
EDITORIAL

Screening for Depression

This Is the Heart of the Matter

You ought not to attempt to cure the body without the soul. The cure of many diseases is unknown to physicians
because they disregard the whole.

Hippocrates

D ESPITE HIPPOCRATES’ ADVICE, FEW CLINI-
cians and researchers have suspected that
psychological problems may be among
the most important modifiable risk fac-
tors for medical morbidity and mortal-

ity. There is growing evidence that this could be the case.
Many cardiac patients (30%-45%) experience clinically
important depressive symptoms.1 The impact of depres-
sion on cardiac outcomes is at least as important as a his-
tory of myocardial infarction and left ventricular dys-
function.2 Depression is related to onset of cardiac disease;
it is associated with higher medical costs; and it reduces
patients’ quality of life and compliance with treat-
ment.3-5 The cardiovascular prognosis is linked to the se-
verity of depressive symptoms6: risk increases along with
symptom severity whether or not the patient meets di-
agnostic criteria for a depressive disorder.7

Several studies have suggested possible mechanisms
that mediate the effect of depression on cardiovascular
outcomes. Two articles in this issue of the ARCHIVES8,9

explore 3 of the major pathways by which the sequelae
of depression may operate to cause cardiovascular mor-
bidity and mortality: (1) by promoting the development
of atherosclerosis, (2) by decreasing heart rate variabil-
ity, which makes the heart more vulnerable to lethal ar-
rhythmia, and (3) by setting the stage for the assump-
tion of unhealthy lifestyles. Both studies were conducted
in women with no known cardiovascular disease. Each
contributes to our understanding of the relationship be-
tween depression and cardiovascular disease in distinct
ways. Agatisa et al8 used electron beam tomography and
its associated calcium score to measure atherosclerosis
in premenopausal and perimenopausal women. They
found that the relationship between subclinical athero-
sclerosis and depression is dose related; ie, women with
more severe depression have increasingly greater evi-
dence of having atherosclerosis. Kim et al9 demonstrate
that depression is as powerfully related to decreased heart
rate variability as the traditional risk factors of age, dia-
betes, hypertension, and smoking. While a mechanism
between smoking and depression may have a physiologi-
cal basis, both articles emphasize that depression pro-
motes an unhealthy lifestyle and increases risk factors for
coronary artery disease. In Kim and colleagues’ study, de-
pressed women were more likely to be smokers. In Aga-

tisa and colleagues’ study, the relationship between de-
pression and atherosclerosis is attenuated when the waist-
hip ratio is controlled for. This weakened relationship
is not surprising, because there is evidence that the more
depressed a person is, the less likely he or she is to ad-
here to a healthy diet and to incorporate exercise into
his or her life.10

Effective treatments for depression exist. Both psy-
chotherapy and pharmacological treatments have been
found to be effective. Psychotherapy may be especially
beneficial to elderly patients with a chronic illness, whose
depression is often accompanied by related psychoso-
cial problems, such as loneliness, bereavement, anger, and
loss of purpose in life.

Why, then, is depression not on the radar screens of
cardiologists and many internists, and what are the bar-
riers to engaging these physicians in the diagnosis and
treatment of depression? Among the most significant bar-
riers are (1) lack of training in detecting and treating de-
pression, (2) skepticism that treating depression will im-
prove medical outcomes, and (3) limitations of depression
assessment tools. Even if the first 2 obstacles could be
overcome, without an effective and clinically relevant
screening tool it is unlikely that physicians will be en-
gaged in the process.

Current assessment tools have multiple drawbacks. The
greatest impediment to implementation of the tools by
internists may be that they are rarely time efficient: in
addition to the time that is required to administer, score,
and review these measures, false-positive screens for sui-
cidality absorb substantial staff time. For example, the
9-item Patient Health Questionnaire question that re-
lates to suicidal thoughts is endorsed by 7% of primary
care patients.11 The rates for internal medicine and car-
diology patients are no doubt higher; false-positive screens
for suicidality would be a daily occurrence in these prac-
tices. The large majority of patients who report suicidal
thoughts would not attempt to kill themselves, but each
individual must be carefully evaluated and followed up,
for both clinical and legal reasons.

Perhaps the greatest limitation of the Beck Depres-
sion Inventory, the Center for Epidemiologic Studies De-
pression Scale, the 9-item Patient Health Question-
naire, and other assessment tools, however, is that they
were not developed or normed for chronic medical pa-
tients. For example, because cardiac patients often mani-
fest somatic symptoms that are easily misinterpreted as
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symptoms of depression, it is necessary to measure de-
pressive symptom severity in relation to norms for car-
diac patients.

