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Abstract: Background: The Hopkins Symptom Checklist (HSCL) is a widely used measure
of anxiety and depression symptoms. The short form HSCL-5 is especially suitable for large
population-based studies, but its ability to detect mental disorders in the general population
remains unknown. The aim of the study was to assess how well the HSCL-5 identified cases
of generalized anxiety disorder (GAD) and major depressive disorder (MDD) measured
by the Composite International Diagnostic Interview (CIDI) 5.0 and to find the optimal
sex-specific cut-off levels of the HSCL-5. Methods: Participants from the population-based
Trøndelag Health Study (HUNT) in Norway were recruited for the current study. Between
April and September 2020, 1343 participants (64% women) aged 20–65 years completed
the CIDI, followed by the HSCL-5. The overall agreement between the HSCL-5 and GAD
or MDD measured by CIDI was examined with Receiver Operator Characteristics (ROC)
analysis. Sensitivity, specificity, positive predictive value (PPV), and negative predictive
values (NPV) for different cut-off levels were assessed. Results: The area under the curve
for GAD or MDD was 0.90 (CI 95% = 0.85–0.95) for women and 0.85 (CI 95% = 0.68–1.00)
for men. For women, a cut-off level of ≥1.80 had the best balance between sensitivity (85%)
and specificity (84%), while the corresponding numbers were ≥2.00, 73%, and 93% for men.
The global PPV was 21%, while the NPV was 99%. Conclusions: The HSCL-5 has high
sensitivity and specificity for identifying cases of GAD or MDD. In the current study, the
positive predictive value of HSCL-5 was low.

Keywords: Hopkins Symptom Checklist; Composite International Diagnostic Interview;
anxiety; depression; validation

1. Introduction
Mental disorders are a leading cause of disability worldwide [1,2]. Recently, an

increase in the prevalence of symptoms of anxiety and depression has been found in many
countries, especially among young adults [3–7]. This observation has sparked a debate
as to whether an increase in self-reported symptoms also reflects an increase in the true
prevalence of mental disorders.
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For the planning of health promotion and work to prevent mental disorders, accurate
prevalence estimates of mental disorders are crucial. Structured diagnostic interviews
conducted in population-based surveys represent the gold standard for assessing the
prevalence of mental disorders, but such assessments are costly and time-consuming.
Hence, there is a global lack of such studies [8], while shorter questionnaires assessing
symptoms of mental disorders have become increasingly important in monitoring the
mental health of the population [9]. To approximate prevalence estimates of disease
burden, cut-off values have been developed to identify possible cases of mental disorders
from questionnaires. A valid and reliable assessment of the case-finding abilities of these
questionnaires is of the utmost importance in epidemiological research settings. In Norway,
large population-based health surveys have been conducted on a regular basis for several
decades. A common questionnaire used in these surveys is the Hopkins Symptom Checklist
(HSCL) [10].

Since its development in the 1950s, the HSCL [10,11] has become established in clinical
research as a measure of symptoms of mental disorders. The first versions of 40 and
90 items were later reduced to HSCL-25, which captures the two most frequent mental
disorders: anxiety (measured by 10 items) and depression (15 items). Whether HSCL-25
can discriminate between the two is, however, still under debate [12,13]. The case-finding
abilities of HSCL-25 have been tested against structured diagnostic interviews in several
studies since the 1990s, indicating that HSCL-25 has good abilities to detect depression but
varying results for the detection of anxiety [12,14,15].

In epidemiological surveys, long questionnaires may cause lower response rates,
which compromise the generalizability of results [16,17]. Thus, shorter but still valid
questionnaires are in demand. In a Norwegian sample, Tambs and Moum identified
five questions from HSCL-25 and showed that this short form had good psychometric
properties [18]. While studies show that the HSCL-5 has demonstrated good validity when
compared to the total HSCL-25 [19,20], to our knowledge, only one study has compared
HSCL-5 to a structured diagnostic interview [21]. The authors showed that HSCL-5 is
a valid tool for detecting depression in primary care. To our knowledge, no study has
validated HSCL-5 against a structured diagnostic interview in the general population or
evaluated the ability of HSCL-5 to detect anxiety measured by a structured diagnostic
interview. Therefore, the ability of HSCL-5 to detect anxiety and depression in the general
population remains unknown. This knowledge would be an important contribution to the
literature, as several large population-based studies use HSCL-5 (e.g., [22–27]). Moreover,
various studies compare HSCL to different subgroups of anxiety and depressive disorders.
A Norwegian study found that HSCL-25 correlated most strongly with depression, panic
disorder, and generalized anxiety disorder (GAD) [12]. While phobias are more prevalent
among anxiety disorders, the study showed that HSCL-25 did not predict phobias well.
Major depressive disorder (MDD) is the most prevalent among depression disorders [28,29],
and when HSCL-25 is reduced to the short form HSCL-5, items relating to panic disorder
are excluded. Consequently, the current study aims to test the ability of HSCL-5 to detect
GAD and MDD.

