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Background: Depression is common worldwide. Rates of depression vary across geographic regions and, in migrants, 
are further influenced by their migration trajectory. Depression is commonly under-recognized and undertreated in 
immigrants and refugees. We reviewed evidence to improve primary care detection and treatment of major depressive 
disorder among immigrants and refugees during the first 5 years of resettlement. 

Methods: We systematically reviewed screening and treatment guidelines and systematic reviews on depression from 
Canada, the United States and the United Kingdom and recent studies addressing the effectiveness of screening and 
treatment of major depressive disorder in immigrants and refugees. We assessed the quality of evidence using the Grading 
of Recommendations Assessment, Development, and Evaluation approach. 

Results: Screening for depression alone has no reliable benefit for clinical outcomes. If integrated treatment providing 
enhanced care for depression is in place, however, screening is associated with improved outcomes, although effects are 
modest (1%–2% of variance in depression symptoms). This positive effect of screening and integrated care can be larger 
for certain ethnocultural minorities or migrant groups, particularly when barriers to access to care and cultural or 
linguistic differences between clinicians and patients exist, although this increase has not been demonstrated in studies 
designed for that purpose. 

Interpretation: Systematic screening can improve the outcome for depression when integrated treatment is available. 
However, few primary care settings have the integrated systems in place. Effective detection and treatment among 
immigrants and refugees also can require interpreters or culture brokers to identify patient concerns, negotiate illness 
meanings, monitor progress, ensure adherence to treatment, and address social causes and consequences of depression. 
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Box 1: Recommendations on depression from the 
Canadian Collaboration for Immigrant and Refugee 
Health  

If linked to integrated treatment program, screen adults 
for depression with a systematic clinical inquiry or 
validated patient health questionnaire (PHQ-9 or 
equivalent). Link suspected cases of depression with 
integrated treatment program and case management or 
mental health care. 

Basis of recommendations 

� Balance of benefits and harms: The number 
needed to treat (NNT) to prevent one person with 
persistent depression was 18 (95% CI 10– 91) in 
studies of 1–12 months’ duration. Depression 
treatment in enhanced depression-care models 
accounts for an additional 1%–2% reduction in 
depressive symptoms compared with usual care. 
Prevalence of depression is similar in Canadians and 
in immigrants and refugees (10.7%), but access to 
care can be limited for immigrant populations. No 
data on harms were reported, which would include 
patients’ out-of-pocket costs and possible adverse 
effects of medication. 

� Quality of evidence: Moderate 
� Values and preferences: The Guideline Committee 

attributed more value to screening and treating 
depression to improve quality of life and less value to 
concerns about impairing rapport in therapeutic 
relationships; cultural acceptability and potential 
stigma of diagnostic labels; the cost and 
inconvenience of additional follow-up assessments; 
and possible adverse effects or costs associated with 

treating incorrectly diagnosed patients. 
 

 

The cases 

Rukhsana, a 23-year-old Bangladeshi woman who 
recently delivered her first child, visits the office with 
complaints of extreme fatigue, headaches, and diffuse 
muscle aches and pains. She is asking for a tonic or 
vitamins to give her some energy. 
   Ahmed, an 18-year-old Somali man, presents with 
recurrent abdominal pain. He is worried that something 
is seriously wrong with his stomach. He arrived in 
Canada alone one year ago after a period of two years in 
a refugee camp. He is attending school but doing poorly 
in his studies. 

Introduction 

Depression is a common and costly health care problem. 
Depressive disorders are estimated to account for 4.4% 

of the global burden of disease and are the primary cause 
of loss of disability-adjusted life years in developed 
countries.1 Nearly all people with major depression are 
seen only in primary care, but up to 60% of cases go 
undetected and untreated.2 The level of underdiagnosis 
and inadequate treatment for depression in primary care 
is higher for migrants, who face cultural, linguistic and 
structural barriers to mental health care.3-5 
   Rates of depression vary widely across countries and 
among ethnocultural groups and communities within a 
given region.6,7 However, depression rates in countries of 
origin are poor predictors of depression in migrants 
because of factors involved in the process of migration 
itself. While migration in itself does not lead to an 
increase in depression, specific stressors and challenges 
can contribute to the onset of depression or influence its 
course, particularly among refugees or others who 
experience forced migration8 In general, immigrants to 
Canada have lower rates of depression and other 
psychiatric disorders than the general Canadian 
population, while refugees have comparable rates of 
depression but higher rates of post-traumatic stress 
disorder and related disorders.9-12 Over time, the rate of 
depression in immigrant groups increases to match that 
of the general population.13 
   This review was undertaken to determine whether 
existing approaches to screening for depression in 
primary care are appropriate for immigrants and refugees 
and to identify clinical strategies that could improve the 
quality of care. 

