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Depression received much attention in the professional 

literature as a stimulus both for experimental as well as 

applied research. It continued to be the subject of much 

controversy in respect to its definition, identification, 

and classification. Attempts were made to objectify the 

assessment of depression using self-report scales to tap 

various aspects though to be related to its etiology as well 

as its symptomolcgy. Two of the most popular and reportedly 

well-validated self-report scales identified in the literature 

for determining and quantifying depressive symptoms were the 

Beck Depression Inventory (Beck) and the Zung Self-Rating 

Depression Scale (Zung). 

In addition to symptom quantification, there was a 

growing body of literature which focused on etiological 

factors related to the development and onset of depression. 

Studies in this area revealed relevant biographical data 

as well as recent life events which were significant. 

The present study was designed to determine if there 

were factors in common between the Beck and the Zung scales 

and, in addition, to test whether these factors would differ-

entiate subjects by sex class membership, diagnostic 

category, and by some linear combination of biographical 



or life-history information. The major purpose was the 

identification of outstanding charactersitics of depression 

predicted from biographical data and the determination of the 

relationship of these data to self-rating psychometric 

measures of depression. 

Group membership was based on the subjects treatment 

unit: (a) inpatient or (b) outpatient. There were 129 

inpatients and 39 outpatients totaling 16 8 for the entire 

study. Ages ranged from 18 through 65, and there were 82 

females and 85 males in the study. Each subject completed 

the Beck Depression Inventory (Beck, and Zung Self-Rating 

Depression Scale (Zung), and the Biographical Information 

Blank (BIB). Canonical analysis yielded five canonicals 

which seemed to confound various items of the two scales. 

However, factor analysis yielded five factors which were 

separate and descriptive of different symptom clusters. Two 

of these loaded only on the Zung and two loaded only on 

the Beck. 

Discriminant function analysis failed to discriminate 

differences based on sex or race. However, further analysis 

yielded two significant discriminants: (a) inpatients and 

(b) outpatients. 

Regression analysis identified specific demographic 

variables such as life changes and family history, and 

assessed their relationship to the five factors ("Hopeless 

Withdrawal," "Physical Dys-integration," "Expectation of 

Negative Outcome," "Psychasthenia," and "Weight Loss"), 



derived from factor analysis. Significant variables were 

then used to describe biographical characteristics of 

patients who scored high on each of the five factors. These 

results suggested that a relationship between demographics 

and factors was likely. 

This study makes it clear that the Beck and Zung scales 

are measuring different aspects of depression and thus are 

likely based on separate constructs. The need of develop-

ing a depression index based on separate factor scores is 

highlighted. Also, a multimodal approach to assessment in 

general is indicated. Studies relating biographical infor-

mation to factors of depression are suggested. This study 

makes several inroads, generating descriptive factors and 

significant biographical or life history correlates. These 

findings could be expanded and further research could lead 

to the development of assessment tools useful in the iden-

tification of patients with distinct depressive syndromes, 

as well as at-risk subject groups, in order to implement 

both primary and secondary prevention. 
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DEPRESSION: ASSESSMENT OF FACTORS 

Throughout recorded history, three concepts concerned 

with the nature of depression were found: that it was 

(a) biological disease, (b) a state imposed from without by 

gods, and (c) a consequence of personal history including 

behavior and misfortune (Brady, 1977) . All three explana-

tions were present in accounts written in ancient times. 

During the Middle Ages, magical theories predominated which 

related depression to gods and demons. More naturalistic 

explorations evolved from the 16th to the 19th centuries. 

However, it was only in the 20th century that a more systema-

tic approach was taken to depression within the context of 

the natural sciences. During this century both biological 

and behavioral explanations emerged. 

Freud and his students provided the groundwork in 

offering rich insights into the nature of the etiology of 

depression. £reud emphasized the role of early life experi-

ences in the development of depression. Freud and early 

psychoanalytic writers, including Abraham and Rado (cited 

in Mendelsohn, 1976) believed that clinical depression 

was a reparative mechanism through which the invididual 

overcame the psychic pain of the lost (introjected) love 

object by experiencing self-punishment. Freud later identi-

fied the role of conflictional interpersonal relationships 

in the precipitation of depressive episodes. 



The psychoanalytical interpretations of the depressive 

syndrome highlighted (other) characteristics such as narcis-

sistic cravings, ambivalence, self-accusation, and symbolism 

of dreams and fantasies. Writers such as Melanie Klein 

(cited in Mendelsohn, 1976) emphasized the importance of the 

earliest periods of development in the predisposition to 

depression. Others such as Cohen, Baker, and co-workers 

(cited in Diethelm, 1975) gave primary attention to the 

personality structure and the resulting interpersonal 

dynamics. 

Later contributions by psychoanalysts and others ques-

tioned whether all depressive conditions had similar origins 

and mechanisms. Psychoanalytical theories were questioned 

in the early 1950s, often by those of the same school. 

Bibring (cited in Mendelsohn, 1976) believed it was help-

lessness which produced the loss of self-esteem central to 

depression. His interpretation of depression was formulated 

in ego states, not in intrapsychic terms. The similarity 

between his ideas and those of Martin Seligman (1975) and 

other contemporary learning theorists were pronounced (Miller 

& Seligman, 1973). 

Beck (1975) characterized depression in terms of a 

cognitive triad of distortions: negative interpretations of 

experience, a negative evaluation of the self, and negative 

expectations of the future. Beck's model incorporated the 

concept of a continuous cognitive—affect cycle to explain 

the process. Irrespective of its origin, in Beck's theory, 
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the aroused affect became part of the stimulus field and 

thereby influenced the cognitions as external stimuli. 

This led to the downward spiraling characteristic of depres-

sion. Beck believed that these cognitive distortions influ-

enced motivation, behavior, and negative manifestations of 

depression in a similar manner. 

Theories focusing exclusively on behavior were recorded 

in the literature. For example, Lewinsohn and Libet's (1972) 

formulation was that depression was due to a lack of positive 

reinforcing events. Other theories relating depressive 

etiology and symptomatology to heredity and to the neuro-

chemistry of the central nervous system were numerous in 

the journals but were beyond the scope of the present study. 

In the past, attempts were made to objectify the assess-

ment of depression. With this movement came the development 

of numerous psychometric instruments for the quick assessment 

of depression based on self-report. The choice of a scale 

and the criteria for its evaluation depended largely on the 

purpose of the assessment, and depression scales most often 

were used for clinical and research purposes (Mayer, 1978). 

In a review of assessment techniques of depression, 

Mayer (1978) considered self-rating scales which had the 

task of detecting and classifying types of depression as 

well as quantifying the depth and degree. He listed the 

advantages of self-rating scales as the absence of rater 

bias, ease of administration, savings in staff time, and 



comparability of results. Furthermore, Mayer stated that 

the intense subjective component of depression was perhaps 

best tapped through self-ratings. Limitations identified 

as common to all self-report measures included the effects 

of the subject's literacy, cooperation, motivation, concen-

tration, and degree of illness. 

Beck Depression Inventory 

One of the more popular objective self-report measures 

of depression has been the Beck Depression Inventory (Beck, 

Ward, Mack, & Erbaugh, 1961). Hersen and Bellack (1976) 

considered the Beck to be the best self-report measure of 

general depression severity available. The scale consisted 

of 21 items reflecting the attitudes, sentiments or symptoms 

characteristic of depressed patients. In general, the items 

were clinically derived in the course of psychoanalytic 

psychotherapy. According to Beck (1967), each category 

described a specific behavioral manifestation of depression 

and consisted of a graded series of statements which were 

ranked in ascending order to reflect the range of severity. 

The subject was asked to pick the one statement which best 

described the way he or she felt at the time. Beck stated 

that item selection was based upon overt manifestations of 

depression and that the scale was not developed to reflect 

any theory of etiology. 

Significant relationships between each item on the 

inventory and total scores, and by an odd-even item 

correlation of .86 (Spearman-Brown corrected to .93), 



demonstrated internal consistency (Beck et al., 1961). Though 

not included in Beck's original reports, test-retest corre-

lations of college undergraduates were later reported as 

high as .74 after a 3-month interval (Miller & Seligman, 

1973). 

Beck and Beck (1972) reviewed over 100 published 

articles which supported the construct validity of the 

inventory. Beck (1970a, 1970b), using clinical ratings of 

anxiety and depression, demonstrated discriminant validity 

for the entire inventory as well as for all individual items 

excluding irritability. These findings were supported by 

later investigations (cited in Mayer, 1978) . Concurrent 

validity was reported as moderate to good in an assessment 

review by Pehm (1976). Mayer reported evidence that the 

inventory was more sensitive than global ratings to drug 

effects and to overall improvement. Also, it reportedly 

measured depression rather than anxiety or general severity 

of illness. 

High item-total correlations on an item analysis were 

cited by Beck and Beamesderfer (1974). Also included was 

a factor analysis that yielded a general factor with signif-

icant positive loadings for every item. 

In comparison to other measures of depression, the 

Beck Inventory has been found to be more highly related to 

self-report symptom inventories such as the Zung Self-Rating 

Depression Scale (Zung, 1965) and to interviewer rating 
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scales, than to global clinical ratings or adjective check-

lists (Bailey & Cooper, 1976; Beck et al., 1961; Burrows, 

Davies, & Pynton, 1975; Gibson & Becker, 1973; Lubin, 1965, 

1967; Mendels, Weinstein, & Cochrane, 1972; Schwab, Bialow, 

& Holzer, 1967; Seitz, 1977; Williams, Barlow, Agras, 1972; 

Zung, 1967b, 1972a). Mayer concluded that this inventory 

was more similar to scales measuring a range of symptoms 

independent of rater, than it was to measures of affect 

alone or to global ratings of depression. The majority of 

these studies used factor anlaysis in making multiple com-

parisons of individual items as well as total scale scores 

for different individuals. 

