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Both clinical practice and clini-
cal trial research would greatly
benefit if a self-report rating of

depression severity and specific de-
pressive symptoms could be found
that reasonably reflects findings ob-
tained with more time-intensive clini-
cian ratings. Such a finding would
particularly benefit care of patients in
the public health sector, where staff
time is remarkably limited. Clinical
trials involving patients with depres-
sion that use both clinician-rated and
self-report measures to assess severi-
ty of depressive symptoms have typi-
cally found that clinician ratings and
self-reports of depressive symptom
severity are not in agreement (1–6).
These discrepancies could be due to
the differences in item content for
the clinician and self-rating scales,
different weightings for depressive
symptom items, clinician or patient
biases in describing symptomatology,
presence or absence of psychotic
symptoms, limited insight, and pa-
tient demographic characteristics—
for example, education, race or eth-
nicity—and socioeconomic factors.

The opportunity to compare clini-
cian and self-report depression rat-
ings is presented by the 30-item In-
ventory of Depressive Symptomatol-
ogy–Clinician-Rating (IDS-C-30), for
which a matched self-report (IDS-
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Objective: This study evaluated the concordance between the self-re-
port and the clinician-rated versions of the Inventory of Depressive
Symptomatology (IDS-30) and between the two versions of the briefer
16-item Quick Inventory of Depressive Symptomatology (QIDS-16).
Methods: Data were gathered for 544 adult outpatients with psychotic
(N=106) or nonpsychotic (N=438) major depressive disorder at 14 pub-
lic sector mental health clinics in the Texas Medication Algorithm Pro-
ject. Data for the QIDS-16 were extracted from the IDS-30. Baseline
scores and scores from the final study visit at or before month 12 were
analyzed. The clinician-rated and the self-report versions of each scale
were compared in their identification of response to treatment and re-
mission. Results: The average baseline IDS-SR-30 total score was 2.2
points higher (indicating greater severity) than the IDS-C-30 score; the
average QIDS-SR-16 total score was only .3 points higher than the
QIDS-C-16 score. The IDS-SR-30 and the IDS-C-30, as well as the
QIDS-C-16 and QIDS-SR-16, agreed substantially in classifying re-
sponse and remission for patients, regardless of whether the patients
had psychotic features. None of a large number of clinical and demo-
graphic features accounted for differences between the QIDS-SR-16
and QIDS-C-16 total scores. Conclusions: Either the IDS-30 or the
QIDS-16 self-report adequately assesses depressive symptom severity
among public-sector outpatients with major depressive disorder. The
briefer QIDS-16 may be preferred to save time and cost. (Psychiatric
Services 57:829–837, 2006)
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SR-30) containing identical items has
been developed (7–11). Both meas-
ures rate all DSM-IV core-criterion
symptom domains—for example,
mood, cognitive, psychomotor, and
vegetative—to diagnose a major de-
pressive episode and commonly asso-
ciated symptoms—for example, anx-
ious, melancholic, and atypical symp-
tom features.

In hopes of further saving time and
effort, Rush and colleagues (10–12)
developed shortened versions of both
the IDS-C-30 and the IDS-SR-30:
the 16-item Quick Inventory of De-
pressive Symptomatology–Clinician
Rated (QIDS-C-16) and the match-
ing self-report version (QIDS-SR-
16). The QIDS ratings include only
16 items from the IDS-C-30 and the
IDS-SR-30 to assess the nine DSM-
IV core-criterion symptom domains.
The use of matched clinician and self-
report tests provide an opportunity to
determine whether a self-report can
adequately assess response and re-
mission and to compare these two
perspectives for each of the symp-
toms rated and the overall total score
among patients with depression.

This study compared the clinician-
rated and the self-report versions of
both the IDS-30 and the QIDS-16 to
evaluate symptomatic status among
outpatients with major depressive
disorder who were treated in the pub-
lic sector as part of the Texas Medica-
tion Algorithm Project (TMAP)
(11,13–15). Clinician-rated and self-
report versions of the IDS-30 and the
QIDS-16 were compared on their
ability to identify response and remis-
sion. The effect (if any) of various
clinical and demographic features on
total scores obtained from the clini-
cian and patient perspectives was
evaluated. Finally, item-by-item com-
parisons were made to compare the
clinician and self-report ratings.

Methods
Participants
This study was approved by the Insti-
tutional Review Boards for the Pro-
tection of Human Research Subjects
at the University of Texas Southwest-
ern Medical Center at Dallas and the
University of Texas at Austin. All par-
ticipants signed written informed
consent at study enrollment. Alto-

gether, 544 adult outpatients with
psychotic (N=106) or nonpsychotic
(N=438) major depressive disorder
were recruited from 14 outpatient
mental health clinics through TMAP
(11,13,15) between March 1998 and
April 2000.

