
INTRODUCTION

Major depressive disorder (MDD) is one of the most widely report-
ed mental disorders worldwide. The World Health Organization (WHO) 
estimates that approximately 264 million peoples suffer from depres-
sion1). MDD patients typically experience psychological symptoms that 
include sadness, loss of interest, feeling of worthlessness and recurrent 
thoughts of death; and somatic symptoms such as significant weight 
changes, sleep disturbance, agitation, fatigue and lack of concentration2).

Various assessment scales have been developed to measure the level 
of depressive symptoms among MDD patients. The total score obtained 
from the assessment scale provides an indication of the severity of 
MDD for a particular period of time3,4). The scales can be divided into 
two groups; patient-rated and physician-rated scales. Uher et al. (2012) 
suggested that a complete assessment of depression should include both 
scale groups4).

Commonly used patient-rated scales includes Beck Depression 
Inventory (BDI), Patient Health Questionnaire (PHQ), Hospital Anxiety 
Depression Scale (HADS); and Depression, Anxiety and Stress Scale 
(DASS)5). A study by Firdaus et al. (2011) suggested that BDI can be 
used with confidence to measure the levels of depressive symptoms in 
Malaysian population6). BDI has good psychometric properties with 

acceptable internal consistency and moderate concurrent validity7,8).
Clinician-rated scales such as Hamilton Depression Rating Scale 

(HDRS), Montgomery-Asberg Depression Rating Scale (MADRS) and 
Quick Inventory of Depressive Symptomatology (QIDS) are frequently 
used in clinical practice3,4). Among these rating scales, MADRS has been 
found to be consistent in discriminating levels of MDD severity more 
accurately than HDRS and other clinician-rated scales9). 

Although several scales are available, the agreement between them 
is less than optimal and none can be considered as the gold standard. 
The objective of this study was to compare patient-rated scale (BDI) 
and clinician-rated scale (MADRS) in assessing the severity of MDD 
patients in Malaysia.

METHODOLOGY

Study population
This was a cross-sectional study that was conducted among adult 

(aged between 18 to 65 years old) MDD patients. Forty-seven MDD 
patients were recruited from psychiatric out-patient clinic, Hospital 
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Table 1: Sociodemographic characteristics of MDD patients 
   MDD
    (n = 47)

Age 
 mean (SD)       39.7 (13.07)
Age group, n (%) 
  18-24   9 (19.2)
  25-44 18 (38.3)
  45-65 20 (42.5)
Gender, n (%) 
  Male  18 (38.3)
  Female 29 (61.7)
Family history of MDD, n (%) 
  Yes 6 (12.8)
  No           41(87.2)
Age of onset of MDD 

  mean (SD)         36.26 (11.88)

Universiti Sains Malaysia. The diagnosis of all eligible subjects was 
confirmed by psychiatrists, according to the Diagnostic and Statistical 
Manual for Mental Disorder V (DSM-V) and all those who consented 
and met the inclusion and exclusion criteria were enrolled in this study. 
MDD patients with (i) previous suicide attempts, (ii) known abuse, (iii) 
serious other psychiatric illnesses such as schizophrenia, dementia, and 
(iv) cognitive or language difficulties that prevented patients from com-
pleting the forms were excluded in this study.

All participating subjects continued to receive standard pharmaco-
logical and non-pharmacological treatments for MDD from the treating 
doctors at the clinic. After getting the written consent, the subject's 
demographic data were obtained by individual interview and from the 
patients medical record. All sociodemographic data were recorded in a 
study form. 

Instruments
In this study, we compared the severity of depression using Beck 

Depression Inventory (BDI) Scale and The Montgomery---Asberg 
Depression Rating Scale (MADRS). The BDI has been extensively vali-
dated in various studies10,11). BDI questionnaire was answered by all the 
patients at the time of recruitment. The total BDI score is calculated by 
summing up the 21 items. A total score of 0-10 is considered as normal 
depression, 11-20 indicates mild depression, 21-30 indicates moderate 
depression and 31 and above indicate severe depression. 

MADRS questionnaire was assessed by psychiatrists or clinicians 
that treat the patients during the recruitment process. A total score of 0-6 
is considered as normal depression, 7-19 indicates mild depression, 
20-34 indicates moderate depression, while 35 and above indicate 
severe depression3,12). The reliability of MADRS rating scale has been 
shown to be very good13).

Ethical consideration
This study was approved by Research and Ethics Committee, 

Universiti Sains Malaysia.

Statistical analysis
Data entry and statistical analysis were conducted using Statistical 

Package for Social Sciences (SPSS) version 22 (IBM Corp, Armonk, 
NY, USA). Data were analysed using Pearson Chi-square and multiple 
logistic regression. The result was statistically significant if p value was 
less than 0.05 (p < 0.05).

RESULTS

A total of 47 MDD patients were recruited in the study. The mean 
age (SD) of MDD patients was 39.7 (13.07) years old with 42.5% of 
them were in the age group of 45 to 65 years old. The mean age (SD) of 
onset of MDD was 36.26 (11.88) years old. Twenty-nine (61.7%) were 
females and 18 (38.3%) were males. Almost 12.8% of MDD patients 
had family history of depression.

MDD symptoms according to Beck Depression Inventory (BDI)
According to Beck Depression Inventory, the most common somatic 

symptom in MDD patients was fatigue (80.9%) (Figure 1), while the 
most common cognitive symptom was irritability (80.9%) (Figure 2).

