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Major depression is one of the highest contributors
to disability and the global burden of disease
worldwide surpassing Alzheimer’s and cancer
(World Health Organization, 2008). Suicide is the
7th leading cause of death among men and the
15th leading cause of death among women in the
USA (Heron, 2011). The serious consequences
associated with depression and suicidality require
increasing our understanding and familiarity with
assessment tools that facilitate detection and
inform appropriate intervention. The need for ade-
quate assessment and intervention for depression
and suicidality is particularly relevant for racial
and ethnic minority populations in the USA given
the existing mental health disparities (US
Department of Health and Human Services, 2001).

The lifetime prevalence of depression among
Asians and Asian-Americans varies (Kalibatseva &
Leong, 2011). For example, the Chinese American

Z. Kalibatseva, M.A. (IX)

Department of Psychology, Michigan State
University, 316 Physics Road, Rm 127B,
East Lansing, MI 48824, USA

e-mail: kalibats @msu.edu

LH.C. Wu, M.A.

Department of Psychology, Michigan State
University, 316 Physics Road, East Lansing,
MI 48824, USA

e-mail: wuivan @msu.edu

ET.L. Leong, Ph.D.

Department of Psychology, Michigan State
University, 316 Physics Raod, Rm 136, East Lansing,
MI 48824, USA

e-mail: fleong@msu.edu

Psychiatric Epidemiological Study (CAPES)
indicated a 6.9 % lifetime prevalence rate of
major depressive disorder among Chinese
Americans (Takeuchi et al., 1998). Similarly,
9.1 % of Asian-Americans in the National Latino
and Asian-American Study (Takeuchi, Hong,
Gile, & Alegria, 2007) endorsed any affective
disorder in comparison to 17.9 % of non-Latino
Whites, 13.5 % of Hispanics, and 10.8 % of non-
Hispanic Blacks in the National Comorbidity
Study-Replication (NCS-R; Breslau et al., 2006).
Although Asian-Americans reported signifi-
cantly lower rates of depression than European
Americans, their rates seem to be higher than
their overseas Asian counterparts (Chang, 2002).

While depression is found cross-culturally, the
symptoms of major depression in the DSM-V
(American Psychiatric Association, 2013) may
not consistently and accurately capture experi-
ences of depression across different racial/ethnic
groups in the US (Kalibatseva & Leong, 2011;
Ryder & Chentsova-Dutton, 2012). An important
cultural consideration in the assessment of
depression among Asian-Americans is the ten-
dency to report somatic symptoms, whereas
European Americans are more attuned to affec-
tive symptoms (Ryder et al., 2008). Additionally,
symptoms may be presented differently as factor
analytic studies have demonstrated support for
fewer factors than the original solutions among
ethnic minorities (e.g., Kim, DeCoster, Huang, &
Chiriboga, 2011; Kuo, 1984).

Research on the assessment of depression
among Asians and Asian-Americans primarily
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uses self-report measures and structured or semi-
structured clinical interviews (Kalibatseva &
Leong, 2011). Leong, Okazaki, and Tak (2003)
provided a detailed review of the literature exam-
ining self-report measures of depression in East
Asia. While the authors found evidence for ade-
quate psychometric properties of the translated
Western depression questionnaires, they also ques-
tioned the practice of applying current Western
ethnocentric conceptualizations of depression on
other racial and ethnic groups as it may result in
omissions of culture-specific expression of dis-
tress (Kalibatseva & Leong, 2011).

The goal of this chapter is to identify and
review the most frequently used assessment mea-
sures of depression and suicidality among Asian-
Americans. Whenresearch with Asian-Americans
was not available, we reviewed research with
Asian samples, which may be particularly rele-
vant for first generation Asian-Americans. Along
with providing information about the reliability,
validity, and utility of each measure, we discuss
their strengths and weaknesses and provide
norms and cut-off scores when available. The
measures that we identified based on a thorough
review of the depression and suicide research lit-
erature with Asian-Americans include the Center
for Epidemiological Studies—Depression, Beck
Depression Inventory, Geriatric Depression
Scale, Hamilton Rating Scale of Depression,
Patient Health Questionnaire-9, and Zung Self-
Rating Depression Scale (Table 12.1).

Assessment of Depression

Center for Epidemiological Studies:
Depression

The Center for Epidemiological Studies—
Depression scale (CES-D; Radloff, 1977) is one
of the most widely used depression questionnaires
in the US. It measures the frequency of 20 symp-
toms of depression over the past week using a
four-point Likert scale from O (rarely or none of
the time) to 3 (most or all of the time). The ques-
tionnaire was designed to measure depressive
symptoms in the general population and validated
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with three White/European American samples
(Radloff, 1977). Four factors emerged in these
analyses, interpreted as depressed affect, positive
affect, somatic symptoms, and interpersonal prob-
lems. An evaluation of the sensitivity and speci-
ficity of the CES-D suggested a cutoff of 16 to
identify individuals at risk for clinical depression,
although several authors recommended more
stringent score cutoffs above 20 (McDowell,
2006). However, the majority of these studies
recruited primarily White/European American
samples and these cutoffs may differ across racial
and ethnic groups.

The CES-D has been included in multiple stud-
ies with Asian and Asian-American samples
although its reliability, validity, and diagnostic
utility are still under research scrutiny with differ-
ent Asian ethnic subgroups. One of the first studies
to examine the prevalence of depression among
Asian-Americans used the CES-D (Kuo, 1984).
In a mixed sample of 484 Asian-Americans, the
combined CES-D mean score (M=9.38,5D=8.07)
was slightly higher than the mean of previously
examined White/European samples (M ranges
between 7.96 and 9.25). A principal component
factor analysis revealed between two and three
factors for each of the Asian subgroups, which dif-
fered from the four-factor solution Radloff (1977)
proposed. Next, we review the CES-D research
with Chinese, Japanese, Korean, and Southeast
Asian-Americans to examine its validity, reliabil-
ity, utility, strengths, and limitations.

Research with Chinese Samples

Ying (1988) administered the CES-D to a San
Francisco community sample of 360 Chinese
Americans over the phone. The measure was
translated into Mandarin and Cantonese Chinese
and administered in the language preferred by
each participant. The mean CES-D score was
11.55 (SD=28.23), which was significantly higher
than the Chinese American sample mean
(M=6.93) in Kuo (1984) and the White/European
sample means (M =7.53-8.58) in Radloff (1977).
Ying (1988) found moderate reliability with an
alpha coefficient of 0.77. Roughly one-fifth of the
sample in Ying’s study (24.2 %) and Kuo’s study
(19.1 %) scored above the suggested cutoff of 16.



183

12 Depression and Suicidality in Asian Americans

osaueder ‘asoury)

ueaIoy] ‘asoueder
‘asaury)

(Suoy

3uoH) aseury)
asaury)

asoueder ‘asoury)
(Suoy
3uoH) asaury)

ueal1oy] ‘osouedef
“@saury)

TRy ], ‘OSOWRUIAIA
‘uealoy] ‘osoueder
‘asauojue)
‘ULrepuBy

ey, ‘osouedef
‘asaury)
‘osouemiIe],

feyp
‘asouede[ ‘ueaIOy]
‘Suowy ‘asaury)

U1 AqRIIeAY

asouede[ pue
‘A[10P[ 9SaUIYD) ‘SIUapN)s AJISIOAIUN ASAUIYD)

syuaned uearoy pue ‘sjuanedino asoueder
‘s)npe uedLIUIY 3sauIy)) ‘syuaned asaury)

sjnpe asaury) 3uoy] Suoy

osoueMIB],

sjuaned

asouede[ pue ