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BACKGROUND: Mounting evidence indicates that early
recognition and treatment of behavioral health disor-
ders can prevent complications, improve quality of life,
and help reduce health care costs. The aim of this sys-
tematic literature review was to identify and evaluate
publicly available, psychometrically tested tools that
primary care physicians (PCPs) can use to screen adult
patients for common mental and substance use disor-
ders such as depression, anxiety, and alcohol use
disorders.
METHODS: We followed the Institute of Medicine (IOM)
systematic review guidelines and searched PubMed,
PsycINFO, Applied Social Sciences Index and Abstracts,
Cumulative Index to Nursing andAlliedHealth Literature,
and Health and Psychosocial Instruments databases to
identify literature addressing tools for screening of behav-
ioral health conditions. We gathered information on each
tool’s psychometrics, applicability in primary care, and
characteristics such as number of items and mode of
administration. We included tools focused on adults and
the most common behavioral health conditions; we ex-
cluded tools designed for children, youth, or older adults;
holistic health scales; and tools screening for serious but
less frequently encountered disorders, such as bipolar
disorder.
RESULTS:We identified 24 screening tools that met the
inclusion criteria. Fifteen tools were subscales stem-
ming from multiple-disorder assessments or tools that
assessed more than one mental disorder or more than
one substance use disorder in a single instrument.
Nine were ultra-short, single-disorder tools. The tools
varied in psychometrics and the extent to which they
had been administered and studied in primary care
settings.
DISCUSSION: Tools stemming from the Patient Health
Questionnaire had the most testing and application in
primary care settings. However, numerous other tools
could meet the needs of primary care practices. This
review provides information that PCPs can use to select
appropriate tools to incorporate into a screening
protocol.
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INTRODUCTION

Screening for early detection and treatment of mental and
substance use disorders in primary care settings can improve
quality of life, help contain health care costs,1 and reduce
complications from co-occurring behavioral health and med-
ical comorbidities.2 Many national family medicine, internal
medicine, pediatric, and obstetric organizations, as well as the
U.S. Preventive Services Task Force (USPSTF),3 have re-
leased general recommendations for behavioral health disor-
der screening in primary care settings.4 The USPSTF recom-
mends that adults be screened for depression, alcohol abuse,
and drug abuse, and that primary care physicians (PCPs)
ensure there is appropriate diagnostic follow-up available from
behavioral health clinicians. However, rates of screening in
community-based physician practices for common behavioral
health conditions, such as depression, are low.5 There may be
many reasons for these low rates, including behavioral health
financing challenges and lack of adequate behavioral health
infrastructure to ensure referral and diagnostic follow up.
Value-based payment models support a more holistic ap-

proach to providing health care.6 Policy reforms have directly
led to the promotion of standardized screening for behavioral
health conditions in primary care settings. New payment
models, such as the Medicare Shared Savings Program, re-
quire behavioral health screening to receive shared savings,
thus providing incentives for organizations to invest in the
necessary infrastructure changes. Recent reforms support
USPSTF-recommended screening that promotes early identi-
fication and treatment; integrated care through accountable
care organizations (ACOs), medical and health homes; pay-
ment reform; parity; and the move to electronic medical re-
cords. The Centers for Medicare & Medicaid Services (CMS)
now requires that ACOs measure 12-month depression remis-
sion rates to meet quality performance standards for shared
savings.7 Parallel trends in the provision and financing of
clinical care have led to increased interest in identifying men-
tal and substance use disorders in primary care practices.
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Although most practices currently use informal screening
methods,1 it is more effective to identify behavioral health
disorders using structured, validated instruments.3,4,8

Primary care practices need tools that are valid, reliable,
brief, easy to administer, free, and easily accessible.9 Deter-
mining the number and type of conditions for screening may
require data about the behavioral health needs of the patient
population that the practice serves.10 Other considerations in
selecting appropriate tools include clinical time con-
straints,10,11 workflow, and whether the instrument is
provider-administered or self-administered. Tool selection al-
so requires information about psychometric properties (i.e.,
validity and reliability). Lastly, screening alone does not im-
prove outcomes; education, training, and clinical processes
that promote early and effective treatment are also needed,12

along with resources for required diagnostic follow-up,10,12 as
noted by the USPSTF.3

A wide range of screening tools are available for use in
bundled screening, a process for simultaneously assessing
multiple behavioral health disorders. Bundled screening can
improve recognition of behavioral health problems that may
not be immediately apparent during a clinical visit. There are
two approaches to bundled screening: (1) administering a
multiple-disorder tool designed to screen for more than one
behavioral health condition together, or (2) administering sev-
eral short, independent, single-disorder tools at the same time.
The aim of this review is to identify publicly available,

psychometrically tested, short single-disorder and multiple-
disorder tools that are appropriate for screening adults for
behavioral health conditions most commonly encountered in
primary care settings. The tools identified in this review are
primarily for PCPs who 1) want to screen the patient popula-
tion due to specific diagnostic risk factors, and 2) have or are
considering the supportive behavioral health infrastructure as
recommended by the USPSTF. This review also provides
other information to help PCPs select tools that meet their
needs, including information about applicability of the tools in
primary care settings and information about their implemen-
tation across diverse populations.

METHODS

Search Strategy

We followed the Institute of Medicine (IOM) guidelines for
conducting a systematic literature review.13 We identified
relevant literature addressing behavioral health screening tools
through a search of the PubMed, PsycINFO, Applied Social
Sciences Index and Abstracts (ASSIA), Cumulative Index to
Nursing and Allied Health Literature (CINAHL), and Health
and Psychosocial Instruments (HaPI) databases. We selected
abstracts that contained the following keywords in the article’s
title or abstract: “primary care” and combinations of “screen-
ing,” “screening tools,” “instruments,” “assessment,” “alco-
hol,” “behavioral health disorder,” “behavioral medicine,”

“anxiety,” “depression,” “emotional health,” “mental health,”
“mental illness,” “mental disorders,” “substance use,” “sub-
stance abuse,” “substance-related use disorders,” and “sui-
cide.” Filters were used to limit articles to those published in
English from 2000 through 2015. The last search date was
May 4, 2017.

Article Selection

We selected abstracts that assessed publicly available, nonpro-
prietary tools that screen for anxiety, depression, and sub-
stance use disorders. Inclusion criteria were as follows: the
instrument (1) had undergone psychometric testing, (2)
targeted adults over age 18, and (3) had been studied in
English in North America or western Europe. We excluded
articles that were general overviews of behavioral health
screening processes or studies of Screening, Brief Interven-
tion, and Referral to Treatment intervention programs. Screen-
ing tools were also excluded if they (1) were global function-
ing or quality-of-life scales (without reference to specific
behavioral health conditions); (2) were initially developed
for use in research and not for use in clinical settings; (3)
measured only cognitive impairments such as dementia or
Alzheimer’s; (4) screened for conditions less likely to be
treated exclusively in primary care, such as eating disorders
and severe mental disorders including bipolar disorder or
schizophrenia; or (5) were specifically developed for older
patients outside general primary care clinics (e.g., inpatient
settings, nursing homes). Additional articles not identified
during the original literature search were hand-selected from
references (see Fig. 1). Screening tools were classified as
either (1) multiple-disorder tools (either subscales from longer
multiple-disorder tools or individual tools that assessed more
than one mental or substance use disorder in a single instru-
ment) or (2) short, single-disorder tools that assessed only one
mental disorder or one substance use disorder using five or
fewer items.

Data Abstraction

The primary decision criterion for determining the usefulness
of screeners for this review was based on their psychometric
properties. We abstracted information about each tool’s char-
acteristics and utility for primary care practices, including the
behavioral health condition(s) that the tool assessed and its
sensitivity, specificity, and cut points for determining positive
screens. We also determined the population and the measure
against which its psychometrics were calculated. For tools
originally developed in primary care settings, we abstracted
the psychometric information from the initial validity study.
For tools originally developed in other medical settings, we
abstracted information from the first study in which it was
tested in a primary care setting identified during the literature
review.
Our assessment of the psychometrics was based on the

scale’s criterion validity—the accuracy with which a scale
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determines the presence or absence of a disorder.We evaluated
the strength of a tool’s validation using three criteria: (1)
whether a strong gold standard (e.g., a clinical interview)
was used, (2) whether the scale’s sensitivity and specificity
had been tested in primary care settings, and (3) whether the
scale’s sensitivity and specificity both exceeded 75% (consid-
ered good or excellent according to the generally accepted rule
of thumb). Sensitivity is the proportion of individuals correctly

identified as having the condition, or true positives. Specificity
is the proportion of individuals correctly identified as not
having the condition, or true negatives. Sensitivity and spec-
ificity vary according to the cut point used for the scale, the
population being assessed, the setting, and the experience of
the assessors.14 The optimal cut point of a scale is the thresh-
old that provides the highest percentage of both sensitivity and
specificity, identifying those that have the disorder

Figure 1 Flow chart for article selection.
*Reasons for exclusion include: proprietary or not publicly available (n = 28); not targeted behavioral health condition (n = 11); developed for
research (n = 3); not tested in English (n = 2); not tested in primary care setting (n = 1); not a screener (n = 1); elderly focus or cognitive

impairment (n = 3); global functioning (n = 1).
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(sensitivity) and excluding those that do not have the disorder
(specificity).
To evaluate each tool’s utility in primary care settings, we

assessed how long it took to administer the tool and whether it
was a self-administered or provider-administrated instrument.
If information about time to completion was not cited in the
articles, we used the number of items as a proxy by applying
the following criteria: (1) 1–4 items represented ultra-short
screening tools that took less than 2 min, (2) 5–14 items
represented short 2–5-min screening tools, and (3) 15 or more
items represented standard screening tools that took 5 min or
longer.15

RESULTS

We identified 24 tools that screen for behavioral health disor-
ders in the primary care setting—13 short instruments with
five or fewer items, and 11 longer instruments. Of these 24
tools, eight were subscales or portions of subscales originally
developed as part of the longer Patient Health Questionnaire
(PHQ) and Patient Stress Questionnaire (PSQ) instruments.

