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The Beck Depression Inventory (BD})

The Beck Depression Inventory (BD) is a self-administered inventory designed to assess
current severity of depression developed from clinical observations of depressed and non-
depressed psychiatrie patients. Clinical observations of atitudes and symptoms characteristic
of depressed patients are represented in a 21-item, multiple-choice style questionnaire. Each
item consists of several statements varying in the degree to which they reflect specific
depressive symptoms and attitudes. Each BDM item requires a rating response on an ordinal
scale from O to 3, where 0 represents the total absence of the symptom or attitude and 3
indicates the most severe level. The following 21 symptoms and attitudes were established
from clinical observation: (2) mood, (b) pessimism, (¢} sense of failure, (d) lack of satisfac-
tion, fe) guilt feelings, (f) sense of punishment, (g) seifidislike, (h) self-accusation, {i)
suicidal wishes, (i) orving, (k) irritability, (1) social withdrawal, (m} indecisiveness, (n)
distortion of body image, (0) work inhibition, (p) sleep disturbance, (q) fatigability, (1) loss
of appetite, {5} weight loss, (1) somatic preoccupation, and (u) loss of libido.

SUMMARY OF DEVELOPMENT

The BDI was designed for use as & semistructured interview administered by trained inter-
viewers, However, it was devekoped and refined further o be used s a self-rating instrument
taking only 10~15 minutes for administration and scoring. When self-administered, the
individual selects one or more of the choices from each item that best reflects how he or she
feels. The BDI score is the sum of the rank value associzted with the highest ranked
statement endorsed from each of the 21 items.

The original BDI was developed by Beck and his colleagues in 1961 (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961) and revised by Beck for publication in Beck, Rush,
Shaw, and Emery (1979). In refining the psychometric characteristics of the instrument,
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modifications have been made, inchuding reducing the number of response possibilities and
rewording certain items. There currently are two paper-and-pencil forms of the BDI. One is a

short 13-1term format that mainly measures a cognitive dimension of depression; and the other

is & longer 21-item format that measures noncognitive dimensions of depressive disorder,
including somatic concemns (Beck, Steer, & Garbin, 1988). Validity coefficients between the

two forms are acceptably high and range from 0.89 16 0.97 (Beck & Beck, 1972; Beck, Rial, -
& Rickels, 1974; Reynolds & Gould, 1981). Despite these minor differences botween ver .
sions, the twe instruments have been found to be comparable in psychiatric patients (Beck &

Steer, 1984). A card format {May, Urquart, & Tarran, 1969} and & number of computer-
administered forms have been developed, but there are no data on the reliability and validity

of these methods of administration (Beck et al., 1988).

BASIC VALIDITY AND RELIABILITY INFORMATION

Cantent Validity,  Over the past 30 years, advances in the classification and diagnostic
practices of psychiatric disorders bave led to the development of DSM in North America and
the ICD system in Europe. Although both systems have progressed salong similar paths, in
recent years the DSM has received more international attention and is perhaps the more
widely used and accepted diagnostic system.

As noted ecarlier, the BDI originally was developed from an atheoretical model derived
from observations by trained clinicians of patients sufferiug from depressive illness. Al
though the BDI is a useful tool for assessing many features of clinical depression, it does not
provide enough information to establish a DSM-III-R diagnosis of major depressive episode,
but must be supplemented with additional material. For instance, the BDI focuses on a
F-week period preceding administration, whereas DSM-ITI-R requires the presence of symp-
tots over a minimum of 2 weeks. The BDI does not assess symptoms relevant to weight
gain, hypersomnia, psychomotor agitation, or retardation (Moran & Lambert, 1983; Vieden-
burg, Krames, & Flett, 1985). Finally, the BDI does not assess for change from a previous
level of functioning, which is a critical criteria for the diagnosis of DSM-I/I-R major depres-
sive disorder. Overall, the content validity is good for six of the nine DSM-/] critera for
depressive episode (Moran & Lambert, 1983), but does not address satisfactorily the remain-
ing three criteria, -

