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Patients’ judgments of the importance of treatment-induced reductions
in symptoms of depression: The role of specific symptoms, magnitudes
of change, and post-treatment levels
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Department of Psychology, University of Pennsylvania, Philadelphia, PA, USA

(Received 17 February 2021; revised 29 May 2021; accepted 31 May 2021)

Abstract

Objective: An implicit assumption in the use of depressive severity measures to assess change during treatment, such as the
Hamilton Rating Scale for Depression (HRSD), is that reductions from pre- to post-treatment that are equal to each other
are of equal value. However, stakeholders’ valuations of changes might depart substantially from this assumption. Method:
Vignettes were constructed that reflected the six possible 1, 2, and 3-point reductions on five cognitive and four somatic
symptoms derived from the HRSD. Former or currently depressed patients provided judgments of the importance of the
symptom reductions. Mean importance ratings were modeled using symptom category and the pre/post-treatment
combination. Differences were explored using the Tukey method. Results: Results indicated that mean ratings, from
most to least important, were: Anxiety, Suicide, Depressed Mood, Work, and Guilt (the cognitive symptoms) followed by
Somatic, Sleep, Appetite & Weight, and Retardation (the somatic symptoms). Participants valued reductions that
resulted in posttreatment scores of zero more than expected, given the magnitude of the reductions. Conclusions: The
value of reductions in symptoms captured by the HRSD, as judged by patients, appears to differ as a function of
symptom category and the post-treatment score. Similar patterns might characterize other measures of depression severity.

Keywords: Hamilton rating scale for depression; measurement of depressive severity

Clinical or methodological significance of this article: An implicit assumption in the use of depressive severity measures
to assess change during treatment, such as the Hamilton Rating Scale for Depression (HRSD), is that reductions from pre- to
post-treatment that are equal to each other are of equal value. However, we were not aware of any empirical work that has
examined this assumption extensively of the HRSD, or of any widely used measure of depression severity. Results from this
study suggest that former or currently depressed patients may not judge changes of the same magnitude on the HRSD to be
equal in value; furthermore, judgments from these patients appeared to differ as a function of symptom category and post-
treatment score.

Introduction

One of the earliest and most popular measures of
depressive symptom severity is the Hamilton Rating
Scale for Depression (HRSD; Hamilton, 1960).
Studies have shown the HRSD to be reliable, and it
exhibits a high degree of concurrent and differential
validity (Williams, 1988). The HRSD was originally
designed to yield a total depression severity score by

adding the scores from 17 items. The symptoms eval-
uated by the HRSD are characterized by “anchor-
point descriptions that increase in intensity; clini-
cians are to consider both the intensity and frequency
of a symptom when assigning it a rating value” (Wil-
liams, 1988, p. 742). Each item is scored either on a 0
to 4 scale or a 0 to 2 scale. Scores on the five-point
scale correspond with “absent,” “mild or trivial,”
“moderate” (which reflects scores of both 2 and 3)
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and “severe.” Hamilton (1960) used the three-point
scale — whose scores correspond with “absent,”
“slight or doubtful,” and “clearly present” — for
symptoms difficult or impossible to quantify.
Modern versions follow the original HRSD’s
scheme. An interview guide is typically used to
obtain the information required to make the distinc-
tions (Williams, 1988). Note that investigators have
added items to the scale, resulting in several other
versions of the HRSD (e.g., 24-, 25-, 28-, and 31-
item scales; see Carmody et al., 2006; Zimmerman
et al., 2005).

A common use of the HRSD is in the evaluation of
outcomes of treatments for depression (Fried &
Nesse, 2015; Williams, 1988). Many randomized
clinical trials comparing treatments for depression
have used the total HRSD, at baseline and post-treat-
ment (as well as intermediate points), to characterize
each individual’s response to treatment. However,
despite its widespread use and its adoption as the
standard in the field in evaluating outcome of anti-
depressant treatment, there have been many critiques
of the HRSD, even prompting consideration of its
replacement as the primary outcome measure in
treatment studies of depression (Zimmerman et al.,
2005).

One set of criticisms of the HRSD concerns its
psychometric properties. An implicit assumption
about the scaling properties of constituent items
on symptom severity measures such as the HRSD
is that each numerical point (either at baseline, at
post-treatment, or in the change from pre- to
post-treatment) has equal value. A reduction in
one symptom (e.g., a two-point improvement on
suicide) is valued equivalently as the same
reduction in another (e.g., a two-point improve-
ment on depressed mood). Gibbons et al. (1993)
used item response theory to assess the dimension-
ality of the HRSD for inpatients and outpatients
with depression. Their analyses yielded a five-
dimensional solution in which eight symptoms
(depressed mood, guilt, suicide, work and interests,
agitation, anxiety — psychic, anxiety — somatic, and
genital symptoms) appeared to define a unidimen-
sional index of global depression severity. The
other symptoms assessed — primarily somatic or
vegetative symptoms — did not contribute to this
index. A shorter version of the HRSD (Bech
et al., 1975) comprises six items (depressed
mood, guilt, work and interests, anxiety — psychic,
retardation, and somatic symptoms — general), in
which four of the six overlapped with symptoms
identified in Gibbons, Clark, and Kupfer’s unidi-
mensional index. This scale has been found to be
more unidimensional (Bagby et al., 2004; Bech
et al.,, 1984) and even more sensitive in detecting

drug and placebo differences (Faries et al., 2000)
than the original HRSD.

These results suggest that equivalent reductions in
specific symptoms could be expected to be valued
quite differently. Although neither Gibbons et al.
(1993) nor Bech et al. (1984) examined the relative
importance of changes in severity score from pre-
to post-treatment, one might expect a similar
pattern, specifically that reductions in those
10 symptoms might be judged as more important
than others.

Another assumption in analyses of outcome data
is that patients whose pre- and post-treatment total
scores are identical (e.g., pre-treatment scores of 27
and post-treatment scores of 9) will have experi-
enced improvement that is equivalent in value, irre-
spective of whether the reduction comprises many
small changes across all symptoms, or fewer,
larger changes in some symptoms along with little
or no changes in others. This assumption is proble-
matic, unless reductions in the constituent items
behave like interval scales such that, for example,
a reduction from 1 to 0 on an item would be
experienced as roughly equal in importance to
reductions from 2 to 1 or from 3 to 2 (Harwell &
Gatti, 2001). Moreover, the value of a given level
of symptom reduction should conform to the mag-
nitude of that reduction such that, for example, a
one-point reduction should be judged as less
important than a two-point reduction. We are not
aware of any empirical work that has examined
these assumptions of the HRSD or of any widely
used measure of depression severity.

The Present Study

We asked participants with a history of treatment for
depression to judge the importance of reductions in
nine different symptoms of depression across six
different pre/post treatment combinations. The
stimuli presented to participants were derived from
the HRSD (Hamilton, 1960; Williams, 1988), allow-
ing us to: (a) evaluate the relative importance of
change in the nine symptoms, as judged by partici-
pants; and (b) examine how well participants’ judg-
ments of pre- to post-treatment reductions within
symptoms approximated the patterns expected
from an interval scale. Specifically, we examined
whether changes reflecting higher numeric
reductions were judged consistently to be more
important than those reflecting lower numeric
reductions, and whether stimuli representing equiv-
alent point reductions were judged as equally impor-
tant, irrespective of the pre-treatment or post-
treatment values represented.



Methods
Materials and Procedure

Participants completed an online survey that pre-
sented descriptions of symptom reductions in
depression experienced by a hypothetical patient.
The descriptions represented various levels of
symptom severity experienced by the patient prior
to the initiation of treatment and at the end of a
four-month course of treatment. Participants were
asked to render a judgement of the importance of
the improvement represented in each vignette.
From the original 17-item HRSD (1960), five
items (depressed mood, guilt, suicide, work and
interests, and retardation) were presented as symp-
toms on their own. We did not represent agitation,
hypochondriasis, or insight in the materials we pre-
sented to participants because in two datasets avail-
able to us (from DeRubeis et al., 2005; Hollon
et al.,, 2014), ratings on these items were rarely
above zero, even among patients with high HRSD
total scores.

The remaining nine items from the original 17-
item HRSD were condensed into four symptom cat-
egories, both to minimize participant burden and to
reflect what is known about the relations among
these items from factor analyses of the HRSD
(Shafer, 2006). The three insomnia items (initial,
middle, and delayed) were combined to represent
“Sleep” symptoms. Two of the anxiety items
(anxiety — psychic and anxiety — somatic) were com-
bined to represent “Anxiety” symptoms. Two items,
somatic symptoms — general, and genital symptoms
(also referred to as libido on other versions of the
HRSD), were combined to represent “Somatic”
symptoms. Finally, “loss of weight” and “somatic
symptoms — gastrointestinal” were combined to rep-
resent “Appetite & Weight” symptoms.

To summarize, participants were asked to rate the
importance of reductions in these nine symptom cat-
egories: Depressed Mood, Guilt, Suicide, Sleep,
Work, Retardation, Anxiety, Somatic, and Appetite
& Weight. The construction of the nine symptom
categories can also be seen in Table S1.

We created descriptions for each symptom cat-
egory that reflected the six possible reductions that
could occur given a pre-treatment score of 3 (to 2,
to 1, or to 0), 2 (to 1 or to 0), or 1 (to 0). We did
not present descriptions reflecting the highest poss-
ible pre-treatment score (i.e., 4) for any of the symp-
toms because such scores are uncommon, even in
populations of patients with severe forms of
depression (see Evans et al., 2004). See Table S2—
S7 for the exact wordings of the symptom change
descriptions (9 symptoms by 6 pre/post combi-
nations) presented to participants. Note that the

Psychotherapy Research 3

order of the nine symptoms presented within each
set was randomized.

For each of the vignettes presented to partici-
pants, their task was to imagine that they had experi-
enced the improvement represented in the vignette
and to select the word or phrase that best answered
the question, “How important or meaningful was
this change?” Their options were: “Not at all”;
“Slightly”; “Moderately”; or “Very” (which we
coded, respectively, as 1, 2, 3, or 4). Each partici-
pant was randomized to encounter three sets of
vignettes which represented three of the six possible
pre/post combinations. Each set presented
symptom change descriptions for all nine symp-
toms, with the pre- to post-treatment score (e.g.,
from 3 to 1) held constant within a set. The order
of the nine symptoms presented within each set
was randomized. Note that participants were not
given the numeric scores associated with any of
the descriptions.

Participants

The institutional review board approved all pro-
cedures. The study was posted on MQ’s Take Part
in Research platform, where United Kingdom
(UK) citizens could fill out the survey online. MQ
is a registered charity in England that focuses on
transforming mental health through research. At
the beginning of their encounter with the survey, par-
ticipants were presented with a consent form and
ensured that all responses would be anonymous.
Only participants who answered that they had
received treatment for depression were asked to con-
tinue. At the end of the survey, participants had the
option to provide comments and to enter a raffle to
win a £50 Amazon gift card.

Statistical Analyses

In order to generate estimates of the main effects of
the symptoms and pre/post combinations on impor-
tance ratings, we created a mixed-effects model
using the lme4 package in R (Bates et al., 2014),
with importance rating specified as the dependent
variable. The nine symptoms (Depressed Mood,
Guilt, Suicide, Sleep, Work, Retardation, Anxiety,
Somatic, and Appetite & Weight) and the six pre/
post combinations (3 t0 0, 3to 2,3 to 1, 21to0 0, 2
to 1, and 1 to 0) were entered as categorical fixed-
effect predictors, and participant was entered as a
random effect.

