adjusts the observed agreement rate for
the agreement due to chance. However, a disadvantage of
kappa is that it is affected by the prevalence of the symp-
toms or the disorder, so that items that show high sensi-
tivity and specificity may have low predictive accuracy if
the prevalence of the symptom or the disorder is low
(Feinstein & Cicchetti, 1990). Therefore, Cicchetti &
Feinstein (1990) have proposed a simple way to solve the
problem: the kappa index should always be accompanied
by the observed proportions of ‘positive’ agreement,  ppos

(i.e. agreement on the presence of the symptom) and
‘negative’ agreement, pneg (i.e. agreement on the absence
of the symptom). 

Stata 10.0 (StataCorp, 2007) was used for data man-
agement, descriptive statistics, Cohen’s kappa estimation,
and the assessment of positive and negative agreement.
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RESULTS

Reliability study sample

As this study was conducted in a case register area, it
was possible to obtain directly from the South-Verona
Psychiatric Case Register patients’ socio-demographic
and clinical characteristics of the patients (Tansella et al.,
1998). The mean age for the 60 subjects included in the
analysis was 52 years (SD = 14). Thirty-five of the sub-
jects (58%) were female, 9 (15%) were married, 29
(48%) lived with a partner or family, 9 (15%) had a high-
er level of education, and 18 patients (30%) were
employed. In this sample, there was a marked prevalence
of schizophrenic (55%) and affective (27%) disorders;
10% had personality disorders and the rest were distrib-
uted among other diagnostic groups. 

The median length of time between the first (inter-
rater) and the second (retest) interview was 89 days (min
24, max 351, inter-quartile range 82.5). The mean dura-
tion of the interview was 37 minutes (SD = 18) in the
inter-rater (range: 15-89) and 39 minutes (SD = 15) in
the retest (range: 20-80) study. 

Inter-rater reliability

Table I shows, for a selection from the 90 OPCRIT
items in the diagnostic module, the overall PAR and
kappa ranges with 95% confidence intervals (except for
items where the positive response frequency was too
low for calculating these indices). A full list of the items
with their individual kappa/PAR reliability coefficients
is available on request. The table also show the values
of ppos and pneg for every single item. According to the
standard benchmarks proposed by Landis & Koch
(1977) (<0 no agreement; 0-0.19 poor agreement; 0.20-
0.39 fair agreement; 0.40-0.59 moderate agreement;
0.60-0.79 good agreement; 0.80-1.00 excellent agree-
ment) inter-rater reliability was very high. In terms of
PAR, 88 items had a rate of 0.8-1.0. Using the kappa
statistic, 83% (75) of the items achieved a kappa value
of ≥0.6, i.e. good to excellent concordance, with 71%
(64 items) in the >0.8 range. A kappa of <0.4 was
obtained for 13% (12 items), of which five items result-
ed in a kappa of zero (these, and several other items
with a low kappa, actually had attained a high PAR).
The majority of these items contained dichotomous
response categories (yes/no) where almost all of the
responses fell into one category, causing the data to be
skewed. Thus, the zero or low kappa in these instances

could be attributed to the instability of kappa when the
data distributions are skewed and small variations can
cause large fluctuations in kappa values. Both ppos and
pneg values were very high in almost all the items: 87/90
ppos values and 71/90 pneg values were 0.80 or greater
(indicating high positive and negative agreement). We
also calculated the median inter-rater reliability of the
items eliciting positive symptoms of schizophrenia (e.g.
hallucinations, delusions) and that of the items eliciting
negative symptoms (e.g. deterioration from premorbid
level of functioning). The results showed an excellent
agreement (median kappa 0.90, inter-quartile range
0.09) for positive symptoms and a good agreement
(median kappa 0.60, inter-quartile range 0.42) for nega-
tive symptoms (Figure 1). The difference between the
median kappa of positive and negative symptoms was
statistically significant (Wilcons rank-sun test, z=2.48,
P=0.013).

The DIP software currently generates the ICD-10 and
DSM-IV OPCRIT diagnostic subtypes detailed in
Appendix III. We aggregated the diagnoses of the two
classifications into broader diagnostic groupings (broad
categories), identical for both ICD-10 and DSM-IV:
schizophrenia, schizoaffective disorder, bipolar disor-
der, depressive disorder with/without psychotic fea-
tures, and other psychosis. Table II summarizes inter-
rater agreement on ICD-10 and DSM-IV diagnoses
when two alternative groupings of the diagnostic rubrics
were used:

a) the OPCRIT diagnostic subtypes (narrow diagnostic
categories); and

b) the broad diagnostic categories of the two classifica-
tions.

