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Community college counselors need to assess depressive symptoms in students and to
differentiate depressive symptoms from anxiety symptoms to help them implement
crisis intervention strategies. Two instruments available to the community college
counselor are the Beck Depression Inventory-II (BDI-II) and the Inventory to
Diagnose Depression (IDD). This article, which is based on the published literature,
reports on and discusses the construct and discriminant validities of the BDI-II and
IDD so that community college counselors may use them with knowledge of the
strengths and weaknesses of each instrument. A lthough results should be interpreted
with caution, both instruments are useful in measuring the presence or absence of
depressive symptoms.

Research has suggested that community college counselors have
unique and vital roles in the �eld of mental health and higher
education and that the roles of community college counselors are
different from university and 4-year college counselors (Coll, 1993).
Coll reported that only a sparse amount of literature existed regarding
community college counseling center criteria and the guidelines for
counselor roles. Furthermore, he contended that no published
empirical studies existed on the accreditation standards for community
college counseling centers (p. 341). Although the majority of
community college counselors’ time is devoted to career counseling
and academic advising, crisis intervention remains part of their
de�ned role according to the accreditation standards established by
the International Association of Counseling Services (Coll, 1993, p.
342).
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Many community college students work full time, have families, and
attend school part time. Therefore, many community college
counselors have only infrequent and brief contacts with students (Coll,
1993). Community college counselors need to be able to ef�ciently and
accurately assess depressive symptoms and make the distinction
between depressive symptoms and anxiety symptoms in a population
with unique needs. In a study of 145 undergraduate students, Descant
and Range (1997) concluded that ef�cient and accurate assessment
of depressive symptoms by community college counselors may improve
their ability to successfully provide crisis intervention.

The purpose of this article is to provide community college
counselors with a brief review of the construct and discriminant
validities of the Beck Depression Inventory-II (BDI-II) and the
Inventory to Diagnose Depression (IDD) as cited in the existing
literature. Such a review may provide community college counselors
with information to assist them in making an informed decision
regarding the instruments to use for crisis intervention and more
speci�cally in the assessment of depressive symptoms.

COUNSELOR ASSESSMENT

Counselor use of formal assessment procedures has had a controversial
history (Gladding, 1992). Gladding noted the work of Frank Parsons
and the vocational guidance movement in which assessment was
considered a necessary and integral part of the counseling process.
Conversely, more contemporary theorists, including Carl Rogers, Rollo
May, and William Glasser, did not support the use of assessment and
diagnosis. Much of their resistance was likely a result of the
philosophical standpoint of counseling, which focuses on a person’s
strengths as a means to prevent further dif�culties. Furthermore, many
counselors fear that the use of assessment and diagnosis may
prematurely label clients and subsequently remove their sense of
responsibility and empowerment for their future. Counselors who
use assessment and diagnostic tools must assess not only client
de�ciencies but also client strengths. Counselors must become more
pro�cient and knowledgeable regarding the assessment and diagnosis
of mental disorders for the following reasons: (a) to facilitate
communication among professionals (Othmer & Othmer, 1994); (b) if
correct diagnosis made, to provide more ef�cient treatment; (c) to
aid counselors and clients in the development of treatment plan
objectives (Hohenshil, 1996; Sutker & Adams, 1993); (d) to
conceptualize clients in a more holistic way by identifying both
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strengths and liabilities; and (e) to ensure counselors’ marketability for
various occupations (Altekruse & Sexton, 1990; West, Hosie, &
Mackey, 1987, 1988).

Assessment and Diagnostic Instruments

Major depressive disorder (MDD) and generalized anxiety disorder
share many common symptoms, making differential diagnosis dif�cult.
Therefore, clinicians have developed various instruments to aid in the
assessment and diagnosis of mood disorders. The two that are the focus
of this article are the BDI-II and the IDD. This article discusses
symptoms of MDD, considerations in the differential diagnosis of
MDD from anxiety disorders, the construct and discriminant validities
of the BDI-II and the IDD, and the implications of the �ndings for
community college counselors.

