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Burden of Suffering

Depression is a common and costly mental health problem, seen fre-
quently in general medical settings.1 Major depressive disorder, diagnosed
by structured psychiatric interviews and specific diagnostic criteria, is pres-
ent in 5–13% of patients seen by primary care physicians.2–7 The preva-
lence of this disease in the general population is about 3–5%.8 The annual
economic burden of depression in the U.S. (including direct care costs,
mortality costs, and morbidity costs) has been estimated to total almost $44
billion.9 Depression is more common in persons who are young, female,
single, divorced, separated, seriously ill, or who have a prior history or fam-
ily history of depression.10

Major depressive disorder can result in serious sequelae. The suicide
rate in depressed persons is at least 8 times higher than that of the general
population.11 In 1993, 31,230 suicide deaths were reported, although the
actual number is probably much higher.12 Most persons who commit sui-
cide have a mental disorder, with depression associated with about half of
suicides.9,11 The incidence of documented suicides by adolescents and
young adults has tripled in the last 25 years, with 5,000 youths committing
suicide each year and perhaps as many as 500,000–1,000,000 making an at-
tempt13 (see Chapter 50).

On a population basis, the most important effect of major depression
may be on quality of life and productivity rather than suicide. This effect
is widespread and has been shown to be comparable to that associated with
major chronic medical conditions such as diabetes, hypertension, or coro-
nary heart disease.14,15 Also, depressed persons frequently present with a
variety of physical symptoms—three times the number of somatic symp-
toms of controls in one study.16 If their depression is not recognized, these

RECOMMENDATION

There is insufficient evidence to recommend for or against the routine use
of standardized questionnaires to screen for depression in asymptomatic
primary care patients. Clinicians should maintain an especially high index
of suspicion for depressive symptoms in those persons at increased risk
for depression (see Clinical Intervention). Physician education in recogniz-
ing and treating affective disorders is recommended (see Chapter 50).
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patients may be subjected to the risks and costs of unnecessary diagnostic
testing and treatment.17,18

Accuracy of Screening Tests

The prevailing standard for the diagnosis of depression is the opinion of
an examining psychiatrist that a patient’s symptoms meet the criteria de-
scribed in the fourth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV).19 For research purposes, psychiatric diag-
noses have been operationalized through the development of structured
diagnostic interview instruments such as the Diagnostic Interview Sched-
ule (DIS).20

To aid in the detection of this important disorder, screening question-
naires have been proposed to predict a patient’s risk of depression. Several
brief (2–5 minutes) questionnaires have been tested for routine use by pri-
mary care providers. These include the Beck Depression Inventory (BDI),2 1

the Center for Epidemiologic Studies Depression scale (CES-D),2 2 and the
Zung Self-Rating Depression Scale (SDS).2 3 These three instruments have
been shown to detect adult patients with depressive symptoms fairly accu-
rately in primary care settings, with sensitivities and specificities that vary de-
pending on the cutoff score selected. For example, when compared to the
diagnosis of major depression in primary care patients using a standardized
psychiatric instrument such as the DIS, the BDI had a sensitivity of 100% and
a specificity of 89% at a cutoff score of 16;6 the CES-D had a sensitivity of
89% and a specificity of 70% at a cutoff score of 27;2 and the SDS had a sen-
sitivity of 97% and a specificity of 63% at a cutoff score of 50.2 4 A recent
meta-analysis of 18 studies that compared various depression screening in-
struments to accepted diagnostic criteria in primary care patients estimated
an overall sensitivity of 84% and specificity of 72% for these tests.2 7 a The au-
thors calculated that screening 100 primary care patients (prevalence of
major depression 5%) would identify 31 patients with a positive screen, 4 of
whom actually have major depression.

Depression screening questionnaires developed specifically for chil-
dren and adolescents include the Center for Epidemiologic Studies De-
pression Scale for Children (CES-DC)25 and the Children’s Depression
Inventory (CDI).26 They have been validated against structured diagnostic
interview instruments developed for children and adolescents. At a cutoff
of 15, the CES-DC had a sensitivity of 71% and a specificity of 57% for
major depressive disorder.25 In addition, the adult CES-D and BDI have
been tested on adolescents, with a sensitivity of 84% and a specificity of
75% for the CES-D at a cutoff of 24 and a sensitivity of 84% and a speci-
ficity of 81% for the BDI at a cutoff of 11.27

It should be noted that the usual nomenclature used in the assessment
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of screening tests for asymptomatic persons is not strictly applicable to de-
pression screening, because the diagnosis of depression is itself based on
symptoms. A patient cannot truly be asymptomatic and have major de-
pressive disorder. Thus, these screening questionnaires are actually being
evaluated for their ability to detect unrecognized, rather than strictly
asymptomatic, depressive symptoms (sleeplessness, loss of appetite, etc.)
and disease.

