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Background: The most common mental disorders in both outpatient settings and the general
population are depression and anxiety, which frequently coexist. Both of these disorders are as-
sociated with considerable disability. Objective: When the disorders co-occur, the disability is
even greater. Authors sought to test an ultra-brief screening tool for both. Method: Validated
two-item ultra-brief screeners for depression and anxiety were combined to constitute the Patient
Health Questionnaire for Depression and Anxiety (the PHQ–4). Data were analyzed from 2,149
patients drawn from 15 primary-care clinics in the United States. Results: Factor analysis con-
firmed two discrete factors (Depression and Anxiety) that explained 84% of the total variance.
Increasing PHQ–4 scores were strongly associated with functional impairment, disability days,
and healthcare use. Anxiety had a substantial effect on functional status that was independent of
depression. Conclusion: The PHQ–4 is a valid ultra-brief tool for detecting both anxiety and
depressive disorders. (Psychosomatics 2009; 50:613–621)

The most common mental disorders in both outpatient
settings and the general population are depression and

anxiety,1–5 which frequently coexist.6,7 Both of these dis-
orders are associated with considerable disability, and
when they co-occur, the disability is even greater.8–10

Moreover, the first-line treatment (e.g., antidepressants,
cognitive-behavioral therapy) is often similar for both de-
pression and anxiety.

A brief, nine-item measure (the PHQ–9) has been
shown to have excellent reliability, as well as criterion,
construct, and procedural validity for depressive disor-
ders.11 Similar reliability and validity have been estab-
lished for a brief, seven-item measure (the GAD–7) in
assessing the most common anxiety disorders found in
clinical practice.12,13 An even shorter, two-item measure
(the PHQ–2), consisting of core criteria for depression, as
well as a two-item measure for anxiety (the GAD–2), have
also been shown to be excellent screening tools.13,14 For
example, a cutpoint of �3 on the 0-to-6–point PHQ–2
scale has a sensitivity of 83% and specificity of 90% for

major depressive disorder.14 Similarly, a cutpoint of �3
on the 0-to-6–point GAD–2 scale has reasonable sensitiv-
ity for generalized anxiety disorder (88%), panic disorder
(76%), and social anxiety disorder (70%), and moderate
sensitivity for posttraumatic stress disorder (59%), and
good specificity (81%–83%) for all four disorders.13

This article analyzes data from a large sample of
primary-care patients (N�2,149), to examine attributes of
a four-item composite measure (the PHQ–4) that com-
bines these two-item scales: the PHQ–2 and the GAD–2.
A recent metaanalysis of ultra-brief screeners for depres-
sion found that 2- to 3-item screeners performed better
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than single-item screeners.15 Of note, this metaanalysis
revealed that the ultra-brief depression measure for which
there are the most published data are the PHQ–2, the
Depression subscale of the PHQ–4. The present article
addresses several important questions:

1) How does the ultra-brief PHQ–4 compare with longer
depression and anxiety measures in terms of important
measures of construct validity; that is, health-related
quality of life, disability days, and healthcare
utilization?

2) What is the prevalence of anxiety and depression in
primary care that is detected by the PHQ–4 and what
are their individual and combined effects on
impairment?

Answers to these questions will help to determine the
potential value of an ultra-brief anxiety/depressive
screener for the busy clinician contending with abbrevi-
ated outpatient visits and many competing demands.

METHOD

Patient Sample

The Patient Health Questionnaire (PHQ) Anxiety
Study12 was conducted to develop a short measure to
assess generalized anxiety disorder. Patients were enrolled
from a research network of 15 primary-care sites (13 fam-
ily practice and 2 internal medicine sites) located in 12
different states administered centrally by Clinvest, Inc.,
Springfield, MO, from November 2004 to June 2005. The
study was approved by the Sterling Institutional Review
Board.

The Generalized Anxiety Disorder–7 scale (GAD–7)
was developed and validated in 2,149 patients. In the
original study, 2,982 subjects were invited to participate,
and 2,740 (92%) completed the four-page questionnaire
and had little-or-no missing data. To minimize sampling
bias, consecutive patients were approached at each site in
clinic sessions until the target quota for that week was
achieved. Of the 2,740 participants, the first 2,149 were
used for development and validation of the Generalized
Anxiety Disorder–7 scale (GAD–7) and constitute the
sample for this article.