All participants were at least 18
years of age and met DSM-IV criteria
for major depressive disorder (clini-
cian diagnosis). Patients receiving
mental retardation services or as-
sertive community treatment (16)
were excluded. All patients were ex-
pected to remain in the study for at
least 12 months; however, a few re-
mained up to 24 months. More infor-
mation about the design of the TMAP
is available elsewhere (13).

Rating scales
Either English or Spanish versions of
the IDS-C-30 and the IDS-SR-30
were obtained when participants en-
tered the study (baseline) and every
three months after study entry by in-
dependent, unblinded research out-
comes assessors, who were not in-
volved in participants’ treatment.
Both ratings were scored by totaling
responses to 28 of the 30 items (either
appetite increase or decrease items
and either weight increase or de-
crease items were scored). Possible
scores range from 0 to 84, with high-
er scores indicating greater depres-
sive symptom severity. Although the
order of administration of the IDS-C-
30 and the IDS-SR-30 was not con-
trolled, the clinician completed the
IDS-C-30 without knowledge of the
patient’s IDS-SR-30 responses.

Total scores on the QIDS-C-16 and
the QIDS-SR-16 were derived from
the relevant IDS-30 rating by isolat-
ing and analyzing the 16 items ex-
tracted from the 30-item ratings to
form the QIDS-16. Total scores were
computed by adding scores obtained
for the following IDS-30 items: sad
mood, concentration and decision
making, worthlessness and guilt, sui-
cidal ideation, interest, and energy
and fatigability. Also included in the
total score was the highest score on
any one of the four sleep items (sleep
onset insomnia, midnocturnal insom-
nia, early morning insomnia, and hy-
persomnia), the highest score on any
one of the four appetite and weight

change items (appetite increase, ap-
petite decrease, weight increase, and
weight decrease), and the highest
score on the two psychomotor agita-
tion and retardation items (psy-
chomotor slowing and psychomotor
agitation). Possible scores on each do-
main range from 0 to 3, and possible
total scores range from 0 to 27, with
higher scores indicating greater de-
pressive symptom severity (10–12).

Drug and alcohol use disorders
were assessed at baseline with the
Drug Abuse Screening Test (DAST)
(17) and the Michigan Alcohol
Screening Test (MAST) (18). A score
of 6 or more on the DAST and a score
of 5 or more on the MAST indicates a
substance use disorder.

Treatment
All participants could receive a pre-
scription for any Food and Drug Ad-
ministration–approved antidepres-
sant medication on the basis of either
clinician judgment (the treatment-as-
usual group) or a medication algo-
rithm (19). Visit frequency was deter-
mined by clinician judgment.

Statistical methods
Participants were evaluated who had
both an IDS-C-30 and an IDS-SR-30
rating at baseline and at least one
postbaseline evaluation. For this
study, data were examined at baseline
and at the last measurement available
for each patient at or before month 12
of the study (study exit). Demograph-
ic and clinical baseline variables were
compared between psychotic and
nonpsychotic groups by using t tests
or chi square tests, as appropriate. Pa-
tient response and remission rates
during the study were computed for
the IDS-C-30, the IDS-SR-30, the
QIDS-C-16, and the QIDS-SR-16
scales. For each scale, treatment re-
sponse was defined a priori as a re-
duction of at least 50 percent be-
tween the total score at baseline and
at the last visit. For the IDS-30, the
remission thresholds were a score of
12 or less for the clinician-rated ver-
sion and a score of 14 or less for the
self-report version (10,11). For both
QIDS measures, the remission
threshold was a score of 5 or less.

Agreement in the ascertainment of
response and remission was evaluated
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by using the kappa statistic. McNe-
mar’s test determined whether the
self-report versions of the IDS-30 and
the QIDS-16 had a greater likelihood
than the clinician-rated versions of
classifying patients as responders or
nonresponders. Agreement between
total scores and items on the self-re-
port and clinician-rated versions of
the IDS-30 and the QIDS-16 was as-
sessed by using the intraclass correla-
tion coefficient (ICC). The ICC can
range from –1 to 1, with higher num-
bers indicating greater agreement be-
tween scales. Both kappa and ICC
measures of agreement can be inter-
preted according to the following
guidelines: less than .40 represents
poor to fair agreement, .41 to .60 rep-
resents moderate agreement, .61 to
.80 represents good agreement, and

more than .80 represents excellent
agreement (20).

