
GAF is scored on the basis of di-
agnosis and symptom severity rather
than on social and occupational dis-
ability and that these ratings are
of questionable value in predicting
treatment outcome (2). This problem
is ameliorated by the use of separate
subscales for these domains in the
MIRECC GAF and the Kennedy
Axis V. Therefore, it is puzzling that
Dr. Kennedy and Dr. Aas advocate
the use of a global score, which, even
with good training and accurate
scoring, tells us nothing about why
a patient is doing poorly, getting
better, or getting worse, because
symptoms and disabilities do not
predictably covary (3).
The DSM-5 cross-cutting symptom

assessments and the World Health
Organization Disability Assessment
Schedule (WHODAS) represent ef-
forts to “unpack” the elements of
the axis V global score for users of
DSM-5. These measures represent
good targets for assessing treatment
outcomes. They can be used across
diagnostic categories, require no for-
mal training, and have demonstrated
reliability (4,5). The domains mea-
sured in the cross-cutting symptom as-
sessments, such as depression, anxiety,
sleep disturbance, somatic symptoms,
suicidal ideation, and substance mis-
use, may be a part of the clinical
presentation of virtually any patient,
regardless of diagnosis. TheWHODAS,
based on the WHO International
Classification of Functioning, Disabil-
ity, and Health, is applicable across all
health conditions. These are patient-
completed instruments, although the
assessment procedure used in the
DSM-5 Field Trials specified clinical
review and interpretation of patient
responses.
There is no arguing that the GAF

has been widely used clinically and in
research and has been emulated by
several other measures. However, in
a health care climate that increasingly
emphasizes patient-reported outcomes,
measurement-based treatment deci-
sions, and quality-of-care metrics, the
use of axis V global measures of “func-
tioning” for our patients is outdated
and was properly abandoned by the
DSM-5 Task Force.
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A Personalized
Patient Page
To the Editor: A patient page is
a document describing a disease in
easy-to-understand, layperson’s terms.
It is considered important in motivat-
ing patients and their relatives to
engage in treatment (1). Patient pages
are distributed widely in many areas of
health care, but as Thomas Goetz (2)
suggested in his recent book, their
value would be greatly improved if the
information was placed in the context
of the patient’s personal clinical data.
As such, patients would arguably become
more engaged in their own treatment,
more motivated to take responsibility,
and more satisfied with doctor-patient
communication.

The idea of a personalized patient
page is fairly new, and until now it has
not been applied to the treatment of
persons with mental illness. With this
in mind, we developed an example of
a personalized patient page for a fic-
tional patient with depression. [The

sample page is available as an online
data supplement to this letter.] When
the page is implemented in the clinic,
we envisage that it would be gener-
ated automatically when results from
an examination are recorded in the
patient’s file. Furthermore, the page
could be delivered to the patient’s
e-mail inbox or smartphone applica-
tion, and the page could have an in-
teractive design. For example, if the
patient wishes to clarify or know more
about “minor depression,” he or she
would click on that term and the
relevant information would be dis-
played. We expect that the main
barrier to implementation will be the
development of software that can find
information in the patient file and
copy it to the appropriate places on
the patient page.

We believe that this personalized
patient page will empower and moti-
vate patients to take control of their
mental health. According to Daniel
Pink (3), motivation comes with auto-
nomy, mastery, and purpose. The
personalized patient page that we
have designed will contribute to the
goal of motivating patients by helping
them understand the severity of their
depression, what it means to them,
and what they can do to combat it.
Making the patient’s health profile
more individual, present, tangible,
and straightforward will clarify the
purpose of treatment. Second, pro-
viding patients and their relatives with
information that they understand and
will remember provides a foundation
for engaging in treatment. Third, as
health care professionals encourage
patient autonomy by relinquishing
part of their sovereignty in regard to
treatment, patients are more likely to
take control of their own health. Finally,
a patient page may prevent misunder-
standings during doctor-patient commu-
nications and provide needed additional
information.

In conclusion, we predict that im-
plementing a personalized patient
page in the treatment of persons with
mental illness will promote patient
engagement in treatment, motivate
patients to take responsibility, and
lead to greater satisfaction with patient-
doctor communication.
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Low Depression
Screening Rates in
U.S. Ambulatory Care
To the Editor: Depression is an
important public health problem with
significant costs both to individuals
and society. In 2003, the U.S. lifetime
prevalence of major depressive disor-
der was 16.2% (1). Depression is the
leading cause of disability (2), with an
estimated cost of $83.1 billion in the
United States in 2000 (3). As of 2009,
the U.S. Preventive Services Task
Force (USPSTF) recommends “screen-
ing adults for depression in clinical
practices that have systems in place
to assure accurate diagnosis, effective
treatment, and follow-up” (4). In light
of these recommendations, the primary
aim of the study reported here was to
estimate the rate of depression screen-
ing in the U.S. outpatient office setting.
The National Ambulatory Medical

Care Survey (NAMCS) is an annual
cross-sectional survey of visits to office-
based physicians across the United
States, stratified by physician specialty
(5). Approximately two of three sampled
physicians participate in the survey.

Depression screening at sampled vis-
its is ascertained and recorded by the
responding physician, a member of
his or her staff, or a U.S. Census
Bureau field representative who re-
views medical records for documen-
tation of the screening performed.
Because information on depression
screening was first collected in 2005,
data from 2005 to 2010 were analyzed.
The USPSTF does not support screen-
ing for children 11 years and younger.
Therefore, only visits for patients 12
years and older were included. Visits to
psychiatrists were excluded from the
analysis.

SAS version 9.2 was used to analyze
the data; SAS SVY PROCS was used
to account for the complex survey
design. Sampled visit weights were
applied, which produced unbiased
national estimates. The percentage
of visits, overall and with primary care
physicians (general and family practi-
tioners, internists, pediatricians, and
obstetricians-gynecologists), linked with
depression screenings are reportedwith
95% confidence intervals (CIs).

Over the period, the average num-
ber of annual visits was estimated to
be 947 million, and the average annual
frequency of documented depression
screening was 1.3% (CI51.1%–1.5%).
For visits to primary care physicians,
the rate was 1.8% (CI51.5%–2.1%).
Screening was most common among
internists (2.8%, CI51.8%–3.8%), fol-
lowedby gynecologists (2.4%,CI51.3%–

3.4%), family physicians (1.9%, CI5
1.6%–2.2%), pediatricians (1.8%, CI5
1.0%–2.6%), and other specialists (.5%,
CI5.2%–.7%). Among visits for which
no screening was documented, 7.7%
(CI57.2%–8.2%) were for patients who
already had a diagnosis of depression.

The NAMCS has several limita-
tions. It does not record whether
sampled offices have adequate staff
for screening and follow-up care. To our
knowledge, the accuracy of NAMCS
methods for identifying depression
screening through chart review has
not been confirmed. Because visits
were the unit of analysis and physi-
cians may screen patients only annu-
ally, the period prevalence of screening
for patients over a year cannot be
estimated.

Ultimately, depression screening
rates are quite low and further steps
are required for improvement. De-
pression screening itself can be as
simple as asking two questions. Thus
it is likely that screening may not
be performed because the necessary
follow-up care resources are not avail-
able at some offices. It is therefore im-
portant to develop a plan that improves
access to depression management re-
sources for outpatient offices.
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of Recovery
To the Editor: In 2009, the United
Kingdom’s first Recovery Colleges
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