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Tool Kit Survey 
 

To help us continuously improve our tool kits, education, and communication with 

providers, please take this short survey regarding the Behavioral Health Toolkit by 

scanning the QR code with your mobile devise or visiting 

https://forms.office.com/r/m6XCEWq9hY 

 

 

Thank you so much for your feedback! 
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Introduction Letter 

1/15/2024 

Dear Providers: 

Banner Plans & Networks continue to make strides in providing clinically relevant opportunities that 

impact the quality of care for our members. The Banner Plans and Networks Behavioral Health 

Clinical Strategy Committee has devised best practices and a toolkit, geared toward Primary Care 

Physicians to improve outcomes for patients with behavioral health issues.  

Depression contributes to most adult primary care visits, often in the form of somatic symptoms, and 

is diagnosed and treated most frequently by PCPs1,2. However, up to half of all cases of depression 

remain undetected, and even those patients who are appropriately diagnosed frequently do not 

receive treatment in accordance with recommended guidelines3. Depression is a leading cause of 

disability. It interferes with treatment adherence and exacerbates the course of chronic diseases such 

as cardiovascular disease, diabetes, obesity, and immune disorders, resulting in poorer outcomes4. 

Depression frequently leads to physical inactivity, sleep disturbances, smoking, excessive alcohol 

consumption or other substance use, and poor nutrition, further compromising the physical health of 

patients. 

We encourage you to screen for depression using standardized tools such as the PHQ-2 

and/or PHQ-9 at least annually.  Screening for anxiety is recommended as well, using the 

GAD-7.   

The resources we’ve put together for you are based on Evidence Based Practice and the latest clinical 

guidelines.   

Toolkit Items: 

• Best Practice for Adult Depression 

• Best Practice for Adult Anxiety 

• Best Practice for Older Adult Depression 

• Best Practice for Pediatric Depression 

• Best Practice for Pediatric Anxiety 

• Screening Tools 

• Behavioral Health Coding Guidelines 

• Behavioral Health Billing Guidelines 

• Resources for Providers & Patients  

We hope these resources assist you in your practice. Thank you for your ongoing work to help 

Banner Plans and Networks make health care easier, so life can be better.   

Sincerely, 

 

Dr. Vicki Knight 

Medical Director 

Chairperson of Behavioral Health Clinical Strategy Committee 

Banner Plans & Networks 
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Best Practices for Adults with Depression 

Why Screen and Treat Adults with Depression? 

Depression contributes to most adult primary care visits, often in the form of somatic symptoms, and 

is diagnosed and treated most frequently by PCPs1,2. However, up to half of all cases of depression 

remain undetected, and even those patients who are appropriately diagnosed frequently do not 

receive treatment in accordance with recommended guidelines3. Depression is a leading cause of 

disability. It interferes with treatment adherence and exacerbates the course of chronic diseases such 

as cardiovascular disease, diabetes, obesity, and immune disorders, resulting in poorer outcomes4. 

Depression frequently leads to physical inactivity, sleep disturbances, smoking, excessive alcohol 

consumption or other substance use, and poor nutrition, further compromising the physical health of 

patients. 

Risk Factors and Screening to Detect Depression in Adults: 

Those with significant risks factors should be screened using appropriate tools below: 

 

All Adults ages 18 and over should be screened annually using the PHQ-2 or PHQ-9 

How Often to Screen?  

• Annually – if no significant risk factors or previous positive screening 

• Quarterly – after initial positive screening 

• Following reports of depressive symptoms, change in risk factors or significant life events 

• In accordance with clinical judgement 

Evaluation and Diagnosis of Depressive Disorders: 

DSM-5-TR Criteria for Major Depressive Disorder (MDD) 

• Five or more of the following symptoms during the same 2-week period, occurring most of the 

days, nearly every day.   

Criteria for Major Depressive Disorder (MDD) 

Depressed Mood (Subjective or Observed) Psychomotor Agitation or Retardation 

Loss of Interest/Pleasure in Activities Fatigue or Loss of Energy 

Significant Unintentional Weight Loss or Gain Feelings of Worthlessness or Excessive Guilt 

Decrease or Increase in Appetite Decreased Concentration 

Insomnia or Hypersomnia Recurrent Thoughts of Death/Suicide 

These guidelines serve to assist in the management, documentation, and coding of clinical diagnoses. The intent of this document is 

to supplement, but not replace, the provider’s clinical judgement. 

Best Practices 
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DSM-5-TR Criteria for Major Depressive Disorder (MDD) – Continued 

• Symptoms must represent a change from a previous level of functioning. 

• Symptoms must cause clinically significant distress or impairment in social, occupational, or other 

important areas of functioning. 

