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Using brief measures to identify depression and other mental disorders: A challenge for research 
and clinical practice 

Descriptions of symptoms of mental illnesses, such as major 
depressive disorder (MDD), anxiety disorders and psychoses are 
poignantly captured in some of the world's earliest literature, medical 
tomes and religious canons (Porter, 2002). Many of these descriptions 
are accompanied by observations about treatment, demonstrating that 
humanity has sought to diagnose and treat symptoms of mental illness 
for millennia. 

In more recent decades our understanding of depression and related 
conditions have been codified into formal diagnostic classification sys-
tems. The International Classification of Diseases (World Health Orga-
nization, 2020) and the Diagnostic and Statistical Manuals (DSM; 
American Psychiatric Association, 2013) are the most widely used 
classification systems in the Western world and have been standardised 
into diagnostic tools and measures (Kessler and Üstün, 2004). These 
tools are administered in epidemiological surveys to generate estimates 
of prevalence of mental disorder, service utilization and disability (WHO 
World Mental Health Survey Consortium, 2004), but their utility in 
clinical practice and research is limited due to the considerable amount 
of time required for their administration. 

In parallel, brief versions of diagnostic questionnaires have been 
designed to quickly and accurately identify people who would likely 
meet diagnostic criteria for a disorder and benefit from treatment, that 
is, ‘cases’. Examples of these include the Patient Health Questionnaire-9 
Item (PHQ-9) and the Generalized Anxiety Disorder-7 Item (GAD-7), 
which were designed to screen for DSM-IV congruent MDD and gener-
alized anxiety disorder, respectively (Spitzer et al., 1999). These and 
other brief measures are simple to administer, easily interpreted, sen-
sitive to change, and consequently, have been widely adopted as routine 
outcome measures in clinical practice in mental health services across 
several countries (Baigent et al., 2020; Department of Health, 2021). 

Recently, such brief measures have played an important role in 
measuring distress and disorder in populations across the world, who 
have understandably experienced increased distress in response to the 
broad health and societal impacts of COVID-19. A desktop review of 
recent and highly cited papers indicate that studies using brief measures 
such as the PHQ-9 have identified high rates of depression in repre-
sentative samples across several countries (Hyland et al., 2020; Li et al., 
2020; Bueno-Notivol et al., 2021; Kaiser Permanente National, 2018; 
Choi et al., 2020). These and other reports have been disseminated via 
mainstream media and have influenced decisions by Governments 
across the world to increase funding to, and availability of, mental 
health services. 

This editorial seeks to remind our field that although brief measures 
are useful tools, when used inappropriately, they may lead to high false 

positive rates of cases, unnecessary treatment, and may pathologise 
normal human distress. This is not to say that people are not distressed 
by the impacts of COVID-19. To the contrary, it is important to 
acknowledge the significant emotional toll, loss and distress experienced 
by literally billions of people around the world, and at the time of 
writing this editorial, shows little sign of abating. However, we warn 
that inappropriate use of brief measures and particularly their current 
cut-offs may lead to inflated estimates of psychological disorder, which 
may result in potentially harmful consequences, as noted below. 

An example is the use of the PHQ-9 which comprises 9 items corre-
sponding to symptoms of MDD, each scored on a 4 point-scale. The PHQ- 
9 has a total score range of 0–27, with a score of ≥10 considered 
consistent with DSM-IV MDD (Gilbody et al., 2007; Kroenke et al., 
2010). Unfortunately, this simple method of identifying cases, in addi-
tion to being based on self-report and not capturing the clinical 
impression and details obtained when talking to a patient, fails to 
consider important diagnostic criteria used to differentiate people with 
and without MDD. Two of these additional criteria are described below, 
followed by an example. 

First, to meet DSM-IV criteria for MDD, a person must have experi-
enced key symptoms of depression, that is, “loss of pleasure or interest” 
(item 1) or “feeling depressed or hopeless” (item 2) for more than half 
the days in the previous two weeks, equivalent to a score of 2 or more on 
at least one of those items. Second, a person must rate the overall impact 
of their symptoms as moderately impairing. Neither of these criteria are 
considered in the calculations of the PHQ-9 total score, in fact the second 
criterion is omitted in most versions of the PHQ-9. However, they 
significantly affect estimates of cases, as shown in Table 1, from the 
Australian MindSpot Clinic (Titov et al., 2020), which uses the PHQ-9 
during screening assessments. These and other data will be provided 
in more detail in a subsequent publication, but this example will suffice. 

