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Screening for depression in general practice and

related medical settings

There is insufficient evidence for routine screening for
depression in asymptomatic patients."

IN AUSTRALIA, more than 800 000 adults®> and 95 000
children and adolescents® experience depressive disorders
each year, and depression is a leading cause of both ongoing
disability and premature mortality.* Furthermore, depres-
sion is seen to make substantial contributions to major
medical and behavioural disorders, such as heart disease
and alcohol or other substance misuse. Much effort is
currently directed towards increasing community awareness
of depression® and improving the quality of medical inter-
ventions provided.® Importantly, in the absence of broad
population and enhanced health service approaches, the
contribution of depression to overall disability and prema-
ture mortality is projected to increase and be second only to
cardiovascular disease by 2020.”

Data from Australian general practice®® show that most
patients with depression or anxiety presenting to medical
care do not receive a psychological diagnosis or appropriate
interventions. Consequently, some mental health advocates
promote the use of simple case-detection systems on both
clinical and epidemiological grounds.'®!? The more con-
servative position has been to reject such calls, arguing
conceptual, practical and ethical limitations.'

As the number of relevant studies has increased, it is
timely to review this evidence. We sought to answer the
following questions:

Can screening tools efficiently and accurately identify
patients with depression?

Do clinicians use the information obtained from screen-
ing tools to assist with diagnosis and treatment planning?

Is the outcome of patients with depression improved
within practice settings that use screening tools (alone or in
combination with other techniques)? and

Is there evidence that the benefit is limited to specific
subpopulations of patients?
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Objective: To determine if screening in general practice
and related medical settings improves management and
clinical outcomes in people with depression.

Data sources: The Medline (1966—2002), EMBASE
(1980—2002) and PsycINFO (1966—-2002) databases were
searched. These were supplemented by searching the
Cochrane databases (to 2002); performing additional
specific searches on Medline, EMBASE and PsycINFO;
scrutinising reference lists of selected articles; and querying
experts.

Study selection: Inclusion criteria were: review of
prospective studies with a primary focus of depression
screening in general practice settings; review of studies of
healthy populations or people with known depression;
publication in a peer-reviewed journal; and written in
English. Eleven reviews that satisfied these criteria were
assessed for quality using the Oxman and Guyatt Index.
Four reviews met the criterion of a score of five or more.

Data extraction: One author tabulated relevant material
(including number and type of studies, outcomes/endpoints,
measures of association/statistical results, and findings)
from the four key reviews. A second author independently
checked the accuracy of this extracted material.

Data synthesis: Brief self-report instruments have
acceptable psychometric properties and are practical for
use in general practice settings. Screening increases the
recognition and diagnosis of depression and, when
integrated with a commitment to provide coordinated and
prompt follow-up of diagnosis and treatment, clinical
outcomes are improved.

Conclusions: Although controversial, the evidence is now
in favour of the appropriate use of screening tools in primary
care.

Methods

Methods have been developed to conduct systematic evalua-
tions of reviews.!*!* These methods are efficient and relia-
ble, and avoid the need to consult the original articles
(unless considerable disagreement exists between the con-
clusions of well-conducted reviews). We used these meth-
ods, focusing our attention on systematic reviews of “case-
finding” and “screening/intervention” procedures for com-
mon forms of depression encountered in primary care,
general practice or other related general medical settings.
Articles were identified by searching the Medline (1966—
2002), EMBASE (1980-2002) and PsycINFO (1966—
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1: Recommended guide to appraising systematic
reviews!? (modification of Oxman and Guyatt
Index)!3

1. Were the methods used to find primary
research studies reported?

No/Partially/Yes

No/Can't tell/Yes
No/Partially/Yes

2. Was the search comprehensive?

3. Were the criteria used for deciding which
studies to include in the review reported?

4. Was bias in the selection of studies No/Can't tell/Yes

avoided?

