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Abstract
Objective—To determine the concordance between the Structured Clinical Interview for DSM-
IV (SCID) and the Patient Health Questionnaire (PHQ) in diagnosing anxiety and depressive
disorders.

Method—Fifty women seeking psychiatric services for their children at two mental health
centers in Western Pennsylvania were assessed for anxiety and depressive disorders using the
SCID and the PHQ.

Results—Twenty-five women met SCID criteria for at least one anxiety disorder, 11 (44%) of
whom the PHQ failed to identify. The PHQ was particularly limited in identifying individuals with
anxiety disorders other than panic disorder. Seventeen women met SCID criteria for at least one
major depressive disorder, 6 (35%) of whom the PHQ failed to identify. The PHQ was particularly
limited in identifying depressed individuals with dysthymia.

Conclusions—Caution should be used when screening for anxiety and depression with the
PHQ. Implications for improving diagnostic accuracy in social work practice are discussed.

Accurate diagnosis is often regarded as the first and most important step in treating any
medical condition. Indeed, social workers, who provide the majority of direct mental health
services in the United States (Substance Abuse and Mental Health Services Administration,
2001), rely increasingly on accurate diagnostic information to guide their treatment efforts.
Yet, within the field of mental health, clinical diagnoses have been historically unreliable
(Matarazzo, 1983). With the advent of the DSM-III, the reliability of clinical diagnoses has
improved (Spitzer, Forman, & Nee, 1979), and the introduction of structured assessments
has continued to improve diagnostic reliability (e.g., Skre, Onstad, Torgersen, & Kringlen,
1991; Riskind, Beck, Berchick, & Brown, 1987), leading some to argue for the routine use
of standardized methods of diagnosing mental disorders (Endicott & Spitzer, 1972; Shear et
al., 2000).

Researchers routinely use two forms of structured assessments. Structured interviews, such
as the Structured Clinical Interview for DSM-IV (SCID), include a question for every
symptom for each disorder in the DSM, and are often considered the "gold standard" in
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psychiatric assessment (Basco et al., 2000; Kranzler, Kadden, Burleson, & Babor, 1995;
Shear et al., 2000). On the other hand, rapid assessment instruments, such as the Patient
Health Questionnaire (PHQ; Spitzer, Kroenke, & Williams, 1999), which is under study
here, the Center for Epidemiologic Studies-Depression Scale (CES-D; Radloff, 1977), and
the Beck Depression and Anxiety Inventories (Beck, Epstein, Brown, & Steer, 1988; Beck,
Steer, & Brown, 1996) consist of a relatively small number of items that attempt to identify
the most common psychiatric symptoms and disorders. While using the gold standard is
ideal, these instruments are lengthy and require substantial training to administer, which
hampers their usefulness for social workers practicing in community settings. Furthermore,
financial exigencies in community mental health settings cannot currently permit diagnostic
procedures that monopolize clinician time or require royalties to research publishers. As
such, some have hoped that rapid assessment instruments could be comparable in accuracy
to structured interviews, and could serve as low-cost substitutes or at least excellent
screening tools.

The PHQ is a screening instrument used for identifying anxiety and depression, and while it
is commonly used throughout research settings, its ability to adequately identify these
disorders compared to an established criterion has not been thoroughly investigated. To be
an effective screen for anxiety and depression, the PHQ must have a high rate of "true
positives", or be able to identify the majority of those cases a gold standard indicates are
afflicted. Likewise, having a high rate of "false negatives", or not identifying those cases a
gold standard indicates are afflicted, would be the most severe limitation of the PHQ,
because many true cases would not be identified for treatment. Other limitations in criterion
validity, such as over-identification of diagnostic prevalences or high rates of "false
positives", are somewhat less problematic for screening instruments, such as the PHQ,
because diagnosis can always be performed in a tiered fashion. For example, individuals
who screen positive for depression on the PHQ can always be followed up with a more
comprehensive diagnostic assessment. However, if a screening instrument cannot detect a
problematic case to begin with, nothing can be done to ensure that the individual suffering
from the ailment being screened gets the services he/she needs.

