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Abstract 

 

The US Preventive Services Task Force (USPSTF) recommends screening for major 

depressive disorder (MDD) in adolescents aged 12 to 18 years and concludes with 

moderate certainty that such screening has moderate net benefit. The USPSTF also 

concludes that the evidence is insufficient to assess the balance of benefits and harms of 

screening for MDD in children 11 years or younger and for screening for suicide risk in 

children and adolescents. However, whether screening for MDD and suicide risk in 

children and adolescents has net benefit in the Japanese population, where youth mental 

health and suicide are major public health concerns, remains unclear.  

 

The Japan Preventive Services Task Force (JPPSTF) commissioned an independent 

literature review of screening for MDD and suicide risk in children and adolescents and 

developed these recommendations. 

 

The JPPSTF concludes with moderate certainty that screening for MDD in 

adolescents aged 12 to 18 years has at least a small net benefit. The JPPSTF 

concludes that  the evidence is insufficient and the balance of benefits and harms of 

screening for MDD in children 11 years or younger cannot be determined. The 

JPPSTF concludes that the evidence is insufficient and the balance of benefits and 

harms of screening for suicide risk in children and adolescent cannot be 

determined.  

 

The JPPSTF recommends selectively screening for MDD in adolescents aged 12 to 

18 years in Japan (C recommendation).  The JPPSTF concludes that the current 

evidence is insufficient to assess the balance of  benefits and harms of screening for 
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MDD in children 11 years or younger in Japan (I statement). The JPPSTF 

concludes that the current evidence is insufficient to assess the balance of benefits 

and harms of screening for suicide risk in children and adolescents in Japan (I 

statement).  

 

Key Words 
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Main Text 

This statement provides the official recommendations of the JPPSTF on screening for MDD 

and suicide risk in children and adolescents in Japan. The recommendations and their 

underlying rationale are presented in Table 1 and Table 2, respectively. The recommendation 

grades (A, B, C, D, and I) applied in this statement follow the definitions established by the US 

Preventive Services Task Force (USPSTF) 1. For the definitions of USPSTF recommendation 

grades, see Supplementary Table 1. For further details on the JPPSTF recommendation 

development process, refer to the JPPSTF Procedure Manual 2.  

 

Preamble 

The JPPSTF makes recommendations, based on systematic review of evidence, about 

the effectiveness of specific preventive care services for patients without obvious 

related signs or symptoms to improve the health of people in Japan.  In collaboration 

with local governments and with respect for existing legal frameworks, the JPPSTF 

develops and shares updated recommendations on screening topics based on fair and 

transparent criteria. These efforts aim to support the implementation of effective 

preventive care and to foster public trust. 

The JPPSTF formulates recommendations by comprehensively assessing the benefits 

and harms of preventive services, and bases its judgments on the balance between 

them. The financial cost of delivering preventive services is not considered in 

recommendation development. 

Preventive care decisions should be guided not only by evidence but also by patients’ 

individual circumstances and values. The JPPSTF recognizes the importance of 

healthcare professionals understanding the evidence and making patient-appropriate 

decisions. Furthermore, in policy-making, the JPPSTF believes that practical social 
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perspectives should be considered alongside clinical benefits and harms. 

 

Importance 

Depression and suicide among children and adolescents represent major public health concerns 

in Japan. Approximately 6% of adolescents are estimated to have major depressive disorder³, 

and up to 17% exhibit moderate or greater depressive symptoms based on screening 

instruments such as the PHQ-9⁴. Population-based studies further suggest that approximately 

20% of children and adolescents experience poor mental well-being, indicating a substantial 

burden of depressive symptoms across age groups⁵. 

Suicidal thoughts and behaviors are also highly prevalent. Among adolescents aged 13 to 18 

years, approximately 22% to 29% report suicidal ideation within the past year, and 3% to 7% 

report suicide attempts, with higher rates observed among females⁶. 

Furthermore, suicide remains a leading cause of death among young people in Japan⁷. 

According to national statistics, there were 20,320 suicide deaths in 2024, including 529 deaths 

among elementary, junior high, and high school students, the highest number since records 

began in 1980⁸. 