Concurrent Validity. Beck et al. (1988) cited 35 studies where correlations were reported
between the BDI and other well-established instruments that measure depression, including
{a) Hamilton Psychiatric Rating Scale for Depression (HRSD; Hamilton, 1960), (b) Zung
Self-Reported Depression Scale (Zung SDS; Zung, 1965), (¢} Minnesota Multiphasic Per-
sonality Inventory Depression Scale (MMPI-D3; Hathaway & McKinley, 1943), (d) Multiple
Affect Adjective Checklist Depression Scale (MAACL-D; Zukerman & Lubin, 1965), and (e)
clinicians’ ratings of depth of depression (Beck et al., 1974; Salkind, 1969; Strober, Green,
& Carlson, 1981; Witig, Hanlon, & Kurland, 1963) (see Table 12.1). The correlation
coefficients between the BDI and these measures ranged anywhere from a relatively modest
.33 with DSM-HT major depression (Hesselbrock, Hesselbrock, Tenmen, Mever, & Work-
man, 1983) to a more substantial .B6 with the Zung SDS (Turner & Romano, 1984) and
HESD (Steer, McElroy, & Beck, 1982). However, the most significant relationship was
found between clinicians” ratings and the BDI, where the correlation coefficient was reported
at .96 (Beck et al., 1974}, This is not surprising, because the BDI was developed on the basis
of clinical observation of patients suffering with depression. Taken together, the data show
that the BDI correlates well with most other self-report measures of depression.
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TABLE 124
Correlztions Between the Beck Depression invertsry and Other Meastres of Degressisn

Reaferences Clirdeal Hamiftonn  Zung  MMPLRD . MAACL-D

Psychiattic
Baitey and Coaopen (1978} Rat:!
Bagk et al, {1861} B8
Blatt ot ab. {1982) . BIM 44
F7F
Bloom and Brady {1968} .66
Davias et al, {1875} 73 T3
Hessalbrook et al, (1883) T 59
May et al. {1969) 65 :
Mendels, Secunda, and Dyson (1972) .78 . .70 B9
Metcaife and Goldman {1985) &2 ’
Reynolds and Gould {1981} 87
Rourseville et al. {1979) .60 71
Schawer et af. (1875} 7 .61 0 - 85
Beitz 11970} . B3 41
Steer et al. {1982) 86 :
Strober 2t al, (1881} 67

Nonpsychiatric

Atkeson et al. {1882) 73

Camphelt et 2!, [1984) 55

Ciarke and Williams $1979) &7

Coleman and Miller {1975} 55

Giambra {1977} R

Hammen {1880} .80

Hatzanbuchler st ak €§983§ . 78

Marsella et al, {1975} 62

Salkind (1969} .73

Schwab et i, {1967) 75 : '
Scogin and Merbaum {1983) © B3

Scott ot al. {1982} B3

Tanaka-Maisumi, and Kemeoka (1988} 68 |
Turnier and Romano {1964} BB T8 7 j

Combinad

Back &t al. (1974) .55 : :
89 -
56 . |
.86 '
B7 . .

Carrolt et al. 11973) A1

Schaster et al. (1685) .BE A1 T 58
B7? i LAY

Reprinted feom Clinical Psychology Review, 8 by A.T. Beck, R. A, Steer, and M. A, Garbin,
"Psychumetric properties of the Beck Depression Inventory: Twenty-five years of evaluation,” pp, 77180,
Copyright (1988)}, with kind permission from Pergamon Press Lid, Headington Hl!! Hall, Oxford 0X3
0Bw, UK.