Literary evidence suggested that the Beck Inventory 

was more sensitive to depression among lower socioeconomic 

groups than physicians' diagnoses (Mayer, 1978). Also, 

there were some discrepancies concerning the relationship 

between Beck scores and subject variables. In a large popu-

lation of unmarried college students, Hammen and Padesky 

(1977) found no sex differences on Beck scores in the degree 

of depression, but found patterns reflecting sex-role 

stereo-types which distinguished the male from the female 

group. Hammen pointed out that since this was a study of 

young unmarrieds, it was more homogeneous and thus more 

representative of many who were in this age group. In a 

study of the relationship of hostility, guilt, depression 

(as measured by the Beck Inventory), and demographics in 

adult outpatients, Riggs (1976) found that demographics were 



depressed. Of the men who were depressed, he reported that 

the majority of them were divorced, widowed, or separated 

men with little education. No significant correlations for 

age, sex, or intelligence with Beck scores were found by 

Metcalf and Goldman (1965). Beck (1970a), on the other 

hand, found small but significant biserial correlations 

between sex in both Beck scores and clinical ratings. 

Although the correlations between race, age, and vocabularly 

scores were negligible on these measures, there was a 

significant correlation between the Beck and educational 

level which was not related to differences in verbal skills. 

Zung Self-Rating Depression Scale 

Though it was considered "psychometrically unsophis-

tocated" by Pehm (1976) and others, particularly of the 

behavioral camp, the Zung Self-Rating Depression Scale was 

the most popular self-rating scale of depression found in 

journal articles. An easily administered and scored inven-

tory, it was designed to describe depression in quantitative 

terms in patients with a primary diagnosis of depression. 

Symptom selection was based on prior factor analytic studies 

(Freidman, Gowtiz, Cohen, & Granik, 1972; Grinker, Miller, 

Sabshin, Nunn, & Nunnally, 1961; Overall, 1962), and 

symptoms were grouped into three categories: pervasive 

affect (2 items), physiological equivalents (8 items), 

and psychological equivalents (10 items), for a total of 

20 items. The latter category included two items relating 
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to agitation or psychomotor retardation and eight related 

to ideation (Zung, 1965). Subjects were asked for a 

response as to extent of agreement on a 4-point scale, and 

scores were converted to a percent of maximum score. 

Selective item modification was done for more accurate 

assessment in later revisions (Zung, 1973). 

Evidence of validity was originally based on the Zung 

scores of 100 staff and medical inpatients (control group) 

and 57 inpatients with an admitting diagnosis of depression 

(Zung, 1965). After dividing the patients into two groups 

based on whether the diagnosis of depression was retained 

at discharge, Zung found the mean score for the control 

group to be significantly lower than the depressed group 

mean and the "other diagnosis" group mean before treatment. 

The normal group mean did not significantly differ from the 

depressed-group mean after treatment. Additional validation 

studies were also reported (Zung, 1967b, 1971b, 1973; Zung, 

Richards, & Short, 1965) which demonstrated the effective-

ness in differentiating among different diagnostic groups. 

Although no data on internal consistency were presented in 

the early Zung reports, later a split-half method was used 

to obtain a reliability coefficient of .73 for a mixed 

diagnositc sample (Zung, 1973). 

Using a sample of 360 adult depressives in the 18 to 

65 age group, and 1,108 normals of the same age group, 

Zung (1972) successfully classified 88% of the individuals 



in both groups. The potential use of the Zung in cross-

cultural research was shown (Zung, 1969, 1971a) as well as 

its usefulness in the assessment of treatment efficacy. 

Evidence of construct validity was reported by McNair 

(1974) in measuring treatment effects of antidepressants. 

Mayer (1978) found Beck items to be more sensitive to the 

effects of stimulatory agents though less sensitive to 

drugs used on anxious depression and more sensitive to 

changes in patients who were less severely depressed. Mayer 

concluded that the discriminant and factorial validity was 

supported on the basis of the few studies. 

The effects of demographic and personality variables 

and response sets on Zung Inventory scores stimulated 

considerable attention. Mayer (1978) described the influ-

ence of age and socioeconomic class as difficult to determine 

since these variables were interrelated with depressive 

symptoms. Age was reported to be unrelated to scores only 

in populations of adults age 18 to 65 (Zung, 1967a, 1971a). 

Higher mean scores were reported for adolescents and for 

groups 65 and older (Zung, 1972). 

Though Zung (1967b) originally reported that scores 

were uninfluenced by age, financial status, literacy, sex, 

and marital status, later evidence was not always consistent 

with these early reports. Mayer (1978) reported that 

although it was low, there was a significant correlation 

between scores in Zung's original work and educational 

level. This was supported by Blumenthal (cited in Mayer). 
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Zung scores were also shown to be less sensitive to change 

in lower socioeconomic patients and were reported as higher 

in blacks regardless of socioeconomic level, and higher 

among women (Byrne, 1977; Zung & Raft, 1977). Zung scores 

were affected by response set in a study by Mikesell and 

Calhoun (1970); and susceptibility to deliberate misrepre-

sentation was reported (Mikesell & Calhoun, 1969). 

In relation to other measures, the Zung, like the Beck 

was reported as more highly related to inventories which 

specifically tapped depressive symptomology (Mayer, 1978). 

The Zung was found to be more related to nonspecific general 

descriptive criteria of depression than the Beck Inventory 

in studies by Zung (1969). 

Criticism and Recommended Research 

Both the Beck Inventory and the Zung Scale have been 

criticized by Hamilton (1972) who believed that self—report 

measures failed to assess important clinical features such 

as insight, retardation, agitation, and distortion. The 

Beck Inventory has been criticized most severely concerning 

its emphasis on cognition with the omission of items concern-

ing physiological and affective disturbance (Mayer, 1978). 

In comparing Beck, Zung, and Hamilton Rating Scales, 

Mayer reported that the Beck had fewer guestions concerning 

anxiety, agitation, and physiological complaints. He also 

cited criticsm of Beck's failure to include items relating 

to a variety of sleep disturbances. 
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Though Zung used a sound empirical basis for his 

choice of diagnostic categories (according to Mayer) the 

items were too often restricted, and they failed to tap 

the various forms of symptom. Blumenthal (1975) stated 

that negatively worded symptoms such as the absence of hope-

lessness were perhaps different from hopefulness. Item 

selection was criticized by Hunt, Singer, and Cobb (1967) 

for being drawn from factor analytic studies based entirely 

on clinical ratings rather than self-report and on samples 

using psychotic depressives and elderly patients. 

Whereas the Beck Inventory was demonstrated to assess 

intensity or degrees of severity (Beck, Weissman, Lester, 

& Drexler, 1974), the Zung was shown to tap frequency of 

symptoms which led to higher ratings for mild, persistent 

symptoms than for intense, infrequent symptoms. The compari-

sons which required present-to-past conditions were referred 

to as problems for chronic patients (Mayer, 1978). 

Further research on reliability was recommended by 

Mayer both for the Beck Inventory and Zung Scale in order 

to determine the potential of both measures for repeated 

assessments. More data on temporal stability were also 

suggested. Comparisons with other scales, as well as tests 

of sensitivity to symptoms and predictability of depressive 

syndromes were mentioned as future research requirements. 

Factor Analytic and Comparative Studies 

Mayer (1978) cited three studies using the Beck 

Inventory in which three factors appeared consistently: 
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guilty depression, psychomotor retardation, and somatic 

disturbance (Cropley & Wekowicz, 1966; Pichot & Lemperiere, 

1978; Weckowicz, Muir, & Cropley, 1965). Beck and 

Beamesderfer (1974) discussed three similar factors labeled: 

(a) negative view of self and future, (b) physiological, and 

(c) physical withdrawal. Mayer described these factors as 

reflective of Beck's cognitive theory that negative inter-

pretations of experience led to physical withdrawal and 

other physiological and psychological symptomatology. On 

a factor-structure analysis based on Zung scores of 831 

depressed outpatients, Rickles, Downing, Lipman, Fisher, 

and Randall (1978), found the three factors of retarded 

depression, anxious depression, and appetite disturbance 

which closely resembeled the factors cited by Weckowicz 

et al. 

In a factor analytic study of three self-report 

measures, Giambra (1977) made reference to several research 

articles concerned with the comparability of instruments. 

Among the Beck Inventory, the Zung, and the Lubin Depres-

sion Adjective Check List (Lubin, 1965, 1967), past studies 

revealed total score covariance which indicated a "general 

or global level of depression." Cited were studies by 

Beck and Beamesderfer, 1974; Lubin, 1965, 1967; Marsella, 

Sanborn, Kameoka, Shizuru, & Brennan, 1975; Zung, 1965, 

1973 which indicated the majority of correlations in the 

.50 to .60 range. However, Giambra criticized these studies, 
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noting that since they only looked at total scores, specific 

aspects of depression assessed by individual items were left 

unevaluated. 

In his study, Giambra was interested in (a) identifying 

the major factors tapped by the Beck Inventory, Zung Scale, 

and the Lubin Adjective Check List, and (b) investigating 

the extent to which individual items were all measuring 

the same aspects of depression. Four factors "consistent 

with prior research" were identified from a Varimax rota-

tion: (a) depression: affective malaise, (b) suicidal 

ambivalence, (c) appetite-weight loss, and (d) fatigability. 

Women scored higher on this last factor. In addition to 

these major factors, factors specific to the Beck Inventory 

alone and to the Zung Scale alone were identified. Giambra 

reported that this implied each scale was measuring very 

specific characteristics of depression which appeared to be: 

intensity/severity on the Beck Inventory and frequency on 

the Zung Scale. The importance of both to the assessment of 

depression was underlined. Little discussion was given to 

the Lubin since it loaded on Factor 1 (depression: affective 

malaise) only and made no unique contributions to the study. 

The population used in Giambra's study was a nonclinical 

group 91 college students and 29 prison inmates enrolled 

in basic high school courses within the penal institution. 

Both the size and the composition limited the generaliz-

ability of the research findings. Further comparative 

studies of this kind were indicated, especially 
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cross-validation studies in which the procedures were 

applied to clinical groups. 

White middle and upper-class college students were 

grouped with "mostly" white offenders for data analysis in the 

Giambra study, thus reflecting an insensitivity to important 

variables such as race and socioeconomic class. Also the 

age norms for the Zung Scale, as well as age ranges used in 

later validation studies, were based on adult populations. 

The use of younger subjects by Giambra warrants further inves-

tigation and specification. 

