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A RATING SCALE FOR DEPRESSION
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MAX HAMILTON

From the Department of Psychiatry, University of Leed.\'

The appearance of yet another rating scale for
measuring symptoms of mental disorder may seem
unnecessary, since there are so many already in
existence and many of them have been extensively
used. Unfortunately, it cannot be said that per-
fection has been achieved, and indeed, there is
considerable room for improvement.

appear in different settings. Other symptoms are
difficult to define, except in terms of their settings,
e.g., mild agitation and derealization. A more
serious difficulty lies in the fallacy of naming. For
example, the term "delusions" covers schizophrenic,
depressive, hypochrondriacal, and paranoid de.
lusions. They are all quite different and should be
clearly distinguished. Another difficulty may be
summarized by saying that the weights given to
symptoms should not be linear. Thus, in schizo.
phrenia, the amount of anxiety is of no importance,
whereas in anxiety states it is fundamental. Again,
a schizophrenic patient who has delusions is not
necessarily worse than one who has not, but a
depressive patient who has, is much worse. Finally,
although rating scales are not used for making a
diagnosis, they should have some relation to it.
Thus the schizophrenic patients should have a high
score on schizophrenia and comparatively small
scores on other syndromcs. In practice, this does
not occur.

The present scale has been devised for use only on
patients already diagnosed as suffering from
affective disorder of depressive type. It is used for
quantifying the results of an interview, and its value
depends entirely ~!!..!~eA skill .~f the_!n~D;ie~ !n
~licitin.lZ t.he.n~~sarY m~~rp:!~t~. The interviewer
may, and should, use all information available to
help him with his interview and in making the final
assessment. The scale has undergone a number ,of'
changes since it was first tried out, and although
there is room for further improvement, it will be
found efficient and simple in use. It has been found
to be of great practical value in assessing results of
treatment.

Description of the Rating Scale
The scale contains 17 variables (see Appendix I).

Some are defined in terms of a series or categories
of increasing intensity, while others are defined by a
number of equal-valued terms (see Appendix II).
The form on which ratings are recorded also includes
rour additional variables: Diurnal variation, de-
realization, paranoid symptoms, obsessional symp-

Types of Rating Scale
The value of this one, and its limitations, can best

be considered against its background, so it is useful
to consider the limitations of the various rating
scales extant. They can be classified into four
groups, the first of which has been devised for use
on normal subjects. Patients suffering from mental
disorders score very highly on some of the variables
and these high scores serve as a measure of their
illness. Such scales can be very useful, but have
two defects: many symptoms are not found in
normal persons; and less obviously, but more
important, there is a qualitative' difference between
symptoms of mental i'llness and normal variations
of behaviour. The difference between the two is not
a philosophical problem but a biological one. There
is always a loss of function in illness, with impaired
efficiency.

Self-rating scales are popuiar because they are
easy to administer. Aside from the notorious un-
reliability of self-assessment, such scales are of little
use for semiliterate patients and are no use for
seriously ill patients who are unable to deal with
them.

Many rating scales for behaviour have been
devised for assessing the social adjustment of
patients and their behaviour in the hospital ward.
They are very useful for their purpose but give little
or no information about symptoms.

Finally, a numcer of scales have been devised
specifically for rating symptoms of mental illness.
They cover the whole range of symptoms, but such
all-inclusiveness has its disadvantages. In the first
place, it is extreme.ly difficult to differentiate some
symptoms, e.g., apathy, retardation, stupor. These
three look alike, but they are quite different and
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Results
For two raters, the correlation between summed

scores for the first 10 patients was 0'84. Adding
successively 10 patients at a time, the correlation
changed to 0'84, 0'88, ,0'89, O'89~ 0'90, 0'90. rhe
last correlation is therefore total for 70 patients.

Product-moment correlations were calculated for
the 17 variables on the first 49 male' patients
(Table I), The correlation matrix was then factor-
analysed by extracting the latent roots and vectors
(Table 11). As the jntercor~lations are in seneral
low because of the intense selection of patients. the
latent roots (variances extracted by factors) diminiSh
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TAlIl.E I

CORRELATION MATRIX OF THE SCAt.E J~OR DE"I~E~'SION

TAIILE II

.:FA-crOll SATURA1"JON~ ANI> L"TFNT ROOTS

Con"i~i"n FUClor I

0,763
0,728
0.531
0.207I 
0.284

0.3311
0'458
0'683

-0,034
-0.373
--0'403

O'28Z
I 0.087

0,474I

0,157
0,603
0,353

3'4358

I 

PI\~lnr 2

0-172
-0.156
--0.311, 0.614

0.363
0.371
0.275

-0371, 
0.539
0-326
0.250

0.674 i
0.245

-0-139
0.367
0.107
0.439

2-3439

FIlClor J

0'103
0-]41
0.283

! 