Methods 

We used the 14-step approach developed by the 
Canadian Collaboration for Immigrant and Refugee 
Health.14 We first constructed a clinician summary table 
to highlight the epidemiology of depression in immigrant 
and refugee populations, clinical considerations and 
potential key clinical actions (Appendix 2). We then 
constructed a logic model to define the clinical 
preventive actions (intervention), outcomes and key 
questions. 

Search strategy for systematic reviews, guidelines and population-
specific literature 

We designed a search strategy in consultation with a 
librarian scientist to identify relevant systematic reviews 
and guidelines from a selection of electronic databases 
(e.g., MEDLINE, Psychlit, CINAHL, EMBASE and 
Cochrane Database of Systematic Reviews) and hand-
searching in websites of the National Guideline 
Clearinghouse (www.guideline.gov/), Public Health 
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Agency of Canada (www.phac-aspc.gc.ca), United States 
Preventive Services Task Force 
(www.ahrq.gov/clinic/USpstfix.htm), Canadian Task 
Force on Preventive Health Care 
(www.canadiantaskforce.ca/), and World Health 
Organization (www.who.int/en/). The search covered 
January 1998 through December 2008. Two reviewers 
screened eligible systematic reviews for their relevance to 
the key questions. We appraised eligible systematic 
reviews using the National Institute for Health and 
Clinical Evidence critical appraisal tool to assess 
systematicity (the review must apply a consistent and 
comprehensive approach), transparency, quality of 
methods and relevance. A reference systematic review 
was chosen for each outcome of clinical importance. 
Studies were included if the study design was a 
randomized controlled trial, controlled clinical trial, or 
cohort study using a placebo or no-treatment 
comparison that was relevant to our key questions. 
   Using the same databases, we conducted a separate 
literature search for depression and immigrant- and 
refugee-specific issues on the diagnosis and treatment of 
depression in primary care. The searches were limited to 
English-language articles. This restriction should not 
have a large effect on the results because the countries 
most similar to Canada in patterns of migration and 
primary health care system are English-speaking (e.g., 
United Kingdom, United States and Australia), and 
guidelines of international organizations are published in 
English. An updating search, focusing on randomized 
controlled trials and systematic reviews during the period 
Jan. 1, 2007, to Jan. 1, 2010, was conducted to determine 
whether any recent publications would change the 
position of the recommendation. 

Synthesis of evidence and values 

We compiled evidence from systematic reviews and 
pertinent cohort and clinical trials using the Grading of 
Recommendations Assessment, Development and 
Evaluation (GRADE) summary of findings tables, which 
assess both relative and absolute effects of interventions 
(relative risk and absolute event rate). We also appraised 
quality of evidence for each outcome using the GRADE 
quality-assessment tool, which assesses study limitations, 
directness, precision, consistency and publication bias 
across all studies (Box 2). In the synthesis of data on 
clinical considerations, we identified both clinically 
relevant considerations and implementation issues 
relevant to our population. Finally, we identified gaps in 
the research evidence. 

 

Results 

The search found no guidelines or outcome studies on 
screening and prevention of depression specifically for 
immigrants and refugees. Accordingly, this review 
focused on using available studies on migrant 
populations and ethnocultural communities to evaluate 
the relevance and generalizability of existing guidelines 
intended for the general population and on identifying 
specific clinical considerations relevant to prevention and 
treatment of depression among immigrants and refugees. 
   Existing guidelines on screening for depression in 
primary health care from the Canadian Task Force on 
Preventive Health Care15 and from the US Preventive 
Services Task Force16,17 and on treatment of depression 
from the Canadian Psychiatric Association,18 the 
American Psychiatric Association,19 and the United 
Kingdom National Institute for Health and Clinical 
Excellence20 all make scant mention of immigrants and 
refugees. The Canadian Psychiatric Association’s 
guidelines have a brief section on “implications of 
culture and ethnicity during the assessment and 
treatment of depression” that notes evidence for 
differences in drug metabolism “in various groups 
including Asian and African Americans.” The American 
Psychiatric Association’s guidelines for the treatment of 
depression note that language and other cultural variables 
can hamper accurate diagnostic assessment and 
treatment and also mention ethnic differences in the 
response to pharmacotherapy. The British National 
Institute for Health and Clinical Evidence guidelines 
include statements on ethnic variations in prevalence and 
on the importance of social and cultural factors in choice 
of treatment. 
   Neither the US Preventive Services Task Force 
guidelines nor the Canadian Task Force on Preventive 
Health Care recommendations addressed screening 
practices for immigrants or refugees, and the literature in 
this area is very limited. Several more recent studies, 
however, have reported evidence that can inform the 
implementation of depression screening and integrated 
care for immigrants and refugees in primary care 
(Appendix 1).  

What is the burden of depression in immigrant 
and refugee populations? 