Individual scores and sex class membership were considered 

in item correlations in Giambra's work, but information as 

to other demographic or historical variables which have been 

documented as relevant to the development and manifestation 

of depression was not considered or reported. Failure to 

consider these variables in the assessment of depression was 

a serious omission and limited the usefulness of the procedures 

employed and the conclusions drawn. 

Demographic and Life-Event Variables Relevant to Depression 

Consistent with Giambra1s findings, Weissman and Klerman 

(1977) in a lengthy review of sexual differences in the 

epidemeology of depression covering the last 40 years, 

concluded that the differences between the sexes were real 

in spite of possible biases due to methods of reporting 

symptoms or health care behavior. These researchers listed 

as an underlying cause the discrepancy between rising 

aspirations and attention to women's needs and the low 
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likelihood of women fulfilling their expectancies. The 

authors described women as being in a more vulnerable social 

position due to conflictual role expectancies. Women were 

being encouraged to pursue challenging careers at a time when 

social status discrimination was quite apparent. This pro-

duced lowered self-esteem, increased dependency, and learned 

helplessness. 

Evidence in support of women's greater vulnerability and 

helplessness was provided by Gove (1972) who found that married 

women were more likely to get depressed than single women. 

The opposite was true for men. This led to the conclusion 

that women in more conventional roles were even more vulner-

able to depression. Brown, Bhrolchain, and Harris (1975), 

in an elegant study of depression factors, reported that the 

likelihood of working class women becoming depressed was 

5 times as great a middle class women. Four factors were 

identified as contributing to this class difference: (a) loss 

of a mother in childhood, (b) three or more children 14 or 

younger living at home, (c) absence of an intimate and con-

fiding relationship with husband or boyfriend and (d) lack 

of full- or part-time employment outside the home. Weissman 

and Paykal (1974) found that acutely depressed women reported 

marital discord as the most common event in the previous 

6 months. These women also reported more problems in marital 

intimacy and communication than matched controls. 
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Weissman and Klevman (1977) concluded that while the 

women's movement mainly involved middle and upper-class and 

educated women, it has an impact on women of lower social 

classes where opportunitites were limited and work outside 

the home, crucial. However, evidence that the educated and 

economically comfortable had much ambivalence and role 

conflict was remarkable. In a 1979 University of Southern 

California Study (cited in Science News), it was reported that 

the female M.D. suicide rate was twice that for divorced 

women older than 70—the group previously shown to have the 

highest suicide rate. 

In an age when there were increasing life stresses 

including separations and loss of attachment bonds, there 

was much evidence to show that women were less prepared, they 

had less role protection or status with more role restriction, 

and they had fewer growth-related opportunities than their 

male counterparts. At the same time, those women who did 

push ahead and succeed were burdened with anxieties relating 

to role conflicts and expectancies, especially those in 

careers not conventionally seen as feminine (Horner, 1972). 

Only in extremely close-knit, stable, traditionally family-

oriented, and culturally isolated communities did women have 

lower rates of depression than men (Gove & Tudor, 197 3). 

Family history of mental illness was shown to be impor-

tant in the development of depression of all types (Mendlewicz, 

Five, Rainer, & Fleiss, 1972; Twuang, Dempsey, & Rauscheu, 
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1976). The influence of sex and family history of mental 

illness were the two most consistently significant variables 

found in journal articles. A personal or family history of 

alcoholism, drug abuse, or criminal offenses was also signif-

icantly correlated with depression. 

In addition to early life history and biographic data, 

there was growing evidence that life change events were 

relevant to understanding the incidence and onset of illness. 

Some of the earliest work in this area was done by Holmes 

and Rahe (1967) who subsequently developed a scale for quan-

tifying specific life events. This scale was later validated 

internationally by the original researchers as well as others. 

The original studies were concerned with the correlation of 

recent life stresses to time of onset of physical illness. 

After that time, the scale was revised and modified in order 

to study the effects of these and other events on the person's 

mental health. 

There were numerous reports in support of the hypothesis 

that time of onset of mental illness was highly correlated 

to prior life experiences (Cozort, 1972; Hall, Dunner, Gary, 

& Fieve, 1977; Jacobs, Prusoff, & Paykel, 1974; Mendels, 

1968, 1970; Mendels & Cochrane, 1968; Paykel, Jacobs, & 

Prusoff, 1964; Schless, Schwartz, Coetz, & Mendels, 1974; 

Williams, Barlow, & Agras, 1972) as measured by the Social 

Readjustment Rating Scale developed by Holmes and Rahe (1967) . 

Quantitative value of the prior life event was also reported 

as related to the severity of the illness (Meyers, Lindenthal, 
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& Pepper, 1971). Paykel, Meyers, and Dienolt (1969) reported 

that of all the major mental illnesses categorized in the 

DSM II, depression was most highly correlated to previous 

life events. Schless, Schwartz, Goetz, and Mendels (1974) 

reported that nonpsychotic depressives viewed life events 

as involving significantly greater readjustment than non-

depressed individuals. They also found that the readjustment 

was unrelated to age, sex, symptomatic improvement, or whether 

or not the event had been experienced. Data reflecting the 

importance of life events in the onset of mental illness were 

also presented in an unpublished master's thesis (Cozort, 

1972). 

Despite conflicting theories regarding depression and 

employing differing assessment techniques, the evidence 

supported Beck's (1975) statement that the individual case 

seemed best understood in terms of a broad range of influ-

ences involving hereditary and biochemical factors, child-

hood experiences, and the psychodynamic, sociologic, and 

environmental dimensions. Based on this thesis, the United 

States Army developed a Biographical Information Blank (BIB) 

which was used as a systematic technique for gathering 

information related to many areas of an individual's past 

history and for present behavior. The Army originally used 

BIB s for predicting successful completion of officer train-

ing school. Since that time, BIB's have been used in 
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various research settings involving a wide range of projects 

particularly in the area of personnel and industrial psycho-

logy (Cassens, 1966). 

In general, information collected in BIB's has dealt 

with events and facts, but it also has included opinions and 

preferences about adjustments to certain life situations or 

events. A Catalogue of Life History Items was developed by 

Glennon, Albright, and Owens (1966) in association with the 

American Psychological Association's division of Industrial 

and Organizational Psychology (Owens, 1968, 1971). Some 

items chosen for inclusion in the questionnaire of the present 

study were selected from this source based on their rele-

vance to the development, duration, and onset of depression 

was documented in the literature. 

Items on the questionnaire formed clusters or groups 

concerned with general themes. These broad subject areas 

were derived from empirical research which reflected their 

significance and supported their inclusion in the study. Six 

clusters consisting of at least two or more related items 

were formed: (a) early home-life relationships, (b) history 

of mental illness, (c) current support systems, (d) current 

home-life relationships, (e) feelings of helplessness, and 

(f) significant loss or life change. With this information, 

it was possible to implement the present study. The major 

purpose was the identification of outstanding characteristics 

of depression predicted from biographical data. A second 
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purpose was to determine the relationships (if any) of these 

data to self-rating psychometric measures of depression. 

Objectives and Hypotheses 

The foregoing review of pertinent research findings 

prompted the following hypotheses for the present study; 

1. There would be canonical factors relating the 

Beck to the Zung which were statistically significant. 

2. If there were factors between the Beck and the 

Zung, these factors would differentiate the subjects by 

(a) sex class membership and by (b) diagnostic category. 

3. If factors existed, then subjects grouped according 

to factor scores would be differentiable based on some 

linear combination of Biographical Information Blank (BIB) 

items. 

Method 

Subjects 

The first 168 patients assessed at a county inpatient 

and outpatient mental health center who met the subject 

selection criteria were included in this study. Require-

ments for selection were that subjects be between the ages 

of 18 and 65, have a factual understanding of the nature 

of their participation in the study, and have at least 6th-

grade reading ability which was assessed at the time of the 

interview by professional staff. 

Participation was on a voluntary basis and each subject 

was asked to sign a consent form (Appendix A). The number 
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of subjects in the final analysis was 168. Subjects were 

unselected with respect to diagnosis, sex, or race. 

Procedure 

Group membership was based on the subjects treatment 

unit: (a) inpatient or (b) outpatient. There were 129 

inpatients and 39 outpatients totaling 168 for the entire 

study. Ages ranged from 18 through 65, and there were 82 

females and 85 males in the study. 

The assessment procedure was identical for each group 

and the test batteries were administered daily according to 

subjects' willingness to participate. After careful 

explanation, the subjects were asked to read and sign an 

informed consent form (Appendix A). Each volunteer was then 

asked to complete in the following order the Beck Depression 

Inventory (Appendix B), the Zung Self-Rating Depression Scale 

(Appendix C), and the Biographical Information Blank (BIB) 

(Appendix D). In all cases, the names remained anonymous, 

and the patient's rights were protected according to the 

standards of the American Psychological Association, as 

well as those of the Dallas County Mental Health and Mental 

Retardation Center. 

Following collection of data on 168 subjects, data 

cards were prepared for each individual for automatic data 

processing. Each card was coded for subject number, first 

or second administration, relevant biographical data, and 

questionnaire item responses on the Beck, Zung, and BIB. 
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Results 

Initially, the items within the Beck and within the 

Zung were intercorrelated separately. Analysis was relative 

to linear relations as represented by product-moment coeffi-

cients. Correlations formed a matrix in a canonical analysis 

which yielded five variates. Canonical variates account 

for the maximal estimate of amount of relationship (or the 

reserved relationship) between two sets of variables. 

Relationships are reported as the canonical correlations 

between variables on the Beck and Zung. The loading matrices 

were rotated to Varimax criterion. 

For a better understanding of the relationship between 

the two scales, a computation provided factor scores for 

each subject. With this information, it was possible for 

the researcher to evaluate the relationships between factor 

scores and the major classification categories of sex and 

diagnostic group. A series of discriminant function analyses 

were computed using scores as discriminant variables and major 

subject classification as the group membership variables. 

A step-wise regression analysis was performed using sex, 

race, patient disposition, major diagnostic classification, 

and BIB item responses as the independent variables which 

were regressed onto factor scores. The results of this 

computation indicated the relationship between levels of 

the traits measures by the factor scores and a linear com-

bination of the BIB items. This information was then used 
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in discussing biographical and life change events related to 

different factors of depression. 