5. Were the criteria used for assessing
validity of the studies reported?

6. Was the validity of all studies assessed
using appropriate criteria?

No/Partially/Yes
No/Can't tell/Yes

7. Were the methods used to combine the
findings of the studies to reach a
conclusion reported?

No/Partially/Yes

No/Can't tell/Yes
No/Partially/Yes

8. Were the methods appropriate?

9. Were the conclusions supported by the
data and/or analysis?

10. What was the overall scientific quality of ~ Extensive flaws/Major
the overview? flaws/Minor flaws/
Minimal flaws

Reprinted from Australian Family Physician (Peach H. Reading systematic
reviews (Table 1). Aust Fam Physician 2002; 31: 737). Copyright Australian
Family Physician. Permission to reproduce must be sought from the publisher
(the Royal Australian College of General Practitioners). For the scoring system
to evaluate reviews, see the original article.

2002) databases using the keywords depression or depressive
disorders, plus screening or mass screening or psychiatric status
ratng scales or case finding, plus primary health care or family
practice or clinical practice or general practice or general medical
setting(s). We supplemented these sources by searching the
Cochrane databases (to 2002); performing additional spe-
cific Medline, EMBASE and PsycINFO searches; scrutinis-
ing reference lists of selected articles; and querying experts.
We did not seek articles concerning depression screening in
association with specific medical conditions such as cancer,
stroke or heart disease or their related service systems. In
total, 1386 articles were identified.

Eligibility criteria for inclusion of reviews were:

review of prospective studies with a primary focus of
depression screening in general medical settings;

review of studies of healthy populations or those with
known depression;

publication in a peer-reviewed journal; and

written in English.

Two authors (T D, C R) independently reviewed the titles
and abstracts of the 1386 articles. Those for which both
reviewers agreed that eligibility criteria had not been met
were excluded. When the reviewers disagreed, the full
articles were reviewed by all authors and a decision on
inclusion was made by consensus. Eleven reviews satisfied
the inclusion criteria, incorporating studies published
between 1976 and 2001.

The quality of each review was assessed independently by
two authors (T D, CR) using the Oxman and Guyatt
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Index!? and scoring system as modified by Peach (see Box
1).1* Four reviews!>!® met the criteria of a score of five or
more by Peach’s system.'* One author (C R) abstracted and
tabulated relevant data from the included reviews (Box 2). A
second author (T D) checked the accuracy of the tables
against the original reviews. All authors then examined the
evidence presented in each review to respond to our four
questions (Box 3).

Results

Of the four key reviews identified, two'>!8 dealt largely with
the practical and predictive capacities of screening tools.
Both reviews concluded that there were many instruments
that were acceptable from both a psychometric and practical
implementation perspective. The other two reviews!®!7
focused on the effects of screening on outcomes, with split
recommendations. The larger and more recent review!’
argued for the value of screening procedures in adults when
used in conjunction with other practitioner feedback and
relevant service enhancement techniques. The other review
argued against the value of screening,'® and its conclusions
have been the subject of considerable debate.!® It included
fewer studies and had a more restrictive view of the ques-
tions being addressed.

It is important to note that the United States task force
that now recommends screening did so only for adults,?’
arguing that there was insufficient evidence of benefit from
current treatments to recommend screening of children or
adolescents.

Discussion

With certain caveats, current evidence appears to favour the
routine use of case-detection tools for depression in general
practice settings. Brief self-report instruments have accepta-
ble psychometric properties and are practical. When these
instruments are used appropriately, recognition of depres-
sion by the clinician improves, and when accompanied by a
commitment to implement system changes that ensure
prompt and coordinated follow-up of diagnosis and treat-
ment better outcomes are achieved. Key caveats are that
positive results on screening tools need to be followed up by
formal diagnostic assessment, and introduction of these
tools should be limited to health services that are committed
to using the information to provide enhanced care. The
principle of using brief self-report methods to increase
detection is already widely accepted for common risk behav-
iours (eg, smoking) and other behavioural disorders (eg,
alcohol or other substance misuse) that, like depression,
predict adverse health outcomes.