Unfortunately, few studies have investigated the criterion validity of the PHQ. Some studies
have indicated that the PHQ converges with clinician diagnosis and other screening
instruments for anxiety and depression (Löwe et al., 2003; Löwe et al., 2004; Spitzer,
Kroenke, & Williams, 1999). However, clinician diagnosis unaided by structured interviews
can have questionable validity (Basco et al., 2000; Kranzler, Kadden, Burleson, & Babor,
1995; Shear et al., 2000), and many of the screening instruments the PHQ has been
compared to have unknown criterion validity as well. As such, to date, no known studies in
the United States have examined diagnostic accuracy of the PHQ compared a known gold
standard, such as the SCID. However, in studies translating the PHQ to other languages,
concordance with the SCID has suggested that the PHQ may be an effective screen for
anxiety and depressive disorders. In two large studies of German translations of the PHQ,
Löwe and colleagues found the PHQ had adequate concordance with the SCID for
diagnosing major depressive and panic disorders in primary care settings (Löwe et al., 2003;
Löwe et al., 2004). Becker, Zaid, and Faris (2002) found, in an Arabic translation study,
adequate concordance between the PHQ and SCID for diagnosing depressive disorders, but
poor concordance for diagnosing panic and generalized anxiety disorders. Specifically, they
found that the PHQ was insensitive to detecting these disorders, incorrectly classifying much
of their anxiety disordered sample as healthy. Such findings suggest that the PHQ may be an
adequate screen for depression, but less accurate when screening for anxiety disorders.
Surprisingly, the concordance between the original English version of PHQ and the SCID
has yet to be explored, and no studies have examined the adequacy of using the PHQ to
diagnose anxiety and depressive disorders in community mental health settings. As such, the
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effectiveness of the PHQ for diagnosing anxiety and depression in community settings
continues to be largely unknown.

The purpose of this study was to determine the accuracy of the PHQ in diagnosing anxiety
and depressive disorders in a community mental health setting, by comparing its assessment
with the current state-of-the-art method for obtaining psychiatric diagnosis. At a time when
enough evidence has accumulated indicating that standardized instruments help improve the
reliability of clinical diagnoses, but managed care regulations continue to reward quantity
rather than quality of care, it is increasingly important to identify brief, yet valid
standardized methods of assessing for psychiatric diagnoses. The PHQ may provide such a
method for identifying two of the most common mental disorders, anxiety and depression,
and therefore, be of substantial use to social workers in community clinics and the many
patients who receive mental health services in community settings.

Method
Participants

Participants consisted of 50 women seeking psychiatric treatment for their children at two
community mental health centers in Western Pennsylvania. Participants were predominantly
White (n = 25) or African American (n = 22), with three participants identifying their race as
"other". Participants' ages ranged from 23 to 60 (M = 39.20, SD = 9.63). The majority of
participants had graduated from high-school (n = 37), and over half had completed some
college or formal vocational training (n = 27).

Measures
Patient Health Questionnaire—The PHQ is a brief self-report screening utility for
identifying common DSM-IV Axis I disorders. For screening anxiety disorders, the PHQ
contains a 15-item checklist of DSM-IV symptoms of panic disorder, and a 7-item checklist
of other anxiety symptoms for detecting anxiety disorders other than panic. For depressive
disorders, the PHQ contains a 9-item checklist of DSM-IV symptoms of major depression
and major depressive episodes. Each symptom checklist, whether for anxiety or depression,
has a criterion that needs to be met before a diagnosis can be made. Once this criterion is
evaluated, the PHQ yields two different dichotomous diagnostic scores. For anxiety, these
scores indicate the presence or absence of panic disorder or any anxiety disorder other than
panic. For depression, these scores indicate the presence or absence of MDD or a depressive
disorder other than MDD. As indicated above, the PHQ has been shown to converge with
clinician diagnosis, other screening instruments, and its interview-based predecessor
(Becker, Zaid, & Faris, 2002; Kobak et al., 1997; Löwe et al., 2003; Löwe et al., 2004;
Spitzer, Kroenke, & Williams, 1999). For example, Spitzer, Kroenke, and Williams (1999)
found the overall agreement between the PHQ and its clinician-rated, interviewbased
predecessor, the Primary Care Evaluation of Mental Disorders (PRIME-MD; Spitzer et al.,
1994), to be within acceptable ranges (κ = .65); and Löwe et al. (2004) found that the
depression portion of the PHQ had good internal consistency (α = .88) and converged
significantly with the Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983).

