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Summary

The concordance between self-report and clinical rating scales of depression increases during progress
from the acute depressive episode to recovery or improvement of symptoms. We investigated this
convergence in a group of 52 outpatients with DSM-III major depression disorders using three widely
employed depression scales and their parallel formats (i.e., alternative modes of administering the
scales). The six instruments were applied at admission and after 12 and 24 weeks’ treatment. The results
indicate that the increase in the global concordance between scales may be a statistical effect deriving
from broadening of the range of scores.
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Introduction

Several studies have found that there is less
concordance between self-rating and clinical rat-
ing depression scales during the acute depressive
episode, prior to treatment, than upon repeated
rating after improvement (Bailey and Coppen,
1976; Davies et al., 1975; Dratcu et al., 1987;
Fava et al., 1986; Prusoff et al., 1972a,b; White et
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al., 1984). After examining possible sources of the
discrepancy between patient and clinician before
and after treatment, Paykel et al. (1970, 1973),
Paykel and Prusoff (1973) and Prusoff et al.
(1972a) reported that at the height of the acute
illness the severe characteristics of the episode
play an important role in such discrepancy.
Specifically, at the time of the patient’s admission
the clinician’s evaluation depends not only on the
patient’s verbal report but also on numerous clin-
ical observations of facial expression, gestures,
postural shifting, speech quality and rate, etc;
however, his contact with the patient’s internal
world is limited, and his evaluation is affected by



14

his own biases. The patient himself, even though
reasonably capable of evaluating his condition, is
hardly in a position to place himself on a wide
spectrum of depressions, and self-report scales
involve systematic elements favouring discrep-
ancy, such as age, personality traits and severity.

Concordance between clinical rating and self-
rating increases as the patient’s condition im-
proves. Prusoff et al. (1972a) attribute this to the
fact that during follow-up the clinician’s evalua-
tion depends largely on the patient’s verbal re-
port, obscrvations playing only a minor role. Thus
post-treatment evaluation does not reflect the
severity of the episode but merely the presence or
absence of symptoms (Prusoff et al., 1972a).

Biggs et al. (1978) have suggested that the
increase in concordance between clinical rating
and self-rating is basically a statistical effect re-
lated to score range; that is, at the time of admis-
sion all patients fall in a rather narrow severity
range, but the range broadens during treatment
because of differences in the rate at which pa-
tients improve.

After re-examining all the above-mentioned
factors, Paykel and Norton (1986) concluded that
it was not yet clear which of them was responsible
for the increase in concordance.

The purpose of the present study was to ascer-
tain whether the increase in concordance be-
tween self-evaluations and clinical assessments
during treatment is indeed a statistical effect or
whether it is due to clinical improvement remov-
ing the characteristics that caused the initial dis-
crepancy. To rule out discrepancy due to the use
of different scales by interviewer and patient,
patients with DSM-III diagnoses of major depres-
sion disorders were administered the standard
formats of the Beck Depression Inventory (BDI;
Beck et al., 1961), the Self-Rating Depression
Scale (SDS; Zung, 1965) and the Hamilton Rat-
ing Scale for Depression (HRSD; Hamilton,
1960), and also their parallel formats; i.e., clinical
interview forms of the BDI and SDS and a self-
report form of the HRSD. The scale used as the
parallel format of the HRSD was the Carroll
Rating Scale (CRS; Carroll et al., 1981), a direct
self-rated adaptation of the original HRSD, to
which it corresponds closely. For the parallel
formats of the BDI and SDS, the symptom items

of the standard self-reports formats were used in
scoring information elicited by interview in a way
that maintained the item content, rating time
frame and method of rating symptoms (by fre-
quency or by severity) of the original self-report
formats.

Method

Subjects

The study was carried out in the Neuropsychi-
atric Out-patients Service of the La Robleda Psy-
chiatric Hospital, Santiago de Compostela, Spain.
The sample comprised 52 patients with DSM-III
major depression disorders; 34 (65.4%) were
women and 18 (34.6%) men. Their mean age was
34.7 years (SD = 8.32 years). Twenty-seven pa-
tients were married, nineteen were single, five
were widowed and one was divorced. No patients
had a diagnosis of DSM-III bipolar or melancho-
lia disorders, none had a history of addiction
other than to tobacco, all were drug-free for at
least 2 weeks before being interviewed, and all
were willing and able to complete the inventories.