Categorical predictors were entered into the model
using unweighted effect coding. Compared to
dummy coding, where a specific reference group is



4 T.T. Kimet al

selected, unweighted effect coding uses the
unweighted mean of all the group means as the refer-
ence point (Cohen et al., 2013; IDRE, 2021). Thus,
coefficients can be interpreted in relation to the grand
mean and, in this case, adjusted for the random effect
of participant (Cohen et al., 2013). Effect coding is
especially useful for providing interpretable estimates
from models that include interactions. Specifically,
significant interaction terms reflect pairs (symptom
by pre/post combination) that participants reported
as significantly more or less important than what
was accounted for by mean level ratings for both
the symptom and the pre/post combination
(Aguinis, 2004). We also applied the general linear
hypothesis test function from the “multcomp”
package (Bretz et al., 2016) to this model to generate
estimates and to perform pairwise tests of the average
importance rating for each of the 54 pairs of
symptom and pre/post combination. These estimates
are mathematically equivalent to adding the effect-
coded coefficients for symptom and pre/post combi-
nation for each respective pair. Because of the large
number of interactions (54 possible pairs of
symptom and pre/post combination), we only inter-
preted interaction terms if the significance test met
an adjusted threshold of p<0.0009, which we
arrived at by dividing 0.05 by 54, or the number of
tests (i.e., a Bonferroni correction; Bland &
Altman, 1995).

Since we were interested in whether there were
reliable differences in participants’ judgments as a
function of the symptom or the pre/post combi-
nation, we conducted two Type III Analyses of Var-
iance, one with symptom as a factor, and one with
pre/post combination as a factor, using Sat-
terthwaite’s method (Luke, 2017). If a significant
overall effect of symptom (or pre/post combination)
was detected, we explored the differences between
each pair of symptoms (or each pair of pre/post com-
binations) using the Tukey method, which controlled
for the family-wise Type I error rate. The general
linear hypothesis test function from the “multcomp”
package (Bretz et al.,, 2016) in R was used to
implement the Tukey method (1949).

Results
Sample Characteristics

A total of 2,676 responses was obtained from 158
participants. Table I presents the sample character-
istics, specifically age, gender, participants’ current
depression status, type of treatment, as well as the
number of sessions of treatment they had received.
Note that the present sample comprised a very high
percentage of females (94.9%), even when

Table I. Demographics.

Characteristics
Age 34.8+12.7
Female 94.9%
Self-reported currently depressed? 86.7%
Number of treatment sessions® 20
Received both antidepressants and psychotherapy 79.7%
Received only antidepressants 15.2%
Received only psychotherapy 5.1%
If received psychotherapy, what type?
Cognitive behavioral therapy 69.0%
Psychodynamic therapy 22.8%
Behavioral activation 5.7%
Counseling 15.8%
Dialectical behavioral therapy 6.3%

Nore. Statistics reported are in percentages (n/N) for categorical
variables and mean * SD for continuous variables.
*Number of treatment sessions is reported as a median.

considering that the majority of UK patients with
depression treated through the NHS are female
(65%; Clark, 2018).

Differences in Symptoms

A significant effect of symptom was obtained
(F [8, 2808.4] =9.22, p<0.001), indicating that
judgments across the nine symptoms differed. Esti-
mates of the importance ratings were, in order from
most to least important: Anxiety, Suicide, Depressed
Mood, Work, Guilt, Somatic, Sleep, Appetite &
Weight, and Retardation. Significant differences,
revealed by the Tukey method (1949), indicated
that reductions in Anxiety were judged as more
important than reduction in four of the other eight
symptoms (Somatic, Sleep, Appetite & Weight,
Retardation). Reductions in Suicide and Depressed
Mood were judged more important than reductions
in Sleep, Appetite & Weight, and Retardation.
Reductions in Work and Guilt were judged more
important than reductions in Appetite & Weight
and Retardation (see Figure 1). See Table S8 for
standardized regression coefficients, which charac-
terize the differences in importance, controlling for
pre/post combination, between each symptom and
each of the other symptoms.