Tools Derived from the PHQ and PSQ

Table 1 lists the eight PHQ and PSQ subscales that have been
refined into tools that can be administered and scored sepa-
rately. Because these subscales were developed together and
tested as a unit, no overlap exists among their items; primary
care practices can select and combine these tools to fit their
needs without affecting the psychometric properties of the
individual scales due to content overlap, although there may
be context effects for the responses depending on which
subscale is administered first.
The PHQ screeners assess multiple mental and substance

use disorders, such as depression, in the nine-item PHQ (PHQ-
9),19–21 somatoform disorders in the 15-item PHQ (PHQ-
15),16,17 and anxiety disorders in the seven-item General Anx-
iety Disorder (GAD-7) instruments.27 The PHQ also screens
for alcohol use and eating disorders, but these scales are not
promoted by the distributer for individual administration.41

The PSQ, however, includes the Alcohol Use Disorder Test
(AUDIT-10),34 a well-validated screening tool for assessing
problems with alcohol use. The PHQ-9, PHQ-15, GAD-7, and
AUDIT-10 are appropriate for administering either separately
or together.
Initial testing of the psychometrics for the PHQ-9, PHQ-15,

and GAD-7, which was assessed in relationship to clinical
interviews, demonstrated good to excellent sensitivity and
specificity across most relevant DSM-5 disorders. However,
there were a few exceptions. The GAD-7 only has fair sensi-
tivity for panic and social phobia and low sensitivity for post-
traumatic stress disorder, meaning that some patients with
these conditions will be missed. Also, the PHQ-15 has only
fair specificity, meaning that some patients that should have
screened out will potentially screen in.

Three of these four tools (the PHQ-9, GAD-7, and AUDIT-
10) have been adapted into ultra-short screening tools from the
parent instruments—the PHQ-430 that includes two-item
screeners for depression (PHQ-2)20,21,32 and anxiety (GAD-
2),33 and the AUDIT-C, a three-item screener for alcohol
problems.39 The PHQ-2, PHQ-4, and GAD-2 have sound
psychometrics, but their sensitivity is lower than their
specificity.
Although tools based on the PHQ and PSQ are limited in

their ability to address substance use disorders (as the AU-
DIT only assesses for alcohol use disorders), they have
strong psychometrics and applicability in primary care set-
tings. A screening protocol for depression might first in-
volve administering the PHQ-2, and then giving individuals
who screen positive the more comprehensive PHQ-9 to
confirm the positive screen, although studies have found
that this often does not happen.42 A review of ultra-brief
screens indicates that the PHQ-2 is as effective as more
extensive instruments, and its brevity, sensitivity, and sim-
ple administration make it a suitable screening tool for
depression, although only as a rule-out and only when
resources for follow-up are available.9

Additional Multiple-Disorder Screening Tools

We identified six additional tools that screen for multiple
behavioral health disorders (Table 2). Two assess mental dis-
orders, and five assess substance use disorders.
The Hospital Anxiety and Depression Scale (HADS)43 and

the Web-Based Depression and Anxiety Test (WB-DAT)45

screen for multiple mental disorders in a single tool, while
identifying the specific disorder for follow-up. Both screen for
depression and anxiety, which is efficient given how frequent-
ly these disorders co-occur, but both tools have mixed sensi-
tivity and specificity. In addition, neither has been extensively
tested in primary care settings. Evidence suggests that the
HADS, which was developed for use with patients in
hospital-based settings, does not perform as well in primary
care settings.44 The WB-DAT is designed for web-based ad-
ministration, so patients can be screened on a computer before
seeing their provider.
Five tools screen for multiple substance use disorders in a

single instrument. One tool, the Kreek-McHugh-Schluger-
Kellogg (KMSK),46 only measures the extent of the substance
use. The other four tools—the Simple Screening Instrument
for Substance Abuse Potential (SISAP),48,49 Drug Abuse
Screen Test (DAST-10),50,51 the Tobacco, Alcohol, Prescrip-
tion Medication and Other Substance Use (TAPS) tool,53 and
the Alcohol, Smoking, and Substance Involvement Screening
Test (ASSIST)55—also assess problems related to substance
use. Of these tools, the DAST-10 and ASSIST had the stron-
gest psychometrics and demonstrated widespread testing in
primary care settings.
There was a trade-off between the length of these four

screeners and their ability to determine the nature of the
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problem. For example, the 10-item DAST-10 only measures
the consequences of drug use in general. In contrast, the
ASSIST asks eight questions about 10 individual categories
of drugs, which allows the clinician to identify specific sub-
stances causing impairment. However, the ASSIST is often
difficult to incorporate into primary care settings because of
the complexity of the scoring system.58,59

Mode of administration is an important consideration. Self-
administered tools can encourage more honest disclosure
about illegal drug use.60 Only the DAST-10 was originally
designed for self-administration, although a self-administered
version of the SISAP is currently available.

Additional Ultra-Short Screening Tools

We identified nine ultra-short screeners (5 or fewer items) that
were not associated with the PHQ family of tools (Table 3).
Three addressedmental disorders, and six addressed substance
use disorders. Theoretically, these ultra-short tools can be
combined to screen for more than one disorder.
The three ultra-short mental disorder tools that screen for

depression and anxiety were the Mental Health Inventory-5
(MHI-5),61 World Health Organization-Five Well-Being
Index (WHO-5),63 and Brief Case-Find for Depression.65

The Brief Case-Find for Depression was originally devel-
oped for use in a medically ill patient population. In gener-
al, these measures do not have strong sensitivity and spec-
ificity, and none were superior to the PHQ-4 discussed
above.
The CAGE,66 which only screens for alcohol-related disor-

ders, has strong sensitivity and specificity but lower sensitivity
among women at the traditional cut point of 2.67 The CAGE-
AID70,71 screens for both alcohol and drugs, with wide ranges
in sensitivity and specificity rates across cut points and
populations.
One important step in choosing appropriate screening tools

involves evaluating differences among instruments that screen
for similar conditions. The CAGE and AUDIT-C both screen
for alcohol problems, but the AUDIT-C screens for less severe
alcohol problems such as at-risk, harmful, and hazardous
drinking, whereas the CAGE screens for lifetime and current
alcohol abuse or dependence.8 Tools that assess the same
condition also may differ according to population. Lower
thresholds are needed when screening women with the
AUDIT-C,39 given that women metabolize alcohol differently
from men.77

We identified four ultra-brief substance use disorder tools
that were one-item screens assessing alcohol and drug use (the
Single Question Screening Test for Drug Use, the Single
Alcohol Screening Question, the Two-Item Conjoint Screen,
and the Fast Alcohol Screening Test).72–75,78 In general, we
found strong psychometrics for these short screens. A chal-
lenge is that conjoint screeners do not distinguish between the
specific type or severity of the alcohol or drug use
disorder.70,78

Ta
b
le

2.
(c
on

tin
ue

d
)

Sc
al
e

T
ar
ge
t
C
on

di
ti
on

s
P
op

ul
at
io
n
an

d
G
ol
d
St
an

da
rd

P
sy
ch
om

et
ri
cs

A
pp

lic
at
io
n
in

P
ri
m
ar
y
C
ar
e
P
ra
ct
ic
es

C
P

SE
(%

)
SP

(%
)

G
/E

A
lc
oh
ol
,
S
m
ok
in
g,

an
d

Su
bs
ta
nc
e
In
vo
lv
em

en
t
Sc
re
en
in
g

Te
st
(A

S
SI
ST

),
5
5
8
ite
m
s

G
lo
ba
l
ri
sk

O
ne
-t
hi
rd

fr
om

sp
ec
ia
lty

dr
ug

tr
ea
tm

en
t
se
tti
ng
s
an
d
tw
o-
th
ir
ds

fr
om

pr
im

ar
y
ca
re

se
tti
ng
s
in

7
co
un
tr
ie
s
ar
ou
nd

th
e
w
or
ld

us
in
g

di
sc
ri
m
in
an
t
va
lid

ity
be
tw
ee
n
us
e

an
d
ab
us
e;

m
ea
su
re
d
ag
ai
ns
t
IC
E

an
d
M
IN

I-
Pl
us

>
14
.5

80
71

P
ro
vi
de
r-
ad
m
in
is
te
re
d
in

5–
15

m
in
,

de
pe
nd
in
g
on

nu
m
be
r
of

su
bs
ta
nc
es

us
ed
.