The Self-Report Research Questionnaire

Before seeing their doctors, patients completed a four-
page questionnaire. Anxiety was assessed with the
GAD–7, a seven-item measure that has recently been val-

idated as an assessment tool for the four most common
anxiety disorders in clinical practice: generalized anxiety,
panic, social anxiety, and posttraumatic stress disor-
ders.12,13 Depression was assessed with the PHQ–8, which
includes all items from the PHQ–9 except the item on
suicidal ideation; PHQ–8 and PHQ–9 scores are highly
correlated and have nearly identical operating characteris-
tics.16 Also, the questionnaire included questions about
age, gender, education, ethnicity, and marital status, and
the Medical Outcomes Study Short-Form General Health
Survey (SF–20), which measures functional status on six
dimensions.17 Finally, patients completed items regarding
physician visits and disability days during the previous 3
months.

Structured Psychiatric Interview

In a random sample of 965 subjects, two mental
health professionals conducted structured psychiatric in-
terviews by telephone, blinded to the results of the self-
report research questionnaire, to establish independent,
criteria-based diagnoses according to the Diagnostic and
Statistical Manual of Mental Disorders, 4th Revision
(DSM–IV).18 Details of the sampling and structured inter-
view have been previously described.12 In this study, the
criterion standard mental health professional interview in-
cluded diagnostic modules for anxiety, but not depressive,
disorders. This was partly because the principal study aim
was to validate a new anxiety measure (the GAD–7) and
also because the operating characteristics of the PHQ–2
for detecting depressive disorders have been well estab-
lished in previous studies.14,19–21

Composite Depression/Anxiety
Screening Scale (the PHQ–4)

Both the first two items of the PHQ–8, known as the
PHQ–2, as well as the first two items of the GAD–7,
known as the GAD–2, have been shown to have excellent
operating characteristics for assessing depressive and anx-
iety disorders.13,14 The PHQ–2 consists of the two core
criteria for depressive disorders. The GAD–2 consists of
the two core criteria for generalized anxiety disorder that
have also been shown to be good screening items for
panic, social anxiety, and posttraumatic stress disorders.13

Therefore, we combined these two-item measures into a
composite four-item scale called the PHQ–4 (see Appen-
dix 1). As with the parent scales, the PHQ–4 begins with
the stem question: “Over the last 2 weeks, how often have
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you been bothered by the following problems?” Responses
are scored as 0 (“not at all”), 1 (“several days”), 2 (“more
than half the days”), or 3 (“nearly every day”). Therefore,
the total score on this composite measure ranges from 0 to
12.

Data Analysis

Construct validity was assessed by analysis of covari-
ance to examine associations between symptom severity
on the PHQ–4 scale and SF–20 functional status scales,
self-reported disability days, and physician visits, control-
ling for age, race, sex, educational level, and study site.
For some analyses, PHQ–4 scores were operationally cat-
egorized as normal (0–2), mild (3–5), moderate (6–8),
and severe (9–12). To determine whether the construct
validity of the PHQ–4 is comparable to its longer parent
measures, the GAD–7 and PHQ–8, we examined the cor-
relations of each of these scales with the six domains of
the SF–20. To investigate whether the anxiety and depres-
sion scales of the PHQ–4 reflect distinct dimensions, fac-
torial validity was assessed with confirmatory factor anal-
yses. To determine whether the anxiety (GAD–2) and
depression (PHQ–2) subscales of the PHQ–4 have differ-
ent operating characteristics in detecting anxiety disorders,
receiving operating characteristic (ROC) analyses were
conducted to determine the area under the curve (AUC)
for each of the four anxiety disorders. Calculations of
AUCs and statistical comparisons were performed with a
nonparametric procedure that accounted for the correlated
nature of the data (i.e., GAD–2 and PHQ–2 AUCs were,
appropriately, calculated on the same persons).22

Finally, to examine the independent as well as comor-
bid effects of anxiety and depression, we compared the
SF–20 scores in patients with anxiety-only, depression-
only, neither, and both.

