
C U E S T I O N A R I O  S O B R E  L A  S A L U D
D E L  P A C I E N T E - 9

( P H Q - 9 )

Durante las últimas 2 semanas, ¿qué tan seguido ha 
tenido molestias debido a los siguientes problemas?  
(Marque con un “�” para indicar su respuesta) 

Ningún 
día 

Varios 
días 

Más de la 
mitad de 
los días 

Casi 
todos los 

días 

1. Poco interés o placer en hacer cosas 0 1 2 3

2. Se ha sentido decaído(a), deprimido(a) o sin esperanzas 0 1 2 3

3. Ha tenido dificultad para quedarse o permanecer
dormido(a), o ha dormido demasiado 0 1 2 3

4. Se ha sentido cansado(a) o con poca energía 0 1 2 3

5. Sin apetito o ha comido en exceso 0 1 2 3

6. Se ha sentido mal con usted mismo(a) – o que es un
fracaso o que ha quedado mal con usted mismo(a) o con
su familia

0 1 2 3

7. Ha tenido dificultad para concentrarse en ciertas
actividades, tales como leer el periódico o ver la televisión 0 1 2 3

8. ¿Se ha movido o hablado tan lento que otras personas
podrían haberlo notado? o lo contrario – muy inquieto(a)
o agitado(a) que ha estado moviéndose mucho más de
lo normal

0 1 2 3

9. Pensamientos de que estaría mejor muerto(a) o de
lastimarse de alguna manera 0 1 2 3

FOR OFFICE CODING    0     +   ______  +  ______  + ______ 

=Total Score:  ______ 

Si marcó cualquiera de los problemas, ¿qué tanta dificultad le han dado estos problemas para 
hacer su trabajo, encargarse de las tareas del hogar, o llevarse bien con otras personas? 

No ha sido  
difícil 

 

Un poco 
difícil 

 

Muy  
difícil 

 

Extremadamente  
difícil 

 

Elaborado por los doctores Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke y colegas, mediante una 
subvención     educativa otorgada por Pfizer Inc. No se requiere permiso para reproducir, traducir, presentar o distribuir. 

Adapted from the patient health questionnaire (PHQ) screeners (www.phqscreeners.com). Accessed October 6, 2016. 
See website for additional information and translations.

Program________________________________________  Home Visitor__________________________
Participant Name and/or ID #________________________ Date_________________________________



  

 

 
Patient Health Questionnaire-9 (PHQ-9) Scoring 

 
 

Overview of Tool: 
 
The Patient Health Questionnaire-9 (PHQ-9) is a brief, 9-question screening checklist used to flag potential 
signs of depression. It is an early warning tool, not a medical diagnosis. 
 
The PHQ-9 is a free, public-domain screening tool that requires no formal training or certification to 
administer, complete, or score. The PHQ-9 has been validated with a wide variety of populations, including 
pregnant women, women in the postpartum period, as well as adults in the general population.  
 
ECECD Periodicity:  

• All models will administer the PHQ-9 within 60 days of enrollment and annually thereafter. 
• During pregnancy, it will be completed once per pregnancy, within two months postpartum, and 

annually thereafter. 
• The ECECD Home Visitor uses their judgment and critical thinking to determine if the questionnaire 

should be administered at an additional time.  
 

Guidance: 
• The client should complete the questionnaire themselves with support from the home visitor during 

the home visit. 
• The client is asked, “Over the last 2 weeks, how often have you been bothered by any of the following 

problems? 
• They then respond: Not at all (0), Several days (1), More than half the days (2), or Nearly every day (3) 
• The PHQ-9 is calculated by assigning scores of 0, 1, 2, and 3 to the response categories of ‘not at all’, 

‘several days’, ‘more than half the days’, and ‘nearly every day’ respectively. 
• PHQ-9 total score for the nine items ranges from 0 to 27. Scores of 5, 10, 15, and 20 represent cut-off 

points for mild, moderate, moderately severe, and severe depression, respectively (p. 5). 
• The last question asks clients “to report ‘how difficult have these problems made it for you to do your 

work, take care of things at home, or get along with other people?’ This single patient-rated difficulty 
item is not used in calculating any PHQ score or diagnosis but rather represents the client’s global 
impression of symptom-related impairment. It may be useful in decisions regarding initiation of or 
adjustments to treatment since it is strongly associated with both psychiatric symptom severity as 
well as multiple measures of impairment and health-related quality of life (p. 2). 

• All nine items must be completed. 
• Good clinical care also involves asking if the caregiver has fears about hurting the baby or fears of the 

baby coming to harm. 
 
 
Instruction manual: Instructions for patient health questionnaire (PHQ-9) measures. Retrieved from 
https://www.phqscreeners.com/images/sites/g/files/g10016261/f/201412/instructions.pdf 
 
 
 
 
 

https://www.phqscreeners.com/images/sites/g/files/g10016261/f/201412/instructions.pdf


  

 

 
Interpretation of Total Score and Recommended Action 

 
Total 
Score 

Depression Severity Action 

0-4 Minimal depression  
5-9 Mild depression • Provide the Mothers and Babies curriculum as an intervention, as 

appropriate.  
• Monitor symptoms over time.  
• Rescreen according to ECECD periodicity requirements or sooner if 

symptoms worsen or concerns arise.  
• If symptoms increase, persist, or interfere with daily functioning, 

discuss referral options for further evaluation by a mental health 
professional.  

10-
14 

Moderate 
depression 

• Referral to mental health professional and/or Primary Care 
Provider for assessment.* 

• Provide the Mothers and Babies curriculum as an intervention, as 
appropriate.  

• Monitor symptoms over time.  

15-
19 

Moderately severe 
depression 

• Referral to mental health professional and/or Primary Care 
Provider for diagnostic assessment and treatment * 
 20-

27 
Severe depression 

A score of 10 and above requires a referral to a mental health professional and/or Primary Care Provider 
for assessment. 
 
*An emergency referral is required for any client who has intention or plan that they would be better off 
dead or of hurting themselves or others in some way. 
  
Note: Home Visitors should follow their agency policies and procedures regarding referral 
and coordination of care for clients who screen above 10 or those who are in need of an 
emergency referral. 
 

 
 
 




