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Depression is a frequent yet overlooked occurrence in primary health care clinics worldwide. Depression and related health
screening instruments are available but are rarely used consistently. The availability of technologically based instruments in the
assessments offers novel approaches for gathering, storing, and assessing data that includes self-reported symptom severity from the
patients themselves as well as clinician recorded information. In a suburban primary health care clinic in Quito, Ecuador, we tested
the feasibility and utility of computer tablet-based assessments to evaluate clinic attendees for depression symptoms with the goal
of developing effective screening andmonitoring tools in the primary care clinics. We assessed individuals using the 9-item Patient
Health Questionnaire, the Quick Inventory of Depressive Symptoms-Self-Report, the 12-item General Health Questionnaire, the
Clinical Global Impression Severity, and a DSM-IV checklist of symptoms. We found that 20% of individuals had a PHQ9 of 8
or greater. There was good correlation between the symptom severity assessments. We conclude that the tablet-based PHQ9 is an
excellent and efficient method of screening for depression in attendees at primary health care clinics and that one in five people
should be assessed further for depressive illness and possible intervention.

1. Introduction

Technology based assessments are increasingly implemented
for medical assessment and monitoring of individuals with a
variety of medical and psychiatric disorders.Weight manage-
ment and diabetes monitoring programs use technological
based programs effectively [1, 2]. Web-based assessments and
monitoring programs have been in place to monitor psy-
chiatric symptoms for several years [3–5]. Telephone based
systems have demonstrated the efficacy of this technology
in the field worldwide [6, 7], including Ecuador [8]. Tablet-
based systems for capturing survey data are well established
and used clinically as an extension of themedical data record-
ing method [9]. Adapting technology based assessments and
monitoring tools for psychiatric disorders is critical as it
may improve efficiency; responses to standardized questions
generate measures for clinical monitoring that are automated

and accessible. The versatility of the computer tablet allows
the technology to be adapted widely in primary care clinics.
However, the use of computer tablets in an emerging health
system, such as in Quito, Ecuador, has not been studied. The
feasibility at the level of the patient population and the capac-
ity to gather and record symptoms of depression are critical
to successfully adapting a technology based screening and
monitoring system for psychiatric symptoms in primary care.

The effective clinical management of major depression
in primary care represents a significant opportunity for
improvements in health, both in terms of the quality of
individual life and the financial sustainability of community
health delivery programs by enhanced adherence to med-
ical interventions. Depression is a common disorder and
is among the prominent and leading medical causes for
disability worldwide [10, 11]. Depression is recognized as a
major problem in the primary health care setting with a point
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prevalence between 5 and 10% and up to twice as many that
experience depressive symptoms but do not rise to a full
major depression diagnosis [12]. Individuals with depression
have a threefold increase in comorbid chronic diseases, are
less likely to seek and receive effective treatment for medical
conditions, have lower rates of appropriate preventative
health services and screening, and are less adherent to medi-
cal recommendations [13]. The majority of individuals with
depression are treated by primary care providers who pre-
scribe 80% of the antidepressantmedications in theUSA [14].
The burden of untreated depression at the primary care
level is substantial as most depressions go unrecognized and
untreated [15]. In addition to the personal and vocational cost
of untreated depression, it has been shown that overall med-
ical care costs are increased, with greater numbers of patient
care provider interactions, investigations, and treatments for
a variety ofmedical complaints [16]. Identification, diagnosis,
and implementation of treatments specific for depression
at the primary care level have substantial personal and
medical implications for effective patient management in the
community [17, 18].

