CCBT SCREENING INTERVIEW GUIDE
Patient name:          
 



Date:      
Screening therapist:      



Mode: face-to-face  FORMCHECKBOX 
 /phone  FORMCHECKBOX 

Duration:       min.

1a. What do you see as your main problem that you would like help with?

1b. Any other problems?

2a. Behavioural deficits: Are there any things you avoid, or do less of, because of the problem… or to make yourself feel better / cope with the problem?

2b. Behavioural excesses: Are there any things you do more of because of the problem… or to make yourself feel better  / cope with the problem? Are there things that your family/friends do for you to help you with the problem / make you feel better?
3. Agoraphobia: Do you avoid public places from which a quick escape may be difficult (e.g. public transport, shops/town centres, queues, cinema, unfamiliar buildings, being far from home)?
4. Panic: In the last 2 weeks have you experienced any sudden/ “out of the blue” attacks of anxiety? What physical symptoms did you experience? How long did they last for? Did they come on suddenly or did they develop gradually over time? 
5. Social phobia: During the last few weeks, have you avoided any social situations for fear that attention might be drawn on you?

6. Specific phobia: check for small enclosed spaces, vomit, blood/injury (Hospitals/ dentists), heights, flying, thunder, animals/insects.

7a. OCD - obsessions: check for any unwanted thoughts about bad things, things going wrong, doubts, etc.
7b. OCD – compulsions/rituals (overt actions or cover/mental rituals): check for any things the person does to counteract unwanted thoughts or to prevent/control anxiety, such repetitive checking, counting, cleaning, putting things in order, hoarding, repeating something in their head etc

8a. Feared consequences: What do you think is the worst thing that could happen in this situation?

9. PTSD: Have you ever experienced, or witnessed, an unusually terrible or upsetting event, and suffered from the after-effects of this event?

IF YES, check for:
· How long ago the event took place - how long after the event after-effects started.

· Re-experiencing / reliving phenomena causing distress: no need to for details – use peripheral questioning e.g. whether mental images, nightmares or thoughts, how often occur, can the person get rid of them and how, what emotions do they go through when experiencing these (e.g. fear, sadness, anger)
· Difficulty recalling aspects of the event
· Hyper-vigilant, feeling “on edge”, checking, etc.
· Avoiding things/places/people that remind the person of the event
10. Health Anxiety / Somatisation:

Are there any physical problems that you worry about? (check whether these are consistent and long-term, or varied and intermittent)
IF YES:
· Do you check yourself or go to the doctor’s frequently because you worry?

· Do you find it hard to stop worrying about your physical problems?

· Do you think there is something seriously wrong with your health that other people, or your doctor, have missed?

11. GAD: 
During the past 6 months, have you been feeling worried, tense or anxious about everyday events and problems?  (and the worry was unrelated to phobia, OCD, panic attacks, having a serious illness, having multiple physical complaints)

IF YES:

· What sort of everyday things do you worry about? (e.g. children’s health, safety of home and family, school or work performance)

· How easy is it for you to control your worry? Have you been worrying much more than other people in your situation would do? Are you a worrier? 
· Does worry interfere with your everyday activities? In what way? (work, home, private leisure, relationships)
· When you feel anxious and worried what physical and mental symptoms do you get? (
· For diagnosis, 3 out of the following 6: restlessness/ feeling on edge FORMCHECKBOX 
, fatigue FORMCHECKBOX 
, concentration problems FORMCHECKBOX 
, muscle tension FORMCHECKBOX 
, sleep disturbance FORMCHECKBOX 
, irritability FORMCHECKBOX 

· Other symptoms: palpitations FORMCHECKBOX 
, sweating FORMCHECKBOX 
, trembling FORMCHECKBOX 
, dry mouth FORMCHECKBOX 
, difficulty breathing FORMCHECKBOX 
, feeling of choking FORMCHECKBOX 
, chest pain FORMCHECKBOX 
, abdominal distress FORMCHECKBOX 
, feeling light-headed or dizzy FORMCHECKBOX 
, derealisation/depersonalisation FORMCHECKBOX 
, fear of losing control FORMCHECKBOX 
, fear of dying FORMCHECKBOX 
, hot/cold flushes FORMCHECKBOX 
, numbness/tingling sensations FORMCHECKBOX 
, difficulty swallowing FORMCHECKBOX 
, feeling ”jumpy” or easily startled FORMCHECKBOX 
. 

12. Depression: 
Main symptoms
· Depressed mood for most of the time for over 2 weeks:

· Loss of interest or pleasure*:

· Decreased energy levels/increased fatigability:

Secondary symptoms 

· Confidence/self-esteem:

· Guilt/self-reproach:

· Suicidal ideation or behaviour/ thoughts of death:

If yes:

· Plans:

· Intent:

· Opportunity:

· Support:
· Coping strategies:

· Preventive factors/Hope for the future:
· Previous attempts:
· Concentration / Memory/ Indecisiveness:

· Psychomotor activity (agitation or retardation)*:

· Sleep disturbance: (morning waking & mood worse morning?)*

· Changes in appetite (decrease or increase) and weight*:

Other symptoms
· Lack of emotional reactions*: 

· Marked loss of libido*: 

13. Risk to others: check for forensic history, aggressive outbursts, any trouble with the law, any person they particularly resent
14. Psychosis - Have you had any strange experiences, or thought that something strange was happening that other people don't experience or understand?

15. Substance use 

· Alcohol:

· Illicit drugs/non-prescribed medication:

· Prescribed medication:

· Over-the-counter medicines:

· Caffeine:

· Tobacco:

16. Motivation / commitment: Have you had any treatment in the past? (check for outcome or reasons for discontinuing treatment). Do you receive any treatment / see a professional about the problem at the moment? What would you like to be able to do in the near future that you cannot do know because of the problem?
17. DIAGNOSIS (inc. description of symptoms and ICD-10 category)

18. OUTCOME ON SUITABILITY

· SUITABLE for:    FearFighter  FORMCHECKBOX 
 
Balance  FORMCHECKBOX 
 
Cope  FORMCHECKBOX 
 
BTSTEPS  FORMCHECKBOX 

· UNSUITABLE because:      
· REFUSED TREATMENT because:      
CONTRA-INDICATIONS 
Alcohol:
 FORMCHECKBOX 






Physical problem:  FORMCHECKBOX 

Psychosis:  FORMCHECKBOX 






Suicidal:  FORMCHECKBOX 

Drugs- tranquillisers- non-prescription: FORMCHECKBOX 


Other:  FORMCHECKBOX 
      
Gega et al, 2005