Taken together, these findings indicate that depressive symptoms and suicide-related outcomes 

are common and clinically significant in Japanese youth, highlighting the potential importance 

of effective screening strategies in this population. 

JPPSTF Assessment of Magnitude of Net Benefit 

The JPPSTF concludes with moderate certainty that screening for MDD in adolescents aged 12 

to 18 years has at least a small net benefit. The JPPSTF concludes that  the evidence is 

insufficient and the balance of benefits and harms of screening for MDD in children 11 years or 
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younger cannot be determined. The JPPSTF concludes that the evidence is insufficient and the 

balance of benefits and harms of screening for suicide risk in children and adolescents cannot 

be determined. 

Practice Considerations 

Patient Population Under Consideration 

This recommendation applies to children and adolescents aged 18 years or younger, consistent 

with the age range evaluated in the commissioned review. Individuals with a prior diagnosis of 

a mental health condition and without recognized signs or symptoms of depression or suicide 

risk are excluded. It focuses on screening for major depressive disorder (MDD) and does not 

address other depressive disorders. 

Definitions 

Major depressive disorder is characterized by at least 2 weeks of persistent depressed mood or 

loss of interest or pleasure, often accompanied by symptoms such as irritability, sleep 

disturbance, fatigue, and changes in appetite 9. Suicidal behavior encompasses suicidal ideation, 

suicide attempts, and suicide death. Suicidal ideation refers to thoughts about, consideration of, 

or planning for suicide. Suicide attempts are nonfatal, self-directed behaviors that are 

undertaken with the intention of dying and may result in injury. Suicide death is defined as a 

fatal outcome resulting from self-inflicted harm with intent to die 10. 

Assessment of Risk 

The JPPSTF selectively recommends screening for major depressive disorder (MDD) in 

adolescents and recognizes that multiple factors may contribute to an individual’s risk. Risk for 

depression reflects a complex interplay of biological predisposition and environmental 

influences, including family history of depression, prior depressive episodes, and coexisting 
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mental health or behavioral conditions. Individual characteristics such as age and sex may also 

influence susceptibility. 

Evidence from Japanese adolescents highlights the importance of lifestyle and school-related 

factors. A longitudinal study demonstrated that lack of participation in sports activities and 

prolonged academic workload were associated with subsequent deterioration in mental health 

among junior high school students 11. In senior high school students, additional factors—

including female sex, sleep disturbances, poor appetite, bullying victimization, and lack of 

social support—were independently associated with onset of poor mental health11. 

Patterns of digital media use have also been implicated. Among Japanese junior high school 

students, prolonged gaming or social media use (≥3 hours per day) was associated with 

depressive symptoms, whereas overall screen time was not independently associated after 

adjustment for lifestyle factors 12. 

Psychosocial stressors across interpersonal domains are consistently associated with depressive 

symptoms. Stress related to peers, family, and teachers has been linked to both the presence and 

persistence of depressive symptoms, while protective factors include social support, positive 

health behaviors, and psychological resilience 13. Environmental influences across household, 

school, and community contexts also contribute substantially to mental health outcomes 14.  

Cultural context may further shape risk profiles. Evidence from East Asia suggests that factors 

such as sexual minority status and teacher-perpetrated bullying may represent context-specific 

contributors to adolescent depression 15. 

Overall, these findings indicate that risk for depression in adolescents is multifactorial and 

reflects the combined influence of individual, behavioral, psychosocial, and environmental 

factors. No single factor alone is sufficient to predict onset, and risk should be interpreted 

within the broader clinical and social context of the individual. 
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Screening tests 

Screening instruments for depression in adolescents are typically based on self-report or 

caregiver report and assess common depressive symptoms. Internationally, widely used 

instruments include the 9-item Patient Health Questionnaire (PHQ-9) and its adolescent-

adapted version (PHQ-A), which is designed for use in adolescent populations and has 

demonstrated acceptable psychometric properties in multi-ethnic Asian samples 16. Validation 

of the PHQ-A in Japanese adolescents is ongoing, and accumulating evidence is expected to 

support context-specific implementation in this population 17.. Instruments specifically 

developed for children and adolescents, such as the Children’s Depression Inventory (CDI-J) 

and the Depression Self-Rating Scale for Children (DSRS), are also commonly used 18 19.Many 

depression screening instruments include one or more items assessing suicidal ideation, 

allowing concurrent evaluation of depressive symptoms and suicide risk. In addition, stress-

focused instruments such as the Public Health Research Foundation Stress Inventory (PSI) are 

used in school-based settings in Japan to identify students with high levels of psychological 

stress; however, these instruments do not directly assess depressive disorders or suicide risk 

and are not specific for diagnosing depression, although they may help identify individuals at 

elevated risk through detection of high levels of psychological stress 20 21. 