RESULTS

Description of Patients

The mean age of the patients was 47.2 (standard de-
viation [SD]: 15.4) years, with a range of 18–95; 66%

were women; 81% were non-Hispanic white, 8% were
African American, 8% were Hispanic; 64% were married;
7% had less than a high school education, 31% had a high
school degree or equivalent, 62% had some college. The
mean PHQ–8 depression score in the sample was 5.1 (SD:
5.2), and the mean GAD–7 anxiety score was 5.3 (SD:
5.3). The proportion of patients with at least moderate
depression or anxiety symptoms (defined as a score �10
on either scale) was 19% and 20%, respectively, and the
proportion with moderately severe depression or anxiety
symptoms (defined as a score �15 on either scale) was 7%
and 8%, respectively. The mean PHQ–4 score was 2.5
(SD: 2.8), with 61.5% having normal (0–2) scores, 23.3%
having mild (3–5) elevations, 10.6% having moderate
(6–8) elevations, and 4.6% having severe (9–12) eleva-
tions.

Construct Validity of the PHQ–4

Figure 1 illustrates graphically the relationship be-
tween increasing PHQ–4 scores and worsening functional
status. Decrements in SF–20 scores are shown in terms of
the effect size, which is the difference in mean SF–20
scores expressed as the number of SDs between each
PHQ–4 interval subgroup and the reference group. The
reference group is the group with the lowest PHQ–4
scores (i.e., 0–2), and the SD used is that of the entire
sample. Most pairwise comparisons within each SF–20
scale between successive PHQ–4 levels are highly signif-
icant (p�0.001). Effect sizes of 0.5 and 0.8 represent
moderate and large between-group differences, respective-
ly.23 As PHQ–4 scores go from normal (0–2) to mild
(3–5) to moderate (6–8) to severe (9–12), there is a sub-
stantial stepwise decline in functioning in all six SF–20
domains.

When the PHQ–4 was examined as a continuous vari-
able, its strength of association with the SF–20 scales was
concordant with the pattern seen in Figure 1. As shown in
Table 1, the PHQ–4 correlated most strongly with mental
health (0.80), followed by social functioning (0.52), gen-

APPENDIX 1. The Four-Item Patient Health Questionnaire (PHQ–4) for Anxiety and Depression

Over the last 2 weeks, how often have you
been bothered by the following problems? Not at All Several Days

More Than
Half the Days Nearly Every Day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
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eral health perceptions (0.48), role functioning (0.37),
bodily pain (0.36), and physical functioning (0.36).

Notably, the PHQ–4 composite scale correlates as
well as or better than its two components (GAD–2 and
PHQ–2) with the SF–20 scales (Table 1). The 15-item
composite scale correlated as well as or better than its
component anxiety scale (the GAD–7) and similar to its
component depression scale (the PHQ–8) with the SF–20
scales. As expected, the longer anxiety, depression, and
composite scales had slightly higher correlations than their
ultra-brief versions, although the absolute differences were
small. The internal reliability (Cronbach �) was good
(�0.80) for all scales.

Table 2 demonstrates the strong incremental relation-
ship between increasing symptom severity on the PHQ–4
scales and self-reported disability days. Also, increasing
symptom severity was moderately associated with in-
creased healthcare use. Importantly, increasing scores on
the PHQ–4 have a similarly strong dose–response rela-
tionship to disability days and physician visits as the
longer anxiety (GAD–7) and depression (PHQ–8) scales.

Factorial Validity of the PHQ–4

Principal-component analysis of a set of four items
(i.e., PHQ–4) that includes the two depression items of the

TABLE 1. Comparison of Correlations Among PHQ Anxiety/Depression Scales and SF–20 Scales in 2,149 Patients

SF–20 Functional Status Scale

Anxiety Depression Composite

7 Items 2 Items 8 Items 2 Items 15 Items 4 Items

GAD–7 GAD–2 PHQ–8 PHQ–2
Combined GAD–7

and PHQ–8 PHQ–4

Possible scale range 0–21 0–6 0–24 0–6 0–45 0–12
Mean (SD) in sample 5.3 (5.3) 1.4 (1.7) 5.1 (5.2) 1.0 (1.4) 10.5 (9.8) 2.5 (2.8)
Cronbach’s alpha 0.92 0.82 0.90 0.81 0.94 0.85
Correlations with SF–20 scales

Mental Health 0.75 0.72 0.74 0.72 0.80 0.80
Social Functioning 0.46 0.44 0.56 0.50 0.55 0.52
General Health Perceptions 0.44 0.40 0.55 0.47 0.53 0.48
Role Functioning 0.33 0.29 0.45 0.37 0.42 0.37
Bodily Pain 0.36 0.32 0.43 0.33 0.43 0.36
Physical Functioning 0.30 0.28 0.43 0.36 0.39 0.36

Amount of missing data for any given SF–20 domain was less than 5%.
PHQ: Patient Health Questionnaire; SF–20: Medical Outcomes Study Short-Form General Health Survey; GAD: Generalized Anxiety Disorder;

SD: standard deviation.