Discriminant Validiry.  Although the BDI was developed to assess the severity or depth
of depression in psychiatric patients (Beck et al., 1961}, a number of authors have investi-
gated the discriminant validity of the BDL in relation to psychiatric and nonpsychiatric
populations (Akiskal, Lemmi, Yetevanian, King, & Belluomini, 1982; Byerly & Carison,
1982 Clark, Cavanaugh, & Gibbons, 1983, Gallagher, Nies, & Thompson, 1982} These
studies demonstrated significantly lower scores on the BDI among nondepressed normals
than depressed psychiatric paticnts and patients with other nonpsychiatric clinical disorders.
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Evidence of the ability of the BDI to discriminate between subtypes of depression is
limited. Studies looking at the ability of the BDI to discriminate between subtypes of
depression generally have failed to show any significant effect (Delay, Pachot, Lemperiere,
& Mirouze, 1963; Schnurr, Hoaken, & Jarrett, 1976). However, Beck et al. {1988) reported
that outpatients with a recurrent episode of major depression showed higher mean BDY scores
than patients suffering with a dysthymic disorder.

Reliability.  Beck et al. {1988) examined the reliability of the BDI by conducting a meta-
analysis of 25 published papers using the BDIL. The subject samples for these populations
consisted of schizophrenics, substance abusers, college students, and depressed patients.
Regardless of the population sampled, internal consistency estimates were high (ranging
from .73 to .95). In addition, Beck et al. (1988) presented information on the stability of the
BDM from 10 studies that administered the inventory to the same patients on two oceasions.
As expected, stability estimates were higher for nonpsychiatric patients {60 to .83} than for
psychiatric patients (.48 to .86}, reflecting the sensifivily of the BDI to changes in psychlame
symptomatology.

RESEARCH APPLICATIONS AND FINDINGS

One of the most imporiant applications of the BDT has to do with its sensitivity in measuring
change in depressive symptoms and severity. The BDI has been used extensively in research
studies designed to assess the efficacy of pharmacological interventions (Bellack & Rosen-
berg, 1966; Broadhurst, 1970; Burrows, Foenander, Davies, & Scoggins, 1976; Coppen,
Whybrow, Nuguera, Maggs, & Prange, 1972; Lipsedge & Rees, 1971; Mendels, Secunda, &
Dyson, 1972), electroconvulsive therapy (ECT; Green & Statdubat, 19663, psychotherapy
{Blackburn, Bishop, Glen, Whalley, & Cristie, 1981; Kovacs. Rusk, Beck, & Hollon, 1981;
Rush, Beck, Kowvacs, & Hollon, 1977), and group therapy {Antonuccly, Lewinsohn, &
Steinmetz, 1982). Overall, these studies have shown the BDI to be a sensitive and valuable
instrument in detecting statistically significant changes in sympioms and their severity as a
result of these varous trestment approaches. The value of using symptom-based research
tools sugh as the BDI recently was advocated by Costello (19923,

Recent studies have highlighted the importance of defining a significant change in BDI
scores from a clinical as opposed to a statistical perspective. One approach, advocated by
Jacobson, Follette, and Revenstorf (1984), aims to determine whether the observed changes
exceed measurement error of the particular psychometric instrument taking into account
correctional factors. Alternatively, Steer, Beck, and Garrison (1986) suggested that at least a
10-point drop in BDI scores from pre- to postireatment swould indicats a clinically significant
change, but there are no specific studies on this important decision.

LIMITATIONS/POTENTIAL PROBLEMS IN USE

The BDI was developed as a symptom inventory, not as a diagnostic instrument. Therefore,
inappropriate use of the BDI as a diagnostic instrument can lead to misleading information,
which thay overestimate the prevalence of depressive illness. For instance, Ennis, Barnes,
Kennedy, and Trachtenberg (1989) examined a series of 71 consecutive admissions to an
inpatient psychiatric crisis service following the patients” deiiberate attempts at self-harm.
Although 80% of those admitted to hospital scored within the moderate to severe ranges of
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depression as measured by the BDI, only 31% met DSM-IT criteria for major depressive
episode. Ennis and his colleagues reported a dramatic reduction in BDI scores within a few
days following admission, even though these patients did not receive any significant treat-
ment for depression. Similar findings were reported by Newson-Smith and Hirsch (1979),
using the General Health Questionnaire (GHQ) and the Present State Examination (PSE), and
by van Pragg and Phrtchik (1985), using subjective recollection of distress. These findings
suggest that for patients in a cutrent state of acute emotional distress, high BIDI scores may
not necessarily reflect clinical depression, but may be interpreted as general psychological
distress,
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Beck Hopelessness Scale (3[-{5}’

