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Abstract: Research has not investigated changes in the symptom structure of
depression over the course of mental health treatment. In the present study, 1025
psychiatric inpatients were recruited and assessed for depression symptom se-
verity using the Beck Depression Inventory-II (BDI-II) at admission and after
1 month of treatment. A three-factor BDI-II modelwas tested using confirmatory
factor analysis and fit reasonably well at both time points. Measurement invari-
ance testing results demonstrated that factor loadings increased, indicating that
the meaning of the three underlying depression dimensions changed through
treatment. However, observed variable intercepts and residual error variances
decreased significantly after 1 month of treatment, reflecting decreases in symp-
tom severity as well as measurement error. Thus, depressive symptom severity
decreased over the course of treatment, and the underlying factor structure of de-
pression improved in fit after treatment. Implications for changes to the structure
of depression symptoms and in the clinical practice of tracking depression over
time are discussed.
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Several widely used depression symptom instruments have been
analyzed to identify the latent dimensions of depression. Much of

this previous work has been conducted using the Center for Epide-
miological StudiesYDepression Scale (CES-D) (e.g., Elhai et al.,
2011; Nguyen et al., 2004; Shafer, 2006; Sheehan et al., 1995; Van
Dam and Earleywine, 2011; Wood et al., 2010) and Patient Health
Questionnaire-9 (e.g., Baas et al., 2011; Kalpakjian et al., 2009;
Krause et al., 2010; Richardson and Richards, 2008). Recent studies
have examined depression’s underlying structure using the Beck De-
pression Inventory-II (BDI-II), finding support for several two- and
three-factor depression models (discussed below). However, investi-
gators have not examined changes in depression’s symptom structure
through the course of mental health treatment.

In the present study, we examined changes in the BDI-II’s factor
structure over a 1-month course of inpatient mental health treatment.
The original BDI was developed in the 1960s to quantify the severity
of depression with a self-report format (Beck et al., 1961). It was sub-

sequently revised in 1979 (BDI-IA) and then again in 1996 (BDI-II).
The BDI-II has 21 items (Beck et al., 1996b) and is more consistent
with the item content of Diagnostic and Statistical Manual of Mental
Disorders, 4th Edition’s (DSM-IV) major depressive episode symptoms
than was the original BDI. Specifically, four new items of agitation,
concentration difficulties, worthlessness, and loss of energy replaced
the original BDI’s items of somatic preoccupation, weight loss, body
image concerns, and difficulty at work. Furthermore, items tapping
sleep and appetite impairment were modified to include either hyper-
experience or hypoexperience of those symptoms (Beck et al., 1996b).

Factor analytic research of the BDI-II has found little support
for a one-factor model of depression (Dum et al., 2008; Siegert et al.,
2009). Rather, most studies support some variation of a two-factor
model involving somatic and cognitive factors (Arnau et al., 2001;
Dozois et al., 1998; Steer et al., 2000; Vanheule et al., 2008; Whisman
et al., 2000) or a three-factor model of somatic, cognitive, and affective
factors (Buckley et al., 2001; Johnson et al., 2006; Osman et al., 1997;
Seignourel et al., 2008; Steer et al., 1998), and these models were
tested with a diverse set of samples, including medical patients, college
students, outpatient mental health, and substance use patients. How-
ever, it should be noted that in a minority of studies, support has been
found for higher order models, including an intercorrelated model with
a second-order depression factor (Grothe et al., 2005; Steer et al.,
1999) and a bifactor model defined by lower order specific factors
and a lower order general depression factor (Ward, 2006). Thus, factor
analytic research suggests that the BDI-II is a multidimensional in-
strument of depression; however, some debate exists concerning its
precise underlying factors.

The purpose of the current study was to assess the extent to
which depression’s factor structure, as measured by the BDI-II, is in-
variant over a 1-month course of inpatient mental health treatment.
This issue is important in understanding how basic psychopathological
processes of depression may change over time from treatment. Fur-
thermore, the decision to select a 1-month measurement point was
based on two statistical reasons. First, there was a significant drop-off
in subjects completing assessments after the 1-month measurement
point, reducing the sample size and power to detect significant results if
subsequent time points were used. Second, given that there was a dif-
ference in the total BDI-II scores from baseline to the 1-month mea-
surement point (detailed below), it adds to the validity of assessing the
symptom structure difference between the two time points.

