
Repeat PHQ-2 in 6 months, at case 
closure or sooner per professional 

judgment

Stop

USING DEPRESSION SCREENING TOOLS IN A CLINICAL SETTING

Developed for care settings, screening tools can be administered by 
a variety of staff using different approaches.

Often, administrative staff or medical assistants score the PHQ-2 
and subsequently enter the score into the patient’s medical health 
record. If patients have difficulty with reading or 
comprehension, a staff member can help them 
complete the tool.

Depending on the results of the 
PHQ-2 score, the patient may 
be asked to complete a more 
inclusive assessment using the 
PHQ-9 tool. The framework of a 
suggested workflow is shown at right.

NOTE: A “yes” answer to question #9  
on the PHQ-9 warrants a high accuity plan no mattter 
what the overall score. Consider initiating zero-suicide 
treatment planning.

Continued on page 2

Medical team gives PHQ-2 to the patient and scores

Administer PHQ-9 and score

No action required
Make next available appointment 
with Behavioral Health Provider/

Social Worker  

Consult with Behavioral Health 
Provider/Social Worker concerning 

next steps

Repeat PHQ-2 in 3 months, at case 
closure or sooner per professional 

judgment

PHQ-2 Score 1–6PHQ-2 Score 0

Score 1–4 Score 5–9 Score 10+*

Depression Screening Sample Workflow
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Example Depression Screening Workflow

https://files.selecthealth.cloud/api/public/content/sh-administering-phq-2.pdf
https://files.selecthealth.cloud/api/public/content/sh-administering-phq-9.pdf
https://zerosuicide.edc.org/toolkit

