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Abstract

Background: Depression negatively
affects how a person feels, thinks, or
behaves; is associated with impaired
functioning in social and work settings;
and can be associated with thoughts of
suicide. This update of the 2013 Canadian
Task Force on Preventive Health Care
guideline provides an evidence-based
recommendation about instrument-
based screening for depression.

Methods: For this update, we commis-
sioned a systematic review on benefits
and harms of instrument-based screen-
ing (i.e., using a screening tool) for
depression among adults. The system-
atic review covered relevant literature
from October 2018 to May 2020, updated
to January 2025 for trials, and to
March 2025 for trial registries. We exam-

ined patient values and preferences via
patient engagement surveys and focus
groups; we engaged content experts and
other interest holders at key points
throughout the project. We used the
Grading of Recommendations, Assess-
ment, Development and Evaluation
approach to determine the certainty of
evidence for each outcome and strength
of the recommendation; adhered to the
Guidelines International Network princi-
ples of managing competing interests;
and followed Appraisal of Guidelines for
Research and Evaluation, and Guidance
for Reporting Involvement of Patients
and the Public reporting guidance.

Recommendations: We recommend
against screening all adults aged
18 years and older for depression using

questionnaires (strong recommenda-
tion, very low-certainty evidence), based
on evidence suggesting that depression
screening using a screening tool has
little to no effect on health. This recom-
mendation does not apply to adults with
a personal history, current diagnosis, or
clinical suspicion of a diagnosis of
depression or another mental health
disorder. It does apply to those who may
be at an elevated risk of depression.

Interpretation: The recommenda-
tion against screening adults for
depression using a screening tool
emphasizes the importance of good
clinical care, where clinicians ask
about their patients’ well-being and
remain vigilant for symptoms and
signs of depression.

Depression is a medical illness that negatively affects how a per-
son feels, thinks, or behaves, and is associated with impaired
social and occupational functioning.! Depression is common in
Canada: the lifetime prevalence of major depressive disorder
among people without bipolar disorders was estimated as 9.9%
(95% confidence interval [CI] 9.3% to 10.5%) in 2012, and the
annual prevalence was estimated as 3.9% (95% CI 3.5% to
4.2%).? The prevalence of Canadians aged 15 years and older
experiencing a major depressive episode has risen since 2012.
Increases in lifetime prevalence of major depressive episodes
from 11.3% (95% CI 10.7% to 11.9%) to 14.0% (95% CI 13.2% to
14.9%) and the 12-month prevalence of major depressive epi-
sodes from 4.7% (95% CI 4.3% to 5.1%) to 7.6% (95% Cl 6.9% to
8.3%) were observed between 2012 and 2022.3

Social factors — and, to a lesser extent, genetic factors — have
been linked to depression.* The annual prevalence of major

depressive disorder in Canada in 2012 was higher in women than
in men (4.9% v. 2.8%).2 Certain population groups are also at
higher risk of developing major depression than others. This
includes those who faced childhood adversity (e.g., abuse,
neglect);* those living with chronic medical conditions;® First
Nations, Métis, and Inuit people (owing to factors such as col-
onization and forced assimilation, among others);® people with a
history of substance use concerns; and 2SLGBTQI+ (Two-Spirit,
lesbian, gay, bisexual, transgender, queer, intersex, and addi-
tional people who identify as part of sexual- and gender-diverse
communities) individuals.” Although reported rates of mental
health problems are lower in adults aged 65 years and older than
in other age groups in Canada,® research suggests depression in
older adults is under-recognized and under-reported, making
this another group of potential concern. The consequences of
depression can be long term and include reduced quality of
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Key messages for the public

e Depression negatively affects how a person feels, thinks, or
behaves, results in impaired functioning in social and work
settings, and can lead to thoughts of suicide.

e Qur systematic review found evidence that using screening
questionnaires to identify people who may have depression
might not improve their health or well-being.

e [tisimportant to tell your health care provider if you are
experiencing symptoms such as a sad mood, difficulty enjoying
activities that you usually like to do, feelings of worthlessness or
guilt, unexpected fatigue or lack of energy, unexpected changes
in your sleep patterns, or thoughts of suicide or self-harm.

¢ |fyou are experiencing depressive symptoms or have been
diagnosed with depression, a health care provider can discuss
support and treatment options with you.

life,>® increased risk of suicide,!° increased rates of hospital
admission,!! increased prevalence of chronic medical condi-
tions,>2 and stigmatization.*®

Depression is often diagnosed, managed, and treated in pri-
mary care.’ Major depressive episodes are diagnosed when
patients report depressive symptoms that represent a change
from previous functioning.’® Major depressive disorder is diag-
nosed if a person has reported experiencing 1 or more major
depressive episodes, along with other criteria.

Screening for depression involves the systematic adminis-
tration of a screening tool (e.g., a questionnaire or small set of
questions) with a predefined cut-off score to a target popula-
tion of people who have not reported or are not otherwise sus-
pected of having symptoms of depression.!®!” People who meet
or exceed the cut-off score are considered “screen positive”
and are then further evaluated to see whether they meet diag-
nostic criteria for depression, whereas those below the cut-off
score are “screen negative” and would not receive further
evaluation.’>* The goal of screening is to identify people with
depression who would otherwise have been identified later in
theirillness, or not at all.