Our interpretation of the value of screening rests largely
on the more recent and more inclusive review of Pignone et
al.'7 As argued by these authors, their review used a larger
and more appropriate dataset in its meta-analyses (derived
from 14 studies). The review by Gilbody et al'® pooled data
from only four studies, and commented on negative findings
from two other studies. The clear danger was that too few
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2: Review of reviews: summary of the four key reviews

Mulrow et al (1995)'5 Gilbody et al (2001)'6

Pignone et al (2002)'7 Williams et al (2002)'®

Years covered by studies in review

1977-1994 1976-1996

1976-2001 1977-1999

Study factors

Depression; case-finding
instruments; recognition rates;
primary care.

non-psychiatric settings.

Screening and outcome questionnaires; Screening; depression; recognition rates; Case-finding
depression and anxiety; recognition
rates; management; clinical outcomes; primary care.

treatment rates; clinical outcomes; questionnaires for
depression; recognition

rates; primary care.

Number and type of studies

Eighteen prospective studies in
primary care. and general medical settings
screening with no feedback to
clinician).

Nine randomised trials in primary care

(screening and feedback to clinician vs

Fourteen randomised trials in primary
care (routine screening vs usual care).

Twenty-eight
prospective studies in
primary care.

Outcomes/endpoints

Characteristics of case-finding Rates of detection.
questionnaires for depression:
length; administration time;
sensitivity and specificity for
detecting depression.

for treatment.

Number of patients treated or referred

Outcome of psychiatric disorders.

Differences in clinicians’ rate of detection. Characteristics of case-

Proportion of patients with depression  finding questionnaires

who were treated or referred for for d.epreSS.ion:.
treatment. administration time;

Clinical outcomes of depression. Iikelihpod ratios .
(positive and negative)

for depression.

Measures of association/statistical results

assessed. No significant differences a meta-analysis: suggests routine
were found between instruments:
overall sensitivity, 84%; overall
specificity, 72%.

of intervention.

Nine case-finding instruments were Four (of nine) studies were combined in Seven (of 14) studies were combined ina 11 case-finding

screening and feedback to clinicians
did not increase overall detection rate. relative risk for depression.
Two (of nine) studies showed routine

administration and selective feedback

for high scores increased recognition

rate. This did not lead to increased rate

meta-analysis: suggests screening and
feedback provides a 13% reduction in

questionnaires were
assessed. No significant
differences between
questionnaires were
found.

Findings

with reasonable operating
characteristics to assist clinicians
with the identification of patients with outcome and do not influence
depression. clinicians’ behaviour.
Screening may improve recognition

of depression in primary care.

Several questionnaires are available Studies of routine administration of
psychiatric measures with feedback to patient outcome in primary care,
clinicians have no effect on patient

Screening for depression can improve  Several questionnaires
with reasonable
particularly when screening is integrated performance

with the aim of improving treatment characteristics are
provision and clinic systems (coordinated available to assist

and timely follow-up of diagnosis and clinicians to identify and

treatment). diagnose patients with
Screening with feedback to clinicians ~ depression.

generally increases recognition of

depression by a factor of two to three.

studies were included to reveal a positive effect. It seems
clear to us that sufficient data are now available to be more
confident about the value of screening.

Critics of screening for depression highlight technical,
practical and ethical issues. The most important technical
issue has been the limited positive predictive value (35%—
50%) of the instruments when used in primary care
environments. Although some authors have argued that
this is insufficient to recommend routine use,?! others have
concluded that the performance of these instruments is
adequate, provided that screening is followed by a formal
diagnostic interview.'® A wide variety of self-report screen-
ing instruments have been developed to increase detection,
follow the course of disorders, and more effectively engage
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patients in their own treatment.'? Such instruments are not
“diagnostic” screening tests, but are more akin to other
forms of medical examination or pathology testing (eg,
recording body temperature, blood pressure or haemo-
globin levels), where abnormal results indicate the need for
further enquiry (rather than making a specific diagnosis).
It is common to combine the use of screening instruments
with more formal education in relevant diagnostic systems,
improved communication skills and recognition of other
patient and doctor factors that promote treatment adher-
ence.?? The introduction of screening tools without atten-
tion to such issues would be unlikely to result in the
improved outcomes described in the reviews. In the Aus-
tralian setting, we are now seeing systematic attempts to
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Mulrow et al (1995)5 Gilbody et al (2001)'®

3: Review of reviews: answers to key questions about screening tools

Pignone et al (2002)'” Williams et al (2002)'®

Yes Insufficient data to answer

There are many
questionnaires that
are relatively short
(2-28 items;
administration times
< 2min to 6 min) and
easily self-
administered by
patients. Likelihood
ratio positive* = 2.86.