Canonical and Factor Analysis 

Five canonical factors are found in the canonical 

analysis of the Beck and Zung. These are significant at 

the .0004, .0004, .0004, .002, and .028 levels of signif-

icance for Factor 1 through Factor 5. Only positively loaded 

factors are considered here because these item responses 

reflect increasing symptoms of depression and the researcher 

is only interested in depressive symptomatology. 

Canonical 1 loads positively on the single Beck item 1, 

social withdrawal. Canonical 2 significantly loads on the 

one item of the Beck, sense of failure. Six items from both 

scales are significant on canoncial 3: social withdrawal, 

sad mood, fatigability, uselessness (failure), body image, 

and lack of satisfaction. Canonical 4 loads positively on 

10 items of the Beck and Zung. These items are somatic 

preoccupation, work inhibition, uselessness (failure), 

rapid pulse, sleep disturbance, sense of failure, guilty 

feeling, restlessness, and social withdrawal. Six items 

from both scales load on canonical 5: pessimism, self-

punitive wishes, poor body image, rapid pulse, social (work) 

withdrawal, and guilty feeling. (The five canonicals with 

item loadings are included in Appendix E.) 

Factor anlaysis of individual Beck and Zung items 

yields at least four significant factors. Though 10 factors 
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rotated to varimax criterion have eigen values of over 1.0, 

the Scree test yields only four factors (Factor 5 is also 

included) (Nunnaly, 1975). These four factors account for 

47.1% of the cumulative variance and each one appears to 

reflect different aspects of depressive symptomatology as 

measured by self-report. 

The content of items with significant loadings on 

Factor 1 are reported in Table 1. Eight items, all from the 

Zung Scale, are significant on Factor 1 and all load posi-

tively. The factor has been labeled "Hopeless Withdrawal" 

since the item content appears to reflect this general 

response. 

Table 1 

Significant Zung Item Content on 
"Hopeless Withdrawal" 

Item Content 
Zung 

Item Number 
Rotated Factor 
Matrix Loadings 

Social/work inhibition 12 .76 

Unclear mind 11 .75 

Lack of satisfaction 20 .74 

Indecisiveness 16 .73 

Uselessness (failure) 17 .69 

Pessimism 14 .65 

Social/work withdrawal 18 .65 

Loss of libido 6 .59 
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Factor 2 loads positively on seven items of the Zung 

and is labeled "Physical Dys-integration." Item content, 

number, and factor loadings are reported in Table 2. 

The content of these items reflects a more general physio-

logical response. 

Table 2 

Significant Item Content on 
"Physical Dys-integration" 

Item Content 
Zung 

Item Number 
Rotated Factor 
Matrix Loadings 

Fatigability 10 .72 

Irritability 15 .71 

Restless 13 .67 

Crying spells 3 .64 

Sad mood 1 .64 

Rapid pulse 9 .58 

Sleep disturbance 4 .51 

Eleven items load positively on Factor 3. These are 

all Beck items and the factor is labeled "Expectation of 

Negative Outcome." Items are reported in Table 3 with rele-

vant item information which reflect withdrawal, pessimism, 

and self-punitive ideations. 

Factor 4 loads positively on four items of the Beck, 

and is labeled "Psychasthenia." These items are presented 
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Table 3 

Significant Beck Item Content on 
"Expectation of Negative Outcome" 

Beck Rotated Factor 
Item Content Item Number Matrix Loadings 

Social withdrawal 12 .68 

Self punitive wishes 9 .67 

Self accusations 8 .64 

Crying spells 10 .61 

Self hate 7 .61 

Pessimism 2 .57 

Sense of punishment 6 .57 

Guilty feelings 5 .56 

Indecisiveness 13 .56 

Sad mood 1 .55 

Loss of libido 21 .54 

m Table 4. Item content here relates principally to somatic 

concerns and irritability. 

Factor 5 loads and is labeled "Weight-Loss" only, and 

is included in Table 5. It is the only factor of the top 

five which loads positively on both scales, and item content 

is consistent across scales. 

Multiple Discriminant Function Analysis 

Factor scores for each individual subject derived from 

the factor analysis of the Beck and the Zung have been used 
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Table 4 

Significant Beck Item Content on 
"Psychathenia" 

Item Content 
Beck 

Item Number 
Rotated Factor 
Matrix Loadings 

Somatic preoccupation 20 • 59 

Body image 14 • 55 

Irritability 11 • 54 

Work inhibition 15 
• 50 

Table 5 

Significant Beck and Zung Item 
"Weight Loss" 

Content on 

Item Content Scale Item Number 
Rotated 
Matrix 

. Factor 
Loadings 

Weight loss Zung 7 76 

Weight loss Beck 19 
• 71 

in a series of discriminant function analyses. Factor scores 

are used as discriminant variables and major subject classi-

fication as the group membership variables. 

One discriminant function (derived from this analysis) 

uses inpatient and outpatient as group membership variables. 

It is accompanied by a significant chi-square (Table 6). 

When the coefficients derived from the first discriminant 

function are used to place subjects into one of the two 
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Table 6 

Correlations of Factor Score Variables with One Discriminant 
Function and Tests of Significance for Inpatient/Outpatient 

Variable 
Discriminant 
Function3 

Factor 1 .50 

Factor 2 -.74 

Factor 3 

r-H 
CM
 • 

1 

Factor 4 -.15 

Factor 5 .37 

aChi-square (1) = 17.021, p = .004; percentage of 
variance = 100.00. 

groups, 66.7% are placed in the correct group (Table 7). 

Inpatients are slightly more accurately placed than out-

patients. Also, inpatients score on the high end of the 

function while outpatients score on the negative or lower 

end. 

Table 7 

Results of Group Predictions from the Discriminant Function 
for Inpatient/Outpatient Variables, in percentages 

Predicted Group Membership 
Actual Group Membership Inpatient Outpatient 

Inpatient 68.2 31.8 

Outpatient 38.5 61.6 

Note. 66.67% "grouped" cases correctly identified. 
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A second discriminant function analysis uses the major 

diagnositc categories of personality disorder, psychosis, 

and neurosis. Each major category is subdivided into a 

nondepressed and depressed group, which makes six different 

diagnostic groups. The first discriminant function accounts 

for 90% of the total variance, and it is significant at the 

.0004 level of significance (Table 8). If individual 

Table 8 

Correlations of Factor Score Variables with 
Three Discriminant Functions and Tests of 
Significance of Diagnostic Group Variables 

Discriminant Functions 
Variable ia lib IIIC 

Factor 1 .485 -.573 -.063 

Factor 2 -.473 .103 -.268 

Factor 3 -.641 -.649 -.204 

Factor 4 -.339 .378 .348 

Factor 5 -.124 -.313 .872 

aChi-square (1) = 102.962, p = .0004, percentage of 
variance = 89.82. ~~ 

Chi-square (2) = 13.313, p = .650 (not significant), 
percentage of variance =6.37. 

cChi-square (3) = 5.034, p = .831 (not significant), 
percentage of variance =2.87. 
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subjects were reassigned to one of the six groups (person-

ality disorder nondepressed, personality disorder depressed, 

psychotic nondepressed, psychotic depressed, neurotic non-

depressed, and neurotic depressed) at random it would be 

expected that 16.67% of the subjects would be correctly 

placed by chance. Using the coefficients of the first 

discriminant function, 38.7% of the subjects are correctly 

grouped. Subjects in the nondepressed personality disorder 

group, are predicted with the highest accuracy (66.7%), 

while the neurotic depressed group subjects are assigned to 

their group with only 9.1% accuracy (Table 9). 

Discriminant function analysis using sex-class member-

ship as the subject classification fails to reach a signif-

icant chi-square. The discriminant analysis using white and 

nonwhite as the group membership categories also fails to 

reach significance. (These two analyses are included in 

Appendix F). 

Step-wise Regression Analysis 

A series of step-wise regression analyses are presented 

in Table 10 through Table 14. The variables sex, white or 

nonwhite, inpatient or outpatient, age and Biographical 

Information Blank (BIB) items 1 through 23 are regressed 

onto each factor in a step-wise manner. 

Regression analysis X, using Factor 1 with 5 degrees 

of freedom, has a significant overall F at the .05 level 

of significance (Table 10). All of the items except 
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Table 10 

Step-wise Regression Analysis of BIB Content with Beta 
and F Values for Factor 1 

Item Number Content Beta F 

21 Self-image related to 
accomplishments -.27 16.21* 

22 Ability to make changes -.28 16.97* 

14 Loss or setback .19 8.35* 

16 Income .17 6.28* 

7 Marital Status -.16 5.69* 

*F = 14.06; df = 5; p = .05. 

marital status load in an unexpected direction. Factor 1 

is "Hopeless Withdrawal," and BIB items load in a health 

direction toward few or no setbacks, medium to high income, 

satisfaction toward accomplishments, ability to make changes 

when unhappy, and single marital status. 

In contrast, Factor 2 ("Physical Dys-integration") 

loads in a more pathological direction. According to 

BIB responses these individuals (mostly outpatients) tend 

to have lower incomes and a family history of mental illness. 

This analysis yields a significant F value of 9.44, with 

3 degrees of freedom (Table 11). 

"Expectation of Negative Outcome" (Factor 3), has a 

significant F value of 13.85, with 5 degrees of freedom. 

Items all load in a seemingly unhealthy direction, and 

include subjects with the following characteristics: little 
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Table 11 

Step-wise Regression Analysis of BIB Content with 
and F Values for Factor 2 

Item Number Content Beta 

2 mp Inpatient/Outpatient .22 9.18* 

2 Family history of mental 
illness -.24 11.49* 

16 Income -.19 7.07* 

*F = 9.44; df = 5; p = 15. 

or no contact with their mother, two or more young children 

in the home, have difficulty making friends, see religion 

as unimportant in their lives, and feel negative toward 

their work status, and feel helpless to change (Table 12). 

