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Objective: Reliable, valid, user-friendly measure-
ment is necessary to successfully implement an
outcomes evaluation program in clinical practice.
Self-report questionnaires, which generally correlate
highly with clinician ratings, are a cost-effective
assessment option. However, even self-administered
questionnaires can be burdensome to patients be-
cause many are lengthy. Consequently, we developed
and determined the reliability and validity of ultra-
brief, single-item assessments of 3 domains impor-
tant to consider when treating depressed patients:
symptom severity, psychosocial functioning, and
quality of life.

Method: In the first study (conducted June 1997
to March 2002), 1278 psychiatric outpatients with
various DSM-IV diagnoses completed single-item
assessments of psychosocial functioning and quality
of life as well as more detailed measures of these
constructs. In the second study (conducted August
2003 to July 2004), 562 psychiatric outpatients who
were in ongoing treatment for a DSM-IV major de-
pressive episode completed a depression symptom
scale and a measure of global severity of depression.

Results: The test-retest reliability of the psycho-
social functioning and quality-of-life items was high.
The single-item measures of symptom severity,
psychosocial functioning, and quality of life were
significantly correlated with the total scores and in-
dividual item scores of longer measures of the same
constructs (p < .001). The single-item measures sig-
nificantly discriminated between depressed patients
in full remission, in partial remission, and in a cur-
rent depressive episode (p < .001).

Conclusion: These studies provide evidence of
the reliability and validity of single-item measures
of symptom severity, psychosocial functioning, and
quality of life. Very brief measures, such as the ones
described in the present report, are not burdensome
for patients to complete and can be easily incorpo-
rated into a busy clinical practice in order to collect
data on treatment effectiveness.
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uring the past decade, the treatment literature in-
creasingly has emphasized the importance of go-D

ing beyond symptom assessments to include evaluations
of quality of life and psychosocial functioning. Some
scales assessing symptoms, quality of life, and psychoso-
cial functioning are quite lengthy, and repeated comple-
tion of all of these scales can be overly burdensome to pa-
tients. For example, scales such as the Beck Depression
Inventory,1 Diagnostic Inventory for Depression2 (DID),
and Inventory of Depressive Symptomatology3 assess
symptoms with groups of 4 or 5 statements and are thus
composed of 80 or more statements. These scales take re-
spondents 10 to 20 minutes to complete. The Social Ad-
justment Scale4 is composed of 48 items, and the Quality
of Life Enjoyment and Satisfaction Scale5 is composed of
60 items. Briefer measures of symptoms, functioning, and
quality of life also exist, though these, too, often consist
of 15 or more statements or items.6–7

There are several reasons why it would be desirable
to develop very brief, valid measures of these concepts,
ideally as short as single items. Both clinical and
community-based studies that are not primarily focused
on depression nonetheless often incorporate an index of
depression, though, because this is only a peripheral com-
ponent of the main protocol, the measure is brief. Even
when the primary focus is on depression, it might be ben-
eficial, or even necessary, to use brief measures. Re-
searchers of the effectiveness of treatment in clinical
practice desire brief measures of outcome to avoid dis-
rupting the flow of work in routine clinical care. For
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example, in our clinical research laboratory, we recently
conducted a study of remission from depression in de-
pressed outpatients receiving ongoing treatment.8,9 Be-
cause we were interested in multiple constructs that might
be related to remission, we needed to use brief measures
so as to not overly burden the patients.

