
Depression is a mood disorder that
affects the way a person feels, thinks
or behaves, which may impair social or

occupational functioning.1 The onset of depres-
sion can be triggered by biological, psychoso-
cial or environmental factors, such as traumatic
life events. Those who experience an episode of
depression are at increased risk of experiencing
future episodes. Major depression is character-
ized by 1 or more major depressive episodes.1 A
major depressive episode is defined by the pres-
ence of 5 or more of 9 key symptoms of depres-
sion during a 2-week period and a change from
previous functioning (Box 1).2

The 2002 Canadian Community Health Survey
reported that 1 in every 8 adults met the criteria
for major depression at some point during their
lifetime and that 1 in every 20 individuals aged 15
or older met the criteria in the past 12 months.1 In
2005, the 1-year incidence of major depressive
disorder was estimated at 3% (1 in every 30 Cana-
dians was newly diagnosed with depression in a
1-year period).3 (See Box 2 for definitions of
screening, incidence and prevalence.)

Certain subgroups of the population have a
higher prevalence of depression than others.
There is a strong association between some
chronic medical conditions (with or without
pain) and an increased prevalence of major
depression.4 Major depression is also more com-
mon among people of Aboriginal origin,5 women
during the postpartum period6 and people with a
history of substance abuse.7

Long-term consequences of depression in -
clude reduced quality of life, risk of suicide,8

increased rates of hospital admission, stigmatiza-
tion1 and increased risk of chronic physical con-
ditions.9 Major depression is among the leading
causes of disability-adjusted life-years world-
wide.10 In addition, the economic burden of
depression is considerable: in Canada alone, the
estimated annual productivity losses owing to
depression were $4.5 billion in 1998.11

Because depression is potentially treatable,
there has been interest in screening patients who
present to primary care settings. However, guide-

lines on screening for depression differ between
countries. The US Preventive Services Task
Force recommends universal screening where
supports are in place to ensure appropriate fol-
low-up.12 The UK National Institutes for Health
and Clinical Excellence recommends targeted
case identification (people with a history of
depression or with current chronic physical
health problems and associated functional
impairment, or both) rather than general popula-
tion screening.13

This document updates the 2005 Canadian
Task Force on Preventive Health Care guideline,
which recommended screening for depression in
adults in primary care settings with both feed-
back to the clinician regarding depression status
and a system for managing treatment (antide-
pressant medications and psychotherapeutic
interventions).14 The absence of current Canadian
recommendations, the high prevalence of major
depression in the Canadian population and the
difference in recommendations between coun-
tries were the basis for revisiting this topic. This
update was produced using the revised method-
ology of the task force and is based on current
evidence of the harms and benefits of screening
for depression.
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• The systematic review for this guideline did not identify high-quality
evidence of the effectiveness of screening for depression.

• Although the systematic review did not identify direct evidence of the
harms of screening, we remain concerned about false-positive
diagnoses with unnecessary treatment.

• For adults with no apparent symptoms of depression, who are at
average risk of depression or who may be at increased risk of
depression, we recommend not routinely screening for depression in
primary care settings.

• Clinicians should be alert to the possibility of depression, especially in
patients with characteristics that may increase their risk of depression,
and should look for it when there are clinical clues, such as insomnia,
low mood, anhedonia and suicidal thoughts.

• Randomized controlled trials with an unscreened control group that
evaluate the effect of screening for depression on clinically relevant
outcomes should be a high research priority, especially in populations
at increased risk of depression.

Key points
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Methods

The Canadian Task Force on Preventive Health
Care is an independent panel of clinicians and
methodologists that makes recommendations
about clinical manoeuvres aimed at primary and
secondary prevention (www.canadiantaskforce .ca).
Work on each set of recommendations is led by a
workgroup of 2 to 6 members of the task force.
Each workgroup establishes the research questions
and analytical framework for the guideline.

