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DEPRESSION SCREENING AND DIAGNOSIS 
Juliette F. Spelman, MD 

Week 1 
 
Educational Objectives: 
 

1. Understand when and how to screen for depression 
2. Identify the symptoms and diagnostic criteria of a major depressive episode 
3. Assess for severity of depression, including assessing suicide risk 

 
 
CASE ONE: 

 
You are part of a busy and well-staffed primary care practice located in an 
academic tertiary care center.  Mr. M comes to see you for a routine visit.  He is 65 
years old with well-controlled hypertension.  He has no complaints and appears well 
clinically.   
 

 
Questions: 
 

1. What are the recommendations around screening adult patients for 
depression?  Should you screen Mr. M for depression? 
Depression is a leading cause of disability and loss of productivity in adults in 
high income countries, resulting in increased mortality from suicide and in 
reduced ability to manage other chronic health conditions (Sui, 2016). It affects 
approximately 8% of the U.S. population (Maurer, 2018). 
 
The U.S. Preventive Services Task Force (USPSTF) notes that there is convincing 
evidence that routine screening of all adults for depression improves “accurate 
identification of adult patients with depression” and that there is adequate 
evidence that “programs combining depression screening with adequate support 
systems in place improve clinical outcomes (reduction or remission of depression 
symptoms)” (Sui, 2016).  
 
As cited in the Annals article, a meta-analysis of screening studies suggests that 
screening is associated with a 9% absolute reduction in patients with persistent 
depression at six months (McCarron, 2016).  Assuming 10% prevalence, the 
number needed to screen to produce one remission would be 110 primary care 
patients. 
 
In this clinical setting (i.e., an academic tertiary care center with adequate 
resources in place for diagnosis, treatment, and appropriate referral and follow-
up), it is reasonable to recommend routine screening for depression. 
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2. How might screening recommendations differ depending on practice 
settings? 
Routine screening for depression may not be feasible in clinical settings that do 
not have adequate support systems to ensure accurate diagnosis, effective 
treatment, and appropriate clinical follow-up.  This may include physicians 
practicing independently in resource poor environments where there may not be 
sufficient access to mental health providers or staffing and systems in place to 
assist with screening or referral. 
 
According to the USPSTF, “the lowest effective level of support consisted of a 
designated nurse who advised resident physicians of positive screening results and 
provided a protocol that facilitated referral to evidence based behavioral 
treatment”, and at the highest level, examples of support included staff and 
clinical training (one- to two-day workshops), clinician manuals, monthly training 
lectures, academic detailing  (face-to-face education of prescribers by trained 
health care professionals), etc. (Sui, 2016). 

 
3. What screening tools are available? Is one better than another? How 

frequently should you screen your patients? 
There are multiple validated screening instruments for depression, and the 
USPSTF does not recommend one over the other.  Commonly used screening 
tools include the Patient Health Questionnaire (PHQ2, and PHQ9) the Hospital 
Anxiety and Depression Scales, the Geriatric Depression Scale in older adults, 
and the Edinburgh Postnatal Depression Scale in postpartum and pregnant 
women.  In the refugee population, the Hopkins Symptom Checklist-25 has been 
validated and is available in many languages. 
 
The Annals article cites a meta-analysis of screening instruments that 
demonstrates that the two-question PHQ-2 performs as well as many longer 
instruments. 
 
The optimal screening interval has not been determined. 
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CASE ONE CONTINUED: 

 
After review of the guidelines, your clinic has set up routine screening of patients at 
check in, where patients are handed a sheet with the Patient Health Questionnaire 
(PHQ-2) and prompted to complete the following questions and show it to their 
clinicians:  
 
“Over the past two weeks, have you felt down, depressed or hopeless?” 
Not at all  Several days  More than half the days  Nearly every day 
       0   1   2    3 
“Over the past two weeks have you felt little interest or pleasure in doing things?” 
Not at all  Several days  More than half the days  Nearly every day 
0   1   2    3 
 

 
4. Mr. M answers yes to more than half the days on the first question and no to 

the second.  Does this mean he is suffering from a major depressive episode? 
A positive response to both items in the PHQ-2 has a sensitivity of 96% and a 
specificity of 57% for depression (McCarron, 2016).  A positive screen does not 
solidify a diagnosis but should rather prompt a more detailed clinical assessment. 
 
Patients with positive response to either one or both questions should be assessed 
for depression based on diagnostic criteria put forth by the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5).  These criteria are 
reflected in the PHQ-9, which can be used both as a diagnostic tool and to assess 
for the severity of a depressive episode. 

 
 
CASE TWO: 

 
Mrs. D, a 45-year-old female, comes in for several months of low back and knee 
pain.  Her past medical history is notable for poorly controlled type two diabetes, 
hypertension, and hyperlipidemia. 
 