Discrepancies between the total
scores on the self-report and clini-
cian-rated versions of the IDS-30 and
the QIDS-16 were defined for each
individual on the basis of the differ-
ence in the relevant clinician-rated
and self-report total scores. We then
averaged the differences for all pa-
tients. Both mean and median differ-
ences between the total scores on the
self-report and clinician-rated ver-
sions of the IDS-30 and the QIDS-16
were computed. As a measure of vari-
ability for the median, the 25th and
75th percentiles were used.

Kendall’s product-moment correla-
tions assessed whether the differ-
ences between the baseline total
scores on the self-report and clini-

cian-rated versions of the scales were
related to age, age at onset of the first
depressive episode, education, length
of illness, or disposable income.
Wilcoxon’s two-sample test or the
Kruskal-Wallis test assessed whether
baseline differences between the to-
tal scores on the self-report and clini-
cian-rated versions of the IDS-30 and
the QIDS-16 were related to gender
or race or ethnicity or to the presence
or absence of psychosis, alcohol
abuse, or general medical conditions.
Nonparametric correlations and tests
were used when a skewed data distri-
bution was present.

Results
Table 1 summarizes the demographic
and clinical features of the sample.
On average, for the whole group, the
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Demographic and clinical features of adult outpatients with psychotic or nonpsychotic major depressive disorder 

Total (N=544) Psychotic (N=106) Nonpsychotic (N=438)

Characteristic N % N % N % p

Age (mean±SD years) 42.2±11.1 41.4±10.7 42.4±11.2 .399
Female 430 79 87 82 343 78 .393
Race or ethnicity <.001

White 282 52 40 38 242 55
Hispanic 142 26 25 24 117 27
Black 113 21 39 37 74 17
Other 7 1 2 2 5 1

Marital status .838
Married 144 27 29 27 115 26
Never married 114 21 26 25 88 20
Widowed 27 5 5 5 22 5
Divorced 180 33 31 29 149 34
Separated 76 14 15 14 61 14

Education (mean±SD years) 11.2±3.1 11.1±2.6 11.2±3.2 .748
Length of illness (mean±SD years) 16.4±13.8 17.1±14.6 16.2±13.6 .540
Substance use disorder 163 30 37 35 126 29 .226
One or more comorbid

general medical conditions 354 65 77 73 277 63 .068
On public assistance 250 46 52 49 198 45 .475
Unemployeda 422 82 90 90 332 81 .078
Baseline (mean±SD score)

IDS-C-30b 38.7±13.8 41.4±15.0 38.1±13.5 .026
IDS-SR-30c 40.9±15.4 43.5±16.6 40.2±15.0 .048
QIDS-C-16d 15.0±5.5 15.9±6.0 14.8±5.3 .061
QIDS-SR-16e 15.3±5.7 16.3±6.2 15.0±5.5 .041

a Several patients did not provide employment data. The number of patients with employment data was 512 (100 in the psychotic group and 412 in the
nonpsychotic group).

b 30-item Inventory of Depressive Symptomatology–Clinician-Rating. Possible scores range from 0 to 84, with higher scores indicating greater depres-
sive symptom severity.

c 30-item Inventory of Depressive Symptomatology–Self-Report. Possible scores range from 0 to 84, with higher scores indicating greater depressive
symptom severity.

d 16-item Quick Inventory of Depressive Symptomatology–Clinician-Rating. Possible scores range from 0 to 27, with higher scores indicating greater
depressive symptom severity.

e 16-item Quick Inventory of Depressive Symptomatology–Self-Report. Possible scores range from 0 to 27, with higher scores indicating greater de-
pressive symptom severity.
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mean±SD total IDS-C-30 score was
2.2±7.1 points lower than the mean
total IDS-SR-30 score (t=7.1, df=543,
p<.001), and the mean total QIDS-C-
16 score was .3±2.8 points lower than
the mean total QIDS-SR-16 score
(t=2.6, df=543, p=.010).

Only race or ethnicity distinguished
patients with psychotic and nonpsy-
chotic major depressive disorder.
More patients with psychotic depres-
sion were African American than all
of the other racial or ethnic groups
(χ2=20.5, df=1, p<.001). Patients with
psychotic depression had slightly
greater levels of depressive symptoms
by most measures.