D
et
er
m
in
es

lo
w
,
m
od
er
at
e,
or

hi
gh

ri
sk

fo
r

ea
ch

su
bs
ta
nc
e
to

st
ar
t
a
di
sc
us
si
on

(b
ri
ef

in
te
rv
en
tio

n)
w
ith

cl
ie
nt
s.
M
or
e
ro
bu
st

di
sc
ri
m
in
at
or

be
tw
ee
n
us
e
an
d
ab
us
e
th
an

ab
us
e
an
d
de
pe
nd
en
ce
.
Po

or
se
ns
iti
vi
ty

an
d

sp
ec
if
ic
ity

fo
r
ab
us
e
vs
.
de
pe
nd
en
ce
.

E
xt
en
si
ve

te
st
in
g
in

ur
ba
n
ou
tp
at
ie
nt

se
tti
ng
s.
5
6
Su

cc
es
sf
ul
ly

ad
ap
te
d
fo
r
au
di
o-

gu
id
ed
,
co
m
pu
te
r-
as
si
st
ed

se
lf
-i
nt
er
vi
ew

.5
7

A
lc
oh
ol

>
5.
5

83
79

X
C
an
na
bi
s

>
1.
5

91
90

X
C
oc
ai
ne

>
0.
5

92
94

X
A
T
S

>
0.
5

97
87

X
Se
da
tiv

es
>
0.
5

94
91

X
O
pi
oi
ds

>
0.
5

94
96

X
G
lo
ba
l
ill
ic
it

>
6.
5

88
89

X

A
bb
re
vi
at
io
ns
:
AT

S,
am

ph
et
am

in
e-
ty
pe

st
im
ul
an
ts
;
C
IS
,
C
lin

ic
al

In
te
rv
ie
w

Sc
he
du
le
;
C
P,

cu
t
po
in
t;

G
/E
,
go
od

or
ex
ce
lle
nt
;
IC
E
,
In
de
pe
nd
en
t
C
lin

ic
al

E
va
lu
at
io
n;

M
IN
I-
P
lu
s,

M
in
i-I
nt
er
na
tio

na
l

N
eu
ro
ps
yc
hi
at
ri
c
In
te
rv
ie
w
-P
lu
s;

N
A
D
S,

N
at
io
na
l
A
nt
i-D

ru
g
St
ra
te
gy
;
O
C
D
,
ob
se
ss
iv
e-
co
m
pu
ls
iv
e
di
so
rd
er
;
P
H
Q
-9
,
9-
ite
m

P
at
ie
nt

H
ea
lth

Q
ue
st
io
nn
ai
re
;
P
TS

D
,
po
st
-tr
au
m
at
ic

st
re
ss

di
so
rd
er
;
SC

ID
,

St
ru
ct
ur
ed

C
lin

ic
al

In
te
rv
ie
w
fo
r
D
SM

;
SE

,s
en
si
tiv
ity
;
C
ID

I,
C
om

po
si
te

In
te
rn
at
io
na
l
D
ia
gn
os
tic

In
te
rv
ie
w
;
SP
,s
pe
ci
fic
ity

341Mulvaney-Day et al.: Screening for Behavioral Health Conditions in Primary CareJGIM



T
ab

le
3
U
lt
ra
-B
ri
ef

Si
ng

le
-D

is
or
de
r
Sc
re
en
in
g
T
oo
ls

Sc
al
e

T
ar
ge
t
C
on

di
ti
on

s
P
op

ul
at
io
n
an

d
G
ol
d

St
an

da
rd

P
sy
ch
om

et
ri
cs

A
pp

lic
at
io
n
in

P
ri
m
ar
y
C
ar
e
P
ra
ct
ic
es

C
P

SE
(%

)
SP

(%
)

G
/E

M
en
ta
l
D
is
or
de
rs

M
en
ta
l
H
ea
lth

In
ve
nt
or
y-
5
ite
m
s
(M

H
I-

5)
6
1

D
ep
re
ss
io
n

O
ut
pa
tie
nt

fa
m
ily

m
ed
ic
in
e
cl
in
ic
;

m
ea
su
re
d
ag
ai
ns
t
th
e
fu
ll

PH
Q

ba
tte
ry

≤4
88

62
S
el
f-
ad
m
in
is
te
re
d
in

2–
5
m
in
.
C
an
no
t
as
se
ss

in
di
vi
du
al

di
so
rd
er
s
w
el
l.
P
oo
r
sp
ec
if
ic
ity
.D

ep
re
ss
iv
e
di
so
rd
er

sc
re
en
in
g

am
on
g
C
hi
ne
se
-A

m
er
ic
an

pr
im

ar
y
ca
re

pa
tie
nt
s
sh
ow

ed
be
tte
r
sp
ec
if
ic
ity

bu
t
an

un
ac
ce
pt
ab
le

sp
ec
if
ic
ity
.6
2

A
nx
ie
ty

≤4
10
0

65

W
or
ld

H
ea
lth

O
rg
an
iz
at
io
n-
Fi
ve

W
el
l-

B
ei
ng

In
de
x,

5
ite
m
s

(W
H
O
-5
)6
3

D
ep
re
ss
iv
e
di
so
rd
er
s

Pr
im

ar
y
ca
re

pa
tie
nt
s
in

18
cl
in
ic
s;
m
ea
su
re
d

ag
ai
ns
t
th
e
C
ID

I

<
13

93
64

S
el
f-
ad
m
in
is
te
re
d
in

2–
3
m
in
.
C
an

be
in
te
gr
at
ed

in
to

pr
im

ar
y

an
d
se
co
nd
ar
y
ca
re

cl
in
ic
s.
D
oe
s
no
t
pe
rf
or
m

as
w
el
l
as

th
e

P
H
Q
-9
.4
0
A
da
pt
ed

fo
r
us
e
w
ith

T
ha
i
pa
tie
nt
s.
6
4

B
ri
ef

C
as
e-
F
in
d
fo
r

D
ep
re
ss
io
n,
6
5
4
ite
m
s

D
ep
re
ss
io
n

O
nc
ol
og
y
pa
tie
nt
s;

co
m
pa
re
d
to

th
e
PR

IM
E
-

M
D

Y
es

to
A

or
B
A
N
D

Y
es

to
C
or

D

67
75

Pr
ov
id
er
-a
dm

in
is
te
re
d
in

<
1
m
in
.D

es
ig
ne
d
fo
r
us
e
in

m
ed
ic
al

an
d
ge
ri
at
ri
c
po
pu
la
tio

ns
;s
ui
ta
bl
e
fo
r
pa
tie
nt
s
w
ho

ar
e
fr
ai
l
or

ex
ha
us
te
d.

Su
bs
ta
nc
e
U
se

D
is
or
de
rs

C
ut

do
w
n,

A
nn
oy
ed
,

G
ui
lty
,
an
d
E
ye
-o
pe
ne
r6
6

(C
A
G
E
),
4
ite
m
s

A
lc
oh
ol
-r
el
at
ed

di
so
rd
er
s

Pr
im

ar
y
ca
re

pa
tie
nt
s

≥2
84

85
X

S
el
f-
ad
m
in
is
te
re
d
in

<
2
m
in
.
W
id
el
y
us
ed

in
pr
im

ar
y
ca
re
.