Two opposing views tended to dominate the literature on depression in the carly 1960s. One
view held that hopelessness represents an amorphous emotional experience that does not lend
itself to measurement or systematic quantification. A second opposing view proposed that,
although the emotional component is prominent in the experience of hopelessness, the
construct nevertheless can be defined, measured, and objectified in terms of a system of
negative statements and attitudes concerning an individual’s current view of self and future
expectations (Stotland, 1969). Although difficalt to define, hopelessness may be seen as the
degree to which an individual has a general negative expectancy about events in his or her
future, and is one component of Beck’s (1967) cognitive triad of negative cognition (i.e., the
depressed person’s experiences regarding the self, the world, and the future). The relation-
ship between an individual's specific goals and his or her expectations about the likelihood of
achieving them plays a major role in determining the degree of hopelessness experienced
(Melges & Bowlby, 1969}, The Beck Hopelessness Scale (BHS) was designed operationally
to define and quantify the concept of hopelessness and to facilitate the study of negative
expectations and their relationship to psychopathology,

The BHS is a 20-ltem self-administered inventory comstructed in a forced choice
{rrue/false) format to assess the respondent’s'negative expectations and pessimistic ontlook.
Fach of the 20 items is scored either 1 or 0. A score of 1 1s assigned to 11 items for a true
response and to the remaining 9 items when a false response is endorsed. The total score Is
obtained by calculating the sum of the scores on all 20 iferns (range of possible scores is from
0o 200

]

SUMMARY OF DEVELOPMENT

The BHS {Beck, Weissman, Lester & Trexlet, 1974} was developed to advance the study of
those psychopathological states in which a pervasive sense of personal hopelessness domi-
nated the clinical picture. For instance, hopelessness is a core characteristic of depressive
disorder (Beck, 1963, 1967; Melges & Bowlby, 1969), a defining feature of suicidal intent
{Beck, 1963; Beck, Brown, Berchick, Stowart, & Steer, 1990; Beck, Steer, Kovacs, &
Garrison, 1985; Hill, Gallagher, Thompson, & Ishida, 1988), and is associated strongly with
certain physical illnesses (Schimale, 1958). In its development, items were selected from two
main sources. Nine items were selected from Heimberg’s (1961) test regarding attitudes
about the future, and 11 items were drawn from a series of statements made by psychiatric

CCERRERE TR BTN STONUURL G & IR A B RS W TR




284  KATZ, KATZ, SHaw

patients, reflecting the clinical characteristics of hopelessness or negative expectations about
the futare (Beck et al., 1974),

BASIC VALIDITY AND RELIABILITY INFORMATION

Content Validity. Content validity initially was assessed by several clinicians who re-
viewed the BHS for depressive content and comprehensibility (Beck et al., 1974). It subse-
quently was administered concurrently with the BDI, The BHS has a moderately high
correlation with the BDI (e.g., # = .68; Minkoff, Bergman, Beck, & Beck, 1973) and with
clinical ratings of hopelessness (Anumerman, 1988).

Concurrent Validity,.  Concurrent validity was assessed by comparing BHS scores with
general clinical ratings of hopelessness, which included the negative expectancies and obser-
vable behaviors of (2) outpatients in a general medical practice and (b) patients who had been
hospitalized for attempting suicide. Correlations beiween BHS scores and clinical ratings of
hopelessness for general practice patients and the attempted suicide sample were .74 and .62,
respectively (Beck et al., 1974) as well as with the Stuart Future fest (.60}, In addition, BHS
ratings have been shown to be related significantly 1o expressed suicidal intent (Beck,
Kovacs, & Weissman, 19735).

