
Scoring Instructions and Interpretation
The HANDS®  Depression Screening Tool

1.  Record the numerical value of  each answer in the “Staff  Use Only” box at the end of  each line. 
An answer of:

               “None or little of  the time” = 0 
               “Some of  the time”             = 1
               “Most of  the time”              = 2
               “All of  the time”             = 3

2.  Add all the numbers in the “Staff  Use Only” column and record the total in the box marked Total Score.
3.  Compare the total score to the following chart and determine whether a referral for evaluation is 
recommended:

Total Score Interpretation Referral Guidelines

0-8

Symptoms are not consistent with a 
depressive episode. Presence of  a 
depressive disorder is unlikely.

A complete evaluation is not recommended, 
except in the case of  a positive response to the 
suicide question (Item 9) or other clinical indica-
tions elicited during the screening interview.

9-16

Symptoms are consistent with a 
depressive episode. Presence of  a 
depressive disorder is likely.  In a self-
selected population, such as that seen 
on National Depression Screening 
Day®, it is also possible the person 
instead suffers from an anxiety disorder.

A complete evaluation is recommended. In 
a self-selected population, the clinician should 
consider the possibility of  the presence of  an 
anxiety disorder instead of, or as well as, a 
depressive episode.  Severity level is typically 
mild or moderate, depending upon the degree 
of  impairment.

17-30

Symptoms are strongly consistent with 
criteria for a depressive episode.
Presence of  depressive disorder is very 
likely.

A complete evaluation is strongly 
recommended. In this higher range, the 
severity level may be more severe and require 
immediate attention.

Note: Participants who score one point or more on the suicide question (Question 9 on the HANDS®   

                   Screening Form) should be referred for further evaluation. If  they appear actively suicidal during  
           the screening interview they should be taken to a hospital emergency department or a crisis 
           center.

The Mood Disorder Questionnaire
Record the number of  “Yes” statements for question number 1 in the box marked Total Score. The answers to 
questions number 2 and 3 will not be included in this Total Score.
         The individual is considered positive for a bipolar disorder evaluation if  they answered:
         1.  “Yes” to 7 of  the 13 items in question number 1  
                                                                               AND
         2.  “Yes” to question number 2
                                                                               AND
         3.  “Moderate” or “Serious” to question number 3
All three of  the criteria above should be met. A positive screen indicates that the person should be evaluated for 
bipolar disorder.

Please see reverse side.
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Carroll-Davidson Generalized Anxiety Disorder Screen©

Record the total number of  YES responses to the 12 statements in the Total Score box. Use the following
GAD cutoff  scores to determine whether a referral for evaluation is recommended:

Total Score Interpretation Referral Guidelines

0-5 Symptoms not suggestive of  GAD. A complete evaluation is not recommended.

6 or above Symptoms suggestive of  GAD. A complete evaluation is recommended. 

            Note:     In studies, patients with scores of  6 or above who did not have a final GAD diagnosis had  
                             other important psychiatric problems, most often depression or another anxiety diagnosis.
                         A score of  0-2 during treatment of  a patient with GAD is consistent with remission of  the  
                             disorder.

Modified SPRINT (SPRINT-4© ) PTSD Screen
Record the total number of  YES responses to the 4 statements in the Total Score box. Use the following 
SPRINT-4 cutoff  scores to determine whether a referral for evaluation is recommended:

Total Score Interpretation Referral Guidelines

0-1 Symptoms not consistent with PTSD. A complete evaluation is not recommended.

2-3 Symptoms may be consistent with PTSD. Further evaluation is recommended.

4 Symptoms correspond to PTSD. A complete evaluation is strongly recommended.

If  an individual is exhibiting any suicidal warning signs, and you are unsure, uncomfortable, or unable to take 
action, please contact the National Suicide Prevention Lifeline at 1-800-273-TALK (8255) or call 911.
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