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A Brief Depression Screening Tool for Perinatal Clinical
Practice: The Performance of the PHQ-2 Compared with the
PHQ-9
Antonella Gigantesco1, PsyD , Gabriella Palumbo1, PsyD, Loredana Cena2, PsyD, Laura Camoni1, PsyD,
Alice Trainini2, PsyD, Alberto Stefana3, PsyD, Fiorino Mirabella1, PsyD

Introduction: There is ongoing interest in using brief screening instruments to identify perinatal depression in clinical practice. One ultra-brief
screening instrument for depression is the Patient Health Questionnaire-2 (PHQ-2), but thus far its accuracy in perinatal clinical practice has
been barely researched. In the present study, we aimed to assess the screening accuracy of the PHQ-2 against the Patient Health Questionnaire-9
(PHQ-9) in a large sample of perinatal women.

Method: A total of 1155 consecutive women attending 11 health care centers throughout Italy completed the PHQ-9 (which includes the PHQ-2)
during pregnancy (27-40 weeks) or postpartum (1-13 weeks). Sensitivity, specificity, positive predictive value, negative predictive value, likelihood
ratio positive, likelihood ratio negative, and overall accuracy were calculated using cut points 3 or greater and 2 or greater.

Results:During pregnancy, PHQ-2 greater than or equal to 3 revealed low sensitivity (38.4%-44.7%) but high specificity (97.8%-99.3%). In post-
partum, it revealed moderate sensitivity (56.9%-70.6%), high specificity (95.8%-99.8%), and fair overall accuracy in pregnancy (70%). The alter-
native threshold greater than or equal to 2 revealed very high sensitivity (pregnancy: 92.1%-95.2%; postpartum: 87.1%-95.2%), moderate specificity
(pregnancy: 78.1%-83.2%; postpartum: 68.8%-81.1%) and good overall accuracy, both during pregnancy (87%) and postpartum (84%).

Discussion: The PHQ-2 provided acceptable accuracy for screening for depression compared with the PHQ-9. In perinatal screening practice, a
threshold of 2 or greater should be preferred as this ensures high sensitivity, missing only approximately 6% to 8% of cases, and a false-positive
rate (percentage of women classified as affected with depressive symptoms when they are not) of 19% to 25%.
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INTRODUCTION

Perinatal depression is a disabling condition that has been
associated with poorer outcomes such as a reduction in a
woman’s ability to perform daily activities and parenting1 and
adverse consequences on the child’s development.2,3 Research
studies have demonstrated that perinatal depression affects
up to 20% of women,4 with variability in prevalence across
different geographical locations and populations5 and higher
prevalence among African American and Hispanic women
compared with white women. Risk factors include low socioe-
conomic status, lack of social support, history of depression,
prenatal depression or anxiety, stigma, and racial or ethnic
disparity.6 Although perinatal depression screening has in-
creased in recent years, many women do not receive men-
tal health treatment, with the lowest rates found for non-
white women,7 suggesting that race- and ethnicity-related
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vulnerability should be taken into consideration in identify-
ing women at risk for perinatal depression.8

Screening in perinatal care settings that could be per-
formed by health care staff includingmidwives and nurses has
been proposed as a strategy for early detecting or launching
treatment of perinatal depression because, typically, women
with perinatal depression are more likely to seek care in these
settings than in specialized mental health settings.9,10

To date, screening for depression is recommended for all
women in the perinatal period by a number of organizations,
including the US Preventive Services Task Force, the Amer-
ican College of Obstetricians and Gynecologists, the Amer-
ican Psychiatric Association, and the American Academy of
Paediatrics.11 Several screening instruments have been vali-
dated for use during pregnancy and the postpartum period
to identify women who may benefit from further assessment.
The Edinburgh Postnatal Depression Scale (EPDS)12 is the
most widely used in clinical practice and most studied instru-
ment in perinatal populations.13 Although the EPDS gener-
ally performs well in middle- and high-income countries,14
a systematic review in low- and lower-middle income coun-
tries found that none of the studies achieved more than 80%
on sensitivity and specificity.15 The scale, which is the most
widely translated perinatal screening instrument, consists of
10 self-reported questions including anxiety symptoms, which
are a prominent feature of perinatal mental disorders, but ex-
cludes some cardinal or constitutional symptoms of depres-
sion such as anhedonia and somatic symptoms, which are
captured only by indirect questions about depression.16 The
inclusion of constitutional symptoms common in pregnancy
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✦ Perinatal depression is a disabling condition that has been associatedwith poorer outcomes. Very brief screening that could
be performed by midwives and nurses may be the best strategy for early detecting perinatal depression.