As part of the Rhode Island Methods to Improve Diag-
nostic Assessment and Services (MIDAS) project, we
recently completed a survey of the factors that depressed
patients judged to be important in defining remission
from depression.9 We found that patients considered
symptom resolution, functional improvement, and life
satisfaction as all being important in determining remis-
sion. These findings confirmed our hypothesis that the
evaluation of treatment outcome should not be limited to
assessments of symptoms. We were further interested in
examining the independent and additive association be-
tween level of severity of depressive symptoms, func-
tional impairment, and quality of life and depressed pa-
tients’ subjective evaluation of their remission status. In
order to design a study that was acceptable to both pa-
tients and clinicians, we needed to use very brief assess-
ments. Prior research from our laboratory2,8 had incorpo-
rated information on global, single-item assessments of
depression symptom severity, psychosocial impairment
due to depression, and quality of life. However, we had
never demonstrated the reliability and validity of these as-
sessments. In the present report from the MIDAS project,
we examined the test-retest reliability and validity of
single-item global measures of the severity of depression
(GSEVDEP), psychosocial functioning (GPF), and qual-
ity of life (GQOL) in 2 studies. In the first study, we ex-
amined the test-retest reliability and concurrent validity
of the GPF and GQOL scales, and in the second study, we
examined the validity of the GSEVDEP measure.

METHOD

Study 1
In the first study, 1278 psychiatric outpatients with

various DSM-IV Axis I diagnoses completed the DID be-
fore their intake appointment at the Rhode Island Hospital
(RIH) Department of Psychiatry outpatient practice be-
tween June 1997 and March 2002. This private practice
group predominantly treats individuals with medical
insurance on a fee-for-service basis, and it is distinct
from the hospital’s outpatient residency training clinic
that predominantly serves lower-income, uninsured, and
medical-assistance patients. Patients are referred from a
variety of sources, the most common being primary care
physicians and therapists in the community, though data
on referral source was not systematically recorded. Not
all patients who presented for treatment participated in the
study. Because one of the goals of the MIDAS project
is to develop and study the reliability and validity of

self-administered questionnaires, patients with signifi-
cant cognitive limitations were not included; thus, we dis-
proportionately excluded elderly patients. Patients who
did and did not participate in the study were similar in
scores on self-administered symptom questionnaires.

The sample included 488  men (38.2%) and 790
women (61.8%) who ranged in age from 18 to 79 years
(mean = 37.3, SD = 12.28). Approximately two fifths of
the subjects were married (39.2%, N = 501); the remain-
der were single (31.2%, N = 399), divorced (14.0%, N =
179), separated (6.5%, N = 83), widowed (1.7%, N = 22),
or living with someone as if in a marital relationship
(7.4%, N = 94). About 10 percent (N = 133) of the sub-
jects did not graduate from high school, 62.4% (N = 797)
graduated from high school or achieved equivalency,
and 27.2% (N = 348) graduated from college. The data in
Table 1 show the diagnostic composition of the sample.

All patients were interviewed by a trained diagnostic
rater who administered the Structured Clinical Interview
for DSM-IV10 (SCID), supplemented with questions from
the Schedule for Affective Disorders and Schizophrenia11

assessing the severity of symptoms during the week prior
to the evaluation. Patients were also rated on the Global
Assessment of Functioning (GAF) scale. The RIH institu-
tional review committee approved the research protocol,
and all patients provided informed, written consent.

Subjects completed the DID as part of their initial pa-
perwork. When scheduling their appointments, the sub-
jects were told to arrive early to complete some standard
forms. The DID takes approximately 15 to 20 minutes to
complete. Test-retest reliability was examined in a con-
secutive series of 101 of the 1278 participants. These sub-