Given the diversity of depression factor analytic models men-
tioned above, the present study considered only models supported by
multiple studies. Three depression models met this criterion, including
the three-factor model of cognitive, affective, and somatic dimensions
of Buckley et al. (2001) (further supported by Johnson et al., 2006;
Seignourel et al., 2008; Vanheule et al., 2008), Ward’s (2006) bifactor
model of cognitive and somatic dimensions (supported by Quilty
et al., 2010), and the three-factor model of Osman et al. (1997) dis-
cussed below (supported by Quilty et al., 2010) (see Table 1 for
these models’ item mappings). We decided not to use the model
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of Buckley et al. because studies supporting its use relied solely on
restricted and nonrelevant samples of substance abusers, which were
not the target sample in this current study. Furthermore, we omitted
analysis of the bifactor model of Ward et al. because the complex
nature of its hierarchical model made it impossible to statistically
analyze measurement invariance across time.1 As a result, in the
present study, we tested for invariance of the BDI-II using the em-
pirically supported three-factor model of depression of Osman et al.,
over a 1-month course of mental health treatment.

The three-factor oblique model of Osman et al. (1997) includes
the following intercorrelated depression factors: Negative Attitude,
Performance Difficulty, and Somatic problems. The Negative Attitude
factor includes several affective components such as guilty feelings,
sense of failure, and punishment feelings. The Performance Difficulty
factor taps such items as loss of interest, concentration problems, and
loss of energy. Finally, the Somatic Elements factor taps somatic
components of depression. In this model, the crying item is specified
to cross-load onto both the Negative Affect and Somatic Elements
factors (Osman et al., 1997); furthermore, for three pairs of items,
residual error variances are specified to covary.

In addition, the focus on the Osman model has statistical and
methodological reasons. First, studies establishing and validating
Osman’s model have used the statistically superior confirmatory factor
analysis (CFA) (Osman et al., 1997; Quilty et al., 2010) compared with
the arguably inferior exploratory factor analysis (EFA), adding to the
confidence and validity of the results. To elaborate, CFA does not have
the same limitations of EFA; CFA is not exploratory and thus does not
capitalize on chance error while assessing patterns of item correlations
in the data but rather tests a priori hypothesized models of interest and
often generalizes to other samples (Fabrigar et al., 1999). Second,
the Osman model was supported in studies using samples similar to

the one used in the current study. To elaborate, the sample used in the
Quilty et al. (2010) study was one of the few samples using adults with
clinically significant depressive symptoms compared with a general
primary care sample or substance-related sample (Buckley et al., 2001;
Johnson et al., 2006).

We sampled psychiatric inpatients using the BDI-II and then
implemented invariance testing procedures to examine the extent to
which depression’s factor structure is stable through a 1-month course
of treatment. Specifically, we examined differences over time in factor
loadings (indicating the extent to which depression factors have the
same meaning over time), intercepts (estimating item severity), and
residual variance unaccounted for by the factors. Sheehan et al. (1995)
conducted a relevant study, examining changes over time in the factor
structure of the CES-D among a sample of patients with rheumatoid
arthritis. The authors tested for changes in factor loadings and residual
error variances (but not intercepts), revealing that these parameters
were invariant over time. In the present study, we hypothesized that the
factor structure would be invariant across time in psychiatric treatment,
except for differences expected in observed variable intercepts as a
result of reduced symptom severity from treatment. This study is im-
portant in understanding how the structure of depression symptoms
may be stable or change over the course of treatment.

METHODS

Participants
Participants were psychiatric patients enrolled at The Mennin-

ger Clinic, a private, not-for-profit facility that offers intensive inpa-
tient mental health treatment in Houston, TX, first founded in 1919.
Participants were consecutively enrolled in treatment between April
2008 and December 2010. For a given patient who had multiple
admissions during the period, data from his/her admission(s) subse-
quent to the first were excluded. Treatment is diverse and compre-
hensive at the clinic and includes evidence-based interventions that

TABLE 1. Replicated Models of the BDI-II Factor Structure

BDI-II Item Buckley et al. (2001) Osman et al. (1997) Ward (2006)