Differences in Pre/Post Combinations

A significant effect of pre/post combination was
obtained (F [5, 2904.92] =255.97, p<0.001).
Differences were significant in 13 of the 15 pair-
wise comparisons (all ps<0.05). Estimates of the
mean importance ratings of each of the six pre/post
combinations, as well as significance tests (Tukey,
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Figure 1. Modeled mean importance ratings for reductions in the nine symptoms.
Note: Symptom categories not in the same group (e.g., group a) are significantly different from each other according to Tukey pairwise con-

trasts at p < 0.05. Error bars represent standard errors.

Figure 1 shows that reductions in Anxiety are judged significantly more important than 4 of the 8 other symptoms (Somatic, Sleep, Appetite
& Weight, and Retardation). Reductions in Suicide and Depressed Mood are judged more important than Sleep, Appetite & Weight, and
Retardation. Reductions in Work and Guilt are judged more important than Appetite & Weight and Retardation.

Reductions in the more somatic symptoms (group a) were judged as not significantly different from each other, and reductions in the more
psychological or cognitive symptoms (group d) were judged as not significantly different from each other.

1949) between the 15 possible pairs, are shown in
Figure 2. Judgments of reductions from 3 to 0 and
2 to 0 were judged as the most important, and they
did not differ from each other (p =0.96). The next
highest in importance was the reduction from 1 to
0, followed by the reduction from 3 to 1. The
lowest mean importance ratings were given to
reductions from 2 to 1 and 3 to 2, which did not
differ from each other (p = 0.47).

Symptom by Pre/Post Combination
Interactions

Estimates of mean importance ratings for each of the
54 cells are given in Table II (a visualization of these
estimates is shown in Figure S1). At the p<0.05
level, 18 of the 54 interactions were significant. Of
these, eight met the more stringent threshold (p <
0.0009). Participants judged six pairings of symp-
toms and pre/post combinations as more important
than expected: Guilt (2 to 1), Somatic (3 to 2),
Suicide (3 to 2), Anxiety (2 to 1), Retardation (1 to
0), and Appetite (2 to 1). Participants judged two

pairings of symptoms and pre/post combinations as
less important than expected: Work (3 to 2) and
Suicide (2 to 1).

Note that changes on Suicide were judged to be
more important than the model-derived expectation
for the change from 3 to 2, and less important for
the change from 2 to 1. Moreover, the mean for a
change from 3 to 2 on Suicide (2.90) was the
highest of the nine symptoms (mean for all 3 to 2
changes = 2.27), whereas the mean for a change
from 2 to 1 on Suicide (1.97) was the lowest of the
nine symptoms (mean for all 2 to 1 changes=
2.37). Both estimates represented reductions of one
point on the HRSD, yet they differed by nearly a
full point on the 1 to 4 scale of importance.

Discussion

With ratings of the importance of changes on nine
symptoms represented by the HRSD from former
or currently depressed patients, we found that: (a)
changes on these symptoms were valued differently;
(b) changes reflecting higher numeric reductions
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(a) Example of expected mean importance ratings (b) Modeled mean importance ratings
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Figure 2. Example of expected juxtaposed with the modeled mean importance ratings for the six pre/post combinations.

Note: (a) is one example of the expected mean importance ratings if judgments of pre- to post-treatment reductions within symptoms
approximated the patterns expected from an interval scale. We would expect higher numeric reductions to be judged as more important
than lower numeric reductions, and equivalent points of change to be judged as equally important, irrespective of the pre-treatment
score. (b) shows the actual modeled mean importance ratings. Bars that do not share “ns” are significantly different from each other accord-
ing to Tukey pairwise contrasts at p < 0.05. Error bars represent standard errors. Higher numeric reductions were judged as more important
than those of lower numeric reductions for most comparisons. Post-treatment scores of 0 were especially valued, even when considering the
magnitude of reduction.

were not always judged as more important than those Differences in Symptoms
reflecting lower reductions; and (c) changes reflect-
ing the same numeric reduction were valued differ-
ently depending on the level of severity at post-
treatment.