Table 12 

Step—wise Regression Analysis of BIB Content with Beta 
F Values for Factor 3 

Item Number Content Beta F 

6 Ease of making friends .28 15.00* 

19 Importance of religion .25 13.25* 

9 Number of children 
under 14 .17 6.72* 

15 Feelings about work 
status .19 7.55* 

4 Description of mother .15 4.75* 

*F = 13.85; df = 5; p = .05. 
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With 2 degress of freedom and an F value of 7.42, 

Factor 4, "Psychasthenia," loads on two factors, including 

race and unhappy and unable to make changes. No other BIB 

items are significant on this factor (Table 13). 

Table 13 

Step-wise Regression Analysis of BIB Content with Beta 

and F Values for Factor 4 

Item Number Content Beta F 

22 Ability to make changes .26 11.75* 

Race White/nonwhite -.13 3.89 

*F = 7.42; df = 5; p = .05. 

Factor 5 ("Weight Loss") also loads on only two items, 

which are indicative of a healthy direction. Factor 5, with 

2 degrees of freedom, is significant at the .05 level of 

significance. Its loadings reflect feeling positive toward 

accomplishments and feeling able to make positive changes 

when unhappy (Table 14). 

Discussion 

The results show a moderate level of support for 

hypothesis 1 that there are canonical factors relating the 

Beck to the Zung. However, a much more important finding 

is that neither scale measures a global concept of depression 

but, instead, seems to assess different aspects or dimensions 

of depression. 
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Table 14 

Step-wise Regression Analysis of BIB Content with Beta 
and F Values for Factor 5 

Item Number Content Beta F 

21 Self-image related to 
accomplishments -.29 15.29 

22 Ability to make changes -.22 9.00 

F = 10.31; df = 2; p = .05 

The contention that either of these tests if measuring 

the major aspects of depression should be seriously ques-

tioned since the results of the canonical analyses herein 

indicate that the scales are tapping different symptom 

clusters of depression rather than a single depression syn-

drome. This conclusion is supported by previous factor 

analytical studies of the Beck and Zung (Giambra, 1977), 

and is corroborated by factor analysis of the Beck and Zung 

in the present study in which the first two factors load 

only on the Zung, while the third and fourth factors load 

only on the Beck. 

Although the results of the canonical analysis fail to 

identify distinct factors of depression derived from the 

two scales collectively, which was the main objective in 

doing the canonical analysis, the overall results do appear 

to be important both clinically and psychometrically. As 

measures of a global entity of depression, both scales fall 
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short because they are measuring different symptom clusters 

rather than a common one. Thus the scales are indicative of 

different constructs of depression. From this finding, it 

seems possible that if the diagnosis were based on only one 

scale, a patient might be labeled as depressed (based on his 

or her responses to one scale) and nondepressed, based on his 

or her responses to the other scale, This could be due to 

the incorporation of the theoretical orientation of each 

author within the scales, although both Beck (1967) and Zung 

(1965) have stated that their scales do not reflect any 

specific framework or theory of etiology. The results of 

this study provide evidence which is contrary to the reports 

of these authors that each scale is measuring the major 

aspects of depressive symptomatology. This could lead one 

to question the validity of each scale or to argue for a 

more expansive and inclusive measuring device. However, 

based on earlier work using self-report measures and clinical 

interviews, it appears likely that such a scale for meas-

uring depression as one broad dimension would even further 

confound the symptom picture. It would seem that the use of 

only one of these scales for identifying or assessing depres-

sion should be avoided. Also, the importance of using more 

than one method of assessment is evident. Ideally, self-

report scales, behavioral observations, clinical interviews, 

and perhaps clinician-rated scales should be utilized for a 

more comprehensive assessment of the symptom picture. 
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^ ^edesignation of what the different scales are measur-

ing is needed. Rather than using a single global entity or 

even one syndrome of depression (which the review of litera-

ture as well as this study fail to identify), it appears both 

clinically and psychometrically more relevant and useful to 

think of separate factors or symptom clusters of depression. 

Each of these symptom clusters should take into account, as 

much as possible, major areas of clinical importance including 

behavioral, environmental, affective-cognitive, and somatic-

physiological. Perhaps scales reflecting different factor 

scores (for example, the MMPI, which includes validity scales) 

could be developed and utilized for identifying patients with 

distinct depressive syndromes. This could lead to more 

efficacious treatment planning and implementation. For 

example, a patient who scores high on the factor of "Hopeless 

Withdrawal" (Factor I derived from factor analysis of the 

Beck and Zung in the present study) likely requires a differ-

ent therapeutic regime than a patient who scores high on 

"Expectations of Negative Outcomes" (Factor III). The first 

would likley require a more medically oriented treatment 

approach, while the latter, a more cognitive approach. 

The new Diagnostic and Procedure Manual for the Ameri-

can Psychiatric Association (DSM III), adopted on January 1, 

1980, is a major effort in the direction of defining not only 

depression but all other types of mental illnesses as syn-

dromes which reflect different symptom manifestations in 

separate spheres called axes. These include psychological, 
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characterological or behavioral, physiological, and environ-

mental axes, as well as an axis for assessing level of 

functioning prior to illness. Spitzer and Willimas and the 

American Psychiatric Association Task Force on Nomenclature 

and Statistics (1980) have presented a broader, reportedly 

more valid and reliable approach than the more general method 

of diagnosing provided by the now outdated Diagnostic and 

Procedure Manual II (DSM II). Also the usefulness of the 

DSM nil in treatment planning has been reported to be an 

improvement over the DSM II. Although the new diagnostic 

manual appears somewhat vague and at times overly detailed, 

it is directed toward the more comprehensive evaluation and 

diagnosis not only of depression, but of all other types of 

mental illness. The multiaxial approach at least partially 

supports the need to think in terms of symptom clusters in 

different spheres, though the manual retains seemingly 

meaningless global entities on some axes. 

Canonical analysis is one of the few statistical 

techniques that can be used to describe the correlation 

between two sets of data. Results yield factors based on 

relative loadings (or weights) which account for the best 

estimate or the relationship between the two scales. 

Although the results of the analysis for hypothesis 1 

are statistically significant in that 5 canonicals are 

derived from the analysis of these scales, the canonical 

factors themselves do not appear to be clinically significant. 
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There are several duplications of items on more than one 

canonical factor, e.g., social withdrawal loads positively 

on all but one of the five factors. Several items with the 

same content within factors neutralize each other because they 

load in opposite directions (positively on one scale and 

negatively on the other). For example, loss-of-appetite 

loads positively on the Beck and negatively on the Zung on 

Factor 4, and positively on the Zung and negatively on the 

Beck on Factor 5. Finally, item content on the three 

canonicals which have more than one item with a positive 

loading (Factors 3, 4, and 5) do not depict clearly differ-

ential symptom clusters or syndromes. Rather, they give 

a somewhat overlapping or confounded clinical picture. 

Factor analysis of the Beck and Zung (as cited earlier) 

yields five factors which may be separated on the basis of 

psychological or physiological content. Those based on 

psychological content include "Hopeless Withdrawal" (Factor 

1) and "Expectations of Negative Outcome" (Factor 3). The 

other three factors, "Physical Dys-integration" (Factor 2), 

"Psychasthenia" (Factor 4), and "Weight Loss" (Factor 5), 

are concerned with physiological content. The Beck and 

the Zung are represented both by factors reflecting psycho-

logical content and factors representing physiological 

content. 

Factor 1 ("Hopeless Withdrawal") includes items such 

as social/work inhibition, uselessness (failure) and lack 

of satisfaction. Sample items on Factor 3 ("Expectation of 
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Negative Outcome") include pessimism, sad mood, indecisive-

ness, and social withdrawal. All these items generally 

pertain to psychological content including affect and mood. 

Items concerned with physiology are included in Factors 

2, 4, and 5. Fatigability, restlessness, and rapid pulse 

all load on Factor 2 ("Physical Dys-integration"). Examples 

of items on Factor 4 are somatic preoccupation, poor body 

image, and irritability. Factor 5 loads on the single item, 

weight loss. 

Based on this finding, the need to assess both psycho-

logical and physiological aspects is apparent. It is likely 

that a person who is "depressed" according to one factor may 

only experience symptoms in a single modality. 

As mentioned earlier, the first two factors are specific 

to the Zung scale, while the third and fourth factors are 

specific to the Beck scale alone. This finding clearly 

distinguishes between the two scales, and the hypothesis that 

the two scales are measuring different aspects of depression 

is supported (Giambra, 1977). Giambra's Factor 3 ("Weight 

Loss") is identical to Factor 5 ("Weight Loss") in this study 

in that both factors load only on weight loss on both the 

Beck and Zung. Giambra's Factor 1 ("Depression: Affective 

Mailaise") is similar to Factor 3 herein, "Expectation of 

Negative Outcome." The other factors derived from Giambra's 

study contain item loadings which appear to be split among 

the remaining factors of this study. However, his two remain-

ing salient factors, labeled "Suicidal Ambivalence" and 
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and Fatigability" share common item loadings with "Hopeless 

Withdrawal," "Physical Dys-integration," and "Psychasthenia," 

which are Factors 1, 2, and 4 of the present study. The 

results also are comparative to other factor analytical 

studies performed on the Beck and Zung scales separately 

(Beck & Beamesderfer, 1974; Cropley & Weckowicz, 1966? Pichot 

& Lemperiere, 1978; Rickles, Downing, Lipman, Fisher, & 

Randall, 1978; Weckowicz, Muir, & Cropley, 1965). 

The first half of hypothesis 2, which stated that 

factor scores will differentiate the subjects by sex class 

membership, is not supported. Discriminant function analysis 

using sex class membership as the subject classification and 

factor scores as the group membership variables fails to differ-

entiate the subjects significantly. This is an unexpected 

finding based on Giambra's research which showed differences 

based on sex. Although the discriminat function fails to 

reach significance, it is indicative of the directionality of 

scoring by males and females, and thus the separate factor 

loadings. Women's responses load higher on "Physical 

Dys-integration," "Psychasthenia," and "Weight Loss," while 

men answer in the direction of "Hopeless Withdrawal" and 

"Expectation of Negative Outcome." Giambra (1977) found 

significant differences based on sex in that women showed 

greater fatigability associated with depression. His 

factor "Fatigability" contained items which also load on 

"Physical Dys-integration," "Psychasthenia," and "Weight Loss" 

herein, on which women's scores were higher than men's scores. 
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Although many studies have found women to have a 50% or 

greater incidence of depression than men. Some of the dis-

parity may be due to the acknowledgement by women of differ-

ent symptoms than men, such as fatigability, pessimism, and 

sad mood. These symptom clusters may be indicative of 

patterns of responding learned from female role models and 

could account for different response patterns between men 

and women. 