Major depressive disorder is understudied in Ecuador.
The few studies that address the prevalence of depressive
disorders in Ecuador are limited to the public health sector
collecting data on use of health services; by the year 2007 the
rate of major depression was 72 per 100,000 inhabitants, low
but a clear increase and effectively double the rate from the
previous decade; by 2012 the rate of major depression was
162 per 100,000 [19]. Compared to the USA rates [20], these
are lower rates; however, the increasing rates are likely to
reflect an increased awareness of depression both at the care
provider and patient focused levels. There is clear evidence
of depressive disorders throughout the Ecuadorian society,
including the indigenous populations [21, 22]. A study con-
ducted in the rural and urban sectors of a Quito health area
using the GHQ-12 found that 37.1% of the individuals sur-
veyed had positive scores for mental health issues [23]. The
global health perspective on the rates of depression through-
out the world suggests that the prevalence is likely to be in
the 10% range [24], significantly higher than estimated by
public health records in the Ecuadorian government (1.6%)
and consistent with observations elsewhere that up to 75% of
depressions go undiagnosed and therefore untreated.

We tested the use of a computer tablet in the clinical
setting to screen for depressive symptoms in a sample of
attendees to a primary clinic program in Quito, Ecuador, in
order to determine the feasibility and acceptance of the imple-
mentation of novel technology to assess depression symp-
toms by the patient population and compare two depressive
symptom severity instruments, the 9-item Patient Health
Questionnaire (PHQ9) [25] and the Quick Inventory of
Depressive Symptoms-Self Report (QIDS-SR) [26], with the
12-item General Health Questionnaire (GHQ-12) [27]. We
find that the technology was readily embraced and we find
identified rates of depression in the attendees of a primary
care clinic that were similar to those in the USA. We hypoth-
esized that the clinic attendees would embrace the novel
technology and that the screening questionnaires would

identify individuals with depressive symptoms by increasing
the efficiency of the clinical interaction.

2. Methods

2.1. Clinical Participants. Patients attending a primary health
care clinic affiliated with Universidad San Francisco de Quito
inQuito, Ecuador, were invited to participate anonymously in
a series of self-administered questionnaires. Individuals were
offered participation by the clinic staff at arrival and were
evaluated prior to seeing the primary care physician (PCP).
After informed consent was procured and the participants
completed a short tutorial on the use of tablet (iPAD) in
completing the questionnaires embedded in the “Polldaddy”
survey software application, participants were asked to inde-
pendently complete all three screening tools. The patients
were screened by a team of medical students (DS, EF, and
GJ) for depressive symptoms using a DSM-IV checklist for
MajorDepressiveDisorder by the clinical researchers. Finally,
the Clinical Global Impression-Severity (CGI-S) [28] rating
by the primary health care provider recorded the clinician’s
impression of patient’s level of depression from 1 (not at all
depressed) to 7 (critically depressed). The CGI-S was com-
pleted after the survey questionswere completed and after the
individual had seen the PCP.

All clinical assessments were completed in Spanish. The
instruments used were the nine-item Patient Health Ques-
tionnaire (PHQ-9) [29, 30], GHQ-12 (General Health Ques-
tionnaire) [27, 31], andQIDS-SR (Quick Inventory ofDepres-
sive Symptomology-Self Report) [26, 32]. The Spanish lan-
guage versions of assessment instruments were uploaded to
a central website (http://www.polldaddy.com) designed to
host survey questionnaires that could be administered in
the field using a computer tablet (iPad). The GHQ-12 was
scored according to the method described by Goldberg et al.
[27]. The PHQ-9 was scored according to the method
described by Kroenke et al. [33]. The QIDS-SR was
scored according to the method described by the Epi-
demiology Data Center of the University of Pittsburg
(http://www.ids-qids.org/index2.html#SCORING).

Reliability was evaluated by comparing scores on the
PHQ-9 with those on a measure reflecting depression symp-
tomology previously studied in Latin American patients, the
GHQ-12 [23]. Convergent and divergent validity was assessed
with Spearman’s Rho, comparing PHQ-9 scores to the scores
of the GHQ-12 and QIDS-SR.

Feasibility was assessed quantitatively by recording the
proportion of patients that were able to complete the ques-
tionnaires once they had agreed to participate. It was also
qualitatively assessed through observations from the research
assistants regarding ease of use among the different demo-
graphics that participated in the study.