At the level of detailed, narrow diagnostic breakdown,
the inter-rater reliability results for both ICD-10 and
DSM-IV diagnoses showed good agreement beyond
chance according to PAR (0.87 for ICD-10 and 0.78 for
DSM-IV). Using kappa, agreement was high both for
ICD-10 diagnoses (kappa=0.84) and for DSM-IV diag-
noses (kappa=0.74). Analysis of discrepancies between
the ICD-10 and DSM-IV results on a case by case basis
indicated as the main reason the sensitivity of the
OPCRIT algorithm to small differences between raters in
the coding of items used to allocate a case to a specific
DSM-IV diagnostic category. In the light of this, addi-
tional analysis was conducted based on the broad cate-
gories. In the aggregated format, the reliability was simi-
lar for ICD-10 (kappa=0.85) and DSM-IV diagnostic cat-
egories (kappa=0.74).
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Test-retest reliability

Table I presents the same indexes also for the compar-
ison between the first and the second (test-retest) inter-
view. Although the inter-rater study found that 71% (64
items) had a kappa score above 80 (indicating excellent
agreement), in the test-retest reliability analysis only four
of the 90 kappa values were above 80. For fourteen items
(15%) the kappa indicated “good agreement” and for
another fourteen “moderate agreement”. For the remaining
items, the kappa values were in the range from -0.02 to
0.39 (i.e. from “no agreement” to “fair agreement”).
However, it should be considered that, for the most part of
the items, a likely major source of variability in the ratings
scales is change in the patients’ responses to the same
interview questions. As the assessor must make a decision
whether a symptom is absent or present and, if present, for
what duration (e.g. at least four days, at least one week, or
at least two weeks), real changes in the actual duration of
symptoms may have occurred, or the patients’ recall may
have been affected, given the long period of time between
the test and retest interviews. We therefore re-calculated
the kappas of the test-retest after having dichotomized the
ratings of all the items into ‘present’ or ‘absent’, disre-
garding the duration estimate. As a result, we found that
20 items achieved a kappa value of ≥0.6, i.e. good to
excellent concordance and 21 obtained a kappa between

0.6 and 0.4, indicating moderate agreement. In addition,
when analysed for presence/absence of the item using
PAR, agreement was high (0.80-1.00) for half of the items
and the ppos values were similarly high: 68/90 of them were
0.80 or superior, indicating very high positive agreement.
The comparison between the median test-retest reliability
of the items eliciting positive symptoms of schizophrenia
with that of the items eliciting negative symptoms, showed
a fair agreement (median kappa 0.25, inter-quartile range
0.17) for positive symptoms and a poor agreement (medi-
an kappa 0.10, inter-quartile range 0.18) for negative
symptoms (Figure 1). The difference between the median
kappa of positive and negative symptoms, however, was
not statistically significant (z=1.93, P=0.053).

In terms of kappa, agreement for ICD-10 diagnoses
was fair both at the level of narrow (kappa=0.21) and
broad diagnostic categories (kappa=0.22) but for DSM-
IV diagnoses it improved from fair (kappa=0.24) to mod-
erate (kappa=0.40) when broad disorder categories were
used (Table II).

Diagnostic validity

An assessment of the validity of the DIP generated
diagnosis was possible by comparing diagnoses for 18
cases that had been assessed using both the DIP interview
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and a comprehensive SCAN interview, with the SCAN interview as the ‘gold
standard’. The level of agreement between SCAN-generated diagnoses and
DIP-generated diagnoses was good, with twelve out of the 18 DIP diagnoses
(67%) matching the SCAN diagnosis.

Applications of the DIP

The DIP was originally designed for the study of psychoses in the context
of the Australian National Survey of Mental Health and Wellbeing, which
established point and one-year prevalence rates for psychotic disorders in
geographically defined catchment areas across Australia. The findings of the
study have been reported in detail elsewhere (Jablensky et al., 1999; 2000).

