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INTRODUCTION TO DIGS TRAINING MANUAL

ADAPTED FROM “INSTRUCTIONS FOR USE OF THE SCHEDULE FOR
AFFECTIVE DISORDERS AND SCHIZOPHRENIA, REGULAR
VERSION AND LIFE-TIME VERSION*

(SADS AND SADS-L), by J. Endicott et al., June 1977

Boxed items reflected coding discussions of the Molecular Genetics of Schizophrenia research
group 9-1-99 to 9-21-04.

PURPOSE

The purpose of the Diagnostic Interview for Genetic Studies (DIGS) is to record information
regarding a subject’s functioning and psychopathology with primary emphasis on information
relevant to the study of the affective disorders and schizophrenia. The interview also covers a wide
variety of symptoms associated with many other conditions such as alcoholism, drug abuse, and
personality disorders. The organization of the interview and the item coverage are designed to elicit
information necessary for making diagnoses based on multiple diagnostic criteria. The interview is
suitable for use in studies of probands and their relatives. It allows for assessment of current and
past episodes of illness. However, it includes only a partial examination of the mental status (e.g.,
Modified Mini-Mental Status Exam).

PERSONNEL AND TRAINING

The most suitable personnel for administering this instrument are individuals with experience in
interviewing and making judegments about manifest psychopathology. Although most of the items
are defined to ensure uniform criteria for all raters, the types of judgments called for require more
knowledge of psychiatric concepts than do many of the more commonly used observational scales.

The DIGS and the relevant diagnostic criteria’ should be studied in detail before use so that the
interviewer understands the proper procedures for using the instrument and the criteria for judging
the items, and knows the information needed for critical diagnostic distinctions. If this is not done,
the initial interviews with subjects will be extremely awkward and unnecessarily long because the
interviewer will not know when to skip over items or sections, when to interrupt the subject because
he already has sufficient information, or whether the subject is providing information that is
irrelevant with respect to making the required judgments.

IDSM-1II-R, DSM-HI, RDC, modified RDC (Gershon), Feighner, the symptom list for the OPCRIT
3.0 program, ICD-10 criteria, and DSM-1V proposed guidelines for Somatization and Schizophrenia.
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Experience has shown that nothing is more valuable for training than conducting several interviews.
Initially this can be done by having interviewers try out the instrument on one another and the person
being interviewed assuming the role of a subject. Next, they should try it out on actual subjects,
preferably representative of those who will be examined in the research study. If possible, these
should be joint interviews with researchers making independent ratings, and there should be
discussion of the interviewing technique and of all causes of disagreement in scoring.

Most of the items in the DIGS are scored on the basis of life-time occurrence of symptomatology,
although some of them (e.g., current episode ratings) are limited to specific time periods.

DATA SOURCE

If the subject is too disturbed initially, observations should be made and the interview finished later
when he is less disturbed. The judgments of items should be based upon contact with the subject.

JUDGMENTS

Particular attention should be given to whether the item refers to subjective symptoms that the
subject must acknowledge to someone (e.g., feelings of depression, complaints of memory
impairment) or to behavior that is observable by others (e.g., depressed appearance). Each item
should be rated independently. For example, both retarded and agitated behavior may have been
present during one period of illness. The interviewer should not infer the presence of an item (such
as depressed mood), merely because of the presence of other items (such as lack of interest or other
items in the depressive syndrome). However, he should probe further if an initial denial of a
symptom appears to be invalid. If there is any information available, the interviewer should make

his best judgment about the presence of the symptom.

When an interviewer is uncertain how a question should be coded, he should write enough
information in the left margin so that a decision can be made after the interview is completed.

INTERVIEW

Fven if an interviewer, after many repetitions, has committed the protocol to memory, he should still
use the instrument as a guide to ensure coverage of the areas in which judgments are required. The
use of the instrument in this way will also increase comparability across subsequent examinations
with the same subject, examinations of different subjects, and examinations performed by different
interviewers. The instrument contains many open-ended questions to encourage the subject to
describe symptoms, rather than to simply answer yes or no as he would to a questionnaire.