Ratings of response 
and remission at exit
IDS-SR-30 versus IDS-C-30. For
the 438 patients without psychosis,
treatment response was obtained by
102 patients (23 percent) on the ba-
sis of the self-report version and by
90 patients (21 percent) on the basis
of the clinician-rated version of the
IDS-30. For the 106 patients with
psychosis, 28 (26 percent) respond-
ed to treatment as determined by the
self-report version and 27 (25 per-
cent) responded as determined by
the clinician-rated version. As shown
in Table 2, substantial agreement

was found between the IDS-C-30
and the IDS-SR-30 total scores in
identifying responders among pa-
tients with psychosis (κ=.78) and
those without psychosis (κ=.68). For
nonpsychotic responders and nonre-
sponders, the IDS-SR-30 and the
IDS-C-30 agreed in their classifica-
tion of response and nonresponse for
390 patients (89 percent). Altogeth-
er, 30 of 438 patients (7 percent)
were classified as responders on the
IDS-SR-30 and as nonresponders on
the IDS-C-30. Conversely, 18 pa-
tients (4 percent) were classified as
nonresponders on the IDS-SR-30
and as responders on the IDS-C-30.
No difference in the likelihood of
the IDS-SR-30 and the IDS-C-30 in
declaring response was found for ei-
ther the psychotic or nonpsychotic
groups.

For patients without psychosis, 83
patients (19 percent) were found to
be in remission according to the self-
report, as determined by a score of
14 or less on the IDS-SR-30 at exit,
and 57 patients (13 percent) were
found to be in remission according to
the clinician-rated version, as deter-
mined by a score of 12 or less on the
IDS-C-30. For patients with psy-
chosis, 22 patients (21 percent) were
found to be in remission according to

the IDS-SR-30 and 14 (13 percent)
were found to be in remission ac-
cording to the IDS-C-30. Agreement
between the IDS-C-30 and the IDS-
SR-30 in identification of remission
was also high for patients without
psychosis (κ=.68) and for those with
psychosis (κ=.67). For the nonpsy-
chotic group, the IDS-SR-30 and the
IDS-C-30 agreed in terms of remis-
sion at study exit for 400 patients (91
percent). Thirty-two nonpsychotic
patients (7 percent) were classified as
being in remission on the IDS-SR-30
and as not being in remission on the
IDS-C-30, and six nonpsychotic pa-
tients (1 percent) were classified as
not being in remission on the IDS-
SR-30 and as being in remission on
the IDS-C-30 (χ2=17.8, df=1, p<
.001). The IDS-SR-30 was also more
likely than the IDS-C-30 to deter-
mine remission for patients with psy-
chosis (χ2=6.4, df=1, p=.011).

QIDS-SR-16 versus QIDS-C-16.
Altogether, 114 patients without psy-
chosis (26 percent) responded to
treatment on the basis of the QIDS-
SR-16 and 116 (26 percent) respond-
ed according to the QIDS-C-16. For
patients with psychosis, 29 patients
(27 percent) responded to treatment
on the basis of the QIDS-SR-16, and
32 (30 percent) responded on the ba-
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Use of two versions of the 30-item Inventory of Depressive Symptomatology (IDS-30) and the 16-item Quick Inventory of
Depressive Symptomatology (QIDS-16) to define response to treatment and remission at follow-up among patients with 
major depressive disorder (438 patients without psychosis and 106 with psychosis)

Self-report, responder Self-report, nonre-
Agreement between or remitter; clinician- sponder or nonremitter; 
the self-report and the rated version, nonre- clinician-rated version,
clinician-rated versions sponder or nonremitter responder or remitter

Variable Kappa N % N % N %

IDS-30 identification of responders
Nonpsychotic .68 390 89 30 7 18 4
Psychotic .78 97 92 5 5 4 4

IDS-30 identification of remitters
Nonpsychotic .68 400 91 32 7a 6 1a

Psychotic .67 96 91 9 9a 1 1a

QIDS-16 identification of responders
Nonpsychotic .69 386 88 25 6 27 6
Psychotic .61 89 84 7 7 10 9

QIDS-16 identification of remitters
Nonpsychotic .84 416 95 12 3 10 2
Psychotic .63 94 88 7 7 5 5

a Significantly more IDS-C-30 nonremitters classified as IDS-SR30 remitters than IDS-C-30 remitters classified as IDS-SR-30 nonremitters (all p<.011,
McNemar’s test)
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sis of the QIDS-C-16. As shown in
Table 2, substantial agreement be-
tween the self-report and the clini-
cian-rated versions of the QIDS-16
in identifying responders was found
for those with (κ=.61) and without
(κ=.69) psychotic features. The
QIDS-SR-16 and the QIDS-C-16
agreed on classification of responders
or nonresponders at study exit for
386 patients without psychosis (88
percent). Altogether, 25 patients (6
percent) were classified as respon-
ders according to the QIDS-SR-16
and as nonresponders according to
the QIDS-C-16, and 27 (6 percent)
were classified as nonresponders on
the QIDS-SR-16 and as responders
on the QIDS-C-16. There was no sig-
nificant difference between the self-
report and the clinician-rated ver-
sions of the QIDS-16 in the likeli-
hood of classifying a patient as a re-
sponder or a nonresponder. For
those with psychotic symptoms, simi-
lar results were found for the decla-
ration of response by the QIDS-C-16
and the QIDS-SR-16.

