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Introduction

Abstract Methods

Conclusion

Sample Population

A 2-year retrospective chart review in the electronic medical record system 

that included patients seen at Arrowhead Regional Medical Center’s (ARMC) 

three Family Health Centers (FHC): McKee, Westside, and Fontana. The data 

was collected from June 1, 2017, to June 1, 2019 as this was when the PHQ-

2 screening tool was introduced electronically into our FHC, and able to be 

tracked. Patients who were ≥18 years old through and including the age of 65 

seen between this time period were assessed for inclusion in this study. There 

were no exclusions based on race/ethnicity or socioeconomic status.

Measures

Identifiers of our single patient are strictly limited to medical record number, 

age and sex, along with associated clinical data which is the screening score. 

The data extracted and analyzed were patient’s age, gender, Patient Health 

Questionnaire-2 (PHQ-2) screening score, and Patient Health Questionnaire-

9 (PHQ-9) screening score from each of the three FHCs. The PHQ-2 (Table 1) 

are carried out by our medical assistants at the clinic when registering 

patients for their clinic visit. Once positive, a score of 3 or higher, the medical 

provider is supposed to be alerted of the positive screen prior to their patient 

encounter. Following the alert, the practitioner should then further evaluate the 

patient with the PHQ-9.

• Only 88.4% of patients with positive screening for depression had a follow-

up PHQ-9 screen during the same patient encounter

• This data demonstrates that 11.6% of patients who had an initial positive 

screen from PHQ-2 were not further addressed by a PHQ-9 with a medical 

provider

• Furthermore, the data gathered from the patient population who underwent 

PHQ-9 screening showcased that 69.3% of this population were female 

and a mere 30.6% were males (Figure 2). 

• Within the male patient population who had a positive PHQ-2, 54% of them 

had their positive screen further addressed. Within the female patient 

population however, 64.2% had their positive screen further addressed 

(Figure 1).
Table 4. Statistical Analysis

• Medical providers were more likely to further investigate an initial positive 

depression screening when encountered with a female patient compared 

to a male patient with OR 1.53 (p < 0.0001; Table 4), making this 

statistically significant. 

It could also be postulated that physicians are not addressing depression as 

frequently in the male patient population because the pressure to meet 

societal expectations may push more men than women towards substance 

abuse and alcoholism, which in turn can shift the physician’s focus from 

addressing depression [1]. Due to societal stigmas, male patients may find it 

more acceptable to be viewed as an addict or an alcoholic by their family and 

friends, rather than displaying the emotional vulnerability associated with 

feelings of depression. Per data published by Harvard Health, approximately 

7% to 12% of women abuse alcohol, compared with 20% of men [6]. 

Additionally, of the 47,600 opioid related overdose deaths in 2017, two- thirds 

were among men. 

Regardless of societal stereotypes or expectations, the burden of overcoming 

biased societal stigmas and stereotypes and addressing depression lies with 

the practitioner regardless of differences between each gender’s emotional 

expressivity. Practitioners should feel empowered to peel back their male 

patients’ masks behind which they hide their depressive symptoms to provide 

the necessary medical care needed to address depression. 

A contributing factor that may explain why depression is addressed more 

frequently for female patients than their male counterparts is the different 

phases of hormonal changes during the lives of female patients when 

practitioners address their emotional health including depressive symptoms 

[25]. A significant portion of female patients experience premenstrual 

syndrome (PMS) every month, which in addition to causing physical 

symptoms such as headaches, muscle cramping and back pain, can also 

cause significant emotionally debilitating symptoms such as irritability, anxiety, 

and emotional blues. Some women experience severe emotional changes to 

the extent of having premenstrual dysphoric syndrome (PMDD), which often 

results in depression requiring treatment. 

Amongst new father’s depressive symptoms increase on average by 68% 

from the time a man becomes a father until his child turns five years old [24]. 

Additionally, hormonal changes associated with perimenopause and 

menopause can also have serious emotional consequences, which provides 

another opportunity for physicians to address possible depression amongst 

their female patients.

Current guidelines from the United States Preventive Services Task Force 

(USPSTF) recommend using a PHQ-2 as an initial screening for depression 

[4].

• If PHQ-2 ≥ 3, follow up with PHQ-9

• If PHQ-9 ≥ 10, evaluate further for diagnosis 

By assessing how often primary care practitioners in our Family Health 

Centers are utilizing these depression screening tools, we can demonstrate 

how effectively each of our clinics are performing the screening, identify 

possible barriers to screening and follow-up, and potentially find ways to 

improve the screening process.