Gibbons et al. (1993) concluded from their research
that eight symptoms (anxiety — psychic, anxiety —
somatic, suicide, depressed mood, work and

Table II. Modeled mean importance ratings, stratified by symptom and pre/post combination.

1 point of reduction 2 points of reduction
3 points of reduction
Symptom 1to0 2tol 3to2 2t00 3t01 3t00 Modeled overall
Anxiety 3.26 2.78 2.05 3.90 3.15 3.97 3.19
(2.94-359) (2.55-3.01) (1.81-2.29) (3.61-4.19) (2.89-3.41) (3.67-4.28) (2.97-3.40)
Suicide 3.22 1.97 2.90 3.63 3.14 3.92 3.13
(2.99-3.45) (1.68-2.26) (2.56-3.23) (3.38-3.89) (2.77-3.52) (3.59-4.25) (2.91-3.35)
Depressed mood 3.38 2.43 2.30 3.75 2.76 3.88 3.08
(3.05-3.71)  (2.15-2.7)  (2.06-2.53)  (3.51-4)  (2.49-3.02) (3.63-4.13) (2.87-3.29)
Work 3.26 2.63 1.89 3.73 3.06 3.77 3.06
(2.94-3.59) (2.38-2.87) (1.66-2.13) (3.43-4.03) (2.81-3.31) (3.47-4.07) (2.84-3.27)
Guilt 3.19 2.71 2.06 3.73 2.98 3.58 3.04
(2.91-3.48) (2.49-2.94) (1.73-2.4) (3.45-4) (2.61-3.35) (3.25-3.9) (2.82-3.26)
Somatic 3.11 2.21 2.63 3.54 3.00 3.40 2.98
(2.78-3.44) (1.84-2.57) (2.38-2.88) (3.19-3.89) (2.7-3.3) (3.09-3.72) (2.76-3.21)
Sleep 3.15 1.98 2.27 3.62 2.79 3.61 2.90
(2.82-3.48) (1.68-2.29) (2.03-2.51) (3.34-3.89) (2.52-3.07) (3.34-3.89) (2.69-3.12)
Appetite 2.80 2.42 2.19 3.25 3.09 3.11 2.81
(2.56-3.05) (2.19-2.65) (1.85-2.53) (2.97-3.52) (2.72-3.46) (2.78-3.44) (2.59-3.03)
Retardation 3.22 2.16 2.15 3.40 2.42 3.31 2.78
(3.00-3.45)  (1.79-2.52) (1.81-2.48) (3.05-3.75) (2.05-2.79) (2.98-3.64) (2.55-3.00)
Modeled overall 3.18 2.37 2.27 3.62 2.93 3.62
(2.96-3.39) (2.15-2.58) (2.06-2.48) (3.40-3.83) (2.71-3.15) (3.40-3.83)

Note. Confidence intervals represent modeled 95% confidence intervals.



interests, guilt, agitation, and genital symptoms)
defined a unidimensional index of global depression
severity, and that most somatic or vegetative
symptom items did not contribute to this definition.
More recently, Demyttenaere et al. (2015) reported
that physicians and patients ranked changes in
items that described somatic symptoms as the least
important in ‘being cured from depression.” We
found a similar pattern. Reductions in the more
psychological or cognitive symptoms were judged
as more important (Anxiety, Suicide, Depressed
Mood, Work, Guilt) than reductions in the more
somatic or vegetative symptoms (Somatic, Sleep,
Appetite & Weight, and Retardation). Furthermore,
judgments of reductions in the somatic symptoms
were not significantly different from each other, nor
were judgments of reductions in the cognitive symp-
toms different from each other.