Sadness Cognitive Negative attitude Y
Pessimism Cognitive Negative attitude Cognitive
Past failure Cognitive Negative attitude Cognitive
Loss of pleasure Affective Performance difficulty Y
Guilty feelings Cognitive Negative attitude Cognitive
Punishment feelings Cognitive Negative attitude Cognitive
Self-dislike Cognitive Negative attitude Cognitive
Self-criticalness Cognitive Negative attitude Cognitive
Suicidal thoughts Cognitive Negative attitude Cognitive
Crying Affective Negative attitude/somatic Y
Agitation Somatic Somatic Y
Loss of interest Affective Performance difficulty Y
Indecisiveness Affective Performance difficulty Y
Worthlessness Cognitive Negative attitude Cognitive
Loss of energy Somatic Performance difficulty Somatic
Changes in sleeping patterns Somatic Somatic Somatic
Irritability Somatic Performance difficulty Y
Changes in appetite Somatic Somatic Somatic
Concentration difficulty Somatic Performance difficulty Somatic
Tiredness or fatigue Somatic Performance difficulty Somatic
Loss of interest in sex Somatic Somatic Y

In Ward’s model, all items additionally loaded on a G factor (general) (Ward, 2006).
BDI-II indicates Beck Depression Inventory-II.

1We attempted to test this model using measurement invariance procedures but
encountered estimation problems resulting from empirical underidentification.
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broadly incorporate medication management, addiction services (when
applicable), tailored individual and group psychotherapy and psy-
choeducation, and structured interpersonal and recreational activities.
Individual therapy involved mainly cognitive-behavioral and psycho-
dynamic orientations and was provided twice weekly by psychologists
(but occasionally by psychiatrists and social workers). Furthermore,
process-oriented group psychotherapy addressed patients’ interactions
and relationships in the group. Coupled with psychotherapy, patients
met regularly with their psychiatrist and core team members in clinical
rounds, participated in family meetings with their social worker,
attended multiple nursing assessments and ad hoc meetings with
members of the nursing staff daily, and attended a range of psychoe-
ducational and activities groups throughout the week.

A total of 1488 participants were sampled. However, 463 of
these subjects were discharged before the 1-month BDI-II follow-up,
leaving an effective sample size of 1025 participants treated for at least
1 month. Among the effective sample, 527 (51.4%) were women and
498 (48.6%) were men. Age ranged from 18 to 78 years, averaging
34.73 years (SD, 14.14 years). Most participants reported being un-
employed (n = 618, 60.4%) or working at least 30 hours per week
(n = 231, 22.6%), and the majority reported being never married
(n = 585, 57.6%) or currently married (n = 274, 27.0%). Representative
of most private inpatient mental health facilities, most participants
were Caucasian (n = 930, 92.1%). Thirty-six subjects (3.6%) iden-
tified as being of Hispanic or Latino ethnicity. A significant number
of participants reported some college education (n = 122, 35.8%), a
bachelor’s degree (n = 96, 28.2%), or a master’s degree (n = 35, 10.3%).
Of these demographic variables, discharged patients and the effec-
tive sample’s patients differed only on age (with dropouts being older)
(F1, 1486 = 14.73, p G 0.001; Gp

2 = 0.01), although the effect was small.
In addition, the treating psychiatrist diagnosed patients at the

time of admission on the basis of the history of the present illness, a
psychiatric history of the patient and family, a psychosocial history,
and a mental status examination. The psychiatric diagnoses were
updated throughout treatment and final diagnoses are made at the
time of discharge, informed by updated information from the patient
and family throughout treatment as well as clinical observations
made by the multidisciplinary staff during the course of treatment.
Based on the aforementioned unstandardized diagnostic interviews,
using a recent clinic archival records search, the most prevalent cat-
egory of diagnosis found (albeit with missing data for 293 subjects)
was alcohol use disorder (n = 417, 34.9%), bipolar disorder (n = 157,
13.1%), and psychotic disorder (n = 101, 8.5%). However, limita-
tions of unstructured interviews must be kept in mind when assessing
the usefulness of the aforementioned diagnostic information, mainly
less comprehensiveness, less validity, more bias (Garb, 2007), lower
interrater reliabilities (Miller, 2001b), and lower diagnostic accuracy
than structured interviews (Miller, 2001a).

The archival chart review did not include information on ma-
jor depressive disorder diagnostic prevalence. However, our empha-
sis is on the range of depression severity rather than clinically
significant depression because our focus is on individual differences
in expression of depression severity. This focus is also consistent
with research demonstrating that depression is more of a continuous
variable rather than a categorical one (Hankin et al., 2005).