M
or
e
ef
fe
ct
iv
e
fo
r
id
en
tif
yi
ng

al
co
ho
l
de
pe
nd
en
ce

th
an

al
co
ho
la
bu
se

or
bi
ng
e
dr
in
ki
ng
.M

or
e
ef
fe
ct
iv
e
fo
r
ol
de
r
th
an

yo
un
ge
r
ad
ul
ts
,
m
en

th
an

w
om

en
,
w
hi
te

th
an

A
fr
ic
an
-

A
m
er
ic
an

or
L
at
in
o
ra
ci
al

gr
ou
ps
.6
7
–
6
9

C
ut

do
w
n,

A
nn
oy
ed
,

G
ui
lty
,
an
d
E
ye
-o
pe
ne
r

ad
ap
te
d
fo
r
al
co
ho
l
an
d

dr
ug

us
e
(C
A
G
E
-

A
ID

),
7
0
,7
1
4
ite
m
s

R
is
k
of

al
co
ho
l
an
d
dr
ug

ab
us
e

an
d
de
pe
nd
en
ce

Pa
tie
nt
s
in

fa
m
ily

pr
ac
tic
e;

m
ea
su
re
d

ag
ai
ns
t
th
e
D
IS
-R

≥2
70

85
P
ro
vi
de
r-
ad
m
in
is
te
re
d
in

<
2
m
in
.
D
ev
el
op
ed

fo
r
us
e
in

pr
im

ar
y
ca
re

se
tti
ng
s.
M
od
el
ed

on
C
A
G
E
.
P
ro
vi
de
s
ge
ne
ra
l

gl
ob
al

sc
re
en

fo
r
ri
sk

of
dr
ug

or
al
co
ho
l
ab
us
e,
bu
t
ca
nn
ot

de
te
rm

in
e
w
hi
ch

su
bs
ta
nc
e.
H
as

st
ro
ng

se
ns
iti
vi
ty

an
d

sp
ec
if
ic
ity

am
on
g
th
os
e
w
ith

sc
hi
zo
ph
re
ni
a.
7
1

≥1
79

77
X

Pa
tie
nt
s
w
ith

sc
hi
zo
ph
re
ni
a
an
d

al
co
ho
l
us
e

≥1
91

83
X

Tw
o-
It
em

C
on
jo
in
t

S
cr
ee
n
(T
IC
S
)7
2

S
ub
st
an
ce

us
e
di
so
rd
er

Pr
im

ar
y
ca
re

pa
tie
nt
s;

m
ea
su
re
d
ag
ai
ns
t
th
e

C
ID

I

≥1
80

78
X

Pr
ov
id
er
-a
dm

in
is
te
re
d
in

<
1
m
in

to
ad
ol
es
ce
nt
s
an
d
ad
ul
ts
in

an
y
m
ed
ic
al

se
tti
ng
.
E
va
lu
at
es

al
co
ho
l
an
d
dr
ug

us
e
in

th
e

pa
st
ye
ar

an
d
fe
el
in
g
th
e
ne
ed

to
cu
t
do
w
n.

C
an
no
t
de
te
rm

in
e

w
hi
ch

su
bs
ta
nc
e.
Pa
rt
ic
ul
ar
ly

se
ns
iti
ve

fo
r
po
ly
su
bs
ta
nc
e
us
e

di
so
rd
er
s.
7
2

Si
ng
le

Q
ue
st
io
n

Sc
re
en
in
g
Te
st
fo
r
D
ru
g

U
se
,7
3
1
ite
m

C
ur
re
nt

dr
ug

us
e
(s
el
f-
re
po
rt
ed
)

Pr
im

ar
y
ca
re

pa
tie
nt
s;

m
ea
su
re
d
ag
ai
ns
t
th
e

D
A
ST

-1
0,

th
e
C
ID

I

≥1
93

94
X

Pr
ov
id
er
-a
dm

in
is
te
re
d
in

<
1
m
in
.D

es
ig
ne
d
fo
r
us
e
in

pr
im

ar
y

ca
re

se
tti
ng
s
to

id
en
tif
y
m
al
ad
ap
tiv

e
us
e
of

pr
es
cr
ip
tio

n
an
d

ill
eg
al

dr
ug
s.
U
se
s
a
si
ng
le

qu
es
tio

n,
fo
llo

w
ed

by
ad
di
tio

na
l

qu
es
tio

ns
to

as
se
ss

th
e
na
tu
re

or
se
ve
ri
ty

of
th
e
co
nd
iti
on
.

C
ur
re
nt

dr
ug

us
e
di
so
rd
er

≥1
10
0

74
C
ur
re
nt

dr
ug

pr
ob
le
m

or
dr
ug

us
e
di
so
rd
er

≥1
94

91
X

C
ur
re
nt

us
e
(s
el
f-
re
po
rt
or

po
si
tiv

e
or
al

fl
ui
d
te
st
)

≥1
85

96
X

C
ur
re
nt

us
e
(s
el
f-
re
po
rt
or

po
si
tiv

e
or
al
fl
ui
d
te
st
w
ith

dr
ug

pr
ob
le
m

or
dr
ug

us
e
di
so
rd
er
)

≥1
85

93
X

Si
ng
le

A
lc
oh
ol

S
cr
ee
ni
ng

Q
ue
st
io
n

(S
A
S
Q
),
7
4
1
ite
m

U
nh
ea
lth

y
al
co
ho
l
us
e

Pr
im

ar
y
ca
re

pa
tie
nt
s;

co
m
pa
re
d
w
ith

th
e

A
U
D
IT
-C

an
d
ca
le
nd
ar

m
et
ho
d
co
lle
ct
io
n
of

dr
in
ki
ng

da
ys

to
es
ta
b-

lis
h
ri
sk
y
dr
in
ki
ng

≥1
82

80
X

Pr
ov
id
er
-a
dm

in
is
te
re
d
in

<
1
m
in
.
D
es
ig
ne
d
fo
r
us
e
in

a
pr
im

ar
y
ca
re

se
tti
ng
.
R
eq
ui
re
s
ex
te
ns
iv
e
fo
llo

w
-u
p
to

de
te
r-

m
in
e
se
ve
ri
ty

an
d
ap
pr
op
ri
at
e
in
te
ns
ity

of
tr
ea
tm

en
t
ne
ed
ed
.

R
is
ky

co
ns
um

pt
io
n
am

ou
nt
s

≥1
84

78
A
lc
oh
ol
-r
el
at
ed

pr
ob
le
m
s
or

di
so
rd
er

≥1
84

75

C
ur
re
nt

al
co
ho
l
us
e
di
so
rd
er

≥1
88

67

Fa
st
A
lc
oh
ol

S
cr
ee
ni
ng

Te
st
(F
A
ST

),
7
5

1
ite
m

in
iti
al

sc
re
en
;
4

to
ta
l

A
lc
oh
ol

us
e
di
so
rd
er

Pr
im

ar
y
ca
re

pa
tie
nt
s

≥3
91

95
X

Pr
ov
id
er
-a
dm

in
is
te
re
d
in

<
2
m
in
.
E
va
lu
at
es

ha
za
rd
ou
s
an
d

ha
rm

fu
l
dr
in
ki
ng

an
d
al
co
ho
l
de
pe
nd
en
ce
.
M
od
if
ie
d
fr
om

th
e

A
U
D
IT

fo
r
us
e
in

bu
sy

cl
in
ic
s.
Tw

o-
st
ag
e
in
iti
al

sc
re
en
in
g

te
st
id
en
tif
ie
s
>
50
%

of
pa
tie
nt
s
w
ith

th
e
fi
rs
t
qu
es
tio

n.
7
5
,7
6

G
oo
d
va
lid

ity
ac
ro
ss

ag
es
,
se
x,

an
d
se
tti
ng
s.
7
6

A
bb
re
vi
at
io
ns
:
A
U
D
IT
,
A
lc
oh
ol

U
se

D
is
or
de
rs

Id
en
tif
ic
at
io
n
Te
st
;
A
U
D
IT
-C
,
A
lc
oh
ol

U
se

D
is
or
de
rs

Id
en
tif
ic
at
io
n
Te
st
–S
ho
rt
F
or
m
;
C
P,

cu
t
po
in
t;
D
A
ST
-1
0,

D
ru
g
A
bu
se

Sc
re
en

Te
st
;
D
IS
-R
,
D
ia
gn
os
tic

In
te
rv
ie
w
Sc
he
du
le
-R
ev
is
ed
;
G
/E
,g

oo
d
or

ex
ce
lle
nt
;
P
H
Q
-9
,9

-it
em

P
at
ie
nt

H
ea
lth

Q
ue
st
io
nn
ai
re
;
SE

,s
en
si
tiv
ity
;
SP
,s
pe
ci
fic
ity

342 Mulvaney-Day et al.: Screening for Behavioral Health Conditions in Primary Care JGIM



DISCUSSION

This review synthesized the scientific literature and
highlighted the psychometric properties of publicly avail-
able screening instruments for the most common behavioral
health disorders seen in primary care. It identified 24 screen-
ing instruments, of which 13 were short screening tools with
five or fewer items. The selection of tools by PCPs is a
multifactorial process, and no one screening instrument fits
all practices. PCPs must evaluate the psychometrics in con-
junction with multiple factors, such as the most prevalent
behavioral conditions, staffing resources (e.g., clinician
time), reimbursement, quality measurement, availability of
follow-up from behavioral health clinicians, and PCPs’ fa-
miliarity with behavioral health conditions. Primary care
practices can use this review to inform their selection, taking
all these factors into account.

