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Objective: To determine whether those completing a self-report bipolar
self-test measure and identified as having a likely bipolar disorder
judged the self-test as useful and had a subsequent superior illness
course.
Method: We invited those completing the web-based Mood Swings
Questionnaire (or MSQ) to provide contact details and contribute to a
3-month study evaluating their responses to being identified as having a
likely bipolar disorder, any subsequent action taken and the impact of
such actions on their illness trajectory.
Results: We analysed data received from 665 participants screening
‘positive’ on the MSQ and completing baseline and 3-month follow-up
data. High rates of satisfaction with the MSQ were quantified, with
respondents viewing the measure as informative, validating and/or
motivating. Of those receiving a confirmed bipolar diagnosis, such
clarification occurred on average 12 years after their first depressive
episode. Most implemented self-management strategies irrespective of
whether seeking formal diagnostic clarification or not. Participants
improved on depressive, quality of life and overall functioning measures
over the study period, but with results indicating (via analysis of three
sample subsets differing by the degree of ‘actions taken’) that those who
took assertive action and had the diagnosis confirmed had the most
superior outcome.
Conclusion: This is the first study to formally evaluate the clinical
impact of a self-report bipolar disorder screening measure. High
acceptance and superior outcomes quantified for those acting
assertively in response to such a new diagnosis argue for its ‘real world’
utility.
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Significant outcomes

• Study findings indicate that a bipolar screening measure encourages individuals who screen ‘posi-
tive’ for a likely bipolar disorder to seek professional clarification and to subsequently receive more
disorder-specific management.

• More importantly, participants who used our screening measure as recommended improved signifi-
cantly in overall functioning, symptom severity and quality of life over the 3-month review period.

Limitations

• Our cohort is not necessarily representative of a community sample of those with a bipolar disorder.
We required participants to provide contact details to allow for follow-up data collection, and our
sample was weighted to more cooperative volunteers, likely influencing a more positive outcome.

• The psychometric properties of the MSQ have not yet been tested directly in samples derived from
those who access a website.
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Introduction

Although manic-depressive illness (now generally
termed bipolar I disorder) has long been recogni-
sed, it was only in 1978 that bipolar II disorder
was formally classified in the Research Diagnostic
Criteria system (1) and then incorporated into the
DSM-IV classification (2). The two conditions
were there principally distinguished by the pres-
ence of psychotic manic and non-psychotic hypo-
manic episodes, respectively, oscillating with
periods of depression. While bipolar II is some-
times viewed as ‘milder’, empirical studies (3) indi-
cate that suicide rates, impairment levels and use
of health facilities are high and comparable across
bipolar I and II conditions.

A lifetime rate of 3.9% for the bipolar disorders
was quantified in both the US National Comorbid-
ity Survey Replication study (4) and in an interna-
tional study involving 11 countries (5). In those
diagnosed with an affective disorder, proportional
bipolar rates are high. For example, in a study of
more than five thousand patients with a major
depressive condition, Angst and colleagues (6)
quantified that 16% met formal DSM criteria and
47% met ‘softer’ criteria for a bipolar disorder.
Detection (especially of bipolar II) is poor, reflect-
ing a lack of awareness of the condition by suffer-
ers and many health practitioners, with most
bipolar patients who present to professionals for
depressive episodes failing to volunteer their
‘highs’, and health professionals often failing to
clinically screen for a bipolar condition (7–10). Of
those patients so diagnosed, numerous studies
have indicated that intervals from onset to formal
diagnosis are commonly at least a decade (11–13).
As the bipolar disorders require differing manage-
ment strategies to unipolar disorders (i.e. generally,
mood stabilising drugs – while antidepressant
drugs can worsen the illness course) and are gener-
ally able to be brought under control, accurate
detection and diagnosis are key concerns. Further,
as the neurotoxic impact of repeated episodes can
contribute to sustained impairment in psychosocial
functioning (14), early detection is essential.