Procedure
Data were collected as part of the clinic’s Adult Outcomes

Project, described in detail elsewhere (Allen et al., 2009). In brief, all
participants were assessed using established, validated measures at
admission and periodically over the course of treatment. Assessment
was conducted via a hospital-wide Web survey on laptop computers.
This project was a clinical outcomes project, conducted with all
patients; thus, no patients declined participation, as it was part of

their routine clinical care. Use of the project’s data was approved by
Baylor College of Medicine’s Institutional Review Board. Several
measures were administered to patients during the course of their
treatment (Allen et al., 2009). Of relevance to the present study, we
discuss the assessment of depression using the BDI-II below.

Beck Depression Inventory-II
The BDI-II (Beck et al., 1996b) is a 21-item self-report measure

of depression symptoms, modified from the original BDI to be more
consistent with DSM-IV major depressive disorder item content. The
BDI-II demonstrates adequate test-retest reliability (r = 0.93), internal
consistency (alphas of 0.91Y0.93 with clinical and nonclinical sam-
ples), and convergent/discriminant construct validity with external
measures of depression and anxiety (Beck et al., 1996a, 1996b; Dozois
et al., 1998). In the current study, internal consistency (alpha) ranged
from 0.92 (baseline) to 0.93 (follow-up).

Analysis
There were 1025 subjects who were still hospitalized at the

1-month time point whose data were used to examine the 1-month
invariance of depression’s factor structure. There were no missing
data values because of the ‘‘forced response’’ Web survey design
used. Univariate nonnormality was found among the BDI-II items,
with one item evidencing skewness of 2.23 and kurtosis of 5.87.
Multivariate nonnormality was also revealed (Mardia’s skewness
z = 21.49, p G 0.001, and Mardia’s kurtosis z = 540.61, p G 0.001).

In addition, several other statistical assumptions precede the use
of CFA. In terms of multicollinearity of the data, wherein the item
correlations within a factor are assessed, this assumption is violated
if the correlations are 0.80 or higher (Tabachnick and Fidell, 2007).
Thus, our results showing the highest correlations of 0.7 indicate that
the aforementioned assumption is met. Furthermore, CFA requires
sufficient sample size for adequate power, and the current study sam-
ple size meets the recommended guidelines (Muthén and Muthén,
2002). Lastly, the model is mathematically identified, meaning that it is
theoretically possible to assess the hypothesized pattern of correlations
and covariances in the data (Kline, 2010).

We specified our model based on the model of Osman et al.
(1997), including that model’s specification of a cross-factor-loading
for the crying item. However, in the interest of parsimony and pre-
serving low type I error, we did not implement the residual error
covariance estimation of Osman et al. between several items; arbi-
trary (nontheoretically meaningful) covarying of residual error var-
iances is noted as a substantial limitation in factor analytic research
(reviewed in Kline, 2010). Thus, all residual covariances were fixed
to zero. CFAs used maximum likelihood estimation, treating the BDI
items as continuously scaled, thus analyzing a Pearson’s covariance
matrix. We used a mean-adjusted Satorra-Bentler (S-B) chi-square
statistic, which is robust to nonnormality (Satorra and Bentler, 2001).
Goodness-of-fit indices are reported, including the comparative fit
index (CFI), Tucker-Lewis Index (TLI), root mean square error of
approximation (RMSEA), and standardized root mean square resid-
ual (SRMR). Models that fit very well (or adequately) are indicated
by CFI and TLI greater than 0.95 (0.90Y0.94), RMSEA less than
0.06 (to 0.08), and SRMR less than 0.08 (to 0.10) (Hu and Bentler,
1999). Differences between models in Bayesian Information Crite-
rion (BIC) values of more than 10 points favor the model with the
smaller BIC value (Kass and Raftery, 1995).

We first assessed model fit based on the model of Osman et al.
(1997) for the baseline and 1-month BDI-II administrations sepa-
rately. We subsequently conducted measurement invariance testing
using parameter equality constraints with this model, testing invari-
ance/noninvariance across the baseline and 1-month item sets on
factor loadings, observed variable intercepts, and observed variable
measurement errors, following established procedures (e.g., Meredith
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and Teresi, 2006). Invariance testing was conducted to test potential
differences in parameter estimates between the time points.