Without systematic (or routine) screening with question-
naires, people with depression are identified via usual clinical
vigilance, or because they report signs, symptoms, or concerns
indicative of depression to a primary care provider or mental
health services. Once clinicians suspect depression and begin to
investigate it, they are engaging in a diagnostic process rather
than a screening process.

In 2013, the Canadian Task Force on Preventive Health Care
conditionally recommended against screening for depression
among adults, given a lack of studies evaluating the benefits and
harms of screening; uncertainty about the effectiveness of
screening tools in identifying new cases of depression; evidence
suggesting that some treatments triggered by screening are
unnecessary; and evidence suggesting that some patients will
not accept treatment or will stop prematurely.®

As part of the task force’s ongoing guideline review process,
the 2013 guideline was assessed for update.’ This document
updates and replaces the 2013 Canadian Task Force on Prevent-
ive Health Care guideline.’®

Scope

This guideline is an update of the task force’s previous recom-
mendation on depression screening in adults aged 18 years and
older.’® The primary audience for this recommendation is clin-
icians in primary care or other non-mental health clinic settings
(e.g., physicians, nurses, or other providers who could serve as
first point of contact for care). Secondary audiences for this rec-
ommendation are policy-makers and patients. The recommenda-
tion is intended to provide clinicians with guidance on whether to
screen for depression in adults with no personal history, current
diagnosis, or clinical suspicion of a diagnosis of depression or
another mental health disorder; and in those who may be at an
elevated risk of depression (e.g., trauma in early life, family
history of depression). This recommendation does not apply to
adults who are already being assessed for mental health dis-
orders or seeking services because of symptoms of depression, or
to those already diagnosed with major depressive disorder.

For guidance on screening for depression during the perinatal
period (during pregnancy and up to 1 year postpartum), readers
may refer to the task force recommendation on screening for
depression during pregnancy and the postpartum period.?

Recommendation

The Canadian Task Force on Preventive Health Care recommends
against routine instrument-based depression screening (using a
questionnaire with a cut-off score to distinguish “screen positive”
and “screen negative” status) administered to adults aged
18 years and older (strong recommendation, very low-certainty
evidence).

Grading of recommendations is described in Box 1. A summary of
the recommendation is available in Box 2. A visual summary
of the guideline is available in Figure 1.

To determine whether screening adults for depression is
effective in primary care settings, we conducted a systematic
review of trials that reported on the benefits and harms of
depression screening.?> We found 3 randomized controlled
trials (RCTs) that specifically isolated the effects of screening
for depression in primary care settings.???* The first trial was
conducted in the United States.?® Participants were adults
aged 21 years or older, diagnosed with acute coronary artery
syndrome (ACS) 2-12 months before enrolment (n = 1001;
mean age about 65.8 yr; about 72% male; race and ethnicity:
72% White, 8.7% Black), randomized at the level of the individ-
ual.® The second trial was conducted in the United Kingdom.
Participants were adults aged 45 years or older who consulted
for osteoarthritis symptoms (n = 1412; mean age 65 yr; 57%
female; race and ethnicity: 98% White UK or European), cluster
randomized by clinic.?* The third was conducted in Hong
Kong.?® Participants were Chinese mothers (n = 462; age not
reported) at 2 months postpartum, randomized at the level of
the individual.®

The intervention in each study was screening for depression
using a screening tool with a cut-off score to identify patients
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Box 1: Grading of recommendations

Recommendations are graded following the Grading of
Recommendations, Assessment, Development and Evaluation
(GRADE) system.?* Recommendations are graded as strong or
conditional depending on certainty in estimated effects of an
intervention, estimates of patient values and preferences for
outcomes, and resource use, among other considerations.

Strong recommendations

® The task force makes strong recommendations for an
intervention when the desirable effects outweigh the
undesirable effects. The task force makes strong
recommendations against an intervention when the
undesirable effects outweigh the desirable effects. A strong
recommendation implies that most people will be best served
by the recommendation for or against an intervention.

® Strong recommendations are normally made when the task
force has high confidence in the estimate of the desirable or
undesirable effect of the intervention (high-certainty evidence).
Strong recommendations may also be made in other
circumstances, as described in the GRADE handbook.

Conditional recommendations

® The task force makes conditional recommendations for an
intervention when the desirable effects of an intervention
probably outweigh the undesirable effects, but there is
appreciable uncertainty. A conditional recommendation against
an intervention is made when the undesirable effects probably
outweigh the desirable effects, but there is appreciable
uncertainty. A conditional recommendation implies that most
people will probably be best served by the recommendation for
or against an intervention.

e Conditional recommendations are made when the task force
has low certainty in the estimate of the effect of the
intervention; the balance between desirable and undesirable
effects is small and depends on patient values and preferences;
there is high variability in the values and preferences of
patients; the balance of costs and benefits is unclear; or when
acceptability, feasibility, or the effects on health equity are
unclear.

e Clinicians may be encouraged to engage in shared decision-
making when the task force makes a conditional
recommendation for an intervention to help each patient arrive
at a management decision consistent with their values and
preferences. Knowledge translation tools are available at www.
canadiantaskforce.ca to support evidence-informed decision-
making in alignment with an individual’s priorities.