The most recent Canadian data from the Canadian 
Community Health Survey (CCHS 1.2) found a lifetime 
prevalence of depression of 10.8% in the general 
population.21 An analysis of the 2000-2001 CCHS found 
that 6.2% of immigrants reported symptoms suggesting 
at least one major depressive episode in the 12 months 
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before the survey, compared with 8.3% of Canadian-
born community members.22 Immigrants who had 
arrived in Canada in the previous four years had the 
lowest rates of depression, 3.3%–3.5%. Immigrants who 
arrived 10–14 years ago (rate 8.5%) or more than 20 
years ago (rate 6.8%–7.2%) had similar rates to those of 
the Canadian-born population. Proficiency in English or 
French and employment status did not affect the rates. A 
meta-analysis of studies on serious mental disorders 
among refugees found rates of depression similar to 
those in the general population but much higher levels of 
post-traumatic stress disorder, often in association with 
depression.23 
   Studies using self-report questionnaires in several 
countries have found high levels of depression among 
refugees, including children, adolescents and 
unaccompanied minors.24-28 However, use of symptom 
questionnaires to measure the prevalence of psychiatric 
disorders and need for care is imprecise and can produce 
inflated estimates. 
   Immigrant status has been identified as a risk factor for 
elevated symptoms of depression on the basis of self-
report questionnaire during pregnancy and in the 
postpartum period.29-33 Several studies have identified risk 
factors for depressive symptoms among child-bearing 
immigrant women. These include stressful life events, 
lack of social support or isolation, physical health 
problems, inability to speak the language of the host 
country, the demands of multiple roles, and separation 
from children who remained in the country of origin.34-39 

Results concerning the effect of length of stay in the host 
country as a risk factor are inconsistent: some studies 
found that more recent immigrants were at greater 
risk,32,38,39 while others indicated that those who migrated 
in childhood were at greater risk.40 

Does screening for depression decrease 
morbidity and mortality? 

Screening tools 

Many different screening instruments for depression 
have been validated in primary care settings, and little 
evidence suggests that any particular instrument 
performs better than other instruments although brief 
tools tend to be less specific.41,42 Brief 2- to 3-item 
screening tools appear to perform otherwise similarly to 
longer instruments for screening purposes.43,44 However, 
both brief and longer screening tools tend to have 
relatively high false-positive rates of 60%–70% when the 
prevalence of depression is 10%.43,45 Thus, positive 
screens must be confirmed by a full diagnostic 
interview.15,46 Most screening instruments have not been 

validated with many of the immigrant or refugee groups 
commonly seen in primary care in Canada, although the 
patient health questionnaire (PHQ) has been validated 
with Chinese, South Asian and other populations.47-51 
   No recommendations have been made regarding the 
optimal interval for screening, although the US 
Preventive Services Task Force noted that recurrent 
screening is “most productive” for patients with a history 
of depression or other psychiatric conditions, 
unexplained somatic symptoms, chronic pain or 
substance abuse.16 Depression can emerge at any point 
after migration. One study of Vietnamese refugees in 
Norway found that, compared with assessment upon 
arrival, rates of psychiatric disorder had not diminished 3 
years later, and 18% of refugees had major depression at 
3 years.52 Thus, periodic screening would appear to be 
most appropriate. 

Relative benefits and harms of treatment 

Benefits of treatment include reduction in the severity 
and duration of depression. Adverse effects from 
screening for depression among immigrants and refugees 
have not been systematically studied but can include 
impaired rapport and less use of general medical services 
if patients believe they are being labelled and stigmatized 
or are being treated improperly, the cost and 
inconvenience of additional follow-up assessments, and 
possible adverse effects or costs associated with treating 
incorrectly diagnosed patients. To date, no quantitative 
studies have explored the prevalence or magnitude of 
these potential harms. 
   Table 1 presents a summary of findings adapted from 
the US Preventive Services Task Force’s systematic 
review of screening for depression in 2002.53 On the 
basis of guidelines formulated by the US Preventive 
Services Task Force,16,53 a 2005 report of the Canadian 
Task Force on Preventive Health Care recommended 
screening adults for depression in primary care when 
integrated systems that include diagnostic, treatment and 
follow-up components are in place.15 Clinical trials of 
integrated programs have demonstrated modest 
improvement in patient outcomes, but benefits have not 
been observed when screening results are simply 
reported to physicians without coordinated treatment 
and follow-up.15,53 A recent review for the US Preventive 
Services Task Force confirms these findings54 (Table 1). 
53 Recent reviews and meta-analyses by Gilbody et al42,55 

also found no benefit for screening alone (Table 2), 42 
although there was some benefit in high-risk populations. 
However, a cumulative meta-analysis found modest 
benefit of collaborative care when an integrated system 
of care is in place to follow up (Table 3); 56 the  
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standardized mean difference of 0.25 [95% confidence 
interval 0.18-0.35] is equivalent to 1%-2% change in 
symptoms of depression.42 
   A low-quality longitudinal study by Wells et al.56 
examined the effect of screening for depression within 
an integrated system of care with follow-up by nurses 
and with other improvements in quality-of-care. The 
greatest improvement was seen for minority groups 
(African Americans and Latinos) (Table 4). This 
improvement could reflect the greater barriers to care 
faced by ethnic or racial minorities and migrants in the  