FIGURE 1. Relationship Between Anxiety and Depression Symptom Severity, as Measured by the PHQ–4, and Decline in Functional
Status, as Measured by the Six Subscales of the SF–20
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group means divided by the standard deviation.
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PHQ–2 and the two anxiety items of the GAD–2 indicated
that 84% of the total variance was explained by the first
two factors. The varimax-rotated component-matrix
clearly confirmed the original allocation of the items to the
PHQ scales, with the two anxiety items having the highest
factor loadings on Factor 1 and the two depression items
having the highest factor loadings on Factor 2 (Table 3).

Operating Characteristics of GAD–2 Versus
the PHQ–2 for Detecting Anxiety Disorders

Because of the overlap in depression and anxiety in
many patients, some have wondered whether depression
screening alone might adequately capture patients with
clinically significant anxiety as well. Therefore, we exam-
ined the differential performance of the anxiety (GAD–2)
and depression (PHQ–2) subscales of the PHQ–4. As

shown in Table 4, the GAD–2 is significantly better than
the PHQ–2 for detecting three of the four most common
anxiety disorders in clinical practice, as well as any anx-
iety disorder (defined as one or more of the four anxiety
disorders).

Anxiety and Depression Comorbidity

The relative effects of anxiety and depression, both
individually and together, are illustrated in Figure 2. For
this comparison, anxiety was defined as a score of �3 on
the Anxiety subscale of the PHQ–4, and depression was
defined as a score of �3 on the Depression subscale of the
PHQ–4, with optimal cutpoints for the two scales based on
previous research.13,14 In the sample of patients who com-
pleted both scales, there were 1,577 (75%) patients with
neither anxiety nor depression, 255 (12.1%) with anxiety
only, 93 (4.4%) with depression only, and 178 (8.5%) with
both anxiety and depression. Thus, more than half (255/
433, or 59%) of patients with high anxiety scores did not
have high depression scores. The impairment in mental
health associated with anxiety is identical to that associ-
ated with depression. The impairment in social functioning
and general health perceptions is only slightly less for
anxiety than for depression. Moreover, there was an addi-
tive effect of anxiety and depression on a number of the
SF–20 domains.

DISCUSSION

This study has several major findings. First: a four-item
scale, the PHQ–4, consisting of two core anxiety items

TABLE 2. Relationship Among Anxiety/Depression Scores (GAD–7, PHQ–4, and PHQ–9) and Measures of Construct Validity (Self-
Report Disability Days and Physician Visits)

Level of Severity (Score Range) Mean Disability Days (95% CI) Mean Physician Visits (95% CI)

GAD–7 PHQ–4 PHQ–8 GAD–7 PHQ–4 PHQ–8 GAD–7 PHQ–4 PHQ–8

None-to-Minimal 3.9 3.9 4.9a 1.2 1.2 1.4a

(0–4) (0–2) (0–4) (3.0–4.7) (3.1–4.7) (3.6–6.2) (1.1–1.3) (1.1–1.4) (1.2–1.7)
Mild 7.5 8.2 5.6a 1.7 1.9a 1.7a

(5–9) (3–5) (5–9) (6.2–8.7) (6.9–9.4) (3.7–7.5) (1.5–1.9) (1.7–2.1) (1.3–2.0)
Moderate 10.7 13.0 12.0 2.2a 2.1a,b 2.5b

(10–14) (6–8) (10–14) (8.9–12.4) (11.1–14.9) (9.4–14.5) (1.9–2.5) (1.8–2.4) (2.1–2.3)
Severe 16.8 21.6 26.3 2.4a 2.8b 3.4b

(15–21) (9–12) (15–24) (14.6–19.1) (18.6–24.6) (22.6–29.7) (2.0–2.8) (2.3–3.3) (2.8–4.1)

GAD: Generalized Anxiety Disorder; PHQ: Patient Health Questionnaire; CI: confidence interval.
Disability days refers to number of days in past 3 months that patients’ symptoms interfered with their usual activities. “Physician visits” also refers

to past 3 months. Both are by self-report. Means are also adjusted for age, sex, race, education, and study site. Most pairwise comparisons between
each severity level within a particular scale (GAD–7, PHQ–4, or PHQ–8). Comparisons for a given variable (i.e., disability days or physician visits)
are significant at p �0.05 with Bonferroni correction for multiple comparisons. Only those pairwise comparisons that share a common superscript
letter are not significant.