3. Results

3.1. Descriptive Findings. This study engaged 226 participants
between the ages of 18 and 65, attending a primary care
clinic for nonpsychiatric reasons, that agreed to participate

http://www.polldaddy.com
http://www.ids-qids.org/index2.html
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Table 1: 9-item patient health questionnaire (PHQ9), 12-item general health questionnaire (GHQ12), quick inventory of depressive
symptoms-self-report (QIDS-SR), clinical global impression (CGI), andDSM-IV symptomcounts description of total number of assessments,
mean, and range of scores.

Assessment Tool 𝑛 Mean (SD) Range
PHQ9 217 5.41 (4.99) 0–26
GHQ12 226 11.93 (6.12) 0–32
QIDS-SR 226 6.36 (4.53) 0–21
CGI 128 1.51 (1.06) 1–5
DSMIV symptom count 188 1.50 (2.00) 0–8

anonymously in a survey of depressive symptomatology
using computer tablet-based technology. All 226 patients
completed the PHQ-9, the GHQ-12, and the QIDS-SR. Based
on the average number of daily contacts at the clinic, it is
estimated that there were approximately 500–600 individuals
that attended the clinic during the study time. A total of
131 CGI scores for these patients were collected as well; this
proved to be somewhat more difficult to gather as it required
the clinical researcher to interact with the primary care
clinician, whose availability was often limited. The DSM-IV
Major Depressive Episode checklist review was conducted on
188 patients (Table 1).

3.2. PHQ-9 Validity: Correlation of PHQ-9 Scores to other
Depression Screening Tools. Table 2 presents the correlation
coefficients between the PHQ-9 and the other depression
assessment tools. The PHQ-9 results were compared to the
data from the GHQ-12, the QIDS-SR, the DSM-IV, and the
CGI.The PHQ-9 showed significant correlation with all mea-
sures: GHQ-12 (𝑟 = 0.64, 𝑃 < 0.0001), QIDS-SR (𝑟 = 0.68,
𝑃 < 0.0001), DSM-IV symptom count (𝑟 = 0.67,𝑃 < 0.0001),
and CGI (𝑟 = 0.39, 𝑃 < 0.0001). Figure 1 further demon-
strates the relationship between the PHQ measures with
the QIDS-SR, GHQ-12, and CGI. Despite the apparent
correlation, there was a broad range of CGI scores and 2/3
of individuals with CGI of 3 or less had a PHQ9 > 8, with the
implication of depressive symptoms not suspected clinically.

3.3. Feasibility of TechnologyUse. All participantswho started
the survey (226/226) were able to complete the self-
assessments on the iPad tablet computer. Five patients were
unable to read the text on the tablet screen as a result of not
bringing reading glasses to the doctor’s office and were
therefore excluded from participating.

4. Discussion

The integration of technology in the assessment and moni-
toring of depression represents a tangible advance in clinical
care and increases efficiency in detection and treatment, par-
ticularly in communities with limited resources and capacity
for medical care (device costs are decreasing). Screening for
depression in a primary care setting of Quito, Ecuador, using
computer tablet-based technology proved to be a very effi-
cient and adaptable method of gathering information; it was
readily accepted by the clinic attendees and used without

difficulty following a brief orientation to the process by the
researchers. A PHQ9 score of 8 was used as a threshold for
screening purposes; it is well known that somatic symptoms
are common (75%) in Latin American culture and there is a
tendency to under represent mood symptoms [34]. In many
primary care clinics, 75% of patients subsequently found to be
depressed initiated the clinical visit because of somatic con-
cerns, and depression was not the self-identified driving need
for medical attention [35]. This argues for a lower threshold
on the PHQ9 in cultures wherein psychological aspects of
depression are likely to be less frequently acknowledged; we
believe this will increase the sensitivity of the screening.There
were instances initially wherein presbyopic participants were
challenged and did not bring along reading glasses; this
was solved by having off-the-shelf corrective reading glasses
available; 4 patients who were unable to complete the forms
are not included in the total 226 participants. All self-report
questionnaires had been applied to psychiatric research and
the construct validity of the measures has been established in
theUSA clinical setting [33, 36, 37]. In addition to piloting the
use of technology at the clinical primary care level of Quito, it
was our intent to evaluate the depressive symptom screening
and severity instruments to estimate their clinical utility.
We considered a control group with paper based screening;
however, the project was designed to assess how well a tech-
nological approach could be adapted to an active clinic. We
elected to use participation and completion of assessments as
a measure of acceptability; in view of the fact that we were
integrating into the clinic process andwished to gather data in
an expeditedmanner, we elected to not gather information on
the perspective of the participant on the process. While this
may be considered a weakness of the study, we feel that the
strength of the approach is the assumption that measurement
based care is integral to health care at the primary level.