Further, different studies recommend different cut-off levels for HSCL-5 (an average
score on the HSCL-5 of ≥1.80 or ≥2.00). Additionally, men and women report different
levels of anxiety and depression symptoms (e.g., [3]), which may indicate differences
in their experience and reporting of symptoms. Consequently, a recent Spanish study
suggests that optimal cut-of levels of HSCL should be stratified by sex [14], a finding
further supported by a study of Norwegian students [30]. This highlights the need for new
knowledge on appropriate cut-off levels for HSCL-5 in both sexes.
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The aim of the current study was to test the ability of HSCL-5 to identify generalized
anxiety disorder (GAD) and major depressive disorder (MDD) through the Composite
International Diagnostic Interview (CIDI) [31,32] in a population-based sample and deter-
mine the sensitivity, specificity, positive predictive value, negative predictive value. Further,
the study aimed to identify optimal cut-off levels of the HSCL-5 for women and for men.

2. Materials and Methods
Sample. Participants in the Trøndelag Health Study (HUNT) were invited to partici-

pate in a structured diagnostic interview survey. HUNT is a longitudinal, population-based
health study in Nord-Trøndelag and Trøndelag (last wave only), two counties in mid-
Norway, inviting every county resident above 20 years to participate (for more information,
see [33]). Invitees to the current study were sampled among HUNT participants aged 20 to
65 years from Trondheim city. HUNT in Trondheim had a participation rate of 43% [33].
The diagnostic interview survey is registered at ClinicalTrials.gov (identifier: NCT04661228)
and approved by the Regional Committee for Medical Research Ethics (2017/28/REK-
midt). Participants invited to the diagnostic interview between April to September 2020
(n = 4300) were also asked to complete the HSCL-5, and 1379 (32%) completed both the
interview and HSCL-5. All participants gave written informed consent.

3. Procedure and Measures
Procedure. The invitees received postal letters with information about the project,

followed by an SMS that informed them how to sign up for the diagnostic interview.
One SMS was sent to remind those not responding, and among those who registered
for the study, up to four attempts were made to schedule the interview (three by phone
and one final by SMS). All participants received a GBP 30 (NOK 300) gift card. The
interviews were conducted face-to-face (n = 278) or by telephone (n = 1101) by trained
and certified interviewers. Participants completed the diagnostic interview, followed by
the questionnaire.

CIDI. Participants completed the Composite International Diagnostic Interview 5th
version (CIDI) [31,32], a standardized interview developed by the World Health Organi-
zation (WHO). CIDI 5.0 assesses the 30-day, 12-month, and lifetime prevalence of several
mental and substance use disorders according to the criteria in the Diagnostic and Statistical
Manual of Mental Disorders 5th edition (DSM-5) [34] and the International Classification
of Diseases 10th edition (ICD-10) [35]. It has demonstrated high validity and reliability
for mental disorder assessment in the general population [31,36]. The mental disorders
were operationalized according to diagnostic algorithms developed by the World Mental
Health Survey (WMHS) for use on CIDI 5.0. In the current study, we aimed to compare
CIDI-derived diagnoses with the HSCL-5. The HSCL-5 has a 2-week timeframe, and in
order to approximate a comparable timeframe, only the prevalence of diagnoses based on
the last 30 days from CIDI was utilized.

Case definitions. The 30-day mental disorder was defined as the presence of a mental
disorder during the 30 days prior to the interview (yes/no). As HSCL-5 was designed
to measure symptoms of anxiety and depression, the following mental disorders were
included: generalized anxiety disorder (GAD) and major depressive disorder (MDD) as
individual diagnoses, and GAD or MDD combined, any anxiety or depressive disorder
(including generalized anxiety disorder, panic disorder, specific phobia, agoraphobia, social
anxiety disorder, major depressive disorder, bipolar type I and II disorders).