Table 1. Current DSM-IV Axis I Diagnoses of 1278 Psychiatric
Outpatientsa

DSM-IV Diagnosis N %

Major depressive disorder 582 45.5
Bipolar I depression 13 1.0
Bipolar II depression 32 2.5
Dysthymic disorder 90 7.0
Generalized anxiety disorder 266 20.8
Panic disorder without agoraphobia 48 3.8
Panic disorder with agoraphobia 184 14.4
Social phobia 365 28.6
Specific phobia 129 10.1
Obsessive-compulsive disorder 94 7.4
Posttraumatic stress disorder 147 11.5
Adjustment disorder 75 5.9
Schizophrenia 8 0.6
Schizoaffective disorder 6 0.5
Bulimia nervosa 14 1.1
Binge-eating disorder 31 2.4
Alcohol abuse/dependence 127 9.9
Drug abuse/dependence 66 5.2
Somatization disorder 8 0.6
Undifferentiated somatoform disorder 31 2.4
Hypochondriasis 17 1.3
aIndividuals could be given more than 1 diagnosis.
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jects were given the scale at the conclusion of the intake
evaluation and asked to mail it back in a preaddressed
postage-paid envelope. They were told that the purpose
of the second administration was to test the performance
of the scale, not to question the truthfulness or accuracy of
their responses. All patients completed the second admin-
istration within 1 week of the first evaluation. A problem
with examining the test-retest reliability of a state mea-
sure in psychiatric patients who present for treatment is
that the patient’s state often changes quickly. A review of
studies of treatment response in psychopharmacology has
shown that response is often early.12 Clinical experience
indicates that patients often feel much less distressed (and
depressed) after the initial evaluation. Consequently, to
study test-retest reliability over a longer interval in pa-
tients presenting for treatment would be inappropriate,
because improvement is to be expected in many patients
over a short interval.

The DID includes both a psychosocial functioning and
quality-of-life subscale. The 6-item psychosocial func-
tioning subscale assesses the amount of difficulty that
symptoms of depression have caused in usual daily re-
sponsibilities, relationships with significant others such
as a spouse, relationships with close family members, re-
lationships with friends, and participation in leisure ac-
tivities. There is also a global item of overall level of
functional impairment due to depression, which we will
refer to as the GPF scale (Table 2). All items are rated on
a 5-point Likert scale (0 = no difficulty, 4 = extreme diffi-
culty). The quality-of-life subscale assesses satisfaction
with the same areas covered by the psychosocial function-

ing subscale, as well as general satisfaction with mental
health and physical health. Items are rated on a 5-point
Likert scale (0 = very satisfied, 4 = very dissatisfied). In
addition, the DID includes a global quality-of-life ques-
tion (Table 2). We will refer to this as the GQOL scale.
For all psychosocial functioning and quality-of-life items,
the instructions indicate that the respondent is to pick the
item that best describes how he or she has been feeling
during the past week.

Study 2
In the second study, participants were 562 psychiatric

outpatients who were in ongoing treatment for a DSM-IV
major depressive episode in the RIH Department of Psy-
chiatry outpatient practice between August 2003 and July
2004. The sample included 191 men (34.0%) and 371
women (66.0%) who ranged in age from 18 to 80 years
(mean = 44.0, SD = 11.7). The RIH institutional review
committee approved the research protocol, and all pa-
tients provided informed, written consent.

Patients completed 2 questionnaires. One of the ques-
tionnaires was the Clinically Useful Depression Outcome
Scale (CUDOS), a self-administered scale that has been
found to be a valid indicator of remission status.13,14 The
CUDOS contains 16 items assessing all of the DSM-IV
inclusion criteria for major depressive disorder. Com-
pound DSM-IV symptom criteria referring to more than 1
construct (e.g., problems concentrating or making deci-
sions, insomnia or hypersomnia) are subdivided into their
respective components thus requiring 16 items to cover
the 9 DSM-IV symptom criteria. Items are rated on a 5-
point Likert scale indicating “how well the item describes
you during the past week, including today” (0 = not at all
true/0 days, 1 = rarely true/1–2 days, 2 = sometimes true/
3–4 days, 3 = usually true/5–6 days, 4 = almost always
true/every day).

The second questionnaire assessed patients’ opinions
regarding the importance of different factors in deter-
mining remission from depression. As part of this ques-
tionnaire, background demographic and clinical informa-
tion was collected. One of the items was a single-item
question regarding current level of severity of depression
(GSEVDEP) as rated on a 5-point rating scale (Table 2). A
subset of patients (N = 146) was also rated by the treating
clinician on the Clinical Global Impressions-Severity of
Illness (CGI-S) scale.15

Data Analysis
Study 1. We computed intraclass correlation coeffi-

cients to determine the test-retest reliability of the GPF
and GQOL scales. We computed Spearman correlation
coefficients between the GPF and GQOL with the ratings
of items assessing individual components of these do-
mains as well as total scores from these scales. When
computing the total scores on the functional impairment