Evidence is graded as high-, moderate-, low-, or very-low-certainty,

based on how likely further research is to change the task force’s

confidence in the estimate of effect.

who may be depressed. The screening tool and cut-off score
differed across studies. In the US ACS study, Kronish and col-
leagues screened for depression using the Patient Health Ques-
tionnaire (PHQ-8) (score of at least 10 considered screen posi-
tive).Z In the UK osteoarthritis trial, Mallen and colleagues used
the 2-item Patient Health Questionnaire (PHQ-2) (score of 1 or 2
was considered screen positive), modified to yes or no responses
rather than standard scoring (also known as the Whooley ques-
tions).?*?% In the Hong Kong postpartum study, Leung and col-
leagues used the 10-item Edinburgh Postnatal Depression Scale
(EPDS) (score of at least 10 or suicide ideation considered indi-
cated on item 10), in addition to assessment by a nurse.?

Box 2: Summary of recommendation for clinicians,
policy-makers, and patients

The Canadian Task Force on Preventive Health Care recommends
against routine instrument-based depression screening (using a
questionnaire with a cut-off score to distinguish “screen positive”
and “screen negative” status) administered for adults aged 18 years
and older (strong recommendation, very low-certainty evidence).

® This recommendation applies to adults with no personal history
of depression, and those who are not already receiving
assessment or treatment for mental health disorders.

¢ Inthe context of this recommendation, screening refers to a
process where primary care providers administer a depression-
screening instrument in every eligible patient and use a
pre-identified cut-off score to classify patients as having positive
or negative screening results.

e Health care providers should ask patients about their well-being
and be vigilant for signs or symptoms of depression and provide
further assessment to those expressing symptoms of
depression, as clinically indicated.

In the US ACS trial, treatment decisions for depression were
made by treating physicians.?® In the UK osteoarthritis trial, clin-
icians were prompted to follow the National Institute for Health
and Care Excellence (NICE) guideline recommendations on
depression.?* After a positive screen in the Hong Kong post-
partum trial, participants were referred for counselling by a
nurse.? The comparator in all studies was described as usual
care. In the Hong Kong trial, this consisted of assessment by a
nurse for potential depression,? whereas in the US and UK trials,
usual care consisted of no systematic assessment for depres-
sion.?*2* Importantly, in all studies, screening and usual care
groups had access to the same follow-up and treatment options
as those identified as potentially depressed,?%> which isolates
for the impact of carrying out the screening intervention.

Outcomes examined in the trials were depression (symptoms
of depression; depression-free days), health-related quality of
life (quality-adjusted life years [QALY]), and harms or adverse
events. Outcomes were assessed at baseline and up to
18 months follow-up. The data were not combined for any out-
comes because of heterogeneity of participants, interventions,
time points, and a high risk of bias.

The US ACS trial found little or no evidence of benefit of
screening using standard tools to screen for depression.? The UK
osteoarthritis and Hong Kong postpartum RCTs found very
uncertain evidence about the benefits and harms of screening
using standard questionnaires (very serious risk of bias).?#?

Benefits of screening

Symptoms of depression or diagnosis of major depressive
disorder

Each of the 3 RCTs examined symptoms of depression (a critical
outcome). Evidence from the 3 studies provided very uncertain
results or showed little to no difference in symptoms of depres-
sion between those who were screened for depression with a
screening tool and cut-off score versus those who were not.?-%
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Recommendation on screening
adults for depression using
a screening tool

aulaping

Depression
= Negatively affects how a person feels, thinks, or behaves
m |s associated with impaired functioning in social and work settings

m Can be associated with thoughts of suicide

RECOMMENDATION

The Canadian Task Force on Preventive Health Care recommends
against routine screening for depression using standardized tools
like questionnaires in all adults aged 18 years and older.

This guideline does NOT apply to adults with: This guideline applies
% Ahistory of depression to adults with:
Current depression @ Normalrisk of depression

Symptoms of depression @ Higher risk of depression
(e.g., due to childhood

Symptoms of other mental health disorders trauma, family history)

Why?

Evidence shows that screening every adult for depression with a questionnaire has
little or no effect on health

What does this mean for clinicians?

= Ask patients about their mental health and well-being as part
of usual care

Practise good clinical judgment to detect potential depression
Don’t use a standardized tool to screen every patient
Be vigilant for depression

Use clinical judgment to decide on further steps

Figure 1: Summary of the guideline recommendation. See the Related Content tab for accessible version.
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In adults with recently documented ACS, screening for
depression using the PHQ-8 compared with no screening likely
results in little to no difference in symptoms of depression:
mean difference (MD) from baseline to 18 months was 0.30
lower (95% CI 0.98 lower to 0.38 higher) using the 10-item
Center for Epidemiologic Studies Depression Scale (CESD-10)
(score of 0-30, with higher indicating greater severity), and 0.10
lower (95% CI 0.61 lower to 0.41 higher) using the PHQ-8 depres-
sion score (score of 0-24, with higher indicating greater severity)
(both moderate-certainty evidence). Screening also likely
results in little to no difference in change in depressive symp-
toms at 18 months, assessed using CESD-10, for males (MD 0.30
lower, 95% CI 1.11 lower to 0.51 higher) (moderate-certainty
evidence) and may result in little to no difference for females
(MD 0.30 lower, 95% CI 0.78 lower to 0.18 higher) (low-certainty
evidence).?