✦ One very brief screening instrument for depression is the Patient Health Questionnaire-2 (PHQ-2), but evidence of its
accuracy in perinatal clinical practice is limited.

✦ In the present study, we assessed the screening accuracy of the PHQ-2 against the Patient Health Questionnaire-9 in a large
sample of perinatal women.

✦ The findings showed that the PHQ-2 had high practicality and accuracy for screening for depression in primary or sec-
ondary care perinatal settings.

✦ The PHQ-2 may be a key first step in any perinatal depression screening and management program.

in other screening instruments, such as the Patient Health
Questionnaire-9,17,18 the Beck Depression Inventory, the Cen-
ter for Epidemiologic Study Depression Scale, and the Zung
Self Rating Depression Scale,1,19 reduces their specificity for
perinatal depression. With the exception of the EPDS and
the Patient Health Questionnaire-9 (PHQ-9), the other men-
tioned instruments have from 20 to 35 questions and, there-
fore, require more time to complete and score. The PHQ-9
is the shortest among those instruments, with 9 items, in-
cluding a suicidal ideation item, and it is used in perinatal
settings.20 The PHQ-9 has demonstrated good diagnostic op-
erating characteristics as a screener for perinatal depression
with both sensitivity and specificity greater than 0.80.20 More-
over, the operating characteristics of the PHQ-9 have been as-
sessed in many different samples, countries, and clinical set-
tings for perinatal depression assessment, and this increases
the generalizability of its results.20

Consistent with the recommendation of using a univer-
sal screening approach, there has been an increased interest
in using very brief screening instruments to identify perina-
tal women with major depression in busy perinatal settings.21
One such very brief screening instrument for depression is the
Patient Health Questionnaire-2 (PHQ-2),22 which consists of
the first 2 items of the PHQ-9.17 The 2 items investigate the
core symptoms of depression (ie, depressed mood and anhe-
donia).

In settings such as primary care or some inpatient and
outpatient specialty care, the PHQ-2 has been widely vali-
dated and found to be up to 87% sensitive and 77% specific
using a threshold score of 2 or greater and up to 62% sensi-
tive and 92% specific using a threshold score of 3 or greater,
in studies that used fully structured interviews as reference
standards.23

In contrast, evidence of PHQ-2 accuracy in perinatal clin-
ical practice is limited.24 To the best of our knowledge, only
2 studies have validated the PHQ-2 in perinatal settings com-
paring the PHQ-2 with a structured diagnostic interview. One
of these studies showed moderate sensitivity and low speci-
ficity in pregnancy,25 and the other relatively high postpartum
sensitivity and specificity.26 Apart from these studies, a lim-
ited number of other studies have been conducted using the
EPDS as the reference standard, with mixed results, as sen-
sitivity ranged from 19% to 93% and specificity ranged from
75% to 93%.27–29

Given the paucity and the inconsistency of reports, addi-
tional research in larger and different perinatal populations
has been recommended to validate the PHQ-2 as part of a
perinatal health care strategy to detect perinatal depression.24

In the present study, we aimed to (1) investigate the PHQ-
2 accuracy for screening for depression in perinatal clinical
practice, using the PHQ-9 as a reference standard, among a
large sample of pregnant and postpartum women attending
several primary or perinatal secondary care centers through-
out Italy; and (2) determine the optimal threshold score of the
PHQ-2 (between thresholds≥2 and≥3) for identifying possi-
ble cases of depression using the PHQ-9 score of 10 or greater
as a proxy for a diagnosis of depression.

METHODS

Study Design and Participants

This study was a secondary analysis of a study to evaluate
the prevalence of both antepartum and postpartum depres-
sion and anxiety in a sample of women in Italy.30 A total of
1155 women were recruited (954 during pregnancy and 201
after birth) from 11 publicly funded primary or obstetrics-
gynecology secondary care centers of the Observatory of
Perinatal Clinical Psychology, University of Brescia, located
throughout Italy. The study design was developed in mutual
agreement of scientific collaboration between the University
of Brescia Department of Clinical and Experimental Sciences
andObservatory of Perinatal Clinical Psychology, and the Ital-
ian National Institute of Health. Information about the ra-
tionale and methodology of the larger study was detailed in
the study protocol.30 Participants were required to be able to
speak and read Italian and to be pregnant or have a biological
infant aged 6 months or younger. The exclusion criteria were
having psychotic symptoms or substance use.