Predictive Validiry. Beck et al. (1985) carried out a prospective study, in which 165
patients initially hospitalized for significant suicidal ideation were followed-up over a 10-
year period. The data were analyzed to determine the relevant cutoff score to maximize the
predictive power of the BHS. Nincty-one percent of the sample obtained a BHS score of 10
or more, whereas only 9% (one patient) of completed suicide attempts had a score under 10,

More recently, Beck et al. (1990) confirmed the predictive power of the BHS in its ability
to identify suicide completers from among a large sample (1 = 1,958) of psychiatric outpa-
tieats. A scale cutoff score of nine or higher identified 94% {n = 16) of the 17 patients who
eventually committed suicide. The high-risk group identified by this cutoff score was 11
times more likely to commit suicide compared with low-risk patients with BHS scores upder
nine. These findings support the view that the BHS can be an important instrument in
correctly identifying psychiatric patienis who ultimately commit suicide. However, this
sensitivity in detecting suicide risk occurs at the expense of incorrectly classifying a high
proportion of patienfs who will not commit suicide (i.c., low specifieity). Nevertheless,
given the importance of comrectly identifying high-risk patients, a high rate of false positives
is acceptable.

B T

Construct Validity. Perhaps the most convincing evidence for the construct validity of
the BHS comes from its strong association with suicidal intent and actueal suicide completion
(Beck et al., 1985, 1990). Hopelessness as measured by the BHS has a stronger association
with suicidal intent than do measures of clinical depression (Beck et al., 1985, 1990,
Weissman, Beck, & Kovacs, 1979). Indeed, Beck et al. {1975) found that the refationship
between depression and suicidality is reduced when the effect of bopelessness is partialled
out statistically,

Further evidence for the construct vatidity of the BHS comes from two factor analytic
studies, where three similar main factors consistently emerged from both (Beck et al., 1974,
Hill et al., 1988). These studies suggested that three factors with the most clinical relevance
represented affective, motivational, and cognitive aspects of hopelessness. Factor 1, labeled
“feelings ahout the future” (Beck et al., 1974) or “hope™ (Hill et al., 1988), loaded on affect-
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laden associations such as hope, enthusiasm, happiness, faith, and good times. Factor 2,
labeled “loss of motivation” (Beck et al., 1974} or “giving up™ {(Hill et al., 1988), loaded
heavily on constructs associated with giving up and deliberate self-denial. Factor 3, labeled
“future expectations” (Beck et al., 1974) or “plans about the future™ (Hill ot al., 1988),
inclded items related to a dark future, negative expectations, and a vague and uncertain
autlook.

Refiahility.  Qverall, the BHS has been shown to be a reliable measure of hopelessness
reflecting a negative expectation for positive fatre outcomes. Beck et al. (1974) examined
the reliability of the BHS in a population of 294 hospitalized patients who had attempted
suicide. The coefficient alpha for internal consistency of the scale caleulated using the Kuder
Richardson formula was 0.93. Intercorrelations for individual scale items and total scale
score were within 4n acceptable range from .39 to .76, Further evidence for the reliability of
the BHS was obtained by Hill et al.. (1988} in their examination of hopelessness as a measure
of suicidal intent in the depressed eiderly. An examination of the internal consistency of the
BHS indicated a coefficient alpha of .84 and a Spearman-Brown spiz;:—half reliability of .82,
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Interpretative Strategies and Treatment Planning

The total score on the BDI can range from 0, suggesting no depression, (o a maximu score
of 63, indicating a severe state of clinical depression, Although there are no specific catoff
scores designed to reflect clinical caseness, the following ranges, suggested by Beck et al.
(1988} typically have been used to guide decision making in clinical and research settings; O~
9 absence of, or minimal, depression; 1018 mild to moderate depression; 19-29 moderate
to severe depression; 30-63 severe depression,

in addition to using the total BDI score as a general index of severity in assessing
depressive symptoms, an examination of individual items endorsed with a rank score of 2 or
3 on the questionnaire may point the clinician to further investigation. For example, when
patients endorse Item 9 (concerned with suicide) with a response of 2 or 3, it is imperative
that the clinictan carry out a thorcugh assessment of the risk of suicide. There also is
evidence that the pessimisin itenm on the BD! differentiates suicide completers from noncom-
pleters (Beck et al., 1985}, and therefore should alert the clinician to the possible danger of
suicide 1deation or behavior, and hence to further investigation. Likewise, an affirmative
response to the ftem related 10 concerns about health or somatic preoccupation might lead one
to consider further medical investigation and on the cognitive-affective items, to further
psychological investigation.