Tt is unnecessary to ask all of the suggested questions if sufficient inforination is available to score
them. To do so makes the interview unnecessarily long. Also, the interviewer should not limit
himself to the instrument, but should modify, omit and supplement questions, probe for details, or
alter the order of topics whenever necessary. He should be sufficiently familiar with the key
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diagnostic distinctions to know when it is necessary to review a section (e.g., returning to major
depressive disorder when later inquiry suggests a previous false negative rating), or to consider two
or more sections at once in determining the most appropriate rating.

The use of the instrument does not remove the interviewer’s responsibility to be certain of the
subject’s replies. A symptom should not be rated as present simply because the subject says yes. A
further description should be elicited, in the subject’s own words, 10 make sure that the subject
understands and is describing the symptom being rated. Similarly, if the subject says no, the
interviewer must be certain that the symptom or behavior is not actually present. If there is strong
evidence that the symptom is present (e.g., alcohol detected on subject’s breath after denying current
alcohol use), the symptom should be noted as present even if the subject denies its presence.

When there are many symptoms that are likely to be absent, the interview period can be shortened by
combintng and abbreviating questions, such as “What about..., ..., or ...7”

The interviewer should frequently remind the subject of the time being considered with such
questions as “The first time that you were sick, did you...?” “How bad did it get then?” “How long
did that last?”

REVIEW OF RATINGS

After the interview is completed, the interviewers should review his ratings and change them
wherever appropriate. If necessary, the subject should be questioned further.

CODING

1. While filling in answers, no spaces should be left empty; zeros should be entered instead
(e.g., age 7 =07, four times = 04).

2. Code UU for don’t know or can’t remember.

3. 00 = Never
99 = Too many to count
RF = Refuse to answer

For the never or none responses (00) or the too many to count (99) responses, please
completely fill the boxes. That is, if it is a three-digit item use 000 or 999; a four-digit item,

use 0000 or 9999, etc.
4. Leave blank only those questions that were skipped by instruction.
5. A current episode is defined as occurring within the past 30 days.
6. Often - 3 or more times



10.

11

12.

13.

14,

15.

16.

17.

18.

19.

20.

Ever - once or more
Frequently - 3 or more times
Repeatedly - 3 or more times

When coding columns that ask for days and weeks, fill in only one. If more than 7 days,
code number of weeks. For example, it is not necessary to code 2 weeks and 3 days.

When asking onset and recency questions, use your own judgment about whether to review
all the symptoms of a particular episode, e.g., “How old were you the last time you were
manic/hypomanic?” (review symptoms).

Adolescence is defined as the period from ages 12-18.

If the subject is currently ill, prioritize sequence of sections, e.g., if psychotic, go directly to
the Psychosis section.

ONS AGE - Age of onset of first sympiom
REC AGE - Age of last symptom

Whenever uncertain how to code, write enough information in the left margin so that the
editor can make a decision.

Probe, remember as much as possible, and use good judgment in case of any inconsistencies.
The coding system is to be followed strictly, whereas the proposed probing pattern is
flexible; sometimes it will require more, sometimes fewer questions to be asked.

Site Optional - Each site’s Principal Investigator will determine which site optional sections
will be used.

Averaging can be minimized by interviewer’s judgment, e.g., 7-10 beers/night, code 10; 24-
26 years old, code 25.

Whenever “Specify” appears below a question, obtain and record an example or description
of the symptom or phenomenon that is the evidence for a rating. This convention forces the
interviewer to ask for a description of the behavior rather than merely accepting *“yes” to a
question that may have been misunderstood. (SCID)

Two issues should be addressed when an organic factor is discovered to have preceded the
onset of a syndrome: 1) Is the organic factor one that is known to be likely to cause the
syndrome? and 2) Does the syndrome persist only in the presence of the organic factor? For
example, a major depressive episode might occur following treatment with antihistamines;
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21.