M ajor Depressive Disorder

Beck, Rush, Emery, and Shaw (1979) contended that signs and
symptoms of depression can be classi�ed into one of �ve clusters:
(a) affective, (b) behavioral, (c) cognitive, (d) somatic, and (e)
motivational. The complete diagnostic criteria for MDD are listed
in the fourth edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSH-IV; American Psychiatric Association, 1994) and are
outside the realm of the purposes of this article. However, some of
the more pronounced symptoms of the mood disorders are identi�ed.
MDD is characterized by hyposomnia, anger at self and others, somatic
complaints, and agitated psychomotor activity (Sutker & Adams, 1989).
Also accompanying MDD, as reported in the DSM-IV , are feelings of
hopelessness, anhedonia, decreased motivation, dif�culty concentra-
ting, and impairment in interpersonal and occupational functioning.
Sleep disturbances can include insomnia and hypersomnia in addition
to hyposomnia.

M ajor Depressive Disorder or Anxiety

Measures of anxiety and depressive disorders correlate positively with
one another. Thus, the ‘‘correlations likely re�ect valid overlap of
depressive and anxious symptoms’’ (Haaga, McDermut, & Ahrens,
1993, p. 285). Although some symptoms, including emotional distress,
may be found concurrently with both diagnoses, the speci�c cognitive
content associated with each classi�cation varies. With depressive
disorders, the cognitive content consists of thoughts of loss and failure;
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with anxiety disorders, the cognitive content consists of thoughts of
uncertainty about possible threats, (Beck et al., 1979; Haaga et al.,
1993). Steer, Ball, and Ranieri (1997) further explained that ‘‘both
syndromes share an underlying dimension of negative affectivity’’
(p. 445). More speci�cally, Katon and Roy-Byrne (1991) contended that
the more minor forms of anxiety and depression have symptoms that
overlap to a greater extent than the more severe forms.

One area that is important for counselors to consider in making a
differential diagnosis between MDD and anxiety is the individual’s
level of functioning in areas such as school, work, family, and other
interpersonal relations (Seligman & Moore, 1995). The DSM-IV
includes the following signi�cant statement: ‘ ‘The symptoms cause
clinically signi�cant distress or impairment in social, occupational,
or other important areas of functioning’’ (American Psychiatric
Association, 1994, p. 327). Seligman & Moore (1995) also emphasized
the importance of gaining detailed family history information, as many
individuals diagnosed with a mood disorder have a childhood history
marked by affective and behavioral dif�culties.

Before making an accurate differential diagnosis of a mood disorder,
the counselor must �rst rule out dementia due to a general medical
condition, mood disorder due to a general medical condition, substance
intoxication, substance withdrawal, and substance-induced mood
disorder (First, Frances, & Pincus, 1995). ‘‘Missing a substance etiology
is probably the single most common diagnostic error made in clinical
practice’ ’ (First et al., 1995, p. 3). Appropriately ruling out substance
problems and general medical conditions is crucial in the community
college setting. Younger students generally are more prone to
substance abuse whereas older students are more affected by general
medical conditions. Because community colleges serve the needs of
the community at large, their student bodies are likely to include both
younger and older populations.

Seligman & Moore (1995) listed eight core items to consider in
making the differential diagnosis of a mood disorder: (a) Is the
individual depressed? Although other disorders may include episodes
of depression, depression itself is the fundamental characteristic of
a mood disorder. (b) Is mania or hypomania present? Manic symptoms
also have a high prevalence in mood disorders, namely those of the
bipolar type. (c) What is the severity of symptoms? Symptoms of mood
disorders typically are moderate to severe. (d) Are there accompanying
symptoms such as disturbances in sleep, appetite, sexual desire, and
functioning? (e) What is the duration of the episode? Even though
mood disorders are not typically lifelong, depressive symptoms are
likely to recur. (f) What was the precipitant of the episode? Assess
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medical conditions, substance use, and losses or disappointments. (g) Is
there a history of depressive or manic episodes? If a history is noted, it
is important to assess the number, duration, temporal onset, and so
forth. Is there a family history of mood disorders? This is signi�cant
because mood disorders tend to show some genetic in�uence (pp.
67–68).

Haaga et al. (1993), however, believed that some of the overlap in
depressive and anxious symptoms may be the result of poor
discriminant validity of measures rather than from the ‘‘co-occurrence
of symptoms’ ’ (p. 286). As noted earlier, the importance of an accurate
diagnosis is vital in determining the appropriate course of treatment
(Sutker & Adams, 1993).