Screening for the possibility of a bipolar disor-
der is obviously best undertaken by an appropri-
ately skilled clinician. The use of self-report
screening measures is controversial. Their theoreti-
cal advantages are many – they can assist profes-
sionals who may have limited time for screening,
while patients and even those in the community
who have contemplated the possibility of a bipolar
disorder appreciate their availability. The use of
screening measures for bipolar disorder has, how-
ever, evoked constructive criticism (9, 10, 15)

especially concerning the risk of false positives,
which may lead to stigmatising those who do not
have the condition (16). Any such screening mea-
sure and procedure therefore needs to have satis-
factory accuracy, to have its utility and limitations
precisely defined (e.g. as a screening measure
rather than a diagnostic measure in its own right),
and – a central issue not as yet demonstrated –
have clinical utility. The last issue underpins the
objective of this study.

We developed a bipolar self-screening measure –
the Mood Swings Questionnaire (MSQ) – and
have reported on its accuracy in detecting clinically
confirmed bipolar disorder in a tertiary referral
sample. In the development study (17), we ascer-
tained (using pre-established cut-off scores) that
the 27-item version had a sensitivity of 81% and
specificity of 98%, and with two replication studies
(18, 19) quantifying similar sensitivity (80%) but
with reduced specificity (61% and 80%). The MSQ
is available for anonymous completion on the
Black Dog Institute website (as the ‘Bipolar Self-
Test’) and is completed by some 25,000 people per
month. Individuals receive their score and are
informed that scores above a cut-off of 22 indicate
‘possible bipolar and would warrant detailed clini-
cal assessment’ as against a ‘low likelihood’ for
those scoring below cut-off.

Aims of the study

We designed this study to determine the impact on
individuals of a ‘positive’ Mood Swings Question-
naire (MSQ) screen. In essence, what impact did it
have personally, was diagnostic clarification and/
or treatment then sought and, if so, was the illness
trajectory modified? Essentially, does such a self-
screening measure have ‘real world’ utility?

Material and methods

Individuals accessing the web-based MSQ were
invited (prior to completing the measure) to
respond to a baseline research questionnaire
which, if accepted, required providing voluntary
informed consent in line with the University of
New South Wales Ethics Committee protocol.
Those scoring 22 or more on the MSQ (the pre-
established cut-off score to indicate a ‘positive’
screen) were then invited to participate in a
3-month follow-up assessment. Several standar-
dised self-report measures were administered at
baseline and follow-up to quantify changes,
including depression severity via the self-report
Quick Inventory of Depressive Symptomatology
(QIDS-SR) (20); manic/hypomanic symptom
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severity via the Altman Self-Rating Mania Scale
(ASRM) (21); the Quality of Life Enjoyment and
Satisfaction Questionnaire (Q-LES-Q-SF) (22);
and a measure of impairment over the preceding
month – the Overall Functioning Assessment
(OFA; Parker G, Fletcher K., Unpublished data).
Questions pertaining to actions taken since com-
pletion of the self-test, health professional recom-
mendations, and response to formal diagnosis
were framed with a multiple choice format and
with the option to provide short-answer responses.

Results

Cohort overview

Over a 16-month recruitment period, 212 185 indi-
viduals accessed the Bipolar Self-Test research
invitation page, of which 60 223 (28.4%) agreed to
provide baseline data. A total of 6686 subsequently
passed all study inclusion criteria (i.e. Australian
resident, 18 years or older, experienced a defined
episode of clinical depression and having experi-
enced a (defined) ‘high’ lasting at least 1 day and
unrelated to drug/alcohol use). Of those, 4335

received a ‘positive’ MSQ screen, with 2,344 then
providing an email address for the 3-month fol-
low-up assessment. A total of 665 (28.4%) partici-
pants subsequently provided complete follow-up
data.

Overall perceptions of the utility of the web-
based self-test were positive, with 91.5% of the 665
indicating that they found the self-test personally
informative, and 95.6% indicating that they would
recommend the self-test to others if they suspected
a bipolar disorder condition.