 
US, where they might have no health care insurance. 
Though not restricted to migrants, this study suggests 
that, to the extent immigrants and refugees face similar 
barriers to care, they can benefit from depression 
screening coupled with an integrated treatment system. It 
is unclear to what degree the results of this study would 
generalize to Canada because an important element of 
the intervention involved providing access to resources 
that were unavailable to many ethnic or racial minorities 
in the US, but that would be available in Canada. 
Further, Wells et al. used cut-off points to  

Table 1: Summary of findings on screening and feedback for depression in primary care (adapted from the US Preventive Services Task Force)53 

Patient or population: Adults 

Setting: Primary care 

Intervention: Screening and feedback 

Comparison: Usual care 

Source: Pignone MP, Gaynes BN, Rushton JL, et al. Screening for depression in adults: a summary of the evidence for the U.S. Preventive Services 

Task Force. Ann Intern Med 2002;136:765-76. 

 

Outcomes Absolute effect 

Relative effect 

(95% CI) 

No. of 

participants 

(studies) 

GRADE quality 

of evidence 

Comments 

 

Risk for control 
group  

Difference with 

screening and 

feedback (95% 
CI) 

    

Proportion of patients 

with persistent 

depression (3–12 mo) 

55 per 1000 6 less per 1000 

(39 less to 48 

less per 1000) 

0.90  

(0.82–0.98) 

2114 

(6) 

Moderate† One study 

excluded 

because it was 

overwhelmingly 

positive and 

contributed to 

heterogeneity 

Stigma or labelling  No data      

Out-of-pocket costs No data      

Note: CI = confidence interval, GRADE = Grading of Recommendations Assessment, Development and Evaluation. 

Table 2: Summary of findings on screening and case-finding instruments for depression 

Patient or population: Patients with depression 

Setting: Non–mental health care settings 

Intervention: Screening and case-finding instruments 

Comparison: No screening 

Source: Gilbody S, Sheldon T, House A. Screening and case-finding instruments for depression: a meta-analysis. CMAJ 2008;178:997-1003.  

Outcomes Absolute effect 

Relative 

effect (95% 

CI) 

No. of 

participants 

(studies) 

GRADE quality 

of evidence Comments 

 

Risk for control 

group 

Difference with 

screening and 

case-finding 

instruments 

(95% CI) 

    

Depression 

Depression outcome 

measured using different 

scales (follow-up: 3–24 

months) 

  SMD 0.02 

(–0.25 to 0.20) 

966 

(5) 

Moderate‡§  

Note: CI = confidence interval, GRADE = Grading of Recommendations Assessment, Development and Evaluation, SMD = standard mean difference. 

†Inconsistency: “low between-study heterogeneity,” which we did not explore. 

‡Indirectness: uncertainty about whether effects of screening and case finding in refugees and immigrants are similar to effects in general population despite differences in  

literacy, language, cultural issues. 

§Imprecision: 95% CI includes both small benefit to small detriment (SMD of –0.25 to 0.20); SMD of 0.3 is considered small effect. 
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define treatment success without regard to extent of 
improvement, a method that is generally less accepted 
than others and that produces inflated estimates of 
efficacy. When transformed into a standardized effect 
size in a recent meta-analysis, the effect size of the Wells 
et al. intervention was much more modest (e.g., 
approximate standardized mean difference of 0.25, 
equivalent to 1%–2% change in depressive symptoms at 
6 months).42 

 

Clinical considerations 

Does screening for depression occur during migration? 

The immigration medical examination asks “Have you 
ever had anxiety, depression or nervous problems 
requiring treatment.” This examination is not linked to 
preventive services or follow-up for identified mental 
health problems. In addition, the incidence of depression 
increases after migration in some groups. 
 

Table 3: Summary of findings on effects of collaborative care for depression 

Patient or population: Patients with depression 

Setting: Primary care 

Intervention: Collaborative care 

Comparison: Usual (single-practitioner) care 

Source: Gilbody S, Bower P, Fletcher J, et al. Collaborative care for depression: a cumulative meta-analysis and review of longer-term outcomes. 

Arch Intern Med 2006;166:2314-21.  