She tells you she has been “miserable all the time” for many months.  She has not 
been taking her medications and has been missing a lot of work due to her pain and 
lack of energy.  She has received two written warnings about her absence from 
work. You are concerned about depression.  On further questioning she tells you she 
is unable to concentrate at work, that she feels that she is “failing at everything”, 
and that she often does not sleep well. On exam she appears tired, withdrawn and 
tearful. 
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5. What are the criteria for a major depressive episode, based on the DSM-5.   
Do you think she meets the criteria? What more might you need to know or 
check for? 
Preceptors should refer to Table 1 in the Annals article, which is summarized 
below. 
 
Patients need five or more symptoms (see below), one of which needs to be 
depressed mood or loss of interest/pleasure (anhedonia), occurring together over a 
two-week period.  Symptoms need to affect functioning (social, occupational, 
etc.) and should occur most of the day, nearly every day. 
 

• Depressed mood 
• Diminished interest/pleasure in activities 
• Weight loss/weight gain, decreased/increased appetite 
• Insomnia/hypersomnia 
• Psychomotor agitation or retardation 
• Fatigue/loss of energy 
• Feeling of worthlessness or excessive guilt 
• Diminished ability to think or concentrate 
• Recurrent thoughts of death, suicidal ideation 

 
*Symptoms may not be attributable to direct effect of a substance 
(drug/medication) or medical condition (hypothyroidism), not better explained by 
other mental health disorders (schizoaffective disorder), and there should never 
have been a manic or hypomanic episode (this would define a bipolar spectrum 
disorder). 
 
In the above case, Mrs. D’s symptoms include feeling down/depressed most of the 
time, insomnia, fatigue, worthlessness, and difficulty concentrating.  She has at 
least five symptoms (one of which is a depressed mood), occurring together over 
a two-week span, and these symptoms are affecting her ability to keep her job.  
Her presentation is consistent with a major depressive episode.  
 
You should ask her specifically about any substance use disorders and about 
whether she has ever had symptoms suggestive of a manic or hypomanic episode.  
In addition, a TSH check to rule out hypothyroidism will be important prior to 
assigning a diagnosis.  More information regarding screening tools for bipolar 
disorder can be found on the SAMSHA website: 
https://www.integration.samhsa.gov/clinical-practice/screening-tools 
 
Though not one of the symptomatic criteria of a major depressive episode, it is 
important to note that chronic pain can often be exacerbated by depression, and 
that multiple chronic medical conditions can increase risk for depression. 
Clinicians should be vigilant for depressive episodes in patients who present with 
worsening of chronic pain (as in the case above), or unexplained somatic 
symptoms. 
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6. How might clinicians establish severity of symptoms?  Why is it important to 
assess for severity? 
The PHQ-9 is a 9-item questionnaire that can be easily quantified to assess 
severity of depression.  The questions mirror the DSM-V, and each item can be 
attributed a score (0= not at all, 1= several days, 2= more than half the days, 3 = 
nearly every day).  Please look at the PHQ-9 (Table 2 of the Annals article).  
 
Scores range from 0-27 with 0-4 not depressed, 5-9 minor depression, 10-14 mild 
depression, 15-19 moderately severe depression, and 20-27 severe depression.   
 
Severity assessment is important because it can help guide treatment 
recommendations, and help clinicians monitor response to treatment.  More 
detailed discussion of the treatment of depression will be addressed in another 
chapter.  It important to note that mild depression may not require medication, 
that mild-moderate depression can be managed successfully with psychotherapy 
or medication, whereas severe depression may respond better to medication or 
medication combined with psychotherapy (rather than therapy alone). 
 
 

CASE THREE: 

 
Mr. S is a 32-year-old who has a history of major depression. Several years ago, he 
required a three-week hospitalization for his depression, after threatening to “jump 
in front of a train.” Since then he had been well-managed with sertraline, though he 
has not had regular mental health follow-up for several years. A few months back 
he stopped taking his medication, as he didn’t think he needed it anymore.  He is 
seeing you for follow-up.  He notes significant worsening of his symptoms, including 
lack of interest in work/hobbies, poor eating habits, sleeping “all day long,” inability 
to focus on his work, and no energy.   His symptoms meet criteria for a major 
depressive episode, and you administer the PHQ-9.  He scores a 21, suggesting a 
severe major depressive episode.   
 