In adults consulting for osteoarthritis, the effect of screening
with the PHQ-2 on symptoms of depression, assessed using
PHQ-8 (score of at least 10 considered screen positive), was very
uncertain at 12 months (MD 0.60 higher, 95% CI 0.18 lower to
1.38 higher).?* The very low certainty was due to serious risk of
bias, concern with imprecision (i.e., sample size < 400 for
females), and the indirect population, suggesting that the true
effect of screening might be substantially different.?

In people 6 months postpartum, the effects of screening
using the EPDS on the number of patients identified as poten-
tially depressed at 4-month follow-up (91 fewer per 1000, 95%
Cl 24 fewer to 135 fewer) and EPDS depression scores (0-30,
with higher indicating worse) (MD 1.36 lower, 95% CI 0.63 lower
to 2.09 lower) is very uncertain.?® The very low certainty was due
to very serious risk-of-bias concerns (based on outcome meas-
ures used and selective outcome reporting) and an indirect
population, suggesting that the true effects of screening might
be substantially different.*

Health-related quality of life

In adults with recently documented ACS, screening with the
PHQ-8 likely results in little to no difference in the change in
quality of life (a critical outcome), as measured by mean QALY
from baseline to 18 months (MD 0, 95% CI 0.02 lower to 0.02
higher), or quality-of-life utility scores (scale of 0-1, where 1 is
perfect health) (MD 0.01 lower, 95% CI 0.04 lower to 0.02 higher)
at 18 months (moderate-certainty evidence).?

For adults consulting for osteoarthritis, evidence points to a
very uncertain effect of screening using the PHQ-2 on quality of
life assessed using the Medical Outcomes Study Short Form 12
Mental Component score (score from 0 to 100, with lower score
indicating worse rating), with an MD 0.40 lower (95% CI 1.87
lower to 1.07 higher) at 12 months.?* There was also a very
uncertain effect of screening on quality of life related to physical
health assessed using the Medical Outcomes Study Short Form
12 Physical Component score (score from 0 to 100, with lower
score indicating worse rating), with an adjusted MD 0.66 lower
(95% CI 2.25 lower to 0.93 higher) at 12 months.?

The Hong Kong trial did not report on health-related quality
of life.®

Other critical outcomes of interest

The systematic review did not identify any studies reporting on
the other critical outcomes of interest categorized as benefits
related to depression (i.e., diagnosis of depression using a valid-
ated diagnostic interview at a follow-up time point, suicidality).

Important outcomes of interest

The systematic review did not identify any studies reporting on
the important outcomes of interest categorized as benefits: day-
to-day functionality, time lost at work or at school, or impact on
lifestyle behaviour (e.g., alcohol, smoking).

Harms of screening

Harms of treatment

In adults with ACS, evidence suggests screening for depression
using the PHQ-8 likely results in little to no difference in harms
potentially attributable to the use of antidepressant medica-
tions at 18 months, per 1000 patients: bleeding (0 fewer cases
of bleeding, 95% CI 36 fewer to 52 more); increased appetite
(0 fewer cases, 95% Cl 44 fewer to 61 more), decreased appe-
tite (27 fewer, 95% Cl 66 fewer to 27 more), drowsiness
(28 fewer reports of drowsiness, 95% CI 88 fewer to 42 more),
or gastrointestinal upset (30 fewer, 95% CI 78 fewer to 30
more).%

The Hong Kong trial also collected evidence on adverse
events for people in the postpartum period, and reported that
none were identified (very low-certainty evidence).?

The UK osteoarthritis trial did not report on adverse events.?*

Other important outcomes of interest

No studies were identified that reported on labelling or stigma,
or the potential harms of screening including false-positive
results, overdiagnosis, or overtreatment.

Patient values and preferences

Patient values and preferences for screening were assessed during
patient engagement activities conducted by the knowledge trans-
lation team for this guideline.?”? Initially, participants consistently
rated the potential benefits of screening (e.g., improvement in
depressive symptoms) as more important than the potential
harms (e.g., false positives) (Appendix 1, available at www.cmaj.
ca/lookup/doi/10.1503/cmaj.250237/tab-related-content). When
assessed by survey, most participants indicated a strong prefer-
ence for screening for depression versus not screening.?’- How-
ever, in the second phase of patient engagement, after partici-
pants saw the results of the systematic review, variability in
responses in the focus groups was greater, with some expressing
concerns about the lack of evidence of benéefit, given the poten-
tial harms (Appendix 2, available at www.cmaj.ca/lookup/
doi/10.1503/cmaj.250237/tab-related-content).?

Throughout both phases, it is possible that participants did
not fully understand the difference between screening all adults
versus usual care (discussions of well-being) or diagnostic test-
ing of adults already experiencing symptoms. Participants inter-
changed these 2 concepts at several points during the focus-group
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discussions, making it difficult to interpret patient perspectives.
Nevertheless, participants generally indicated that conversa-
tions about mental health with their provider are important,
whether this takes the form of screening or other types of
discussions.