Fal:lOr 4

1--'0-:1-51
.0.138
01221

--0,025
; 0,639
1..0':140

I -.0'134

0'224

.0.032
0'072
0.421

--o.moI
0.628 0.225 .0.144

0.173

!.0.192! 

1.3658

--
(I) Depressed mood
(Z) Guilt
(3) Suicide
(4) );-~""';'" 'nltlnl
(S) ..Iniddle
(6) ,. dcJsycd
~7) Work and intercsts
8) Retardatlotl
9l Agitation

(10 Anxiety, psychic
(II ..somalic
(U) Somatic. gastro-

inlc.linal
~13~ ..aeneral 14 Genital

.IS Hypoctlondriusjs
(16) Insighl
(17) Loss of weigh I

0'557
0.480

-0'395
1-.0.JS6
.0.397

0'117
0'204
0.214

1.7496Latem ruIn

slowly. Out of the total variance of 17, the first six
roots take up 3'44, 2.34, 1.75, 1-37, 1'28, 1.07.0-99-
The first four factors were used for calculating factor
measurements for the patients, in the form of
T-scores.

For the interest of those factorists who have II
taste for factors rotatcd to give simple strllcture,
the first three fuctors were rotated by all ol1hogonal
rotation matrix (Table Ill) to give the resllils shown
in Table IV, The fourth factor was left as it i;;, as
it already has.a fair numbcr of near-zero suturl\tions.
Thc final saturations give a good approximation to
simple structure and still retain the advantage of
orthogonality -

TAUl.E III

OI{THO(,ONAL ROTATION MATltlX
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variables is that of discriminant functions. These
divide the multidimensional space into regions, the
centres of which charactcrizc the typical case, and
the meeting of the regions, the "interfaces", are the
sites where are located the atypical, anomalous, or
half-way cases. Since this procedure requires the
initial establishment of criterion groups, already
diagnosed, it cannot therefore be used to find
syndromes. It can be used to test the (null) hypo-
thesis that the syndromes are not distinct, and to
identify ncw cases.

agitation 0'54, loss of weight 0'44, retardation 0'37,
insomnia (dclayed) 0.37, insomnia (middlc) 0'36,
hypochondriasis 0'37, anxiety (psychic) 0'33, and
suicide 0'31. It might be said to be vaguely like
agitated depression, which clinically shows anxiety
and agitation, together with disturb~d sleep (par-
ticularly initial insomnia), but the factor is deficient
in depression, the first factor having taken
out most or; the depressive variance. The third
factor might be called some sort of anxiety reaction,
with saturations of anxiety (psychic) 0.56, agitation
0 SO, anxiety (somatic) 0'50, gcnitul (loss of libido)
symptoms 0'40, gastrointestinal symptoms -0'39,
general somatic symptoms -0'36, guilt 0'34, and
insomnia (delayed) -0.30. The fourth factor has
saturations of insomnia (middle) 0'64, ge.neral
somatic symptoms 0'63, anxiety (somatic) 0'42, and
insomnia (delayed) -0.34. It is difficult to attach
any label to the third and fourth factors, as they do
not bring any clinical pattern to mind.

The situation is no better with thc rotated factors.
Factor I is still very much like rctc.lrdcd deprcssion.
but the negative saturation for gastrointestinal
symptoms strikcs a most incongruous 110tc. r';c.lctor
II shows many somatic symptoms and disturbed
steep, but the presence in the factor of agitation
without anxiety is disturbing. It cannot be regarded
as a factor of objective symptoms, as opposed to
subjective, since it includes loss of interest and
insight. Factor 1.11 could bc named "anxicty
reaction", but the negative satllrations of depression
and loss of insight must disqualify any attempt to
relate it to clinical syndron1cs. The fourth factor
has been left unrotated.