In the invariance testing, model A included all 42 items
(21 baseline BDI-II items and 21 1-month BDI-II items), specified to
load on their respective factors from the Osman et al. (1997) model
(detailed in the Introduction). Thus, we allowed a particular time point’s
specific item response parameter (e.g., baseline item 1’s factor loading)
to freely vary from that of the other time point’s item response parameter
(e.g., 1-month follow-up item 1’s factor loading). Subsequent models
tested progressively more conservative restrictions, constraining partic-
ular parameter estimates to be equal across time points, tested against
the previous step’s model. Model B constrained factor loadings as equal
across time points (testing metric or pattern invariance). Model C addi-
tionally constrained observed variable intercepts to be equal (testing
strong or scalar factorial invariance). Last, model D additionally con-
strained residual variances as equal (testing strict factorial invariance).

Tests of statistical significance between models were assessed
with chi-square difference tests, comparing a given CFA model as-
suming equal parameter estimates (e.g., factor loadings) against a
model allowing those estimates to vary across time points. A correc-
tion factor was used for taking the difference between nonnormally
distributed S-B chi-square values to approximate normally distributed
chi-square values (Muthén and Muthén, 2006; Satorra and Bentler,
2001). Because invariance testing involved factor loadings, we esti-
mated all loadings in our models (rather than using the traditional
method of fixing a factor’s unstandardized loading to 1), assigning
factor metrics instead by fixing their variances to 1. All analyses were
conducted using Mplus 6 software.

RESULTS
Total scores on the BDI-II ranged from 0 to 59 for the baseline

administration (mean [SD], 26.10 [12.86]) and from 0 to 58 for the
1-month follow-up (mean [SD], 16.37 [12.06]). As expected, a sig-
nificant difference was found, indicating that depression scores
significantly decreased after a month of treatment (F1, 1024 = 811.66,
p G 0.001, partial G2 = 0.44).

CFA for the baseline administration of the BDI-II (using the
Osman model) resulted in S-B W

2
185 (N = 1025) = 927.32, p G 0.001,

CFI=0.91,TLI=0.90,RMSEA=0.06, SRMR=0.04,BIC=51227.99.
In contrast, CFA for the follow-up administration of the BDI-II (using
the Osmanmodel) resulted in S-B W

2
185 (N = 1025) = 742.41, p G 0.001,

CFI=0.93,TLI=0.93,RMSEA=0.05, SRMR=0.04,BIC=45527.26.
Thus, based on differences in fit indices (as outlined above), the
1-month administration seemed to fit slightly better.

Measurement invariance analyses, using the Osman et al.
(1997) model, formally tested differences between baseline and
1-month follow-up BDI-II item sets on the structural parameters.
Based on difference tests (see Table 2: ‘‘All Factors’’ column),

analyses revealed that factor loadings were significantly different
between the baseline and 1-month administrations (model A versus
B); this was determined by a significantly worse fit when constraining
loadings to be equal between the baseline and 1-month administra-
tions. Specifically, factor loadings were larger on average for the
1-month administration. In addition, intercepts (model B versus C)
and residual variances (model C versus D) were significantly different
across administrations. In particular, intercepts and residual variances
were higher, on average, at the baseline administration.

On the basis of the results obtained above, we conducted addi-
tional analyses to determine which of the BDI-II’s factors were respon-
sible for the differences between administrations. We reconducted
measurement invariance analyses, each implementing equality con-
straints across the administrations (i.e., for loadings, intercepts, re-
sidual variances); we implemented three sets of these analyses
separatelyVone set for each of the BDI-II’s three factors, testing
invariance for only one factor at a time. Table 2 indicates that each
factor was significantly different between the administrations.

DISCUSSION
In the present study, we analyzed differences in the factor struc-

ture of the BDI-II between baseline and 1 month after inpatient mental
health treatment. We found that factor loadings increased, whereas
intercepts and residual error variances decreased significantly over
the 1-month course of treatment. Thus, overall, it seems that the BDI-
II’s factor structure was not invariant across the 1-month period of
treatment, which previous clinic data show was a period of significant
improvement for most patients (Latini et al., 2009).