Data Collection and Questionnaires

All recruited women were required to complete the Italian
version of the PHQ-9 questionnaire18 once during the pre-
natal or postpartum period, depending on the characteristics
of each health care center. The PHQ-9 is a 9-item self-report
questionnaire designed to screen for depression in primary
care and other specialty care settings.23 It contains items about
symptoms of depression such as anhedonia and low mood, in
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Table 1. Definitions of Parameters for Evaluation of Screening Tests

Term Definition

Sensitivity The proportion of people with a condition who are correctly identified by a test
as indeed having that condition.

Specificity The proportion of people without a condition who are correctly identified by a
test as indeed not having the condition.

Positive predictive value The probability that people with a positive test result indeed do have the
condition of interest.

Negative predictive value The probability that people with a negative test result indeed do not have the
condition of interest.

Likelihood ratio positive Likelihood ratio for positive test result tells how much more likely the positive
test result occurs in participants with the condition compared with those
without the condition of interest and is usually >1 because it is more likely
that the positive test result will occur in participants with the condition than
in participants without the condition.

Likelihood ratio negative Likelihood ratio negative tells us how much less likely the negative test result
occurs in participants with the condition than in those without the condition
and is usually <1 because it is less likely that a negative test result occurs in
participants with than in participants without the condition of interest.

conjunction with problems concerning physical activity, ap-
petite, concentration, energy, self-esteem, sleep, and suicidal
ideation. Participants answer each item on a 4-point Likert
scale (0 to 3), which indicates the frequency they have expe-
rienced the symptom during the past 2 weeks. The total score
ranges from 0 to 27, with higher scores indicating more se-
vere depressive symptoms. Participants also completed a de-
mographic questionnaire that included age (years), marital
status (married or cohabitating; single, separated, divorced,
or widowed), educational level (elementary or middle school;
secondary school; university), working status (student, home-
maker, or unemployed; temporary employee; permanent em-
ployee), economic status (several problems; a few problems
without specific difficulties; average to high status), and chil-
dren living at the time of the current pregnancy/birth (yes or
no).

Data Analysis

All statistical analyses were conducted using SPSS created for
Windows, version 26.0. The PHQ-9 was considered the refer-
ence standard. The PHQ-2 was analyzed using total score at a
threshold of 3 or more, as is usually recommended to define
the result as positive.22,31 In addition, the PHQ-2 was also an-
alyzed using a total score of 2 or more. The PHQ-9 total score
was transformed into a binary variable to indicate at least
probable minor depression using the threshold score of 10 or
more during pregnancy and postpartum, as recommended by
the literature.20 Prevalence of depression risk according to the
PHQ-9 and positive PHQ-2 responses are presented as fre-
quencies and percentages with 95% CIs based on the SE. The
screening performance of the PHQ-2 was assessed using sen-
sitivity, specificity, positive predictive value (PPV), negative
predictive value (NPV), likelihood ratio positive (LR+), and
likelihood ratio negative (LR-)32 (see Table 1). As a single sum-

mary descriptor of PHQ-2 accuracy, the balanced accuracy
was also calculated [(sensitivity + specificity)/2].

In addition, the adequacy of the antenatal and postnatal
sample sizes was evaluated post hoc, based on the prevalence
of depression using the PHQ-9, the sensitivity and specificity
of the PHQ-2 using a threshold of 2 or more and 3 or more,
80% power, and α = .05.33

Ethical Consideration

The researchwas assessed and approved by the ethics commit-
tee of the Healthcare Centre of Bologna (registration number
77805, dated June 27, 2017). All women received information
orally and in writing about the study’s content and implica-
tions. If they were willing to participate, they signed the in-
formed consent form.

RESULTS

Both groups of pregnant and postpartum participants were
primarily in their thirties. Overall, the majority of them were
married or lived with their partner and were well educated.
Furthermore, the majority were employed in paid work, and
only a few had serious economic difficulties (Table 2). All the
women were of Italian origin and residing in Italy.