In addition to exploring how consistently we screen for depression and 

perform follow-up appropriately, we are interested in identifying if there is a 

gender bias associated with depression screening. Traditionally, it is 

hypothesized that females tend to be screened more often than males, and

followed up for depression more often as a result [1,3]. However, we know 

that depression is becoming increasingly prevalent and often times

undiagnosed; thus screening males and females equally is of vital importance. 

We hypothesize that primary care practitioners, while they may screen for 

depression consistently, may not always complete a PHQ-9 during the same 

clinic visit. Additionally, we hypothesize that there will be a gender bias 

towards screening female patients. Our research will aim to assess rates of 

PHQ-2 screening, how often we complete a PHQ-9 following a positive PHQ-

2, and if there is a higher percentage of females screened than males. We will 

be exploring data from our 3 Family Health Centers to prove our hypothesis.

As predicted, our research project illustrates that although the majority of the 

patient population is being screened for depression, a significant number of 

patients’ depression is not being addressed in the form of timely follow-up 

PHQ-9 screening during the same or subsequent patient encounter when a 

patient has a positive PHQ-2. In addition, the female patient population with 

depression may be receiving preferential care as they are more often 

undergoing PHQ-9 screening compared to male patients, hence displaying a 

significant gender bias. We recommend that practitioners become more 

aware that they may harbor an unconscious implicit bias towards screening 

females more than males for depression due to societal stigmas that find it 

more acceptable for females to have depressive symptoms than males. 

• We recommend that the three FHC use score of 2 as the cut off point for 

positive PHQ-2 to screen for depression instead of the currently utilized 

score of 3 or above because this current screening criterion misses out 

53.41% percent of patients who may have an underlying depression. 

Table 1. Patient Health Questionnaire-2

Table 2. Patient Health Questionnaire-9

The data collected from June 1, 2017 to June 1, 2019 from our three Family 

Health Centers (McKee, Westside, and Fontana) shows that:

• 98.7% of all adult patients, ages 18-65, were screened for depression with 

PHQ-2 screening

• Of these patients who were screened, 6.33% screened positive for 

depression as their PHQ-2 score was reported to be 3 or above

Results

Discussion

Screening 98.7% of the adult patient population for depression demonstrated 

that the three Family Health Centers combined were successfully performing 

depression screening as recommended by the USPTF. We suspect that the 

diligence of clinic staff who are responsible for delivering the PHQ-2 

questionnaire (Table 1) to the patient after the patient has been registered 

plays a critical in this success. 

A remarkable gender bias favoring females over males was noted when our 

research studied the different rates at which the two genders with positive 

screening for depression underwent follow-up PHQ-9 screening. This can be 

due to underlying gender stereotypes held by medical providers:

• Females are more emotional and therefore less capable of managing a 

mentally exhaustive condition such as depression on their

• Societal norms, such as those that accepts men to be almost robotic when 

displaying their emotions and is more accepting of women to be 

expressive emotionally

• Male patients feel less comfortable about opening up to their physicians 

about emotionally vulnerable topics

• Social stigma associated with receiving professional help for psychiatric 

conditions which can contribute to their physicians if their depression is 

being adequately addressing or not towards males more than females
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An estimated 19 million American adults suffer from depression which if left 

untreated can significantly impact their overall health and quality of life. 

USPTF recommends screening all adult patients for depression using Patient 

Health Questionnaire-2 (PHQ-2) screening tool and those with a positive 

screening, scoring at or above 3, should undergo follow-up with the Patient 

Health Questionnaire-9 (PHQ-9). Our study aims to explore the rates of PHQ-

2 screening among the three Family Health Centers, how often PHQ-9 is 

being done during the same clinic visit after a patient has a positive PHQ-2, 

and if there is a gender bias associated with depression screening. We 

hypothesize that primary care practitioners at the three Family Health Centers 

(FHC), McKee, Westside, and Fontana, are not consistently completing the 

PHQ-9 for patients with a positive PHQ-2; and for those who are undergoing 

PHQ-9, there is a gender bias towards further screening of female patients. 

This data collection demonstrated that 98.7% of all adult patients, ages 18-65, 

were screened for depression with PHQ-2 screening. Of these patients, 6.3% 

screened positive for depression, but only 88.4% of patients with positive 

screening for depression had a follow-up PHQ-9 screening performed. 

Furthermore, of patients who underwent PHQ-9 screening, 69.3% of this 

population were female and a mere 30.6% were males. Our study sheds light 

on presumed bias primary care practitioners display in screening for 

depression which favors female patients over males. It is important for 

physicians to gain self-awareness of this possible unconscious bias so they 

don’t fall victim to existing societal stigmas, and provide equal care to both 

genders when screening for depression.
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Figure 1. Gender Comparison of Completed PHQ-9 
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