Prior to completing the web-based self-test, 215
of the 665 participants had already received a for-
mal diagnosis of bipolar disorder (see Fig. 1). Fol-
low-up indicated that most (93.0%) took some
form of health action following the self-test, gener-
ally seeking additional information and introduc-
ing lifestyle changes. Two key reasons emerged for
this group completing the self-test. First, seeking
diagnostic confirmation and with some judging
that self-test results alone were validating. Second,
to increase self-awareness of symptoms and greater
acceptance of their diagnosis. This group was
excluded from subsequent analyses which priori-
tised assessing the impact on those obtaining a

n = 665

n = 215
Prior bipolar diagnosis

n = 450
No prior bipolar diagnosis

n = 73
No ac on taken

n = 377
Ac on taken

n = 303
Consulted a health

professional

n = 74
Did not consult a
health professional

n = 105
Confirmed bipolar

diagnosis

n = 74
Disagreed with
bipolar diagnosis

n = 124
Unsure about

bipolar diagnosis

n = 20
Referred to and

a ended specialist

n = 35
Referred to and

a ended specialist

n = 2
Confirmed bipolar

diagnosis

n = 4
Confirmed bipolar

diagnosis

Fig. 1. Flow chart of study cohort.
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screening estimate of a probable bipolar disorder
for the first time.

Of the 450 (67.7%) never previously receiving a
formal diagnosis of bipolar disorder from a health
professional prior to the study (see Fig. 1), their
mean age was 36.8 (SD 12.1), and 71.6% were
women. Table 1 details their baseline characteris-
tics. Regarding mood disorder history, three-quar-
ters reported a family history of depression and
one-quarter of bipolar disorder; three-quarters had
previously received a formal diagnosis of depres-
sion from a health professional and taken mood
disorder medication; and one-fifth had been hospi-
talised for their mood disorder. While never previ-
ously formally diagnosed, 78.7% had so suspected
and 52.2% indicated that others had suspected a
bipolar condition. The sample of 450 participants
was split in terms of the level of action taken in
response to the ‘positive’ MSQ screen, with data
now reported for each subgroup.

‘No action taken’ subgroup

A small subset of the 450 (73 or 16.2%) ‘no prior
diagnosis’ group did not take any action following
completion of the online self-test. Nominated rea-
sons included being too busy to do anything
(37.0%), not wanting to take medication (32.9%),
not being able to organise to see a health profes-
sional (15.1%), being open to the idea they may
have bipolar disorder but not believing that treat-
ment was necessary (15.1%) and wanting a later
second opinion on diagnosis before taking any
action (12.3%).

‘Action taken’ subgroup

A total of 377 participants of the 450 (83.8%) took
some form of action in response to the ‘positive’
MSQ screen. General actions adopted by the 377
are detailed in Table 2, and most commonly
involved seeking salient information, commencing
or continuing mood disorder medication and
implementing an exercise regime.

Of this sub-set, 74 took action but did not specif-
ically consult a health professional for diagnostic
clarification. In this group, the five most com-
monly cited reasons for not seeking diagnostic
clarification were instinctively knowing the ‘posi-
tive’ MSQ screen was correct and not requiring a
formal diagnosis (14.9%), judging the ‘positive’
MSQ screen as indicative of a probable bipolar
condition but viewing formal treatment as unnec-
essary (13.5%), being unable to afford consulting a
health professional (13.5%), not wanting to take
medication (10.8%) and ‘being too busy’ to

arrange a consultation (9.5%). Nevertheless,
35.1% indicated that their self-test results would
encourage them to consult a health professional in
the future as their mood disorder was impairing at
some level, while 90.5% indicated that self-test
results would encourage them to make changes in
the future (lifestyle changes, implementation of
coping strategies, such as recognising early warn-
ing signs, identifying triggers/risk factors). A dis-
tinct majority (97.3%) of this group judged the
online self-test as useful.

The remaining 303 participants taking specific
action sought diagnostic clarification, most com-
monly from a general practitioner (69.3%) or psy-
chiatrist (53.5%). At that consultation, one-third
(105 or 34.7%) had a bipolar disorder diagnosis
confirmed. For the remaining two-thirds (198 or
65.3%), the health professional either ‘disagreed’
(24.4%) or was ‘unsure’ (40.9%) about such a
diagnosis. Of these latter two groups, 80 (40.4%)
were referred to a specialist for a second opinion –
and, of the 55 so proceeding, six had a bipolar
diagnosis confirmed (see Fig. 1).