HSCL-5. The Hopkins Symptom Checklist (HSCL-5) was used to assess symptoms
of anxiety and depression. The HSCL-5 consists of 5 items scored on a Likert scale from
1 (‘not bothered’) to 4 (‘very bothered’). Participants are asked to rate to which degree they
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are bothered by the different symptoms for the past two weeks. An average score on the
HSCL-5 of ≥1.80 or ≥2.00 is commonly used as a cut-off for identifying possible cases of
mental disorders and corresponds well with the cut-off of ≥1.75 on the 25-item version
(HSCL-25) [19,21].

Sex, age, level of education, and whether the respondent was living with a partner
were reported by participants in the questionnaire. Participants’ level of education was
categorized as (a) high school level, (b) lower degree of higher education (≤four years
at a university or college), and (c) higher degree of higher education—(≥four years at a
university or college). Living with a partner was coded “yes” if the participant reported to
be married or living with someone in a marriage-like relationship and “no” otherwise.

4. Statistical Analyses
Factor analyses. We conducted an explorative factor analysis and an orthogonal

varimax rotation to determine whether the HSCL-5 was best understood as one or more
factors in our sample.

Criterion validity. The overall agreement between the HSCL-5 and the criterion
standard CIDI generalized anxiety disorder (GAD) or major depressive disorder (MDD), or
GAD and MDD separately, were examined with Receiver Operator Characteristics (ROC)
analysis. The ROC curve represents sensitivity and specificity for all different cut-off levels
and was used to determine the optimal cut-off level overall for women and men separately
and for participants below and above 30 years. Sensitivity is the ability of HSCL-5 to
detect a true positive case, and specificity is an expression of how well the test detects a
true negative case [37]. In combination, sensitivity and specificity indicate the diagnostic
accuracy of HSCL-5 compared to CIDI and are therefore important markers of criterion
validity. The area under the ROC curve (AUC) is an index of the goodness of the scale.
The AUC was estimated with 95% CI. Positive and negative predictive values for different
cut-off levels were also assessed. All analyses were conducted in STATA, version 17.0.

5. Results
Descriptives. In total, 1379 participants completed both the CIDI interview and

HSCL-5. Participants included and excluded from the analyses are shown in Figure 1.
Four participants had missed only one item in HSCL-5. For these, the mean score was
calculated based on the four valid items. Three participants had missing information on
bipolar type II disorder. These three participants were categorized as having “no affective
disorder”, as they also had no MDD or bipolar type I disorder. Twenty participants had
missing diagnostic information on any anxiety disorder and were categorized as “no”, as
they had no positive diagnosis on the remaining other anxiety disorders. The final sample
consisted of 1343 participants (31% of the invitees). The demographics of the sample and
the number of people with different CIDI diagnoses are shown in Table 1.

Factor analyses. Prior to performing factor analysis, the suitability of data for factor
analysis was assessed. The Kaiser–Meyer–Olkin value was 0.86, and Bartlett’s test of
sphericity was significant, p < 0.01, both indicating the suitability of data for factor analysis.
The explorative factor analyses showed the two first eigenvalues of 2.85 and 0.05, yielding
a ratio between them of 57, indicating essential unidimensionality. Only the first factor
had an eigenvalue above 1, meaning that according to Kaiser’s criterion (eigenvalues > 1),
HSCL-5 is best understood as one factor. Consequently, HSCL-5 is treated as one factor in all
further analyses. Table 2 shows the factor loadings for all items on one factor. The internal
consistency of the whole HSCL-5 scale was high (α = 0.87; with all items contributing to
increase the estimated scale reliability).
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Figure 1. Flowchart of participants in the study.
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Table 1. Descriptives of the sample.

Demographic Information

Women, n = (%) 860 (64%)

Age, mean 39
(SD = 12, range 20–66)

Higher education,
(lower or higher degree of higher education) 1036 (77%)

Diagnoses From CIDI, 30 Days

GAD or MDD *, n = (%) 56 (4.2%)
Generalized anxiety disorder 36 (2.7%)

Major depressive disorder 32 (2.3%)
Any affective or anxiety disorder ** 172 (13%)

Any anxiety disorder 154 (11.5%)
Any affective disorder 36 (2.7%)

CIDI = Composite International Diagnostic Interview. * Generalized anxiety disorder (GAD) or major depressive
disorder (MDD). ** Including generalized anxiety disorder, panic disorder, specific phobia, agoraphobia, social
anxiety disorder, major depressive disorder, bipolar type I and II disorders.