The current work was led by a workgroup of 6
members of the task force, supported by scientific
staff at the Public Health Agency of Canada and
the University of Alberta (members of the guide-
line writing group are listed at the end of the arti-
cle). The research questions and analytical frame-
work for this guideline (available in Appendix 1)
were incorporated into the search protocol. The
task force chose to focus on clinically relevant
outcomes: quality of life, rates of suicidality
(attempts or ideation), all-cause mortality, depres-
sion-related mortality, rates of hospital admission
and changes in symptoms of depression (treat-
ment response or remission).

The recommendations were revised and
approved by the entire task force and underwent
external review by experts in the field and by
stakeholders. Details about the task force’s

 methods can be found elsewhere.15,16 The system-
atic review on which the recommendations are
based was performed independently by the Evi-
dence Review and Synthesis Centre at McMaster
University.17 The review was performed accord-
ing to the final, peer-reviewed protocol (available
at http://canadiantaskforce .ca /wp -content /uploads
/2012 /12 /Proposal-Screening-for-Depression-
120312 _FINAL_2.pdf?9d7bd4). The task force
used the Grading of Recommendations Assess-
ment, Development and Evaluation (GRADE)
system18 to determine the quality of evidence and
strength of recommendations (Box 3).

Recommendations

A summary of the recommendations for clini-
cians and policy-makers is shown in Box 4 and
Appendix 2. More detailed explanations of the
evidence base of the recommendations are avail-
able in  Appendix 3.

Adults at average risk
For adults at average risk of depression, we recom-
mend not routinely screening for depression. (Weak
recommendation; very-low-quality  evidence.)

The systematic review for this guideline did
not find any studies evaluating the benefits of
screening the average-risk population for depres-
sion in primary care settings.17 The review found
5 quasi-experimental studies (before–after de -
sign with a nonrandomized control group) that
examined the effect of community-based screen-
ing for depression on suicide rates among people
aged 65 and older (Table 1).19–23 These 5 studies
were conducted in Japanese rural regions with
suicide rates that ranged from 49.6 to 418.4 per
100 000 among women and 113 to 326 per
100 000 among men. All of the studies showed a
statistically significant reduction in the number
of completed suicides after implementation of
the program (relative risk reduction 0.51, 95%
confidence interval 0.34–0.75). However, these
studies have several important methodological
limitations that compromise their internal valid-
ity. For example, it is uncertain what portion of
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Box 1: Definition of a major depressive episode according 
to DSM-IV-TR criteria2

A major depressive episode is defined by the presence of 5 or more of the
following 9 key symptoms of depression during a 2-week period and a
change from previous functioning. At least 1 of the symptoms is either
depressed mood or loss of interest.2

• Depressed mood most of the day, nearly every day, as indicated either by
subjective report (e.g., feels sad or empty) or observations made by
others (e.g., appears tearful).

• Markedly diminished interest or pleasure in all, or almost all, activities
most of the day, nearly every day (as indicated either by subjective
account or observation made by others).

• Significant weight loss when not dieting or weight gain (e.g., a change
of more than 5% of body weight in a month), or decrease or increase in
appetite nearly every day.

• Insomnia or hypersomnia nearly every day.

• Psychomotor agitation or retardation nearly every day (observable by
others, not merely subjective feelings of restlessness or being slowed down).

• Fatigue or loss of energy nearly every day.

• Feeling of worthlessness or excessive or inappropriate guilt (which may
be delusional) nearly every day (not merely self-reproach or guilt about
being sick).

• Diminished ability to think or concentrate, or indecisiveness, nearly every
day (either by subjective account or as observed by others).

• Recurrent thoughts of death (not just fear of dying), recurrent suicidal
ideation without a specific plan, or a suicide attempt or specific plan for
committing suicide.

Note: DSM-IV-TR = Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision.2

Box 2: Defining incidence and prevalence

• By definition, screening is used to identify
only new cases of depression. Screening does
not apply to patients who are known to have
depression, have a history of depression or
are receiving treatment for depression.