22,

23.

DIGS

however, since there is no evidence that antihistamines can cause a depressive syndrome, it
would be unreasonable to consider this organic factor as etiologic to the depression. On the
other hand, while marijuana is known to be etiologically related to panic attacks, an
individual who begins having panic attacks after smoking marijuana but continues to have
attacks for weeks after discontinuing use could be given a diagnosis of panic disorder (i.e.,
the organic exclusion criterion would not appiy). (SCID)

Symptoms should be coded as present or absent without any assumptions about what would
be present if the subject were not taking medication. Thus, if the subject is taking 1000 mg
of chlorpromazine and no longer hears voices, auditory hallucinations should be coded as
currently absent, even if the interviewer suspects that without the medication the
hallucinations would probably return. Similarly, if the subject is taking a sedative every
night and no longer has any insomnia (initial, middle, or terminal), insomnia should be coded
as currently absent. (SCID)

If the answer to a question is obtained from information in previous sections, code the
answer without asking the question.

For items that are re-coded, strike through the original entry and record corrected information
in right-hand margin.

DO’s AND DON’TS

Do give the subject a brief explanation of the purpose of the interview before beginning. In
research studies this will usually be part of obtaining informed consent. (SCID)

DonN’t apologize for using a structured interview. (“I have to read these questions. Most of
them won’t apply to you. Just bear with me. 1 have to give this standardized interview.”)
When the DIGS is properly administered, it is a clinical interview and needs no apology.
(8CID)

DON’T ask in detail in the Overview about specific symptoms that are covered in later
sections of the DIGS. (SCID)

Do stick to the initial questions, as they are written, except for necessary minor changes to
account for what the subject has already said, or to request elaboration or clarification.

(SCID)

DoN’T make up initial questions because you think it’s a better way of obtaining the same
information. A lot of care has gone into the exact phrasing of each question. (SCID)



10.

1L

12.

13.

14.

15.

16.

Do feel free to ask additional clarifying questions such as “Can you tell me about that?” or
“Do you mean that...?”. (SCID)

Do use judgment about a symptom, taking into account all of the information available, and
gently confront the subject about responses that are at odds with other information. (SCID)

DON’T necessarily accept the subject’s response if it contradicts other information or you
have reason to believe it is invalid. (SCID)

Do make sure that the subject understands the questions. It may be necessary to repeat or
rephrase questions or ask subjects if they understand you. In some cases it may be valuable
to describe the entire syndrome you are asking about (e.g., a manic episode). (SCID)

DoN’T use words that the subject does not understand. (SCID)

Do make sure that you and the subject are focusing on the same (and the appropriate) time
period for each question. (SCID) ~

DoON'T assume that the symptoms the subject is describing occurred simultaneously unless
you have clarified the time period. For example, the subject may be talking about one
symptom that occurred a year ago and another symptom that appeared last week, when you
are focusing on symptoms that occurred jointly during a 2-week period of possible major
depressive episode. (SCID)

Do focus on obtaining the information necessary to judge all of the particulars of a criterion
under consideration. As noted above, this may require asking additional questions. (SCID)

Do make sure that each symptom noted as present is diagnostically significant. For example,
if the subject says that he has always had trouble sleeping, then that symptom should not be
noted as present in the portion of the DIGS dealing with the diagnosis of a major depressive
episode (unless the sleep problem was worse during the period under review). This is
particularly important when an episodic condition (such as a major depressive episode) is
supertmposed on a chronic condition (such as dysthymia). (SCID)

Do make sure your handwriting is legible, especially when recording medications.

DoON'T use fractions or decimals.

When skipping to a new section, clearly circle the word “SKIP” and the page in the
“*INTERVIEWER”S NOTE BOX.”

When something is a “YES” or “NO” and you must answer it even though it does not apply to the
subject, choose “NO” and write “NA” with a marginal note that it does not apply.