Resource use

We did not examine cost-effectiveness or resource use in the
systematic review. Our ongoing scan of provincial and territorial
recommendations (as of March 2025) suggests most provinces
and territories do not have a recommendation regarding screen-
ing of all adults for depression (Appendix 3, available at www.
cmaj.ca/lookup/doi/10.1503/cmaj.250237/tab-related-content).
British Columbia has a recommendation regarding “screening”
in its provincial primary care guideline; however, this recom-
mendation applies only to those presenting with symptoms of
major depressive disorder, whereas we consider screening to be
a process to identify unrecognized cases in those not presenting
with symptoms. 2%

We are certain there would be costs related to implementing
routine screening of all adults for depression where it is not cur-
rent practice. Costs could include the costs of administering
tools, as well as an increase in clinician time associated with
triaging and further assessing patients who screen positive,
although the exact costs to screen all adults are unknown.
Because screening for depression has not been demonstrated to
be of greater benefit than usual care (see Rationale section), the
additional resource requirements (e.g., time) do not appear to be
justified. The resource requirements for following a recommen-
dation against screening are uncertain but would be expected to
be none to minimal in jurisdictions where screening is not cur-
rently performed.

Feasibility, acceptability, and equity

The task force considers a recommendation against screening to
be feasible. Most provinces and territories in Canada do not have
a recommendation regarding screening (as of March 2025).
Although the task force recommended against screening in
2013,'® we do not know the degree to which individual health
care professionals follow the recommendation.

The task force judges that clinicians who are not currently
screening adults for depression are expected to find the recom-
mendation acceptable. For those who are currently system-
atically screening adults, this would constitute a change in prac-
tice (i.e., 1 fewer formal task required). In the US, where a United
States Preventive Services Task Force (USPSTF) recommenda-
tion to screen has been in place since 2009, just 3% of adult
ambulatory care visits included depression screening, support-
ing the likelihood that maintaining a recommendation against
screening would be acceptable in Canada.®! The acceptability of
the recommendation across all potential interested parties is
not known.

Equity could be negatively affected if screening is imple-
mented and resources are redirected away from treatment of
patients with known mental health disorders, who often do not
receive adequate treatment,3-3 and reallocated to universal

screening. The impact of a recommendation against screening
on equity is uncertain.

Rationale

In the judgment of the task force, the recommendation against
screening of all adults aged 18 years and older for depression
using a questionnaire is strong, based on moderate-certainty evi-
dence that screening probably has little to no impact on symp-
toms of depression or health-related quality of life from 1 trial,
and very uncertain evidence on the impact of screening from
2 other trials.

In making this a strong recommendation, the task force con-
sidered the resource constraints faced by our primary health
care system and the resource burden of engaging in activities
that consume scarce resources or limit access to primary care
providers,* particularly when there is no demonstrated evi-
dence of effectiveness or evidence of a lack of effectiveness.
Although no trials reported on harms of screening, such as false
positives, overdiagnosis, or overtreatment, screening will lead
to an increase in false positives and unnecessary treatment, and
may lead to unnecessary referrals and diagnostic evaluation for
some patients, reducing resources available for those with
known mental health concerns.

In rating the certainty of evidence as moderate in the Amer-
ican ACS study, the task force considered the serious indirect-
ness of the included population, as the ACS population did not
reflect the general Canadian population.?? In rating the certainty
of evidence as very low in the UK osteoporosis trial and the
Hong Kong postpartum trial, the task force considered the high
risk of bias and serious indirectness of the included study popu-
lations (i.e., UK adults consulting for osteoarthritis and Chinese
postpartum mothers).2

A false positive can occur when the patient meets a screen-
ing cut-off score and is sent for additional psychiatric evalua-
tion, which finds they do not actually meet the diagnostic cri-
teria for depression.® A meta-analysis using individual patient
data provided accuracy information for a screening tool used
in the trials we identified.3 Based on a prevalence of 11%,
screening 100 patients with the PHQ-9 using the common cut-
off score of 10 would result in 9 true positives, 2 false nega-
tives, 13 false positives, and 76 true negatives.3 This means
that some patients who are screened will undergo unnecessary
additional assessment.

Overdiagnosis could occur as overdetection in patients with
mild, temporary symptoms who might meet a screening cut-off
score, leading to further evaluation and possible referral to spe-
cialty mental health services, but who would not benefit as the
symptoms would subside on their own, or who do not experience
functional impairment (e.g., in social or occupational roles) or
distress from their symptoms.3” We did not find trials that esti-
mated overdiagnosis, but given the extent of false positives men-
tioned above, it is likely to occur to some extent, owing to the
large number of positive screens using screening instruments.®
The extent of overdiagnosis is unknown and can only be hypoth-
esized. Thombs and colleagues noted the paucity of research on
overdiagnosis in mental health more broadly.*®
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Given the substantial challenges to accessing mental health
services in Canada,’*3 the unnecessary redirection of
resources from the treatment of patients with mental health
concerns could be an unintended harm of screening. Spending
even 1-2 minutes per clinical encounter reviewing the results
of a formal screening instrument with no proven value could
consume a substantial amount of time during a 15-minute
encounter. As noted above, about 22% of all patients screened
using a questionnaire and cut-off score, such as the PHQ-9,
would have to receive additional assessment or referrals (most
unnecessarily), and thus the resource implications also extend
beyond the initial clinical encounter. The task force is mindful
of the resource constraints faced by our primary health care
system and as such makes recommendations against interven-
tions when the resource implications of a particular health
intervention are certain to be important and benefits have not
been demonstrated.