[t is not surprising that the classical clinical
syndromes have not apPcc.lred from the factor
-analysis, since this technique is incapable of demon-
strating them. It would i.lppci.lr frOl11 thc litcrature
that psychologists have hoped that factor analysis
would elicit the classical synd ron1es , and perhaps
evcn additional ones, but in practice this doc... not
occur. The clinical syndromes are mutually ex-
clusive, i.e., a patient can be ill with endogenous
dcprcssion, or reactive dcprcssion. or schizophrcnia.
etc., bllt not rrom two or morc, Of course. thcre
are always paticnts who diagnostically arc dollbtrul
in-betweens. On the other hand. factors arc
orthogonal, and any il1dividu,11 patient can hc.lvc
high scores in two or more r.lctors, or convcrscly,
low scores. The discrepancy betwcen clinicc.\1
syndromes and factors is even gr:eater wpen cor-
related factors are obtained by non-orthogonal
rotations, for with such factors, paticnts will tend
to score high or low in all fl1ctors simultaneously.

Thc appropriate statistical technique for dc.,;crib.
ing the clinical syndromes in terms or quantified

Factor Measurements
Another way of investigating the nature of the

factors is to consider the individuals who have high
scores on the factors:- :'

Factor I.-A man aged 39 y~\rs (Case 39) had fl1.Ctor
scores of .p. 76, FI 37, F3 49, and F4 52.

This patient was admitte<1 to hospital after two
attcmpts at suicide, first by electrocution, and, when this
ftulcd, by an ovcrdosc of phenobarbitone. No psycho-
logical l,r\.'Cipituting fuctors wcrc found. On admission
hc was scvercly dcprcssccl and still tlctively suicidal. He
hud strong l"ccling.~ or guilt, and rCilrcd that he had
acquircd vcncrcal disease and was infecting others with
it. Hc WtlS markedly retarded and showed loss of
insight. His sle~p was disturbed in all three phases, he
had no interest in anything and had complete loss of
libido since the onset of his illness four months pre-
viously. His symptoms cleared with six courses of
clcctroshock treatment (E.C. T .). Two weeks later he
suddenly relapscd and attempted to ,cut his wrists with
a brokcn tumblcr. He again recovered with a further
coursc or E.C.T. and, has remaincd well ever since.

This casc was one of classical endogenous depression.

CO.ft? 24.,-A mun agcd 54 had factor scores of Fl 64,
F. 51, F~ 44, and F" 50.

This paticnt devclopcd symptoms of anxiety two years
ngo, accompanicd by impotence. As it result of physical
illness, hc I'lad to changc his job to one much less satIs-
factory and with less ~y. He worricd excessively over
this and over his health, and became very depressed.
Hc wa.~ given E.C.T. as an out-patient, improved and
rcturncd to work for three months. He was twice
admitted to I'lospital, refused E.C. T., and discharged
mn'lsclr. Evcntually hc agrccd to acccpt E.C. T. but cortl-
mitled ~uicide just bcfore I'le was due to attend for
Ircatn'lcnt. WI'Icn in l'IospiUII hc was dccply dcprcsscd,
had some guilt fecling~, suicidal thougl'lts, and moderate
rctardation. I-Ie had difficulty in raIling asleep and woke
in the carly hours. He ~howe<1 loss of interest and of
libido. He lacked insight, I'lad lost weight, and com-
plained of vague bodily symptoms. He sl'1owed little
anxiety but was preoccupied with his health and his
future prospccts.

Psychological precipitating factors cannot be excluded,
but the overall picture is that of endogenous depression.

I'llctor 2.-A man aged 62 years (Case 61) had factor
scorc~ or r:l, 32, F~ 54, Fa 37, and F.. 38.
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This paticnt had bccn off work for II ycars ror "b,ld
nerves" following an accident at work. Hc had mtlny
hypochondriacal complaints and had undergone muny
fruitless investigations. Four years ago, hc was admitted
to hospital ror severe depression with delusions clnd
hallucinations. This cleared tutcr E.C.T. He wus
readmitted a year ago, diagnosed as a case of reactive
depression, and improved slowly under general trcat-
ment. .He was discharged after three months. His
condition fluctuated and eventually he was' readmitted,
given six COllrscs of E.C. T. ..Ind showcu I11llrkc(\ im-
provcmcnt. Hc WilS dischargc(1 am! rcm,linl:d wcll.
His symptoms werc or modcr.lte dcprCSSK)n, without
feelings of guilt or suicidal idcas. 11c hllu difficulty in
falling aslL'Cp and awoke carly. He showed moderate
loss of interest, anxiety, both psychic and s()matic, and
suffered from poor appctite and constipation. He was
diagnosed as a casc of reactive depression, but thc
relation of thc illness to psychological precipitating
factors is not certain.