Seetion A
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DEMOGRAPHICS

This section was designed to obtain basic demographic information.

Q3

Q5

(Q5a-5h

Q6

Q7

Q8

Q9

If the subject married into the index family and is adopted, continue. If the
subject is a family member and the adoption was familial (adopted from
within the family) continue. If the subject is a family member but was
adopted from outside the family, skip to FIGS.

For geographical definitions, see Appendix A, page 113. It is unnecessary to
read the entire list to the subject.

Piease refer to this list when coding ethnicity, for example, a person from Spain is
coded as Western European and not Hispanic.

Four possible codes have been allowed for both mother and father.
The Protestant religious category includes:

Baptist

Presbyterian

Methodist
Episcopalian

Lutheran

Seventh-Day Adventist
Jehovah’s Witness

This question refers to legal marriages only. This question does not apply to
common-law marriages.

Information wanted here concerns living children. Include adopted children.
Deceased children will be picked up in pregnancy section for female subjects
and in family history section for males.

Non-lineal - For the purpose of this interview non-lineal is defined as relatives
other than parents or children. If the subject is not legally married but has
been living with a partner for eleven months or less, code under “Other” and
specify. Include same sex partners in 2 if together for at least one year and

make a marginal note.

Residential treatment facility includes transitional living centers etc. make a
marginal note to specify.
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Q10

Ql0a

Q10b

Qi

Q12a

Do not count volunteer work. If unemployed, probe to determine if subject is
disabled and note whether it is psychiatric or medical.

Highest level job refers to the job with the highest level of responsibility the
subject has ever held. For job classifications, see Appendix B, page 114-117.

When coding for head of household, code based on most of his working
career. Head of household is defined as the individual with the highest level
of employment according to the occupational chart on page 3 of the DIGS
instrument and Appendix B of the DIGS manual. If the occupational category
of both those eligible for head of household is the same, code the occupation
of the one with the highest income and note in the margin who is being
considered as the head of household.

Code for number of vears

Grades 1-12
1 year of college or any or any number of years of technical
school = 13

2 years college = 14
3 years college = 15
4 years college = 16
Masters Degree = 18
Ph.D. = 20+

Code only formal education or technical training. This information should be
written in the “Record Response” space. If subject obtained a GED, record
number of years of school completed and record GED in available space.

The intent of this question is to determine why a subject was rejected from the
military. There may be several reasons such as being a sole surviving son, a
conscientious objector, a cleric, or having an essential occupation.

The test given is not an IQQ test and subjects may fail the test for reasons other than
low IQ, for example, they may be poor readers. Although this may have been the
intent of the question, it may be better to code it as “6 — Rejected for reasons
uncertain” and write a marginal note.
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Section B

MEeDICAL HISTORY

This section assesses whether the subject has had any physical illness or injury.

Qi

Q2

Q3
Q3a
Q3b

Q3d

Q3g

Q4

Q5

Q6

Does not include psychiatric problems. The medical records information sheet
(page 147) may be used at this point to get detailed information if needed.

This question may be used to obtain medical records. Therefore, it is essential
that the list of nonpsychiatric, nonabuse related hospitalizations be as
complete as possible. If the subject has had numerous hospitalizations, the
information can be recorded in the margins. Minor surgeries such as
tonsillectormnies should be recorded in the “Times” box, but it is not necessary
to record the details of these hospitalizations.

Indicate under “Notes™ whether the subject was diagnosed by a physician.
Do not include hormonal imbalance during menopause.

Probe for a description of headaches. Migraine headaches are usually
described as acute, episodic, throbbing, one-sided, and with nausea and visual

disturbance.

Iron deficiency is not included here. Psychiatric symptomatology does not
result from iron deficiency. Code “yes,” any vitamin deficiency that was
confirmed by the subject’s physician, and list deficiency.

Include familial tremors, tics, tardive dyskinesia, and Tourette’s syndrome.