Factors to Consider in Screening Tool Selection
– Measurement

The issue of longer, multiple-disorder tools versus
shorter, single-disorder scales for mental health screen-
ing is still actively debated.79 The primary disadvantage
of multiple-disorder tools is that they can be long and
difficult to implement. However, multiple-disorder tools
(e.g., WB-DAT, DAST-10, ASSIST) may uncover be-
havioral health conditions and information about psy-
chological functioning not detected by single-disorder
tools.33,80

Shorter, single-disorder screening tools provide prac-
tices with the flexibility to assess conditions most often
encountered and to combine screeners into a brief protocol
tailored to specific needs. But single-disorder screening
instruments—whether brief or comprehensive—that assess
conditions in isolation may result in missed diagnoses of
other disorders because of high rates of co-occurring be-
havioral health conditions.81 When combining multiple
single-disorder tools, the ordering of the administration
of the tools may also influence patient responses (context
effects) and may affect the tools’ psychometric properties
if they are not administered via the parent instrument (e.g.,
PHQ or PSQ).
Our review has several limitations. Although the inclu-

sion criteria were sensitive enough to identify well-known
screening tools such as the PHQ, our focus on screeners for
common behavioral health disorders, and the fact that new
screeners are constantly being developed, refined, and test-
ed, means that we may have missed some tools. In addition,
we did not include information from every published study
about each tool. Hence, information about the tools’ psy-
chometrics with particular subgroups may have been
missed. Lastly, our review weighed breadth over depth.
We did not assess the rigor of the psychometric testing for
each study or address fine-tuned distinctions between
screeners.

Factors to Consider in Screening Tool Selection
– Considerations for Primary Care Practices

Selection of a screening tool requires consideration of the
population the clinic serves. Primary care practices with mul-
tiple co-occurring behavioral health conditions in their patient
population may wish to consider the screening tools derived
from the PHQ and PSQ. Practices can combine these tools to
assess for the most common conditions. The PHQ-9 is one of
the few tools endorsed by the National Quality Forum82 for
behavioral health screening. Its administration is reimbursed
by Medicare and Medicaid, and some commercial insurance,
though practices must always emphasize the need for diag-
nostic follow-up.83 Practices that serve a high proportion of
seriously ill patients on an outpatient basis might consider
tools that were originally developed for patients with co-
occurring physical health disorders (e.g., HADS).
Selection of the type of screener (e.g., shorter vs. longer)

requires weighing issues of time along with characteristics of
the patient population. A screener with a web-based mode of
administration such as the WB-DAT may be ideal for fast-
paced clinics with staff shortages, but not those serving pa-
tients with low literacy. Short conjoint screeners that do not
distinguish between the specific type or severity of the alcohol
or drug use disorder (e.g., CAGE-AID, TICS) may be ideal for
detecting substance disorder in a general population clinic,
where most patients will not screen positive. However, in
clinics with a high proportion of patients with polysubstance
use, PCPs may prefer to select screeners that separately assess
for alcohol and specific drugs (e.g., ASSIST), to avoid admin-
istering multiple layers of screening before referral for diag-
nostic assessment.70,78

The psychometrics of a screening tool must be considered
within the context of the patient population and follow-up
resources available. Ultra-short screeners with strong specific-
ity tend to function best in ruling out disorders15; PCPs can be
confident that patients who score negative on these screeners
are true negatives and do not need follow-up. However,
screeners with low sensitivity will yield a higher number of
false positives, or may not provide enough information about
specific disorders. Clinics that treat a generally healthy popu-
lation, and where PCPs have sufficient time to follow up a
highly sensitive test with a second test with high specificity to
confirm false positives as disease-negative, may want to im-
plement this type of protocol.
On the other hand, high sensitivity of a screen increases the

likelihood of people with the disorder being correctly identi-
fied (true positives). Screens with high sensitivity are a good
fit for practices with higher behavioral health needs in general
(who may have many individuals with subthreshold disor-
ders), and with the resources to rapidly follow up with a
diagnostic assessment without a second round of screening.
It is important that providers have a plan for patients who

screen positive.84 This follow-up could consist in providing
patients with education and treatment within the primary care

343Mulvaney-Day et al.: Screening for Behavioral Health Conditions in Primary CareJGIM



practice or referring them to a specialty provider. Practices
with ready access to behavioral health clinicians to perform a
diagnostic assessment might prefer to use tools that broadly
assess multiple problems. Other practices might prefer to
screen only for specific conditions or to build screening pro-
tocols slowly as their referral network expands.
In conclusion, many primary care practices may have phys-

ical health screening protocols in place, and need only to
incorporate behavioral health tools into already-existing pro-
tocols. Some changes in primary care practice (e.g., training
protocols, workflow adjustments) may still be necessary to
implement an enhanced screening protocol that incorporates
tools identified here. Effective recognition and management of
behavioral health conditions is essential to success as the
health care system evolves from paying for volume to paying
for value. Future research will be needed on how to implement
screening processes successfully and on which payment
mechanisms work best to sustain these processes.

Acknowledgements: This study was funded by the Substance
Abuse and Mental Health Services Administration (SAMHSA), U.S.
Department of Health and Human Services (HHS). The views and
opinions expressed and the content of the study are those of the
authors and do not necessarily reflect the views, opinions, or policies
of SAMHSA or HHS. We acknowledge Dr. Whitney Witt’s expert input
on the study design and Dr. Ali Bonadkir Tehrani’s technical support.

Corresponding Author: Norah Mulvaney-Day, PhD; Truven Health
Ana ly t i cs , an IBM Company, Cambr idge , MA , USA
(e-mail: nmulvaneyday@us.ibm.com).

Compliance with Ethical Standards:

Conflict of Interest: The authors declare that they have no conflict of
interest.

REFERENCES
1. Talen MR, Baumer JG, Mann MM. Screening measures in integrated

behavioral health and primary care settings. In: Talen MR, Valeras B, eds.
Integrated behavioral health in primary care: evaluating the evidence,
identifying the essentials. New York, NY: Springer Science + Business
Media, 2013.

2. Mertens JR, Lu YW, Parthasarathy S, Moore C, Weisner CM. Medical
and psychiatric conditions of alcohol and drug treatment patients in an
HMO: comparison with matched controls. Arch Intern Med.
2003;163(20):2511–2517. https://doi.org/10.1001/archinte.163.20.
2511.

3. U.S. Preventive Services Task Force. Recommendations for primary care
practice. Available at: https://www.uspreventiveservicestaskforce.org/
BrowseRec/Index/browse-recommendations. Accessed July 18, 2017.

4. Siu AL, Bibbins-Domingo K, Grossman DC, et al. Screening for
depression in adults: US Preventive Services Task Force Recommenda-
tion Statement. JAMA. 2016;315(4):380–387. https://doi.org/10.1001/
jama.2015.18392.

5. Harrison DL, Miller MJ, Schmitt MR, Touchet BK. Variations in the
probability of depression screening at community-based physician
practice visits. Prim Care Companion J Clin Psychiatry. 2010;12(5).
https://doi.org/10.4088/PCC.09m00911blu.

6. Miller BF, Talen MR, Patel KK. Advancing integrated behavioral health
and primary care: the critical importance of behavioral health in health
care policy. In Talen MR, Valeras AB, eds. Integrated behavioral health in
primary care: evaluating the evidence, identifying the essentials. New
York, NY: Springer Science + Business Media, 2013.

7. RTI International. Accountable Care Organization 2015 Program Analysis
Quality Performance Standards Narrative Measure Specifications. RTI;
2015. Available at: https://www.cms.gov/medicare/medicare-fee-for-

service-payment/sharedsavingsprogram/downloads/ry2015-narrative-
specifications.pdf. Accessed August 6, 2017.

8. Fiellin DA, Reid MC, O’Connor PG. Screening for alcohol problems in
primary care: a systematic review. Arch Intern Med. 2000;160(13):1977–
1989.

9. Lakkis NA, Mahmassani DM. Screening instruments for depression in
primary care: a concise review for clinicians. Postgrad Med.
2015;127(1):99–106. https://doi.org/10.1080/00325481.2015.992721.

10. Kroenke K, Monahan PO, Kean J. Pragmatic characteristics of patient-
reported outcome measures are important for use in clinical practice. J
Clin Epidemiol. 2015;68(9):1085–1092. https://doi.org/10.1016/j.
jclinepi.2015.03.023.

11. Schmitt MR, Miller MJ, Harrison DL, Touchet BK. Relationship of
depression screening and physician office visit duration in a national
sample. Psychiatr Serv. 2010;61(11):1126–1131. https://doi.org/10.
1176/ps.2010.61.11.1126

12. Korsen N. Translating a guideline into practice: the USPSTF recommen-
dations on screening for depression in adults. Am Fam Physician.
2010;82(8):891.

13. Finding what works in health care: Standards for systematic reviews.
Institute of Medicine. 2011. Available at: http://iom.nationalacademies.
org/Reports/2011/Finding-What-Works-in-Health-Care-Standards-for-
Systematic-Reviews/Standards.aspx. Accessed July 18, 2017.

14. Takwoingi Y, Riley RD, Deeks JJ. Meta-analysis of diagnostic accuracy
studies in mental health. Evid Based Ment Health. 2015;18(4):103–109.
https://doi.org/10.1136/eb-2015-102228.

15. Mitchell AJ, Coyne JC. Do ultra-short screening instruments accurately
detect depression in primary care? A pooled analysis and meta-analysis
of 22 studies. Br J Gen Pract. 2007;57(535):144–151.