BECK DEPRESSION INVENTORY-II

Because the BDI-II was developed only recently, a limited amount of
research has been published on the instrument. However, Haaga et
al. (1993) found high construct validity on the predecessor to the
BDI-II, the BDI-I, in nonclinical samples. The BDI-II was developed
to address the speci�c diagnostic criteria de�ned in the DSM-IV .
The BDI-II is a 21-item self-report inventory with response possibilities
ranging from 0 (not at all) to 3 (severe), it takes approximately
10–15 min to administer. The BDI-II assesses such areas as agitation,
concentration dif�culty, worthlessness, loss of energy, and both
increases and decreases in sleep and appetite. Unlike the BDI-IA,
the �rst revision of the BDI-I, in which the client is to report symptoms
from the last 7 days, the BDI-II assesses symptoms present for the last 2
weeks, including the day of administration (Beck et al., 1996). This
change was made to accommodate the DSM-IV diagnostic criteria
for MDD.

Construct Validity

Beck et al. (1996) found a positive correlation between the BDI-I and
BDI-II (pˆ .93, p < .001). Both the BDI-IA and the BDI-II were
positively correlated with a subsequent diagnosis of a mood disorder.
The study was unable to test whether or not the BDI-II was an effective
discriminator between speci�c mood disorders. Although the
researchers encouraged continued empirical validation of the BDI-II,
they also praised its usefulness in the assessment of depressive
symptoms (Beck et al., 1996). Steer et al. (1997) addressed the construct
validity of the BDI-II with psychiatric outpatients and found that
‘ ‘present results con�rm that the internal consistency of the Beck
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Depression Inventory-II is high for psychiatric outpatients and support
its construct validity with respect to self-reported depression and
anxiety as measured by the SCL-90-R [Symptom Checklist-90-R]’ ’ (p.
45). Although substantial support emerged for the construct validity
of the BDI-II, Steer et al. suggested further research of the construct
validity as it is associated with other psychiatric and psychological
measures.

Discriminant Validity

Beck found that the BDI-II was more positively correlated with the
revised Hamilton Psychiatric Rating Scale for Depression than with
the revised Hamilton Rating Scale for Anxiety (Beck et al., 1996, p.
590). Steer et al. (1997) compared the self-ratings on the BDI-II with
the scores obtained on the Anxiety and Depression subscales of the
SCL-90-R. Furthermore, they found that self-ratings from the BDI-II
were more positively correlated with scores on the Depression subscale
of the SCL-90-R than with scores on the Anxiety subscale (p. 445).

INVENTORY TO DIAGNOSE DEPRESSION

The IDD was developed to diagnose MDD according to DSM-III
(American Psychiatric Association, 1980) criteria. However, a minor
change in the scoring system allowed the instrument to generate a
DSM-III-R–based diagnosis (American Psychiatric Association, 1987).
Because the DSM-III-R criteria for MDD are identical to the DSM-IV
criteria, the IDD did not require further revisions for use with the
DSM-IV (Zimmerman & Coryell, 1994). Zimmerman and Coryell
identi�ed three important ways that the IDD differs from other
self-report measures of depression. First, With 22 groups of �ve
statements, the IDD covers the full range of symptoms used to diagnose
DSM-III MDD. Each group of statements assesses a single depressive
symptom, and the statements are listed in order of increasing severity.
Second, ‘‘a threshold, determined a priori’ ’ (p. 72), helps evaluate
whether or not a symptom is present. The severity of depression is
determined by adding item scores. Unlike other self-report measures,
the items were developed so that clinicians could cite whether a
symptom was present or absent. Scores range from 0 (no disturbance)
to 1 (‘ ‘subclinical severity’ ’ p. 72) to 2 to 4, indicating the presence
of a symptoms. Third, the IDD identi�es symptom duration by asking
the individual to indicate if the symptom has been present for more
or less than 2 weeks.
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Construct Validity

Haaga et al. (1993) found that the IDD and BDI had a high convergent
correlation as depressive symptom measures. Haaga et al. also
concurred that because the convergent validity coef�cients of the
BDI and IDD were signi�cantly greater than the correlation of each
instrument with a self-report measure of anxiety, the construct validity
was supported further. They concluded that in nonclinical samples,
both the BDI and IDD should be consistent and useful in the
identi�cation of symptoms of depression, thereby supporting the
IDD and its construct validity.

