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Screening for Depression and Suicide Risk in Adults

US Preventive Services Task Force Recommendation Statement

US Preventive Services Task Force

IMPORTANCE Major depressive disorder (MDD), a commaon mental disorder in the US, may
have substantial impact on the lives of affected individuals. If left untreated, MDD can
interfere with daily functioning and can also be associated with an increased risk of
cardiovascular events, exacerbation of comarbid conditions, or increased mortality.

DBJECTIVE The US Preventive Services Task Force (USPSTF) commissioned a systematic
review to evaluate benefits and harms of screening, accuracy of screening. and benefits and
harms of treatment of MDD and suicide risk in asymptomatic adults that would be applicable
to primary care settings.

POPULATION Asymptomatic adults 19 years or older, including pregnant and postpartum
persons. Older adults are defined as those 65 years or older.

EVIDENCE ASSESSMENT The USPSTF concludes with moderate certainty that screening for
MDD in adults, including pregnant and postpartum persons and older adults, has amoderate
net benefit. The USPSTF concludes that the evidence is insufficient on the benefit and harms
of screening for suicide risk in adults, including pregnant and postpartum persans and older
adults.

RECOMMENDATION The USPSTF recommends screening for depression in the adult
population, including pregnant and postpartum persons and older adults. (B
recommendation) The USPSTF concludes that the current evidence is insufficient to assess
the balance of benefits and harms of screening for suicide risk in the adult population,
including pregnant and postpartum persons and older adults. (| statement)

JAMA. 2003;328(23):2057-2067. doi: 101001 ama. 20039297
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Prevalence of depression or symptoms of depression
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Prevalence in Korea
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Prevalence in Korea
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Screening for Depression (USPSTF)

Population Recommendation Grade
Adults, including pregnant and The USPSTF recommends screening for depression in the
postpartum persons, and older adult population, including pregnant and postpartum persons, B
adults (65 years or older) as well as older adults.
Adults, including pregnant and The USPSTF concludes that the current evidence is insufficient
postpartum persons, and older to assess the balance of benefits and harms of screening for I
adults (65 years or older) suicide risk in the adult population, including pregnant and

postpartum persons, as well as older adults.

JAMA. 2023;329(23):2057-2067



Risk factors for Depression Screening

Clinical Factors hymptom Factors

» History of depression Unexplained

o Family history of depression physical

o Psychosocial adversity symptoms

o High users of the medical system Chranie pain

¢ Chronic medical conditions Fatigue
(especially cardiovascular Insamnia
disease, diabetes, and Anxiety

neurological disorders) substance abuse
» Other psychiatric conditions
o Times of hormanal challenge
(e.g., peripartum)
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PHQ-2 &-FA] (Patient Health Questionnaire)
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PHQ-2 H4 3}

PHQ-2 % FLLSE0 E8(%) 7|El S EOH &E(%)
1 15.4 36.9
2 21.1 48.3
3 38.4 75.0
4 45.5 81.2
5 56.4 84.6
6 78.6 92.9

VA/DoD. Clinical practice guideline for the management of major depressive disorder. 2016
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Center for Epidemiologic Studies Depression Scale (CES-D)
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Center for Epidemiologic Studies Depression Scale (CES-D)
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Geriatric Depression Scale (GDS)
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Geriatric Depression Scale (GDS)
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Geriatric Depression Scale-Short Form(GDS-SF)
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Generalized Anxiety Disorder-7 (GAD-7)
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Archives of internal medicine. 2006;166(10):1092-1097.




GAD-7 cut-off

*Score 0-4: Minimal Anxiety
Score 5-9: Mild Anxiety
Score 10-14: Moderate Anxiety

Score greater than 15: Severe Anxiety

= Based on a recent meta-analysis, some experts have recommended considering
using a in order to optimize sensitivity without compromising

specificity

Archives of internal medicine. 2006;166(10):1092-1097.



Performance as Screening Tool for Anxiety Disorders

Test Sensitivity Specificity Positive Likelihood Ratio
Generalized Anxiety Disorder 89% 82% 5.1
Panic Disorder 74% 81% 3.9
Social Anxiety Disorder 72% 80% 3.6
Post-Traumatic Stress Disorder 66% 81% 3.5
Any anxiety disorder 68% 88% 5.5

Ann Intern Med. 2007;146:317-25..
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Risk factors for Suicide during a Major Depression Episode

Monmadifiable
Risk Factors

Madifiable
Risk Factors

s Older men symptoms and life events

» Past suicide .
attermnpt

s History of self-
harm behaviour

s Being a sexual
minority

s Family history of
suicide

Active suicidal ideation
Hopelessness

Psychatic symptoms

Anxiety

Irmpulsivity

stressful life events such as
financial stress (e.g.. bankruptcy)
and victimization

s History of legal Comorbid conditons

problems .