Can screening tools efficiently and accurately identify patients with depression?

Yes

Many questionnaires (1-30 items;
administration times < 1 minto 5
min) are available to help
clinicians identify and diagnose
patients with depression. Median
likelihood ratio positive* = 3.3
(range, 2.3-12.2).

Insufficient data to answer

No

Recognition: Increases were not observed with
routine administration of screening
questionnaires in unselected patients.
Increases were only observed when the
instrument was scored by someone other than
the clinician and only results of those with high
scores were fed back to the clinician.
Treatment: In studies where rates of increased
recognition were observed, this did not translate
into an increased rate of intervention or
improved management of depression.

Insufficient data to
answer

Do clinicians use the information obtained from screening tools to assist with diagnosis and treatment planning?

Yes Insufficient data to answer

Recognition: Increased by a factor of
two to three.

Detection and diagnosis: Increased by
10%—-47%.

Effect on treatment rates: Varied results.
Three of seven studies showed large
increases; four showed no significant
effect.

(alone or in combination with other techniques)?
No

Routine administration of validated outcome
measures with feedback to clinicians has not
been shown to influence clinicians’ behaviour,
improve detection or improve patient outcome.

Insufficient data to
answer

Is the outcome of patients with depression improved within practice settings that utilise screening tools

Yes Insufficient data to answer

Screening can improve recognition and
outcomes, particularly when screening
is integrated with the aim of improving
treatment provision and clinic systems
(coordinated and timely follow-up of
diagnosis and treatment).

Screening is estimated to reduce
relative risk by 13% and is associated
with a nine-percentage-point absolute
reduction in the proportion of patients
with persistent depression.

Yes

Patients with high scores on screening
questionnaires may benefit.

Insufficient data to
answer

Is there evidence that the benefit is limited to specific subpopulations of patients?

No

Findings do suggest that screening is
probably effective in primary care
patients who are not frequent
attenders.

Insufficient data to answer

It is calculated as sensitivity/(1-specificity).'®

*Likelihood ratio positive = likelihood of a positive screen result in a person with depression in comparison to a person without depression.

use screening and outcome tools within this appropriate
context.??

A common difficulty for screening systems in mental health
is deciding which “disorder” or “diagnosis” is being predicted.
The narrow view is that only specific diagnoses (eg, major
depression) that are associated with clear treatment guidelines
should be identified.® The broader view is that screening tools
should be used to identify a wider range of typically comorbid
disorders (eg, depression, anxiety, somatoform disorders, and
alcohol or other substance misuse).!! This avoids the need to
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use multiple screening tools for closely related disorders.
Therefore, if the real “diagnosis” of interest is actually a series
of common mental disorders, then the prevalence in general
practice is high (up to 60% for some forms of depression,
anxiety, somatoform disorders, and alcohol or other substance
misuse),’ and the positive predictive value of related instru-
ments increases proportionally. The data provided within the
reviews presented here deal only with the specific topic of
depression. A new wave of such studies in primary care is likely
to begin to address this broader issue.’
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An important ethical consideration is whether screening
tools should be introduced within a health system that lacks
commitment to enhanced service provision. Until very
recently, the Australian healthcare system has relied almost
exclusively on general practitioners to provide care for
people with common mental disorders.?* However, GPs
have not been supported by adequate professional training,
remuneration, logistic, professional and specialist support,
or access to specialist treatment systems.?®> The weight of
evidence is that screening instruments are only likely to be of
benefit where they are tied clearly to practice procedures
that use the information to promote evidence-based treat-
ments.!” Therefore, screening for depression (or comorbid
disorders) can only be recommended in those healthcare
systems that also incorporate new practice and practitioner-
training systems designed to maximise evidence-based treat-
ments.?