16. Kocalevent RD, Hinz A, Brahler E. Standardization of a screening
instrument (PHQ-15) for somatization syndromes in the general popula-
tion. BMC Psychiatry. 2013;13:91. https://doi.org/10.1186/1471-244X-
13-91.

17. van Ravesteijn H, Wittkampf K, Lucassen P, et al. Detecting
somatoform disorders in primary care with the PHQ-15. Ann Fam Med.
2009;7(3):232–238. https://doi.org/10.1370/afm.985.

18. Interian A, Allen LA, Gara MA, Escobar JI, Diaz-Martinez AM. Somatic
complaints in primary care: further examining the validity of the Patient
Health Questionnaire (PHQ-15). Psychosomatics. 2006;47(5):392–398.
https://doi.org/10.1176/appi.psy.47.5.392.

19. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief
depression severity measure. J Gen Intern Med. 2001;16(9):606–613.

20. Arroll B, Goodyear-Smith F, Crengle S, et al. Validation of PHQ-2 and
PHQ-9 to screen for major depression in the primary care population.
Ann Fam Med. 2010;8(4),348–353. https://doi.org/10.1370/afm.1139.

21. Ebell MH. Screening instruments for depression. Am Fam Physician.
2008;78(2):244–246.

22. Kroenke K, Spitzer RL, Williams JB, Lowe B. The patient health
questionnaire somatic, anxiety, and depressive symptom scales: a
systematic review. Gen Hosp Psychiatry. 2010;32(4):345–359. https://
doi.org/10.1016/j.genhosppsych.2010.03.006.

23. Gjerdingen D, Crow S, McGovern P, Miner M, Center B. Postpartum
depression screening at well-child visits: validity of a 2-question screen
and the PHQ-9. Ann Fam Med. 2009;7(1):63–70. https://doi.org/10.
1370/afm.933.

24. Huang FY, Chung H, Kroenke K, Delucchi KL, Spitzer RL. Using the
Patient Health Questionnaire-9 to measure depression among racially
and ethnically diverse primary care patients. J Gen Intern Med.
2006;21(6):547–552. https://doi.org/10.1111/j.1525-1497.2006.00409.
x.

25. Uebelacker, LA, German, NM, Gaudiano, BA, Miller, IW. Patient Health
Questionnaire depression scale as a suicide screening instrument in
depressed primary care patients: a cross-sectional study. Prim Care
Companion CNS Disord. 2011;13. doi:https://doi.org/10.4088/PCC.
10m01027.

26. Smits N, Finkelman MD. Shortening the PHQ-9: A proof-of-principle
study of utilizing Stochastic Curtailment as a method for constructing
ultrashort screening instruments. Gen Hosp Psychiatry. 2015;37(5):464–
469. https://doi.org/10.1016/j.genhosppsych.2015.04.011.

27. Benjamin S, Herr NR, McDuffie J, Nagi A, Williams JW. Performance
characteristics of self-report instruments for diagnosing generalized
anxiety and panic disorders in primary care: A systematic review.
Department of Veterans Affairs. 2011. http://www.hsrd.research.va.
gov/publications/esp/anxiety-panic.cfm.

28. Lowe B, Decker O, Muller S, et al. Validation and standardization of the
Generalized Anxiety Disorder Screener (GAD-7) in the general population.

344 Mulvaney-Day et al.: Screening for Behavioral Health Conditions in Primary Care JGIM

http://dx.doi.org/10.1001/archinte.163.20.2511
http://dx.doi.org/10.1001/archinte.163.20.2511
http://dx.doi.org/https://www.uspreventiveservicestaskforce.org/BrowseRec/Index/browse-recommendations
http://dx.doi.org/https://www.uspreventiveservicestaskforce.org/BrowseRec/Index/browse-recommendations
http://dx.doi.org/10.1001/jama.2015.18392
http://dx.doi.org/10.1001/jama.2015.18392
http://dx.doi.org/10.4088/PCC.09m00911blu
http://dx.doi.org/https://www.cms.gov/medicare/medicare-fee-for-service-payment/sharedsavingsprogram/downloads/ry2015-narrative-specifications.pdf
http://dx.doi.org/https://www.cms.gov/medicare/medicare-fee-for-service-payment/sharedsavingsprogram/downloads/ry2015-narrative-specifications.pdf
http://dx.doi.org/https://www.cms.gov/medicare/medicare-fee-for-service-payment/sharedsavingsprogram/downloads/ry2015-narrative-specifications.pdf
http://dx.doi.org/10.1080/00325481.2015.992721
http://dx.doi.org/10.1016/j.jclinepi.2015.03.023
http://dx.doi.org/10.1016/j.jclinepi.2015.03.023
http://dx.doi.org/10.1176/ps.2010.61.11.1126
http://dx.doi.org/10.1176/ps.2010.61.11.1126
http://dx.doi.org/http://iom.nationalacademies.org/Reports/2011/Finding-What-Works-in-Health-Care-Standards-for-Systematic-Reviews/Standards.aspx
http://dx.doi.org/http://iom.nationalacademies.org/Reports/2011/Finding-What-Works-in-Health-Care-Standards-for-Systematic-Reviews/Standards.aspx
http://dx.doi.org/http://iom.nationalacademies.org/Reports/2011/Finding-What-Works-in-Health-Care-Standards-for-Systematic-Reviews/Standards.aspx
http://dx.doi.org/10.1136/eb-2015-102228
http://dx.doi.org/10.1186/1471-244X-13-91
http://dx.doi.org/10.1186/1471-244X-13-91
http://dx.doi.org/10.1370/afm.985
http://dx.doi.org/10.1176/appi.psy.47.5.392
http://dx.doi.org/10.1370/afm.1139
http://dx.doi.org/10.1016/j.genhosppsych.2010.03.006
http://dx.doi.org/10.1016/j.genhosppsych.2010.03.006
http://dx.doi.org/10.1370/afm.933
http://dx.doi.org/10.1370/afm.933
http://dx.doi.org/10.1111/j.1525-1497.2006.00409.x
http://dx.doi.org/10.1111/j.1525-1497.2006.00409.x
http://dx.doi.org/10.4088/PCC.10m01027
http://dx.doi.org/10.4088/PCC.10m01027
http://dx.doi.org/10.1016/j.genhosppsych.2015.04.011
http://dx.doi.org/http://www.hsrd.research.va.gov/publications/esp/anxiety-panic.cfm
http://dx.doi.org/http://www.hsrd.research.va.gov/publications/esp/anxiety-panic.cfm


Med Care. 2008;46(3):266–274. https://doi.org/10.1097/MLR.
0b013e318160d093.

29. Delgadillo J, Payne S, Gilbody S, et al. Brief case finding tools for
anxiety disorders: Validation of GAD-7 and GAD-2 in addictions treat-
ment. Drug Alcohol Depend. 2012;125(1–2):37–42. https://doi.org/10.
1016/j.drugalcdep.2012.03.011.

30. Lowe B, Wahl I, Rose M, et al. A 4-item measure of depression and
anxiety: validation and standardization of the Patient Health
Questionnaire-4 (PHQ-4) in the general population. J Affect Disord.
2010;122(1–2):86–95. https://doi.org/10.1016/j.jad.2009.06.019.

31. Kroenke K, Spitzer RL, Williams JB, Lowe B. An ultra-brief screening
scale for anxiety and depression: the PHQ-4. Psychosomatics.
2009;50(6):613–621. https://doi.org/10.1176/appi.psy.50.6.613/.

32. Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-
2: validity of a two-item depression screener. Med Care.
2003;41(11):1284–1292. https://doi.org/10.1097/01.MLR.
0000093487.78664.3C.

33. Kroenke K, Spitzer RL, Williams JB, Monahan PO, Lowe B. Anxiety
disorders in primary care: Prevalence, impairment, comorbidity, and
detection. Ann Intern Med. 2007;146(5):317–325.

34. Saunders JB, Aasland OG, Babor TF, de la Fuente JR, Grant M.
Development of the Alcohol Use Disorders Identification Test (AUDIT):
WHO Collaborative Project on Early Detection of Persons with Harmful
Alcohol Consumption–II. Addiction. 1993;88(6):791–804.

35. Chan-Pensley E. Alcohol-Use Disorders Identification Test: A comparison
between paper and pencil and computerized versions. Alcohol Alcohol.
1999;34(6),882–885.

36. Kypri K, Saunders JB, Williams SM, et al. Web-based screening and
brief intervention for hazardous drinking: a double-blind randomized
controlled trial. Addiction. 2004;99(11):1410–1417. https://doi.org/10.
1111/j.1360-0443.2004.00847.x.

37. Allen JP, Reinert DF, Volk RJ. The alcohol use disorders identification
test: an aid to recognition of alcohol problems in primary care patients.
Prev Med. 2001;33(5):428–433. https://doi.org/10.1006/pmed.2001.
0910.

