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Abstract. In the last two decades the awareness of depression as a public health issue has increased and the
literature has flourished towards its primary and secondary prevention. Whereas timely targeting of depression risk factors is a frontier towards reducing the incidence of the disorder, nowadays the early diagnosis is of
primary importance. Screening depressive disorders is paramount, since there are several types of depression.
Besides, early diagnosis would improve the outcome of treatment, reduce the frequency of relapses and generally lead to higher levels of quality of life. We highlight the feasibility of depression screening in primary care
and the need of a comprehensive public health approach. (www.actabiomedica.it)
Key words: depression, screening, primary care, PHQ-9

Introduction
Depression affects more than two hundred sixty
million people across the world and is a leading cause
of disability (1). The estimated prevalence of depressive
disorders in 2016 was 3,627 per 100,000 and in the last
decade the number of all-age years lived with disability
(YLDs) increased of 14% (2,3). Resulting from a complex interaction of social, psychological and biological
factors, depressive symptoms first appear during the
late teens to mid-20s, they are often overlooked and
untreated and they are accompanied by poor functioning. At its worst, depression can lead to suicide, the
second leading cause of death in 15-29-year-olds (4,5).
Depressive disorders are independent risk factors
for chronic diseases, such as cardiovascular diseases
and diabetes, and are associated with elevated risk of
early death (6,7). In 2016, depressive disorders caused

the loss of an overall age-adjusted rate of 526 per
100,000 disability-adjusted life years (DALYs), being
the most contributor to DALYs loss among mental
and behavioural disorders (2). Encouraging self-care
and positive lifestyle changes especially in vulnerable
segments of population can help improve, resolve or
prevent depression (8,9).
Reduced educational achievements, poor financial
success and role performance, higher amount of days
out of role, and increased risk of job loss represent the
social costs of depression (10). Depressive disorders
bring about direct and indirect costs (11). The overall
costs of depression in Europe lay around €92 billion a
year, much of which caused by loss of productivity (12).
In the last two decades the awareness of depression as a public health issue has increased and the
literature has flourished towards its primary and secondary prevention (13). Whereas timely targeting of
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depression risk factors is a frontier towards reducing
the incidence of the disorder, nowadays the early diagnosis is of primary importance (14).
Screening depressive disorders is paramount, as
there are several types of depression that can affect the
most vulnerable individuals (15,16).
For example, bipolar disorder usually presents
with depressive symptoms and it is common to misidentify it with major depressive disorder, a diagnosis that can negatively influence the pharmacological
treatment worsening the course of illness (17) and
promoting mood instability especially in presence of
comorbidities (18-20).
Therefore, early diagnosis would improve the outcome of treatment, reduce the frequency of relapses
and generally lead to higher levels of quality of life.
The present paper would like to highlight the
feasibility of depression screening in primary care and
the need of a comprehensive public health approach
in order to develop an in-field knowledge of the real
outcomes of depression screening.