The percentage of antenatal and postnatal women with
at least probable minor depression determined by the PHQ-
9 was 6.8% (95% CI, 5.2%-8.4%) and 12.4% (95% CI, 7.9%-
17.1%), respectively. These values were used to evaluate the
adequacy of the antenatal and postnatal sample sizes. The es-
timated minimum sample size required ranged from between
236 (postnatal threshold ≥2) and 1328 (antenatal threshold
≥3), depending on the measured sensitivity and specificity of
the PHQ-2.
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Table 2. Sociodemographic Characteristics of Participants Screened with PHQ-

Characteristic Antenatal (from  to  wk) (N = ) Postnatal (from  to  wk) (N = )

Age

18-29 209 (21.9) 30 (14.9)
30-35 453 (47.5) 79 (39.3)
>35 292 (30.6) 92 (45.8)
Marital status

Married or cohabitating 878 (92.6) 183 (91.5)
Single, separated, divorced or widowed 70 (7.4) 17 (8.5)
Educational level

Elementary or middle school 100 (10.5) 26 (13.0)
High school 341 (36.0) 83 (41.5)
University 507 (53.5) 91 (45.5)
Economic statusa

Several problems 58 (6.2) 16 (8.1)
A few problems without specific difficulties 433 (45.9) 99 (50.0)
Average to high status 452 (47.9) 83 (41.9)
Working status

Student, homemaker, or unemployed 151 (16.0) 39 (19.6)
Temporary employee 89 (9.4) 20 (10.1)
Permanent employee 702 (74.6) 140 (70.4)
Children living at the time of this

pregnancy/birth

No 798 (83.6) 137 (68.2)
Yes 157 (16.4) 64 (31.8)

Abbreviation: PHQ-9, Patient Health Questionnaire 9.a Several problems: having debts, difficulty or inability to pay daily expenses and rent; a few problems without specific difficulties: relatively modest standard of living but
without particular difficulties; average high status: home owned, possibility of taking holidays or travelling for pleasure.

Table 3. Performance of the PHQ- at Different Thresholds Using the PHQ- as the Reference

Antenatal (from  to  wk) (N = ) Postnatal (from  to  wk) (N = )

PHQ- Threshold ≥ (n = ) Threshold ≥ (n = ) Threshold ≥ (n = ) Threshold ≥ (n = )

Sensitivity (95% CI) 41.5 (38.4-44.7) 93.8 (92.1-95.2) 64.0 (56.9-70.6) 92.0 (87.1-95.2)
Specificity (95% CI) 98.8 (97.8-99.3) 80.8 (78.1-83.2) 98.9 (95.8-99.8) 75.4 (68.8-81.1)
PPV (95% CI) 71.0 (68.0-73.9) 26.3 (23.5-29.2) 88.9 (83.5-92.7) 34.8 (28.4-41.9)
NPV (95% CI) 95.9 (94.3-97.0) 99.4 (98.7-99.8) 95.1 (90.8-97.5) 98.5 (95.3-99.6)
LR+ (95% CI) 34.6 (18.0-66.5) 4.9 (4.2-5.7) 58.2 (14.2-238.3) 3.7 (2.8-5.0)
LR- (95% CI) 0.59 (0.48-0.73) 0.1 (0.0-0.2) 0.36 (0.22-0.61) 0.1 (0.0-0.4)

Abbreviations: PHQ, Patient Health Questionnaire-2; PPV, positive predictive value; NPV, negative predictive value; LR+, likelihood ratio for a positive result; LR-, likelihood
ratio for a negative result.

The positive rate determined using the PHQ-2 score
threshold of 3 or greater was 4.0% (95%CI, 2.8%-5.2%) during
pregnancy and 8.9% (95% CI, 5%-12.8%) postpartum. Using
the lower threshold of 2 or greater, the positive rate was 24.3%
(CI, 21.7%-27.2%) during pregnancy and 32.8% (CI, 26.6%-
40%) postpartum.

The rate of probable minor depression was consistently
higher during the postpartum period than during pregnancy
whether the PHQ-9 or PHQ-2 was used.

The performance of the PHQ-2 in screening for depres-
sion risk using the PHQ-9 score as the reference during preg-
nancy and postpartum is presented in Table 3.