The second half of hypothesis 2, that the factor scores 

differentiate the subjects by diagnostic category, receives 

moderate support. Diagnostic category is used as the class 

membership or independent variable in a discriminant analysis 

of individual factor scores. Approximately 39% of the sub-

jects are correctly grouped in the six diagnostic groups of 

personality disorder nondepressed, personality disorder 

depressed, neurotic nondepressed, neurtoic depressed, psycho-

tic nondepressed, and psychotic depressed. The hypothesis is 

confirmed in that these categories do significantly differ-

entiate the subjects but the predicted accuracy of subject 

classification is rather small. This finding may be a 

reflection of diagnostic unreliability. Also, since subjects 

have been unselected as to diagnosis, perhaps the variability 

on the Beck and Zung is due to the heterogeniety of the 

population, since these scales have been developed to measure 

aspects of depression on a (clinically) depressed population. 

Differences m subjects also appear relevant, as well as the 
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fact that not only are there differences in diagnostic 

category, but the treatment units (inpatient versus out-

patient) and the levels of mental illness severity are quite 

different. Since diagnostic category is based on more than 

self-report, the differences may be accounted for by method 

variance (including response set and expectancy), in addition 

to the situational variables of the two settings. A second 

discriminant function analysis using depressed and nondepres-

sed as the subject classification failed to differentiate 

the subjects. This may again reflect diagnostic unreliability, 

Also, patients with other diagnoses likely endorse items 

which reflect depression and feel themselves depressed even 

though their primary problem is something different. High 

scores on the depression scales by some of these patients 

could be due to their lack of control, and feelings of 

helplessness in needing treatment or hospitalization. Also, 

the patients may feel isolated and rejected by their families. 

Since the inpatients represent a more acutely disturbed 

population than the outpatients, it appears likely that they 

should score differently on the five factors from the out-

patients. This expectation is confirmed and it is possible 

to separate the two groups (inpatients and outpatients) 

based on factor scores, while diagnostic categories fail 

to clearly separate the subjects. Discriminant analysis 

is used as a test of whether or not the inpatient or out-

patient status will differentiate the subjects, and this 
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analysis yields a function with a signiifcant chi-square 

which separates the patient groups. Since inpatient loadings 

are on the positive pole of the function, it is possible to 

associate them with the two factors "Helpless Withdrawal" 

and Weight Loss," while outpatients are associated with 

the other three factors. 

The majority of the inpatient subjects are nonvoluntary 

patients housed in a closed diagnostic unit. They represent 

a more acutely disturbed or psychotic group. Not only are 

they hospitalized against their will, but all of their personal 

belongings are taken from them, including their money and 

clothes. They are given patient "uniforms" which make them 

more anonymous and they appear almost identical to other 

patients. They are unwillingly locked up in a noisy and 

crowded, depersonalized unit, and many of them have no 

knowledge of what the contingencies are. Also, many of them 

fear being sent to the state hospital for an indefinite 

period of time. It seems apparent that these patients lose 

control of their lives and this could lead to feelings of 

Hopeless Withdrawal" reflective of the kind of helpless-

ness and hopelessness described by Seligman (1975). The 

two factors on which inpatients' responses load, "Hopeless 

Withdrawal" and "Weight Loss," seem descriptive of the more 

regressed or acutely disturbed patients of the inpatient 

unit who have been given up by their families, and society 

in general. It follows from this assumption that these 
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patients experience more vegetative symptoms, including 

complacency and lack of concern for their health. This 

could lead to "Weight Loss," Factor 5. 

The outpatients, on the other hand, represent a higher 

level functioning patient. The majority of these patients 

have recognized their need for change, and have come to the 

Day Treatment Program Voluntarily. Most of them have never 

been hospitalized, and this does not appear to be a major 

concern. One explanation of why patients of this type 

experience more physiological symptoms (Factors 2 and 4, 

"Physical Dys-integration" and "Psychasthenia") is that 

higher level-of-functioning individuals more often use the 

more neurotic defense of somatization in dealing with con-

flicts and anxiety. Also, perhaps since these patients are 

more in contact with their own situation and reactions, they 

more readily endorse not only physical symptoms but other 

symptoms as well, including those of a more psychological 

or affective nature, as in Factor 3, "Expectation of 

Negative Outcome." From this item endorsement on all 

three factors, outpatients in this study acknowledge more 

psychic pain and anxiety, including suicidal ambivalence, 

than the inpatients who score higher on the other two factors, 

The third and final hypothesis is that subjects grouped 

according to factor scores are differentiate, based on some 

linear combination of Biographical Information Blank (BIB) 

items. This receives moderate support in that it is 
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possible to make somewhat limited distinctions among the 

subject groups. The Biographical Information Blank (BIB) 

includes items which are concerned with (a) early home life 

relationships, (b) history of mental illness, (c) current 

support systems, (d) current home life relationships, (e) 

feelings of helplessness, and (f) significant loss or life 

change. Character sketches follow which are based on the 

BIB items which load on each factor. 

Subjects scoring high on Factors 1 and 5, "Hopeless 

Withdrawal" and "Weight Loss" (inpatients) answer in a 

healthy direction on the BIB. The highest scorers on 

Factor 1 are mostly single individuals with fairly adequate 

incomes ($16,000 or above). They feel satisfied with them-

selves in relation to their past and present accomplishments, 

and feel they are most often able to make positive changes 

when they are unhappy. Also, these subjects feel they have 

had few or no losses or setbacks. Inpatients are also high 

on Factor 5 ("Weight Loss"), which loads in a positive 

direction on the BIB, and reflects positive feelings toward 

self in relation to accomplishments (item 21) and an ability 

make changes when unhappy (item 22). These two items load 

on the two factors of "Hopeless Withdrawal" and "Weight 

Loss, and give a consistent picture of inpatients' res-

ponses to BIB items. 

There are several possible explanations as to why these 

subjects may have responded in a positive direction on the 
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BIB. Since subjects scoring high on Factors 1 and 5 are 

inpatients, including many acutely disturbed or psychotic, 

a likely explanation may be that their judgement and percep-

tions are distorted and that they are unable or unwilling 

to answer BIB items accurately. However, this does not 

appear to be consistent with the fact that many of these same 

subjects scored in the depressed direction on tiie Beck and 

the Zung. These differences could be due to method variance 

(such as item construction or content) and/or situational 

variables. 

As many as 40 to 50% of inpatients in the facility used 

in this study suffer from schizophrenia who are mostly with-

drawn and frightened individuals. The majority of them are 

involuntarily admitted to the inpatient unit, and often they 

are court-committed to the state hospital. Patients with 

schizophrenia are often single longers, but may have higher 

incomes than other county patients with other diagnoses. 

Often these are patients from families who have previously 

sought private hospitalization or care and who, after 

exhausting their resources, have resorted to public facil-

ities such as the one in this study. Endorsement of the 

items reflecting feelings of accomplishment and ability to 

make changes does not seem likely and may reflect their 

guardedness and a desire to put themselves in a more posi-

tive light. These items may also reflect either a distorted 
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perception of reality or a limited ability to discriminate 

due to some loss of reality contact. The items also suggest 

that these patients have given up and are resigned to what 

few changes or accomplishments they are able to implement. 

They may feel they have had few if any losses or setbacks 

because their feelings, thoughts, and patterns of inter-

acting are long-standing rather than reactive. 

Subjects scoring high on Factor 2, "Physical Dys-

mtegration," are outpatients with low income and a family 

history of mental illness, including possible substance abuse 

and legal difficulties. A family history of mental illness 

among psychiatric patients is not unusual, and is reported in 

several recent studies (Mendlewicz et al., 1972; Figgs, 1976; 

Twuang et al., 1976) suggesting possible genetic as well as 

environmental factors relating to mental illness. Patients 

m this group most likely come from low income families 

and lack not only the stamina or ego strength to be successful, 

but perhaps more importantly, they lack the opportunities 

afforded the higher income subjects. The symptom picture 

of "Physical Dys-integration" reflects inadequate coping. 

Likely contributing factors are poor environmental condi-

tions, including crowding, abuse, and poor nutrition and 

bad physical health, along with inadequate or negative role 

models. 

Although Factor 3 does not significantly load on sex, 

it appears to reflect earlier findings of Brown (1975) that 
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the four variables of (1) loss of a mother in childhood, 

(2) three or more children under 14 living at home, (3) 

absence of a confiding relationship, and (4) lack of employ-

ment outside the home, significantly contribute to depression, 

particularly in working class women. Factor 3 ("Expectation 

of Negative Outcome") loads as follows on the BIB items: 

difficulty making friends, nonreligious, three or more young 

children in the home, not working or going to school, and 

loss of mother in childhood (or little or no maternal contact) 

The similarity of these items to those reported by Weisman 

and Klerman (1977) is marked and thus adds credence to these 

items in their relationship to depression. 

Subjects scoring high on Factor 4 ("Psychasthenia") 

are nonwhite outpatients who feel helpless and unable to 

make changes when unhappy. These subjects' endorsement of 

somatic or behavioral manifestations of depression may be 

due to a cultural acceptance of these complaints over prob-

lems of a more psychological nature. This finding may also 

reflect their defenses against personal conflict or anxiety, 

as well as more true physical problems among this group. 

In conclusion, it appears that one should expect to get 

a different clinical picture of depressive symptomatology 

from the Beck and the Zung scales. Factor analysis supports 

previous findings that these scales are measuring different 

symptom clusters and thus represent different constructs of 

depression. This signals the need for developing an assess-

ment index to measure different factors or symptom groupings 
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rather than using scales which appear to confound the symptom 

picture by attemtping to measure a single global and seem-

ingly nonexistent construct of depression. Such an index 

should have a multimodal scope in that it would tap not only 

physiological, cognitive, and psychological manifestations 

of depression, but behavioral, environmental, and historical 

aspects as well. The information from this index, along with 

data gathered during a thorough clinical interview, should 

provide the clinican with a sound data base for identifying 

problems, as well as creating and implementing a treatment 

plan. 