 

Outcomes 
Absolute effect      

 

Risk for control 

group  

Difference 

with 

collaborative 

care (95% CI) 

Relative 

effect 

(95% CI) 

No. of 

participants 

(studies) 

GRADE 

quality of 

evidence 

Comments (95% 

CI) 

Depression at 6 mo 

Standardized depression 

outcomes (median 

follow-up of 6 months) 

See comment 0.25 (0.18–

0.2) 

 12 344 

(35) 

Moderate† NNT 18 

(10–91) 

Note: CI = confidence interval, GRADE = Grading of Recommendations Assessment, Development and Evaluation, NNT = number needed to treat. 

†Directness uncertain because these studies were conducted in the US health system, and it is unclear whether they apply to immigrants and refugees in Canada’s health system. 

Table 4: Summary of findings on quality-improvement therapy compared with usual care for depression 

Patient or population: Patients with depression 

Setting: Primary care practices in managed-care organizations 

Intervention: Quality-improvement therapy 

Comparison: Usual care 

Source: Wells K, Sherbourne C, Schoenbaum M, et al. Five-year impact of quality improvement for depression: results of a group-level 

randomized controlled trial. Arch Gen Psychiatry 2004;61:378-86.  

Outcomes Absolute effect 

Relative effect 

(95% CI) 

No. of 

participants 

(studies) 

GRADE 

quality of 

evidence 

Comments (95% 

CI) 

 

Risk for control 

group 

Difference with 

quality-

improvement 

therapy (95% CI) 

    

 Latino or African 

American—probable 

depression 

Screening measure 

(mean follow-up 57 

months ) 

500 per 1000 180 less per 1000 

(60 less to 245 less 

per 1000) 

RR 0.64 

(0.48–0.85) 

233 

(1) 

Low NNT 6 

(4–13) 

 
White—probable 
depression 

Screening measure 

(mean follow-up 57 

months) 

350 per 1000 18 less per 1000 

(238 less to 420 

less per 1000) 

RR 0.95 

(0.73–1.25) 

391 

(1) 

Low NNT 57 

(NS) 

Note: CI = confidence interval, GRADE = Grading of Recommendations Assessment, Development and Evaluation, NNT = number needed to treat, NS = not statistically significant, 

RR = risk ratio. 

FULL TEXT 

Appendix to Pottie K, Greenaway C, Feightner J, et al. Evidence-based clinical guidelines for immigrants and refugees. CMAJ 2011. 
                             DOI 10.1503/cmaj.090313. Copyright © 2011 Canadian Medical Association or its licensors. 

6



 

What must be taken into account when screening and treating for 
depression? 

General: Evidence that conventional approaches to 
diagnosis and treatment of depression can work with 
ethnic and cultural groups in North America, including 
immigrants and refugees, is increasing.57,58 However, 
screening should be conducted in a language in which 
the patient is fluent—either with translated instruments 
or through a trained interpreter. As well, cut-off scores 
for screening tools developed in the general population 
might not be accurate in specific cultural groups. Cultural 
variations in symptom presentation, ways of coping and 
the stigma attached to mental health problems can 
complicate detection and treatment.59 
   Among refugee patients with depression, more than 
half also have post-traumatic stress disorder, and this 
comorbidity can complicate the recognition of 
depression.60 Many cultures strongly stigmatize mental 
health problems, which can limit disclosure of 
behavioural or emotional difficulties. Depression can be 
distinguished from other forms of mental health 
problems and explained as a state of “energy depletion” 
and demoralization, providing a rationale for 
psychosocial assessment and treatment. 

Child-bearing women: Existing guidelines for screening 
pregnant or postpartum women are not based on 
evidence reviews of the likely effectiveness of screening. 
The only large study to date on the prevalence of major 
depression in these groups found that rates for women in 
the postpartum period (n = 994, 9.3%) were significantly 
greater than those for nonpregnant women (n = 13 025, 
8.1%), but the difference is not of a magnitude that 
would change the effect of screening.61 Depressed 
mothers are more likely than non-depressed mothers to 
use general health services.62 
   For women in the postpartum period, the Edinburgh 
Postnatal Depression Scale is the most widely used 
screening measure across cultures.63 Guidelines from 
British Columbia propose that the Edinburgh Postnatal 
Depression Scale be administered in the third trimester 
of pregnancy, at 1–2 weeks postpartum, and possibly at 
2, 4, and 6 months postpartum.64 The Registered Nurses 
Association of Ontario recommends using the 
Edinburgh Postnatal Depression Scale to screen for 
depressive symptoms in postpartum women.65 
Guidelines from the American College of Obstetricians 
and Gynecologists recommend psychosocial screening at 
least once per trimester of pregnancy.66 They advocate 
the use of a two-item screen for depression that asks 
about depressed mood and anhedonia over the past two 
weeks. The PHQ-9 has also been validated as a screening 