Methods

The task force is an independent panel of clinicians and method-
ologists that makes recommendations on primary and secondary
prevention in primary care (www.canadiantaskforce.ca). This
recommendation was developed by a working group of 5 task
force members (including H.C., J.C.L., and E.L.), with scientific
support from Public Health Agency of Canada (PHAC) staff
(including C.G. and G.T.) and in consultation with content experts
in the area of mental health and depression research.

We used the Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) approach to determine
the certainty of evidence for each outcome and strength of rec-
ommendations;?* adhered to the Guidelines International Net-
work (GIN) principles of managing competing interests;* and
followed Appraisal of Guidelines for Research and Evaluation,
and Guidance for Reporting Involvement of Patients and the
Public reporting guidance.® The protocol has been published.*
The full methods manual for the task force can be found on the
task force website.*?

Literature review and quality assessment

The recommendation is based on a systematic review conducted
for this guideline on the effectiveness (i.e., benefits and harms) of
screening for depression in the general adult population, includ-
ing in pregnant and postpartum populations, in primary care and
other non-mental health clinic settings (see analytic framework
in protocol).?>* Information to estimate the number of false
positives that would be identified with screening was gathered
from a test accuracy review.*

The systematic review was conducted by the Evidence Review
and Synthesis Centre at the Ottawa Hospital Research Institute.??
As outlined in the guideline protocol,** search strategies were
peer reviewed and conducted in MEDLINE, Embase, PsycINFO,
CINAHL, and the Cochrane Library, from database inception to
May 2020, with supplemental searches for grey literature.??
Before publication, the Evidence Review and Synthesis Centre at
the Alberta Research Centre for Health Evidence (Department of

Pediatrics, University of Alberta) updated searches to Jan. 27,
2025, for trials and Mar. 19, 2025, for trial registries. Studies were
excluded if recruitment included patients with a recent history or
current diagnosis of depression, patients receiving treatment for
depression or other mental disorders, or patients receiving
services for their mental health symptoms. Studies in which
patients were being assessed in psychiatric or mental health set-
tings were also excluded. These populations were excluded
because screening is done to attempt to identify people with
unrecognized depression. Studies were also excluded if interven-
tions, in addition to screening, included referral for depression
care or treatment options that were not available to patients
identified as depressed in the nonscreening trial arm. Such stud-
ies appear to be common, but they would not allow us to deter-
mine whether any accrued benefits or harms were due to the
screening intervention or to the added care options being pro-
vided only to the intervention arm.

The working group rated outcomes in accordance with the
GRADE approach.? Patients also rated outcomes (described in
the Patient Engagement section). Outcomes rated as critical or
important by working group members and patients were
retained to be examined in the systematic review. Reduced
symptoms of depression or diagnosis of major depressive disor-
der, improved health-related quality of life, and lower suicidality
(i.e., suicide ideation, attempt, or completion) were rated as crit-
ical potential benefit outcomes for assessment in the systematic
reviews. Additional clinical outcomes rated as important
included improved day-to-day functionality, less time lost at
work or school, less impact on lifestyle behaviour (e.g., alcohol
abuse, smoking, drugs, gambling), and potential harms of
increased false-positive results (i.e., positive screen in absence of
a depressive disorder), increased overdiagnosis or overtreat-
ment, increased harms of being labelled or stigma, and increased
harms of treatment.

Development of recommendations

We used the GRADE approach to determine the certainty of the
evidence and strength of the recommendation (Box 1).2! The
evidence-to-decision framework captures the benefits and
harms, patient values, resource use, feasibility, acceptability,
and equity considerations assessed by the task force to develop
the recommendation (Appendix 4, available at www.cmaj.ca/
lookup/doi/10.1503/cmaj.250237/tab-related-content). The
working group developed the draft recommendation. The entire
task force reviewed and approved the recommendation, follow-
ing task force methods.*

Patient engagement

The knowledge translation group at St. Michael’s Hospital in
Toronto carried out the patient engagement activities for this
guideline. Members of the public were recruited to provide
input during guideline development (Phase 1; Appendix 1) and
during the development of knowledge translation tools
(Phase 2; Appendix 2). Eligible participants were members of
the target population and those who had already received a
diagnosis or were being treated for depression. Participants
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were recruited through advertisements on classified advertis-
their time. All participants indicated no competing interests of
relevance to the topic.

For phase 1, 16 adults (3 identifying as male, 13 identifying
as female; aged 22-63 yr) rated the importance of key harms
and benefits of screening for depression and indicated their
preference for being screened for depression in an online sur-
vey.?” Next, the knowledge translation group held 2 focus
groups (n = 14; 10 and 4 participants per group) and 2 inter-
views by teleconference to gather qualitative data regarding
the survey question topics.?” The working group considered the
input from patients before finalizing the list of outcomes. Out-
comes rated as critical or important by both the focus group
participants and working group members were considered dur-
ing guideline development. Based on participant feedback, the
working group added harms of being labelled or stigma as an
important outcome. We collected data for phase 1 between
July 3 and Aug. 22,2018.%7

Phase 2 activities were much the same as phase 1 activities,
except that participants in phase 2 received information from the
systematic review about the relative likelihood of each out-
come.? Eighteen adults (5 identifying as male, 13 identifying as
female; 5 had been diagnosed with or were receiving treatment
for depression; aged 22-56 yr; 4 with a high school education,
14 with a postsecondary education) completed the online sur-
vey.? Thereafter, 4 focus group sessions (n = 18; 2-7 participants
per group) were held via teleconference to gather qualitative data
on participants’ perceptions of the screening outcomes, and their
overall values and preferences for screening.?® The working group
considered participants’ feedback while developing the final
guideline and knowledge translation tools, including suggestions
to explain benefits and harms of depression screening clearly and
to clarify the distinction between screening and usual care. We
collected data for phase 2 between July 16 and Aug. 30, 2019.%

The knowledge translation group developed knowledge transla-
tion tools to accompany this guideline, based on feedback from clini-
cians (n = 4) and members of the public (n = 7). The tools can be
found on the task force website (https://canadiantaskforce.ca/
guidelines/published-guidelines/depression-in-adults-update/).