Instruments

Semistructured Diagnostic Interview (SDI).
Patients were selected by means of an ad hoc
semistructured interview (Senra, 1990) that both
fulfilled DSM-III guidelines for diagnosis of ma-
jor depression disorders and included items of
the interview forms of the scales used. The SDI
consisted of five sections recording 1) personal
data; 2) essential signs and symptoms; 3) con-
comitant signs and symptoms; 4) disqualifying
symptoms; and 35) the profile of the episode.

The Beck Depression Inventory (BDI).

The BDI quantifies the severity of 21 depres-
sive symptoms. Though originally designed to be
administered by trained interviewers, it is now
generally used as a se¢lf-administered scale (Steer
et al., 1986). Each of the 21 items is composed of
four alternative statements rating the severity of a
symptom from 0 to 3. The Spanish version of the
BDI was developed and validated by Conde and
Useros (1974) and Conde et al. (1976). In this
study we used both the standard 21-item self-rated



version of the Inventory (B-SR) and a clinical
interview format (B-CI). Administration of the
latter did not consist in the interviewer simply
asking the patient the same questions as are
asked on the self-report form, but rather in the
interviewer using the alternative assertions listed
in the BDI items as a guide for the translation of
elicited information into scores for the corre-
sponding symptoms. Mood, for example, was
scored 0-3 depending upon which of the mood
assertions constituting the first DBI item was
most closely matched, in the interviewer’s opin-
ion, by the patient’s account of his or her symp-
toms.

The Zung Self-Rating Depression Scale (SDS).

The SDS comprises 20 items scored 1-4 ac-
cording to symptom frequency. The Spanish ver-
sion has been developed and validated by Conde
and coworkers (Conde et al., 1970a,b; Conde and
Esteban, 1973; Conde and Sanchez, 1969). In this
study we used both the standard self-rating for-
mat of the scale (S-SR) and a clinical interview
format of identical content and scoring structure
(S-CI; Conde and Franch, 1984). The first ques-
tion of the S-CI, for example, is ‘How often have
you felt sad or depressed in the past week, includ-
ing today’?, and is scored 1-4 depending on
whether the patient’s answer comes closest, in
the interviewer’s opinion, to ‘None or a little of
the time’ (1), ‘Some of the time’ (2), ‘Good part
of the time’ (3), ‘Most of the time’ (4).

The Hamilton Rating Scale for Depression
(HRSD).

The HRSD is designed to quantify the results
of clinical interviews of patients with diagnoses of
depressive affective disorders (Hamilton, 1960,
1967). The original version contained 21 items,
but only 17 were considered necessary for evalua-
tion of the overall severity of depression, the
omitted items being diurnal variation, derealiza-
tion, paranoid symptoms and obsessional symp-
toms. Its administration has been standardized by
the introduction of the Structured Interview
Guide for the HRSD (SIGH-D; Williams, 1988).
In this study we used the standard 17-item ver-
sion (H-CI).
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The Carroll Rating Scale for Depression (CRS).

The CRS was designed ‘as a direct self-rated
adaptation of the original 17-item HRSD’ (Car-
roll et al., 1981). The HRSD items scored 0—4 are
represented in the CRS by four yes /no questions
of increasing severity, the HRSD items scored
0-2 by two yes/no questions, so that the CRS
consists of a total of 52 questions. Although it
does not retain the same method of rating sever-
ity as the HRSD, it closely matches the latter in
item specificity and content (Feinberg et al., 1981;
Nasr et al., 1984; Smouse et al., 1981). In this
study we used the standard format of the CRS
(C-SR) as the self-rated format parallel to the
HRSD.

Procedure and data analysis

Before patients were selected for the study,
inter-rater reliability was evaluated by having two
raters jointly interview 20 patients not included in
the study and (independently) rate them on the
three interview forms. The inter-rater product-
moment correlations were 0.80 for the SDS, 0.89
for the HRSD, and 0.93 for the BDI.