Obtaining smaller item intercepts after 1 month of treatment
would be expected, as this indicates that depression was endorsed at
lower levels after this 1-month time point. This finding is consis-
tent with research demonstrating a reduction in depressive symptoms
after inpatient mental health treatment (e.g., Hennings et al., 2009;
Schneider et al., 2005), in contrast to findings showing limited evi-
dence of improvement in the full spectrum of treatments for depression
(Pettit et al., 2009). Noteworthy, however, was that factor loadings
increased over the course of treatment. Thus, it seems that after a re-
duction in depression symptoms over 1 month of treatment, the BDI-
II’s latent factors became better defined and captured more variance in
the observed items. This finding is supported by the fact that residual
error variances decreased over time, and model fit was slightly better
at the 1-month time point.

The present study’s findings demonstrate that not only does the
BDI-II’s depression severity decrease with treatment but also that the
instrument’s factor structure changes. The change does not seem to in-
volve a shift in the relationship among depression symptoms as reported
by inpatients, such as a clearer distinction between mood-related
and more physiological symptoms, as was found for depressed versus

TABLE 2. Comparisons of Baseline and 1-Month Follow-up Equality Constraints Using Measurement Invariance Procedures

Chi-square Difference Test

Models Tested All Factors Constrained Negative Attitudes Constrained Performance Constrained Somatic Constrained

A versus B W
2
Diff = 81.20 (22)** W

2
Diff = 42.88 (10)** W

2
Diff = 26.17 (7)** W

2
Diff = 11.19 (5)*

B versus C W
2
Diff = 4689.49 (21)** W

2
Diff = 2014.56 (10)** W

2
Diff = 2273.53 (7)** W

2
Diff = 523.56 (5)**

C versus D W
2
Diff = 456.23 (21)** W

2
Diff = 249.85 (10)** W

2
Diff = 139.72 (7)** W

2
Diff = 81.00 (5)**

The table presents corrected versions of the difference between Satorra-Bentler chi-square values for the model comparisons; degrees of freedom are in parentheses. Model A = no
parameters constrained to be equal across administrations; model B = factor loadings constrained to be equal; model C = observed variable intercepts and factor loadings constrained to
be equal; model D = residual variances, factor loadings, and observed variable intercepts constrained to be equal.

*p G 0.05.
**p G 0.001.
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nondepressed adults by Santor andCoyne (2001). Instead, after 1month
of treatment, the BDI-II symptom items tend to load more strongly on
each factor, suggesting that depression symptoms may become more
coherently interrelated within domains (i.e., cognitive, behavioral, so-
matic) and more distinct between domains after depression and other
emotional distress are somewhatmore under control. That is, high levels
of emotional distress that precipitate the hospital admission may create
extraneous variance or noise in these patients’ symptom ratings that
artifactually decrease howwell depression’s factor structure fits the data.

The findings suggest that to obtain precise depression testing
results fromwhich to infer patients’ clinical status, cliniciansmayneed to
treat test results taken immediately upon admission as more indicative
of acute distress and instability than as evidence of the underlying
severity of psychopathology or of prognosis. Further research could
target assessing the changes in BDI-II symptom ratings over a longer
period, with an aim to assess the function of this questionnaire for
tracking diagnostic severity and treatment progress. This may be par-
ticularly important to do at follow-ups after discharge from inpatient
treatment, to determine if the structure of depression changes or remains
invariant when the added stressors and reduced supports of life
outside a sheltered inpatient treatment milieu are encountered.
Future research could also examine invariance of the depression
factor structure among individuals who do not receive treatment to
determine to what extent changes observed in the BDI-II factor
structure in this study are caused by treatment rather than recovery
associated with the natural passage of time.

Several limitations apply to the present study. First, our find-
ings are generalizable only to the BDI-II and not to other self-report
or interview-based measures of depression. Second, we analyzed only
those patients who remained in treatment over the course of 1 month,
and it is unclear if and how including patients who left treatment
before this time point would have altered the current study findings.

CONCLUSIONS
This study provides the first empirical evidence that the structure

of depression symptoms may change over time as a result of treatment
while also demonstrating that this change is caused by an increased co-
herence of the contribution of symptoms to factors rather than to a fun-
damental shift in the tripartite structure of depressive symptoms. Study
findings point toward further study of how intensive treatment not only
reduces the initial severity of acute depressive symptoms but also may
help to clarify the nature of those symptoms apart from the generalized
emotional distress that occurs when depression is acutely severe.
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