Structured Clinical Interview For DSM-IV—The Structured Clinical Interview for
DSM-IV Axis I Disorders - Non-Patient Edition (First, Spitzer, Gibbon, Williams, 1996)
was used as the criterion, or "gold standard", by which to compare diagnoses made by the
PHQ. The SCID is a lengthy structured interview that assesses individuals for DSM-IV Axis
I diagnoses. For each Axis I disorder, the SCID yields a score that indicates the presence or
absence of the disorder, or whether the person meets some criteria for the disorder but not
enough for a full diagnosis. Since this study concerns the presence or absence of a
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psychiatric diagnosis, rather than degrees of symptomatology, any individual whom the
SCID indicated did not meet full criteria for a psychiatric diagnosis was considered to be
healthy. Within the research community, the SCID is widely hailed as the most accurate and
reliable diagnostic assessment instrument (Basco et al., 2000; Kranzler, Kadden, Burleson,
& Babor, 1995; Shear et al., 2000). For example, Shear et al. (2000) found that the SCID
was able to identify almost 50% more diagnoses of depressive disorders that would have
otherwise been undetected or misdiagnosed by standard clinician diagnoses in a community
mental health setting. Other empirical investigations of the SCID also indicate that it has
high temporal consistency and inter-rater reliability, when administered by trained clinicians
(see Segal, Hersen, & van Hasselt, 1994 for a review; Zanarini et al., 2000; Zanarini &
Frankenburg, 2001). For example, Zanarini and Frankenburg (2001) found the inter-rater
(range of κ = .69 to 1.00) and test-retest (range of r = .53 to 1.00) reliability of the SCID to
be quite good for most Axis I diagnoses.

Procedure
Women were recruited to participate in a study of their own psychiatric needs, as we have
previously found that this population is at high risk for psychiatric disorders (Swartz et al.,
2005). Upon consent, participants were interviewed using the SCID by a master's-level
clinician certified in its administration. SCID training was conducted in accordance with
standards of the Biometrics Division of the New York State Psychiatric Institute, requiring
that interviewers achieve 100% concordance with a certified SCID rater for primary and, if
present, comorbid diagnoses, on four consecutive interviews. Participants also completed a
set of assessments which included the PHQ. A randomly selected subset of assessments
were reviewed for accuracy and data entry errors, and revealed no significant errors in the
data collection or entry process. This study was approved by the University of Pittsburgh
Institutional Review Board, and all participants gave written, informed consent prior to
participation.

Results
Diagnostic Prevalences

Twenty-five of the 50 (50%) women met SCID criteria for at least one anxiety disorder.
Thirteen (52%) of these women also met SCID criteria for multiple anxiety disorders.
Prevalences for panic and all other anxiety disorders combined can be seen in Table 1.
Prevalences are reported based on all 50 cases, except for PTSD, as one woman declined to
participate in that series of questions. Women meeting criteria for "other anxiety" were
diagnostically heterogeneous, with ten (20%) meeting criteria for anxiety not otherwise
specified (NOS), seven (14.3%) for post-traumatic stress disorder, seven (14%) for
generalized anxiety disorder, four (8%) for specific phobia, two (4%) for agoraphobia
without panic disorder, two (4%) for social phobia, and one (2%) for obsessive-compulsive
disorder.

Seventeen of the 50 (34%) women met SCID criteria for at least one depressive disorder, six
(35%) of whom met SCID criteria for more than one depressive disorder. Prevalences of
MDD and "other depression" can be seen in Table 2. Of the individuals who had a
depressive disorder other than or in addition to MDD, the majority (71%) met SCID criteria
for dysthymic disorder and the rest (29%) met SCID criteria for depressive disorder NOS.
Prevalences reported for dysthymic disorder are based on 48 cases, as two women declined
to participate in that series of questions.
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Accuracy Of The PHQ In Screening Anxiety
Diagnostic concordance of the PHQ and the SCID was calculated separately for panic,
anxiety disorders other than panic, and all anxiety disorders combined. As can be seen in
Table 1, the PHQ failed to identify a large number of women meeting SCID criteria for an
anxiety disorder. Forty percent of women who met SCID criteria for panic were not
identified by the PHQ's panic module, and 58% who met SCID criteria for anxiety disorders
other than panic were not identified by the PHQ's "other anxiety" module. This large number
of false negatives resulted in a quite low percentage of correctly classified true positive
cases, or sensitivity, when screening for panic, other, or any anxiety disorder (sensitivity = .
60, .42, and .56, respectively). The percentage of individuals correctly classified as healthy,
or specificity of the PHQ, was much higher for panic, other, and any anxiety disorder
diagnosis (specificity = .95, .85, and .84, respectively), however, this does little to
ameliorate problems caused by high false negative rates. In an attempt to account for this
alarming rate of false negatives, several post-hoc analyses were conducted, which indicated
that false negative rates were not higher for any specific anxiety diagnosis, χ2(7, N = 24) =
9.05, ns, did not differ for individuals with multiple anxiety diagnoses, χ2(1, N = 25) = .34,
ns, and were not related to age, χ2(1, N = 25) = 2.10, ns, or race, χ2(1, N = 25) = .06, ns.
However, there was a trend for individuals with comorbid depression to be slightly less
likely to be undetected by the PHQ, χ2(1, N = 24) = 4.03, p = .05, OR = .17.