Discriminant Validity

Haaga et al. (1993) found that the IDD had a high positive correlation
with the Beck Anxiety Inventory (BAI), r ˆ .67. They compared the
discriminant validity correlations with a test recommended by Dunn
and Clark (1996); the �ndings did not reach signi�cance. Because
the convergent validity between the IDD and BDI was signi�cantly
higher than the correlation of the IDD and BAI, one can conclude that
the IDD appears to do an adequate, though not superior, job in
discriminating depressive symptoms from symptoms associated with
anxiety.

LIMITATIONS OF SELF-REPORT INSTRUMENTS

Some criticism has surrounded the use of self-report inventories in the
assessment and diagnosis of mood disorders (Haley, 1987; Zimmerman
& Coryell, 1994). Because depressed individuals tend to perceive
themselves, others, and their future in a hopeless manner, they are
more likely to respond negatively on the instrument, regardless of
the severity of their current state. Zimmerman and Coryell (1994) cited
a limitation of the IDD in its inability to distinguish MDD from
bereavement or depression that is occurring as part of a chronic
psychotic disorder (p. 72). Furthermore, they identi�ed three main
reasons for the poor performances of self-report scales: (a) The
instrument’s ability to accurately identify individuals with the
disorder is limited when all the diagnostic criteria for a speci�c
disorder are not assessed; (b) instrument’s inability to discriminate
individuals who do not have the disorder is limited when items are
included that are not considered diagnostic criteria for the disorder,
and (c) using diagnostic criteria involves counting only those
symptoms whose severity is suf�cient to warrant their inclusion. This
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last reason is signi�cant because various scales classify an individual
as depressed or not depressed only if his or her scores fall above
or below a speci�c cutoff. Because of the nature of self-report scales,
Zimmerman and Coryell (1994) believed it would be more appropriate
to use them as tools rather than criteria from which to derive
diagnoses.

IMPLICATIONS FOR COUNSELORS

Counselors in a number of settings are routinely asked to asses and
diagnose psychopathology (West et al, 1988). West et al. (1987) found
that the employment functions of counselors do not differ signi�cantly
from those of individuals with master’s degrees in social work and
psychology. Of 170 agencies surveyed that employed counselors,
91% conducted intake interviews for the purposes of assessment
and diagnosis. At 94% of the 170 agencies, counselors were involved
in making client treatment decisions. Counselors in a variety of
employment settings are expected to be trained in the assessment
and diagnosis of mental disorders. Beck (1979) contended that because
many other symptoms may occur in conjunction with depression and
that other more serious disorders may present with depressive
symptoms, clinicians must be well trained in the process of psychiatric
diagnosis and have a basic understanding of medical disorders. Having
self-report inventories as tools to facilitate the accurate assessment of
mood disorders could prove to be an invaluable asset.

With this information, it seems plausible that counselors can
maintain their preventive, developmental approach while
simultaneously recognizing the importance of having knowledge of
psychopathology and the assessment of various disorders. Because
counselors seek to understand the individual in a more holistic
manner, it is important to identify not only their strengths but also
their liabilities. Self-report measures of mood disorders such as the
BDI-II and the IDD are but two ways to facilitate this assessment
and allow community college counselors to do more ef�cient crisis
intervention.

CONCLUSION

The community college counselor has a unique role. Not only are
community college counselors expected to advise students and provide
career development guidance, but they are also expected to provide
crisis intervention services (Coll, 1993). Therefore, the purpose of this
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article was to provide community college counselors with a review of
related literature on the construct and discriminant validities of
the BDI-II an IDD.

Despite obvious weaknesses, these inventories to assess depressive
symptoms do serve a useful purpose. They are intended to be used
as tools and as measures of the presence or absence of depressive
symptoms rather than for the sole purpose of rendering a diagnosis.
Therefore, results should be interpreted with caution; a full clinical
interview is necessary, regardless of the use of self-report inventories,
to adequately assess for the presence of a mood disorder. Both the
IDD and the BDI have demonstrated high construct and discriminant
validity. Therefore, each instrument does a relatively adequate job
of assessing the presence or absence depressive symptoms,
discriminating between anxiety and depressive symptoms, and
providing a tool for clinicians in the evaluation of mood disorders.
However, several authors have recommended further research
investigating the validities and reliabilities of both the BDI-II and
IDD (Beck et al., 1996; Haaga et al., 1993; Steer et al., 1997; Zimmerman
et al., 1994).
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