Secondly, based on this study, item endorsement on the 

Beck and Zung collectively by a heterogeneous inpatient 

population looks quite different from the item endorsement 

on these scales by heterogeneous outpatients. This is 

likely due to the situational differences of these two 

settings, as well as the disparity in illness severity between 

the two groups. Differences in patient expectancies may 

be a contributing element. Again, the need is supported 

for assessing different factors or syndromes made up of 

symptom clusters. The necessity for using specific factors 

reflecting separate spheres or axes is also marked by the 

failure of these scales to differentiate subjects based on 

specific diagnoses or on the more general depressed and 

nondepressed classification. 
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Thirdly, the results suggest that certain biographical 

data may be indicative of at least some of the outstanding 

characteristics of depression reflected in factor scores. 

Thus, the first major purpose of the study (that outstanding 

characteristics of depression can be identified from bio-

graphical data) appears to be accomplished. Though one cannot 

say that certain biographical data are predictive of major 

characteristics of depression, it is possible to say that a 

relationship is likely, in relating biographical information 

to the factor scores, which are derived from self-rating 

measures of depression, the second major purpose of this 

study is also accomplished. 

Studies in this area are needed in order to clearly 

identify important biographical information (including 

family history and life change events) which significantly 

contribute to the incidence and prevalence of specific 

depressive syndromes. Such information could be used in 

the case finding of patients with specific symptom clusters, 

as well as in identifying individuals at risk for such 

syndromes. The implications of such an identification could 

lead to both primary and secondary prevention which, in the 

field of mental health, could be of great usefulness. The 

need for more definitive work in the development of self-

rating scales of depression seems evident. A more valid and 

reliable nosology is long overdue. Additional research is 
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needed to add further credence to the symptom profiles 

delineated herein. Also, factor analysis of different 

patient populations is in order. Since there most likely 

is a significant cognitive component influencing patients' 

responses to the Beck and Zung scales. A worthwhile study 

would also assess the patient's attributions and self-

statements concerning their illness and treatment. In 

addition, a study of the expectations of patients going to 

the state hospital versus those going to the outpatient 

clinic might help clarify the cognitive influence. 
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Appendix A 

Informed Consent Form 

7' r DO HEREBY CONSENT to participate 
in an investigation of feelings conducted by Donna Cozort 
?o 5?^rePfe?SntatiV0* 1 u n d e r s t a n d that I will be asked 
to fill out three brief questionnaires which require about 
15 minutes each to complete. u t 

I have heard a clear explanation and understand the nature 
and purpose of this study. nature 

I understand that my name will not be used on any of the 
indings or reports from this study, and that the test 

fiaJS^W1^ r e m a i n confidential. There is no risk 
involved during my participation in this investigation. 

I understand that the procedure to be performed is research 
a? *n a n tJat I h a v e t h e °Ption o f withdrawing my consent 

understand that my participation in or with-
drawal from this study will not affect the services offered 
llltJ • 

consent ° f t h i S i n f o r m a t i o n' 1 voluntarily consent to the procedure stated above. 

5 5 1 1 Signed 

Witness 

Witness 



PLEASE NOTE: 

Copyrighted materials in this document 
have not been filmed a t the request of 
the author. They are available for 
consultation, however, in the author's 
university l ibrary. 

These consist of pages: 

5^-59 

University 
Microfilms 

International 
300 N. ZEEB RD.. ANN ARBOR, Ml 48106 (313) 761-4700 
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Appendix B 

Beck Depression Inventory 

Name 

Date 

(Instructions) On this questionnaire are groups of statements 
Please read each group of statements carefully. Then pick 
out the one statement in each group which best describes the 
way you have been feeling the PAST WEEK, INCLUDING TODAY! 
Circle the number beside the statement you picked. If * 
several statements in the group seem to apply equally well 
circ e each one. Be sure to read all the statements in each 
group before making your choice^ " — 

( ) A. 
0 I do not feel sad. 
1 I feel sad. 
2 I am sad all the time and I can't snap out of it. 
3 I am so sad or unhappy that I can't stand it. 

( ) B. 
0 
1 

I am no particularly discouraged about the future 
I feel discouraged about the future. 

2 I feel I have nothing to look forward to. 
3 I feel that the future is hopeless and that things 

cannot improve. 

( ) C. 
0 I do not feel like a failure. 
1 I feel I have failed more than the average person. 
2 As I look back on my life, all I can see is a lot 

of failures. 
3 I feel I am a complete failure as a person. 

( ) D. 
0 

2 
3 

( ) E. 
0 
1 

i J ?et»JS m^Ch satisfaction out of things as I used to, 
1 I don t enjoy things the way I used to, 

I don't get real satisfaction out of anything anymore, 
I am dissatisfied or bored with everything. 

I don't feel particularly guilty. 
I feel guilty a good part of the time. 
T f p p l rrni m •» -I 1 4-TT ~ _ _r- I 1 

_ ^ . ^ ~ u W U l t J L--LIIK 

2. I feel quite guilty most of the time, 
3 I feel guilty all of the time. 
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( ) F. 
0 I don't feel I am being punished. 
1 I feel I may be punished. 
2 I expect to be punished. 
3 I feel I am being punished. 

( ) G. 
0 I don't feel disappointed in myself, 
1 I am disappointed in myself. 
2 I am disgusted with myself. 
3 I hate myself. 

( ) H. 
0 I don't feel I am any worse than anybody else. 

I am critical of myself for my weaknesses or mistakes 
£ I blame myself all the time for my faults. 
3. I blame myself for everything bad that happens. 

( ) I. 
0 I don't have any thoughts of killing myself. 

I have thoughts of killing myself, but I would not 
carry them out. 

2 I would like to kill myself. 
3 I would kill myself if I had the chance. 

( ) J. 
0 I don't cry anymore than usual. 
1 I cry more now that I used to. 
2 I cry all the time now. 
3 I used to be able to cry, but now I can't cry even 

though I want to. 

( ) K. 
0 I am no more irritated now than I ever am. 
1 I get annoyed or irritated more easily than I used to. 

I feel irritated all the time now. 

3 todi?rit!te meritatSd ^ 3 1 1 b Y th® t h i n g s t h a t u s e d 

( ) L. 
0 I have not lost interest in other people. 

I^am less interested in other people than I used to 

2 I have lost most of my interest in other people. 
3 I have lost all of my interest in other people. 

( ) M. 
0 I make decisions about as well as I ever could. 
JL I put off making decisions more than I used to. 

l u t f r e a t e r difficulty in making decisions 
than before. 

3 I can't make decisions at all anymore. 
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( ) N. 
0 
1 
2 

I don't feel I look any worse than I used to. 
I am worried that I am looking old or unattractive. 
reel that there are permanent changes in my appear-

ance that make me look unattractive. 
3 I believe that I look ugly. 

( ) 0. 
0 I can work about as well as before. 
1 It takes an extra effort to get started at doing 

something. y 

2 I have a push myself hard to do anything. 
3 I can't do any work at all. 

( ) P. 
0 I can sleep as well as usual. 
1 I don't sleep as well as I used to. 
2 I wake up 1-2 hours earlier than usual and find it 

hard to get back to sleep. 
3 I wake several hours earlier than I used to and 

cannot get back to sleep. 

( ) Q. 0 
I don't get more tired than usual. 

1 I get tired more easily than I used to. 
2 I get tired from doing almost anything. 
3 I am too tired to do anything. 

( ) R. 
0 My appetite is no worse than usual. 
1 My appetite is not as good as it used to be, 
2 My appetite is much worse now. 
3 I have no appetite at all any more. 

( ) S. 
0 I haven't lost much weight, if any, lately. 
1 I have lost more than 5 pounds. 
2 I have lost more than 10 pounds. 
3 I have lost more than 15 pounds. 

I am purposely trying to lose weight by eating 
less: YES NO 

( ) T. 
0 I am no more worried about my health than usual. 
1 I am worried about physical problems such as aches 

and pains; or upset stomach; or constipation. 
I am very worried about physical problems and it's 
hard to think of much else. 

3 I am so worried about my physical problems, that I 
cannot think about anything else. 
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( ) U. 
0 

L hfIx. n C t n ° t i c e d a ny r e o e n t in my interest 

1 I am less interested in sex than I used to be 
£ I am much less interested in sex no. 
3 I have lost interest in sex completely. 

Time elapsed since 
Clinical Interview. 
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Appendix C 

Zung Self-Rating Depression Scale 

Name 

Date 

Instructions: 

Please read each statement carefully. Decide which of the 

+h* rJ Ul l t X V e, ̂ e r m S W h i c h f o l l o w U b e s t describes how 
l l f T JPPlies to you. Check (/) only the one term 
which applies to you at the time of this test (nowTT" Be 
choice° r 6 a C h s t a t e m e n t carefully before making voEr 

1. I feel down-hearted 
and blue. 

2. Morning is when I 
feel the best 

3. I have crying spells 
or feel like it. 

4. I have trouble sleep-
ing at night 

5. I eat as much as I 
used to. 

6. I still enjoy sex. 

7. I notice that I am 
losing weight. 

8. I have trouble with 
constipation. 

9. My heart beats faster 
than usual 

10. I get tired for no 
reason 

11. My mind is as clear as 
it used to be. 

A little of Some of Good part Most of 
the time the time of the the time 

time 
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A little of Some of Good part Most of 
the time the time of the the tine 

time 

12. I find it easy to do 
the things I used to 
do 

13. I am restless and 
can't keep still. 

14. I feel hopeful about 
the future. 

15. I am more irritable 
than usual. 

16. I find it easy to 
make decisions. 

17. I feel that I am 
useful and needed. 

18. My life is pretty full. 

19. I feel that others 
would be better off if 
I were dead 

20. I still enjoy the 
things I used to do. 
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Appendix D 

Biographical Information Blank (BIB) 

N a m e Age Sex Race 

instructions Please read each question carefully. Decide 
W t answer best describes you at the present time. Check (/) 
only the one best answer under each question. 