tool for postpartum depression.67 Positive results from 
screening should be followed up by procedures for 
diagnosis, treatment and follow-up. It is important that 
women be interviewed without other family members 
present, to avoid the possibility of self-censorship; this 
requires the availability of culturally competent 
interpreters and health professionals.68 
   Women from many different cultural backgrounds 
usually do not seek help for postpartum depression but 
rather for somatic symptoms that they attribute to 
physical or social causes.69,70 Community studies also 
indicate that pregnant women are reluctant to agree to 
assessment or treatment after screening.71 Among the 
barriers to care that have been identified are lack of 
knowledge about postpartum depression and treatment 
options, reluctance to disclose emotional problems 
outside the family, unwillingness to undertake medical 
treatment for what is perceived as a psychosocial 
problem,72 concern that maternal mental illness will 
burden or stigmatize the family, feelings of shame at 
being labelled mentally ill, and fear of losing one’s baby. 
Women’s multiple roles in the home and the workplace 
also impede access to health services for immigrant 
women.73 Availability of child care facilities, 
transportation and support from family members and 
spouses can facilitate help seeking.73 Group meetings can 
be an effective way to provide social support and health-
promotion information.74 

Adolescents and children: The 2002 US Preventive 
Services Task Force did not identify any studies on 
outcomes for children or adolescents who were screened 
for depression in primary care,53 and the Canadian Task 
Force on Preventive Health Care concluded that 
evidence was insufficient to make a recommendation for 
or against screening among children and adolescents.15 A 
recent update by the US Preventive Services Task Force 
recommended screening adolescents (ages 12–18) when 
integrated systems of treatment (including assessment, 
psychotherapy and follow-up) were in place, but 
concluded evidence was insufficient to make any 
recommendation for children 7–11 years of age.75,76 
   No studies address how screening for depression 
affects immigrant or refugee children or adolescents. It is 
unclear which of the more than 30 available depression 
scales77 is best for screening and diagnosing depression 
among immigrant and refugee youth.21 Some researchers 
have attempted to develop specific interventions for 
depression among refugee youth and their families.24 

Seniors: Screening for depression followed by continued 
support and treatment through collaborative care can 
improve the outcomes for older patients.78 Seniors make 
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up a relatively small proportion of the refugee and 
immigrant population in the initial migration, but can 
later join the family. They often experience social 
isolation, as learning a language is harder with advanced 
age. Their ability to interact with others in the 
community can be limited either by their role as child 
minders or by reduced mobility associated with aging. 
Migrant seniors are not a well-studied group and could 
have a high risk of depression.79-81 This risk could reflect 
the loss of familiar surroundings and the changing nature 
of the family as members adapt to the new social 
context. Because seniors often join an already settled 
family, their health needs during the early stages of 
migration are often missed. 

Treatment considerations: The Canadian Network for 
Mood and Anxiety Treatments has provided detailed 
clinical guidelines for management of major depressive 
disorder in adults that detail clinical strategies and a 
stepped-care approach.82-84 Choice of intervention should 
include consideration of patients’ preferences and 
expectations and might incorporate culturally based 
validated treatments.85 
   Mild depressive symptoms can be approached with 
watchful waiting or self-management methods.86 
Psychosocial interventions are first-line treatments for 
mild major depressive disorder and crucial concurrent 
interventions for more severe disorders.87-89 Moderate 
depressive disorder responds best to combined 
psychotherapy and pharmacotherapy.83,84 Severe or 
persistent depression generally requires consultation or 
referral to a mental health specialist.90 

Antidepressant medications: Between 25% and 35% of 
patients in primary care discontinue prescribed 
antidepressants within one month of initiation, and as 
many as half within three months.91 Two recent meta-
analyses on antidepressants showed that their efficacy is 
generally modest (mean weighted effect size of 0.31, 
equivalent to 2% of variance in reduction of depressive 
symptoms)92 and perhaps is present only for patients 
with severe depression.93 Low rates of adherence to 
antidepressant medications could stem from unpleasant 
adverse effects and from misunderstandings about the 
course of therapeutic effects.94 Patients need to be 
educated about what to expect in terms of antidepressant 
adverse effects, the importance of following a schedule, 
the probable delay in positive treatment effects, the 
concept of daily medication dosage rather than use as 
needed, need for long-term use of medication for 
treatment and prevention, and the way to cope with “bad 
days” or setbacks. 

   Ethnic differences in the metabolism of antidepressant 
medications exist.95,96 However, great variation within 
ethnic groups prevents reliable prediction of a person’s 
response. Hence, current recommendations are to begin 
with a standard dose for the patient’s age and size, to 
provide clinically appropriate monitoring, and to adjust 
medication according to clinical response. 

What are potential implementation issues? 