• Episode must not be attributable to the physiological effects of a substance or another medical 

condition. 

• Episode is not better explained by a schizophrenia spectrum diagnosis. 

• No history of manic or hypomanic episodes. 

Depression Treatment Guidelines: 

Nonpharmaceutical Treatment Interventions for Depression 

Psychotherapy Other 

• Behavioral Therapy • Electroconvulsive Therapy (ECT) 

• Cognitive Behavioral Therapy (CBT) • Transcranial Magnetic Stimulation (TMS) 

• Interpersonal Therapy • Exercise 

• Psychodynamic Therapy • Sleep 

• Supportive Therapy • Nutrition 

• Mindfulness   

Pharmaceutical Treatment for Depression  Starting Dose Usual Dose 
SSRI’s (Selective Serotonin Reuptake Inhibitors) 

 Citalopram (Celexa) 20 mg 20-60 mg 
 Escitalopram (Lexapro) 10 mg 10-20 mg 
 Fluoxetine (Prozac) 20 mg 20-60 mg 

 Paroxetine (Paxil) 20 mg 20-60 mg 
 Paroxetine, extended release (Paxil CR) 12.5 mg 25-75 mg 
 Sertraline (Zoloft) 50 mg 50-200 mg 

DNRI’s (Dopamine Norepinephrine Reuptake Inhibitors)   

 Bupropion, immediate release (Wellbutrin) 150 mg 300-450 mg 
 Bupropion, sustained release (Wellbutrin SR) 150 mg 300-450 mg 
 Bupropion, extended release (Wellbutrin XL) 150 mg 300-450 mg 

SNRI’s (Serotonin Norepinephrine Reuptake Inhibitors) 
 Venlafaxine, immediate release (Effexor) 37.5 mg 75-375 mg 

 Venlafaxine, extended release (Effexor XR) 37.5 mg 75-375 mg 
 Desvenlfaxine (Pristiq)  50 mg 50 mg 
 Duloxetine (Cymbalta)  60 mg 120 mg 

Norepinephrine-Serotonin Modulator 
 Mirtazepine (Remeron)  15 mg 15-45 mg 

TCA’s (Tricyclic Antidepressants)  
 Amitriptyline (Elavil) 25-50 mg 100-300 mg 

 Doxepin (Sinequan, Silenor)  25-50 mg 100-300 mg 
 Imipramine (Tofranil)  25-50 mg 100-300 mg 

 Nortriptyline (Pamelor)  25 mg 50-200 mg 

MAOI’s (Monoamine Oxidase Inhibitors)  

 Phenelzine (Nardil)  15 mg 45-90 mg 
 Tranylcypromine (Parnate)  10 mg 30-60 mg 
 Isocarboxazid (Marplan)  10-20 mg 30-60 mg 

Indications for Referral to Psychiatric Providers:  

Indications for Specialty Referral 
Patient Preference for Therapy Before Medication Lack of Response to Trials of Multiple Medications 

Suicidality or History of Suicide Attempts Concerns for Mania or Psychotic Features 

Complex Clinical Presentation  Diagnostic Uncertainty 

Chronic and Recurrent Depression Co-occurring Mental Health & Substance Use 

History of Significant Trauma Co-occurring Mental Health & Personality Disorders 

Best Practices 
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Best Practices for Adults with Anxiety 

Why Screen and Treat Adults with Anxiety? 

Anxiety is the most common psychiatric disorder in the United States, affecting up to one-third of 

individuals at some time in their lives.  Women more commonly are affected than men.  Although anxiety 

is a frequent cause of significant functional impairment in adults, only about 10% of patients with anxiety 

disorders receive treatment within one year of onset, and fewer than 40% receive any treatment at all for 

the disorder6.  Patients are most likely to present initially to a primary care provider with a variety of 

somatic complaints (such as heart palpitations, an increased heart rate, shortness of breath, chest 

tightness, feelings of fatigue, headache, GI disturbances, sensations of numbness or tingling, dizziness, 

difficulty sleeping or muscle weakness), rather than explicit emotional or behavioral health concerns.  Up 

to 60-75% of individuals with depression have a comorbid anxiety disorder. 
 

Common Types of Anxiety Disorders: 

Generalized Anxiety Disorder: An excessive, persistent, and unrealistic worry about everyday life 

events, often accompanied by physical symptoms, that produces a constant feeling of being overwhelmed. 

Social Anxiety Disorder: Fear of situations in which an individual may be scrutinized, evaluated, or 

judged by others. 

Panic Disorder: Characterized by sudden episodes of intense fear that trigger severe physical reactions 

when there is no real danger or apparent cause. 

