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Mood Disorder Questionnaire  

The Mood Disorder Questionnaire (MDQ; Hirschfeld et al., 2000) is a brief self-report screening 
measure that is used to help identify individuals who have bipolar disorders. The MDQ has both 
sensitivity and specificity, and it consists of 13 questions plus items assessing clustering of symptoms 
and functional impairment. If the patient answers “yes” to seven or more of the 13 items in question 
1, and “yes” or “moderate” or “serious” to question 3, this is considered a positive screen, and the 
possibility of disorders should be examined more closely. The questionnaire takes 5 minutes or less 
to complete. 

A pdf of the MDQ screen is available to view at: 

http://www.drdianenguyen.com/images/Bipolar_screen.pdf

Composite International Diagnostic Interview: Bipolar Disorders Screening Scale

The Composite International Diagnostic Interview (CIDI; Kessler et al., 2006) is a structured in-
terview assessment. The CIDI consists of 12 questions including two stem questions, one question 
related to criterion B symptoms (from the DSM-5) screening, and nine questions directly related 
to criterion B symptoms. The more questions answered in a positive, affirming way the greater the 

http://www.drdianenguyen.com/images/Bipolar_screen.pdf
http://www.cqaimh.org/pdf/tool_cidi.pdf
https://cls.unc.edu/files/2014/06/GBI_self_English_v1a.pdf
https://www.appi.org/products/structured-clinical-interview-for-dsm-5-scid-5
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INTERVENTION/TREATMENT STRATEGIES

Psychoharmacotherapy

Because the bipolar disorders are caused by a complex set of biological and genetic factors, medica-
tion should always be used to treat those who receive the diagnosis. In fact, most people who have 
bipolar disorder will need to take medication throughout their lives to manage the symptoms of their 
illness. Medication compliance is an important treatment goal when counseling those who have bipo-
lar disorder. However, many bipolar medications involve short and long term side effects (i.e., weight 
gain, nausea, sleep and appetite changes; NIMH, 2016) that may cause clients to stop prematurely 
their medications. 

There are strategies that the client and the counselor can use to facilitate medication compliance. 
For example, counselors may work together with the client to help set up electronic tools for period-
ic reminders. They may also help the client set up a medication log that can help keep track of the 
medications, side effects, and other substances that may interfere with the medications.

When prescribing medications, physicians first consider what level of intervention a client needs. 
These phases include: the acute phase, during which the goal is to control the most severe symp-



http://www.bphope.com/blog/when-taking-bipolar-medications-becomes-overwhelming/
http://www.bphope.com/sticking-with-it/
http://yoursleep.aasmnet.org/pdf/sleepdiary.pdf
http://www.bphope.com/blog/five-tips-for-better-sleep/
http://www.bphope.com/hope-harmony-headlines-bipolar-sleep-problems-and-solutions/
http://www.bphope.com/poor-sleep-predicts-mood-recurrence-in-remitted-bipolar-2/
http://www.huffingtonpost.com/wendy-k-williamson/sleep-the-other-half-of-bipolar-medication_b_7985708.html?ir=Healthy%20Living
http://www.huffingtonpost.com/wendy-k-williamson/sleep-the-other-half-of-bipolar-medication_b_7985708.html?ir=Healthy%20Living
http://www.bphope.com/sleep-irregularities-impact-more-than-just-mood/
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Cognitive Behavioral Therapy 

When combined with psychopharmacological intervention, cognitive behavioral therapy (CBT) 
is an evidence-based approach for treating bipolar disorders. CBT involves identifying distorted 
thoughts and helping clients to learn how to control, manage, and change these thoughts (Driessen 
& Hollon, 2010). CBT is founded on the assumption that mood, thinking, and behavior all influence 
each other. Therefore, in treating adults who have bipolar disorders, the first step is to determine 
the problem such as identifying the rapid - distorted thoughts and behaviors and the emotions 
associated with them. CBT also focuses on communication, problem-solving skills, and teaching 
clients the skills required to cope with symptoms and the disruption of routines (i.e., sleep, diet, 
social interactions) that trigger bipolar episodes. Instability of circadian rhythms and impairment 
of the motivational/reward system in the brain (i.e., goal attainment) are important factors that are 
affected by bipolar disorder. Furthermore, applying self-regulation skills, promoting a routine and 
schedule, and challenging thoughts and behaviors can help reduce symptoms. 

Studies have demonstrated that CBT reduces the frequency of bipolar episodes, enhances social 
functioning, and stabilizes mood (Driessen & Hollon, 2010; Lam et al., 2003). Studies have also 
demonstrated that combining CBT with medication can reduce the risk of bipolar relapse and result 
in fewer manic episodes as compared to medication alone (Lam et al., 2003; Salcedo et al., 2016; 
Watkins, 2003). 

Mindfulness-based cognitive therapy (MBCT; Segal, Williams, & Teasdale, 2002) was recently 
adapted for the treatment of bipolar disorder and shows promise as an effective intervention. This 
mindfulness-based approach was designed to prevent relapse in patients who have recurring major 
depressive episodes (Segal et al., 2002). MBCT combines the use of traditional CBT techniques (i.e., 
thought and feeling connection) and mindfulness practice (i.e., meditation, self-observation) to help 
clients become more aware of their thoughts and feelings through focusing their attention and being 
present. Research examining the effectiveness of MBCT has demonstrated decreases in relapse of 
depression by 43% and decreases in anxiety over time (Miklowitz et al., 2009; Stange et al., 2011; 
Williams et al., 2014). 