The BDI can be used to develop treatment planning from early on in the initial stages of
therapy. High scores on items related to motivational deficits, such as social withdrawal and
work inhibition, would suggest a treatment plan emphasizing behavioraily oriented strategies
focused on helping the patient to increase his or her activities. In contfrast, bigh scores on
items related to cognitive deficits, such as pessimism, self-dislike, and self-blame/criticism,
would suggest a treatment plan with greater emphasis on identifying and addressing hope-
lessness, negative thinking, and cognitive distortions.

The BDI is sensitive to changes in depressive symptoms, and therefore can be ased to
track variations in these symptoms on a session-by-session basis. A number of studies asing
the BDI ag a pre- and posttreatment measure have dernonstrated significant reductions in
mean BDI scores as a consequence of various types of pharmacological ueatments. For
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instance, mean BDI scores were found to be reduced in depressed patients wreated with
tricyelic medications (Bellack & Rosenberg, 1966; Lipsege & Rees, 1971), lithivm carbog-
ale (Mendels et al., 1972), and ECT (West, 19811 The BDI alse has been found to be
sensitive 1o psychologically oriented therapeutic interventions. The mean BDI score was
iower following cognitive behavior therapy (CBT) in several studies (Blackburn et al. | 1981;
Kovacs et al., 1981, Rush et al., 1977} and comparable reselts have been found with
nterpersonal therapy.

The importance of the BHS lies in its clinical utility. It kas been successful in identifying
patients experiencing such intense hopelessacss that they are of high risk for suicide. As
menticned earfier, the total score on the BHS can range from ¢, suggesting no hopelessness,
to a maximum score of 20, indicating the absence of all bope. Although there are no specific
cutoff scores designed 1o reflect caseness with respect to hopelessness, a score of 9 or more
has heen assoviated with a significant risk of suicide (Beck et al., 1985, 1990). Higherisk
psychiatric cutpatients with a score of 9 or more were 11 times more likely fo commit suicide
than low-risk patients with scores below 9 (Beck et &, 19%0). When interpreting scores on
the BHS, clinicians shoald be mindful that scores above 10 may signal immediate or long-
term suicide potential. Tt must be emphasized that a comprehensive assessment of suicide
should include other clinical indices, including a history of suicide atiempts, family history
of suicide, alcohel and drug abuse, and the presence of an affective disorder (Beck et al.,
1990).

Case Report

Mr. A is a 43-year-old married man (second marriage) with three children (from his current
marriage). He presented to the clinic with severe anxiety and sieep difficulty that he ateri-
buted to concerns about his job. He also reported increasing his aleshol consumption from
being a “business drinket™ (he was in sales/marketing} to drinking for stress relief {average of
four drinks per day for 7 wceksj He denied feeling depressed and denied having suicidal
ideation.

Mr. A bad.concerns about how the clinician would respond to him, and on several
occasions commented that he must seem like a real "baby” for being so “stressed out.™

He had no family history for depression or alcohol abuse, He described his father as an
“Iron John type and his mother as “loving, but a worrier.” The major precipitants for his
recent symptorms involved both financial and work stresses. His company was going through
a major restructuring, and it appeared that he wouid be under extreme pressure to produce or
be fired. Two years ago, he moved into a new house with a large mortgage—a decision that
had worried him. ‘

He was very concerned that his friends who were “fun loving jocks™ would see through
him and ridicule him, In fact, his best friend had commented that Mr, A seemed “off in
space” at their last lunch, ‘

Mr. A reporied that his wife was understanding and supportive. She had been in the
health-care field and encouraged him to get a psychological consuliation. Mr. A felt consid-
erable responsihility toward his family and was moved to tears in the interview when he
thought about “letting them down.”

