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Objectives

Review the definition and objectives of “screening”

A quick look at common sources of recommendations

Evaluate mental health screening recommendations and common tools used 

in Depression, Anxiety, and Bipolar Disorder

Safety Screening

SUD Screening

Implementation strategies 



Executive Summary & Clinical Screening 
Objectives
Evidence-based primary care screening aims to identify asymptomatic

individuals at risk for behavioral health and safety conditions.

Objectives include early detection, timely intervention, and improved patient 

outcomes.

Implementing standardized screening protocols ensures equitable care and 

aligns with preventive task force recommendations to reduce morbidity 

associated with mental health and substance use disorders.



Where the guidelines come from

USPSTF

ACOG

AAP

AAFP

ACP

ACPM

APA



ACOG Committee Opinion #757

● ALL perinatal women should be screened for mental health conditions at least once during the perinatal period for depression 
and anxiety

● If screening in pregnancy, it should be done AGAIN postpartum
● Depression onset is prior to pregnancy in 27% of pregnant persons, 33% during pregnancy, and 40% postpartum

○ At the first obstetric visit
○ At 24-28 wks gestation
○ At the comprehensive postpartum visit

● More frequent monitoring with + history
● Use something to screen that is:

○ Validated/accepted
○ Routine
○ Free
○ Easy
○ Available in multiple languages

● Workflow is clinic dependent
● Talk about it like all other medical conditions to reduce stigma



Mental Health Screenings: Depression

The USPSTF recommends routine screening for major depressive disorder (MDD) in 

all adults aged 19 and older, including pregnant, postpartum, and older adults aged 

65 and older.

Screening Tools:

● PHQ-2 (Patient Health Questionnaire-2): A brief 2-item tool used for initial 

screening.

● PHQ-9: A more comprehensive 9-item scale completed if the PHQ-2 is positive.

● EPDS (Edinburgh Postnatal Depression Scale): Specifically validated for 

perinatal and postpartum patients.

● GDS (Geriatric Depression Scale): Used for older adult populations.



PHQ - 2
Over the last 2 weeks, how often have you been bothered by the 

following problems?

Little interest or pleasure in doing things

__ 0 __ 1 __ 2

__ 3

Not at all Several days More than half Nearly 

every day

the days

Feeling down, depressed, or hopeless

__ 0 __ 1 __ 2

__ 3

Not at all Several days More than half Nearly 

every day



PHQ-9



EPDS



Other Depression Screeners
Self-Reported

● Beck Depression Inventory (BDI or BDI-II): 21-items. Assesses  the severity of cognitive, affective, and somatic depressive symptoms over the preceding two weeks.

● Center for Epidemiologic Studies Depression Scale (CES-D):  20-item scale. Designed to measure depressive symptomology in the general population.

● Zung Self-Rating Depression Scale: 20-item questionnaire. Measuring psychological and somatic symptoms of depression.

● Depression, Anxiety, and Stress Scale (DASS-21): 21-item instrument. Measures the three related negative emotional states of depression, anxiety, and stress.

● Quick Inventory of Depressive Symptomatology Self-Report (QIDS-SR): 16-items. Evaluates core DSM-criteria domains of depression. 

Clinician-Administered

● Hamilton Rating Scale for Depression (HAM-D or HDRS): A 17- to 21-item clinician-administered  scale used to quantify the severity of depressive symptoms.

● Montgomery-Åsberg Depression Rating Scale (MADRS): A 10-item clinician-rated scale specifically sensitive to changes in depressive severity over the course of trt.

Specialized & Population-Specific Screens

● Geriatric Depression Scale (GDS): A 15- or 30-item yes/no self-report or interview tool tailored for older adults to minimize somatic confounding.

● Cornell Scale for Depression in Dementia (CSDD): A 19-item scale combining patient and informant ratings for individuals with cognitive impairment or dementia.

● Patient Health Questionnaire for Adolescents (PHQ-A): A version of the PHQ adapted and validated for adolescents aged 12 to 17.

● Hospital Anxiety and Depression Scale (HADS): A 14-item scale (7 items for anxiety, 7 for depression) designed to screen for distress in non-psychiatric hospital and 

medical populations.



Suicide

Insufficient evidence for universal screening BUT . . .

If SI is identified on question 9 of the PHQ9, a validated Suicide Risk Assessment 

should be completed by a clinician

● Columbia-Suicide Severity Rating Scale (C-SSRS) Screener: A 3-to-6 question tool that evaluates the severity of ideation, explicit intent, and concrete 

plans.