MDD symptoms according to Montgomery sberg Depression 
Rating Scale (MADRS)

According to MADRS, the most common symptoms in MDD 
patients were inner tension (100%), concentration difficulties (100%), 
inability to feel (100%), and pessimistic thought (100%) (Figure 3).

Figure 1: The distribution of somatic symptoms in MDD patients 
according to BDI

Figure 2: The distribution of cognitive symptoms in MDD 
patients according to BDI 

Figure 3: The distribution of symptoms in MDD patients accord-
ing to MADRS
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Comparison of the severity of MDD based on BDI scale with 
MADRS scale

Based on the total score obtained from BDI and MADRS question-
naire, MDD patients were classified into three severity group which is 
mild, moderate and severe. Based on BDI scale, 28 (60%) patients were 
mild, 10 (21%) patients ware moderate and 9 (19%) patients were 
severe MDD. On the other hand, for MADRS scale, 10 (21%) patients 
were mild MDD, 24 (51%) patients were moderate and 13 (28%) 
patients were severe MDD (table 2). The severity of MDD in all groups 
based on BDI and MADRS score is significantly different with p value 
of 0.001

DISCUSSION

The proper identification of MDD symptoms is essential for accu-
rate diagnosis of MDD in order to improve treatment strategies and 
sequentially improving the outcomes. The World Health Organization 
has reported that as many as 69% of patients who meet the DSM-IV cri-
teria for depression in primary care settings showed somatic symptoms 
as their primary reason for seeking medical treatment14). Depressed 
patients with somatic symptoms often experienced greater symptom 
severity with longer duration and larger functional impairment15), poorer 
clinical outcomes16) and higher health-care costs17).

In the present study, based on Beck Depression Inventory, the most 
common somatic symptom reported by our MDD patients was fatigue. 
This symptom has also been considered as a core feature of MDD by 
American Psychiatric Association18). It is also considered as one of the 
most common residual symptoms in partial resolved depression19). 
Fatigue can affect physical, cognitive and emotional function. It can dis-
turb social and family relationships, and can impair school and work 
performance20).

Studies showed that in ADDITION to somatic symptoms, cognitive 
symptoms also play a crucial role in MDD21,22). Research indicates that 
verbal and visual short and long-term memory, executive functions, psy-
chomotor skills and attention are all impaired in depressed patients23-26). 
In this study, the most common cognitive symptoms reported by our 
MDD patients was irritability. This symptom has been associated with 
more severe depression, anxiety comorbidity, disability, and suicidal 
thought27-29). 

In MADRS questionnaire, all MDD patients reported inner tension, 
concentration difficulties, inability to feel, and pessimistic thought. 
According to a study done by Brown et al. (2016), inner tension and 
concentration difficulties in MADRS scale specify the presence of anxi-
ety in MDD patients30). Our result also demonstrated that almost 93.6% 
of MDD patients have suicidal thought. We observed that the most 
severe MDD patients have suicidal thought and conversely those 
patients with suicidal though had worse symptoms of MDD. A previous 
study has also reported that more than 90% of patients who commit sui-
cide had previously been diagnosed with MDD comorbid with anxiety 
disorder31).

The present study showed that the patient-rated (BDI) and clini-
cian-rated (MADRS) outcomes were not equivalent (p = 0.001). The 
total score obtained from MADRS scale was more than BDI scale. 
MADRS scale demonstrated more moderate and severe patients, while 
BDI scale reported more mild patients. It has been found that patients 
often reported fewer symptoms of depression than were observed by 
psychiatrists or surrounding people32,33). For example, in this study only 
31.9% of MDD patients reported suicidal thought, even though accord-
ing to clinical judgement almost 93.6% of patients actually have this 
symptom. In addition, we also observed that MDD patients were more 
readily to admit fatigue and irritability symptoms than thoughts of hope-

lessness or suicide, even when these cognitive symptoms are actually 
present. Many patients with depression believe that some symptoms are 
less socially accepted, more at risk for reporting or more stigmatized. 
For example, several patients would rather admit to having sleep distur-
bances or poor appetite than the loss of libido or self-dislike. 

This sort of reporting bias would result in lower total scores from 
patients who selectively report the symptoms than from those who are 
willing to report a broader range of symptoms. Consequently, it may 
seem that the patients are less severely depressed than they actually are 
and the total score obtained from self-reported scale would be less than 
the clinician-rated scale. According to Uher et al. (2012), self-report and 
clinician rating each provide unique information that is relevant to clini-
cal prognosis. The self-report may provide information that is not acces-
sible by clinician rating or vice versa. Therefore, an accurate and com-
plete assessment of depression should include both patient-rated scale 
and clinician-rated scale34).

CONCLUSION

 Based on BDI scale, among all symptoms, fatigue and irritability 
are the most common symptoms reported by our MDD patients. On the 
other hand, based on psychiatrist judgment (MADRS), most of our 
MDD patients also have inner tension, concentration difficulties, inabili-
ty to feel and pessimistic thought. MADRS scale demonstrated more 
moderate and severe patients, while BDI scale reported more mild 
patients. The total score obtained from self-reported scale (BDI) and the 
clinician-rated scale (MADRS) were not equivalent. Accurate and com-
plete assessment of depression should include both patient-rated scale 
and clinician-rated scale
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