Screening Intervals 

The JPPSTF found insufficient evidence to determine an optimal screening interval for 

depression in adolescents. In the absence of clear evidence, the appropriate frequency of 

screening remains uncertain. Repeated screening may be considered for adolescents with 

known risk factors for depression. In addition, opportunistic screening may be reasonable, 

particularly for adolescents who have limited or irregular contact with health care services. 
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Treatment or Interventions 

Treatment options for major depressive disorder (MDD) in children and adolescents include 

pharmacotherapy, psychotherapy, collaborative care, and psychosocial support interventions22-

24. Different types of psychotherapy are used in treating children and adolescents with 

depression, but cognitive behavioral therapy and interpersonal therapy have the most evidence 

supporting their effectiveness 22-24.  

 

Although several antidepressants are approved for treating MDD in adult populations, in the 

United States, fluoxetine is approved for use in children aged 8 years or older and escitalopram 

is approved for adolescents aged 12 to 17 years 22 23.Fluoxetine and escitalopram, both selective 

serotonin reuptake inhibitors, are sometimes combined with psychotherapy. In Japan, however, 

no antidepressants are approved for the treatment of MDD in children and adolescents, and 

pharmacotherapy is used off-label. A national physician survey and claims-based studies 

indicate that antidepressants, particularly selective serotonin reuptake inhibitors such as 

sertraline and escitalopram, are commonly prescribed, although prescribing patterns suggest 

cautious use over time 25 26. When antidepressants are used, patients should be monitored 

appropriately and observed closely for clinical worsening, suicidality, or unusual changes in 

behavior, particularly during the early phase of treatment 22 23. 

 

Psychotherapeutic interventions in Japan include cognitive behavioral therapy (CBT)–based 

approaches for depressive symptoms in children and adolescents. CBT-based psychosocial 

interventions for anxiety and depression in Japanese youth have been culturally adapted for 

family, school, and transdiagnostic settings, with attention to culturally appropriate materials, 

flexible session structures, and implementation support27.  
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Implementation 

Several screening tools are available to identify depression in children and adolescents, some of 

which can be used in primary care and school health settings. Initial screening is typically 

followed by additional assessment or a structured diagnostic evaluation. 

 

In Japan, identification of mental health problems in children and adolescents is largely 

conducted in school-based settings. Schools commonly employ full-time school nurses (yogo 

teachers) and part-time mental health professionals, including school counselors and social 

workers, who provide psychological support and consultation 28. However, the availability and 

intensity of these services vary across regions. 

 

A key challenge is the coordination between school-based identification and clinical care. 

Although students with depressive symptoms may be identified in schools, effective linkage to 

clinical evaluation and treatment is not consistently established 28. Strengthening referral 

pathways and communication between schools and health care providers is essential to ensure 

continuity of care. 

 

Inadequate follow-up and treatment capacity may reduce the effectiveness of screening and 

may lead to potential harms. Therefore, systems are needed to ensure that individuals who 

screen positive are appropriately assessed and provided with evidence-based care. 

 

Suggestions for Practice Regarding the I Statements 

Potential Preventable Burden 

The prevalence of major depressive disorder (MDD) in younger children remains uncertain, but 

early-onset depression is associated with poorer long-term outcomes 28. Suicide is a leading 
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cause of death among adolescents in Japan, whereas suicide in younger children is uncommon 

and occurs at substantially lower rates. Adverse childhood experiences and mental health 

disorders are major risk factors for suicide 29. Female adolescents report higher rates of suicide 

attempts, whereas male adolescents have higher rates of suicide completion 7 8 . Although 

psychotherapy and pharmacotherapy are used to reduce suicide risk, their effectiveness in 

asymptomatic or screen-detected populations remains unclear 22. 