Indicate under Notes why the subject had the test, what the results were, where
the tests were completed, and the name of the physician if known.

Note if the subject is on experimental medication.

Code the dosage for each medication on day of interview.
Write a marginal note that completely captures recent changes
in dosage of those medications.

Ask about birth abnormalities. Probe for specifics if there was a prolonged
hospitalization following birth. Probe for early developmental problems such
as delayed motor development. Early development is from birth to age 6. Do
not code ves for forceps used at birth.
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Q7a

Q8b

Q9

Q10

Examples from A and B can be given to clarify the answer to this question.

Refers to cigarette smokers only.

#PPD = number of packs per day smoked

#YRS = number of years smoking “X” amount of packs (average)

Be sure to subtract years of abstinence if the information is volunteered.

If a subject smoked intermittently, count only years during which he or she

actually smoked.

Include miscarriages, stillbirths, and abortions. Record subject’s response.
Twins or other multiple births are counted as one pregnancy.

(Menstruation) Ask about mood changes, either depressed, high, or irritable.
Specify direction, duration, and severity of any mood change.

(Menopause) Code as yes if the subject is currently going through menopause.

Menopause could be natural or precipitated by surgery. Ask about hormone
replacement therapy here.
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Section C

MODIFIED MINI-MENTAL STATUS EXAMINATION (If Applicable)

This examination is to be used when the subject is disoriented, confused, cannot give coherent
answers, or appears to have substantial memory deficit.

Ql

Q2

Q3

Q4

Q5

Orientation

1) Ask for the date. Then ask specifically for parts omitted. One point for each
correct answer. Score 0-5

2} Ask in turn “Can you tell me the name of this hospital (town, county, etc.)?”.
One point for each correct answer. Score 0-5

Registration

Ask the subject if you may test his memory. Then say the names of three
unrelated objects, clearly and slowly, about one second for each. After youhave
said all three words, ask the subject to repeat them. This first repetition
determines the score (0-3) but keep saying them until all three can be repeated, up
to six trials. If the subject does not eventually learn all three, recall cannot be

meaningfully tested.
Attention and Calculation

Ask the subject to begin with 100 and count backwards by 7. Stop afier five
subtractions (93, 86,79,72,65). Score the total number of correct subtractions.
Make a notation if the subject cannot perform any addition or subtraction tasks.
Then ask him to spell the word “world” backwards. The score is the number of

letters in correct order, e.g., dlrow = 5, dlorw =3. Score 0-5
Recall

Ask if the subject can recall the three words you previously asked him to
remember. Score 0-3
Language

Naming. Show the subject a wristwatch and ask him what the object is. Repeat
for pencil. Score 0-2

Repetition. Ask the subject to repeat “No ifs, ands, or buts” afier you. Allow
only one trial. Score 0 or 1
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Q6

Q8

3-Stage command. Give the patient a piece of plain blank paper and repeat the
command. Score one point for each part correctly executed. Score 0-3

Cognitive State

Reading. On a blank piece of paper print the sentence “Close your eyes” in
letters large enough for the subject to see clearly. Ask him to read it and do what

it says. Score one point only if the subject actually closes his eyes.
Score 0-1

Writing. Using the available space at the bottom of page 11, ask the subject to
write a sentence for vou. Do not dictate a sentence; it is to be written
spontaneously. It must contain a subject and verb and be sensible. Correct

grammar and punctuation are not necessary. Score 0-1

Copying. On a clean piece of paper, draw intersecting pentagons, each side about
2.5 cm, and ask the subject to copy it exactly as is. All ten angles must be present
and four lines must intersect, as in the example, to score one point. Tremor and

rotation are ignored. Score 0-1

Estimate the subject’s level of consciousness and circle the appropriate rating.