Substance use disorders
jespecially alcohol use disorder)
Posttraumatic stress disorder
Comorbid personality disorders
jespecially cluster B personality

disorders)

Chronic painful medical conditions
(e.g.. migraine headaches, arthritis)

Cancer

Suicide risk assessment tools

SADPERSONS

Columbia Suicide Severity
Rating Scale

Chronological Assessment of

Suicide Risk interview guide



Suicide risk assessment tools

SADPERSONS

S - Sex: 1 if male; 0 if female; (more females attempt, more

males succeed)

A-Age:1if<20o0r> 44

D - Depression: 1 if depression is present
P - Previous attempt: 1 if present

E -Ethanol abuse: 1 if present

R - Rational thinking loss: 1 if present

S - Social Supports Lacking: 1 if present

Total points | Proposed clinical action

Oto2 Send home with follow-up

3to4 Close follow-up; consider hospitalization

5to 6 Strongly consider hospitalization,
depending on confidence in the follow-
up arrangement

7to 10 Hospitalize or commit

O - Organized Plan: 1 if plan is made and lethal

N - No Spouse: 1 if divorced, widowed, separated, or single

S - Sickness: 1 if chronic, debilitating, and severe




Suicide risk assessment tools

Columbia Suicide Severity Rating Scale

Instructions: Check all risk and protective factors that apply. To be completed following the patient interview, review of medical

SUICIDAL IDEATION

Ask questions | and 2. [f bath are negative, proceed fa -Suicidal Behaviar” seciion. Jf the answer fa

Not receiving treatment

Fear of death or dying due to pain and suffering

Other Risk Factors

Belief that suicide is immoral, high spirituality

Frequency
Haw many times have you had these thounghts?

{1} Less than once a week (7) Once a week (3) 2.5 times in week _(4) Daily or almast daily _(5) Many times each day

record|s) and/or cc with family members and/or other professionals. question 2 is “yes”, ask questions 3, 4 and 5 If the answer to question | andior 2 is “yes ", complete ,].:'.‘.;
) i fom™ secti Most S 1l
Suicidal and Self-Injury Behavior (Past week) Clinical Status (Recent) ey v Mion wion bein i
D Actual suicide attempt D Lifetime D Hapelessness Swbject endorses thowughts sbowt a wish to be dead or not alive anymore, ar wish to fall aslecp and ot wake . Yes  Noo | Ves Na
Have pou wished you were dend or wished you conld go t0 sleep and not wake up? o o oo
D Interrupted attempt [ uietime D Helplessness® ——
= = yes, describe:
Aborted attempt [ uifetime Ll | Feeling Trapped* 2. Non-Specific Active Suicidal Thoughts
= N = - - General non-specific thaughts af wanting % end one’s life/commit suicide fe.g . “T ve thought ahov killieg myself™) without thoughts Yo Noo | Ye Ne
| | Other preparatory acts to kil self [ uietime Ll | Major depressive episode o ways o kill nesel Passuciated methods, ftent. or plan during she sssesmer perioed, —— a o
Self-injury behavior wyo suicide intent [ tfetime Mixed affective episode Have you actunlly had any thanghts of killing yourself?
Sull:lda Ideation (Most Severe in Past Week) ] | command hallucinations te hurt self fyes, describe:
D ™ y . . 3. Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act
Wish to be dead L | Highly impulsive behavior Swhject endarses thoughts of suicide and has thought of ai least one meibod during the assessment periad Th s airrmm than s Ves No | Yes Na
[ | suicidal thoughts [] | substance abuse or dependence ol B = R | o o
0 Suicidal thoughts with method (but without specific [7 | agiation or severe aniety “"':“;""“;’;"“mmﬁ et g bt his?
plan or intent to act) )
N - - ™y N If yes, describe:
D Suicidal intent (without specific plan) D Percelved burden on family or others e e
I | i K 4. Active Suicidal Ideation with Some Intent to Act, without Specific Plan
Suicidal intent with specific plan Chranic physical pain or other scute medical problem Agtive suicidal thoughts af killng omeself and subject reparts having some et o act on such toughis, 2= opposed Yes No o [ Yer Na
peciiic pl
(AIDS, COPD, cancer, etc.) dhoughts bt | dey will not o anytking abou them n o oo
‘Activating Events (R ) j Homicidal ideation Have you had these thoughts and had some intemtian of acting an them?
ecent icidal i
= IFyes, describe:
[ | Recent loss or other significant negative event L] | Aggressive behavior towards others e
ibe: M i 5. Active Suicidal Ideation with Specific Plan and Intent
Describe: — Method for suicide avallable (gun, pills, etc.) Thoughts of kil m;umi;lf ,-m- details of plan fully or partially warked out and subject has some intent to carry it out. Yes  No Ves N
Refuses or feels unable to agree to safety plan e poor starsed 19 o coprinl g she sigtalle of How 19 21 e dmcenal 29 caroy sost thls plan? o o O o
[ | pending incarceration or homelessness ] | sexual abuse [lifetime) If yes, describe
D Current or pending isolation or feeling alone O Family history of suicide (lifetime) INTENSITY OF IDEATION
The following Jeatures shauld be rated with respect 1o the mast severe type of Kleation (. 1-3 [rom above, with 1 being
Treatment History Protective Factors (Recent) the least severe and 5 being the mast severe), Ask about time hefshe was feeling the st suicidal
[] | Previous psychiatric diagnoses and treatments [ | identifies reasons for living feticue - Most Severe Ideation: Muost Minar
[ | Hopeless or dissatisfied with treatment [ | Responsibility ta family or others; living with family Tpediiy Duxcripsiom of destion Severe e
D Noncompliant with treatment D Suppartive social network or family Recem - Mast Severe Ideation: ] Descripian of Momion