 
7. What additional assessment is critical in this case? When should clinicians 

assess for suicide risk? 
According to the Annals article, more than 30,000 U.S. citizens commit suicide 
annually (McCarron, 2016).  Mental health conditions, including depressive 
disorder and substance use disorders, are the strongest risk factors for suicide.  In 
patients with major depression, previous suicide attempts are strong predictors of 
completed suicide.  It is critical in this scenario, given worsened depressive 
symptoms and a history of suicidal ideation, to assess for suicide risk.  This 
involves asking about suicide directly (in an objective, direct, non-leading and 
non-judgmental way): “Have you had thoughts of harming yourself or ending 
your life?” “Have you thoughts of suicide?” 
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There are several tools available to assist clinicians in assessing risk for suicide. 
Please have your group bring these up on their devices to review: 
 

• ASQ tool 
https://www.nimh.nih.gov/labs-at-nimh/asq-toolkit-materials/asq-
tool/asq-screening-tool.shtml 

 
• SAFE-T (Suicide Assessment Five-Step Evaluation and Triage) 

https://www.integration.samhsa.gov/images/res/SAFE_T.pdf 
 

• Columbia-Suicide Severity Rating Scale 
https://www.integration.samhsa.gov/clinical-
practice/Columbia_Suicide_Severity_Rating_Scale.pdf 

 
The Annals specifically encourages clinicians to ask about and reduce access to 
lethal means, including firearms. 
 
Significant suicidal thoughts, including means, intent and plan, should merit 
immediate psychiatric assessment by trained mental health professionals. 
  

https://www.nimh.nih.gov/labs-at-nimh/asq-toolkit-materials/asq-tool/asq-screening-tool.shtml
https://www.nimh.nih.gov/labs-at-nimh/asq-toolkit-materials/asq-tool/asq-screening-tool.shtml
https://www.integration.samhsa.gov/images/res/SAFE_T.pdf
https://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
https://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
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CME Questions: 
 

1. You are part of a large primary care practice with good staffing ratios and 
access to a broader network of mental health clinicians.  Which of the 
following is true? 

a. You do not need to screen patients for depression as there is no data to 
support benefit. 

b. Your clinic should have a system in place to routinely screen your adult 
patients for depression using a validated screening tool, as this can help 
improve outcomes in patients with depression. 

c. The clinicians in this practice should decide for themselves whether they 
have time to screen patients and whether they wish to implement this in 
their practice setting. 

d. Screening patients for depression results in increased risk for suicide 
because more patients end up prescribed anti-depressants. 

 
2. Ms. T is a 34-year-old, who notes feeling down all the time for several 

months, as well as poor sleep, poor appetite, no energy, and difficulty 
concentrating.  She has been unable to find a job after being laid off last year 
and is also going through a divorce. Which of the following is the most 
accurate statement? 

a. This patient meets criteria for a major depressive episode and should be 
started on anti-depressants. 

b. This patient meets criteria for a major depressive episode and should be 
referred to psychotherapy. 

c. This patient has an adjustment disorder to life stressors, not a major 
depressive episode. 

d. More clinical information is needed including substance use history, 
history of potential manic/hypomanic episodes, as well as an assessment 
of severity of symptoms (using PHQ-9) before assigning a diagnosis and 
offering treatment option. 

 
3. Mr. S is a 24-year-old.  He has a history of major depressive disorder and is 

not doing well.  He notes significantly depressed mood, and in addition to 
many other symptoms, tells you his “life is not worth living.”  He has been 
thinking seriously about “ending it all,” and has access to a firearm.  Which 
of the following is true? 

a. Asking about and reducing access to lethal means (including firearms) can 
help reduce risk for suicide 

b. Asking further questions about suicidal thoughts can trigger him and 
increase his risk for suicide 

c. Assessing for suicide risk is best done by a mental health clinician and 
should not be done in the primary care setting 

d. Mr. S has a low risk for suicide based on age and gender 
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Answers: 
 

1. b The USPSTF recommends routine screening of all adults in clinical scenarios 
that support accurate diagnosis, effective treatment and appropriate follow-
up.  Screening improves accurate identification of a major depressive episode 
and improves clinical outcomes (reduction or remission of depression 
symptoms).  There are no significant harms associated with depression 
screening according to USPSTF. 

2. d Though this patient does have symptoms suggestive of a major depressive 
episode, it is critical to rule out substance use disorder or bipolar spectrum 
disorders.  Once these are ruled out, then according to DSM-5, her 
presentation would be consistent with a major depressive episode.  She has at 
least five symptoms of depression, with symptoms occurring concurrently over 
a two-week span, and affecting her function (job/relationship).  Assessing for 
severity (using PHQ-9) is important, as treatment options and efficacy vary by 
severity of symptoms. 

3. a It is critical that all clinicians be able to assess for suicide risk and asking 
about and reducing access to lethal means can reduce risk for suicide 
(especially firearms).  There are several tools available (see above) to assist.  
A psychiatrist should be consulted if there is uncertainty regarding this risk.   