Resources: 

More information on MBCT can be found at: http://mbct.com/

http://mbct.com/wp-content/uploads/Mindful-Future-of-Therapy-08_2016.pdf

Family-Focused Therapy 

http://mbct.com/
http://mbct.com/wp-content/uploads/Mindful-Future-of-Therapy-08_2016.pdf
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and critical attitudes that the family members may have towards each other (Reinares et al., 2016). 
Counselors work with the client and family members to help facilitate an awareness of expressed 
emotion and adaptive strategies that can be used to best facilitate family communication. Treatment 
typically consists of 21 sessions over the course of 9 months (Miklowitz et al., 2004). Studies have 
demonstrated a decrease in depressive symptoms and expressed emotion among families, as well as an 
increase in positive communication between family members when FFT is applied (Rivas-Vazquez, 
Johnson, Rey, & Blais, 2002). FFT has been shown to improve the clients’ level of social adjustment 
and perceptions of relationship functioning (Rivas-Vazquez et al., 2002). 

Resources: 

http://gracepointwellness.org/4-bipolar-disorder/article/11221-bipolar-disorder-treatment-fami-
ly-focused-therapy-and-interpersonal-social-rhythm-therapy

REFERENCES

Adkins, C. (2007). The bipolar disorder answer book: Professional answers to more than 275 top questions. Naperville, IL: 
Sourcebooks

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Washington, DC: 
Author.

Barlow, D. H. (2008). Clinical handbook of psychological disorders: A step-by-step treatment manual (4th ed). New York, NY: 
Guilford.

Depue, R. A., Slater, J. F., Wolfstetter-Kausch, H., Klein, D., Goplerud, E., & Farr, D. (1981). A behavioral paradigm 
for identifying persons at risk for bipolar depressive disorder: A conceptual framework and five validation studies. 
Journal of Abnormal Psychology, 90, 381–437.

Driessen, E., & Hollon, S. D. (2010). Cognitive behavioral therapy for mood disorders: Efficacy, moderators and medi-
ators. Psychiatric Clinics of North America, 33, 537–555. 

Frank, E. (2005). Two-year outcome for interpersonal and social rhythm therapy in individuals with bipolar 1 disorder. 
Archives of General Psychiatry, 62, 996–1004.

Franklin, R., Zorowitz, S., Corse, A. K., Widge, A. S., & Deckersbach, T. (2015). Lurasidone for the treatment of bipolar 
depression: An evidence-based review. Neuropsychiatric Disease and Treatment, 11, 2143–2152. 

Harmer, C. J., Goodwin, G. M., & Cowen, P. J. (2009). Why do antidepressants take so long to work? A cognitive neu-
ropsychological model of antidepressant drug action. The British Journal of Psychiatry, 195, 102–108. 

Hirschfeld, R., Williams, J. B.W., Robert L. S., Calabrese, J. R., Flynn, L., Keck, P. E. Jr., … Zajecka, J. (2000). Devel-
opment and validation of a screening instrument for bipolar spectrum disorder: The mood disorder questionnaire. 
American Journal of Psychiatry, 157, 1873–1875.

Hlastala, S., Kotler, S., McClellan, M., & McCauley, A. (2010). Interpersonal and social rhythm therapy for adolescents 
with bipolar disorder: Treatment development and results from an open trial. Depression and Anxiety, 27, 457–464.

Kessler, R. C., Akiskal, H. S., Angst, J., Guyer, M., Hirschfeld, R., Merikangas, K. R., …Stang, P. E. (2006). Validity of 
the assessment of bipolar spectrum disorders in the WHO CIDI 3.0. Journal of Affective Disorders, 96, 259–269.

Lam, D. H., Watkins, E. R., Hayward P., Bright, J., Wright, K., Kerr, N., …Sham, P. (2003). A randomized controlled 
study of cognitive therapy for relapse prevention for bipolar affective disorder. Archives of General Psychiatry, 60, 
145–152.

McCormack, P. L. (2015). Cariprazine: First global approval. Drugs, 76, 2035-2043. 
Miklowitz, D. J., & Goldstein, M. J. (1997). Bipolar disorder: A family-focused treatment approach. New York, NY: Guilford.
Miklowitz, D., Axelson, D., Birmaher, B., George, E., Taylor, D., Schneck, C., . . . Brent, D.(2004). Family-focused 

treatment for adolescents with bipolar disorder: Results of a 2-year randomized trial. Journal of Affective Disorder, 82, 
113–128.

Miklowitz, D. (2006). A review of evidence-based psychosocial interventions for bipolar disorder. Journal of Clinical 
Psychiatry, 67, 28–33.

Miklowitz, D. Alatiq, Y., Goodwin, G., Geddes, J., Dimidjian, S., Hauser, M., …Williams, M. (2009). A pilot study of 
mindfulness-based cognitive therapy for bipolar disorder. International Journal of Cognitive Therapy, 4, 373–382.

Miller, C. J., Johnson, S. L., & Eisner, L. (2009). Assessment tools for adult bipolar disorder. Clinical Psychology, 16, 
188–201. 

http://gracepointwellness.org/4-bipolar-disorder/article/11221-bipolar-disorder-treatment-family-focused-therapy-and-interpersonal-social-rhythm-therapy
http://gracepointwellness.org/4-bipolar-disorder/article/11221-bipolar-disorder-treatment-family-focused-therapy-and-interpersonal-social-rhythm-therapy


http://www.nimh.nih.gov/health/statistics/prevalence/bipolar-disorder-among-adults.shtml
http://www.nimh.nih.gov/health/statistics/prevalence/bipolar-disorder-among-adults.shtml
http://www.nimh.nih.gov/health/topics/bipolar-disorder/index.shtml
http://www.nimh.nih.gov/health/topics/bipolar-disorder/index.shtml