Accuracy Of The PHQ In Screening Depression
As with anxiety disorders, the concordance between the PHQ and the SCID for diagnosing
depression was calculated separately for any depressive disorder, MDD, and depressive
disorders other than MDD. As can be seen in Table 2, the PHQ failed to detect a substantial
portion of individuals with depressive disorders. The PHQ was severely limited in detecting
cases other than MDD. Of the seven individuals who had a depressive disorder other than
MDD, the PHQ detected only one. This resulted in a very low level of sensitivity for
detecting depressive disorders other than MDD (sensitivity = .14). However, the sensitivity
of the PHQ in detecting MDD and any depressive disorder was fair (sensitivity = .65 and .
64, respectively). Several post-hoc analyses were conducted in an attempt to elucidate the
reasons for the PHQ's high false negative rate in detecting depressive disorders other than
MDD. In total, six individuals who were diagnosed with a depressive disorder other than
MDD were not detected by the PHQ. This small subsample precluded our use of formal
statistical tests. However, visual inspection of the characteristics of this sample indicated
that the majority of individuals who were missed by the PHQ had dysthymic disorder (n =
5), at least one anxiety disorder (n = 5), and comorbid MDD (n = 4). No discernible patterns
were found that would suggest differences in false negative rates surrounding age or race.

Discussion and Applications to Social Work Practice
The diagnosis of psychiatric disorders has long been problematic. In the absence of clear
pathophysiological diagnostic markers for the majority of mental disorders, it has become
important for social workers to rely on standardized procedures for arriving at a diagnosis,
as these procedures offer the promise of consistency across clinicians and clinics.
Unfortunately, current "gold standard" procedures are not widely applicable outside of
research laboratories, and the accuracy of more "community friendly" procedures is largely
unknown. To the best of our knowledge, this is the first study to examine the concordance
between the PHQ, a common screen for anxiety and depression, in its native language, and
the SCID, considered by many to be the current gold standard in psychiatric assessment.

Previous research has suggested that the PHQ may be adequate for diagnosing anxiety and
depressive disorders (Becker, Zaid, & Faris, 2002; Löwe et al., 2003; Löwe et al., 2004),
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however all of these studies have been conducted in primary care settings using either
German or Arabic translations of the SCID and the PHQ. This is problematic for at least two
reasons. First, findings collected among primary care patients are not readily generalizable
to community mental health populations, where psychiatric comorbidity and chronicity is
the rule rather than the exception. Studies have shown that screening instruments like the
PHQ can be less accurate in samples with high psychiatric comorbidity (e.g., Leon et al.,
1999), and while anxiety and depressive disorders tend to be comorbid in non-clinical
samples as well (Kessler, Chiu, Demler, & Walters, 2005), their rate of comorbidity is even
higher in clinical samples (Shear et al., 2000), which could erode the accuracy of the PHQ in
community mental health settings. Further, the prevalence of mental disorders invariably
influences the accuracy of any brief psychiatric screen, since the ability to detect a person
suffering from a mental disorder is directly related the the number of people in the
population who have the disorder (Kraemer, 1992). If there are few cases of the disorder in
the sample being screened, then the screen will be searching for a needle in a haystack, and
thus have a high rate of false positives. Conversely, the more cases that have the disorder,
the more false negatives the test will accrue, because, if the sensitivity of the test remains the
same, the proportion of those misdiagnosed as healthy who are actually sick will increase
linearly as the prevalence increases.