● Ask Suicide-Screening Questions (ASQ): A brief 4-item tool frequently utilized in pediatric, adolescent, and emergency settings.

● SAFE-T (Suicide Assessment Five-Step Evaluation and Triage): A comprehensive framework to identify risk factors, protective factors, and appropriate 

triage levels.

columbia?

https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-toolkit
https://www.samhsa.gov/


C-SSRS



ASQ



SAFE-T



Mental Health Screenings: Anxiety Disorders

Routine screening is recommended for adults aged 64 or younger, including 

pregnant and postpartum individuals. For adults aged 65 and older, evidence 

is insufficient to universally recommend screening, so clinical judgment 

should guide the choice.

Screening Tools:

● GAD-2 (Generalized Anxiety Disorder-2): A quick initial assessment.

● GAD-7: A comprehensive tool used if the initial brief screen indicates 

potential anxiety.



GAD -2
Over the past 2 weeks, how often have you been bothered by the 

following problems?

Feeling nervous, anxious, or on edge

__ 0 __ 1 __ 2

__ 3

Not at all Several days More than half Nearly 

every day

the days

Not being able to stop or control worrying

__ 0 __ 1 __ 2

__ 3

Not at all Several days More than half Nearly 

every day



GAD - 7



Other Anxiety Screens

● HADS (Hospital Anxiety and Depression Scale): 14-items. Split evenly between anxiety and depression subscales. 

● BAI (Beck Anxiety Inventory): 21-item questionnaire. Focuses heavily on the physical (somatic) symptoms of anxiety, such as sweating, trembling, and a racing heart.

● STAI (State-Trait Anxiety Inventory): 40-items. Differentiates between "state anxiety" (temporary anxiety triggered by a specific situation) and "trait anxiety" (a 

person's long-standing, baseline tendency to be anxious).

● DSM-5 Standardized Severity Measures: Specific, validated trackable scales for distinct disorders, including Panic Disorder, Social Anxiety Disorder, Agoraphobia, etc

● GAS & GAI (Geriatric Anxiety Scale / Inventory): Standard tools specially validated to account for the unique ways anxiety presents in older adults.

● SCARED (Screen for Child Anxiety Related Disorders): 41-item tool for children ages 8 to 18 that checks for panic, generalized anxiety, separation anxiety, and social 

phobias.

● Abbreviated SCARED: 5 items

● PSC-17 (Pediatric Symptom Checklist): A broader behavioral screening tool that includes subscales specifically to catch pediatric internalizing issues like anxiety.



Mental Health Screenings: Bipolar Disorder & 
Pharmacotherapy Safety
While the USPSTF does not have a standalone routine screening directive for the general population, 

major groups like the American College of Obstetricians and Gynecologists (ACOG) strongly 

recommend screening for bipolar disorder before initiating pharmacotherapy (antidepressants) for 

anxiety or depression to avoid triggering manic episodes.

Screening Tools:

● MDQ (Mood Disorder Questionnaire): A 5-item self-report instrument widely utilized in primary 

care to determine the likelihood of Bipolar I.

● CIDI (Composite International Diagnostic Interview) - SF (Short Form) - 12 yes/no questions 

that can be self reported or clinician administered

● RMS (Rapid Mood Screener) - Brief, 6 yes/no questions. Preferred by AAFP



MDQ



CIDI



RMS



Safety Screenings: Intimate Partner Violence 
(IPV)
The USPSTF strongly recommends screening all women of reproductive age, 

alongside individuals who are pregnant or postpartum, during regular intervals such 

as annual or prenatal visits.

Screening Tools:

● HITS (Hurt, Insult, Threaten, Scream)

● HARK (Humiliation, Afraid, Rape, Kick)

● WAST (Woman Abuse Screening Tool)



HITS

E-HITS- Added Question - 5. Force you to have sexual activities



HARK



WAST



Additional IPV Screens

● PVS (Partner Violence Screen): A 3-item brief screening tool that asks about physical abuse, safety/fear of a partner, and abuse in past relationships. 

[1, 2]

● AAS (Abuse Assessment Screen): A 5-item tool (often used in prenatal or primary care) that evaluates the frequency, severity, and perpetrator of 

physical and sexual abuse. [1, 2]

● STaT (Slapped, Threatened, and Throw): A 3-question tool designed to quickly screen for physical and psychological abuse. [1]

● RAT (Relationship Assessment Tool): A brief instrument used to identify relationship stress, coercion, and violence.