Is depression screening feasible?
In the last two decades, different screening
tools have been validated in primary care settings.
Recent systematic reviews and meta-analyses provided an overview to the psychometric properties of
widely applied depression screening tools defining
the Patient Health Questionnaire 9 (PHQ-9) as the
most valid one in terms of sensitivity and specificity (21,22). Short Likert-scale questionnaire, like
PHQ-9 and PHQ-8, have been successfully used
(23), while scarce evidence accounts for the widespread primary care use of ultra-short screening tools
(i.e. PHQ-2) (21).
Screening tools are rather easy to use, since they
consist in structured questionnaires charted either
by health care professionals, caregivers, or patients
themselves. PHQ-9 is being used in higher income
countries as well as in the lower ones (21). Depression
screening fits the need of low-resource settings by promoting the task sharing (24).
Theoretically speaking, depression screening
implies very low costs, since the process could be easily performed in the context of the routine activity of
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general practices. Nevertheless, few studies analysed
the cost-effectiveness of the screening process.
Some researchers rose concerns on the lack of evidence of screening harmlessness: the psychological consequences of a false positive, as well as the risks and costs
of over-diagnosis, require careful in-field analysis (25).
Standardising the diagnostic approach to psychiatric disorders is challenging. The more common
screening tools have been developed for adult patients
use in Western, high-income countries. Discrepancies
have therefore come to light between rigid symptom
definitions and different framework of illness depending on the social and cultural background as well as the
age of the patients (26,27). Screening tools are flexible
enough to be adapted to specific situations.
However, homogeneity must be a priority in order
to produce high quality evidence.
The answer to the issues above, and many others, go along with two assumptions. First, screening
is useless without in-depth diagnostic confirmation.
The results of screening should never be proposed as
a diagnosis. On the contrary, the screening process
should always include the referral to a Mental Health
Professional. Second, our knowledge of screening
functioning is limited by the lack of longitudinal studies. Cross-sectional studies have been able to widely
validate the screening tools in different countries.
From now on, research should be directed toward a
better comprehension of the impact of the screening
on the efficacy of treatment and the quality of health
services.

Screening: a first step against stigma and toward
curing
Depression is a pathology largely still affected by
stigma in many cultures (2). The administration of a
questionnaire might help primary care practitioners to
break the wall of stigma.
Screening tools, as the PHQ-9, offer a clear
description of the main features of depressive disorders. Patients charting the questionnaire might discover aspects of the illness they have never known.
Thus, patients would be able to recognize depressive
symptoms in themselves and others and act as caregivers. PHQ-9 administration to adolescents highlighted
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the increased self-awareness of depressive symptoms
(27). Therefore, depression screening might become a
direct way towards therapeutic education, health literacy and patients’ empowerment.

Directions for future research
The accuracy of screening tools has been already
widely investigated (21). Actual research questions are
represented by the efficacy of screening protocols, the
impact of screening on patients’ life and the cost-effectiveness of a widespread screening program.
It is clear that cross-sectional studies are not
adequate to answer those questions and longitudinal
protocols must be implemented. Screening protocols
should be standardised in order to increase homogeneity across different studies (20). Some lessons can
be learned from the literature to be applied in future
studies.
The available literature suggests the use of PHQ-8
as a standard screening tool for depression in primary
care (23). PHQ-8 is widely used, straightforward and
highly consistent with the diagnostic criteria of the
Diagnostic and Statistical Manual of Mental Disorders.
A two-stage screening model has been implemented by
several studies and should be adopted. Semi-structured
diagnostic interview, i.e., the SCID and the SCAN,
performed the most accurate diagnoses (28).
The questionnaire can be charted either by the
patients themselves or by general practitioners, health
care professionals, and lay health workers. The demographic questionnaire should include the past medical history with special stress on mental disorders,
known depression risk factors as housing, instruction,
employment, and health insurance coverage. Questionnaires should be adapted to be easily understood
by all the patients, according to their age, culture and
educational level.
Longitudinal protocols should include the most
appropriate treatment for each case. Patients should be
followed up and outcomes as reduction of morbidity and
mortality, reduced DALYs, and increased social functioning, should be measured. The general practitioners
would have a key role in explaining the process, revising
the screening results, deepening the clinical investigation
and reassuring about the possibility of false positives.

Digital technologies have been effectively implemented in only few studies (29). Technology could
streamline procedures and make screening sustainable
to the organizational needs of primary care practices
and speed up data processing (30). Organizational
factors, cost-effectiveness and compliance predictors
should be properly included in research protocols.

Conclusions
The gap in evidence of primary care depression
screening concerns its efficacy rather than its validity or safety. Different skills are necessary to produce
high quality scientific evidence. We encourage epidemiologists, psychiatrists, and general practitioners to
team up, in accordance with the translational research
approach, to address the research questions about
depression prevention.
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