38. Rao R. Alcohol use disorders identification test has bias. BMJ.
2006;332(7542):667–668. https://doi.org/10.1136/bmj.332.7542.667-
b.

39. Bradley KA, DeBenedetti AF, Volk RJ, Williams EC, Frank D,
Kivlahan DR. AUDIT-C as a brief screen for alcohol misuse in primary
care. Alcohol Clin Exp Res. 2007;31(7),1208–1217. https://doi.org/10.
1111/j.1530-0277.2007.00403.

40. Kaarne T, Aalto M, Kuokkanen M, Seppa K. AUDIT-C, AUDIT-3 and
AUDIT-QF in screening risky drinking among Finnish occupational
health-care patients. Drug Alcohol Rev. 2010;29(5):563–567. https://
doi.org/10.1111/j.1465-3362.2010.00172.x.

41. Screener overview. Available at: http://www.phqscreeners.com/select-
screener. Accessed July 18, 2017.

42. Fuchs CH, Haradhvala N, Hubley S, et al. Physician actions following a
positive PHQ-2: implications for the implementation of depression
screening in family medicine practice. Fam Syst Health. 2015;33(1):18–
27. https://doi.org/10.1037/fsh0000089.

43. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the
Hospital Anxiety and Depression Scale: An updated literature review. J
Psychosom Res. 2002;52(2):69–77.

44. Lowe B, Kroenke K, Herzog W, Grafe K. Measuring depression outcome
with a brief self-report instrument: Sensitivity to change of the Patient
Health Questionnaire (PHQ-9). J Affect Disord. 2004;81(8):61–66.
https://doi.org/10.1016/S0165-0327(03)00198-8.

45. Farvolden P, McBride C, Bagby RM, Ravitz P. A web-based screening
instrument for depression and anxiety disorders in primary care. J Med
Internet Res. 2003;5(3):e23. https://doi.org/10.2196/jmir.5.3.e23.

46. Kellogg SH, McHugh PF, Bell K, et al. The Kreek-McHugh-Schluger-
Kellogg scale: a new, rapid method for quantifying substance abuse and
its possible applications. Drug Alcohol Depend. 2003;69(2):137–150.

47. Tang YL, Khoury L, Bradley B, Gillespie CF, Ressler KJ, Cubells JF.
Substance use disorders assessed using the Kreek-McHugh-Schluger-
Kellogg (KMSK) scale in an urban low-income and predominantly African
American sample of primary care patients. Am J Addict. 2011;20(3):292–
299. https://doi.org/10.1111/j.1521-0391.2011.00121.x.

48. Jamison RN, Serraillier J, Michna E. Assessment and treatment of
abuse risk in opioid prescribing for chronic pain. Pain Res Treat.
2011;2011:941808. https://doi.org/10.1155/2011/941808.

49. McPherson TL, Hersch RK. Brief substance use screening instruments
for primary care settings: a review. J Subst Abuse Treat. 2000;18(2):193–
202.

50. Maisto SA, Carey MP, Carey KB, Gordon CM, Gleason JR. Use of the
AUDITand the DAST-10 to identify alcohol and drug use disorders among
adults with a severe and persistent mental illness. Psychol Assess.
2000;12(2):186–192.

51. Yudko E, Lozhkina O, Fouts A. A comprehensive review of the
psychometric properties of the Drug Abuse Screening Test. J Subst
Abuse Treat. 2007;32(2):189–198.

52. Saltstone R, Halliwell S, Hayslip MA. A multivariate evaluation of the
Michigan alcoholism screening test and the drug abuse screening test in
a female offender population. Addict Behav. 1994;19(5):455–462.

53. McNeely J, Wu LT, Subramaniam G, et al. Performance of the Tobacco,
Alcohol, Prescription Medication, and Other Substance Use (TAPS) tool
for screening in primary care patients. Ann Intern Med. 2016;165(10)
690–699. https://doi.org/10.7326/M16-0317.

54. Gryczynski J, McNeely J, Wu LT, et al. Validation of the TAPS-1: a four-
item screening tool to identify unhealthy substance use in primary care. J
Gen Intern Med 2017. https://doi.org/10.1007/s11606-017-4079-x.

55. Humeniuk R, Ali R. Validation of the Alcohol, Smoking and Substance
Involvement Screening Test (ASSIST) With Pilot Brief Intervention: a
Technical Report of Phase II Findings of the WHO ASSIST Project. World
Health Organization; 2006. http://www.who.int/substance_abuse/activ-
ities/assist_technicalreport_phase2_final.pdf?ua=1.

56. Lee JD, Delbanco B, Wu E, Gourevitch MN. Substance use prevalence
and screening instrument comparisons in urban primary care. Subst
Abus. 2011;32(3):128–134. https://doi.org/10.1080/08897077.2011.
562732.

57. McNeely J, Strauss SM, Wright S, et al. Test-retest reliability of a self-
administered Alcohol, Smoking and Substance Involvement Screening
Test (ASSIST) in primary care patients. J Subst Abuse Treat.
2014;47(1):93–101. https://doi.org/10.1016/j.jsat.2014.01.007.

58. Babor TF, McRee BG, Kassebaum PA, Grimaldi PL, Ahmed K, Bray J.
Screening, Brief Intervention, and Referral to Treatment (SBIRT): Toward
a public health approach to the management of substance abuse. Subst
Abus. 2007;28(3),7–30. https://doi.org/10.1300/J465v28n03_03.

59. National Institute on Drug Abuse. Screening for drug use in medical
settings. NIDA. 2010. Available at: http://www.drugabuse.gov/publica-
tions/resource-guide/preface. Accessed August 6, 2017.

60. Spear SE, Shedlin M, Gilberti B, Fiellin M, McNeely J. Feasibility and
acceptability of an Audio Computer-Assisted Self-Interview version of the
Alcohol, Smoking, and Substance Involvement Screening Test (ASSIST) in
primary care patients. Subst Abus. 2015;37(2):299–305. https://doi.org/
10.1080/08897077.2015.1062460.

61. Means-Christensen AJ, Arnau RC, Tonidandel AM, Bramson R,
Meagher MW. An efficient method of identifying major depression and
panic disorder in primary care. J Behav Med. 2005;28(6):565–572.
https://doi.org/10.1007/s10865-005-9023-6.

62. Hsu GLK, Wan YM, Adler D, Rand W, Choi E, Tsang BYP. Detection of
major depressive disorder in Chinese Americans in primary care. Hong
Kong Journal of Psychiatry. 2005;15(3):71–76.

63. Henkel V, Mergl R, Kohnen R, Maier W, Moller HJ, Hegerl U.
Identifying depression in primary care: a comparison of different methods
in a prospective cohort study. BMJ. 2003; 326(7382),200–201.

64. Saipanish R, Lotrakul M, Sumrithe S. Reliability and validity of the Thai
version of the WHO-Five Well-Being Index in primary care patients.
Psychiatry Clin Neurosci. 2009;63(2):141–146. https://doi.org/10.1111/
j.1440-1819.2009.01933.x.

65. Jefford M, Mileshkin L, Richards K, et al. Rapid screening for
depression–validation of the Brief Case-Find for Depression (BCD) in
medical oncology and palliative care patients. Br J Cancer.
2004;91(5):900–906. https://doi.org/10.1038/sj.bjc.6602057.

66. King, M. At risk drinking among general practice attenders: validation of
the CAGE. Questionnaire. Psychol Med. 1986;16:213–217.

67. Deady M. A review of screening, assessment and outcome measures for
drug and alcohol settings. Network of Alcohol and Other Drug Agencies;
2009. http://www.drugsandalcohol.ie/18266/1/NADA_A_Review_of_
Screening%2C_Assessment_and_Outcome_Measures_for_Drug_and_Al-
cohol_Settings.pdf.

68. Malet L, Schwan R, Boussiron D, Aublet-Cuvelier B, Llorca PM.
Validity of the CAGE questionnaire in hospital. Eur Psychiatry.
2005;20(7):484–489. https://doi.org/10.1016/j.eurpsy.2004.06.027.

69. Wolford GL, Rosenberg SD, Drake RE, et al. Evaluation of methods for
detecting substance use disorder in persons with severe mental illness.
Psychol Addict Beh. 1999;13:313–326.

70. Brown RL, Rounds LA. Conjoint screening questionnaires for alcohol
and other drug abuse: criterion validity in a primary care practice. Wis
Med J. 1995;94(3):135–140.