Post-Traumatic Stress Disorder: A condition in which a traumatic event is persistently re-experienced 

in the form of intrusive recollections, dreams or dissociative flashback episodes. 

Obsessive-Compulsive Disorder: Characterized by repeated, persistent, and unwanted thoughts, urges 

or images that are intrusive and cause distress, accompanied by repetitive, ritualistic behaviors that follow 

specific rules and patterns to help diminish the feelings of distress. 

Phobias: Uncontrollable, irrational, and persistent fears of specific objects, situations, or activities. 
 

Risk Factors and Screening to Detect Anxiety in Adults: 

Those with significant risks factors should be screened using appropriate tools: 

Risk Factors 
Female gender Early parental loss 

Family history of anxiety/depression Childhood trauma or sexual abuse 

History of self-harm by age 16 Substance Use Disorder before age 21 

Stressful environment (home, work, school) Limited education 

Low self esteem Loneliness 

Chronic medical conditions Socioeconomic & cultural factors 

Personality traits such as: introversion, overthinking, perfectionism, resistance to change, empathy 
 

How Often to Screen?  

• Annually – if no significant risk factors or previous positive screening 

• Quarterly – after initial positive screening 

• Following reports of anxiety symptoms, change in risk or significant life events 

• In accordance with clinical judgement 

Tools for Screening: 

Generalized Anxiety Disorder 2-item or 7-item – GAD 2 or GAD-7 

These guidelines serve to assist in the management, documentation, and coding of clinical diagnoses. The intent of this document is 

to supplement, but not replace, the provider’s clinical judgement.  

Best Practices 
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Evaluation and Diagnosis of Anxiety: 

DSM-5-TR Criteria for Generalized Anxiety Disorder (GAD) 

Excessive anxiety and worry about numerous events or activities that are difficult to control and 

occur more days than not for at least 6 months, accompanied by at least 3 of the 6 symptoms: 

Criteria for Generalized Anxiety Disorder 

Restlessness Being easily fatigued 

Difficulty concentrating Irritability 

Muscle tension Sleep disturbances 

• Symptoms must cause clinically significant distress or impairment in social, occupational, or other 

important areas of functioning. 

• The patient’s clinical presentation is not better explained by another mental health disorder, the 

physiological effects of a substance, or another medical condition. 

Anxiety Treatment Guidelines: 

Nonpharmaceutical Treatment Interventions for Anxiety 

• Education, resources & monitoring • Relaxation therapy & techniques 

• Cognitive Behavioral Therapy (CBT) • Exercise 

• Self-help & psychoeducational groups  

Pharmaceutical Treatment for Anxiety  Starting Dose Usual Dose 
SSRI’s (Selective Serotonin Reuptake Inhibitors) 
 Citalopram (Celexa) 20 mg 20-60 mg 
 Escitalopram (Lexapro) 10 mg 10-20 mg 

 Fluoxetine (Prozac) 20 mg 20-60 mg 
 Paroxetine (Paxil) 20 mg 20-60 mg 

 Paroxetine, extended release (Paxil CR) 12.5 mg 25-75 mg 
 Sertraline (Zoloft) 50 mg 50-200 mg 

SNRI’s (Serotonin Norepinephrine Reuptake Inhibitors) 
 Venlafaxine, immediate release (Effexor) 37.5 mg 75-375 mg 
 Venlafaxine, extended release (Effexor XR) 37.5 mg 75-375 mg 

 Desvenlfaxine (Pristiq)  50 mg 50 mg 
 Duloxetine (Cymbalta)  60 mg 120 mg 

Azapirones Buspirone (Buspar) 7.5 mg BID 20-30 mg QD 
Daily Max 60 mg  

Antihistamines Hydroxyzine (Vistaril, Atarax) 50-100 mg up to 4 times daily 
 Diphenhydramine (Benadryl) 25-50 mg up to 4-6 times daily 

Gabapentinoids Pregabalin (Lyrica)  50 mg TID or  
75 mg BID 

450 mg daily  
Daily Max 600 mg 

 Gabapentin (Neurontin)  300 mg QD 600-1800 mg  
Daily Max 3600 mg 

Benzodiazepines      *Short term use only (2 weeks), avoid in patients with history of substance use disorders, 
scheduled doses (not PRN), use agents with longer half-lives) 

Long Acting -  Clonazepam (Klonopin) 0.5-1 mg BID or TID Daily Max 20 mg 

 Diazepam (Valium) 2-10 mg BID to QID Daily Max 40 mg 

Short Acting -  Lorazepam (Ativan) 0.5-1 mg TID or QID Daily Max 10 mg 

 Alprazolam (Xanax) 0.25-0.5 mg BID/TID  Daily Max 4 mg  

Indications for Referral to Psychiatric Providers:  

Indications for Specialty Referral 
Patient Preference for Therapy Before Medication Lack of Response to Trials of Multiple Medications 

Severe impairment in daily functioning Co-occurring Mental Health & Substance Use 

Complex Clinical Presentation  Diagnostic Uncertainty 

Best Practices 
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Best Practices for Older Adults with Depression 

Why Screen and Treat Older Adults with Depression? 
 