For nonpsychotic patients, remis-
sion (defined by an exit score of 5 or
less on the QIDS-SR-30 or on the
QIDS-C-30) was attained by 83 pa-
tients (19 percent) on the basis of
the QIDS-SR-16 and by 81 patients
(18 percent) on the basis of the
QIDS-C-16. Similar remission rates
were obtained for the psychotic
group (21 patients, or 20 percent,
based on the QIDS-SR-16 and 19
patients, or 18 percent, based on the
QIDS-C-16). For the declaration of
remission, there was agreement be-
tween the QIDS-C-16 and the
QIDS-SR-16 for the psychotic
(κ=.63) and nonpsychotic (κ=.84)
groups. The QIDS-SR-16 and the
QIDS-C-16 gave the same classifi-
cation for remission and nonremis-
sion for 416 patients without psy-
chosis (95 percent). The QIDS-SR-
16 was no more or less likely to as-
cribe remission than the QIDS-C-
16. Specifically, 12 patients (3 per-
cent) were classified as being in re-
mission by the QIDS-SR-16 and as
not being in remission by the QIDS-
C-16, and ten patients (2 percent)
were classified as not being in re-
mission by the QIDS-SR-16 and as
being in remission by the QIDS-C-

16. Similar results were found for
the psychotic group.

Influence of clinical and 
demographic characteristics
Differences in baseline IDS-SR-30
and IDS-C-30 total scores. Overall,
for the 544 participants, the median
difference in baseline total scores
was 1.0 point greater with the IDS-
SR-30 than with the IDS-C-30 (mean
difference=2.2±7.1 points). Alto-
gether, 136 patients (25 percent) had
an IDS-SR-30 score that was more
than 1.7 points less than the IDS-C-
30 score, whereas another 136 pa-
tients (25 percent) had an IDS-SR-
30 score that was at least 6 points
higher than the IDS-C-30 score.
Agreement between total scores was
excellent (ICC=.88), and the correla-
tion between total scores was also
high (r=.89, p<.001).

For the 106 patients with psy-
chosis, the median difference be-
tween the self-report and clinician-
rated versions of the IDS-30 was 2.0
points (mean±SD difference=2.1±
7.8), whereas for the 438 patients
without psychosis, the median differ-
ence was .7 points (mean differ-
ence=2.2±6.9 points). The variance
between the IDS-C-30 and the IDS-
SR-30 total scores was not statistical-
ly significant between the patients
with psychosis and those without.
The ICC for agreement between to-
tal scores was .88 for both patients
with psychosis and those without.
Correlations between total scores
were high for both patients with psy-
chosis and those without (r=.88 and
.89, respectively).

For the full sample, differences be-
tween the IDS-SR-30 and the IDS-
C-30 baseline total scores were not
related to age, gender, age at onset of
illness, length of illness, education
level, family size, disposable income,
presence or absence of psychosis,
presence or absence of a concurrent
general medical condition, or pres-
ence or absence of alcohol or drug
abuse or dependence. Only race or
ethnicity was significantly related to
the difference between the IDS-SR-
30 and the IDS-C-30 (χ2=10.7, df=2,
p=.005). The IDS-SR-30 score was
higher than the IDS-C-30 score by a
median of 2.0 points for whites and

by 3.0 points for African Americans.
For Hispanics, the median was 0
points.

For the 106 patients with psy-
chosis, only family size was signifi-
cantly related to the difference be-
tween the IDS-SR-30 and the IDS-
C-30 scores. Larger family size posi-
tively correlated with a larger differ-
ence between the two scales (r=.21,
p=.003).

For the 438 patients without psy-
chosis, only age and race or ethnicity
were significantly related to the dif-
ference in the IDS-C-30 and the
IDS-SR-30 total baseline scores. Age
was minimally related (r=.07, p=
.043). Whites and African Americans
had an IDS-SR-30 baseline score a
median 2.0 points higher than their
IDS-C-30 score, whereas there was
no difference for Hispanics (.0
points) (χ2=15.5, df=2, p<.001).