Table 2. Factor loadings of the 5 items in Hopkins Symptom Checklist-5.

Item Factor Loading

Feeling fearful 0.83
Nervousness or shakiness inside 0.83
Feeling hopeless about the future 0.77

Feeling blue 0.78
Worry too much about things 0.85

Criterion validity. The mean HSCL-5 score was 1.32 (SD = 0.47) for the whole sample,
2.32 (SD = 0.68) among those with GAD, and 2.28 (SD = 0.84) among those with MDD.
Measured by HSCL-5, 222 individuals (16.5%) scored above ≥1.80 (19% of the women
and 12% of the men). Of the 222 with a score above ≥1.80, 46 (21%) had a GAD or MDD
diagnosis. Out of those with a GAD or MDD diagnosis in CIDI, 46 (82%) had an HSCL-5
score above ≥1.80 (83% of those with a GAD diagnosis, 77% of those with MDD diagnosis).

The ROC curves for GAD or MDD are presented separately for men and women
in Figure 2. The point-estimate for AUC was marginally better for women (AUC= 0.90,
CI 95% = 0.85–0.95) than for men (AUC = 0.85, CI 95% = 0.68–1.00). The separate ROC
curves for GAD and MDD are presented in Figures 3 and 4.

The sensitivity, specificity, positive predictive value (PPV), and negative predictive
value (NPV) of different cut-off levels of HSCL-5 are shown in Table 3, for GAD or MDD and
for GAD and MDD separately (for all cut-off levels, see Table S1 in Supplementary Material;
for other diagnoses, see Table S2 in Supplementary Material). In the current sample, no one
scored at 1.75, and that cut-off level is therefore not reported. Overall, HSCL had the best
balance between sensitivity (82%) and specificity (86%) for GAD or MDD using ≥1.80 as the
cut-off point. For women, a cut-off level of ≥1.80 had the best balance between sensitivity
(85%) and specificity (84%). For men, a cut-off level of ≥2.00 had the best balance between
sensitivity (73%) and specificity (93%) (see Supplementary Table S3). For participants
≤30 years old (n = 434), a cut-off level of ≥2.00 had the best balance between sensitivity
(83%) and specificity (88%) (see Supplementary Table S4). For participants >30 (n = 909), a
cut-off level of ≥1.60 had the best balance between sensitivity (85%) and specificity (80%).
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Table 3. Sensitivity and specificity of Hopkins Symptom Checklist-5 (HSCL) at different cut-off levels
for different CIDI diagnoses (30 days).

CIDI Diagnoses
GAD or MDD * GAD MDD

HSCL cut-off ≥ 1.80

Sensitivity 0.82 0.83 0.77
Specificity 0.86 0.85 0.85

PPV 0.21 0.13 0.10
NPV 0.99 0.99 0.99

HSCL cut-off ≥ 2.00

Sensitivity 0.77 0.78 0.74
Specificity 0.92 0.91 0.90

PPV 0.29 0.19 0.16
NPV 0.98 0.99 0.99

HSCL cut-off ≥ 2.25

Sensitivity 0.43 0.44 0.38
Specificity 0.97 0.97 0.96

PPV 0.41 0.27 0.20
NPV 0.97 0.98 0.98

CIDI = Composite International Diagnostic Interview. * Generalized anxiety disorder (GAD) or major depressive
disorder (MDD), PPV = positive predictive value, NPV = negative predictive value.

Sensitivity and specificity for GAD and MDD separately are presented in Table 3. The
sensitivity for any affective or anxiety disorder was 0.45, while the specificity was 0.88 (for
more details, see Table S2, Supplementary Material).

6. Discussion
The importance of the validity and reliability of measures of mental health are receiv-

ing renewed interest as recent studies show an increase in the prevalence of young people
reporting symptoms of anxiety and depression [3–7]. To the best of our knowledge, the
current study is the first to address to what degree HSCL-5 captures common mental disor-
ders (generalized anxiety disorder (GAD) or major depressive disorder (MDD)) diagnosed
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with a structured interview (CIDI) in the general population. Our results indicate that
HSCL-5 discriminates well between people with and without GAD or MDD, with HSCL-5
showing high sensitivity and specificity, supporting the criterion validity of the scale. The
negative predictive value was also found to be high. However, the positive predictive value
of HSCL-5 in the general population was low.