Table 1. Participant profile – demographics and mood disorder history details
(n = 450)

No. (%)

Marital status
Married 132 (29.3)
Divorced/Separated 61 (13.6)
Widowed 4 (0.9)
Defacto 87 (19.3)
Never married 166 (36.9)

Education
Primary/Some secondary 60 (13.3)
Completed secondary 106 (23.6)
Diploma/graduate certificate 119 (26.4)
Bachelor degree 112 (24.9)
Postgraduate degree 53 (11.8)

Employment
Full-time 172 (38.2)
Part-time 85 (18.9)
Home duties 46 (10.2)
Student 73 (16.2)
Pensioner 17 (3.8)
Sickness benefits 16 (3.5)
Retired 7 (1.6)
Unemployed 34 (7.6)

Gross combined household income*
Less than $39,000 158 (35.1)
$39,001–$83,000 145 (32.2)
Over $83,000 111 (24.7)

Mood disorder history
Mean age of depression onset (years) 17.4 (SD 8.2)
Family history of depression 342 (74.4)
Family history of bipolar disorder 124 (27.6)
Formally diagnosed with depression 334 (74.2)
Ever hospitalised for mood problems 94 (20.9)
Ever taken medication for mood problems 326 (72.4)

*N = 36 participants chose not to respond to this question.
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‘Action taken’ subgroup – professional confirmed diagnosis:
follow-up information

Table 3 reports data and 3-month outcome of the
105 who received a confirmed diagnosis of bipolar
disorder following consultation with their initial
health professional (excluding the six whose diag-
nosis was only confirmed by a second profes-
sional). The mean age of this subgroup was 37.5
(SD 11.6), with females over-represented (66.7%).
Most (79.0%) had a family history of depression
and 22.9% had a family history of bipolar disor-
der, while 31.4% had been hospitalised for mood
problems. The majority (85.7%) had consulted a
mental health professional for mood problems
prior to completing the online self-test, at a mean
age of 25.4 years. This quantified an average delay
of 12.9 years between initial mood assessment and
confirmation of a bipolar diagnosis.

We explored initial reactions to the newly for-
malised diagnosis received from the health profes-
sional. Reactions were mostly positive – with
93.9% indicating they were relieved to have a diag-
nosis that explained their experience and 47.4%
then feeling more in control – but negative
responses were also elicited (47% feeling upset,
26% angry and 28% ‘in shock’).

The commonest (not mutually exclusive)
recommendations by the postscreening health
professional were to commence a mood stabiliser,

to exercise, consult a psychiatrist for ongoing man-
agement or advice, address sleep patterns and con-
tinue with an antidepressant drug. Table 3
quantifies treatment options commenced or
maintained. In terms of effectiveness (self-rated on
a 4-point scale), the five highest ranking were com-
mencing/continuing mood disorder medication,
seeking more information on bipolar disorder,

Table 3. ‘Action taken’ subgroup – professional confirmed diagnosis: follow-up
information (n = 105)

No. (%)

Mood disorder history
Family history of depression 83 (79.0)
Family history of bipolar disorder 24 (22.9)
Consulted a mental health professional
for mood problems (prior to self-test)

90 (85.7)

Formally diagnosed with depression 91 (86.7)
Ever hospitalised for mood problems 33 (31.4)
Ever taken medication for mood problems 86 (81.9)

Treatment options commenced/maintained since completion of self-test*
Continued seeing usual health professional 56 (53.3)
Started seeing a psychologist for therapy 40 (38.1)
Started seeing a psychiatrist for
ongoing management/advice

57 (54.3)

Started seeing a counsellor 16 (15.2)
Started taking omega-3 supplements 33 (31.4)
Started taking vitamin supplements 24 (22.9)
Started following a well-being/stay-well plan 46 (43.8)
Made lifestyle changes (e.g. reduce
alcohol/caffeine intake)

74 (70.5)

Commenced or continued mood disorder medication 95 (90.5)
Started or increased exercise 68 (64.8)
Made changes to diet 56 (53.3)
Made changes to sleep patterns 70 (66.7)
Started reading relevant books/searched
internet for more information

90 (85.7)