TABLE 3. Factorial Validity of the PHQ–4 in 2,103 Patients

Factor Loadings

Factor 1
(Anxiety)

Factor 2
(Depression)

Depression Items (PHQ–2)
Little interest or pleasure in doing things 0.25 0.90
Feeling down, depressed, or hopeless 0.40 0.82

Anxiety Items (GAD–2)
Feeling nervous, anxious, or on edge 0.87 0.29
Not being able to stop or control

worrying
0.86 0.33

Principal-component analysis with varimax rotation. For each
item, higher factor loadings are printed in bold.
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and two core depression items, is an efficient ultra-brief
tool for identifying individuals who may be suffering from
one or both of these common mental disorders. Second:
increasing PHQ–4 scores are strongly associated with dec-
rements in multiple domains of functional impairment.
Third: the anxiety and depression subscales make unique
overall contributions to the PHQ–4, both in terms of fac-
torial and criterion validity. Fourth, and perhaps most im-
portantly: the results indicate that anxiety has a substantial
independent effect on functioning, and even more so when
comorbid with depression. Therefore, screening for both
anxiety and depression, rather than either alone, is advis-
able.

The PHQ–4 may be particularly useful as a brief
screening scale for busy clinicians interested in identifying
potential cases of depression and anxiety. The value of this
scale is supported by the internal reliability, construct
validity, and factorial validity established in this study, as
well as the reliability, and criterion, construct, and proce-
dural validity of its two subscales, the PHQ–2 and
GAD–2, established in previous studies.12–14,20 Those

with elevated PHQ–4 scores can be further assessed to
determine whether full diagnostic criteria are met for ei-
ther disorder or whether some intervention is indicated.

Construct validity was demonstrated by the fact that
increasing PHQ–4 scores were strongly associated with
multiple domains of functional impairment. The effect of
increasing PHQ–4 symptom severity was greatest for
mental health, intermediate for social and general health
perceptions, and least for bodily pain and physical func-
tioning, which is the expected rank ordering of functional
impairment associated with mental disorders.24–26 Fur-
thermore, there was a strong association with self-reported
disability days and a modest association with increased
healthcare utilization.

Despite the high correlation between depression and
anxiety measures,27,28 factor analysis confirmed that the
Anxiety and Depression subscales of the PHQ–4 reflect
two separate dimensions. Also, ROC analysis demon-
strated that the Anxiety subscale is superior to the Depres-
sion subscale in detecting anxiety disorders. Therefore, the
scores on the two subscales, the PHQ–2 and GAD–2, help

TABLE 4. Comparison of GAD–2 and PHQ–2 Scales by Receiver Operating Curve Analysis for Four Common Anxiety Disorders

Area Under the Curve (95% CI)
Comparison of Area

Under the Curve

Anxiety Disorder GAD–2 PHQ–2 �2 p

Generalized anxiety disorder 0.908 (0.876–0.940) 0.813 (0.765–0.862) 17.7 0.0001
Panic disorder 0.848 (0.805–0.891) 0.750 (0.691–0.809) 13.67 0.0002
Social anxiety disorder 0.827 (0.773–0.881) 0.781 (0.723–0.839) 4.64 0.031
Posttraumatic stress disorder 0.802 (0.759–0.844) 0.767 (0.711–0.811) 1.47 0.226
Any anxiety disorder 0.853 (0.823–0.883) 0.780 (0.743–0.817) 16.04 0.0001

Comparisons were made using a nonparametric approach, taking into account the correlated nature of the data.22

GAD: Generalized Anxiety Disorder; PHQ: Patient Health Questionnaire; CI: confidence interval.