Effectiveness of Early Detection

It has been repeatedly documented that primary care providers do not rec-
ognize major depression in approximately half of their adult patients with
this disorder.2,28–31 Because the majority of persons with depression are
seen by nonpsychiatrist physicians,32 and because effective treatments—
drugs, psychotherapy, or a combination of the two—are available for the
treatment of depression,33 it has been proposed that routine depression
screening could result in improved recognition and earlier treatment of
depression with improved patient outcome.

Clinical trials have shown that the use of depression screening tests in
primary care settings can increase clinician detection of depression.31,34–36

A randomized controlled trial of screening with SDS found increased
recognition and increased treatment of depression in the patients detected
by screening.37 A prospective controlled study found that providing SDS
scores to the physician and prescribing a 4-week course of antidepressants
to those with elevated scores resulted in lower patient SDS scores than in
controls in whom SDS results were withheld and who received unspecified
care.38 This study had several design limitations, however, including con-
founding variables, different data collection techniques for controls, short
follow-up, and the use of questionnaire scores as outcome measures.

These and other studies have established that depression screening can
lead to increased recognition and, in some studies, treatment of depres-
sion in primary care patients. Separate research has found that the treat-
ment of depressed patients leads to improved outcome.33 Taken together,
however, these studies still constitute insufficient evidence to conclude
that routine depression screening is indicated in unselected patients, be-
cause it has not been shown that the early detection and treatment of de-
pression in primary care leads to improved outcome when compared to
routine diagnosis and treatment of this disorder when symptoms appear
and are detected. While there is evidence that the initiation of treatment
in the early stages of a recurrent episode of depression in psychiatric set-
tings results in a better outcome than intervention when the traditional
symptoms of depression become conspicuous,39 data are not available
demonstrating a similar advantage of early detection and treatment for the
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initial onset of depression or for the typically less severe depression seen in
primary care. No published studies have shown improvement in rigorously
assessed psychiatric outcome in primary care patients screened, treated,
and compared to controls, although a study of this type is currently under
way with an adult population.4 0

No studies to date have demonstrated that screening asymptomatic
children or adolescents for depression leads to improved outcomes.

Recommendations of Other Groups

The Canadian Task Force on the Periodic Health Examination found fair
evidence to exclude the use of depression detection tests from the peri-
odic health examination of asymptomatic people.41 The Depression
Guideline Panel sponsored by the Agency for Health Care Policy and Re-
search recommended that providers maintain a high index of suspicion
for depression and evaluate risk factors, detecting depressive symptoms
with a clinical interview.42 The American Academy of Family Physicians ad-
vises physicians to remain alert for depressive symptoms in adolescents and
adults;43 this policy is under review. The American Medical Association
recommends that all adolescents be asked annually about behaviors or
emotions that indicate recurrent or severe depression.44 Bright Futures
recommends annual screening of adolescents for behaviors or emotions
that may indicate recurrent or severe depression or risk of suicide.45

Discussion

At present, available depression questionnaires lack the evidence necessary
to support their routine use as screening tools in the periodic health ex-
amination for primary care patients.27a Emerging research, both on cur-
rent screening questionnaires40 and on new primary care mental disorder
diagnostic tools,46 may change this situation. The enormous burden of suf-
fering from this disease, its high prevalence in primary care settings, and
its frequent presentation with somatic symptoms that lead to extensive
medical testing and interventions all argue for better awareness of depres-
sive symptoms by primary care physicians so that fewer cases of depression
will escape detection. It is also important that depressed persons who are
identified receive adequate follow-up care.

CLINICAL INTERVENTION

There is insufficient evidence to recommend for or against the routine use
of standardized questionnaires to screen for depression in asymptomatic
primary care patients (“C” recommendation). Clinicians should, however,
maintain an especially high index of suspicion for depressive symptoms in
adolescents and young adults, persons with a family or personal history of
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depression, those with chronic illnesses, those who perceive or have expe-
rienced a recent loss, and those with sleep disorders, chronic pain, or mul-
tiple unexplained somatic complaints. Physician education in recognizing
and treating affective disorders is recommended (see Chapter 50). Per-
sons with depressive symptoms should be evaluated further and, if diag -
nosed with major depressive disorder, either treated or referred for
treatment.

