
No Evidence for Depression Screening in Rheumatoid
Arthritis, Psoriasis, or Psoriatic Arthritis
To the Editor:
Members of the Canadian Dermatology-Rheumatology Comorbidity
Initiative recently recommended routine depression screening among
patients with rheumatoid arthritis (RA), psoriasis (PsO), and psoriatic
arthritis (PsA)1. Although this is described as an evidence-based recommen-
dation, the only evidence that was presented was that patients with these
conditions may have a higher prevalence of depression than people without
chronic medical diseases and that 2 cohort studies have associated depression
with a worse prognosis in RA.

Depression screening involves administering self-report questionnaires
or small sets of questions to identify patients who may have depression, but
who are not already diagnosed or being treated for depression2. For a
depression screening program to be successful, patients not already known
to have depression must agree to be screened, a significant number of new
cases must be identified with relatively few false-positive screens, and newly
identified patients must engage in treatment with successful outcomes3.

There are well-established criteria for evaluating when routine screening
for any condition should be considered and recommended4,5. It may be
reasonable to evaluate the potential of a screening program to improve health
outcomes for conditions that are common and important, cannot be readily
detected without screening, are effectively treated, and if outcomes would
be improved by intervening before symptoms are readily apparent without
screening. Screening methods should be accurate and have only a tolerably
small risk of false-positive results. Actual recommendations for implemen-
tation of screening in practice should be based on evidence that the health
benefits of screening would outweigh potential harms, ideally from
well-conducted randomized controlled trials (RCT). The Canadian
Dermatology-Rheumatology Comorbidity Initiative group, however, did not
conduct a systematic review to assess the likely benefits or harms of
screening for depression and did not present any evidence that it would
benefit patients.

In fact, no appropriately designed and well-conducted trials of depression
screening in rheumatology patients, dermatology patients, or any other
patient group have demonstrated that depression screening improves
depression outcomes when patients who are screened for depression are
compared with patients who are not screened3,6,7. In 2013, the Canadian
Task Force on Preventive Health Care recommended against screening for
depression8. The Task Force did conduct a systematic review of depression
screening interventions, but did not identify any trials that met criteria for
consideration. In addition to the lack of evidence of benefit from depression
screening, the Task Force was concerned that there would be a very high
rate of false-positive screens.

A 2008 Cochrane systematic review, which used less stringent inclusion
criteria than the Task Force review, assessed 5 RCT and reported that
depression screening did not reduce depressive symptoms (SD –0.02, 95%
CI –0.25 to 0.20)9. There are a number of reasons why depression screening
has not been shown to be effective and why we should not assume that it
would improve mental health outcomes in the absence of solid evidence
from well-conducted RCT. For one thing, available screening tools tend to
identify more patients without depression than the number of patients who
have depression, but are not otherwise identified and treated2. In addition,
standard depression treatments that have been shown to benefit patients with
high levels of depressive symptomatology may not provide substantive
benefits to patients with less obvious symptoms who would not be identified
without screening3.

Depression screening of all Canadian patients with RA, PsO, and PsA
would result in the consumption of large amounts of scarce healthcare
resources. Although administering a screening questionnaire in itself would
not be expensive, screening also involves followup assessments to separate
true-positive screens from false-positive screens, consultations to determine
the best treatment option (including watchful waiting), and treatment and
followup services10. There is a well-known maxim that all screening
programs do harm and that some do good as well10, and depression screening
would unintentionally harm some patients. If screening were implemented,

some patients who receive antidepressant medication following a positive
depression screen and assessment will not benefit, but will experience
unpleasant and in some cases, serious adverse effects. In addition, messaging
related to false-positive screens could lead to the diminishment of the sense
of well-being among some patients who are not otherwise concerned about
their mental health3.

There are many examples of recommendations for screening procedures
that are not based on evidence. These recommendations tend to call for more
services, but all too frequently do not improve patient outcomes10.
Implementation of the Canadian Dermatology-Rheumatology Comorbidity
Initiative recommendation, which was not based on any evidence that
screening would improve health outcomes, would result in the consumption
of important resources and would not be expected to improve the mental
health of patients with RA, PsO, and PsA.
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