There was excellent correlation between the depression
symptom severity assessment scores of the PHQ-9 and the
QIDS-SR (0.68) which is expected as they are both designed
tomeasure depression; however, this correlation is important
as we are in fact measuring whether depression is identified
with 2 separate measurement instruments. This was the case.
There was excellent correlation with the number of DSM-
IV symptoms acknowledged by the participant and their
PHQ-9 scores, and, finally, there was good correlation with
the GHQ scores, consistent with previous findings [29].
Studies of the PHQ9 in Latin America are few; however,
a study in Honduras [38] indicated that it was a feasible
measure of depression in this culture. The GHQ has been
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Table 2: Correlation between tests scores.

PHQ-9 GHQ-12 QIDS-SR CGI
GHQ-12 0.63∗∗∗

QIDS-SR 0.68∗∗∗ 0.57∗∗∗

CGI 0.44∗∗∗ 0.36∗∗∗ 0.34∗∗∗

DSM-IV SX count 0.72∗∗∗ 0.60∗∗∗ 0.73∗∗∗ 0.48∗∗∗
∗∗∗

𝑃 value < 0.001.
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Figure 1: Depression severity scores of the PHQ9 and relationship to GHQ12, QIDS-SR, and CGI. There is an obvious correlation between
GHQ12 and QIDS-SR with the PHQ9; the correlation is present with the CGI estimates; however, there are clearly a number of CGI estimates
≤3 that have PHQ9 scores suggestive of depression.

validated in Chile [39] as an efficaciousmeasure of depressive
symptomology, and has been used in Ecuador [23]. Thus, we
conclude based on our correlated results that are consistent
with strong convergent validity of the measures that they are
valid measures of depressive symptoms in the Ecuadorian
population.

The Clinical Global Impression-Severity (CGI-S) scale is
a 7-point scale that is used to record the clinician’s impression
of the severity of the patient’s illness at the time of assessment.
It is a subjective scale and is generally reflective of the knowl-
edge of the clinician about the patient and their illness. The
correlation of CGI-S with depressive symptom ratings is gen-
erally good [40] and can be expected to predict symptomatic
states. The observation that a substantial number of indi-
viduals with a CGI-S of >3 were present despite having
relatively substantial symptoms of depression suggests that
the clinicians who were asked to give their impression
of the patient’s depressive symptoms were unaware of the
depression. This could be for a number of reasons; the
patient may have attended the clinic for reasons not related
to how they were feeling and did not disclose to the primary

care physician that they were depressed. The PCP may not
have asked about depressive symptoms and was unable to
determine therefore if depression was present. The PCP may
not have been attuned to the patient’s medical complaints and
was not concerned that the physical complaints could be
driven in part by underlying depressive symptoms.

The health care system in Ecuador is state funded through
the Ministry of Health; the first line of contact with the
health care system is through the primary care physician who
is responsible for the implementation of the government’s
health care policies. Ongoing efforts are focused on strategic
implementation of preventative health screening in several
dimensions such as diabetes and hypertension, but currently
there are no policies for screening for depression or other
psychiatric disorders. There is every advantage to a national
screening program implemented systematically through the
primary health care providers. There is considerable effi-
ciency in screening for depression in the primary care setting
[41, 42], particularly when available care is at hand. On
the other hand, if there are no specific interventions to
follow up on the screening process, there is questionable
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utility in screening at the population or primary care level
for depression [43]. Since the management of depression is
done by primary care providers in most health systems, it
is most logical that the Ecuadorian health system engage
their PCPs in the screening and management of depression.
The paucity of published research in depression in the Latin
American countries implies that they have similar challenges
as Ecuador.

