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  Purpose   One of the most frequently used 
 instruments for evaluating depression in adults, 
the questionnaire allows clinicians to assess the 
nature and severity of mood disorders in patient 
populations. The scale is comprised of 21 items 
for inquiry, though only the fi rst 17 are used in 
scoring. Each question examines a different 
symptom or aspect of depression, including: 
mood, guilty feelings, suicidal ideation, insom-
nia, agitation, and somatic symptoms. The scale 
is suitable for use in a variety of research and 
clinical settings, and can be applied as both a 
single-use instrument for measuring depression 
severity and as a tool for monitoring changes in 
depressive symptoms over the course of treat-
ment. Items 4, 5, and 6 refer specifi cally to sleep, 
inquiring about insomnia prior to sleep onset, 
disturbed sleep in the middle of the night, and 
trouble falling back sleep in the early morning, 
respectively. Other items may be peripherally 
involved with sleep diffi culties as they refer to 
fatigue, retardation, and somatic symptoms in 
general. It should be noted that there have been 
different iterations with longer, shorter, and one 
version with specifi c modifi cations for seasonal 
affective disorder  [  10  ] .  

  Population for Testing   The scale has been vali-
dated across a variety of studies, primarily in adult 
populations possessing major depressive disorder.  

  Administration   The scale is administered 
through an interview conducted by a trained 

 clinician. Its administration time will vary 
depending on the specifi c needs of the patient and 
the interviewer’s preferred approach. On average, 
it should require approximately 10–15 min. Some 
have expressed concern regarding the interpretive 
nature of the instrument. The scale requires a 
trained clinician capable of distilling information 
regarding both frequency and intensity of symp-
toms into a single score, potentially making it 
ineffi cient for use in large research projects. To 
address this, a number of researchers (including 
Potts and colleagues  [  1  ] ) have designed struc-
tured-interview versions of the HAM-D which 
can be administered in a variety of settings by 
interviewers without backgrounds in psychiatry. 
For even greater ease of use, a self-report, paper-
and-pencil version is also available – the Hamilton 
Depression Inventory developed by Reynolds 
and Kobak  [  2  ] . Additional alternative versions 
include tests with fewer items and questionnaires 
with modifi ed rating scales.  

  Reliability and Validity   The psychometric prop-
erties of the HAM-D have been examined in a 
wide array of studies since its creation by Hamilton 
in 1960  [  3  ] . One of the most recent reviews con-
ducted by Bagby and colleagues  [  4  ]  evaluated 
psychometric properties reported in 70 different 
articles, fi nding an internal reliability ranging from 
.46 to .97, an inter-rater reliability of .82 to .98, 
and a test–retest reliability of .81 to .98. Though 
scores for the scale as a whole appear to be quite 
high, studies examining inter-rater reliabilities and 
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 test–retest coeffi cients at the level of individual 
items have found values that are much lower. 
Others have criticized the scale as outdated in 
terms of the DSM-IV defi nition of depression and 
have claimed that its scoring is unclear. Overall, 
the HAM-D’s tremendous staying power has made 
it the subject of studies both laudatory and critical 
in nature  [  5 ,  6  ] . Decisions regarding its psycho-
metric suitability should be undertaken carefully 
and on a case-by-case basis. For one of Hamilton’s 
fi nal writings on the subject of depression and the 
selection of depression scales, turn to a review 
written by Hamilton and Shapiro in  Measuring 
Human Problems: A Practical Guide   [  7  ] .  

  Obtaining a Copy   A copy of the original scale 
can be found in Hamilton  [  3  ] . A large number of 
modifi ed versions are available from their 
respective designers.  

  Scoring   Though all 21 items may be valuable 
for both research and clinical purposes, only the 
fi rst 17 are used for scoring. During the inter-
view, clinicians solicit patient reports on a vari-
ety of depressive symptoms and use their clinical 
expertise to assign each a score for severity. For 
the majority of questions, scores range from 0 to 
4, with 4 representing more acute signs of depres-
sion. Several questions have ranges that extend 
only as high as 2 or 3. A total score is tallied and 
can then be compared with previous scores or 
can be contrasted with a pre-defi ned cutoff score. 
Over the decades, a number of values have been 
suggested as potential cutoffs – total scores to 
be used as indicators of remission. Though the 
cutoff of 7 suggested by Frank and colleagues 
 [  8  ]  has become a consensus for determining 
remission, others suggest that it should be as low 
as 2  [  9  ] .            
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