 

Potential Harms 

Potential harms of screening include false-positive results leading to unnecessary referrals, 

treatment, labeling, anxiety, and stigma 22. Psychological interventions are generally considered 

to have minimal harms 22. Pharmacologic treatment, particularly with selective serotonin 

reuptake inhibitors, may be associated with an increased risk of suicidality in children and 

adolescents 23. 

 

Adaptation and Update of Existing USPSTF Recommendation 

The JPPSTF developed the protocol for evidence review based on the USPSTF final research 

plan for screening for depression and suicide risk in children and adolescents 30. The protocol 

was adapted to reflect the Japanese context, including expansion beyond primary care settings 

to incorporate school-based and community-based populations, which play a central role in the 

identification of mental health problems among children and adolescents in Japan 31. An 

independent review team was commissioned to conduct a systematic literature review of 

studies identified from Japanese databases (Ichushi) as well as PubMed and the Cochrane 

Library 32. The findings were synthesized by the JPPSTF to inform its deliberations on the 

development of recommendations. 
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Use of AI-assisted Technologies 

During the preparation of this manuscript, large language models (ChatGPT [OpenAI] and 

Claude [Anthropic], both accessed in 2025–2026) were used to support literature exploration 

related to contextual questions outside the predefined Key Questions (KQs). The tool was also 

used to assist in editing and improving the clarity and structure of the text. All content was 

critically reviewed and finalized by the authors, who take full responsibility for the accuracy 

and integrity of the manuscript. 

Evidence Supporting the Recommendation  

Scope of Review 

The JPPSTF commissioned an independent systematic review to evaluate the benefits and 

harms of screening, the accuracy of screening, and the benefits and harms of treatment for 

MDD and suicide risk in children and adolescents. In contrast to the USPSTF review, which 

focused on evidence applicable to primary care settings, the JPPSTF review also considered 

evidence from school-based settings, reflecting the Japanese context. Studies conducted in 

inpatient settings, psychiatric residential facilities, or psychiatric emergency departments were 

excluded. 

Accuracy of Screening Tests 

The commissioned systematic review 32 conducted by an independent review team identified 4 

diagnostic accuracy studies evaluating screening tools for depression and 1 study evaluating 

screening for suicide-related outcomes in adolescents 33-37. All included studies were conducted 

outside Japan and in non–primary care settings. Screening instruments were compared with 

structured or semi-structured diagnostic interviews as the reference standard. 

Across studies of depression screening instruments, accuracy varied by instrument, cutoff 
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threshold, and population 33-36. Reported AUC values ranged from approximately 0.73 to 0.94 

in school- or community-based samples 33-36. In 1 study, CES-D and MDI demonstrated AUC 

values of 0.89 to 0.90, with sensitivity of approximately 0.90 and specificity of approximately 

0.72 to 0.74 at selected cut points 34. A 2-phase school-based study reported moderate 

diagnostic accuracy across multiple instruments 33, and other studies showed variability by sex 

and instrument, with AUC values ranging from 0.83 to 0.93 36. 

Accuracy estimates differed across recruitment settings and populations. In 1 study, AUC 

values were higher in school-based samples (0.91–0.94) than in internet-recruited samples 

(0.76–0.78) 34. Differences in target conditions (MDD vs broader mood disorders) and 

reference standards were also observed. 

For suicide-related outcomes, 1 study evaluated PHQ-based approaches and records-based risk 

scores for identifying adolescents at risk of self-harm, with sensitivity ranging from 

approximately 0.48 to 0.84 depending on subgroup and follow-up period 37. 

The reference standard assessment was conducted within a relatively short interval after 

screening, generally within 1 week to 2 months 33-35. Differences in symptom reference periods 

between screening instruments and diagnostic interviews were noted. 

According to QUADAS-2 assessments conducted by the review team, risk of bias varied across 

studies, with concerns in patient selection and flow and timing domains in multiple studies, 

particularly those using 2-phase or enriched sampling designs 33-35. Concerns regarding the 

index test and reference standard were also reported, while applicability concerns were 

generally assessed as low. 