Up to 80% of older adults who are treated for mental health disorders receive care for these 

conditions from primary care providers5. Unfortunately, depression in the elderly is often considered 

a normal part of the aging process.  Depressive disorders therefore are under-recognized, under-

diagnosed, and under-treated in this population. Current evidence indicates that older adults are at 

increased risk for experiencing depression. However, elderly patients with depression tend to report 

more somatic and cognitive symptoms than affective symptoms. In addition, features of medical 

comorbidities frequently are present that may complicate the patient’s diagnosis and presentation, 

such as fatigue, weight loss, and insomnia. Depression in older adults is known to be associated with 

significant negative consequences, including poor quality of life, difficulties with activities of daily 

living, physical comorbidities, premature mortality, and cognitive impairment.  Some of these 

symptoms are not included in the DSM 5-TR criteria for Major Depressive Disorder but may be 

categorized as Other Specified Depressive Disorders—Depressive Episode with Insufficient Symptoms 

or simply Unspecified Depressive Disorder.  Depression is a significant predictor of suicide in the 

elderly, particularly among white males aged 85 and older, who have a suicide rate that is six times 

higher than the general population7. 

 

Risk Factors and Screening to Detect Depression in Older Adults: 
 

Risk Factors for Depression in Older Adults 

Chronic Medical Conditions Chronic Stress 

Social isolation and Loneliness Cognitive Impairment 

Bereavement Functional Limitations/Difficulty Performing ADLs 

Sleep Problems Prior History or Family History of Depression 

Lack of Exercise or Physical Activity Substance Use 

 
 

Those with significant risks factors should be screened using tools below: 

 

                                    Screening Tools  

PHQ-2 PHQ-9 Geriatric Depression Scale 

 
 

How Often to Screen?  
• Annually – if no significant risk factors or previous positive screening 

• Quarterly – after initial positive screening 

• Following reports of depressive symptoms, change in risk factors or significant life events 

• In accordance with clinical judgement 

 

 

 

 

 

Best Practices 
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Evaluation and Diagnosis of Depressive Disorders: 
 

Diagnostic criteria for depression is the same in adults of any age. However, symptoms more 

commonly present in older adults include: 
 

Diagnostic Criteria for Depression 

Fatigue/feeling tired/lack of energy Lack of pleasure/enjoyment in usual activities 

Difficulty sleeping Psychomotor retardation 

Irritability Change in weight or appetite 

Confusion Frequent/persistent aches and pains 

Difficulty paying attention Suicidal ideation 

Feelings of hopelessness, worthlessness, and guilt  

 

Physiological Factors, Risks, and Medication Considerations: 
 

Physiological Factors/Conditions Associated with Depression in Older Adults: 

• Inflammation/autoimmune disorders • Cancer/malignancy (particularly pancreatic) 

• Cardiovascular/Cerebrovascular disease • Viral infections 

• Neurodegeneration • Metabolic disorders/nutritional deficiencies 

• Endocrine disorders  

Risks Associated with Antidepressant Use in Older Adults:   

• Falls • Anticholinergic effects 

• Osteoporosis/fractures • Extrapyramidal symptoms 

• Orthostatic hypotension • Medication interactions/polypharmacy 

• Sedation • Cardiac effects 

Medication Considerations:   

• Lower initial doses • TCAs generally not recommended 

• SSRIs preferred over SNRIs as first line treatment • Consider medications with prior response 

 

Indications for Referral to Psychiatric Providers:  

 

Indications for Specialty Referral 

Suicidal ideation Lack of Response 

Psychosis Diagnostic complexity/uncertainty 

Unable to tolerate initial medications Possible need for ECT to induce rapid response 

 

These guidelines serve to assist in the management, documentation, and coding of clinical diagnoses. The intent of this document is 

to supplement, but not replace, the provider’s clinical judgement. 

 

 

 

 

Best Practices 
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Best Practice for Children or Adolescents with Depression 

Why Screen and Treat Children or Adolescents with Depression? 

Why is screening so important? Depression is a serious mental health concern. Children and 

adolescents with depression have a much higher chance of having depression as adults and carry a 

higher risk of suicide. Treatment of depression in children and adolescents can improve physical and 

emotional health, leading to healthy and productive lives9.  