Differences in baseline QIDS-SR-
16 and QIDS-C-16 total scores.
Overall, the median difference be-
tween the QIDS-SR-16 and the
QIDS-C-16 baseline total scores was
.0 points. Altogether, 27 patients (25
percent) had a QIDS-SR-16 score
that was more than 1.0 point less
than the QIDS-C-16 score, while an-
other 27 patients (25 percent) had a
QIDS-SR-16 score that was more
than 2.0 points greater than the
QIDS-C-16 score. For both the psy-
chotic and nonpsychotic groups, the
median difference between the
QIDS-SR-16 and the QIDS-C-16
was also .0 points (mean differ-
ence=.4±2.9 points for the group
with psychosis and .3±2.8 points for
the group without psychosis). ICCs
indicated excellent agreement be-
tween the QIDS total scores for all
patients (ICC=.87), for patients with
psychosis (ICC=.89), and for those
without psychosis (ICC=.86). Also,
correlations between total scores
were high for all patients (r=.87,
p<.001), as well as for patients with
psychosis (r=.89, p<.001) and for
those without (r=.86, p<.001).

For all 544 patients, the differences
between the QIDS-SR-16 and the
QIDS-C-16 baseline total scores
were unrelated to any clinical or de-
mographic variables, including race
and ethnicity.

For the 438 patients without psy-
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chosis, only the length of illness
(r=.07, p=.040) was statistically, but
not clinically, significantly related to
the difference between the QIDS-C-
16 and the QIDS-SR-16 baseline to-
tal scores.

For the 106 patients with psychosis,
the difference between the QIDS-
SR-16 and the QIDS-C-16 baseline
total scores was significantly, but min-
imally, related only to family size
(r=.15, p=.039).

Differences in ratings for symptom
items on the IDS-SR-30 and IDS-C-
30. Table 3 shows the ICCs for indi-
vidual symptom items for the IDS-
SR-30 and the IDS-C-30 for patients
with psychosis and for those without
psychosis at study exit. For patients
without psychosis, all items showed
good to excellent agreement except
for morning insomnia, mood varia-
tion, quality of mood, psychomotor
slowing, psychomotor agitation, sym-

pathetic arousal, and rejection sensi-
tivity. Similar results were found for
most, but not all, items for patients
with psychosis.

Differences in domain scores on the
QIDS-SR-16 and QIDS-C-16. Table
4 shows the ICCs at exit between the
QIDS-SR-16 and the QIDS-C-16 to-
tal scores for each of the nine criteri-
on domains assessed by the QIDS for
psychotic and nonpsychotic groups.
All items showed good to excellent
agreement for both psychotic and
nonpsychotic groups as indicated by
ICCs above .60, except for psy-
chomotor changes and involvement
for the psychotic group.

Discussion
The IDS-C-30 and the IDS-SR-30
agreed on the declaration of treat-
ment response and remission for 90
percent or more of the patients.
When the two ratings disagreed in the

declaration of response, the likeli-
hood of being declared a responder
by the IDS-C-30 and a nonresponder
by the IDS-SR-30 was equally likely
as the converse. For remission, the
IDS-SR-30 was more likely to declare
remission than the IDS-C-30 when
there was disagreement. These re-
sponse and remission findings ap-
plied to the total group (N=544) (data
not shown) and to both the psychotic
(N=106) and nonpsychotic (N=438)
groups.

Age, gender, age at onset of illness,
length of illness, education level,
family size, disposable income, pres-
ence or absence of psychosis, pres-
ence or absence of general medical
conditions, and presence or absence
of alcohol or drug abuse or depend-
ence did not account for differences
in the IDS-SR-30 and the IDS-C-30
total scores among individuals.
Whites had a median total score 2.0
points higher on the IDS-SR-30 than
on the IDS-C-30, whereas the medi-
an difference in total score between
the IDS-SR-30 and the IDS-C-30
was 3.0 points for African Americans
and .0 points for Hispanics. This
modest difference suggests that com-
pared with other groups, African
Americans may self-report symptom
levels that are slightly higher than
those recognized by clinicians or that
clinicians may be less astute at iden-
tifying symptoms in this group, com-
pared with what the patients actually
experience.

In addition, an analysis of specific
symptom items on the IDS-30 re-
vealed moderate agreement for the
nonpsychotic group on morning in-
somnia, diurnal mood variation, dis-
tinct quality of the mood, psychomo-
tor slowing, sympathetic nervous sys-
tem arousal, and interpersonal rejec-
tion sensitivity. All other items were
in the good to excellent range
(ICC≥.60). Similar findings were
noted for the psychotic group, ex-
cept that anxious mood, involve-
ment, enjoyment, and panic symp-
toms were in the moderate range
(ICC=.4 to .6).