Started yoga or meditation 36 (34.3)
Other 17 (16.2)

Medication options commenced/maintained since completion of self-test
Continued taking the same medication 36 (34.3)
Changed to a new medication 43 (41.0)
Started taking medication 41 (39.0)
Stopped taking all medication 2 (1.9)
Was not on any medication during study period 6 (5.7)

Mood changes over study period
Depressive episodes
Fewer in number 43 (41.0)
Less severe 48 (45.7)
Shorter duration 37 (35.2)
No change 16 (15.2)
Worse 15 (14.3)

Hypo/manic episodes
Fewer in number 36 (34.3)
Less severe or intense 50 (47.6)
Shorter duration 31 (29.5)
No change 22 (21.0)
Worse 9 (8.6)

Overall mood†
Completely controlled 8 (8.1)
Considerably better 46 (46.5)
Somewhat better 30 (30.3)
No change 12 (12.1)
Worse 3 (3.0)

*Multiple responses allowed.
†Based on n = 99 cases where data were available.

Table 2. Action taken following completion of online self-test (n = 377)

No. (%)

General treatment*
Continued seeing usual health professional 174 (46.2)
Started seeing a psychologist for therapy 103 (27.3)
Started seeing a psychiatrist for
ongoing management/advice

127 (33.7)

Started seeing a counsellor 49 (13.0)
Started taking omega-3 supplements 109 (28.9)
Started taking vitamin supplements 126 (33.4)
Started following a wellbeing/stay-well plan 132 (35.0)
Made lifestyle changes (e.g. reduce
alcohol/caffeine intake)

248 (65.8)

Commenced or continued mood
disorder medication

251 (66.6)

Started or increased exercise 249 (66.0)
Made changes to diet 211 (56.0)
Made changes to sleep patterns 229 (60.7)
Started reading relevant
books/searched internet for more information

258 (68.4)

Started yoga or meditation 111 (29.4)
Other 68 (18.1)

Medication
Continued taking the same medication 127 (33.7)
Changed to a new medication 86 (22.8)
Started taking medication 83 (22.0)
Stopped taking all medication 28 (7.4)
Was not on any medication during study period 97 (25.7)

*Multiple responses allowed.
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continuing with their health professional, referral
to a psychiatrist and commencing therapy with a
psychologist.

From baseline to follow-up, rates of taking
mood medication increased from 65.2% to 93.3%
(v2 = 8.7, P < 0.01). The most common medica-
tions being taken at follow-up were mood stabilis-
ers (62.2%), antipsychotics (37.8%), and SNRI
(29.6%) and SSRI (26.5%) antidepressants. In
terms of self-rated effectiveness, participants rated
mood stabilisers as the most effective (68.9%), fol-
lowed by antipsychotic (64.9%), SSRI (57.7%)
and SNRI (34.5%) medications. The great major-
ity (89.6%) had initiated coping strategies since
completing the online self-test, most commonly
‘identifying triggers/risk factors’ (66.7%), ‘recogn-
ising early warning signs’ (65.7%) and stress-
reduction techniques (50.5%), while fewer com-
menced mood-charting (38.1%) or developed a
wellbeing/stay-well plan (31.4%).

In terms of mood changes over the 3-month study
period, over one-third of participants indicated that
depressive episodes had improved in terms of being
less frequent, less severe and of shorter duration
(see Table 3). Hypo/manic episodes showed similar
improvements, and with overall mood rated by
more than half the sample (54.6%) as considerably
better or completely controlled.

In terms of improvement as quantified by study
measures, paired sample t-tests (see Table 3)
revealed that from baseline to follow-up depressive
symptom severity decreased, overall functioning
and quality of life improved significantly, but hypo/
manic symptom severity remained unchanged
(9.5–9.5). Over half the sample acknowledged
improvements in their relationships (intimate rela-
tionships = 57.7%; family relationships = 64.6%;
work relationships = 54.3%; friendships = 58.3%);
in work performance (55.9%) and in overall quality
of life (79.4%). Significantly, fewer days were
missed occupationally due to their mood disorder
(10.0 vs. 8.0, t = 2.2, P = 0.03) and overall work
performance over the past month had improved
(33.3% vs. 64.8%, v2 = 10.1,P < 0.01).