1= Alert
2 = Drowsy
3 = Stupor
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Section E

OVERVIEW OF PSYCHIATRIC DISTURBANCE

The overview is an open-ended history of emotional problems that the subject acknowledges. If
there are several different ones, do them in order of apparent relevance to the study. For subjects
who are able to give a succinct or clear narrative account, this will speed up the interview. For those
who don’t acknowledge any problems, you may ask additional probing questions and ask the subject
to expand on any positive response. Some subjects will offer an overly-detailed litany of complaints.
You will need to gently redirect them to a question- and-answer style after giving them about 5
minutes to establish a rapport. The overview is also important in providing information about a
subject’s premorbid level of functioning. This section will vary in length; for most subjects with
pathology, it should take between 10-20 minutes to complete.

Q2a

Q2b

Q4

Q5

Qba

Age of onset: Earliest age at which professional advice was sought for
psychiatric reasons or age at which symptoms began to cause subjective distress
or impair functioning.

If the subject was admitted to the infirmary for psychiatric reasons,
count as YES. If subject was just dispensed medication, or admitted
for medical reasons, it would be NO. Then make a marginal note
that subject was given psychiatric medication.

Unemployment: The subject was not employed at onset of illness as defined
above. Circle “yes” for employment if a woman was working full-time at home
or if a student was attending classes on a full-time basis. (OPCRIT)

If the subject has a long history of illness, it may be helpful fo read the
medications listed after Q4, page 17 of the instrument. A more complete list can
be found in Appendix C, page 118-120.

Courses refers to the number of episodes in which a subject received treatments
of ECT. For example, 12 treatments during one hospitalization for depression
would equal one course.

If the subject has been hospitalized and then discharged to another hospital, this
18 counted as one hospitalization.

- 47 >



In general, new interviewers will want to start by using the Overview of Psychiatric Disturbance to
record appropriate information. As the interviewer becomes more experienced, the blank pages
preceding the table may be used. Record symptoms, treatment, etc., in the narrative account.
Important points to determine:

presence/absence of psychosis
“presence/absence of affective syndromes
substance abuse
relationship (overlap) of #1 and #2 and #3
first/last psychiatric hospitalization
medications taken, professionals seen (i.e., type and how many)

DU W

The timeline is a valuable tool and can be used to clarify issues, such as organic precipitants,
comorbidity and schizoaffective disorder.

Complicated cases need a very clear timeline to establish mood and/or substance
use. After reviewing the DIGS, adjust the timeline to incorporate important

information.

Be aware that medical records will need to be requested on all psychiatric hospitalizations and
outpatient psychiatric treatments by using the form on page 140 of the DIGS.
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Section ¥

MAJOR DEPRESSION

This section provides diagnostic criteria for major depression using DSM-III-R, DSM-III, RDC,
modified RDC (Gershon), ICD-10, and DSM-IV, and records symptoms for the OPCRIT 3.0

program.

The interview assesses both the most severe and the current episodes. A current episode is defined
as having occurred within the past 30 days. If the subject has had at least one week of feeling
depressed, blue, or irritable, or a period when he does not enjoy his usual activities, the full section
will be administered. For DSM-III-R, even if the current episode does not meet the full criteria, but
another episode (most severe) meets the criteria, the diagnosis is made for lifetime.

Boxed Codes: A number of questions are included to cover the full spectrum of potential
depressive symptoms. In order to group symptoms into major systems, the response codes
are enclosed in boxes by category. Thus, the subject can be coded as positive for sleep
disturbanice regardless of the variety of ways this was manifested for him. Some response
codes, as well as the quantitative measurements of time, weight, etc., are not enclosed in
boxes. Data should be accurately recorded there, however, since computer analysis of
responses may add weight to symptom categories.

If the subject states that the current episode is the most severe, then symptom questions Q6-16 are
coded in the most severe column.