FIGURE 2. Relationships Among Anxiety, Depression, and Functional Status
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indicate whether the patient is predominantly affected by
anxiety or depressive symptoms. Previous research has
established that a score of 3-or-greater on the Depression
subscale represents a reasonable cut-point for identifying
potential cases of major depression or other depressive
disorders.14,20 Likewise, a score of 3-or-greater on the
Anxiety subscale represents a reasonable cut-point for
generalized anxiety, panic, social anxiety, and posttrau-
matic stress disorders.13 The total PHQ–4 score comple-
ments the subscale scores as an overall measure of symp-
tom burden, as well as impairment and disability. At the
same time, the PHQ–4 is only a screener, and, as with
other case-finding measures,29 the positive predictive
value for a DSM–IV disorder, even for individuals with
depression or anxiety subscale scores of 3-or-over is lim-
ited.13,14 Thus, an elevated PHQ–4 score is not diagnostic,
but is, instead, an indicator for further inquiry to establish
the presence or absence of a clinical disorder warranting
treatment.

Although depression and anxiety are frequently co-
morbid,6,7 assessing for both conditions appears war-
ranted. First, one-quarter of our primary-care sample had
anxiety and/or depression, and, of these patients, half had
anxiety-only. In fact, had we screened only for depression,
50% of these anxious patients may not have been identi-
fied. Second, anxiety and depression both have substantial
and independent effects on functional status. Third, al-
though both anxiety and depression often respond to sim-
ilar first-line treatments such as antidepressants and cog-
nitive-behavioral therapy,30 psychotherapy, especially
cognitive-behavioral therapy, is considered a first-line
treatment for anxiety disorders by some experts.31 There-
fore, knowing whether an individual patient has depres-
sion, anxiety, or both may be useful in selecting and
monitoring treatment. In short, researchers and clinicians
should consider screening for both conditions, rather than
either one alone. It must be emphasized, however, that to
improve patient outcomes, screening by itself is insuffi-
cient and that systems of care must be in place to monitor
treatment response and adherence, adjust therapy, and col-
laborate with mental health professionals as needed.32–35

Since previous research has established the validity
and reliability of the PHQ–2 and GAD–2, what is the
added value of coupling them into the composite PHQ–4?
First, the construct validity data (Table 2, Table 3, Figure
2) show that the overall PHQ–4 score serves as a general
marker of psychological distress, and such measures of
potential psychiatric “caseness” (e.g., the GHQ–12,36,37

the MHI–5,38 the WHO–5,39 and the K10/K640) can be

valuable in primary-care and population screening. Sec-
ond, composite measures consisting of Anxiety and De-
pression subscales, such as the longer, 14-item Hospital
Anxiety and Depression Scale, perform well in assessing
the symptom severity and caseness of patients with anxi-
ety and depressive disorders in medical, psychiatric, and
general population samples.28 Third, although first-line
treatment of anxiety or depression may be similar, comor-
bidity may adversely affect remission rates. Thus, assess-
ment of both anxiety and depression may be helpful in
identifying high-scoring patients with both conditions who
may require closer monitoring and/or earlier referral for
more specialized treatments, particularly if they fail to
improve.

Limitations of this study should be noted. First, al-
though the PHQ–4 is a good measure of caseness, it does
not evaluate other important conditions that should be
evaluated before treatment, such as suicidality and bipo-
larity, or the possibility that there is an underlying general-
medical condition that accounts for the mood disturbance.
Second, in this study we had a criterion standard interview
for anxiety but not depressive disorders. However, a large
body of work has documented the operating characteristics
of the PHQ–2 for depressive disorders.14,19–21 Third, be-
cause this is a cross-sectional study, the responsiveness of
an ultra-brief measure like the PHQ–4 for monitoring
treatment needs to be determined in prospective trials.
Fourth, although our prevalence and impairment data sug-
gest that anxiety and depression both warrant detection,
prospective trials focused on joint screening and system-
atic treatment are needed to determine the added value of
screening for both disorders, as opposed to the current
emphasis on depression screening only.

The major strengths of this study include its large
sample size, diverse clinical settings, and its generalizabil-
ity to primary care, where the majority of patients with
anxiety and depression are treated.41,42 Because of its ex-
cellent operating characteristics, the PHQ–4 may well
substitute for its parent scales (the GAD–7 and PHQ–9) as
well as even longer depression and anxiety measures for
screening purposes. To our knowledge, this ultra-brief,
four-item scale is the shortest validated composite mea-
sure currently available for assessing depressive and anx-
iety disorders, and could be very useful in busy clinical
settings where these mental disorders commonly coexist.
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