The QIDS-C-16 and the QIDS-
SR-16 agreed in the declaration of
treatment response for 87 percent of
the total sample and for 84 percent of
patients with psychosis and 88 per-
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Intraclass correlations (ICCs) for the self-report and the clinician-rated versions
of the 30-item Inventory of Depressive Symptomatology at study exita

Psychotic Nonpsychotic
Item (N=106) (N=438)

1. Onset insomnia .90 .83
2. Midnocturnal insomnia .73 .74
3. Morning insomnia .44 .56
4. Hypersomnia .73 .82
5. Sad .76 .78
6. Irritable .80 .74
7. Anxious .51 .67
8. Reactivity of mood .64 .68
9. Mood variation .46 .59
10. Quality of mood .45 .43
11,12. Appetite change .65 .68
13,14. Weight change .82 .78
15. Concentration .71 .69
16. Self-outlook .73 .64
17. Future outlook .82 .72
18. Suicidal ideation .80 .74
19. Involvement .52 .62
20. Energy .70 .65
21. Enjoyment .59 .63
22. Sexual interest .75 .75
23. Psychomotor slowing .59 .48
24. Psychomotor agitation .49 .50
25. Somatic complaint .62 .62
26. Sympathetic arousal .42 .59
27. Panic .58 .63
28. Gastrointestinal .78 .74
29. Rejection sensitivity .64 .58
30. Leaden paralysis .65 .65

a ICC measures of agreement can be interpreted according to the following guidelines: less than
.40, poor to fair agreement; .41 to .60 moderate agreement; .61 to .80, good agreement; and more
than .80, excellent agreement.
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cent of patients without psychosis.
When the two scales disagreed that
response (or nonresponse) had oc-
curred, there was no difference be-
tween the scales in declaring re-
sponse or nonresponse. The QIDS-
C-16 and the QIDS-SR-16 agreed in
94 percent of cases in the declaration
of remission, with no bias between
the scales, for the whole sample or
for the two groups, when the two
scales did not agree that remission
was present.

Overall, the median difference be-
tween the QIDS-SR-16 and the
QIDS-C-16 total scores was 0 points.
No clinical or demographic baseline
parameters were meaningfully relat-
ed to the differences in the QIDS-C-
16 and the QIDS-SR-16 total scores
for the total group and for the psy-
chotic and nonpsychotic groups.

For the nine DSM-IV criterion
symptom domains measured in the
QIDS-16, only psychomotor changes
were in the moderate agreement
range (ICC=.40 to .60) for both
groups; for involvement ratings were
in moderate agreement only for the
patients with psychosis.

These findings suggest that for clin-
ical and for research purposes, the
overall ratings of symptom severity
and the declaration of response by ei-
ther the self-report or the clinician-
rated versions of the IDS-30 or the
QIDS-16 will be highly similar. Fur-
thermore, and somewhat surprisingly,
the presence or absence of psychosis
did not meaningfully affect the
propensity of any of these four meas-
ures to recognize response. Although
the IDS-SR-30 was somewhat more
likely to declare remission than the
IDS-C-30, there was no bias between
the IDS-C-30 and the IDS-SR-30 in
declaring response. The QIDS-C-16
and the QIDS-SR-16 displayed no
bias in the declaration of either re-
sponse or remission.

It is difficult to compare these find-
ings with the literature because most
studies have compared self-reports—
typically the Beck Depression Inven-
tory (BDI) (21)—with clinician rat-
ings—typically the Hamilton Rating
Scale for Depression (HRSD) (22,
23)—that do not share identical
items. These studies have found cor-
relations of .4 to .7 (24).

Among patients who recently expe-
rienced a myocardial infarction, Strik
and colleagues (25) found compara-
ble performance between several
self-reports—the Hospital Anxiety
and Depression Rating (26), the
Symptom Checklist 90 (27,28), and
the BDI—and the HRSD-17 in the
detection of major depressive disor-
der, as defined by the Structured
Clinical Interview for DSM-IV
(SCID) (29). Enns and colleagues
(30) surveyed 94 SCID-diagnosed
outpatients with major depressive
disorder and found that younger age
and higher education predicted high-
er BDI scores relative to HRSD-17
scores. Higher neuroticism, lower ex-
traversion, and lower agreeableness
on the NEO-Five Factor Inventory
(31,32) were associated with higher
BDI scores relative to HRSD-21
scores. Of note, Lyness and col-
leagues (33), Wallace and Pfohl (34),
and Enns and colleagues (30) found
that age negatively correlated with
the difference between BDI and
HRSD total scores. These differences
among older and younger patients
were due to differences in ratings of
psychological and cognitive symp-
toms rather than somatic symptoms
(30)—that is, younger patients re-
ported more such symptoms than
older patients. In addition, Enns and
colleagues (30) found less discrepan-
cy between BDI and HRSD-21 total
scores among melancholic patients

with depression, as opposed to non-
melancholic patients with depression.
Significantly discordant ratings have
been observed for a substantial num-
ber of patients (1,4,35,36). Discor-
dant findings are likely due in part to
the different item content of the two
scales (37–39).