Q1-2 Check on inclusion criteria. To complete section, the subject must answer yes to
either Q1 or Q2. A minimum period of 1 week is included in both of these
screening questions, and they should be coded no if the subject admits to the
feeling but the duration of the symptom(s) is less than 1 week. Ifboth Qland Q2
are coded no, the rest of the section is skipped. Write a marginal note if the
subject answers ves to Q1 and his only symptom is irritability.

| When probing depression, let the subject describe symptoms and behaviors by
using some open-ended questions, “How did your mood affect your ability to...”
Try to clarify phrases like, “I can’t remember a time when I haven’t felt depressed,”
or “I've always felt like this.”
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Some subjects claim to have always been depressed (or manic) i.e.—they are unable to
give discrete episodes, just one lifetime episode and they also have psychosis.

It is important for the interviewer to explain, to the subject, the difference between
Chronic Major Depression, Dysthmia, and true "episodes” of depression where some
type of symptom recovery/remission has occurred. The severity and clustering of
affective symptoms determines the difference between the various types of mood
related disorders. Remember, in depression (and mania/hypomania) a symptom must
be: 1) newly present or 2) have clearly worsened compared with the person's pre-
episode status. Therefore, only symptoms that meet one of the two criteria listed above
AND can be attributed by the subject as being caused by the mood episode under
review would be coded as present. This difference is critical to the overall diagnosis of
either Major Depression with Psychosis vs. Schizoaffective vs. Schizophrenia because |
the length of an established affective syndrome in relation to the psychotic syndrome is
the determining factor in the subject's overall diagnosis.

Q3

You want to ask the subject what their overriding mood is. What was most
pervasive, depression or loss of interest? If they say both circle depressed mood
and add anhedonia as a marginal note.

Q4b

Q4c

This period needs to last at least 1 week.

If both are present circle depressed mood and write in margin that the subject had
both depressed mood and anhedonia.

Q5

If there is no current episode, the question is technically not applicable, code the
item “NO.” This is consistent with the way the item was coded on the fist

initiative,

Qba

Q6d

Q7-7f

Q8

1f there has been a mixture of weight gain and loss within one episode, code the
greatest difference in weight change.

A weight loss or gain of 5% of body weight within a month, or an increase or
decrease in appetite nearly every day is the DSM-III-R guideline for this

symptom.

Check for the symptom of a change in sleep pattern. This can be sleeping either
too little or too much. If the subject answers yes to Q7, Q7a-7f are used to

indicate the change in sleep pattern.

This symptom must have occurred to the extent that other people could have
noticed a difference in the subject’s behavior even though they might not have

noticed or commented.
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Q10

_QI?

Q18

Q20-21

Q20b

‘(_222

A decrease in the ability to enjoy usual activities during the particular episode
being discussed. -

Count the number of symptoms by counting one positive symptom per box, e.g.,
even if Q12 and Q13 are both coded yes, when countmg symptoms they are
counted as one positive symptom because they are in the same box. If there are
fewer than three positive symptoms in Q6 through Q16 in the current episode,
return to Q6 and code the most severe episode.

Code yes only if five symptoms are present (including Q1 and Q6-16) nea:rly
every day during a 2-week period. .

Do not skip this section if the answer is “NO” because the DIGS is designed
to code for RDC and Modified RDC as well as DSM criteria and these
additional criteria are imbedded within the remainder of the section.

.

Specify the content of the delusions or the hallucinations. Q22 will be coded
based on information obtained here. Probe for more information necessary and
get examples. -

20a and 21a There is no time frame involved for these questions. A person can
for example, experience voices/delusions for years up this depression or
following this depression. The intent of the question is to determine if the
person had psychotic symptoms when they were not depressed. If the person
had psychotic symptoms when they were not depressed regardless of the
duration, code as “YES”.

Do not count duration of psychiatric symptoms during depression.