Table 2. Single-Item Global Measures of Severity of
Depression (GSEVDEP), Psychosocial Functioning (GPF),
and Quality of Life (GQOL)
GSEVDEP
Rate the current level of severity of your symptoms of depression

during the past week.
0 None
1 Minimal
2 Mild
3 Moderate
4 Severe

GPF
Overall, how much have symptoms of depression interfered with or

caused difficulties in your life during the past week?
0 Not at all
1 A little bit
2 A moderate amount
3 Quite a bit
4 Extremely

GQOL
In general, how would you rate your overall quality of life during the

past week?
0 Very good, my life could hardly be better
1 Pretty good, most things are going well
2 The good and bad parts are about equal
3 Pretty bad, most things are going poorly
4 Very bad, my life could hardly be worse
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and quality-of-life subscales, the scores from the global
items were not included. We also computed the correla-
tion between the 1-item scales and the clinician-rated
GAF. These analyses were conducted for the entire
sample of 1278 patients as well as for the 582 patients
who met DSM-IV criteria for a major depressive episode
at the time of their evaluation.

At the time of presentation, 128 patients had major de-
pressive disorder that was in partial remission, and 127
patients had prior episodes of depression that had re-
solved. We used an analysis of variance (ANOVA) to
compare the scores on the GPF and GQOL scales in the
3 groups (currently depressed, partial remission, full re-
mission). If the ANOVA was significant, Tukey follow-
up tests were used for 2-group comparisons.

Study 2. We computed the Spearman correlation co-
efficients between the GSEVDEP rating and the CUDOS
total score, the individual CUDOS item scores, and the
clinician-rated CGI-S. At the time of the evaluation, 77
patients still were in their depressive episode, 146 were
in partial remission, and 330 were in full remission (data
on remission status were missing for 9 patients). We used
an ANOVA to compare the scores on the GSEVDEP
in the 3 groups and Tukey follow-up tests for 2-group
comparisons.

RESULTS

Study 1
Test-retest reliability and validity of single-item glo-

bal measurements of psychosocial functioning (GPF)
and quality of life (GQOL). Test-retest reliability was
determined in 101 patients. The intraclass correlation co-
efficients for the 1-item GPF (.76, p < .001) and GQOL
(.81, p < .001) were high.

Twenty-eight (2.2%) of the 1278 patients did not an-
swer the GPF, and 22 (1.7%) omitted the GQOL. There
were no demographic differences between the patients
who did and did not answer these questions. For the en-
tire sample of patients, the mean (SD) score on the GPF
was 2.43 (1.19), and the mean (SD) score on the GQOL
was 2.33 (.94). Compared with nondepressed patients,
depressed patients scored significantly higher on both
the GPF (mean ± SD score = 3.02 ± .88 vs. 1.93 ± 1.19,
t = 18.14, p < .001) and GQOL (mean ± SD score =
2.82 ± .75 vs. 1.93 ± .89, t = 19.01, p < .001).

The data in Table 3 show that the GPF was sig-
nificantly correlated with each of the specific areas of
functioning as well as the total impairment score. The
GPF was significantly correlated with the clinician-rated
GAF in the entire sample (r = –.41, p < .001) as well as in
the subsample of depressed patients (r = –.30, p < .001).
In fact, the correlation between the GPF and the GAF
was as high as the correlation between the GAF and the
total score on the psychosocial functioning scale (total

sample: r = –.42, p < .001; depressed patients: r = –.29,
p < .001).

The data in Table 4 show that the GQOL was signifi-
cantly correlated with each of the specific domains as
well as the total quality-of-life score. Similar to the
strength of the correlations between the GPF and the spe-
cific areas of function, the correlations between the
GQOL and the specific domains were moderate for the
total sample and lower for the depressed patients. The
lower correlations in the depressed subsample were due to
the more restricted range of scores.