• “Incidence” refers to new cases of depression.
“Prevalence” refers to the presence of
depression during a specified period
regardless of when the episode began; it
includes new, recurrent and chronic cases.



the reported outcomes involved people who actu-
ally received the intervention. The number of
reported suicides (before and after the interven-
tion) was based on independent statistics re -
ported by the local health agency, not a follow-
up of people who were screened. Also, because
of the community-based nature of the interven-
tion, there is a particularly high risk of bias,
because the people classifying the deaths as sui-
cides were not blinded to the group assignments.
Given that the studies compared a small number
of suicides in both the intervention and control
groups, any influence on even a few classifica-
tions could have affected the results.

Further, the generalizability of these results to
the Canadian population is uncertain given that
the prevalence of depression among older people
living in the rural Japanese communities is 5
times higher than the prevalence among older
Canadians as a whole (10.4% v. 2%),19,20 and the
suicide rate among elderly Japanese women is
more than 7 times higher than the rate among
comparably aged Canadian women (23.4 v. 3.3
per 100 000 among women aged 75–84 yr).21

Other factors that limit the applicability of these
results are the cultural and social differences
between Canada and Japan.

Previous reviews22,23 included multiple studies
in which both the treatment and control groups
were screened, with only the former receiving
treatment if depression was found (Appendices 4
and 5). Rather than studying the effect of screen-
ing per se, such studies actually compared the
addition of treatment to screening alone. In addi-
tion, screening all participants may increase
awareness of depressive symptoms, which can
either overestimate or underestimate any bene-
fits. If participants in the control group are more
aware of their symptoms, they may present
themselves as more depressed, inflating apparent
differences between groups. If, on the other
hand, screening leads participants in the control
group to engage in some form of treatment (this
could be as simple as exercise or self-care), the
apparent differences between the 2 groups may
be reduced.

The systematic review for the current guide-
line did not identify any eligible studies measur-
ing the harms of screening for depression. Poten-
tial harms of screening include false-positive
diagnoses, with subsequent unnecessary treat-
ment; adverse effects of medical therapy among
people correctly identified as having depression;24

and the consequences of labelling and stigma.4

By definition, any health benefits of screening
would accrue among newly identified cases of
depression (not among patients who are known
to have depression or are receiving treatment).

Detecting new cases of depression and treating
patients identified as having depression is a de -
sired outcome of screening but does not consti-
tute a health benefit by itself. The net benefit of
screening would depend on earlier identification
and successful treatment and would require that
the benefits of such treatment outweigh any
harms, such as adverse effects of medications.
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Box 4: Summary of recommendations for clinicians and policy-makers

Recommendations on screening for depression in primary care settings are
provided for people 18 years of age or older who present at a primary care
setting with no apparent symptoms of depression. These recommendations
do not apply to people with known depression, with a history of depression
or who are receiving treatment for depression.

• For adults at average risk of depression,* we recommend not routinely
screening for depression. (Weak recommendation; very-low-quality
evidence)

• For adults in subgroups of the population who may be at increased risk
of depression,† we recommend not routinely screening for depression.‡
(Weak recommendation; very-low-quality evidence)

*The average-risk population includes all individuals 18 years of age or older with no
apparent symptoms of depression who are not considered to be at increased risk.
†Subgroups of the population who may be at increased risk of depression include people with a
family history of depression, traumatic experiences as a child, recent traumatic life events, chronic
health problems, substance misuse, perinatal and postpartum status, or Aboriginal origin.
‡Clinicians should be alert to the possibility of depression, especially in patients with
characteristics that may increase the risk of depression, and should look for it when there are
clinical clues, such as insomnia, low mood, anhedonia and suicidal thoughts.