Determine if the psychotic symptoms were mood-congruent or mood-
incongruent. This is an important distinction. A decision will be made regarding
diagnosis based in part on whether the psychotic symptoms are mood-
incongruent (schizoaffective disorder) or mood-congruent (major depression)
(RDC). Only one example is needed in order to rate an item mood-incongruent
(write all examples in margins). According to the DSM-III-R, mood-congruent
psychotic features would be “delusions or hallucinations whose content is entirely
consistent with a depressed mood.” Paranoid delusions related to depressed

‘themes are considered mood-congruent. If the mood is depressed, the content of

the delusions or hallucinations would involve themes of either personal
inadequacy, guilt, disease, death, nihilism, or deserved punishment. Mood-
incongruent psychotic features are described as “delusions or hallucinations
whose content is not consistent with a depressed mood...examples of such
symptoms are thought insertion, thought broadcasting, and delusions of being
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controlled whose content has no apparent relationship to any of the themes listed
above.”

22a This queston tries to capture the severity of the psychosis in the depressed
mood. It may helpful to read this to the subject as a question, “Were you
preoccupied with the (psychotic symptoms) to the exclusion of the other
(depressive symptoms) and concerns? Remember 22a is only coded when
psychotic symptoms are mood incongruent. '

This question attempts to satisfy Original RDC criteria C5 in which there is a
“preoccupation with a delusion or hallucination to the relative exclusion of other
symptoms or concerns {other than typical depressive delusions of guilt, sin,
poverty, nihilism, or self-deprecation or hallucinations of similar content), In other
words, the concurrent depressive episode under review is not necessarily the most
dominant symptom but rather must at least be a major part of the clinical picture
(see page 12 of Original RDC criteria — 3™ edition — 2/4/85 update). If a subject’s
preoccupation with psychotic symptom(s) causes him/her to feel depressed, then
this distinct period of dysphoric mood (or loss of pleasure in usual activities)
should be fully explored with the subject and the entire depression section
administered. However, pay special attention to probing each endorsed depressive
symptorn in order to establish that it was caused by the mood and NOT the
concurrent psychotic experiences (e.g. if a subject claims that their sleep was
affected, make sure to probe that it was due to the mood and not the voices telling

him/her to stay awake).

Q23-26a These questions ask about what kind of help the subject received for this episode
of depression, if any, and are used to determine the level of impairment during
the episode. If the subject received ECT (shock treatments) or was hospitalized
for 2 days or more, he is considered to have been incapacitated and you can skip

to Q29 and code #2 = INCAPAC.

Q23 and Q24 If during the episode under review, the subject is prescribed
medication specifically for depression OR if the antidepressant medication that the
subject was on is increased, provide the name of the medication and code Q23 as

§ “YES,” provide the name of the drug in Q24. For completeness, provide the increase
in the dosage of the antidepressant medication as a marginal note. Even if the
primary reason for seeking help from a professional did not include depression, if
the subject mentioned his/her “mood” problems to that professional during a session
that fell within the timeframe of the episode under review, it may be coded in Q23
and then a marginal note attacheéd discussing it.

Q24 Ask the question (which specifies “antidepressants™) and record if the subject
says “yes” or “no,” then specify the medication that the subject reports. Some of the
newer antipsychotics are being used in novel ways. Record the information so that
the diagnostician can use it in making the BEFD




Q27-28b These questions also attempt to determine the subject’s level of impairment. If
the subject was completely unable to function in his major role for at least 2 days,
he is considered to have been incapacitated. If, on the other hand, the major role
was continued but there was a decrease in the quality of the subject’s
performance in this role that was noticeable to others, the subject is considered to
have been impaired rather than incapacitated. Major role is defined as what the
subject 1s doing full-time. For example, if going to school full-time and working
part-time, the major role is school. Also, if a subject works outside of the home
and is also assuming the responsibility of a household and/or children, the major
role is considered to be job.

Historically, since the creation of the first version of the DIGS, the presence of
psychosis during any episode of depression under review counted toward the
automatic coding of “incapacitation” of a subject’s mood episode. However,
because many schizophrenics will have continuous, active psychosis that does
originate from the severity of the overlapping depressive episode under review, a
rethinking of the coding for this question may want to be reviewed with the Pls. If
the psychosis experienced by the subject is not a change from “previous
function