Scatter plots of the single-item measures against their
total subscale measures of the DID and the GAF did not
reveal any clustering of scores around a floor or ceiling.
Rather, scores were evenly distributed in a linear fashion
across the range of the single-item measure. This linear
pattern would suggest that both single-item measures
have not sacrificed the original measure’s ability to dis-
criminate responses across the range of psychosocial
functioning and quality of life, respectively.

We compared scores on the GPF and GQOL in de-
pressed patients who were currently in a major depressive

Table 4. Correlation Between the Single-Item Global Measure
of Quality of Life (GQOL) and Specific Areas of Quality of Life
in the Total Sample and Subsample of Depressed Patientsa,b

Total Sample Depressed Patients
Domain (N = 1256) (N = 573)

Work performance .54 .29
Marital relationship .46 .27
Family relationships .42 .24
Friendships .43 .27
Leisure activities .55 .33
Mental health .60 .37
Physical health .41 .18
Total scorec .70 .46
a22 patients, 9 of whom had current major depressive disorder, did not

complete the GQOL, thereby reducing the total sample size to 1256
and the depressed patient sample size to 573.

bAll correlations are significant at p < .001.
cTotal score was calculated without the GQOL included.

Table 3. Correlation Between the Single-Item Global Measure
of Psychosocial Functioning (GPF) and Specific Areas of
Functioning in the Total Sample and Subsample of
Depressed Patientsa,b

Total Sample Depressed Patients
Domain (N = 1250) (N = 570)

Work performance .65 .50
Marital relationship .50 .33
Family relationships .50 .33
Friendships .51 .35
Leisure activities .66 .41
Total scorec .70 .51
a28 patients, 12 of whom had current major depressive disorder, did

not complete the GPF, thereby reducing the total sample size to 1250
and the depressed patient sample size to 570.

bAll correlations are significant at p < .001.
cTotal score was calculated without the GPF included.
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episode (N = 582), in partial remission (N = 128), and
in full remission (N = 127). Both ANOVAs were signifi-
cant (GPF, 3.02 ± .88 vs. 2.16 ± 1.03 vs. 1.86 ± 1.06, F =
107.27, p < .001; GQOL, 2.82 ± .74 vs. 1.81 ± .72 vs.
1.88 ± .80, F = 146.32, p < .001 for patients currently in
episode, in partial remission, or in full remission, respec-
tively). Tukey follow-up tests confirmed that the currently
depressed patients reported significantly poorer psycho-
social functioning than the patients in partial remission,
and the patients in partial remission were significantly
different than the patients in full remission. For the
quality-of-life item, currently depressed patients scored
significantly higher, indicating lower perceived quality of
life, than the patients in partial or full remission; there was
no significant difference between patients in partial ver-
sus full remission.

Study 2
Validity of a single-item global measure of severity

of depression (GSEVDEP). Eleven (2.0%) of the 562
outpatients in the second study did not answer the
GSEVDEP. Patients who did not answer the question
were older on average than those who did answer the
question (mean ± SD age = 51.54 ± 9.00 vs. 43.86 ±
11.69 years, t = 2.17, p < .05), but did not differ by race,
sex, or education.

The mean (SD) score on the GSEVDEP was 1.90
(1.17). The data in Table 5 show that the GSEVDEP
was significantly correlated with each of the individual
symptom items on the CUDOS as well as the total scale
score. The GSEVDEP was significantly correlated with
the clinician-rated CGI-S (r = .64, p < .001).

In addition to the 11 patients missing data on
the GSEVDEP item, data on remission status were miss-

ing for 9 other patients. We compared scores on the
GSEVDEP in depressed patients who were currently in
episode (N = 76), in partial remission (N = 139), and in
full remission (N = 327); the ANOVA was significant
(3.34 ± .62 vs. 2.57 ± .69 vs. 1.29 ± .95, F = 234.39, p <
.001, respectively). Tukey follow-up tests confirmed that
the currently depressed patients reported significantly
greater symptom severity than the patients in partial re-
mission, and the patients in partial remission scored sig-
nificantly higher than the patients in full remission.