The patients were tested in the course of the
routine evaluation procedure of the Qutpatients
Service. They were told the purpose of the re-
search and the importance of reporting their
symptoms as accurately as possible. Patient selec-
tion began with the SDI. The patients fulfilling
initial criteria for inclusion in the study then
rated on the B-CI, S-CI and H-CI by a psycholo-
gist (the same for all patients) who was experi-
enced in conducting interviews for this purpose.
Immediately afterwards, the patients filled in the
B-SR, S-SR and C-SR in a quiet room under the
supervision of another psychologist (the same for
all patients) who was also experienced in the use
of these instruments and who had no knowledge
of the patients’ interview ratings. Both the self-
report and interview formats of the three scales
were first administered at the time of admission,
and all referred to the patient’s state in ‘the past
week, including today’. All scales were adminis-
tered in the morning to minimize differences
associated with circadian variations. After scale
administration, an experienced psychiatrist igno-
rant of the scale ratings had a routine diagnostic
interview with the patients and prescribed medi-
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cation. The final requisite for a patient’s inclu-
sion in the study was that the psychiatrist should
diagnose DSM-III major depression; only two
patients were excluded by this criterion. The six-
scale procedure was again applied after 12 and 24
weeks of treatment with tricyclic antidepressants.
Of the 52 patients with whom the study began, 45
continued to completion.

The hypothesis that the concordance between
self-report and interview increases during treat-
ment was evaluated in three ways.

1) The Pcarson correlations among the total
scores of the three standard formats were calcu-
lated for each time point, and for each scale pair
the significance of differences among the correla-
tions at the diffcrent time points was evaluated.

2) The same procedure as above was ap-
plied to Pearson correlations between the total
scores of corresponding SR and CI formats, i.c.
B-SR /B-Cl, S-SR /S-CI, C-SR /H-CL.

3) For each scale (BDI, SDS or HRSD/
CRS), the following procedure was carried out to
determine the evolution of SR-CI concordance at
item level. First, for each item of the scale and
cach time point, the correlation between the SR
and Cl scores for that item was calculated (45
data points, one per subject, at each time point).
Next, the three sets of itemwise SR-CI correla-
tions so obtained (one set for each time point)
were treated as distinct correlation samples, and

TABLE 1

Means + SD’s and ranges (in parentheses) of the total scores
for all scale formats and evaluation times

Scale Pre-treatment 12 week 24 week
(N=52) (N =49) (N =45)
B-SR 25.18+3.78 16.53 +6.91 11.84 +6.90
(19-35) (5-30) 0-27)
B-Cl1 22.94+2.88 14.26 + 6.43 9.68+ 5.94
(18-32) (5-29) (0-26)
S-SR S51.11+£2.52 43,69 + 6.60 38.02+8.75
(46-59) (31-35) (20-53)
S-CI 48.63+2.30 40.89 + 6.48 3544+747
(44-55) (30-52) (20-50)
C-SR 23.57+2.95 14,18 +5.83 9.80+6.72
(20-31) (6-26) 0-24)
H-CI 20.79+2.07 11.46 +5.03 7.06+6.11
(17-25) (5-23) (0-20)

TABLE 2

Pearson correlations among the standard Beck, Zung, and
Hamilton scales on admission and after 12 and 24 weeks of
treatment

Week N BDI-SDS BDI-HRSD  SDS-HRSD
0 52 061* 0.51* 0.48 *

12 49 085 * 0.76 * 0.62 *

24 45 092 * 0.89 * 0.82 *

* P <0.001.

the null hypothesis that the samples for the three
different time points belonged to the same popu-
lation of correlations was tested a) with the
Wilcoxon matched pairs test, and b) by one-way
analysis of variance.

Results

Total scores

Table 1 lists the mean total score, with its
standard deviation and range, of each format
used at each time point. Note that for each scale,
without exception, the range of scores increases
progressively with increasing treatment time: from
16-27 for the B-SR, from 14-26 for the B-CI,
from 13-33 for the S-SR, from 11-30 for the
S-CI, from 11-24 for the C-SR, and from 8-20
for the H-CI.

Tables 2 and 3 list, for each time point, Pear-
son correlations among the standard formats of
the scales (Table 2) and between the SR and CI
formats of each pair of formats, the pairwise
differences among the correlations for the three
time points were all statistically significant, with
the sole exception of the difference between the
SDS/HRSD correlations at times 0 (admission)
and 12 weeks (P = 1.9, n.s., Table 4).