The study presented here used
identical items in the clinician-rated
and self-report measures. We found
very few clinical or sociodemographic
variables related to modest to mini-
mal discrepancies in total scores (the
IDS-C-30 compared with the IDS-
SR-30 and the QIDS-SR-16 com-
pared with the QIDS-C-16).

Of the two scales, the QIDS-16
performed at least as well and some-
times better than the IDS-30. Both
the IDS-30 and the QIDS-16 were in
substantial agreement in declaring re-
sponse and remission between the
self-report and the clinician-rated
versions of the two scales. No appar-
ent bias was found between the self-
report and the clinician-rated ver-
sions of the QIDS-16—that is, in cas-
es where the two ratings did not
agree, one version did not preferen-
tially declare nonresponse or nonre-
mission. Finally, the QIDS-16 total
scores using the clinician-rated and
self-report versions were in agree-
ment across the racial and ethnic
groups.

These findings add significantly to
previous evaluations of the IDS and
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Intraclass correlations (ICCs) for the self-report and the clinician-rated versions
of the 16-item Quick Inventory of Depressive Symptomatology at study exita

Psychotic Nonpsychotic
Item (N=106) (N=438)

5. Sad .76 .78
15. Concentration .71 .69
16. Self-outlook .73 .64
18. Suicidal ideation .79 .74
19. Involvement .52 .62
20. Energy .70 .65
Appetite or weight disturbanceb .70 .73
Sleep disturbancec .88 .78
Psychomotor changesd .54 .45

a ICC measures of agreement can be interpreted according to the following guidelines: less than
.40, poor to fair agreement; .41 to .60 moderate agreement; .61 to .80, good agreement; and more
than .80, excellent agreement.

b Highest score on items 11, 12, 13, and 14
c Highest score on items 1, 2, 3, and 4
d Highest score on items 23 and 24
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the QIDS (10,11,40). These findings
also extend and confirm an earlier re-
port in a different group of public-
sector patients (41). Our results pro-
vide reassurance that neither the
IDS nor the QIDS is substantially af-
fected by diverse baseline features.
Surprisingly, even with patients with
psychotic depression, the self-report
versions of the IDS and the QIDS
were in substantial agreement with
the clinician versions. Thus the use of
these two self-reports in both routine
practice and in efficacy or effective-
ness studies in the public sector is
supported.

Whether these results apply to oth-
er scales for which there are both self-
report and clinician ratings is unclear.
For example, self-reports are avail-
able for the Montgomery Äsberg De-
pression Rating Scale (MADRS) (42,
43) and for the HRSD-17 (22,23,44)
clinician ratings. Neither rating, how-
ever, includes all nine criterion symp-
tom domains, and for the HRSD, cer-
tain items are confounded—for ex-
ample, item 7, which measures both
work and interest. The CRS performs
well against the HRSD-17, but the
number of responses required is high
(52 yes or no questions).

Study limitations include the na-
ture of the sample (13). Although our
sample was ethnically and racially di-
verse, it largely lacked Asian patients.
Participants had low incomes, were
largely unemployed, and had long-
standing depression. Thus generaliz-
ability is limited. When measures
were obtained, nearly all participants
were taking medications for depres-
sion or concomitant general medical
conditions. These medications could
have affected symptomatic presenta-
tions, but they should not logically
differentially affect clinician and self-
report ratings. Finally, the QIDS-16
items and scores were extracted from
the IDS-30 ratings, rather than repre-
senting an independent collection of
the QIDS-16 scores.

Conclusions
Given the high correspondence be-
tween self-report and clinician rat-
ings, the findings of this study sup-
port the use of either the self-report
version of the IDS-30 or the QIDS-
16 to measure depressive symptom

severity and to declare response or
remission among public-sector pa-
tients with depression. Notably, out-
patients with psychotic depression,
who were largely nonelderly, also ap-
pear to reliably self-report symptoms
as accurately as patients with non-
psychotic depression.
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