Linguistic and cultural differences can constitute 
substantial barriers to recognition of depression and 
subsequent treatment negotiation and delivery.97-101 The 
ready availability of medical interpreters, culture brokers, 
bilingual and bicultural mental health practitioners, 
clinician training in cultural competence, and cultural 
consultation can mitigate these potential barriers, 
although evidence for an effect on clinical outcomes is 
limited.102-106 
   In the general population, screening for depression has 
produced benefits for patients only when an integrated 
system of care is in place.55,88 An integrated system 
involves changes in the organization of health care 
delivery that include some or all of the following 
elements: systematic patient education (using videotapes, 
pamphlets or books); availability of allied health 
professionals to provide case management or continuity 
of care; frequent follow-up; a caseload registry to track 
patients; caseload supervision by a psychiatrist if 
indicated; stepped care; and a relapse prevention plan.107 
Stepped care involves a progression of levels from 
patient education and self-management to medication or 
psychotherapy and, for complex cases, referral to a 
mental health practitioner for more intensive treatment.90 
   Effective screening for depression requires more than 
an accurate screening tool. Many immigrants and 
refugees with symptoms of depression do not view their 
problems as psychiatric and resist discussing them in the 
context of a medical examination. Stigma, including the 
fear of being labelled “crazy,” the belief that mental 
health problems are hereditary, and other meanings 
related to cultural explanatory models, as well as fears 
related to precarious immigration and employment status 
can also be barriers to screening. In a US study, Barnes108 
found that most refugees refused in-clinic psychiatric 
screening, which is consistent with high rates of 
nonadherence reported in other intercultural settings 
because of both differences in expectations and 
inadequate communication. Screening at home was more 
acceptable. Thus, for screening to be effective, physicians 
must sufficiently understand the patient’s perspective and 
provide a reasonable explanation of why mental health 
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screening is a standard component of good medical 
care.59 
   The clinical relationship is central to detection and 
treatment of mental health problems in primary care. 
Screening with structured questionnaires cannot replace 
clinical sensitivity, systematic inquiry, and relationship 
building. Given the great diversity of immigrant and 
refugee patients, no single approach is likely to be 
sufficient for optimal recognition and appropriate 
treatment of depression. 

Other recommendations 

The Canadian Task Force on Preventive Health Care 
recommends screening adults for depression in primary 
care when integrated systems that include diagnostic, 
treatment, and follow-up components are in place.15 The 
US Preventive Services Task Force recommends 
screening adolescents (ages 12–18) when integrated 
systems of treatment (including assessment, 
psychotherapy and follow-up) are in place, but concludes 
evidence is insufficient to make any recommendation for 
children 7–11 years of age.75,76 

The cases revisited 

When asked if she is depressed, Rukhsana says, “No, I 
have no problem like that. I am just so tired after having 
my child. I need some medicine.” On further 
questioning, she reports that she has been eating and 
sleeping poorly (even when her baby is asleep) with a 2-
kg weight loss. She misses her mother and sisters and 
feels very alone and unsure about how to care for her 
first- born. She says that food has no taste and she is too 
tired to cook even a simple meal. She finds it hard to 
concentrate on her daily tasks and derives little pleasure 
from her usual activities. Her physician discusses 
depression as a form of energy depletion and exhaustion. 
Rukhsana finds this explanation fits her experience, and 
she accepts referral to a new mothers’ support group. 
Her physician plans frequent follow-up visits until she 
shows improvement. 
   In response to the PHQ-9 filled out in the waiting 
room, Ahmed reports loss of interest in activities, sleep 
difficulties, decreased appetite and difficulty 
concentrating. On follow-up questioning in the clinical 
interview, he clarifies that he stays in bed trying to sleep 
for ten or more hours a night, but his sleep is restless and 
punctuated by frequent nightmares. He denies sadness 
but has lost interest in his usual activities and is avoiding 
his friends because he anticipates feeling uncomfortable 
because of abdominal pain. Asked about his experiences 
before migration, he mentions that he had some “very 

bad” experiences in a refugee camp but does not seem 
comfortable elaborating. He denies having thoughts of 
suicide. His physician explains to Ahmed that his 
symptoms are likely related to the stress and tension he 
has experienced, which have worn him down. The 
physician prescribes a dose of a generic selective 
serotonin reuptake inhibitor antidepressant to be taken in 
the morning and arranges for follow-up in two weeks to 
reassess the need for medication. Finally, the physician 
emphasizes the importance of reducing the symptoms of 
poor sleep and pain through the help of a specialist and 
refers Ahmed to a counselor affiliated with the primary 
care clinic for a course of cognitive-behavioural therapy 
for management of somatic symptoms and depression. 