As shown in Table 1, the estimates of cases of MDD vary dramatically 
based on criteria. That is, using a cut off of ≥10, 72.5% of a sample of 
10,055 people who completed an assessment at MindSpot would be 
identified as cases, that is, considered likely to meet diagnostic criteria 
for MDD. However, if the first additional criterion noted above is 
applied, the proportion of cases of MDD reduces to 49.2%. And, if the 
second additional criterion is applied, the proportion of cases drops to 
39.1%. Thus, applying these two important criteria reduces the number 
of cases by close to 50%, and this number will drop further if other DSM- 
IV criteria are correctly applied. 

Why does this matter? Misidentifying a person or population as being 
likely of having a mental disorder is not without risk or consequence. 
Those who are misidentified may seek unnecessary, expensive, and 
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potentially dangerous pharmacological and or psychological treatment. 
They may also experience increased fear, hopelessness, and a loss of 
confidence in their own ability to manage their symptoms. At a com-
munity level, the additional fear and distress triggered by media reports 
based on inflated estimates of depression, at a time when people are 
already concerned about physical health, the economy, the environment 
and other major issues, may contribute to and exacerbate feelings of 
hopelessness and helplessness. Finally, misidentifying people as cases 
may deter them from taking personal actions to change cognitive and 
behavioral habits and routines which can improve their psychological 
health. 

Our point is not to criticise current or previous work that has used or 
relied on brief measures and convenient cut-offs. There is little doubt 
that brief measures play an important role in helping identify people 
who would benefit from further assessment and possible interventions. 
We also recognise that simple cut-offs and scoring methods facilitate 
tracking and reporting of progress during treatment and provide metrics 
for communicating and benchmarking service quality and safety. 
However, our point is that inappropriate use of brief measures and cut- 
offs can cause distress and harm. 

These observations raise questions about our understanding and 
definitions of depression. Perhaps the strict diagnostic criteria as codi-
fied in formal diagnostic systems are no longer relevant or helpful in 
today's world? Alternatively, perhaps we have gone too far in trying to 
identify cases and are now pathologizing normal human experience of 
distress as pathological and needing treatment (Horwitz and Wakefield, 
2007; Frances, 2013)? Our field has accepted that the binary of 
depressed vs. non-depressed is convenient, but inadequate and that 
symptoms and distress exist on a continuum (Haslam, 2003). However, 
our field has not yet systematically sought to differentiate between 
people with clinically significant symptoms and distress and people who 
are bored, experiencing lassitude, ennui, angst, Weltschmerz, funk, or 
are just feeling fed up with a life that can sometimes feel unpleasant. And 
not surprisingly, there is no consensus about how best to manage these 
other states. 

How do we best address these issues and risks? First, it is clear is that 
when using brief measures, we need to carefully consider our criteria for 
identifying cases of depression. Second, we should consider whether 
these issues also apply to brief measures designed for other mental 
health conditions. In parallel, it is important to explore other data sets to 
test whether the data presented here are replicated. We also believe it is 
important that mental health researchers attempt to systematically and 
reliably differentiate between conditions such as MDD, sadness, lassi-
tude, Weltschmerz, and others, and also, how best to support patients to 
manage these experiences. But at a minimum, we recommend that re-
searchers consider the additional criteria noted above when reporting 

prevalence rates, to ensure that reports are accurate and valid and to 
ensure that they do not contribute to pathologising normal human 
distress. 
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Table 1 
Estimates of cases of major depressive disorder based on several criteria using a 
sample from the MindSpot Clinic.  

N = 10,055 Cases (%) 

Total score PHQ-9 ≥ 10 7291 (72.5%) 
Total score PHQ-9 ≥ 10 AND 

Score ≥ 2 on PHQ-9 items 1 or 2 
4946 (49.2%) 

Total score PHQ-9 ≥ 10 AND 
Score ≥ 2 on PHQ-9 items 1 or 2 AND 
Significant functional interference 

3935 (39.1%)  
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