● Danger Assessment (DA) (or DA-LE): A 20-item instrument used to assess the risk of severe injury or lethality (homicide) in abusive relationships. [1,

2]

● LAP (Lethality Assessment Program): An 11-question tool used by first responders and police to connect high-risk victims immediately to shelter and 

advocacy services. [1, 2]

https://pmc.ncbi.nlm.nih.gov/articles/PMC2688958/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6067906/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6067906/
https://pmc.ncbi.nlm.nih.gov/articles/PMC2688958/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6067906/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6067906/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6067906/
https://dvrisc.org/domestic-violence-homicide-prevention-tools-strategies-assessments/
https://www.domesticshelters.org/resources/risk-assessment-tools
https://www.domesticshelters.org/resources/risk-assessment-tools
https://dvrisc.org/domestic-violence-homicide-prevention-tools-strategies-assessments/
https://dvrisc.org/domestic-violence-homicide-prevention-tools-strategies-assessments/


Substance Use Screenings: Drug & Alcohol 
Assessment

Routine screening is recommended for adults aged 18 and older. This relies on verbal or written 

questions regarding illegal drug use or non-prescribed use of prescription drugs, rather than biological 

specimen testing like urine or blood tests.

Screening Tools:

● S2BI - Adolescents, very brief → + screen requires assessment

● DAST-10 (Drug Abuse Screening Test) - adult and teen versions 

● TAPS (Tobacco, Alcohol, Prescription medication, and other Substance use) - replaced NIDA

● AUDIT / AUDIT-C (Alcohol Use Disorders Identification Test): Specifically for alcohol 

● CUDIT - R (Cannabis Use Disorders Test -revised)

● 5 Ps - Specific to pregnancy

● ASSIST (Alcohol, Smoking, and Substance Involvement Screening Test)

● CRAFFT (Car, Relax, Alone, Forget, Friends, Trouble Screening Test)

● POSIT (Problem-Oriented Screening Instrument for Teenagers) - adolescents



S2BI



TAPS



AUDIT/AUDIT-C



DAST - 10 

https://sbirtcolorado.org

/clinical-tools-resources

https://sbirtcolorado.org


ASSIST



5 Ps



Enhanced 5 Ps



Screens for SUD  (nida.nih.gov)



Assessment Resources  (nida.nih.gov)



Sbirtcolorado.org



Summary 

Screening Condition Target Population Tools

Depression All adults aged 19+ (incl. pregnant/older adults) PHQ-2, PHQ-9, EPDS

Anxiety Adults aged 19 to 64 GAD-2, GAD-7

Bipolar Disorder Prior to starting antidepressants MDQ, CIDI

Intimate Partner 

Violence

Women of reproductive age, 

pregnant/postpartum

HITS, HARK, WAST

Substance Abuse Adults aged 18+ TAPS, DAST-10, ASSIST, 5Ps 



Chronic Condition Management Pathways & 
Clinical Integration

Integrating screening findings into routine care is essential for effective chronic condition 

management. 

Positive screens must trigger standardized clinical pathways, linking identification directly to 

intervention.

Primary care workflows should embed screening tools into electronic health records to prompt 

timely assessments, ensure longitudinal tracking, and facilitate seamless transitions into behavioral 

health or specialized care management programs.

Continuous quality improvement is driven by tracking screening rates and clinical outcomes. 

Practices should monitor adherence to screening intervals and evaluate the success of referral 

pathways.



Billing
Screening Type Preferred Billing Code Key Modifiers / Diagnosis Guidelines Notes

Depression & Anxiety 96127 (Brief 

emotional/behavioral 

assessment)

Pair with Z13.31 (Screening for 

depression) or Z13.39 (Other mental 

health)

Reimbursement allows multiple units per day if distinct, validated tools (e.g., 

PHQ-9 and GAD-7) are used.

Intimate Partner Violence 

(IPV)

99401–99404 (Preventive 

counseling) or E/M code

Pair with Z13.89 (Encounter for screening 

for other disorder)

There is no dedicated single CPT code for IPV screening. Often bundled into an 

E/M visit or billed under preventive medicine risk-reduction codes.

Substance Use Disorder 

(SUD) - Positive Screen

99408 (15–30 mins)

99409 (>30 mins)

Pair with Z13.9 (Special screening) or 

Z71.41 / Z71.51 (Counseling)

Requires structured SBIRT scoring tool (AUDIT, DAST, CRAFFT) and brief 

intervention.

Substance Use Disorder 

(SUD) - Negative Screen

H0049 (Alcohol/drug screening) Pair with Z13.9 (Encounter for screening 

for unspecified disorder)

Used by Colorado Medicaid for an all-inclusive full negative screen.



Ldf