O

Engaged in work or school

Engaged with Phone Worker *

Other Protective Factors

Duration

When you huve the thoughts how long do they last?
{1 Flecting « few seconds or minuies
12) Less than | hour/some of the time
13) 14 bours'a Jot of time

(4) 4-8 bours/most of day
§5) More than § hours/persistent or continsous

Describe any sulcidal, self-injury or aggressive behavior (include dates):

Contesllabil
Couldican you stop thinking about illing yourself or wanting to die if you want to?
{1} Easily able to control thoughts i) Can control thoughts. with 1ot of difficulty
12) Can conirel thoughts with litlke difficubiy (5) Unable to control thowghis
{3} Can control thoughts with some difficulty 1) Dioes not afiempt 1o contral thoughts

Deterrents
Are there things - anyone or anything (e.g., family, religion, pain of death) - that stopped you from wanting to
die or acting on thoughts of commining suicide?

(1) Deterrents definitcly stopped you From attempting suicide

12) Deterrents probably stopped you

13 Uncertain 1 ed you

(4) Dicterrents mast likely did not siop you
Deterrents definitely did nat sop you
0 Does ot apply

Reasons for Ideation
What sart of reasons did you have for thinking about wanting to dic or killing yourself? Was it to end the pain
ar stap the way you were feeling (in other wards you eouldn’t go on living with this pain or how you were
feeling) or was it to get attension, revenge or a reaction from others? Or both?
{1} Completely to get attention, revenge or a resction from otfers (4 Mostly to end or stop the pain fyou couldn’t go on

Mosily to get aticnian, revenge ar & reaction from others living with the pain or how you were fecling)
{3} Equally to get attention, revenge of  reaction from ctbers Completely b end ar stap the pain {you \.wl.h ‘tgoan