The impact of taking action

To determine whether actions prompted by com-
pletion of the online self-test contributed to
improved trajectories, three groups were compared
on our four principal standardised measures:
Group 1 (n = 105) took action by specifically con-
sulting a health professional and received a con-
firmed bipolar diagnosis; Group 2 (n = 272) took
some form of action (e.g. consulted a health pro-
fessional and/or commenced/maintained other

treatment strategies) but did not receive a con-
firmed bipolar diagnosis at their initial consulta-
tion; and Group 3 (n = 73) took no action.
Table 4 provides baseline and follow-up data for
these groups.

Repeated measures analysis of variance revealed
that all groups improved significantly in terms of
depressive symptoms, quality of life, overall func-
tioning and work days missed, but with hypo/
manic symptom severity comparable at baseline
and follow-up across groups. Table 4 also reports
percentage changes over time, with Group 1 show-
ing the greatest degree of improvement in depres-
sion severity (Wilk’s Lambda = 3.2, F [2, 447],
P = 0.04), quality of life (Wilk’s Lambda = 4.3, F
[2, 447], P = 0.01) and overall functioning (Wilk’s
Lambda = F [2, 447] 6.4, P < 0.01).

In response to a set of yes/no questions, a signifi-
cantly higher proportion of those in Group 1
judged their depressive episodes as less severe than
did Groups 2 and 3, respectively, (45.7% vs.
37.5% vs. 21.9%, v2 = 10.6, df 2, P < 0.01),
shorter in duration (35.2% vs. 28.3% vs. 6.8%,
v2 = 19.1, df 2, P < 0.01) and experienced fewer
depressive episodes (41.0% vs. 28.7% vs. 26.0%,
v2 = 6.4, df 2, P = 0.04). In relation to hypo/manic
episodes, no group differences were observed in
experiencing fewer episodes (34.3% vs. 34.2% vs.
27.4%), but a significantly higher proportion of
those in Group 1 rated improvements in their
severity/intensity (47.6% vs. 33.5% vs. 17.8%,
v2 = 17.2, df 2, P < 0.01), and duration (29.5% vs.
19.5% vs. 8.2%, v2 = 12.3, df 2, P < 0.01).

Finally, the three groups were compared on a
number of non-symptom baseline and follow-up
indicators (rated over the previous month).
Repeated measures analysis of variance revealed
that, while all groups missed significantly fewer
days at work at follow-up (Wilks’ Lambda = 1.0,
F [1, 429] = 13.6, P < 0.01), the groups did not dif-
fer in terms of the magnitude of improvement over
time. Ratings of overall work performance were
more positive at follow-up for all groups, with
Group 1 quantifying the greatest improvement
(Group 1 - 64.8% vs. 33.3%, v2 = 10.1, df 1,
P < 0.01; Group 2 – 63.8% vs. 43.5%, v2 = 12.2,
df 1, P < 0.01; Group 3 – 69.4% vs. 58.3%,
v2 = 4.0, df 1, P = 0.05).

Discussion

It is unlikely that our cohort is representative of a
community sample of those with a bipolar disor-
der, as a consequence of study nuances (e.g. web-
based completion, study inclusion criteria) but
particularly as we invited those accessing a site
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designed for anonymous screening to provide base-
line and follow-up data (including contact details).
Thus, our sample is likely to be biased sociodemo-
graphically and in being particularly organised and
cooperative. The latter may have contributed to
the very high rates of those reporting the MSQ as
informative, validating of their experience and to
be recommended. While (as noted) we previously
established high sensitivity and specificity for the
MSQ in our tertiary referral samples, the classifica-
tory status of the MSQ has not been tested directly
in samples such as the current one – where our
focus was on examining the impact of a ‘positive’
MSQ screen rather than MSQ psychometric
properties.