There are several advantages to screening depression and
the use of electronic methods provides efficiency in data
collection and management. The instruments used in the
current study are easily adapted to electronic versions and
showed high correlation between scores which suggests a
consistency of measure of the condition (depression) that
they were designed to assess.This is of importance at the level
of primary care, where there frequently is no psychiatrist or
mental health professional available to perform clinical eval-
uations. The importance of screening is reflected in the next
steps, specifically what happens with the information and the
subsequent actions. At what severity level does a symptom
screen translate to a diagnosis of depression and a treatment
plan? We find that 20% of individuals have a PHQ-9 > 8
and would recommend further evaluation at the primary
care level for major depression and possible treatment. Given
the level of comorbid medical chronicity and other potential
personal, medical, and social consequences of depression,
the combined economical and health benefits of treatment of
depression are clear.There is evidence that medical assistants
are effective in follow-up of screening assessments and facili-
tators of treatment and intervention strategies [44], providing
practical assessment to the primary care team before the
referral for specialty evaluation. The strategies of an elec-
tronically based screening process such as that performed in
this project are an effective first step in the identification and
management of depression.

The limitations of this report include the lack of a thor-
ough follow-up examinationwith a detailed clinical interview
to verify the diagnosis. Further, this was not a systematic
screening of attendees and so a rate of depression cannot be
established. The primary purpose of this work was to assess
the efficiency of the tablet-based screening in the clinics.

We find that one in five individuals attending a primary
health care clinic reports a PHQ-9 > 8 and of those individ-
uals only a small percentage had CGI-S scores > 3 suggesting
that concerns were noted by the clinician infrequently. The
cut-off of 8–10 for the PHQ-9 has been suggested in popu-
lations with somatic complaints [45]. This is consistent with
the observation in the literature that approximately 50% of
depressions are missed in primary care. We were able to
gather CGI-S in only half of our participants, as the avail-
ability of the PCP was limited, which again reflects the busy
nature of a primary health care clinic.

Depression is frequently overlooked in the clinical setting
in Ecuador and this is reflected in the low rates of depres-
sion reported by the Ministry of Public Health. The recent
increases in the reported rates of depression [19] suggest that
there is an increasing awareness to this disease; however, the
rates are still substantially lower than elsewhere and there is

every likelihood that the Ecuadorian rates parallel those else-
where [24]. Primary care is clearly the clinical contact point
for individuals to be screened for depression and use of com-
puter technology in the screening process is demonstrated to
be very effective and acceptable to the population.The PHQ-
9 and the shorter PHQ-2 are excellent methods for screening
for depressive symptoms to be followed up with a more
detailed assessment and treatment.

Screening for depression is only one step in the overall
management of depression; clearly it is necessary to detect
and diagnose the illness in order to effectively treat it. How-
ever, merely detecting depression at the primary care level in
the absence of a program to manage the disorder is of mini-
mal consequence [46, 47]. Detecting elevated blood glucose
is of no use unless a system is in place to diagnose and
treat diabetes. There are many options available following a
positive screening finding for depression. They range from a
diagnostic interview by a clinician with experience in mental
health to determine the nature of the problems and the
specific needs of the patient to education programs on health
and illness management. The treatment plan is subsequently
tailored to the needs of the patient and the capacity of the care
providers. Critical to themanagement is a systematic method
of screening and monitoring of symptoms and we have
demonstrated that a tablet-based system is an effective and
acceptable method that is easy to use in any clinic setting.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

Acknowledgments

The authors gratefully acknowledge the support of Jaime
Ocampo, M.D., Director of the USFQ primary care clinic,
where this study was performed, and SofiaD.Merajver, M.D.,
Ph.D, for her valued guidance in several aspects of the project.
David Schrock was supported by the Student Biomedical
Research Program of the University of Michigan School
of Medicine. Melvin G. McInnis is the Thomas B. and
NancyUpjohnWoodworth Professor of BipolarDisorder and
Depression.