The draft update of this chapter was prepared for the U.S. Preventive Services Task
Force by Douglas B. Kamerow, MD, MPH.

REFERENCES

1. Katon W, Schulberg H. Epidemiology of depression in primary care. Gen Hosp Psychiatry 1992;14:
237–247.

2. Schulberg HC, Saul M, McClelland M, Ganguli M, Christy W, Frank R. Assessing depression in primary
medical and psychiatric practices. Arch Gen Psychiatry 1985;42:1164–1170.

3. Von Korff M, Shapiro S, Burke JD. Anxiety and depression in a primary care clinic. Arch Gen Psychia-
try 1987;44:152–156.

4. Barrett JE, Barrett JA, Oxman TE, Gerber PD. The prevalence of psychiatric disorders in a primary care
practice. Arch Gen Psychiatry 1988;45:1100–1106.

5. Coulehan JL, Schulberg HC, Block MR, Janosky JE, Arena VC. Medical comorbidity of major depres-
sive disorder in a primary medical practice. Arch Intern Med 1990;150:2363–2367.

6. Zich JM, Attkisson CC, Greenfield TK. Screening for depression in primary care clinics: the CES-D and
the BDI. Int J Psychiatry Med 1990;20:259–277.

7. Coyne JC, Fechner-Bates S, Schwenk TL. Prevalence, nature, and comorbidity of depressive disorders
in primary care. Gen Hosp Psychiatry 1994;16:267–276.

8. Myers JK, Weissman MM, Tischler GE, et al. Six-month prevalence of psychiatric disorders in three com-
munities. Arch Gen Psychiatry 1984;41:959–970.

9. Greenberg PE, Stiglin LE, Finkelstein SN, Berndt ER. The economic burden of depression in 1990. J
Clin Psychiatry 1993;54:405–418.

10. Weissman MM. Advances in psychiatric epidemiology: rates and risks for depression. Am J Public Health
1987;77: 445–451.

11. Monk M. Epidemiology of suicide. Epidemiol Rev 1987;9:51–68.
12. National Center for Health Statistics. Advance report of final mortality statistics, 1993. Monthly vital sta-

tistics report; vol 42 no 13 (suppl). Hyattsville, MD: Public Health Service, 1994.
13. Greydanus DE. Depression in adolescence: a perspective. J Adolesc Health Care 1986;7:109S–120S.
14. Wells KB, Stewart A, Hays RD, et al. The functioning and well-being of depressed patients: results from

the Medical Outcomes Study. JAMA 1989;262:914–919.
15. Broadhead WE, Blazer DG, George LK, Tse CK. Depression, disability days, and days lost from work in

a prospective epidemiologic survey. JAMA 1990;264:2524–2528.
16. Waxman HM, McCreary G, Weinrit RM, Carner EA. A comparison of somatic complaints among de-

pressed and nondepressed older persons. Gerontologist 1985;25:501–507.
17. Katon W, Russo J. Somatic symptoms and depression. J Fam Pract 1989;29:65–69.
18. Katon W, Berg AO, Robins AJ, Risse S. Depression: medical utilization and somatization. West J Med

1986;144:564–568.
19. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed. Wash-

ington, DC: American Psychiatric Association, 1994:339–345.
20. Robins LN, Helzer JE, Croughan J, Ratcliff KS. National Institute of Mental Health Diagnostic Interview

Schedule: its history, characteristics, and validity. Arch Gen Psychiatry 1981;38:381–389.
21. Beck AT, Rial WY, Rickels K. Short form of depression inventory: cross validation. Psychol Rep

1974;34:1184–1186.
22. Radloff LS. The CES-D Scale: a self-report depression scale for research in the general population. Appl

Psychol Meas 1977;1:385–401.

Chapter 49: Depression 545



23. Zung WWK. A self-rating depression scale. Arch Gen Psychiatry 1965;12:63–70.
24. Zung WWK, Magruder-Habib K, Velez R, Alling W. The comorbidity of anxiety and depression in gen-

eral medical patients: a longitudinal study. J Clin Psychiatry 1990;51(6 Suppl):77–80.
25. Fendrich M, Weissman MM, Warner V. Screening for depressive disorder in children and adolescents:

validating the Center for Epidemiologic Studies Depression Scale for Children. Am J Epidemiol
1990;131:538–551.