Case 17.-A m.1n IIgcd 72 ycars hlld fllctor ~cor~~ of
Fl 48, F, 65, Fa 43, and F. 45.

There was a long history of abdominal complaints,
but investigations round nothing to accounl for thcm.
A year ago the patient became obviously depressed and
was admitted to hospital. He showcd modcrate dc.
pression. guilt. and some suicid.l1 preoccupations. His
sleep was disturbed in all three phases. He showc(lloss
of interest, some agitation. sevcre hypochondriasis. and
considerable anxiety. H is appetite W.IS poor. his bowcls
were c.onstipated, and hc had lost weight. BeCtlllSC or
the poor state of his heart, he was not given E.C. T. He
improved slowly, finally discharging himself against
advice. Eventually he was admitted to a general hospital
and died from cancer of the lung.

The clinical picture is that of reuctivc depression, but
the psychological precipitating factors are doubtful.

Factor 3.-A man ,Igcd 61 years (Case 2) had factor
scores of F1 41, F1 38, Fa 63, and F444.

The patient h.ld ,I history of several attacks or de.
pression, the last one precipitated by the deaths or his
",ife und dallghter. The coursc of thc illness was
fluctuating, and the patient showed a poor response to
E.C.T. He showed marked depression, guilt, suicidul
thinking, retardation, loss of intcrest. and grossly
disturbed sleep. Eventually hc recovered and hus
remained well.

Case 45.-A man aged 53 years had factor scorcs of
F, 60, F1 55, Fs 78, and F. 52.

The patient had had one previous attack of deprcssion
four years berore. Two years ago, the paticnt again fcll
ill, and his symptoms have fluctuated con~idcrably. In
hospital he showed much depression, guilt, and loss of
interest, much anxiety and agitation, loss of libido and
loss of insight. He is a rather inadcquatc pcrsonality
and his present illness began when he was ofl'ere(! a post
which involved greater responsibility.

Both of these patients have had previous attacks
of depression, characteristic of an endogenous type
of disorder, but in both cases, there were obvious

psychologi~1 strcsscs to account for thc onset of
thc present uttuck. In the first, the symplorns were
of the endogenous (retarded) type, and in the second
of the reactive (agitated) type. Clinically, these
patients are vcry unlike, but the factor scores pick
them out on account of their resemblance; what
this is, is not clear.

Since the factors arc derived from a limited
number of cases, the fourth factor is of very doubtful
stability. (Thc qu~stion or statistical significance
is ignorcd J()r lhc momcnl.) Ncvcrll'IClcss, il is of
considcrable intercst. Both of the following p.\tients
showed depression wilh much .mxiety, disturbance
of sleep and n,any somatic symptoms, but it is the
background to the illness that is noteworthy.

1"~lct()r 4.-A mtm tlgcd 51 ycars (CiISC 62) had factor
~corcs of F1 39. F. 41, Fa 56, tlnc.l F.. 71.

This patient was a h.lrd worker, but could not restrain
his hcavy drinking and gambled heavily. Thcsc c.lu!icd
considerable marital discord. When temporarily out. of
work after an accident, he stole money from his daughter
to continue his "hobbics". Hc wcnt off to London,
stayed in a hotel anli dccampcd without paying. When
he eventually returned home, hc hcurd that the theft had
bccn rCpl)rtcli to thc policc. Hc bccamc dl."Sf)Crate, and
arlcr a fcw day~ .lltcmptcd to gas himsclf and was
admitt~d to hospittll. His condition clcilrcd artcr E.C.T.

Cust! 7.-A m~ln agcd 44 years had luclor scores of
F. 34, F. 44, Fa 58, and F.. 71.

This piltient camc from 1\ disturbcd parental home
where he had been rejected and deprived. He has
always been an odd pcrsonality with marked neurotic
traits and paranoid attitudes. He served in the Royal
Air Force for nine yet\rs, during which he was repeatedly
delinquent and resistant to authority. Eventually he
was discharged for "psychoncurosis". His subsequent
occupational history is irrcgular, with frequent loss of
jobs bccause of quarrclling. He always reels thtlt others
tire against him. Hc has not worked for yetlrs, ha.'I shown
much anxiety and in the last six months bcctlme depressed,
bcing finally admitted to hospital. He improved a little
ilfter E.C. T. but relapsed, subsequently recovering
~pontuncously .