References

[1] B. Spring, J. M. Duncan, E. A. Janke et al., “Integrating tech-
nology into standard weight loss treatment: a randomized
controlled trial,” JAMA Internal Medicine, vol. 173, pp. 105–111,
2013.

[2] A. Recupero, B. Mahnke, and J. E. Pinsker, “Emerging technol-
ogy in diabetes care: the real-time diabetes monitoring system,”
Military Medicine, vol. 178, pp. 218–221, 2013.

[3] D. S. Gipson, D. T. Selewski, S. F. Massengill et al., “Gaining the
PROMIS perspective from children with nephrotic syndrome: a
Midwest pediatric nephrology consortium study,” Health Qual
Life Outcomes, vol. 11, article 30, 2013.

[4] P. A. Pilkonis, S. W. Choi, S. P. Reise, A. M. Stover, W. T. Riley,
and D. Cella, “Item banks for measuring emotional distress



6 International Journal of Family Medicine

from the patient-reported outcomes measurement information
system (PROMIS): depression, anxiety, and anger,” Assessment,
vol. 18, no. 3, pp. 263–283, 2011.

[5] K. Zivin, K. Kerber, J. Kuebler et al., “Effectiveness of a depres-
sion disease management program in improving depression
and work function-a pilot study,” International Journal of
Psychiatry in Medicine, vol. 39, no. 1, pp. 1–13, 2009.

[6] J. D. Piette, N.Marinec, E. C.Gallegos-Cabriales et al., “Spanish-
speaking patients’ engagement in interactive voice response
(IVR) support calls for chronic disease self-management: data
from three countries,” Journal of Telemedicine and Telecare, vol.
19, no. 2, pp. 89–94, 2013.

[7] J. D. Piette, H. Datwani, S. Gaudioso et al., “Hypertension man-
agement using mobile technology and home blood pressure
monitoring: results of a randomized trial in two low/middle-
income countries,” Telemedicine and e-Health, vol. 18, pp. 613–
620, 2012.

[8] J. Maslowsky, B. Valsangkar, J. Chung et al., “Engaging patients
via mobile phone technology to assist follow-up after hospital-
ization in Quito, Ecuador,” Telemedicine and e-Health, vol. 18,
pp. 277–283, 2012.

[9] T.Wells, J. Bailey, andM. Link, “Filling the void: gaining a better
understanding of tablet-based surveys,” Survey Practice, vol. 6,
no. 1, 2013.

[10] A. D. Lopez, C. D. Mathers, M. Ezzati, D. T. Jamison, and C. J.
Murray, “Global and regional burden of disease and risk factors,
2001: systematic analysis of population health data,”The Lancet,
vol. 367, no. 9524, pp. 1747–1757, 2006.

[11] C. J. L. Murray and A. D. Lopez, “Evidence-based health
policy—lessons from the global burden of disease study,”
Science, vol. 274, no. 5288, pp. 740–743, 1996.

[12] W. Katon and H. Schulberg, “Epidemiology of depression in
primary care,” General Hospital Psychiatry, vol. 14, no. 4, pp.
237–247, 1992.

[13] B. G. Druss, K. Rask, and W. J. Katon, “Major depression,
depression treatment and quality of primary medical care,”
General Hospital Psychiatry, vol. 30, no. 1, pp. 20–25, 2008.

[14] R. Mojtabai and M. Olfson, “Proportion of antidepressants
prescribed without A psychiatric diagnosis is growing,” Health
Affairs, vol. 30, no. 8, pp. 1434–1442, 2011.

[15] A. J. Mitchell, A. Vaze, and S. Rao, “Clinical diagnosis of depres-
sion in primary care: a meta-analysis,” The Lancet, vol. 374,
no. 9690, pp. 609–619, 2009.