TABLE 3

Pearson correlations between the parallel formats of the
scales on admission and after 12 and 24 weeks of treatment

Week N  B-SR/B-CI S-SR/S-CI C-SR/H-CI
0 52 071% 0.65 * 0.70 *

12 49 085 * 0.82 * 0.82 *

24 45 093 * 0.93 * 0.92 *

* P <0.001.



TABLE 4

Inter-time comparisons of inter-format (total score) correlations

Inter / BDI/ BDI/ SDS/ B-SR/ S-SR/ C-SR/

time SDS HRSD HRSD B-CI S-CI H-CI
0-12 =100 * t=599 * t=19n.s. r=445% r=541% 1 =340 *

12-24 t=288¢° r=278% t=249" t=239° =324 % t=267"
0-24 =127 % t=879 * 1 =443 * t=6.85* f=8.65* =608 *

* P<0.001;* P<0.01;® P<0.05.

TABLE 5

Wilcoxon matched pairs test ¢ values for inter-time differ-
ences in itemwise SR-CI correlation, for each scale. (N = 45)

Pre-treat- Pre-treat-
ment— 12 week— ment—
12 week 24 week 24 week
B-SR /B-CI t=46.5 t=93 t=255
Logs =46 Lo0s =59 tops =52
S-SR /S-Cl t=1555 t=945 t=68.5
fo.05 =52 toos =52 tpos =40
C-SR/H-CI1 t=52 t =445 t=275
' fo.05=30 toos =25 tops =21

Analysis at item level

Table 5 presents, for each scale, the Wilcoxon’s
t values obtained as described in Methods for the
inter-time differences between SR-CI item score
correlations. None of the inter-time differences
proved significant. The same conclusion, i.e., that
for each scale the differences among the item
score correlation samples afforded by the SR-CI
pairs at the three time points are not statistically
significant, was also reached using Fisher’s trans-
formation of the correlation coefficients and a
one-way analysis of variance with the time points
as factor levels: for S-SR/S-CI correlations
F(38/2) =134 (P=0.27, € =0.73); B-SR/B-CI
F(40/2) =297 (P=0.06); and for C-SR/H-CI
F(32/2) =091 (P =0.41).

Discussion

In keeping with the general pattern observed
in the literature, correlation between total self-re-
port and clinical rating scores was poorer during
the acute phase of the depressive episode than

after treatment, when patients had improved
symptomatically. This held both for correlations
between standard self-report and standard clini-
cal interview scales (Tables 2 and 4) and for
correlations between the parallel SR and CI for-
mats of the same scale (Tables 3 and 4), i.e., for
SR and CI formats with no difference in content.
The range of total scores on each scale increased
considerably during treatment (Table 1), which
was to be expected because patients differ in the
speed and degree of their response to treatment.

When the scales were treated as samples of
items, SR-CI concordance did not increase with
treatment time (Table 5). This strongly suggests
that the statistically significant improvements in
total score correlations (Table 4) are not in fact
due to improved concordance between clinician
and patient, but are a statistical artifact due to
the increase in total score ranges. Our results
thus support the conclusions of Biggs et al. (1978).
Likewise in keeping with this notion are the re-
sults of Fava et al. (1986), who in evaluating the
sensitivity of three scales for detecting changes in
depression found that two out of three correla-
tions between observer-rated and self-rated mea-
surements increased after a month’s treatment in
a group of patients suffering from depression but
not in a group of normal controls whose score
range presumably varied little between evalua-
tions.

In spite of the above findings, it is important
to point out that, the diagnostic characteristics of
our subjects limit the extent to which this study
tests the hypothesis put forward by Paykel and
coworkers, since we were unable to examine dis-
crepancies in major depression cases with symp-
toms of psychosis or melancholia. It seems likely
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that the self-reports of patients suffering from
these ‘more severe’ forms of depression are dis-
torted by the patients’ altered perception and
testing of reality, and that in such cases a signifi-
cant improvement in itemwise SR-CI correlation
might occur during trecatment.

In conclusion, the results reported here, in
keeping with our previous findings (Polaino and
Senra, 1991), corroborate the utility of self-re-
ports for quantitating the severity of the symp-
toms and monitoring the progress of patients
being treated for major depression with no psy-
chotic or melancholic disorders. Note, however,
that our conclusions strictly apply only to the
Spanish versions of the scales used. Future re-
search should extend the kind of comparison
carried out in this work to depressive patients
with other diagnoses.
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