Screening to Detect Depression in Adolescents and Children: 

  

Evaluation and Diagnosis of Depressive Disorders: 

DSM 5 TR Criteria for Major Depressive Disorder (MDD) 

• Discreet episode of at least 2 weeks – of a clear change in mood for the worse 
(sadness/irritability) and at least 5 of the below criteria must be present for most of the day, 

nearly every day and must result in significant distress or functional impairment for the child.   

Criteria for Major Depressive Disorder (MDD) 

Depressed Mood (Subjective or Observed) Psychomotor Agitation or Retardation 

Loss of Interest/Pleasure in Activities Fatigue or Loss of Energy 

Significant Unintentional Weight Loss or Gain Feelings of Worthlessness or Excessive Guilt 

Decrease or Increase in Appetite Decreased Concentration 

Insomnia or Hypersomnia Recurrent Thoughts of Death/Suicide 

 

DSM 5 TR Criteria for Persistent Depressive Disorder 

• Chronic form of Depression lasting > 1 year  

• Symptoms occurring on most days 

• Symptoms are similar to MDD, however less severe and less pervasive 

DSM 5 TR Criteria for Disruptive Mood Dysregulation Disorder 

• Symptoms must be recurrent and present for at least 12 months with no longer than 3 months 

symptom free 
• Persistent irritable or angry mood most days of the week and in at least 2 settings 

• Severe temper outbursts (behavioral/verbal) at least 3 times a week that are not in line with the 
situation or the child’s developmental level 

• Resulting in significant distress or functional impairment for the child 

• Child must be > 6 years old.  Symptoms are usually present by age of 10  

Best Practices 
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Rule out/Differentials to be considered: 

 

Depression Treatment Guidelines: 

Nonpharmaceutical Treatment Interventions for Depression: 

 

Pharmaceutical Treatment Interventions for Depression: 

 

Indications for referral to Psychiatric Providers:  

Indications for Specialty Referral 
Suicidality or History of Suicide Attempts Concerns for Mania 

Moderate to Severe Depression  Diagnostic Uncertainty 

Chronic and Recurrent Depression Co-occurring Mental Health & Substance Use 

MDD with Psychotic Features Co-occurring Mental Health & Personality Disorders 
 

These guidelines serve to assist in the management, documentation, and coding of clinical diagnoses. The intent of this document is  

to supplement, but not replace, the provider’s clinical judgement. 

Best Practices 
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Best Practice for Children or Adolescents with Anxiety 

Why Screen and Treat Children or Adolescents with Anxiety? 

Why is screening so important? Anxiety is a common mental health concern. Per the National Institutes of 
Mental Health estimation, 25% of youth ages 13-18 years old experience an anxiety disorder, with almost 

6% of these youth experiencing severe anxiety. Treatment of anxiety in children and adolescents can 
improve physical and emotional health, leading to healthy and productive lives8.   

Screening to Detect Anxiety in Adolescents and Children: 

• USPSTF recommends screening for anxiety disorders in children and adolescents 8+ years. 

• Screening occurs based on either parent or child self-reports symptoms OR based on practitioner 

observations/clinical history. 

Evaluation and Diagnosis of Anxiety Disorders: 

There are 11 defined anxiety disorders in the DSM 5 TR. All the disorders cause clinically significant 

distress or impaired functioning for the individual. Some of the more common ones are:  

Screening Tools 
• Screen for Child Anxiety Related Disorders 

(SCARED) 
• Spence Children’s Anxiety Scale (SCAS) and 

Preschool Anxiety Scales 
• Generalized Anxiety Disorder – 7 (GAD-7) 

• Anxiety Pediatric Symptom Checklist 

• Strengths and Difficulties Questionnaire 

• American Psychiatric Association’s Cross-Cutting 
Symptom Measures 

Risk Factors for Anxiety Disorders in Children and Adolescents: 
Family history of anxiety disorders, exposure to violence/trauma, ACES, low socioeconomic status, 
social support, comorbid mental health, or behavioral concerns, etc.    

Best Practices 
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Rule out/Differentials to be considered: 

Medical Conditions Medications Substances/toxins Mental Health 

Disorders 

• Hyperthyroidism 
• Caffeinism 
• Migraines 
• Asthma 
• Diabetes 
• Chronic pain/illness 
• Hypoglycemic episodes 
• Hypoxia 
• Pheochromocytoma 
• Central Nervous 

Systems Disorders 
• Cardiac arrhythmias 
• Cardiac valvular disease 
• Systemic lupus 

erythematosus 

• Allergic reactions 

• Dysmenorrhea 

• Bronchodilators 
• Nasal 

decongestants and 
other 
sympathomimetics 

• Antihistamines 
• Steroids 
• Dietary 

supplements 
• Antidepressants 
• Antipsychotics 
• Stimulants  
• Withdrawal from 

benzodiazepines 
(esp. short-acting) 

• Cannabis 
• Cocaine 
• Anabolic Steroids 
• Hallucinogens 
• Phencyclidine 
• Withdrawal from 

nicotine, alcohol, or 
caffeine 

• Exposure to 
organophosphates 

• Ingestion of metals 
(lead, arsenic, etc.) 