An important difference between screening for depression
and other forms of medical screening should also be noted.
Mental health screening is not “screening” in the typical
sense. Self-report instruments require the person to disclose
the symptoms of mental disorder voluntarily. If a person
does not wish to reveal that he or she has psychological or
related somatic symptoms, he or she can simply not com-
plete the questionnaire or can return negative responses.
Importantly, such instruments are predictive of a person’s
recognition of need for appropriate psychological assess-
ment.'? In essence, such methods are less about screening
and more about efficient methods for prompting voluntary
disclosure of key psychological symptoms. Other doctor and
patient factors clearly influence disclosure of psychological
symptoms, so acceptance of screening tools will be affected
by those same factors (eg, doctor’s communication skills,
patient’s understanding of the nature of their symptoms,
time that the doctor is likely to spend with the patient,
doctor’s confidence in providing psychological treatments,
doctor’s training in mental health).>!%?225 Medical practi-
tioners are often reported by patients to hold surprisingly
negative views about people with mental health problems,?’
and such views will also affect disclosure.

Although the case for effective pharmacological and non-
pharmacological treatments of common forms of depres-
sion, anxiety, and alcohol or other substance misuse in the
general practice setting is well established,® the notion of
effective treatments is not well known to people in the
community.’ Additionally, many people often perceive med-
ical treatments for depression to be harmful (eg, causing
addiction, personality change or severe medical side effects)
or leading to other adverse outcomes (eg, through increased
stigma or resultant discrimination in employment or access
to insurance). This raises another important ethical con-
cern. If providing treatment results in direct medical bene-
fits but also contributes to other social losses, then the
practitioner has an additional obligation to ensure that the
patient (and in some instances their family) has been
provided with adequate information with regard to treat-
ment alternatives (including the consequences of not being
treated at all). To date, we have little evidence that system-
atic information about the risks and benefits of treatments is
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provided to patients or their families by either primary care
or specialist services.?® Ethically, screening in medical set-
tings is not analogous to screening in non-medical environ-
ments (eg, telephone screening) or within other health
systems (eg, antenatal or postnatal clinics), where the
information from the screening tool is not linked directly to
the provision of relevant information or treatments.

Given the potential impact of screening on existing work-
loads, it is likely that GPs will dismiss screening systems as
“over-sensitive”.?? Although the instruments are not over-
sensitive relative to existing standards (such as degree of
resultant disability, clinician judgement, patient’s perception
of need for treatment, or formal psychiatric [DSM-IV>]
diagnoses), a case can be made for not treating everyone
identified by the systems. Treatment decisions, as in all
other clinical situations, require formal diagnoses, clinical
judgements, comparison with existing guidelines,® and
negotiation with the person affected. The decision by a
clinician not to screen or treat, however, may be skewed by
other considerations, such as their own lack of confidence!!
or skills in delivering psychological treatments, their inabil-
ity to access appropriate professional and specialist support
services, their misperception of the seriousness of the condi-
tion, and a tendency (shared with the rest of the
community®) not to see common mental disorders as major
health problems.

In our view, the most pertinent ethical and professional
dilemma surrounding the introduction of screening in gen-
eral practice is whether appropriate services will be provided
to those who are eventually diagnosed as having depression
(or other related disorders). First, the number of people
identified by any of the self-report and related diagnostic
systems currently available (7%-15%) would be far in
excess of the number of patients currently receiving any
formal intervention (about 4%).3! Clearly, it would be
unethical to introduce screening if practitioners ignored the
results, or if health systems did not change rapidly to
accommodate the increased need for relevant treatments.
However, it may become unethical in the future to ignore
high prevalence mental disorders that have serious health
consequences. Currently, practitioners (or health systems)
that ignore people with hypertension, diabetes or asthma, or
ignore child immunisation or cervical cancer screening, or
discourage detection of harmful patterns of alcohol or
tobacco use, could be described as acting in an unethical
manner. Current evidence suggests that it is time for
professional leaders in general practice in Australia to
reconsider their stance on screening for common mental
disorders such as depression.
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