External and content expert review

The task force engaged 3 clinical and content experts to pro-
vide advice regarding important clinical issues and to
address technical concerns. One was a Canada Research
Chair with expertise in mental health, including depression
screening and the evaluation of depression screening tools.
One was a physician-scientist expert in psychiatry, including
depression management by primary health care profession-
als. Finally, one was a physician-scientist expert in psychiatry
and epidemiology, including the prevalence of mental disor-
ders, associated risk and prognostic factors, and patterns of
morbidity. The experts participated in working group discus-
sions and reviewed the key guideline materials. Review of the
guideline manuscript was completed in October 2024. Clinical
and content experts engaged by the task force are external to the

task force and do not provide input into or vote on task force
recommendations.

The key guideline materials (i.e., the protocol,** systematic
review,” and guideline) were externally reviewed by academic
peer reviewers and relevant organizations. The draft guideline
document was reviewed between Mar. 21, 2023, and July 14,
2023. Twelve peer reviewers and organizational representa-
tives — including researchers in mental health, provincial and
territorial health authorities, mental health advocacy groups,
and guideline development organizations — provided feedback
on a draft of this guideline (see Acknowledgements section). All
input received and how it was addressed are available on the
task force website (https://canadiantaskforce.ca/guidelines/
published-guidelines/depression-in-adults-update/).

Management of competing interests

The task force follows GIN principles for disclosure of interests
and management of competing interests.* The task force’s over-
sight committee for evaluating and adjudicating competing
interests consists of the task force chair and vice chair and the
director of the Global Health and Guidelines Division of PHAC.*
Funding for the task force is provided by PHAC. The task force
does not consider the views of the funding body in developing its
recommendations.

All task force members are required to disclose financial and
other relevant interests, and these are available on the task force
website (https://canadiantaskforce.ca/about/members/). Clin-
ical and content experts also disclose relevant interests at the
outset of their participation and annually thereafter. Information
on disclosures and conflicts of interest can be found in
Appendix 5 (available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.250237/tab-related-content). Scott Klarenbach, who was a
task force member but not a member of the topic working group,
is the director of the Real World Evidence Unit, University of
Alberta, and director and co-chair of the Real World Evidence
Consortium (with University of Calgary and Institute of Health
Economics). Although he receives no personal honoraria, these
2 groups rely in part on industry funding. This was not judged as
a conflict when initially disclosed. However, between recommen-
dation development and submission of this guideline to CMAJ,
the task force oversight committee made the decision that
Dr. Klarenbach should not vote on the guideline. He did not vote
on the draft guideline for submission nor on any changes made
in response to peer review, or approve resubmission, and as such
is not listed as a contributing author.

No other declared interests affected participation in the
guideline development process.

Implementation

Screening in depression in adults is the routine process whereby
primary care providers administer an instrument such as a ques-
tionnaire to every adult not already reporting symptoms of
depression or suspected of having depression, and then use a
cut-off score to determine a follow-up action for those at or
above the cut-off score.’®'” The task force recommends against
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Table 1: Recommendations on screening for depression in adults

Organization

Canadian Task Force on Preventive Health Care
(current guideline, 2025)

Recommendation

The Canadian Task Force on Preventive Health Care recommends against routine instrument-
based depression screening (using a questionnaire with a cut-off score to distinguish “screen

positive” and “screen negative” status) administered for adults aged 18 years and older
(strong recommendation, very low-certainty evidence).

Canadian Task Force on Preventive Health Care!®
(2013)

National Institute for Health and Care Excellence*
(England)

For adults at average risk for depression, the task force recommends not routinely screening
for depression (weak recommendation, very low-quality evidence).

Does not include a recommendation on screening all adults. Recommends that health and
social care professionals be alert to depression and consider asking patients the following

depression identification questions if depression is suspected (especially for people with a
history of depression or a chronic health problem associated with functional impairment):
During the last month, have they often been bothered by feeling down, depressed, or
hopeless? During the last month, have they often been bothered by having little interest or
pleasure in doing things? Yes to either question triggers additional steps.

UK National Screening Committee*
(United Kingdom)

US Preventive Services Task Force (USPSTF)*
(United States)

the use of screening owing to the absence of evidence of effect-
iveness above usual care.

In recommending against screening among adults, the task
force emphasizes the importance of good clinical practice
whereby clinicians remain alert to patients with risk factors for
depression or expressing symptoms of depression, and provide
further assessment as clinically indicated.