1. To the best of your recollection, what was the relation-
ship of your parents when you were young (aqe 1-16)• 
1. Mostly got along 
2. Mostly argued and fought 
3. Separated or divorced 

2. Has anyone in your family been hospitalized or treated for: 
1. Mental illness (including depression) 
2. Alcoholism, drug abuse, or troubles with the law 
3. Suicide threats or thoughts 
4. Physical pain or discomfort in which the cause 

could not be determined 
5. None of these 

3. What was your father like when you were a child and 
teenager: 
1. More controlling and punishing 
2. More lax with little strict discipline 
3. Inconsistent, at times very lax, and at other times 

controlling 
4. Had little or no contact with father 
5. Died when you were a child (12 or younger) 

4. What was your mother like when you were a child and 
teenager: 
1. More controlling and punishing 
2. More lax with little strict discipline 

Inconsistent, at times very lax, and at other 
times controlling 

4. Had little or not contact with mother 
5. Died while you were a child (12 or younger) 

5. How often do you get together with family or close 
friends: 
1. At least once a month 
2. At least 3 or 4 times a year 
3. Very rarely (less than twice a year) 
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6. How easily do you make friends: 
1. Very easily 
2. Have trouble getting started, but once established, 

I can continue a friendship 
3. Have a lot of trouble beginning and continuing a 

friendship ^ 

7. What is your present marital status: 
1. Never been married 
2. Married, living with someone, or common law marriage 
0. Separated, widowed, or divorced 

8. How would you describe your home life before this 
hospitalization: 
1. Mostly happy or satisfactory 
2. Periodic quarrels or fights, but generally okay 
3. Mostly unhappy, stressful, or unsatisfactory 

9. How many children under 14 do you have who currently live 
in your home: 
1. None 
2. Two or less 
3. Three or more 

10. What stage of education did you complete: 
1. One to 8 years 
2. 9 to 12 years 
3. 2 years of college or similar vocational training 

beyond high school 
4. 3 or more years of college 

11. Have you recently been separated from or terminated an 
important (or significant) relationship: 
1. Not in the past year 
2. Within the past year 

12. Has someone close to you died: 
1. Not in the past year 
2. Within the past 6 months to a year 

13* w L r U haK® h af u
r e s t l e s s nights (in the past 3 months), 

what has been the most common reason: 
1. Family or personal problems 

!!°fk Pr°^lems' o r financial or money worries 
J. Not reeling well physically 
4. No restless nights 
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14. 

15. 

19, 

20. 

21, 

from:y°U ^ l 3 S t y 8 a r ) s u f f e r e d a !°ss or setback 

1. Personal injury or illness 
2. Change in jobs, work status or financial security 
J. Increased pressure or frustration 
4. None of these 

How do you feel about your current work status (or educa-
tional status if in school): 
1. Satisfied 
2. Dissatisfied or stressed, but plan to chanqe 
a ? r s t r e s s e d b^t unable to change 
4. Neither m school or working outside the home 

16. What is the total income of your household: 
1. Under $7,000 
2. $7,000 to $12,000 
3. $12,000 to $16,000 
4. Above $16,000 

17. How do you feel about your current income level: 
i. Satisfied 

3* bU5 a b l e t 0 ° r w o r k i n9 toward change 
3. Dissatisfied and unable to change 

18' i"11 t!le hospitalized or treated for: 
1. Mental illness (including depression) 
2.. Suicide threats or thoughts 
3. Alcoholism, drug abuse, or troubles with the law 

' norbeade?^mineddiSCO,"f0rt " W h i C h t h e C a u s e o o u l d 

None of these 

played ^youflife? 3 P a " h a S 

1. Very important part 
2. A somewhat important part 
3. Of little or no importance 

^on Ihl9 h a V S Y?U h 6 l d Y° U r m o s t r e c e n t full-time jobs (on the average): J 

1. No previous regular work 
2. Less than 1 year 
3. One to three years 
4. Three or more years 

presentYaccomplishments:in r e l a t l o n t o y°ur Past and 
1. Satisfied 
2. Dissatisfied but plan to change 

Dissatisfied but unable to change 
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22. When you are unhappy about somethin, do you feel you 
are able to make positive changes: 
1. Most of the time 
2. Half of the time 
3. Almost never 

23. Do you feel free to discuss your problems or worries 
with your spouse or an intimate friend* 
1. Most of the time 
2. Half of the time 
3. Almost never 
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Table 15 

Varimax Rotated Canonical Factor Loadings of 
Beck and Zung Items on Canonical 1 

T y - i i i Loading on Canonical 
Item Content Scale Item Number Variable 1 

Social withdrawal 
Self punishment 
Lack of satisfac-

tion 
Work inhibition 
Sad mood 
Fatigability 
Sad mood 

Table 16 

Varimax Rotated Canonical Factor Loadings of 
Beck and Zung Items on Canonical 2 

Beck 12 .25 
Zung 9 -.23 

Beck 4 -.25 
Beck 15 -.28 
Zung 1 -.28 
Zung 10 -.28 
Beck 1 -.30 

Item Content Loading on Canonical Item Content Scale Item Number Variable 2 

Sense of failure Beck 3 .56 
.36 
.25 
.22 

-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Loss of appetite Zung 5 
.56 
.36 
.25 
.22 

-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Indecisiveness Beck 13 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Crying spells Beck 10 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Loss of appetite Beck 18 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Sense of punishment Beck 6 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Indecisiveness Zung 16 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Pessimism Beck 2 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Crying spells Zung 3 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 

Weight loss Beck 19 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 Weight loss Zung 7 

.56 

.36 

.25 

.22 
-.21 
-.22 
-.32 
-.32 
-.35 
-.67 
-.67 
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Table 17 

Varimax Rotated Canonical Factor Loadings of 
Beck and Zung on Canonical 3 

Item 
Loading on Canonical 

Item Scale Item Number Variable 3 

Indecisive Zung 16 .81 
Social withdrawal Beck 12 .49 
Work inhibition Beck 15 .48 
Sad mood Beck 1 .45 
Fatigability Zung 10 .43 
Uselessness (fail-

ure) Zung 17 .29 
Body image Beck 14 .24 
Lack of satisfac-

tion Beck 4 .21 
Crying spells Beck 10 -.23 
Sense of punishment Beck 6 -.27 
Sleep disturbance Beck 16 -.31 
Pessimism Beck 2 -.32 
Guilty feeling Beck 5 -.35 
Weight loss Zung 7 -.35 
Morning worse Zung 2 -.38 
Social/Work inhibi-

tion Zung 12 -.39 
Indecisiveness Beck 13 -.61 
Restless Zung 13 -.61 
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Table 18 

Varimax Rotated Canonical Factor Loadings of 
Beck and Zung on Canonical 4 

Item Content Scale Item Number 
Loading on Canonical 

Variable 4 

Beck 20 .61 
Beck 15 .45 

Zung 17 .43 
Zung 9 .37 
Zung 4 .37 
Beck 18 .35 
Beck 3 . 35 
Beck 5 .32 
Beck 16 .31 
Zung 13 . 26 
Beck 12 .25 

Beck 6 -.24 
Beck 14 -.25 
Beck 13 -.25 
Zung 5 -.29 
Beck 11 -.30 
Beck 7 -.30 
Beck 2 -.33 
Zung 3 -.38 
Beck 1 -.43 
Beck 17 -.50 
Zung 1 -.56 

Zung 20 -.58 

Somatic preoccupa-
tion 

Work inhibition 
Uselessness (fail-

ure) 
Rapid pulse 
Sleep disturbance 
Loss of appetite 
Sense of failure 
Guilty feeling 
Sleep disturbance 
Restless 
Social withdrawal 
Sense of punish-

ment 
Body image 
Indecisiveness 
Loss of appetite 
Irritability 
Self hate 
Pessimism 
Crying spells 
Sad mood 
Fatigability 
Sad mood 
Lack of satisfac-

tion 
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Table 19 

Varimax Rotated Canonical Factor Loadings of 
Beck and Zung Items on Canonical 5 

Item Content Scale Item Number 
Loading on Canonical 

Variable 5 

Indecisive 
Loss of libido 
Pessimism 
Self punitive 

wishes 
Body image 
Rapid pulse 
Loss of appetite 
Social (work) 

withdrawal 
Guilty feeling 
Restless 
Loss of appetite 
Sad mood 
Unclear mind 
Self accusations 
Irritability 
Sleep disturbance 
Fatigability 
Indecisive 
Sense of fauilre 
Loss of libido 

Beck 
Beck 
Zung 

Beck 
Beck 
Zung 
Zung 

Zung 
Beck 
Zung 
Beck 
Beck 
Zung 
Beck 
Zung 
Beck 
Beck 
Zung 
Beck 
Zung 

13 
21 
14 

9 
14 
9 
5 

12 
5 

13 
18 
1 

11 
8 

15 
16 
17 
16 
3 
6 

.55 

.53 

.40 

.36 

.34 

.32 

.30 

.29 

.22 
-.20 
-.29 
-.31 
-.31 
.32 
.34 
.34 
.38 
.44 
.68 
.77 
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Appendix F 

Table 20 

Correlations of Factor Score Variables with One Discriminate 
Function and Tests of Significance for Race 

Discriminant 
Variable Function Ia 

Factor 1 .28 
Factor 2 -.08 
Factor 3 .22 
Factor 4 -.70 
Factor 5 -.62 

a. 
Chi-square (1) = 5.851, p = .0321 (not significant); 

percentage of variance = 100. 

Note. Only slightly over half (58.9%) of "grouped" cases 
were correctly classified. y P c a s e s 

Table 21 

correlations of Factor Scores Variables with One Discriminant 
Function and Tests of Significance for Sex 

Discriminant 
Variable Function Ia 

Factor 1 .61 
Factor 2 -.72 
Factor 3 .07 
Factor 4 -.11 
Factor 5 -.29 

aChi-square (1) = 5.919, p = 0.314 (not significant)-
percentage of variance = 100. ~ cant), 

Note. Only slightly over half (58.08%) of "qrouoed" 
cases were correctly classified. grouped 
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