Using the threshold of 3 or more, the PHQ-2 had low
sensitivity, and, as consequence, the percentage of affected
women with a false-negative result (women classified by
the PHQ-2 as not affected when they were actually affected
with depressive symptoms) was substantial during pregnancy
(58.5%) and considerable postpartum (36%). Looking at the
PPVs, the probability that a woman with a positive result in-
deed had depression was high in pregnancy (71%) and post-
partum (88.9%). The NPVs were very high both during preg-
nancy and postpartum (95.9% and 95.1%, respectively) and in-
dicated the high percentages of women with a negative test
result who were free from depressive symptoms as indicated
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by the PHQ-9. The LRs+ were all bigger than 10 but suffered
from very wide and inconclusive CIs. The LRs- were moder-
ately higher than desirable (ie, <0.20).

Using the threshold of 2 or more, the PHQ-2 was highly
sensitive (only ∼7% false-negative, both in pregnancy and
postpartum) with acceptable specificity (80.8% in pregnancy
and 75.4% postpartum). In contrast, the PPVs were quite low,
especially in pregnancy (26.3%). The LRs+ were moderately
high (4.9 during pregnancy and 3.7 postnatal). The LRs- were
strongly low (0.1).

At the threshold of 3 or greater, the PHQ-2 demonstrated
fair accuracy during pregnancy (70%) and fairly good accu-
racy postpartum (81%). At the lower threshold of 2 or greater,
the PHQ-2 demonstrated good accuracy both during preg-
nancy (87%) and postpartum (84%).

DISCUSSION

One of the main findings of the present study was that at the
threshold of 3 or greater the PHQ-2 was poorly sensitive for
identifying perinatal women at risk for depression; therefore,
many cases of probable depression remained undetected, es-
pecially during pregnancy. In contrast, we found the PHQ-2 to
be highly specific, suggesting a very low risk of false positives
and response burden.

Looking at the PPVs and NPVs, our findings indicated a
good performance of the PHQ-2 at this threshold. In contrast,
the LRs+ suffered from very wide and inconclusive CIs, and
the LRs- were higher than desirable; that is, the negative result
may likely occur in participants with the condition more than
in those without the condition.

Using the threshold score of 2 or more, the PHQ-2 was
highly sensitive. Although the specificity values were lower
than the corresponding values at the threshold of 3 or greater,
they were still acceptable, and the PHQ-2 ultimately demon-
strated good balanced accuracy for screening during both
pregnancy and postpartum.

Looking at the PPVs, our findings indicate that they were
very low, especially in pregnancy. However, it should be noted
that PPV is partly dependent on the prevalence of the con-
dition in the population being tested, and the prevalence of
depressive disorders in our sample was low, especially in preg-
nancy. Under a scenario inwhich the prevalence of depression
is higher, as for example, in general clinical settings where a
substantial proportion of patients who have a chronic physi-
cal health problem or likely comorbid psychopathological or
stress symptoms, the PPV will be accordingly higher.34

The LRs+were moderately indicative of a presence of de-
pression. However, they were better than the median values
reported for other depression case-finding instruments.35 In
contrast, the LRs- were strongly indicative of an absence of
depression. In this situation, the clinician in presence of a neg-
ative PHQ-2 resultmay feel strongly confident that depression
could be ruled out.

Differently from predictive values, LRs are largely inde-
pendent of the setting in which a screening test is used, as they
are quite stable with changes in prevalence of the disease in the
population. As a consequence, they are probably the best way
to evaluate the strength of a screening test.

When using the threshold of 3 or more, the PHQ-2 had
higher LRs+ thanwhen using the threshold of 2 ormore. This
indicates that the shift in odds favoring the condition of de-
pression will be relatively larger when using the threshold of
3 or more. However, when using the threshold of 3 or more,
the PHQ-2 demonstrated higher LRs- than when using the
threshold of 2 or more. As is known, the LR- value indicates
the change in odds favoring the condition given a negative test
result. Because a negative test result is supposed to reduce the
odds that a condition is present, it is desirable for a test to have
a low LR- value (ie, <0.20). A small LR- indicates a test that
is useful for ruling out a condition when the result is nega-
tive. Our results demonstrated that a negative result using the
threshold of 3 or more was less indicative of an absence of de-
pression compared with a negative result using the threshold
of 2 or more.