Box 3: Grading of recommendations

• Recommendations are graded according to the Grading of
Recommendations Assessment, Development and Evaluation (GRADE)
system.18 GRADE offers 2 strengths of recommendation: strong and weak.
The strength of recommendations is based on the quality of supporting
evidence, the degree of uncertainty about the balance between
desirable and undesirable effects, the degree of uncertainty or variability
in values and preferences, and the degree of uncertainty about whether
the intervention represents a wise use of resources.

• Strong recommendations are those for which the task force is confident
that the desirable effects of an intervention outweigh its undesirable
effects (strong recommendation for an intervention) or that the
undesirable effects of an intervention outweigh its desirable effects
(strong recommendation against an intervention). A strong
recommendation implies that most people will be best served by the
recommended course of action.

• Weak recommendations are those for which the desirable effects probably
outweigh the undesirable effects (weak recommendation for an
intervention) or undesirable effects probably outweigh the desirable effects
(weak recommendation against an intervention) but appreciable
uncertainty exists. A weak recommendation implies that most people would
want the recommended course of action, but many would not. For
clinicians, this means they must recognize that different choices will be
appropriate for each individual, and they must help each person arrive at a
management decision consistent with his or her own values and
preferences. Policy-making will require substantial debate and involvement
of various stakeholders. Weak recommendations result when the balance
between desirable and undesirable effects is small, the quality of evidence is
lower, or there is more variability in the values and preferences of patients.

• Evidence is graded as high, moderate, low or very low, based on how likely
further research is to change our confidence in the estimate of effect.

The GRADE companion document to task force guidelines is available at  www .canadiantaskforce
.ca /docs /grade _ENG .pdf. Recent task force publications on the application of the GRADE method-
ology are available at http ://canadiantaskforce .ca /guidelines /other -publications/
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Weighing the likelihood of such a net benefit
requires consideration of several factors. First,
the effectiveness of screening tools in identifying
new cases of depression (the objective of screen-
ing) is uncertain.25 Second, evidence shows that
people with mild depression may not benefit
from treatment, which suggests that some treat-
ments triggered by screening are actually unnec-
essary.26,27 Third, some patients with diagnosed
depression will decide not to accept treatment or
will stop treatment prematurely, before remis-
sion, in which case screening will likely not lead
to benefit.28,29 Given the lack of evidence for net
benefit, the task force recommends against rou-
tine screening for depression in people at aver-
age risk in primary care settings.

This recommendation places a relatively high
value on the importance of showing a clear net
benefit before recommending routine screening for
an entire population, and on the potential harms
that may result from screening. The recommenda-
tion places a relatively low value on the unproven
likelihood that early identification and subsequent
treatment of depression may lead to better health
outcomes. Physicians who believe that their
patients (or a subset of their patients) place a high
value on the potential benefits of screening for
depression and are less concerned with the poten-
tial harms could reasonably choose to implement
screening for depression in these patients.

Adults at increased risk
For adults in subgroups of the population who may
be at increased risk of depression, we recommend
not routinely screening for depression. (Weak rec-
ommendation; very-low-quality  evidence.)

The incidence of depression (and prevalence of
undetected depression) may be higher in popula-
tions at increased risk, which in theory would be
expected to favourably influence the potential ben-
efit of screening. However, the efficacy and ad -
verse effects of treatment, the performance of
screening tools and the possibility of harms likely
also differ among subgroups of the population who
may be at increased risk of depression. Therefore,
one cannot assume that screening will benefit peo-
ple at increased risk simply because they may have
a higher incidence and prevalence of depression.

The systematic review for the current guideline
did not identify any eligible studies showing bene-
fits or harms of screening for depression in sub-
groups of the population at increased risk of
depression.17 Subgroups that we considered as
being at increased risk (based on the systematic
review for the current guideline) included people
with a family history of depression, traumatic
experiences as a child, recent traumatic life events,
chronic health problems, substance abuse, and

perinatal or postpartum status. Given the lack of
evidence for net benefit, the task force recom-
mends against routine screening for depression in
these groups at increased risk.