• ADHD 
• Obsessive-

Compulsive 
disorder 

• Psychotic disorder 
• Autism Spectrum 

disorder 
• Learning disorders 

Anxiety Treatment Guidelines: 

Nonpharmaceutical Treatment Interventions for Anxiety: 

 

Pharmaceutical Treatment Interventions for Anxiety: 

SSRIs SNRIs Miscellaneous 

Fluoxetine    Escitalopram 
Citalopram   Sertraline 
Paroxetine   Fluvoxamine 
Vilazodone 

Venlafaxine 
Venlafaxine XR 
Desvenlafaxine 
Duloxetine (FDA 
approved 7+) 

Unknown Mechanism of action      Antihistamines 
Buspirone                                         Diphenhydramine 
Hydroxyzine 
Benzodiazepines                             Beta blockers 
Alprazolam        Lorazepam                Propranolol 

Diazepam          Clonazepam 

 

 

 

 

These guidelines serve to assist in the management, documentation, and coding of clinical diagnoses. The intent of this document is 

to supplement, but not replace, the provider’s clinical judgement. 

Best Practices 
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Depression & Anxiety Screening Tips  

Best Practices: 

• All patients should be screened for depression at least annually.   

• For pre-appointment screening, please use the PHQ-2.   

• The PHQ-9 questions regarding suicidality need to be reviewed and acted upon by the 

provider, so distributing in advance is not advised.  

• Printable copies of screening tests in multiple languages are available for download from 

https://www.phqscreeners.com/select-screener 

• Laminate copies of the screening tools for patients to complete with wipe-off marker while in 

the exam area waiting for their provider.   

o After the patient has completed the questionnaire on the laminated screening tool the 

laminated tool should be scored and inputted into the patient’s chart prior to cleaning 

for the next patient’s use.  

• Have a tablet with screening tools for patient to use. 

• As with all tools, clinical judgement should be used when interpreting results.   

 

 

  

https://www.phqscreeners.com/select-screener
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PHQ-9 Interpretation, Treatment & Determining Remission 

PHQ-9 total 
score 

Depression Severity Actions 

0-4 None or minimal depression  • Treatment typically is not needed. 

5-9 Mild depression  • Monitor and repeat PHQ-9 in 6-12 months, or 
sooner if clinically indicated.  

• Consider possible treatment based on duration and 

severity of symptoms, as well as patient 
preferences. 

10-14 Moderate depression • Repeat PHQ-9 in 4-6 weeks to assess symptom 
progression and/or response to treatment.  

• Consider counseling referral and possible 
medication treatment based on severity and 

duration of symptoms, as well as patient 
preferences.  

• Symptoms that are present for 2 years or more 

constitute chronic depression, consider 
pharmacotherapy.  

• Active treatment is indicated if symptoms have 

been present for more than one month and are 
associated with significant functional impairment.  

15-19 Moderately severe depression  • Repeat PHQ-9 in 4-6 weeks to assess treatment 
response. 

• Treatment generally is indicated with medication, 
therapy, or both.  

20-27 Severe depression  • Repeat PHQ-9 within 4-6 weeks, or sooner if 
clinically indicated, to assess treatment response. 

• Prompt initiation of pharmacotherapy is indicated. 
• Consider expedited referral to mental health 

specialists for psychotherapy and collaborative 

medical management.    

 

PHQ-9 Scoring After 4-6 Weeks of Treatment with an 

Antidepressant at an Adequate Dose 
PHQ 9 Change Action 

Drop of 5 points or more OR 50% Reduction in 

Score 

• Adequate response. No treatment changes needed.  

• Follow up in 4-6 weeks. 

Drop of 2-4 points • Likely inadequate response.  

• Consider increase in antidepressant dose. 
• Follow up in 4-6 weeks. 

Drop of 0-1 points or increased score • Increase dose, add an augmenting agent, or switch to an 
alternative antidepressant.  

• Consider counseling, if not already in place. 
• Consider psychiatric consultation. 

• Follow up in 4-6 weeks. 