Our results confirm that HSCL-5 may be best understood as a unidimensional mea-
sure [12,13]. This may not necessarily reflect the quality of the questionnaire per se but
rather reflect that symptoms of anxiety and depression often co-occur and may be, to
some extent, overlapping [38,39]. The area under the ROC curve above 0.80 indicates that
HSCL-5 discriminates well between people with and without GAD or MDD and between
people with or without GAD. For MDD, the area under the ROC curve was 0.86 for women
but 0.75 for men. While the latter is lower, all levels above 0.75 are considered to be of
clinical utility [40].

In the study by Rodríguez-Barragán and colleagues (2023), the sensitivity and speci-
ficity for depression were 78% and 73% for HSCL-5 [21], similar to the sensitivity found in
the current study for the detection of MDD (77%). However, we found a higher specificity
(85%). Previous studies comparing the 25-item version to structured diagnostic interviews
report a sensitivity between 70% and 88% and a specificity of between 77% and 85% for
depression or mood disorders, and a sensitivity of 43–50% and a specificity of 83% for anxi-
ety disorders [12,14,15]. We show a similar sensitivity and specificity for depression and
specificity for anxiety compared to previous studies of the full-scale HSCL-25. However,
our results show a higher sensitivity for HSCL when compared to GAD, while the sensitiv-
ity when HSCL was compared to any anxiety disorder was low. This might indicate that
HSCL-5 discriminates well between people with and without generalized anxiety disorder
(GAD) but is less effective in detecting people with other anxiety disorders. Importantly,
the different studies are not directly comparable as they include different diagnoses of
anxiety and depression.

For the total study population in the current study, the optimal cut-off level was
≥1.80, which provides a good balance between sensitivity (0.82) and specificity (0.86) for
GAD or MDD. This means that HSCL-5 correctly identifies 82% of the people diagnosed
with GAD or MDD according to CIDI and correctly identifies 86% of the people with no
diagnoses. Importantly, we identify different optimal cut-off levels for women and for men.
For men, the cut-off level of ≥2 provided the best balance between sensitivity (0.73) and
specificity (0.93). The cut-off for HSCL-5 was first recommended to be ≥2, based on a study
comparing HSCL-5 to the full HSCL scale [19]. However, a recent study comparing HSCL-5
to a structured diagnostic interview in a clinical setting found that the cut-off of ≥1.80 fitted
well for the total patient population and ≥2 for men for the detection of depression [21].
These sex-specific cut-off values are confirmed in the current study, for the prediction of
both GAD and MDD in the general population. This provides confidence in our results.
One should note, however, that in the current study, no participants had a score of 1.75,
which is the recommended cut-off level for HSCL-25. Consequently, we were unable to
investigate whether 1.75 or 1.80 received the best balance. We observed that a higher cut-off
level had the best balance for participants below 30 years old, and a lower level were most
suitable for participants above 30 years. This is interesting to note as many studies report
an increase in the prevalence of symptoms of anxiety and depression among young adults.
Future studies of young adults should consider to take this into account.

Our choice of optimal cut-off level is based on the use of HSCL-5 for epidemiological
purposes, and therefore, the cut-off with the best balance between sensitivity and specificity
was chosen [41]. However, which cut-off level is considered optimal depends on the
purpose for its use. If HSCL-5 is used with the aim of identifying all people with a mental
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disorder, one may choose a lower cut-off level with higher sensitivity. On the other hand, if
HSCL-5 were to be used for screening in the general population, with limited resources
available for follow-up diagnostic interviews, a cut-off level with higher specificity (at the
cost of lower sensitivity) may be preferable.

The ability of a questionnaire to detect a disorder depends both on the characteristics
of the questionnaire and on the prevalence of the disease in the population of interest.
While the sensitivity, specificity, and negative predictive value of HSCL-5 were all high in
our study, the positive predictive value (PPV) was low. This means that when a person
scores above the cut-off on HSCL-5, the probability of having an actual diagnosis of GAD
or MDD, according to CIDI, is low (21%). Our results indicate that if 100 people in a
population are tested with HSCL-5, 16 of them will score above the cut-off of ≥1.80, but
only 3 out of the 16 (21%) will have a diagnosis of GAD or MDD. To put it differently, the
remaining 13 persons who score above the cut-off are unlikely to be diagnosed with GAD
or MDD (even though their symptoms might be burdening). The current study offers an
important perspective on the interpretation of the observed increases in people scoring
above the cut-off for anxiety and depression using shorter questionnaires.