Factors influencing this recommendation
were similar to those discussed in the preceding
section for people at average risk. Physicians
who believe that their patients (or a subset of
their patients) place a high value on the potential
benefits of screening for depression and are less
concerned with the potential harms could reason-
ably choose to implement screening for depres-
sion in these patients.

Considerations for implementation

Patients with clinical clues to depression
Screening for depression refers to the detection of
depression among patients with no apparent
symptoms. Yet, clinicians can use symptoms of
depression (e.g., insomnia, low mood, anhedonia
and suicidal thoughts) to identify patients with
potential depression.30 Evidence suggests that
detecting depression based on clinical symptoms
tends to identify patients with more severe
depression, who may be more likely to benefit
from treatment.31 Clinicians should be alert to the
possibility of depression in patients with clinical
clues, especially those at increased risk of depres-
sion, and implement treatment as appropriate
when depression is diagnosed.

Patient preferences
Although there was high variability in patient
preferences and values, patients generally con-
sider screening for depression to be important
and the screening tools to be acceptable.32,33

However, most studies of the acceptability of
screening for depression that were identified in
the systematic review focused on perinatal wo -
men.17 There was some evidence that any treat-
ment in identified cases should be culturally sen-
sitive and that matching treatment to patient
preferences improves outcomes.34–37

Resource implications
Evidence from a modelling study in the United
States suggested that one-time screening for
depression may be cost-effective.38 However, this
conclusion was based on a low-cost screening
approach (maximum $6 per person) and on high
remission rates associated with treatment (settings
that can achieve full remission in 45% of patients
and partial remission in an additional 25%). Given
the lack of support for these assumptions, the
validity of this conclusion is uncertain.

The time clinicians take to screen for depres-
sion reduces their availability to deliver other
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services of known clinical benefit (opportunity
cost). Evidence from a Canadian modelling
study suggests that routine screening to identify
new cases of depression, resulting in increased
rates of treatment, may not reduce the burden of
depression.39 Instead, focusing efforts on reduc-
ing episodes of relapse (e.g., through long-term
treatment in patients with known depression)
may be a more efficient use of resources.39

Integrated staff-assisted systems
Integrated staff-assisted systems engage case
managers, care support and coordination staff, or
social workers, who play a central role in work-
ing with primary care physicians, mental health
specialists and nurse practitioners to provide de -

pression management and follow-up. Evidence
suggests that such integrated systems may be
more effective than usual care in increasing the
likelihood of successful treatment of depression.22

However, it is unclear whether screening is a nec-
essary component of these programs.22 Neverthe-
less, clinicians practising in a setting where there
are integrated staff-assisted systems may be more
inclined to choose screening given that treatment
is more likely to be effective in this setting.

Other guidelines

The current recommendation (to not routinely
screen for depression in adults at average or
increased risk of depression in primary care set-
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Table 2: Summary of available recommendations on screening for depression in adults 

Organization Risk assessment Recommendation Screening test 

Canadian Task Force on 
Preventive Health Care 
(current) 

No recommendation* • Recommend not routinely screening 
adults at average risk in primary care 
settings 

• Recommend not routinely screening 
subgroups of the population in primary 
care settings who have characteristics that 
may increase their risk of depression 
(e.g., people with a family history of 
depression or with chronic health problems)

No recommendation 

Canadian Task Force on 
Preventive Health Care 
(2005)14 

No recommendation • Recommend screening adults for 
depression in primary care settings 
with both feedback to the clinician 
regarding depression status and a 
system for managing treatment 
(antidepressant medications and 
psychotherapeutic interventions) 

No recommendation 

UK National Institute 
for Health and Clinical 
Excellence — adults12 

• History of depression 
• Chronic physical health problem with 

associated functional impairment 

• Recommend being alert to possible 
depression 

Whooley questions† 

UK National Institute 
for Health and Clinical 
Excellence — perinatal 
women41 

• Past or present severe mental 
illness (e.g., schizophrenia, bipolar 
disorder, psychosis in the postnatal 
period and severe depression) 