Conclusion and research needs 

New immigrants to Canada show lower rates of 
depression than the general population, but rates often 
rise to match the general population rate over time. 
Prevalence of depression in refugees is comparable to 
that in the general population. Existing guidelines for 
depression for the general population are likely to apply 
to immigrants and refugees. These guidelines suggest that 
all patients should be screened for depression when 
integrated systems are in place to provide follow-up 
treatment. 
   Primary care services for migrants should provide 
descriptive materials regarding depressive disorder in 
relevant languages; use translated screening questions 
and trained interpreters to facilitate the diagnostic 
interview; and inquire systematically about losses, 
stressors and symptoms. Mild cases of depressive 
symptoms should be treated with education in self-
management techniques with follow-up to assess 
resolution. Moderate to severe cases should be treated 
with stepped care beginning with psychoeducation and 
antidepressant medication, close follow-up, and culturally 
appropriate counselling. There continues to be a paucity 
of research on the prevalence, detection, prevention and 
effective treatment of depression among migrant 
populations in primary care. There is a particular need 
for research on strategies for assessment, treatment and 
prevention of depression in clinics with high cultural 
diversity. 

Key points 

• New immigrants to Canada show lower rates of 
depression than the general population, but these 
rates generally rise to match the general population 
rate over time. Prevalence of depression in refugees 
is comparable to that in the general population. 
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• Existing guidelines for depression for the general 
population are likely to apply to immigrants and 
refugees. These guidelines suggest that all patients 
should be screened for depression when integrated 
systems are in place to provide follow-up treatment. 

• Primary care for immigrants should provide 
descriptive materials regarding depressive disorder in 
relevant languages, translated screening questions 
and trained interpreters to facilitate the diagnostic 
interview, and systematic inquiries about losses, 
stressors and symptoms. 

• Mild depressive symptoms should be treated with 
education in self-management techniques with 
follow-up to assess resolution. Moderate to severe 
cases should be treated with a stepped-care model 
beginning with psychoeducation and antidepressant 
medication, close follow-up, and culturally 
appropriate counselling. 
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the Canadian Collaboration for Immigrant and Refugee 
Health and published at www.cmaj.ca. 
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at:  www.mmhrc.ca. 
 

Appendix to Pottie K, Greenaway C, Feightner J, et al. Evidence-based clinical guidelines for immigrants and refugees. CMAJ 2011. 
                             DOI 10.1503/cmaj.090313. Copyright © 2011 Canadian Medical Association or its licensors. 

13



 

Appendix 1: Figure 1 

 

 

Figure 1: Search and selection flow sheet. *Low quality or lack of national sample, availability of more 
recent data or lack of relevance to immigrant health status 
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Appendix 2: Depression Evidence Based Clinician Summary Table 

 

If linked to integrated treatment program, screen adults for depression with a systematic clinical inquiry or validated 
patient health questionnaire (PHQ-9 or equivalent). Link suspected cases of depression with integrated treatment 
program and case management or mental health care. 

 
Prevalence: The lifetime prevalence of depression in Canadians is 10.8%, and the prevalence of depression in 
immigrants is generally no higher than general population. Refugees and pregnant and postpartum immigrant women 
are at higher risk. 

Burden: Depression is among the most common mental health problems worldwide and is a major cause of health 
care use and disability.  

Access to Care: Language difficulty and cultural modes of expressing distress may complicate recognition of 
depression and treatment adherence. Stigma of mental illness is a major barrier. 
Attribution of distress to difficult life circumstances by patient or physician may lead to under-recognition and under-
treatment of depression. Women with postpartum depression make increased use of health care, but often present 
with somatic symptoms 

Key Risk Factors for Depression: Refugees and asylum seekers (refugee claimants) are at higher risk than other 
immigrants because of traumatic losses and stressors, including uncertainty about refugee status determination. Other 
risk factors for depression include stressful life events, lack of social support or isolation, physical health problems, 
inability to speak the language of the host country, the demands of multiple roles, and separation from children who 
remained in the country of origin. 

Screening Test: Use systematic clinical interview or screening questionnaire (PHQ-9 or equivalent) translated into 
patients’ language at periodic health examination or when patients present with new symptoms suggestive of 
depression (e.g., pain, fatigue, vegetative symptoms). 

Treatments: For mild depression, supported self-management; for moderate-to-severe depression, stepped 
collaborative care with antidepressant medication, cognitive behaviour therapy, or interpersonal therapy.  

Special Considerations:  

• If not routinely screening as part of an integrated system of care, practitioners should remain vigilant for signs 
of depression. The majority of people with major depression present primarily with somatic symptoms, most 
frequently pain, fatigue or other nonspecific symptoms. Among refugees, depression commonly co-occurs 
with posttraumatic stress disorder and other anxiety disorders, complicating its detection and treatment. 

• Conduct systematic clinical inquiry or validated questionnaire in language in which patient is fluent. Link 
suspected cases of depression to integrated treatment programs and follow up with a stepped-care approach. 

• Effective detection and treatment of depression among immigrants and refugees may also require the use of 
interpreters or culture brokers to identify patient concerns, negotiate illness meanings, monitor progress, 
ensure adherence, and address social causes and consequences of depression 
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