Screening instruments and cutoff thresholds differed across studies. Instruments commonly 

used in current practice, including PHQ-9 and PHQ-A, were not well represented in the 

included studies, and additional validation studies have been conducted in clinical or selected 
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populations. 

Benefits of Early Detection and Treatment 

 

The commissioned review 32 identified 1 school-based randomized clinical trial, reported in 2 

publications, that directly evaluated whether a screening program improved outcomes related to 

detection and treatment initiation for depression or suicide risk among adolescents 38 39. In the SHIELD 

trial, universal screening with the Patient Health Questionnaire-9 (PHQ-9) was associated with higher 

rates of identification, confirmation of need for follow-up, and initiation of services for both MDD and 

suicide risk compared with targeted identification based on usual school practice 38 39. However, these 

studies evaluated process outcomes rather than direct health outcomes such as symptom improvement, 

functioning, suicide attempts, or mortality 38 39. 

 

The commissioned review also identified randomized clinical trials evaluating treatment interventions 

for children and adolescents with depression or suicide risk 40-43. These studies suggest that 

psychological and school-based interventions may improve depressive symptoms and, in some cases, 

suicide-related outcomes. For example, parent-child interaction therapy was associated with a higher 

likelihood of remission of early childhood depression 40, and a large school-based program reduced the 

incidence of new suicide attempts 41. 

 

Taken together, screening may increase identification and initiation of follow-up services, and some 

effective interventions are available. However, direct evidence that screening itself improves health 

outcomes remains limited 38-43. 

Harms of Screening and Treatment 

 

The commissioned systematic review 32 identified limited evidence on the harms of screening 

for depression and suicide risk in children and adolescents. One cluster randomized clinical 

trial found that asking about suicide-related thoughts and behaviors did not increase immediate 
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or persistent distress and was not associated with increased self-reported suicidal ideation 2 

days later. Similar findings were observed among students at elevated risk 44. No direct 

evidence was identified on the harms of screening specifically for depression in applicable 

settings. 

 

The commissioned review identified limited evidence on the harms of treatment. Four 

randomized clinical trials of psychological or behavioral interventions for adolescents with 

depression reported no clear evidence of increased serious harm associated with treatment 43, 46-

48. Serious adverse events were uncommon and generally similar between groups or judged 

unrelated to the intervention 43, 46-48. Evidence on the harms of treatment for suicide risk was 

more limited. One randomized clinical trial did not identify an increase in emergency 

department use or other serious harms 45. 

 

Overall the evidence on harms is limited. Harms were inconsistently defined, sample sizes were 

small, and most studies were not powered to detect uncommon adverse events. Several trials 

excluded higher-risk participants, and follow-up was limited. Thus, although available evidence 

does not suggest major short-term harms, it is insufficient to rule out rare or longer-term harms. 

Research Needs and Gaps 

Evidence on screening for depression and suicide risk in children and adolescents remains 

limited in several important respects. First, no studies directly evaluated whether screening 

improves health outcomes such as depressive symptom severity, functional status, suicide 

attempts, or mortality. Existing trials primarily assessed intermediate outcomes, including 

identification and initiation of services, and therefore the direct benefit of screening on patient-

important outcomes remains uncertain. 
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Second, evidence on screening accuracy is limited and heterogeneous. Available studies were 

conducted outside Japan, often in non–primary care settings, and used diverse instruments, 

cutoff thresholds, and reference standards. Commonly used instruments in current practice, 

such as the PHQ-9 and PHQ-A, were not well represented. Further validation studies in 

Japanese populations and across relevant settings, including schools and primary care, are 

needed. 

Third, evidence on harms of screening is sparse. Only 1 randomized trial directly evaluated 

potential iatrogenic effects of asking about suicide-related thoughts and behaviors, and no 

studies assessed harms of screening for depression. Additional studies are needed to evaluate 

potential harms, including psychological distress, labeling, stigma, and unintended 

consequences of false-positive results. 