• Previous treatment (including in-
patient care) by a psychiatrist or 
specialist mental health team 

• Family history of mental illness 
during perinatal state 

• Recommend identifying possible 
depression at a woman’s first contact 
with primary care, at her booking visit 
[first prenatal visit] and postnatally 
(usually at 4–6 wk and 3–4 mo) 

Whooley questions† 
plus help question‡ 

UK National Institute 
for Health and Clinical 
Excellence — people 
with chronic illnesses42 

• History of depression 
• Chronic physical health problem 

with associated functional 
impairment 

• Recommend being alert to possible 
depression 

Whooley questions† 

US Preventive Services 
Task Force13 

No recommendation • Recommend screening for depression 
in adults in clinical practices that have 
systems in place to assure accurate 
diagnosis, effective treatment and 
follow-up 

No recommendation 

*The task force did not formulate a recommendation on risk assessment because the topic was out of scope of the current guideline. 
†Whooley questions: During the last month, have you often been bothered by feeling down, depressed or hopeless? During the last month, have you often been 
bothered by having little interest or pleasure in doing things? 
‡If the patient answers Yes to either of the Whooley questions, a third question should be considered: Is this something you feel you need or want help with? 
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tings) is a change from the 2005 task force
guideline, which recommended screening adults
for depression in primary care settings where
integrated staff-assisted systems are available to
manage treatment. The 2005 recommendation
was based on an analysis of a literature review
done in 2002 for the US Preventive Services
Task Force,40 which showed that screening
improved the accuracy of diagnosis of depres-
sion and that benefit was more likely in settings
where screening was linked to effective follow-
up and treatment. Many of the trials included in
the 2002 literature review did not exclude people
with prior or known depression, which may have
overestimated the benefits of screening.

In contrast, the current task force recommen-
dations place a higher value on the lack of evi-
dence showing a direct benefit of screening for
depression and place less value on indirect evi-
dence and on trials that evaluated the merits of
detecting and treating depression in integrated
staff-assisted systems (Appendices 4, 5 and 6),
especially because availability of integrated
staff-assisted systems in Canada is varied. Of
note, the updated (2009) systematic review for
the US Preventive Services Task Force con-
cluded that, although treatment of depression is
more likely to be effective in integrated staff-
 supported systems, it is unclear whether screen-
ing for depression is a necessary component of
these programs.22

Table 2 provides a comparison between the
current and previous task force guidelines,14 as
well as recommendations from other groups.12,13,41,42

Explanation for the differences in guidelines
between countries may relate to different judg-
ments about the quality of available evidence.

Gaps in knowledge

Better information is needed about the diagnostic
accuracy of screening instruments for depression
(especially in people with characteristics that may
increase their risk for depression) and about the
best way to screen for depression in primary care
settings. High-quality randomized controlled tri-
als with an unscreened control group that evalu-
ate the effect of screening for depression on clini-
cally relevant outcomes (e.g., sustained remission
or depression-related mortality) should be a high
priority, especially in populations with a higher
baseline prevalence of depression. Future clinical
trials should also report on the potential harms of
screening, including labelling and stigma, false-
positive diagnoses and inappropriate treatment. In
particular, such trials should carefully examine
the implications of earlier detection in people
who would be identified only through screening.

Conclusion

Our recommendations highlight the lack of evi-
dence about the benefits and harms of routinely
screening for depression in adults. In the absence
of a demonstrated benefit of screening, and in con-
sideration of the potential harms, we recommend
not routinely screening for depression in primary
care settings, either in adults at average risk or in
those with characteristics that may in crease their
risk of depression. However, clinicians should be
alert to the possibility of depression, especially in
patients with characteristics that may increase their
risk of depression, and should look for it when
there are clinical clues, such as insomnia, low
mood, anhedonia and suicidal thoughts.
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