Editorials

To screen for depression or not?
Screening may be appropriate to reconsider once we can ensure adequate
response to any identiﬁed potential cases

D

epression presents a signiﬁcant public health
challenge for both the community and the medical
profession. In Australia, depression and anxiety
affect a substantial proportion of the population (4.8% of
men and 10% of women) and is responsible for 8% of the
total loss in disability-adjusted life years.1 It is the topranking cause of non-fatal disease in the Australian
community for women,2 and is also associated with an
increased risk of ischaemic heart disease and suicide, both
causes of early death.

Depressive disorders present diagnostic challenges, not
least because in some cases depression is the ﬁrst presentation of bipolar disorder. Further, treatment may be
complicated and limited owing to the symptomatic
heterogeneity of depression; complex comorbidities
with anxiety, substance abuse, physical health problems
or other factors; and the ongoing stigma that hinders
many individuals from openly discussing their mood
problems. As a result, rates of detection, diagnosis based
on clinical presentation, and sufﬁcient intervention
remain inadequate. Indeed, a recent meta-analysis from
the United Kingdom suggests that the diagnosis was
only correct in 47% of cases presenting in primary care.3
This does not account for those cases that fail to present
in the ﬁrst place, supporting calls to consider widespread screening for depression, especially in primary
care settings where the majority of depressive disorders
are treated. But is screening for depression in primary
care a useful and viable option?
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In January 2016, the United States Preventive Services
Task Force published its latest recommendation statement in relation to screening for depression in adults.4 The
statement recommended that sufﬁciently reliable selfreport tools are now available to make screening for
depression feasible and reliable in primary care. The task
force further opined that screening leads to accurate
diagnosis and treatment in this setting. Clearly, the latter
component is critical to render screening valuable, and
the authors drew heavily on the developing evidence
around models of collaborative care and depression care
management.5,6 The task force recommended use of the
Patient Health Questionnaire-9 (PHQ-9), but as noted in
an accompanying editorial,7 the statement acknowledged
that the positive predictive value of the PHQ-9 is only
50%, and that it cannot be considered a replacement for
appropriate clinical assessment. In other words, screening
is important but it cannot be relied upon.
The idea of screening-led prevention and early intervention
is inherently attractive. Within Australia, efforts thus far
have focused on high-risk groups such as pregnant or
perinatal women and Aboriginal and Torres Strait Islander
populations.8,9 However, a pragmatic perspective that

acknowledges the limitations of current mental health service delivery for broader treatment of depression would
also have to recognise that international evidence for broad
primary care population screening is mixed.

“international evidence for broad primary care
population screening is mixed”
After several years of research and development, the
Royal Australian and New Zealand College of Psychiatrists clinical practice guidelines for mood disorders were
released in late 2015.10 The guidelines conceptualise both
depression and bipolar disorder along a spectrum with
considerable overlap, and discuss in detail the diagnosis
and management of both conditions. The guidelines do
not speciﬁcally recommend screening in primary care or
other settings. This is because self-assessment via the
internet and other self-report screening measures is likely
to raise concerns but not necessarily identify those who
need help or ensure that they seek proper advice. Once
suspicion of depression has been raised by a clinician, the
use of a standardised psychiatric measure is preferable
but the question remains as to whether general practitioners should initially use their clinical judgement or a
screening tool to identify depressive illness. To this end,
they can be equipped with measures that corroborate key
symptoms but reliance should never rest solely on selfreport measures.
Historically, depression has been underdiagnosed, and
the stigma of its incidence remains a challenge to
encouraging patients to access treatment. We can
anticipate increased capacity for the treatment of
depression in the new world of integrated mental health
service delivery promised in the Australian government’s response to the National Mental Health Commission review of mental health programs and services.
The stepped care model has the potential to provide
optimal support for people with a major depressive
disorder. Once these initiatives are established and
further data have been gathered as to their suitability
and appeal, perhaps then it will be time to revisit the
recommendations regarding screening. However, at this
point in time there does not appear to be sufﬁcient evidence of pragmatic value to warrant the burden that
implementation and continuous screening for depression in primary care would impose.
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