In addition to assessing the personal impact of a
‘positive’ MSQ screen on our study cohort, we
examined the extent to which they sought diagnos-
tic clarification and initiated treatment strategies.
The sample was effectively trichotomised into three
groups: those taking i) no action, ii) taking action
but not receiving initial diagnostic confirmation
and iii) taking action plus receiving diagnostic
confirmation by a health practitioner. While it is
unlikely that all members of the third group neces-
sarily received optimal treatment for a bipolar
disorder, its members experienced improvement
across a number of key symptom and functioning
parameters. Superior improvement in this group
may have been due to receipt of a more focused

(disorder-specific) treatment plan, or could reflect
differences in diagnosis between the three groups.

Irrespective of actual overall accuracy of the
MSQ in this context, all study groups evaluated
the self-screening test positively and showed some
level of subsequent improvement. As there were
low rates of negative impact documented, the
MSQ appeared to meet the requirements of its con-
stituent responders. As for any screening measure
(e.g. breast screening), test results – valid or not –
will always risk some impact, whether positive or
negative. In terms of MSQ validity, some 80% of
those receiving a ‘positive’ MSQ screen took up
the recommendation for diagnostic clarification by
a health professional but, of that group, only one-
third had the diagnosis confirmed at that initial
consultation. For the other two-thirds, rates of
diagnostic rejection (24%) and lack of certainty
(41%) could reflect false-positive assignment by
the MSQ or limits to that subsequent clinical
assessment – issues that remain to be clarified for
MSQ psychometric properties in community
samples.

This is the first study to evaluate the ‘real world’
clinical utility of a screening test for bipolar disor-
der. The web-based MSQ is readily accessible,
provided without cost, and available for anony-
mous completion. The current study establishes its
utility in terms of the personal psychological
impact, identifies that it is used by some to clarify

Table 4. ‘Action takers’ immediately confirmed as bipolar (n = 105) vs. ‘Other action’ group (n = 272) vs. ‘No action’ group (n = 73): trajectories from baseline to follow-up

Baseline Mean (SD) Follow-up Mean (SD) % Change Wilks’ Lambda (Main effect for time) P-value

Depressive symptoms (QIDS-SR mean score)
Action group (confirmed bipolar
diagnosis)

16.5 (4.2) 11.7 (5.6) 29.1 0.7 0.00

Action group (other) 15.9 (5.0) 12.7 (5.4) 20.1
No action group 15.3 (4.8) 11.9 (5.2) 22.2

Hypo/manic symptoms (ASRM mean score)
Action group (confirmed bipolar
diagnosis)

9.5 (4.1) 9.5 (3.6) 0.0 1.0 0.65

Action group (other) 8.8 (3.6) 8.9 (3.4) 1.1
No action group 9.0 (3.5) 8.5 (3.6) 5.6

Quality of life enjoyment and satisfaction (Q-LES-Q-SF mean score)
Action group (confirmed bipolar
diagnosis)

37.0 (15.3) 52.4 (20.5) 41.6 0.8 0.00

Action group (other) 39.3 (16.8) 49.1 (19.3) 24.9
No action group 39.0 (17.0) 47.8 (19.7) 22.6

Overall functioning (OFA mean score)
Action group (confirmed bipolar
diagnosis)

16.1 (4.1) 11.2 (4.1) 30.4 0.6 0.00

Action group (other) 14.3 (4.9) 11.1 (4.2) 22.4
No action group 13.6 (4.8) 10.2 (4.2) 25.0

Mean days of work missed over previous month*
Action group (confirmed bipolar
diagnosis)

10.0 (8.6) 7.9 (8.6) 21.0 1.0 0.00

Action group (other) 7.2 (7.7) 5.9 (7.4) 18.1
No action group 5.8 (7.4) 4.3 (7.3) 25.9

*Based on reduced sample sizes of n = 103, n = 261, n = 68 for Groups 1, 2 and 3 respectively.
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a previous diagnosed bipolar disorder and focuses
on the impact of obtaining a positive screening
result for the first time. Across all groups the MSQ
demonstrated a very high rate of acceptability,
evoked a significantly higher rate of positive than
negative personal responses and identified three
differing postscreening trajectories. Of key impor-
tance, findings established that those who obtained
diagnostic confirmation following a ‘positive’
MSQ screen and took appropriate action had a
superior clinical outcome – the ultimate utility test
for a screening measure.
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