Both of these patients have obviously abnor:mal
personalities, although it would be an exaggcl:ation
to describe them as psychopathic personalities. It
has long been rccognized that abnormal person-
alitie.~, particularly of the hysterical type, are liable
to attacks of depression, and it is of great interest
that such patients should be picked out by reason
of the pattern of symptoms of their depression.
Nevertheless, the present findings should not be
regarded as more than suggestivc and worthy 01
further investigation.

Another way of tackling the relation between
factors and clinical syndromes is to take groups of
clinically identified patients and compare their mean
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tion with outcome. Herein lies the interest of this
factor.)

ractor measurements. Sincc this is purely a clinical
problem and involves other matters, it is reported
elsewhere (Hamilton and White, 1959).

Tests or significance have not been applied to
these factors. It seen'ls likely that even the smallest
factor would becon'le statistically signirictlnt if a
sufficient nun'lber of patients werc tcsted, and the
ratings were repeated often enough to make the
individual variables highly reliable. .The value of
factors lies in their use. In this connexion, although
the data for the factor analysis were derived from
49 patients, the regression equations were used on
the ratings obtained from 64 patients investigated
for other purpose1;. Of these 64 patients, 49 were
followed up after trcatn'lent (not the same 49). The
correlation between factor measuremcnts and tolal
crude score after trcatmenl is for F1 0'23, for Fa 0'17,
for F3O'27, and for Fot 0,09. Although Fa has no
obvious clinical or psychological meaning, it is thc
only one of the factors to be correlated with out-
come after treatment at a significance levcl of just
over S %. This is not much, but a large correlation
with outcon'\e is not to be expected in such a highly
selected group of patients (Han'lilton and White,
1959). Furthern'lore, 16 out of the 49 cases followed
up are new,..cases, so that son'lc of the shril'lkagc to

.be expected in a cross-validation group has already
occurred. (The situation is not quite the same 3S
whcn a multiple correlation i~ calculated, but F:J h"s
been picked out because it has the highest correIa-

Summary
A rutil'lg scale is described for use in assessing the

symptol'l'ls of patients dii.tgnosed as suffering from
dcprcssivc :;tutcs. Thc first four latent vectors of
thc intercorrelation n'latrix obtained from 49 male
patients are of interest, as shown by (0) the factor
saturations, (b) the case histories of patients scoring
highly in the factors, and (c) the correlation between
factor scores and outcomc after treatment. The
general problem of the relationship between clinical
syndromes and factors extracted from the inter-
correlations of SYI'I'IptOI'l'lS is discussed.
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Cor giving me full fucilitics to work in his hospital, and
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ment of Psychiatry, Leeds Univcrsity, for permission to
publish. I havc to thank Dr. J. White, not only for
providing thc patients, but also for collaborating in the
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to Miss W. Ashton, B.A., B.Sc., of the Cofi1puting
Laboratory of Leeds University, for the programming
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APPENDIX)
ASSESSMENT or I)EPRF.~SION

Item
No.

Score
Range

0-4
0-4
0-4
0.2
0-2
0.2
0-4
0-4
0-2
0-4
0.4
0-2
0-2
0-2
0.4
0.2
0-2
0-2
0-4
0-4
0-2

Depressed mood 1-- ~~O~~ Quilt

Sulcillc
1I1!1()nmia. initial

,. middle
..delayed

Work and inlcrc~ls
Rctar(\"tiol)
AgilRlinn
Anxiety. psychic

..son1atie
Solnalic symplon1~. ga~lroinlel;ljnl\l

generl1l
GenilRI symplOn1\
I-IYl'ochondriasis
Loss of insight

weight

Diurnal variation {~
Del,ersonnli7t1lion, etc.
Paranoid syn1pt()nU
Ob~c~sion(\1 5Ylnptom~

Symplo",

'

(i',u/illl1

0 Absent
I Mild ()f Iri"i,,!
2'3 ! Moucrate

J
4 Severe

0 Abscnl
I Slisl,t or doubtful
2 Clearly present

19
20
21
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APPENDIX II
CHECK L1ST OF SYMPTOMS OF DEPRESSIVE STATES

Item
No.