As an illustration of the ‘polydiagnostic’ applications of the DIP, Figure 2
shows the diagnostic distribution, in terms of OPCRIT-generated ICD-10
and DSM-IV diagnoses, for the all set of 60 interviews rated by the inter-
viewers of the inter-rater reliability test. The overall agreement between the
two diagnostic systems (overlapping assignment of cases to the same diag-
nostic category) was high for schizophrenia and schizoaffective disorder
(where the agreement was perfect) but rather low for the other diagnostic cat-
egories, which is not surprising since the DIP was specifically designed for
the diagnostic assessment of psychotic disorders. Our finding, moreover, are
consistent with that of Castle et al. (2006) who found a similar difference in
the agreement between the DSM-IV and the ICD-10 diagnostic categories,
using a much larger, Australian sample.

Another application of the DIP-OPCRIT diagnostic module is the gener-
ation of individual and group symptom profile plots. Figure 3 shows such
plots for lifetime and present state (including the 4 weeks prior to interview)
frequency of symptoms for the all set of 60 interviews rated by the inter-
viewers of the inter-rater reliability test. When combined with a ‘polydiag-
nostic’ classification, such plots provide a convenient visualization of both
the similarities and differences between alternative sets of diagnostic criteria
in terms of actual symptomatology.
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DISCUSSION

Psychiatric diagnostic interviews are widely used in
clinical settings and in research studies, and there is a
need to rely on sound psychometric properties of these
instruments. This is the first study conducted on the
Italian version of the DIP. The instrument proved to be
relatively brief to administer (37-39 minutes) but suffi-
ciently detailed to allow a fine-tuned analysis of symp-
toms, as well as the distinction of current and lifetime
symptom profiles. Furthermore, it allows the user to
establish diagnoses and subtype classification according
to several sets of commonly used criteria. This feature is
very important given the fact that there is still a lack of
consensus about the optimal classification of psychotic
disorders (Kendell & Jablensky, 2003; Castle &
Jablensky, 2005). 

The results of the analyses reported here indicated an
inter-rater reliability similar or even superior to that
reported by the previous study (Castle et al., 2006). The
high level of agreement when two independent asses-
sors rated the same DIP interview suggests that the
instrument is robust to differences in the clinical back-
ground of users. For this reason, the DIP can be
employed by interviewers with varying professional
background (psychiatrists, clinical psychologists and

mental health nurses). It was found that reliability was
better for positive than for negative symptoms. This
needs to be born in mind when training for symptom
recognition as it may be easier to rate positive symp-
toms such as hallucinations and delusions than to detect
more subtle signs and symptoms associated with the
negative syndrome.

The validity data presented here are based on a rela-
tively small samples but do give an indication of the
robustness of the diagnostic module of the DIP. It has
potential applications as a diagnostic tool for psychiatric
hospital admissions and outpatient clinic evaluations. In
the emerging competitive healthcare environment, struc-
tured diagnostic instruments such as the DIP can be used
by providers (hospitals, outpatient care clinics) and gov-
ernment agencies to negotiate mental health contracts.
Databases can be generated from the results of the DIP to
assist hospital in calculating costs and negotiating pay-
ments. The Italian version of the DIP should be useful
both in the clinical assessment of patients in Italy and in
the assessment of Italian-speaking patients living in other
countries (including immigrants with poor local language
skills). In the research field, use of the DIP will provide a
standardised diagnostic assessment of Italian patient sam-
ples included in international multicentre clinical trials,
epidemiological or genetic studies. 
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These conclusions must be tempered by the relatively
low kappa values found when two different interviewers
rated the same respondent over time. The main reasons
for such discrepancies was the long period of time
between the two interviews (median: 89 days), during
which the actual duration of symptoms, or the patient’s
recall of it, may have changed. One way of avoiding such
discrepancies is to use, when appropriate, a more global
judgement whether the symptom was present or absent,
rather than attempt fine-tuned estimations of duration.
Further research should aim to clarify the reliability of
the Italian version of this interview across two separate
interviews by using a shorter time interval between the
interviews.

Perhaps as important as any of these detailed consid-
erations about reliability is the overall impression the
DIP makes on the clinicians using it and the patients to
whom it is administered. The three psychiatrists and the
four psychologists involved in this study all came to
regard the interview as an effective and valuable instru-
ment. Standardization is achieved without making the
interview cumbersome and stilted, most of the ques-
tions and the probes are well phrased and a reasonable
balance is struck between the requirements of a stan-
dardised instrument and the clinician’s wish to be flex-
ible to alter the order or form of his questions if the
occasion demands that. There are, however, a number
of ways in which the interview can be further improved.
The low test-retest reliability makes it clear that some
probes are unnecessary detailed. This is a point which
could be corrected in later editions. Arrangements
already exist for such updates to be made at regular
intervals after consultations with the main users of the
interview.