 

Evaluating Treatment Response 
Follow Up PHQ 9 Score Action 

Drop of 5 or more points after 3 months of 
treatment 

• Clinically Significant Response 
• Continue to monitor every 6 months or as clinically indicated 

Score of 6-10 • Partial remission 
• Continue to monitor every 6 months or as clinically indicated 

Score of 1-5 • Remission  
• Continue to monitor every 6-12 months or as clinically 

indicated 

See Behavioral Health Toolkit Main Document for References and Additional Resources  

Tip Sheets 
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Behavioral Health Coding 

Documentation tips 

Include the episode, severity (mild, moderate, or severe; with or without psychotic features) 

and/or the remission status of current episode. 

• Single episode: A person can have only one single depressive episode during their lifetime.  

• Recurrent episode: An episode is considered recurrent when there is an interval of at least 

two consecutive months between separate episodes during which criteria are not met for a 

major depressive episode.  

• In remission: Whether or not a patient is actively being treated for MDD (for example, 

receiving counseling and/or taking anti-depressive medication and is “stable”), the provider 

should still document and code the remission status rather than “history of.” 

o Partial remission: Occasional symptoms from a previous major depressive episode 

without meeting full criteria or hiatus lasting less than two months without any 

significant symptoms.  

o Full remission: No significant signs or symptoms of the disturbance present during the 

past two months.  

ICD-10-
CM 
codes 

Description  ICD-10-
CM 
codes 

Description 

F32.0 Major depressive disorder, single 

episode, mild 

F33.0 Major depressive disorder, 

recurrent, mild 

F32.1 Major depressive disorder, single 
episode, moderate 

F33.1 Major depressive disorder, 
recurrent, moderate 

F32.2 Major depressive disorder, single 
episode, severe without psychotic 
features 

F33.2 Major depressive disorder, 
recurrent, severe without 
psychotic features 

F32.3 Major depressive disorder, single 

episode, severe with psychotic 
features 

F33.3 Major depressive disorder, 

recurrent, severe with psychotic 
features 

F32.4 Major depressive disorder, single 
episode, in partial remission 

F33.40 Major depressive disorder, 
recurrent, in remission, 

unspecified  

F32.5 Major depressive disorder, single 
episode, in full remission 

F33.41 Major depressive disorder, 
recurrent, in partial remission 

F32.81 Premenstrual dysphoric disorder F33.42 Major depressive disorder, 
recurrent, in full remission 

F32.89 Other specified depressive 

episodes 

F33.8 Other recurrent depressive 

episodes 

F32.9 Major depressive disorder, single 
episode, unspecified 

F33.9 Major depressive disorder, 
recurrent, unspecified 

F32.A* Depression, unspecified   

Documentation and coding example*  

Patient has affective mood disorder due to recent divorce; however, did not quite score PHQ-9 

screening of mild depression, Bupropion XL 300 mg is prescribed.  

F39 Mood disorder 

Z63.5 Disruption of family by separation and divorce  

 

Tip Sheets 
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Provider & Patient 

Resources 
 

 

 

  



 

Banner Plans & Networks - February 2024    21 

*Crisis Resources 

What is a Behavioral Health Emergency? 

• When you think you are having a crisis or any situation where you believe you might hurt 

yourself or someone else because of your mood or thinking. 

• When someone’s thinking changes rapidly to the point where the person is not able to 

recognize reality from fantasy.  Sometimes the person does not realize what is happening and 

may not want help.   

 

If patient has an IMMEDIATE need,  

please call the appropriate CRISIS LINE or 911: 
 

National 24-Hour Crisis Hotlines 

Suicide & Crisis Lifeline:  988 

National Suicide Prevention Lifeline:  800-273-8255 

National Substance Use & Disorder Issues Referral & Treatment Hotline: 800-662-4357 

Teen Lifeline – Phone or Text:  602-248-8336 

SAMHSA Crisis Text Line: Text HOME to 741741F 

Suicide & Crisis Hotlines by County 

Maricopa County: 800-631-1314 or 602-222-9444 

Apache, Gila, Mohave, Navajo & Yavapai: 877-756-4090 

Cochise, Graham, Greenlee, La Paz, Pima, Pinal, Santa Cruz & Yuma: 866-495-6735 

Warm Lines by County  

A Warm Line is a confidential, free phone service offering mental health support.  Unlike a crisis line, they are not 

intended for emergency situations.  