DISCUSSION

We believe that the optimal delivery of mental health
treatment depends on measuring outcome. If outcome as-
sessment is essential to determining treatment effective-
ness, then quantitative, reliable, valid, user-friendly mea-
surement will be necessary to successfully implement an
outcomes evaluation program in clinical practice. Clini-
cians are already overburdened with paperwork, and add-
ing to this load by requiring repeated detailed evaluations
with such instruments as the Hamilton Rating Scale for
Depression16 has not met with success.17 Self-report ques-
tionnaires are a cost-effective option because they are in-
expensive in terms of professional time needed for admin-
istration and they correlate highly with clinician ratings.
However, even self-administered questionnaires could be
burdensome, particularly to the patients asked to com-
plete them. Measures such as the Beck Depression Inven-
tory or Social Adjustment Scale can take upwards of 20
minutes each to complete and routinely take 5 to 10 min-
utes to fill out. Expecting patients to routinely complete
multiple scales at their visits is unlikely to meet with suc-
cess. Consequently, we sought to develop reliable and
valid ultra-brief, single-item, global assessments of 3
domains important to consider when treating depressed
patients—symptom severity, psychosocial functioning,
and quality of life. Such measures should be easier to in-
corporate into routine clinical practice because they
would not be burdensome to patients.

The 2 studies presented evidence of the reliability and
convergent validity of single-item measures of symptom
severity, psychosocial functioning, and quality of life.
Presumably, clinicians treating depressed patients already
routinely assess the presence of depressive symptoms, as
well as level of functioning and patients’ satisfaction with
their progress and life situation. However, such unstruc-
tured assessments do not lend themselves to quantitative
evaluations of outcome. There are many valid, detailed
measures of each of these constructs,18 but they are rarely
incorporated into clinical practice. The question is why.

We have speculated that part of the reason for the lack
of widespread utilization of existing measures is the time
burden on patients. It is also important to acknowledge
the operational burden to administer and score such scales

Table 5. Correlation Between the Single-Item Global Measure
of Severity of Depression and Individual Symptoms of
Depression in 551 Depressed Outpatientsa

Depression Symptom Correlation Coefficientb

Depressed mood .76
Decreased interest in usual activities .71
Decreased appetite .48
Increased appetite .28
Insomnia .50
Hypersomnia .30
Psychomotor agitation .46
Psychomotor retardation .58
Decreased energy .63
Guilt .52
Worthlessness .64
Decreased concentration .60
Indecisiveness .62
Thoughts about death .44
Suicidal ideation .38
Hopelessness .62
Total score .78
a11 of the 562 outpatients did not answer the single-item global

measure of severity of depression.
bAll correlations are significant at p < .001.
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that could interfere with the functioning of a busy clinical
practice. Another obstacle in the use of existing measures
is that some come with a financial cost, and this might
dissuade clinicians from using them. However, alterna-
tives are available that are free-of-charge. Finally, clini-
cians might not believe that the use of any type of stan-
dardized assessment adds value beyond their clinical
evaluation. Although we are not aware of any research
demonstrating that the use of standardized assessment
tools to monitor the course of treatment improves the out-
come of care, we hypothesize that the use of instruments
to quantify a patient’s status in clinical practice would
heighten clinicians’ sensitivity to patients’ progress and
reduce the likelihood that less than optimal outcomes are
overlooked. It remains an empirical question whether this
prediction is correct.

Some limitations of the present study should be noted.
The study was conducted in a single outpatient practice in
which the majority of the patients were white, female, and
had health insurance. The generalizability to samples with
different demographic characteristics needs to be demon-
strated. Single-item global assessments of symptom se-
verity, functioning, and quality of life provide clinicians
with limited information regarding patient status. While
more detailed assessments may be desirable, this must be
balanced against the practicality of ascertaining such in-
formation. Brevity may come at a cost of detail; nonethe-
less, the results of the present studies suggest that brief
measures are also reliable and valid.
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