Importantly, PPV (and NPV) is highly connected to the actual prevalence of mental
disorders in the population. Using a test with the same sensitivity and specificity, the PPV
will increase with increasing prevalence in the population tested. This is illustrated in
Table 4, which shows the PPV and the NPV in the current sample as well as estimates of
two hypothetical samples with higher prevalence of GAD and MDD, of 8.4% and 16%,
respectively. As can be seen in Table 4, in a population with a prevalence of 8.4% or 16%
of GAD or MDD, PPV tells us that 36% and 53% of people who score above the cut-off
are likely to have a diagnosis of GAD or MDD. Thus, in the latter example, the test result
is more correct, even though the characteristics of the test are the same. Consequently,
HSCL-5 will have higher positive predictive value in populations with a higher prevalence
of mental disorders (e.g., primary care settings) compared to the general population.

Table 4. Positive predictive value and negative predictive value in the current sample and two
hypothetical populations with different prevalences of generalized anxiety disorder (GAD) or major
depressive disorder (MDD).

Current Sample Hypothetical Population I Hypothetical Population II

Prevalence of GAD or MDD, % (n=) 4.2%
(56)

8.4%
(113)

16%
(215)

Sensitivity of HSCL-5 cut-off ≥ 1.80 0.82 0.82 0.82

Specificity of HSCL-5 cut-off ≥ 1.80 0.86 0.86 0.86

Positive predictive value (PPV) 0.21 0.36 0.53

Negative predictive value (NPV) 0.99 0.98 0.96

7. Strengths and Limitations
To the best of our knowledge, this is the first study to address to what degree HSCL-5

captures common mental disorders (GAD or MDD) diagnosed with a structured interview
(CIDI) in the general population. Our study has several strengths: First, the data were
collected as part of an internationally recognized population-based health study (HUNT).
Second, while previous studies examining the corresponding abilities of HSCL have only
referred participants with a score above the cut-off level to the diagnostic interview—the
current study invited all participants to complete both CIDI and the HSCL. Thus, the
results can be used to determine to what degree this short questionnaire can be applied
to determine the true prevalence of mental disorders in a population. Third, both exam-
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inations were completed on the same day, ensuring partly overlapping time frames for
symptom assessments.

The results must be interpreted in light of six limitations: First, although this study
was population-based, there was substantial attrition (participation rate is 31%). While
attrition in follow-up studies is a substantial problem when examining exposure–outcome
associations and prevalence rates, it might be less problematic for cross-sectional association
studies such as those applied in the current project [42]. The prevalence of GAD (2.7%) and
MDD (2.3%) was lower than what has been reported in previous cross-sectional studies
from Norway [43], but this might be due to the limited time frame (30 days) we applied
in the current study. Second, while the HSCL-5 asks participants to report symptoms for
the past 2 weeks, CIDI asks participants to report symptoms from the past month. Thus,
the two measures do not have the same timeframe, which may influence the results. Third,
the CIDI interviews were conducted by phone and face-to face. Previous studies have
shown, however, that this is unlikely to have any effects of the results [44]. Fourth, data
were collected during the COVID-19 pandemic. This might have had some implications,
although we believe that any effects would be small as most of the data collections were
conducted by phone, and this part of Norway suffered smaller consequences with regard to
disease severity, lockdowns, etc. Fifth, interviews and questionnaires were administered on
the same day and always in this order (interviews first). Thus, subjects might be influenced
by their answers in the interview when filling out the HSCL questionnaire. Sixth, these
results based on a Norwegian sample may not be fully generalizable to other regions and
cultural settings.

8. Conclusions
The current study is the first to evaluate the case-finding abilities of Hopkins Symptom

Checklist (HSCL)-5 against a diagnostic interview in a general population. The results show
that HSCL-5 has high sensitivity and specificity and thus identifies people with diagnoses
of GAD or MDD well in the general population. The optimal cut-off level for HSCL-5 in
the current study was ≥1.80 (and ≥1.80 for women and ≥2.00 for men). The ability of
a questionnaire to detect a disorder depends on the characteristics of the test as well as
the prevalence of the disease in the population of interest. In the general population, the
positive predictive value of HSCL-5 was low.
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