Anxiety is not included as a symptom in the DSM-
5 diagnosis of MDD (American Psychiatric Associ-
ation, 2013). It is therefore of note that reductions
in anxiety received the highest average ratings.
Future studies should replicate this finding and
examine if this finding, as well as the others we
report here, extends to other measures of depression
severity. Note that one specifier of a diagnosis of
MDD “indicates MDD episodes associated with
anxious distress” (Hasin et al.,, 2018, p. 337).
Indeed, this specifier commonly follows a diagnosis
of MDD - 75% of participants in the National Epide-
miologic Survey on Alcohol and Related Conditions
III met criteria for lifetime MDD followed by an
anxious/distressed specifier (Hasin et al.)). In
addition, participants with the anxious/distressed
specifier have reported greater symptom severity,
poorer functioning, and poorer coping ability (Zim-
merman et al., 2019).

Fried and Nesse (2015), applying a network
analysis to a large number of depressive symptoms
to elucidate interconnections among symptoms of
depression, found the highest centrality scores for
the following nodes: anxiety, diminished interest/
pleasure, and sad mood. Although Fried et al.’s
network was constructed with single assessments
from each patient, the theory behind network
analysis would predict that changes in more
central nodes would influence changes in other
nodes in the network more than would changes in
less central nodes. The present findings are consist-
ent, then, with Fried et al.’s, as well as those from
Zimmerman et al. (2019), in the context of
symptom changes. Indeed, reductions in these
three symptoms and suicide were judged to be
more important than any of the other five symp-
toms we examined.
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Differences in Pre/Post Combinations

As expected, participants tended to value more
highly descriptions that reflected higher numeric
reductions. Two of the three combinations that
reflected reductions of one point (specifically,
reductions from 3 to 2 and 2 to 1) yielded very
similar average importance ratings and were the
two lowest among the six combinations presented
to participants. However, reductions from 1 to 0,
the other combination that reflected a one-point
reduction, were judged as more important than
either of the other one-point reductions, suggesting
that the resolution of a symptom is seen as especially
valuable. Indeed, the average importance rating for
reductions from 1 to O was higher than those
obtained for reductions from 3 to 1, a clear departure
from the pattern expected if higher numeric
reductions are valued more than lower ones. More
evidence of the high value placed on symptom resol-
ution comes from the observation that reductions
from 2 to 0 were rated as substantially more impor-
tant than reductions from 3 to 1.

Reductions from 3 to 0 could not be compared to
any other reduction of three points (e.g., 4 to 1), due
primarily to the features of the HRSD. However, it is
notable that the estimates we obtained for the
average importance ratings of reductions from 3 to
0 and 2 to 0 did not differ from each other and,
indeed, were the same to the second decimal place.
We considered three possible accounts of this sur-
prising pattern. First, participants might have
judged as similar in intensity descriptions of phrases
associated with pre-treatment scores of 3 and
2. This is ruled out by the fact that changes from 3
to 1 were judged to be more important than
changes from 2 to 1. Another possibility, not ruled
out by our data, is that high ratings for changes
from 2 to O left no room for participants to provide
yet higher ratings for descriptions of changes from
3 to 0. A third possibility is that the resolution of a
symptom is especially highly valued, beyond the
magnitude of the reduction it represents. This
account is supported by our finding that changes
from 1 to 0 were more highly valued than changes
from 3 to 1, as well as both of the other one-point
changes represented in our stimulus set.