Fourth, although several randomized clinical trials evaluated treatment interventions, many 

excluded individuals with active suicidality or severe psychiatric comorbidity. As a result, the 

applicability of treatment effects and harms to higher-risk populations remains uncertain. 

Larger trials with broader inclusion criteria and longer follow-up are needed to assess both 

benefits and harms, including rare but clinically important adverse events. 

Fifth, evidence on implementation is limited. In Japan, identification of mental health problems 

in youth often occurs in school-based settings, but coordination with clinical care is 

inconsistent. Studies evaluating integrated models of screening, referral, and treatment across 

school and healthcare systems are needed to determine whether screening can be effectively 

translated into improved outcomes. 

Finally, evidence is lacking on optimal screening intervals and strategies for risk stratification. 

Research is needed to determine appropriate screening frequency, identify high-risk 

populations who may benefit most from screening, and evaluate the effectiveness of targeted 
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versus universal screening approaches. 
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Table 1. Summary of the JPPSTF Recommendations 

 

Population 

 

Recommendation 

 

Grade 

 

Adolescents 

aged 12 to 18 

years in Japan 

 

The JPPSTF recommends selectively screening 

for MDD in adolescents aged 12 to 18 years in 

Japan.  

 

 

C 

 

Children 11 

years or younger 

in Japan 

 

The JPPSTF concludes that the current evidence 

is insufficient to assess the balance of benefits 

and harms of screening for MDD in children 11 

years or younger in Japan. 

 

I 

 

Children and 

Adolescents in 

Japan 

 

The JPPSTF concludes that the current evidence 

is insufficient to assess the balance of benefits 

and harms of screening suicide risk in children 

and adolescents in Japan. 

 

I 
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Table 2. Summary of the JPPSTF Rationale 

 

Rationale Assessment 

 

Detection 

Adequate evidence on the accuracy of screening instruments for 

depression in adolescents, based on studies conducted outside Japan. 

Inadequate evidence on the accuracy of screening for depression in 

children 11 years or younger and for suicide risk in children and 

adolescents. 

Benefits of early 

detection and 

treatment 

No direct evidence that screening for depression or suicide risk 

improves health outcomes. 

Adequate evidence that treatment interventions improve depressive 

symptoms in adolescents. 

Inadequate evidence on the effectiveness of interventions to reduce 

suicide-related outcomes in screen-detected populations. 

Harms of early 

detection and 

intervention and 

treatment 

Inadequate evidence on harms of screening and treatment for 

depression and suicide risk. 
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JPPSTF assessment The JPPSTF concludes with moderate certainty that screening for 

MDD in adolescents aged 12 to 18 years has at least a small net 

benefit.  

The JPPSTF concludes that  the evidence is insufficient and the 

balance of benefits and harms of screening for MDD in children 11 

years or younger cannot be determined.  

The JPPSTF concludes that the evidence is insufficient and the 

balance of benefits and harms of screening for suicide risk in 

children and adolescents cannot be determined. 
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Supplementary Table 1. USPSTF Recommendation Grade Definitions 

Reproduced from U.S. Preventive Services Task Force. Grade Definitions.2 [Internet] [cited 

2026 Mar 30]. Available from: https://www.uspreventiveservicestaskforce.org/uspstf/about-

uspstf/methods-and-processes/grade-definitions 

 

Grade Definitions 

A The USPSTF recommends the service. There is high certainty that 

the net benefit is substantial. 

B The USPSTF recommends the service. There is high certainty that 

the net benefit is moderate or there is moderate certainty that the net 

benefit is moderate to substantial. 

C The USPSTF recommends selectively offering or providing this 

service to individual patients based on professional judgment and 

patient preferences. There is at least moderate certainty that the net 

benefit is small. 

D The USPSTF recommends against the service. There is moderate or 

high certainty that the service has no net benefit or that the harms 

outweigh the benefits. 

http://www.uspreventiveservicestaskforce.org/uspstf/about-
http://www.uspreventiveservicestaskforce.org/uspstf/about-
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I Statement The USPSTF concludes that the current evidence is insufficient to 

assess the balance of benefits and harms of the service. Evidence is 

lacking, of poor quality, or conflicting, and the balance of benefits 

and harms cannot be determined. 

  

 

 