[16] R. C. Kessler, “The costs of depression,” Psychiatric Clinics of
North America, vol. 35, no. 1, pp. 1–14, 2012.

[17] P. S. Wang, A. Patrick, J. Avorn et al., “The costs and benefits
of enhanced depression care to employers,” Archives of General
Psychiatry, vol. 63, no. 12, pp. 1345–1353, 2006.

[18] M. Ekman, O. Granstrom, S. Omerov et al., “The societal cost
of depression: evidence from 10, 000 Swedish patients in psy-
chiatric care,” Journal of Affective Disorders, vol. 150, no. 3, pp.
790–797, 2013.

[19] Ecuador. MdSPd. Comportamiento Humano. Recuperado el 02
de 05 de 2013, de Anuario de Vigilencia Epidemiológica 1994–
2012: Anuario de Vigilencia Epidemiológica 2013.

[20] R. C. Kessler, T. C. Wai, O. Demler, and E. E. Walters, “Preva-
lence, severity, and comorbidity of 12-monthDSM-IV disorders
in the National Comorbidity Survey Replication,” Archives of
General Psychiatry, vol. 62, no. 6, pp. 617–627, 2005.

[21] A. Yusim, D. Anbarasan, B. Hall, R. Goetz, R. Neugebauer, and
P. Ruiz, “Somatic and cognitive domains of depression in an

underserved region of Ecuador: some cultural considerations,”
World Psychiatry, vol. 8, no. 3, pp. 178–180, 2009.

[22] A. Yusim, D. Anbarasan, B. Hall et al., “Sociocultural domains
of depression among indigenous populations in LatinAmerica,”
International Review of Psychiatry, vol. 22, no. 4, pp. 370–377,
2010.

[23] P. Saenz and A. L. Lorena, “Prevalencia de dificultades de salud
mental anivel comunitario en una población urbana y rural en
el Ecuador usando el Cuestionario General de Salud (GHQ-12).
cia de dificultades de salud mental anivel comunitario en una
población urbana y rural en el Ecuador usando el Cuestionario
General de Salud (GHQ-12),” Quito Universidad San Francisco
de Quito, 2011.

[24] R. C. Kessler and E. J. Bromet, “The epidemiology of depression
across cultures,”Annual Review of PublicHealth, vol. 34, pp. 119–
138, 2013.

[25] K. Kroenke, R. L. Spitzer, and J. B. W. Williams, “The PHQ-
9: validity of a brief depression severity measure,” Journal of
General Internal Medicine, vol. 16, no. 9, pp. 606–613, 2001.

[26] M. H. Trivedi, A. J. Rush, H. M. Ibrahim et al., “The Inventory
of Depressive Symptomatology, clinician rating (IDS-C) and
self-report (IDS-SR), and the Quick Inventory Depressive
Symptomatology, clinician rating (QIDS-C) and self-report
(QIDS-SR) in public sector patients with mood disorders: a
psychometric evaluation,” Psychological Medicine, vol. 34, no. 1,
pp. 73–82, 2004.

[27] D. P. Goldberg, R. Gater, N. Sartorius et al., “The validity of two
versions of the GHQ in the WHO study of mental illness in
general health care,” Psychological Medicine, vol. 27, no. 1, pp.
191–197, 1997.

[28] A. J. Rush, M. B. First, D. Blacker, and American Psychiatric
Association, Task Force For the Handbook of Psychiatric Mea-
sures, American Psychiatric Pub., Washington, DC, USA, 2nd
edition, 2008.

[29] A. Martin,W. Rief, A. Klaiberg, and E. Braehler, “Validity of the
Brief Patient Health Questionnaire Mood Scale (PHQ-9) in the
general population,” General Hospital Psychiatry, vol. 28, no. 1,
pp. 71–77, 2006.

[30] L. Wulsin, E. Somoza, and J. Heck, “The feasibility of using
the Spanish PHQ-9 to screen for depression in primary care in
honduras,” Primary Care Companion to the Journal of Clinical
Psychiatry, vol. 4, no. 5, pp. 191–195, 2002.
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