Both Agatisa et al8 and Kim et al9 used versions of the
Center for Epidemiologic Studies Depression Scale. Aga-
tisa and colleagues also used the Structured Clinical In-
terview for Diagnosis. However, it is unlikely that the limi-
tations of these tools had an impact on the results, as each
of the populations studied consisted of women without
cardiac symptoms. Therefore, it is unlikely that there were
false positives for depression in either study, and hence
the associations that were determined in both studies are
reliable. However, the assessment tools used in each study
have drawbacks for clinical practice: the Center for Epi-
demiologic Studies Depression Scale is not normed to car-
diac patients, and the Structured Clinical Interview for
Diagnosis requires a lengthy interview.

The good news is that better screening for depres-
sion is on the horizon. Computerized assessment makes
possible a new generation of assessment tools in medi-
cine that can be readily integrated into routine practice
and designed for clinical decision support. Toward this
end, the National Institutes of Health, Bethesda, Md, have
funded the development of an automated system that pro-
vides a real-time “lab report,” showing depression and
anxiety severity scores anchored to norms for both pri-
mary care patients and patients in outpatient mental health
treatment. The new tool enables the physician to iden-
tify patients whose severity is significantly higher than
the norm for these patients. Comparison of a patient’s
severity score with norms for mental health patients, to-
gether with screens for other psychological disorders, can
help the physician decide whether the patient should be
encouraged to accept treatment. The screen for suicid-
ality is designed to minimize false positives. The system
can monitor changes in severity to determine treatment
response, or it can enable the physician to “watch and
wait” for improvement in patients whose severity score
is elevated but not serious. The report format and con-
tent allow efficient review and discussion with the pa-
tient, thereby saving physicians’ time. The development
of a similar system, normed to cardiology patients, has
also been funded by a grant from the National Institutes
of Health. The system will provide information about de-
pression, anxiety, and 20 other modifiable behavioral risk
factors for cardiac events. Beyond screening, these as-
sessment tools provide information to help physicians
answer 2 key questions: “Does the patient have unusu-
ally severe symptoms of depression?” and if so, “Should
the patient be encouraged to seek treatment for depres-
sion?”

Would detection and treatment of depression im-
prove medical outcomes? It is hoped that if treatment for
depression were shown to reduce morbidity or mortal-
ity resulting from medical conditions, internists would
be strongly motivated to screen their patients. This is-
sue was the focus of the Enhancing Recovery in Coro-
nary Heart Disease Patients randomized trial,12 a recent
multicenter study of 2481 patients with myocardial in-
faction that was designed to determine whether cogni-
tive behavioral therapy (CBT) for depression would im-
prove cardiac outcomes. It did not. The CBT group

experienced significant improvement in depression and
social isolation compared with the usual care group, but
cardiac outcomes for the CBT group were similar to those
of the usual care group.

The results of the Enhancing Recovery in Coronary
Heart Disease Patients randomized trial must be inter-
preted with caution. The findings do not discriminate be-
tween responders and nonresponders within the treat-
ment group, nor do they account for the high rate of
remission of depressive symptoms in the untreated group.
The untreated group did not receive CBT, but 20% of them
received antidepressant medications, and the untreated
group experienced 83% of the improvement in depres-
sion severity of the CBT group.12 Thus, the results sug-
gest that CBT may not affect the course of cardiac dis-
ease, but they should not be interpreted to mean that there
is no medical benefit to the alleviation of depressive symp-
toms.

Depression screening is justified by its consistently
documented impact on quality of life, even in the ab-
sence of cardiac benefit: “Mental health providers need
not apologize for ‘only’ improving quality of life for car-
diac patients. . . . Many invasive procedures in cardiol-
ogy are similarly palliative”13 and have not been shown
to increase life expectancy. Screening of internal medi-
cine patients with cardiac disease, cancer, or other seri-
ous chronic conditions is similarly justified.

What can the physician do? Physicians need not di-
agnose or treat depression. State-of-the-art assessment sys-
tems can help them to evaluate need for treatment. These
tools show promise for incorporation into routine prac-
tice and provide information to determine which pa-
tients are candidates for referral to a mental health spe-
cialist or to psychopharmacological treatment.

Patients who have severity scores that are elevated but
not in a range that is characteristic of mental health pa-
tients will often respond well if given self-help informa-
tion. For example, patient literature on cardiac depres-
sion and its treatment is available through the National
Institutes of Health and the MacArthur Foundation Ini-
tiative on Depression (http://www.depression-primarycare
.org/). When treatment seems indicated, the physician’s
task is not necessarily to treat the patient but, instead,
to motivate the patient to accept referral. Helping the pa-
tient to understand that depression commonly accom-
panies chronic disease, that it complicates treatment, and
that, in most cases, it can successfully be treated can re-
duce the stigma and improve motivation.

Barriers to addressing depression have largely been
overcome. There is an opportunity to significantly im-
prove the quality of life, and perhaps the prognosis for
event-free survival, for at least one fourth of patients who
suffer from the most serious diseases.1,14 Let us seize it.
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