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Abstract

Background: Standardized and validated tools are essential in clinical
research and practice to quantify depressive symptoms and evaluate
treatment outcomes. Several depression rating scales are available, each
with unique strengths and limitations. Many times mental health and
psychiatric practitioners in conventional and especially in alternative
medical streams are not able to present the clinical results with impact due
to lack of knowledge and familiarity of using various standard depression
scales.

Objective: To compare commonly used depression rating tools with
respect to feasibility, reliability, validity, and applicability in clinical and
research contexts, with emphasis on their utility in treatment follow-up.

Methods: Literature from PubMed and indexed journals was reviewed
focusing on the Hamilton Rating Scale for Depression (HAMD-17 and
HAMD-6), Montgomery—Asberg Depression Rating Scale (MADRS),
Beck Depression Inventory (BDI-II/BDI-40), and the Patient Health
Questionnaire-9 (PHQ-9).

Results: HAMD-17 remains widely used but has concerns regarding
specificity and inter-rater reliability, leading to the development of
shorter versions like HAMD-6. MADRS demonstrates good sensitivity
to change but requires trained raters and is time intensive. The BDI
provides a comprehensive self-report format but is lengthy and may
reduce compliance. PHQ-9, a short, self-administered tool, shows robust
psychometric validity, patient compliance, and ease of use, making it
highly suitable for both clinical practice and research follow-up.

Conclusion: Among the available scales, PHQ-9 appears to balance
validity, reliability, brevity, and patient compliance most effectively,
making it a pragmatic choice for outpatient settings and treatment
monitoring.
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Introduction

Depression is one of the most prevalent psychiatric disorders worldwide,
contributing substantially to disability and disease burden. Accurate
measurement of symptom severity and treatment response is fundamental
in both clinical care and research. Traditional psychiatric evaluations risk
subjectivity; thus, standardized rating scales offer a structured, reproducible,
and validated framework for assessment. Several tools exist for depression
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measurement, but their applicability depends on ease of
administration, comprehensiveness, patient compliance,
and sensitivity to change. Observer-rated scales, such as
the Hamilton Depression Rating Scale (HAMD-17) and
Montgomery—Asberg Depression Rating Scale (MADRS),
are widely used in research but require training. Self-rated
tools, such as the Beck Depression Inventory (BDI) and
Patient Health Questionnaire-9 (PHQ-9), allow direct patient
input and are often more practical in routine practice.

The need of the hour for mental health practitioners,
especially in alternative medicine streams, is to present the
clinical results with objectivity, clarity and comparitive
analysis to create an impact with conventional schools of
medicine and patients. But due to lack of knowledge about
the available tools, standardised questionnaires available,
specific advantages and limitations of each validated scale
and required familiarity of using various standard depression
scales, many clinicians are not able to contribute to our
invaluable science academically. This article compares the
relative merits of commonly used scales, aiming to identify
the most suitable tool for monitoring treatment response in
outpatient and follow-up contexts, and using them to obtain
the desired objectivity in treatment.

Criteria for Selection of Assessment ToolsAim

The tools were evaluated on the following parameters:

1. Ease of administration and brevity

2. Simple language, avoiding technical medical terms

3. Patient compliance for baseline and follow-up assessments
4

Suitability for
interviewer bias)

independent completion (reducing

5. Comprehensive coverage of depressive symptoms

6. Reliability and validity in both diagnosis and follow-up

Tools for Assessment of Depression
Hamilton Depression Rating Scale (HAMD-17)

The Hamilton Depression Rating Scale, introduced in
1960, remains the most frequently applied clinician-rated tool
for evaluating depression severity [1].

Format & Time: 17 items, observer-rated, requiring
20-30 minutes.

* Advantages: Comprehensive coverage of depressive and
somatic symptoms; historically regarded as the “gold
standard.”

* Limitations: Requires trained clinicians, significant
interviewer skill, risk of inter-rater bias, and poor test-
retest reliability for some items [2—6]. Only six items
focus directly on core depressive symptoms, prompting
criticism of its specificity [7-9].
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Hamilton Depression Rating Scale — 6 Item Version
(HAMD-6)

Developed to improve specificity, HAMD-6 includes
six core items (depressed mood, guilt, work/activities,
psychomotor retardation, psychic anxiety, and general
somatic symptoms) [10, 11].

e Format & Time: 6 items, 5—10 minutes.

» Advantages: Higher sensitivity to antidepressant effects,
improved reliability, and suitability for clinical trials
[12,13].

* Limitations: Focuses narrowly on core symptoms; may
not capture comorbid features like anxiety or somatic
complaints.

Montgomery—Asberg Depression Rating Scale
(MADRS)

The MADRS, developed in 1979, was designed to be
more sensitive to treatment effects than HAMD [14].

¢ Format & Time: 10 items, clinician-rated, ~20 minutes.

* Advantages: Greater sensitivity to symptom change, high
internal consistency, and broad international use [15,16].

* Limitations: Requires professional training, time-
consuming, limited applicability in routine outpatient
follow-up [17].

Beck Depression Inventory (BDI-11/BDI-40)

The BDI, a widely used self-report scale, includes 21 or
extended 40 items assessing cognitive, affective, and somatic
domains of depression.