Symptom by Pre/Post Combination
Interactions

Of the eight significant interactions from tests of
symptoms by pre/post combination pairings, the
two whose coefficients reflected the greatest depar-
ture from expectation concerned reductions in
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Suicide. Although reductions in Suicide were judged,
overall, as second in importance only to reductions in
Anxiety, the estimate for a change of 2 to 1 in Suicide
was not only the lowest of all pairings from 2 to 1, but
also the lowest of all the 54 pairings. In contrast, the
estimate for a change of 3 to 2 in Suicide (also a
reduction of one point) was substantially higher
than expected, and nearly as high as the average
rating across symptoms for reductions from 3 to 1
(a reduction of two points). The descriptions of
each level for Suicide, which closely adhere to those
of the original and modern versions of the HRSD
(Hamilton, 1960; Williams, 1988), may explain this
phenomenon. The change from 3 to 2 was rep-
resented thus: from “had suicidal ideas and some-
times a specific suicide plan” to “sometimes wished
that he (or she) were dead, but is not considering
taking his (or her) own life.” Our findings suggest
that participants placed a high value on the shift, rep-
resented in the change from 3 to 2 on this item, from
active to passive suicidal ideation. The change from 2
to 1, also a one-point change, yielded an estimate of
importance from our participants just below
“Slightly.” The wording, reflecting a change from 2
(“sometimes wished that he (or she) were dead, but
was not considering taking his (or her) own life) to
1 (“sometimes thinks that life is not worth living,
but he (or she) does not think about suicide™), does
appear to be subtle, as neither indicates a current
interest in suicide per se’.

Implications

The present research suggests that properties of the
HRSD may limit its utility to evaluate some
reductions in depression severity. For example, if
Patient A and Patient B both experienced a change
from a pre-treatment score of 27 to a post-treatment
score of 9, the HRSD would suggest these changes to
be equivalent in importance. However, Patient B
may have had more symptoms reduced to a post-
treatment score of 0 compared to Patient A, and/or
experienced more reductions in cognitive than
somatic symptoms. The present study would
suggest that Patient B would judge their change to
be higher in importance than Patient A, despite the
equivalent point reduction and overall level of sever-
ity at post-treatment.

Similar properties may extend to other measures of
depression severity, as well as to instruments that are
used to assess changes in severity during treatment in
other mental disorders. We chose the HRSD as the
basis for this work because of its coherent descrip-
tions of symptoms at various levels of severity.
Future studies should first examine whether similar
results can be found in other commonly used

depression measures, such as the Beck Depression
Inventory-II (BDI-II; Beck et al., 1996). A measure
that is becoming very popular, the Patient Health
Questionnaire-9 (PHQ-9; Kroenke et al., 2001),
uses the same anchor for each symptom, where the
anchor references the frequency of the presence of
the symptom over the previous two weeks (“Not at
all,” “Several days,” “More than half the days,”
“Nearly every day”). It would be interesting to deter-
mine whether patterns of participants’ judgments of
reductions in intensity more closely align with prop-
erties of interval scaling if the descriptions reflect fre-
quency, as in the PHQ-9, rather than descriptions of
symptom severity, as in the HRSD. However, it
would still be important to discover whether
symptom resolution, per se, is more highly valued
than would be expected on the basis of numerical
reductions, and whether changes on some symptoms
are more highly valued than changes on others.

Limitations

We assessed only former or current patients who
have received treatment for depression. Clinicians
constitute another stakeholder group whose judg-
ments of importance would be valuable to obtain.
While clinicians and patients work together to evalu-
ate depression severity, there may be differences in
clinicians’ perspectives. Future studies might also
include evaluations of various degrees of worsening
of symptoms, as well as improvements. Future
studies should also include a more balanced gender
distribution.

In this study, vignettes were used to prompt patients’
judgments. While studies employing vignettes can
provide an interpretation of the real world (Hughes,
1998), it may be worthwhile to query patients about
changes in symptoms they experience during a
course of treatment. However, this procedure could
be susceptible to recall bias — patients would have to
consider their changes in symptoms from a period of
four months ago. Furthermore, responses to vignettes
can closely resemble responses to real-life experiences,
if the vignettes appear to be both relevant and real to
participants (Finch, 1987; Rahman, 1996).
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