345Mulvaney-Day et al.: Screening for Behavioral Health Conditions in Primary CareJGIM

http://dx.doi.org/10.1097/MLR.0b013e318160d093
http://dx.doi.org/10.1097/MLR.0b013e318160d093
http://dx.doi.org/10.1016/j.drugalcdep.2012.03.011
http://dx.doi.org/10.1016/j.drugalcdep.2012.03.011
http://dx.doi.org/10.1016/j.jad.2009.06.019
http://dx.doi.org/10.1176/appi.psy.50.6.613/
http://dx.doi.org/10.1097/01.MLR.0000093487.78664.3C
http://dx.doi.org/10.1097/01.MLR.0000093487.78664.3C
http://dx.doi.org/10.1111/j.1360-0443.2004.00847.x
http://dx.doi.org/10.1111/j.1360-0443.2004.00847.x
http://dx.doi.org/10.1006/pmed.2001.0910
http://dx.doi.org/10.1006/pmed.2001.0910
http://dx.doi.org/10.1136/bmj.332.7542.667-b
http://dx.doi.org/10.1136/bmj.332.7542.667-b
http://dx.doi.org/10.1111/j.1530-0277.2007.00403
http://dx.doi.org/10.1111/j.1530-0277.2007.00403
http://dx.doi.org/10.1111/j.1465-3362.2010.00172.x
http://dx.doi.org/10.1111/j.1465-3362.2010.00172.x
http://dx.doi.org/http://www.phqscreeners.com/select-screener
http://dx.doi.org/http://www.phqscreeners.com/select-screener
http://dx.doi.org/10.1037/fsh0000089
http://dx.doi.org/10.1016/S0165-0327(03)00198-8
http://dx.doi.org/10.2196/jmir.5.3.e23
http://dx.doi.org/10.1111/j.1521-0391.2011.00121.x
http://dx.doi.org/10.1155/2011/941808
http://dx.doi.org/10.7326/M16-0317
http://dx.doi.org/10.1007/s11606-017-4079-x
http://dx.doi.org/http://www.who.int/substance_abuse/activities/assist_technicalreport_phase2_final.pdf?ua=1
http://dx.doi.org/http://www.who.int/substance_abuse/activities/assist_technicalreport_phase2_final.pdf?ua=1
http://dx.doi.org/10.1080/08897077.2011.562732
http://dx.doi.org/10.1080/08897077.2011.562732
http://dx.doi.org/10.1016/j.jsat.2014.01.007
http://dx.doi.org/10.1300/J465v28n03_03
http://dx.doi.org/http://www.drugabuse.�gov/publications/resource-guide/preface
http://dx.doi.org/http://www.drugabuse.�gov/publications/resource-guide/preface
http://dx.doi.org/10.1080/08897077.2015.1062460
http://dx.doi.org/10.1080/08897077.2015.1062460
http://dx.doi.org/10.1007/s10865-005-9023-6
http://dx.doi.org/10.1111/j.1440-1819.2009.01933.x
http://dx.doi.org/10.1111/j.1440-1819.2009.01933.x
http://dx.doi.org/10.1038/sj.bjc.6602057
http://dx.doi.org/http://www.drugsandalcohol.ie/18266/1/NADA_A_Review_of_Screening%2C_Assessment_and_Outcome_Measures_for_Drug_and_Alcohol_Settings.pdf
http://dx.doi.org/http://www.drugsandalcohol.ie/18266/1/NADA_A_Review_of_Screening%2C_Assessment_and_Outcome_Measures_for_Drug_and_Alcohol_Settings.pdf
http://dx.doi.org/http://www.drugsandalcohol.ie/18266/1/NADA_A_Review_of_Screening%2C_Assessment_and_Outcome_Measures_for_Drug_and_Alcohol_Settings.pdf
http://dx.doi.org/10.1016/j.eurpsy.2004.06.027


71. Dervaux A, Bayle FJ, Laqueille X, et al. Validity of the CAGE
questionnaire in schizophrenic patients with alcohol abuse and depen-
dence. Schizophr Res. 2006;81(2–3):151–155. https://doi.org/10.1016/
j.schres.2005.09.012.

72. Brown RL, Leonard T, Saunders LA, Papasouliotis O. A two-item
conjoint screen for alcohol and other drug problems. J Am Board Fam
Pract. 2001;14(2):95–106.

73. Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R. A single-
question screening test for drug use in primary care. Arch Intern Med.
2010;170(13):1155–1160. https://doi.org/10.1001/archinternmed.
2010.140.

74. Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R. Primary care
validation of a single-question alcohol screening test. J Gen Intern Med.
2009;24(7):783–788. https://doi.org/10.1007/s11606-009-0928-6.

75. Hodgson R, Alwyn T, John B, Thom B, Smith A. The FAST Alcohol
Screening Test. Alcohol. 2002;37(1):61–66.

76. Hodgson RJ, John B, Abbasi T, et al. Fast screening for alcohol misuse.
Addict Behav. 2003;28(8):1453–1463.

77. Drinking levels defined. Available at: https://www.niaaa.nih.gov/alcohol-
health/overview-alcohol-consumption/moderate-binge-drinking.
Accessed Aug. 6, 2017.

78. Smith PC, Cheng DM, Allensworth-Davies D, Winter MR, Saitz R. Use
of a single alcohol screening question to identify other drug use. Drug
Alcohol Depend. 2014;139:178–180. https://doi.org/10.1016/j.
drugalcdep.2014.03.027.

79. Liegl G, Wahl I, Berghofer A, et al. Using Patient Health Questionnaire-
9 item parameters of a common metric resulted in similar depression
scores compared to independent item response theory model
reestimation. J Clin Epidemiol. 2016;71:25–34. https://doi.org/10.
1016/j.jclinepi.2015.10.006

80. McQuaid JR, Stein MB, McCahill M, Laffaye C, Ramel W. Use of brief
psychiatric screening measures in a primary care sample. Depress
Anxiety. 2000;12(1):21–29. https://doi.org/10.1002/1520-6394(2000)
12:1<21::AID-DA3>3.0.CO;2-U.

81. National Quality Forum (2016). Measures database: depression utiliza-
tion of the PHQ-9 tool (#0712). Available at: http://www.qualityforum.
org/Measures_Reports_Tools.aspx. Accessed May 1, 2017.

82. Mitchell AJ, Yadegarfar M, Gill J, Stubbs B. Case finding and screening
clinical utility of the Patient Health Questionnaire (PHQ-9 and PHQ-2) for
depression in primary care: a diagnostic meta-analysis of 40 studies. BJ
Psych Open. 2016;2, 127–138.

83. U.S. Preventive Services Task Force. Draft recommendation statement:
depression in adults: Screening. USPSTF, 2015. Available at:http://www.
uspreventiveservicestaskforce.org/Page/Document/draft-recommenda-
tion-statement115/depression-in-adults-screening1. Accessed Aug. 6,
2017.

84. Mitchell AJ, Meader N, Bird V, Rizzo M. Clinical recognition and
recording of alcohol disorders by clinicians in primary and secondary
care: meta-analysis. Br J Psychiatry. 2012;201:93–100. https://doi.org/
10.1192/bjp.bp.110.091199.

346 Mulvaney-Day et al.: Screening for Behavioral Health Conditions in Primary Care JGIM

http://dx.doi.org/10.1016/j.schres.2005.09.012
http://dx.doi.org/10.1016/j.schres.2005.09.012
http://dx.doi.org/10.1001/archinternmed.2010.140
http://dx.doi.org/10.1001/archinternmed.2010.140
http://dx.doi.org/10.1007/s11606-009-0928-6
http://dx.doi.org/https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking
http://dx.doi.org/https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking
http://dx.doi.org/10.1016/j.drugalcdep.2014.03.027
http://dx.doi.org/10.1016/j.drugalcdep.2014.03.027
http://dx.doi.org/10.1016/j.jclinepi.2015.10.006
http://dx.doi.org/10.1016/j.jclinepi.2015.10.006
http://dx.doi.org/10.1002/1520-6394(2000)12:1%3C21::AID-DA3%3E3.0.CO;2-U
http://dx.doi.org/10.1002/1520-6394(2000)12:1%3C21::AID-DA3%3E3.0.CO;2-U
http://dx.doi.org/http://www.qualityforum.org/Measures_Reports_Tools.aspx
http://dx.doi.org/http://www.qualityforum.org/Measures_Reports_Tools.aspx
http://dx.doi.org/http://www.uspreventiveservicestaskforce.org/Page/Document/draft-recommendation-statement115/depression-in-adults-screening1
http://dx.doi.org/http://www.uspreventiveservicestaskforce.org/Page/Document/draft-recommendation-statement115/depression-in-adults-screening1
http://dx.doi.org/http://www.uspreventiveservicestaskforce.org/Page/Document/draft-recommendation-statement115/depression-in-adults-screening1
http://dx.doi.org/10.1192/bjp.bp.110.091199
http://dx.doi.org/10.1192/bjp.bp.110.091199

	Screening for Behavioral Health Conditions in Primary Care Settings: A Systematic Review of the Literature
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	Search Strategy
	Article Selection
	Data Abstraction

	RESULTS
	Tools Derived from the PHQ and PSQ
	Additional Multiple-Disorder Screening Tools
	Additional Ultra-Short Screening Tools

	DISCUSSION
	Factors to Consider in Screening Tool Selection – Measurement
	Factors to Consider in Screening Tool Selection – Considerations for Primary Care Practices


	References