26. Saylor CF, Finch AJ, Spirito A. The Children’s Depression Inventory: a systematic evaluation of psy-
chometric properties. J Consult Clin Psychol 1984;52:955–967.

27. Roberts RE, Lewinsohn PM, Seeley JR. Screening for adolescent depression: a comparison of depres-
sion scales. J Am Acad Child Adolesc Psychiatry 1991;30:58–66.

27a. Mulrow CD, Williams JW, Gerety MB, et al. Case-finding instruments for depression in primary care
settings. Ann Intern Med 1995;122:913–921.

28. Borus JF, Howes MJ, Devins NP, Rosenberg R, Livingston WW. Primary health care providers’ recogni-
tion and diagnosis of mental disorders in their patients. Gen Hosp Psychiatry 1988;10:317–321.

29. Wells KB, Hays RD, Burnam MA, Rogers W, Greenfield S, Ware JE. Detection of depressive disorder for
patients receiving prepaid or fee-for-service care: results from the Medical Outcomes Study. JAMA
1989;262:3298–3302.

30. Coyne JC, Schwenk TL, Smolinski M. Recognizing depression: a comparison of family physicians rat-
ings, self-report, and interview measures. J Am Board Fam Pract 1991;4:207–215.

31. Attkisson CC, Zich JM, eds. Depression in primary care: screening and detection. New York: Routledge,
1990.

32. Regier DA, Narrow WE, Rae DS, et al. The de facto US mental and addictive disorders service system:
Epidemiologic Catchment Area prospective 1-year prevalence rates of disorders and services. Arch Gen
Psychiatry 1993;50:85–94.

33. Elkin I, Shea T, Watkins JT, et al. National Institute of Mental Health treatment of depression collabo-
rative research program: general effectiveness of treatments. Arch Gen Psychiatry 1989;46:971–982.

34. Moore JT, Lilimperi DR, Bobula JA. Recognition of depression by family medicine residents: the im-
pact of screening. J Fam Pract 1978;7:509–513.

35. Linn LS, Yager J. The effect of screening, sensitization, and feedback on notation of depression. J Med
Educ 1980;55:942–949.

36. Zung WWK, Magill M, Moore JT, George DT. Recognition and treatment of depression in a family med-
icine practice. J Clin Psychiatry 1983;44:3–6.

37. Magruder-Habib K, Zung WWK, Feussner JR. Improving physicians’ recognition and treatment of de-
pression in general medical care: results from a randomized clinical trial. Med Care 1990;28:239–250.

38. Zung WWK, King RE. Identification and treatment of masked depression in a general medical practice.
J Clin Psychiatry 1983;44:365–368.

39. Kupfer DJ, Frank E, Perel JM. The advantage of early treatment intervention in recurrent depression.
Arch Gen Psychiatry 1989;46:771–775.

40. Schulberg HC, Coulehan J, Block M, et al. Clinical trials of primary care treatments for major depres-
sion: issues in design, recruitment, and treatment. Int J Psychiatry Med 1993;23:29–42.

41. Canadian Task Force on the Periodic Health Examination. Canadian guide to clinical preventive health
care. Ottawa: Canada Communication Group, 1994:450–455.

42. Depression Guideline Panel. Depression in primary care: vol 1. Detection and diagnosis. Clinical prac-
tice guideline no. 5. Rockville, MD: Department of Health and Human Services, Public Health Service,
Agency for Health Care Policy and Research. (Publication no. 93-0550.)

43. American Academy of Family Physicians. Age charts for periodic health examination. Kansas City, MO:
American Academy of Family Physicians, 1994. (Reprint no. 510.)

44. American Medical Association. Guidelines for adolescent preventive services (GAPS): recommenda-
tions and rationale. Chicago: American Medical Association, 1994:131–139.

45. Green M, ed. Bright Futures: guidelines for health supervision of infants, children, and adolescents. Ar-
lington, VA: National Center for Education in Maternal and Child Health, 1994.

46. Spitzer RL, Williams JBW, Kroenke K, et al. Utility of a new procedure for diagnosing mental disorders
in primary care: the PRIME-MD 1000 Study. JAMA 1994;272:1749–1756.

546 Section I: Screening