Ran2e of
Scores

Item
No.

Range of
ScoresSymptom SymPtom

II 0

0-4
12 1).2

/3 0-2
0-4

14 0-2

4 0.2
0-2

IS 0.4

0.2 16
17

0-2
2.0

0.4

13 0-2

19 04

0-4
20 0-4

Not with a
.depressive
quality

21 0-29 0-2

An--;cly, "Y.I'C'h;r
Tension and irritability
Worrying aboul mil10r mutlcr,~
"rrrchcn'!ivc IIttiludc
!"cars
."n~i"'I', ,~Onl(l';('
Gusiroinlcslinul. wind. indigestion
Cardiovuseular, palpilntiol1s, lIeadachc'!
l{c~piruloTY, gcmto-llrinury, etc,
"""/Ililli/' "',VII/PI/IIII,I', <;d,r/r/lilllr,r/illill
1,.t)~S or UPI~liIC
H~yy luelingG in ubdomen
Consliplltion
Somatic :'"YlllpIOmf, Gencral
Heaviness in limbs, bilek, or heau
Diffuse backache
LO~8 or e!)crey and fatiguability
Gl'/lit//l ,\'ymptams
I.,()ss or libido
Menslrllul c.lj!Oturbunce~
lIypochondria.ri1"ISelf-ilbsc)rplion (bouily)
Pr"occllpulion wilh h~alth

i Qucrulo\ls uuitudc
~ Hypochondriacal delusions1,/1.',1' of ~'I'ighl .

III,r;,lrhl
Los!!oCinsight ,.".",.,.,2
"aniu! or llouhtfulloS8 ., ., ., ., I
No loss .."""",..",...,0
(Insight "1USt be interpreted In terms
nf putient's understanding and back-
gn)\Ind,)

Dil/rnal Vuriat;ml
SY/npton)!I worse in morning or evening,

Nl)le which It is.
D"Pl'rsot/ullzol/on unci Dl'realizulilu/
F,=el,il:'g~ or llnreality '\ Speciry
Nlh,llSlle Idcas f
PUl'illl"id ,S.vmplo/1/I'ISuspicious
Ideas of rercl'cnce
Delusions of reference and

pcrsl.'Cution
HIIII\.cinuliol1s, persecutory
OI1Si?ssi/JIIIII Symplonl~
Obsessive thoughts and con1pulsions,

IIsail1st which thc patient struggles

Dt'prl'ssl!d Mood

Gloomy altitud~, p~ssimism about Ihe

fuilire

"-I:L!ling or sadnes~

Ten~lL!ncy 10 wl:ep

Sadllcss,elc """"" I

Occasionlll weeping.. 2

Frcqucnl weeping. :\

Fxlreme symplon1S .,.. 4

(;11;11

j ~ell"rcrr(lac".Ii:cl" hc hll" II:I pl:(lrlc dltwlI 1~lell" III' guilt

Presl:nl illlll:SS is a punishmenl

DclusiollS of guill

Hallucinalions of Buill

Su;c'id..
j Feels life is no! worlh living

Wishes he were dead

Suicidal ideas

Attempts at suicide

Ins(Jl/ln;a. i mlial
Dil1iculty in falling a"lccp

InsonlJlia. midcl'..

Palient rcsllc,"" and di!itllrbe~1 during the

nighl
Waking durillg Ihe night

',I,\'l)fflniCI. d,'/clv..d

Waking in early hours of the mClrniog

ILlid unnbll: 10 Iilil asleep ugllin

Wurk and Intl'r",~11'
Fcclings or incapacity

Lisllessness, indecision and vacillation

Loss or inleresl in hobbies

DccrelLscd social activities

Pro~IUClivily decreased

Ullable to work

Slopped working bcClIlI"C or present

illnl:OIs only. ., ., 4

(Absence rrom work after lrealmenl or

recovery may ralc a lower score.)

R,'IOrtlnt;nl/

Slowne.~s of thought, spe~ch. IInd activity

Apalhy

Stllpor

Slight relardalion at interview.. I

Obvious retardation III inll:t'view 2

InturviuwdiAicult ..." 3

Cumpleleslupor ,."..4

Ag;tul;UI/

Restlessness QSSOCialed with anxiclY