In other words, a PHQ-2 score of 3 or more indicates
greater likelihood of being affected with depression but also
gives a high chance of misclassifying the women affected as
nonaffectedwith depression. The lower threshold of 2 ormore
will yield higher sensitivity and acceptable specificity, and ul-
timately, the PHQ-2 will correctly classify most of the af-
fected women as affected but also give some chance (from
19% to 25%) of misclassifying the nonaffected women as
affected.

The ability to compare our findings was hampered by a
lack of comparable perinatal studies. Our findings are par-
tially similar to those of a study of Smith et al,25 which re-
ported moderate PHQ-2 sensitivity (77%) but low specificity
(59%) in a cohort of pregnant women, using a PHQ-2 cutoff
point of 3 or more. Another postnatal study26 showed lower
sensitivity (75%) and relatively higher specificity (88%) than
those observed in the present study at a cutoff point of 2 or
more. However, it should be noted that these studies are not
actually comparable with our study because they assessed the
PHQ-2 diagnostic accuracy against a structured interview.

The strengths of the present study include the use of a
large sample and several perinatal clinical centers through-
out Italy. The main limitation consists of the PHQ-9 as a ref-
erence standard instead of a structured diagnostic interview.
Although this limitation suggests some caution in interpreting
our results, this study is the first in Italy to provide evidence
of validity against a gold standard screening instrument for
the PHQ-2 in primary and secondary care perinatal settings
and corroborated the notion that the PHQ-2 is an acceptable
ultra-brief tool for screening for depression.23

The use of a 2-item instrument to measure the severity of
depressive symptoms implies some reduction in psychomet-
ric reliability, given the known correlation between reliability
and number of items, and in the breadth of the assessment, as
the instrument does not provide information about the pres-
ence of all 9 symptoms that underlie the diagnostic criteria
for a major depressive episode. To partially mitigate this lim-
itation, a recent individual participant data meta-analysis of
44 studies involving 10,627 participants reported only small
differences in sensitivity and specificity between the PHQ-2
and the PHQ-9,23 which suggests that the psychometric per-
formance of the PHQ-2 is only marginally lower than that of
the full PHQ-9.
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Implications for Practice

Screening for depression in perinatal settings can be done in
stages whereby various instruments are combined.29 Stages
may involve a 2-step process in which PHQ-2 is used to
identify potential cases and, for women who screen positive,
a second, diagnostic instrument or psychiatric examination
administered by a specialist is used to confirm the diagnosis
according to Diagnostic and Statistical Manual of Mental Dis-
orders, Fifth Edition criteria.

The evidence suggests that case identification by use
of screening tools may be good and cost-effective clinical
practice in primary and secondary perinatal care settings if
these settings provide interdepartmental collaboration with
mental health services for consultation, referral and prompt
treatment.36 If those settings have an integrated health profes-
sional, such as a licensed social worker or other mental health
trained professional, that team member can provide immedi-
ate triage for a positive screen, offer support, facilitate mental
health referral, and coordinate follow-up.

As opposed to referral to a mental health service, patients
and clinicians have recently described a benefit to integrating
mental health care into perinatal services through the pres-
ence of embedded mental health providers who could con-
duct psychotherapy and monitor patients.7 This integrated
approach increased convenience and avoided the stigma as-
sociated with a mental health referral, which affects espe-
cially racial and ethnic minorities and women with low
income.1,7,8

There is evidence supporting the health benefits of pro-
grams in which other staff (eg, nurses, midwives, or trained
therapists) provide part of the depression care, and it is doc-
umented that integrating mental health services into primary
care may be the most viable way of closing treatment gap for
mental health in low-resource settings.37

Taken together, this discussion underscores the im-
portance of having services to ensure accurate diagnosis
and treatment of depression in women, whether by spe-
cialists in mental health or by primary care or perinatal
clinicians.

CONCLUSION

The PHQ-2 is an available and acceptable first step in depres-
sion screening and management program in primary or sec-
ondary care perinatal settings. Depression screening alone is
insufficient and should be followed by evaluation by a qual-
ified health care provider to ensure correct diagnosis. Using
a threshold score of 2 or more provided high accuracy for
screening as shown by high sensitivity (missing only 7% of
cases) and acceptable specificity. Using a threshold score of
3 or more provided lower sensitivity, which was unaccept-
able for clinical screening of depression. Therefore, a thresh-
old of 2 ormore should be recommended for perinatal depres-
sion screening in clinical practice because the current recom-
mended PHQ-2 threshold of 3 or more could lead to under-
detection.
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