Most provinces and territories do not have jurisdiction-
specific guidance regarding depression assessment for
adults (Appendix 3). British Columbia uses the word “screen-
ing” to describe a recommendation related to using symp-
tom questionnaires in assessment; however, this guidance is
applicable only to patients presenting with symptoms of
depression, which is consistent with a diagnostic evaluation
rather than screening.

Monitoring and evaluation

Evaluation of the dissemination of this guideline will be carried
out as part of the annual evaluation activities of the knowledge
translation team. These activities include assessment of
awareness of the guideline by interest holders (surveys), reach
of knowledge translation materials (number of publications,
presentations, dissemination by relevant organizations, web-
site usage measures, media hits), knowledge of guideline
recommendations (surveys), and self-reported actual and
planned practice change (surveys).

Monitoring of the evidence related to this guideline will
be conducted after publication, by the task force’s synthesis
and topic prioritization working group. The task force will
update the recommendation if new evidence that could
inform its direction or strength indicates an update is
needed. The detailed methods for the annual evaluation
activities of the task force and for assessing the need to
update published task force guidelines can be found in the
task force methods manual.”?

Screening is not currently recommended.

The USPSTF recommends screening for depression in the adult population, including
pregnant and postpartum people, as well as older adults.

Other guidelines

Table 1 presents other systematically developed provincial and
national clinical practice guideline recommendations on screen-
ing adults for depression. The current task force recommenda-
tion is similar to previous task force guidance.

The UK national screening committee recommends against
screening for depression.* Its recommendation is based on its
2020 evidence review,* which found a lack of evidence for
longer-term (beyond 2 years) impact of treating milder forms of
depression in reducing the likelihood of more severe depression;
uncertainty about whether depression screening reduces the risk
of mortality and morbidity; and uncertainty about whether the
clinical management of depression is optimized in the UK. The
committee recommends being alert to possible depression and
describes steps to take to investigate suspected depression.*

In contrast, the USPSTF recommends screening based on
indirect evidence of benefit.*” Of the 17 trials included in the sys-
tematic review on which the recommendation was based,* most
enrolled participants who had already screened positive, and
included other care management components. In our evidence
assessment of the trials in which screening was compared with
no screening, we excluded 1 trial because it included a treatment
intervention in the experimental group that was unavailable to
the no-screening arm;* another because it was not random-
ized;* and a third that concluded that screening does not have
consistently positive effects on patient outcomes, which we
excluded because the usual care case-finding comparator group
included a screening question and was not a true no-screening
comparison group.® As noted in the Methods section, we
excluded studies in which both study arms did not have the same
access to follow-up and treatment, as these studies do not allow
us to draw conclusions about the benefits of adding the screen-
ing intervention specifically.* Among the 3 trials directly com-
paring screening to no screening included in our review, the
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USPSTF systematic review included the Hong Kong study? but
did not include the US study (2020) or the UK trial (2017).%2% The
USPSTF examined test accuracy for screening tools but did not
evaluate the extent of false positives, which were an outcome of
concern for the task force.

Gaps in knowledge

The 3 trials identified for inclusion in the systematic review that
informed this guideline were conducted with specific clinical
populations with differences in their control group interven-
tions.2 No studies were identified that compared screening to
usual clinical care in a broad general adult population represen-
tative of the Canadian population. No trials reported on harms of
screening such as false positives, overdiagnosis, or overtreat-
ment, although we were able to gather evidence on false posi-
tives from a test accuracy review.®

Limitations

Patient values and preferences for screening were assessed
through patient engagement activities conducted by our know-
ledge translation team. Given the small (n = 16 and n = 18) sam-
ple, with limited representativeness (e.g., age, race and ethnicity)
and potential misunderstanding regarding what constitutes
screening, results may not be generalizable to the wider popula-
tion of adults in Canada. Assessment of current practices in Can-
ada (Appendix 3) is based on publicly available documents, and
actual current practices may vary.

Furthermore, included trials reported on specific clinical
populations.?2> Although these clinical populations do not
reflect the makeup of the general population, they are included
in and are reasonably well represented in the general popula-
tion. We acknowledge this potential generalizability issue and
considered the generalizability of the included evidence under
the “indirectness” domain of GRADE. Thus, the applicability of
the evidence is factored into our certainty ratings. As noted, we
had moderate-certainty evidence from 1 trial, which suggests
the evidence likely reflects the true effect of screening, and very
low certainty from 2 others, which suggests the evidence may
reflect the true effect of screening.

The time since the completion of the external review of the
guideline by academic peer reviewers and relevant organiza-
tions (2023), the review by working group clinical and content
experts (2024), and the knowledge translation activities (2018
and 2019) was longer than anticipated. We cannot be sure
whether updating that work would affect the outcome of those
processes; however, our updated search for new evidence did
not identify any new findings beyond those considered in
these processes.

Conclusion
Overall, the effect of screening adults for depression was either

very uncertain or suggested little to no benefit across 3 trials.
In the judgment of the task force, there are also important

resource implications to screening using an unproven screen-
ing instrument (i.e., there is an absence of evidence of effect-
iveness above usual care). For these reasons, the task force
strongly recommends against screening for depression using
questionnaires with cut-off scores among adults without a per-
sonal history of depression, and who are not already being
assessed or treated for other mental disorders. Health care
providers should ask patients about their well-being and be
vigilant for symptoms or signs of depression as part of good
clinical care.
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