As part of our standard intake asscssment, Mr. A completed the BDI and the BHS, His
BDM score was 18, with notable items (scored 2 or 3) being sleep disturbance, guilt, failure,
and decreased interest. This score was potable given Mr. A's general comments that he
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wasn't depressed ¢he endorsed the B3 statennent No. 1-—sadness as 0). Mr. A’s BHS score
was 14, ascore that was concerning, given his clinical presentation. Mr. A had considerable
pessimism about his situation. In the second interview, he minimized his report stating that
work might “rurn around,”

The clinician took careful note of his hopelessness and, consistent with cognitive therapy,
related it to his degree of helplessness and his self-criticism (worthlessness). The risk of
suicidal behavior was considered. Mr. A denied any intent to attempt suicide, any prekus
attemipts, and had only fleeting thonghts about suicide and escape.

He began a treatment regimen including antidepressant medication and cognitive behavior
therapy. Three weeks later, Mr. A, during his therapy session, acknowledged that he had. in
fact, bought ammunition for his rifle just | week before his initial evaluation. He reported
feeling pusitive about his therapy. By disciosing this information, the therapist arranged to
dispose of the gun and ammunition. Mr. A mainiained that he did ot intend to harm himself,
but acknowledged that his feelings of despondency were greater than he had expressed
imitially.

It was tlear that his concerns about his job were going to be ongoing. The company was
not doing well and the marketing efforts in the recession were having lirnited cffects. Therapy
focused on his perceived helplessness and his attributional stvle (significant self-blame and
tendency to take excessive responsibility for failure).

Interestingly, his BDI score remained relatively stable at 18 to 20 for 11 weeks. Mr. A's
sleep improved, but other symptoms {guilt, sense of failure) were very resilient. By 16 weeks
of therapy, his score was 11: and by 20 weeks, it was 9. His BHS score dropped from 14 to 7
by week 11 and was 3 at the end of 20 weeks,

In sum, this case jHustrates how a psychelogical assessment utilizing the BDI and BHS
may help to alert the clinician 1o issoes as a function of their discrepancy with sclf-report in
the clinical interview. The BDI and BHS are both sensitive to change over the course of
therapy and may be used ¢ determine the severity of depression and hopelessness, respec-
tively. In addition, it may be useful to consider higher (or lower) than expected scores to
pursue in the interview and/or over time. The self-report scales are both prone to social
desirability, and unfortunately it may be that significant clinical symptoms are not reported.
On the other hand, as in the case of Mr. A, important symptoms or 4 state of mind like
hopelessness may be detected when clinically the patient minimizes his or her distress. Self-
report instruments are not infallible, but they do provide information that is clinically useful.
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Summary and Conclusions

The Beck Depression Inventory {BDI) and the Beck Hopelessness Scale (BHS) are 20-item,
self-report inventories designed to measure depression and hopelessness, respéctively, in a
variety of clinical and research setlings. Both questionnaires are easily understood and
administered, and require approximately 5— 1) minutes to complete and score. The BDI has
been the sublect of extensive psychometric evaluation and has been demonsirated to have
high content, concurrent, predictive, and construct validity, and also to be highly internaily
consistent. It is especially useful in treatment plasning with high and low scores suggesting
different psychotherapeutic strategies. The BHS was designed to define and measure opera-
tionally the concept of hopelessness and its relationship to psychopathology. Althoungh the
BHS has not been studied as extensively as the BDI, the available Jiteratire indicates that 11,
too, has high validity and internal consistency. In particular, the BHS is useful in identifying
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patients at high risk for attempted or completed suicide, but it also has low specificity. The
resulting high rate of false positives can be overlooked in view of the importance of correctly

identifying patients at high risk for suicide.

"
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