o endstop the pain living with the pain o how you were feelin

() Dioes not apply

SUICIDAL BEHAVIOR Past 3
(Check all thar apply, 50 long as these are separate events; must ask about all ypes) months
urious act committed with at least same wish o die, as a resu ‘acs. Behavior was in part thought of as method 1o kill Yo Ne Yex Mo
aneself. Iment does not have 1o be 1007, If there is @my inbentidesire to die associated with the act, then it can be considered an actual suicide oo oo
atiempt. There does not have 10 be any infury ar Rarm, st the patential for ijury or harm, If person pulls irigger while gun is m
‘mouth but gun is braken 5o no injury results, this i considered an aremp
Infiring Inient. Even if an mdmml enies s o i ity b nfrved lmically frons e bebavic o citcunsizoses For exasple, 3
highly letkal act that is cleary 50 10 other intent but suicide can be inferred (c.g.. gunshot 1o bead. jumping from window ofa
high floarstary). Ak, |fsmum Senics ntent o dic, b they thausght that what they did could be lethal, interst may be inferred.
Have you made a suicide atempt?
Have you done anything to harm yourself?
. " Total # of Total # of
Have you done anything dungerouws where you could have died? impre | Amemmges
What did you do? :
Did you as @ way 1o end your life?
Did you want te die (even a litile) when you ?
Were you trying to end your life when you ?
Or Did you think it was possible you could have died from___
Or did you do it purely for ather reasons / without ANY intention aﬂﬂmg yourself (like to relieve stress, feel better,
get sympathy, or get something else to happen)? (Sclf-Injurious Behsvior without suicidal micet)
If yes, describe
Yes  Na Yes  Na
Has subject engaged in Non-Suicidal Self-Injurious Behavior? nolo o
Interrupted Attempt:
e . . . o . Yo No | Ve Ne
When the person is inierrupied (by an outside circusianec) from siaring the potenially selfvinjurious act ifnot for thas, empt would
Jarve accurred). (] o o
Overdoze: Persan bas pills in hand but & stopped from ingesting. Once they ingest amy plls, this becomes an attemspt rather than an interrupted
rson has gun pointed award self, gun is taken away by someone clse, oc is somehow prevented from pulling trigger. Once
er. even if the gun Fals fo fire, i & an attcmpi. hul:pm! Persan is paised to jump. i grabbed and taken down fram ledge.
Person has noos: around neck but has not yet started o stopped from daing so.
Has there been a time when you started 1o o Something 10 mdjmlr!fz but someane ar something stapped you before | Towl #of | Towl s of
you actually did anything? mterrupted | interrupted
1fyes, deseribe
“Aburted or Sell-Interrupted Attempt: U .
When person begins to take sicps towand maki ide aticempl. but siops themselves before they actually have engaged in any self-
destnuctive bebavior. Examples are similr fo interrupted stiempes, except that the individual staps him/berself, instesd of being stopped by oo o o
samathing ele.
Has there been a time when you started to do something 1o try to end your life but you stopped yourself before you Total #of | Towldof
actually did anything? abaricd or | nhoricd ar
If yes, describe self- self-
imterrupted | interrupted
Preparatory Acts or Behavior: e % N
Acts ar preparation towasds imminently making a suicide aticmps. This can inchsde anything hﬂ.md & verbalization ar thought, such &
‘assemsbling o specific method {2.g., buying pills, purchasing a gun) o preparing for enc's death by s giving things away, writing & o o oo
suicide note).
Have you taken any sieps towards making a swicide atiempt or preparing io kill yourself (such as collecting pills, Total #of | Towl#of
getting a gun, giving valuables away or writing a suicide note)? preparatony | preparsory
If yes, describe acts acts.
[Mast Recent [Most Lethal nstial First
|Atcmpt - sempt
|Date: | Datc: [Date:
Actunl Lethality | Damage: ver Code | Ener Code
0. No physical damage or very minar physical damage (e g., surface scratches). Hnter Lot Fer ot
1. Minor physical damage (c.z., lethas cch; firstdegres bumns; mild blecding: spa
Moderate physical damase: mdical ttntion nceded (e 8. conscions bt decpy, bt responsive; second-degroe
bums; bieeding of major vessel).
3. Moderaicly severe physical damape: mesical bospitalization and likely intensive care required (c.g.. comaose with reflenes
itact; il e bums s a0 of body; entsive bl ks b over, majar frac
4. Severe physical Jam spitalization with inensive care require omstoss \udmu( un,_m third-degree
bums aver 2074 of hody; extensive blood loss with unstabie vital signs; mjw.hmm 0 3 vital area)
5 Death
ethality: Only Answer if Actusl Lethality=0 o _ ~ -
Enter Code | Enter Cade ter Code
s letbality of actsl atemp if o medical damage (e follawing examples, whilk having no actus] medical damage. had | o | ERE v
: ery serices lethality: put gun in mouth and pulled the irigser but gur fails to fire s no medical damage: laying
ancoming train but pulled sway before nun over).
0= Behavior not likely 1o result in injury
1 imjery bust not likely i cause death
2 - Behavior likely 4o real in deaih despite avoilsble medical care
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