Gila & Maricopa County:  602-347-1100 

Pima County: 520-770-9909 

Cochise, Graham, Greenlee, La Paz, Pima, Pinal, Santa Cruz & Yuma: 844-733-9912 

Tribal Warm Line for American Indian Community Members: 855-728-8630 
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Banner - University Health Plans – Behavioral Health Care Management & Provider Referral 
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Arizona Perinatal Psychiatry Consult Line  
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Screening Tools 
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PHQ – 2 Short Depression Screening Tool 

 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No 

permission required to reproduce, translate, display or distribute 
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PHQ – 9 Depression Screening 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No 

permission required to reproduce, translate, display or distribute 

 



 

Banner Plans & Networks - February 2024    28 

GAD – 7 Anxiety Screening 

 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No 

permission required to reproduce, translate, display or distribute 
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Geriatric Depression Scale (GDS)– Short Form 

Patient Version 
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GDS Scoring 

Answers indicating depression are in bold and italicized; score one point for each one selected.  A 

score of 0 to 5 is considered normal.  A score greater than 5 suggests depression.  
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Edinburgh Postnatal Depression Scale (EPDS)  

Patient Version 
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EPDS Scoring 

Edinburg Postnatal Depression Scale (EPDS) 
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PHQ – A (PHQ-9 Modified for Adolescents) 
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SMFQ – Short Mood & Feelings Questionnaire 

The SMFQ is designed to measure core depressive symptomology in children and adolescents aged 6-

17 years old. There are two versions, one for the patient responses and one for parent or caregiver 

responses. There are no prescribed cut points for the SMFQ; however higher scores (over 12), 

suggest greater severity in depression symptoms. Providers should use their clinical judgement and 

discretion.  

 

Self-Reported 
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Parent or Caregiver Reported 
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SMFQ Scoring 

  



 

Banner Plans & Networks - February 2024    37 

 

 

 

 

 

 

 

 

References 
  



 

Banner Plans & Networks - February 2024    38 

References: 

1. APA Center for Psychology and Health Briefing Series on the Role of Psychology in Health Care 

Primary Care. (2014) https://www.apa.org/health/briefs/primary-care.pdf 

 

2. Hunter, C. L., Goodie, J. L., Oordt, M. S., & Dobmeyer, A. C. (2009). Integrated behavioral 

health in primary care: Step-by-step guidance for assessment and intervention. Washington, 

DC: American Psychological Association. 

 

 

3. Handy, A., Mangal, R., Stead, T. S., Coffee, R. L., Jr, & Ganti, L. (2022). Prevalence and 

Impact of Diagnosed and Undiagnosed Depression in the United States. Cureus, 14(8), 

e28011. https://doi.org/10.7759/cureus.28011 

 

4. Ma, Y., Xiang, Q., Yan, C. et al. Relationship between chronic diseases and depression: the 

mediating effect of pain. BMC Psychiatry 21, 436 (2021). https://doi.org/10.1186/s12888-

021-03428-3 

 

5. Park, M., & Unützer, J. (2011). Geriatric depression in primary care. The Psychiatric clinics of 

North America, 34(2), 469–x. https://doi.org/10.1016/j.psc.2011.02.009 

 

6. American Psychiatric Association. Anxiety Disorders. In: Diagnostic and Statistical Manual of 

Mental Disorders. 5th ed. Text Revision. American Psychiatric Association; 2022: pp. 215-231. 

 

7. Obuobi-Donkor, G., Nkire, N., & Agyapong, V. I. O. (2021). Prevalence of Major Depressive 

Disorder and Correlates of Thoughts of Death, Suicidal Behaviour, and Death by Suicide in the 

Geriatric Population-A General Review of Literature. Behavioral sciences (Basel, 

Switzerland), 11(11), 142. https://doi.org/10.3390/bs11110142 

 

8. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, severity, and 

comorbidity of 12-month DSM-IV disorders in the National Comorbidity Survey 

Replication. Arch Gen Psychiatry. 2005 Jun;62(6):617-27. PMID: 15939839  

 

9. US Preventive Services Task Force; Mangione CM, Barry MJ, Nicholson WK, Cabana M, 

Chelmow D, Coker TR, Davidson KW, Davis EM, Donahue KE, Jaén CR, Kubik M, Li L, 

Ogedegbe G, Pbert L, Ruiz JM, Silverstein M, Stevermer J, Wong JB. Screening for Depression 

and Suicide Risk in Children and Adolescents: US Preventive Services Task Force 

Recommendation Statement. JAMA. 2022 Oct 18;328(15):1534-1542. doi: 

10.1001/jama.2022.16946. PMID: 36219440. 

 

https://www.apa.org/health/briefs/primary-care.pdf
https://doi.org/10.7759/cureus.28011
https://doi.org/10.1186/s12888-021-03428-3
https://doi.org/10.1186/s12888-021-03428-3
https://doi.org/10.1016/j.psc.2011.02.009
https://doi.org/10.3390/bs11110142
http://www.ncbi.nlm.nih.gov/pubmed/15939839/