Acknowledgment. We acknowledge Peter McGuffin and Anne
Farmer, originators of the initial OPCRIIT checklist and diagnostic
algorithm.

APPENDIX I

• DIP Part 1: Demography and social functioning module
• Contains 49 items under the following item headings:
• General information including sociodemographic data
• Children, carer role
• Education
• Accommodation

• Household and participation in household activities
• Socializing ; social withdrawal
• Confiding relationships, intimacy, sex life
• Work, housework, studying
• Finances
• Activities of daily living and self-care
• Interests

DIP Part 2: Diagnostic module
Contains 94 items under the following item headings:
• General items
• Pre-morbid characteristics and onset
• Family history
• Depression
• Mania
• Hallucinations
• Subjective thought disorder
• Delusions
• Insight
• Response to medication
• General ratings on psychotic symptoms
• Substance use: alcohol; non-medical use of drugs;

tobacco and caffeine
• Alcohol and drug abuse and dependence
• Duration and course
• Behaviour
• Affect
• Speech

DIP Part 3: Service utilization module
Contains 40 items under the following item headings:
• In-patient treatment
• Care received from emergency/casualty department
• Treatment in the community (out-patient clinic/com-

munity mental health clinic)
• Other health professionals seen and services received
• Rehabilitation or day programme
• Health and welfare and voluntary agencies
• Guardianship, carers
• Medication and the perceived benefits
• Impairment due to side-effects of medication
• Self-harm
• Offending behaviour
• Satisfaction with life
• Unmet need for services
• Social and Occupational Functioning Assessment

Scale (SOFAS)
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APPENDIX III

ICD-10 OPCRIT diagnostic subtypes generated by the
DIP software:
• mild depression disorder, 
• moderate depression disorder, 
• moderate depression disorder with somatic syndrome, 
• severe depression disorder, 
• severe depression with psychotic symptoms syndrome,
• hypomania, 
• mania, mania with psychosis, 
• bipolar affective disorder, 
• schizophrenia, 
• schizoaffective disorder manic type, 
• schizoaffective disorder depressed type, 

• schizoaffective disorder bipolar type, 
• delusional disorder, 
• other non-organic psychotic disorders. 

DSM-IV OPCRIT diagnostic subtypes generated by the
DIP software:
• major depressive disorder, 
• major depressive disorder moderate, 
• major depressive disorder severe, 
• major depressive disorder with psychosis, 
• hippomanic episode, manic episode, 
• manic episode with psychosis,
• schizophrenia, 
• schizophreniform disorder, 
• schizophreniform disorder depressed type, 

A. Rossi et al.
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41. Irritable mood (OPCRIT 36)
       Irritable mood (SCAN 10.002)

• I now want to ask whether you have ever felt very irritable or excessively annoyed with
  others, such that you lost your temper often?

• Have other people commented on that or said you were much too impatient?
• How long did you feel like that?

0 = Not present
1 = Present for at least four days
2 = Present for at least one week
3 = Present for at least two weeks OR if lasted < one week the respondent was hospitalised for
       affective disorder

Respondent’s mood is predominantly irritable
The respondent describes his/her mood as easily aroused aggressiveness
It is a:
• Pervasive mood of anger; or
• Impatience; or
• Over-readiness to respond to minor annoyances; or
• Being on a short fuse,
Which lasts for at least one week. The person may recognise the response as excessive, out of
                proportion to the circumstance and difficult to control. It may also be an unpleasant
                experience.

Do not rate:
An occasional period of irritability or loss of one’s temper.

If NO to both Elevated mood (Item 40) and Irritable mood (Item 41):

Skip to Item 49: Hallucinations

41. Irritable mood

PS             PY             LT

Present state, past year

and lifetime coding

APPENDIX II
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• schizophreniform disorder bipolar type, 
• delusional disorder,psychotic disorder not otherwise

specified (atypical psychosis), 
• bipolar I disorder, 
• bipolar II disorder.
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