* Format & Time: Self-report; 10—15 minutes.

* Advantages: Rich detail on patient’s
experience; validated in diverse populations.

subjective

* Limitations: Length may impair compliance; potential
influence of literacy and self-awareness; less practical for
repeated follow-up in routine care [18].

Patient Health Questionnaire-9 (PHQ-9)

The PHQ-9, derived from the PRIME-MD instrument,
operationalizes DSM-IV depression criteria [19].

* Format & Time: 9 self-rated items; <5 minutes.

* Advantages: Short, simple, free of complex medical
terminology, high patient compliance, no rater training
required, validated across primary care and psychiatric
populations [20-22]. It demonstrates strong reliability,
validity, and sensitivity to change.

» Limitations: Self-report nature may introduce reporting
bias, though large studies support its diagnostic accuracy
[21].
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Discussion

The assessment of depression requires tools that are not
only psychometrically sound but also feasible for use across
varied clinical settings.

HAMD-17 has been the gold standard for decades,
especially in clinical trials. However, its reliance on
interviewer expertise introduces inter-rater variability.
Moreover, the inclusion of anxiety and somatic items dilutes
its specificity for depression, limiting utility in purely
depressive populations [2—6].

HAMD-6, as a concise derivative, corrects some of
these issues by focusing only on core depressive symptoms.
It is efficient and sensitive to change, making it suitable
for research trials. Yet, its narrow focus risks overlooking
comorbidities and atypical presentations [9—11].

MADRS was developed to overcome the insensitivity
of HAMD to therapeutic change. It shows excellent internal
reliability and responsiveness, making it particularly
suitable for evaluating treatment effects in clinical trials [12,
13]. However, it demands trained assessors and remains
impractical for high-volume outpatient practice.

BDI empowers patients to report their subjective
experience and has been validated extensively across cultures.
It provides rich detail but, in practice, its length and literacy
dependence may reduce compliance, especially in follow-up
studies (18).

PHQ-9 stands out for its brevity, reliability, and ease of
administration. It is widely used in primary care, psychiatric
clinics, and community surveys. Its self-report nature
removes interviewer bias and enhances patient empowerment.
Critically, PHQ-9 is not only diagnostic but also sensitive
enough to track changes over time, aligning it with the
requirements of follow-up studies [16-20]. The PHQ-9 offers
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an optimal balance between brevity and validity. Numerous
studies have validated its utility in screening, diagnosis,
and follow-up [18-21]. Its ability to reduce treatment time
and minimize costs further enhances its clinical suitability.
Compared to HAMD-17, the PHQ-9 provides a practical
and reliable tool for outpatient practice and epidemiological
studies.

Depression rating scales are indispensable for quantifying
illness severity and monitoring treatment outcomes.
Observer-rated scales such as HAMD-17 and MADRS
remain standards in clinical research but require training and
are time-intensive [6, 7, 15]. HAMD-6 improves specificity
but sacrifices comprehensiveness [12, 13]. The BDI, despite
its comprehensive scope, is lengthy and less practical for
clinical settings.

Taken together, observer-rated scales remain valuable
in controlled trials and inpatient settings, while self-
rated scales, particularly PHQ-9, are more practical in
outpatient, primary care, and epidemiological research.

START

Research / Clinical Trial Outpatient / Primary Care

HAMD-17 or MADRS I )
| | Self-rated tool |
L

T
HAMD-6 if focus only on core | |
depressive symptoms

Detailed self-report? Quick, practical follow-up?
BDI-40 PHQ-9

Figure 1: Choosing a Depression Assessment Tool

Table 1: Comparative Summary Table

Tool Type Items Time Strengths Limitations Best suited for
Ce s Requires training; poor inter- - . . .

HAMD-17 Clinician 17 20-30 min Comprehensive; historical gold rater reliability; includes non- Clinical tr|a|§, inpatient
rated standard ) psychiatry

depressive symptoms

HAMD-6 Clinician- 6 5-10 min Focus on corg Fiepressmn Narr.ow scope; misses Research, monitoring
rated symptoms; sensitive to change | comorbid/ atypical symptoms core symptoms

MADRS Clinician- 10 ~20 min High sen3|t|Y|ty to change; Training reqwr.ed; time- Antldepre§sant trlals,
rated reliable consuming academic studies

BDI (21/40) | Self-rated | 21-40 | 10-15 min Patlent-centgred; validated Length; Iltgracy erendent; Cllnlcgl research, detailed

widely compliance issues patient assessment
PHQ-9 Self-rated 9 <5 min Brief; reliable; widely validated; | Self-report bias; less detail Outpatient care, follow-

cost-free; patient-friendly

than longer scales up, epidemiology
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Conclusion

The choice of depression rating scale must consider the
clinical setting, purpose, and feasibility. While HAMD-17 and
MADRS retain value in controlled research environments,
their limitations constrain use in routine clinical follow-
up. The BDI provides depth but at the cost of time and
compliance. PHQ-9 emerges as the most pragmatic option,
offering brevity, reliability, and patient compliance, making
it highly suitable for clinical follow-up, primary care, and
large-scale studies.
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