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OVERVIEW
The Patient Health Questionnaire-9 (PHQ-9) was
developed by Drs. Robert L. Spitzer, Janet B. W.
Williams, Kurt Kroenke, and colleagues using
the depression module of the Patient Health
Questionnaire, the self-administered version
of the Primary Care Evaluation of Mental Dis
orders (PRIME-MD). The 9-item depression
screening instrument was designed for use with
adults in a primary care setting. Over the past
20 years, the PHQ-9 has garnered overwhelming popularity in research and practice (Kroenke
et al., 2010). Administration and scoring, available on PARiConnect, take approximately
2 minutes.

ADMINISTRATION
The PHQ-9 is administered using PARiConnect,
PAR’s online assessment platform. Examinees
can complete the PHQ-9 in-office or at a remote
location via an email link, which launches the
administration. Detailed information on the
use of PARiConnect is available under All Help
Topics on PARiConnect. Each of the 9 items
are displayed one at a time with a progress
bar displayed below the response options.
Items cannot be skipped during administration.

Figure 1. PHQ-9 Score Report Figure Example

Therefore, an advantage to administering the
PHQ-9 via PARiConnect is the ability to capture
a complete administration each and every time.
PHQ-9 items reflect the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition
(DSM-IV; American Psychiatric Association, 1994)
criteria for major depression. Respondents are
asked to rate each item for frequency of occurrence using a 4-point Likert scale (Not at all = 0,
Several days = 1, More than half the days = 2,
and Nearly every day = 3).

SCORING
All responses are summed to calculate the total
PHQ-9 score ranging from 0-27 with increasing
scores indicating greater severity of depression.

PHQ-9 Score Report
Severity Ranges
After generating a Score Report on PARiConnect,
an examinee’s PHQ-9 score will be plotted
along a number line with shading to represent changes in severity of depressive symptoms (see Figure 1). Severity ranges are based
on guidance in the initial validation study by
Kroenke and colleagues (2001).

3
ChecKIT Series

PHQ-9

Cut-off Recommendations

greater than or equal to 10 based on summeditem scores had better diagnostic performance
Since its inception, several recommended cutfor screening purposes where higher sensitivoff scores [h1]Appendix
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study,Health
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Questionnaire-9
(PHQ-9)
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PHQ-9 Items and Responses

tic properties for detecting major depressive
Treatment Recommendations
Itemcut-off scores between 8 and 11.
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Score(s) Severity of depression

Recommendations

0
1-4
5-9

None
Minimal
Mild

10-14

Moderate

15-19

Moderately severe

20-27

Severe

N/A
No follow-up warranted at this time.
Recommendations of watchful waiting. Watchful waiting means
closely watching symptoms of depression, but not actively treating.
May benefit from self-care activities and monthly monitoring using
the PHQ-9. Repeat administration of the PHQ-9 for follow-up as
indicated. If symptoms persist after 2-3 months, active treatment
may be warranted.
Likely to be diagnosed with depression by a mental health
professional. Follow up to obtain the history of present illness.
Symptoms may benefit from treatment planning, including
counseling, assertive follow-up, and/or pharmacotherapy.
Likely to be diagnosed with depression by a mental health
professional. Follow up to obtain the history of present illness.
Active treatment with either psychotherapy and/or
pharmacotherapy is recommended.
Likely to be diagnosed with depression by a mental health
professional. Follow up to obtain the history of present illness.
Individuals with severe symptoms often benefit froma psychiatric
consultation to initiate pharmacotherapy. Additionally, expedited
referral to a mental health specialist for psychotherapy as an
additional treatment is recommended.
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APPENDIX

[h1]Appendix

Patient Health Questionnaire-9
(PHQ-9)
Patient
Health

Questionnaire-9 (PHQ-9)

Over the last 2 weeks, how often have you been bothered by any of the following problems?
Not at all = 0

Several days = 1

More than half the days = 2

Nearly every day = 3

PHQ-9 Items and Responses
Item
1.
2.
3.
4.
5.
6.
7.
8.

Little interest or pleasure in doing things
Feeling down, depressed, or hopeless
Trouble falling or staying asleep, or sleeping too much
Feeling tired or having little energy
Poor appetite or overeating
Feeling bad about yourself—or that you are a failure or have let yourself or your family down
Trouble concentrating on things such as reading the newspaper or watching television
Moving or speaking so slowly that other people could have noticed? Or the opposite—being so fidgety or
restless that you have been moving around a lot more than usual

9.

Thoughts that you would be better off dead or of hurting yourself in some way

Score(s) Severity of depression

Recommendations

0
1-4
5-9

None
Minimal
Mild

10-14

Moderate

15-19

Moderately severe

20-27

Severe

N/A
No follow-up warranted at this time.
Recommendations of watchful waiting. Watchful waiting means
closely watching symptoms of depression, but not actively treating.
May benefit from self-care activities and monthly monitoring using
the PHQ-9. Repeat administration of the PHQ-9 for follow-up as
indicated. If symptoms persist after 2-3 months, active treatment
may be warranted.
Likely to be diagnosed with depression by a mental health
professional. Follow up to obtain the history of present illness.
Symptoms may benefit from treatment planning, including
counseling, assertive follow-up, and/or pharmacotherapy.
Likely to be diagnosed with depression by a mental health
professional. Follow up to obtain the history of present illness.
Active treatment with either psychotherapy and/or
pharmacotherapy is recommended.
Likely to be diagnosed with depression by a mental health
professional. Follow up to obtain the history of present illness.
Individuals with severe symptoms often benefit froma psychiatric
consultation to initiate pharmacotherapy. Additionally, expedited
referral to a mental health specialist for psychotherapy as an
additional treatment is recommended.
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