The second limitation of previous research evaluating the diagnostic efficacy of the PHQ
stems from its multilingual application. The psychometric properties of a given instrument
can change when translated to other languages, since lexical translations are not one-to-one.
For example, some English words do not necessarily have a meaningful equivalent in
German. While researchers are usually concerned with the degradation of the psychometric
properties of a test that coincides with its translation, when both the test and its criterion
have been translated, there is no reason to assume that the properties of a test could not
improve. What can be assumed is that these properties may change, for better or worse. As
such, there is a need to examine the criterion validity of the original English version of PHQ
among community mental health patients, in order to determine its viability as a screen for
anxiety and depression in community settings.

This study suggests that the PHQ may not adequately identify anxiety and depressive
disorders. Fifty percent of our sample had at least one anxiety disorder diagnosis, nearly half
of whom were classified by the PHQ as healthy. A third of the cases of MDD were also
missed by the PHQ, and, of the seven individuals in our sample who had a depressive
disorder other than MDD, the PHQ missed all but one. This study is limited by its modest
sample size, nonetheless, these findings strongly suggest that further research validating the
PHQ should be conducted if it is to be considered for use as a diagnostic, or even a
screening, tool for anxiety and depressive disorders in community mental health settings.

We acknowledge that the PHQ is not the only short screening instrument for detecting
anxiety and depression. Indeed, many other screens for these disorders do exist, such as the
CES-D, and are widely employed in both research and clinical settings. Unfortunately, our
findings concerning the diagnostic limitations of the PHQ (i.e., high false-negative rates) are
not unique, but add to a growing body of literature indicating that psychiatric screening
measures are less accurate than structured interviews (see Coyne, 1994 for a review). What
is unique about the PHQ, is that it was developed by the same individuals who were largely
responsible for developing the SCID. In fact, unlike other screening instruments which
explicitly state that they yield only indicators of symptom severity or distress, not
psychiatric diagnoses (e.g., the Beck Depression Inventory [Beck, Steer, & Brown, 1996]),
the PHQ was a specific attempt to develop a short, self-report screen aimed at identifying
psychiatric diagnoses (Spitzer, Kroenke, & Williams, 1999). As such, one might expect the
PHQ to have superior concordance with the SCID than simple screens of symptom severity.
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Unfortunately, these findings suggest that this is not the case, and provide a particular
challenge to social workers in community settings needing to find efficient, yet valid
methods of standardizing their diagnostic assessments.

We can see few immediate solutions to this problem. The old adage applied so widely in
business, "Cost, efficiency, quality … pick two", appears to apply here. Unfortunately, the
most reliable and trusted methods of psychiatric diagnosis, such as the SCID, are highly
lacking in both cost and efficiency. However, as this research indicates, the less costly and
more efficient methods of diagnostic assessment, such as the PHQ, may be inaccurate.
Where is the balance? Within psychiatric assessment, this is the question that needs to be
answered, and where social work, with its unique knowledge of and commitment to
community-based treatments, could make a substantial contribution. Good diagnostic
assessments need to be constructed not only with quality in mind, but also with cost and
efficiency. There has been an tendency for diagnostic tools to be developed by researchers
who have sometimes had little knowledge of the constraints that exist in community
settings. These issues of the external validity of university-tested methods have plagued the
dissemination of evidence-based treatments to community settings, and our findings suggest
that they affect the dissemination of evidence-based assessment methods as well.

Social workers, being one of the primary providers of services in community mental health
settings, have a unique perspective that both acknowledges the need for quality and places
high value on applicability. A number of social workers have, with some success, even used
this perspective to collaborate with community agencies to assist in the dissemination of
evidence-based treatments (e.g., Herie & Martin, 2002). We suggest that evidence-based
assessments be developed and disseminated in the same fashion, where quality is
emphasized as well as applicability. It is not as if diagnostic assessments do not occur in
community settings, rather specific time is protected and alloted for them. The challenge for
social workers attempting to improve diagnostic accuracy in these settings, is how to make
the most of the time that is already being spent. We suggest that the answer lies in the blend
between worlds that have for too long remained separate: research and practice. Future
research needs to merge these worlds to combine the measurement expertise of social work
researchers with the practical expertise of community clinicians, so that accurate and
applicable methods can be developed to improve the assessment of individuals in the
community and not just the laboratory.
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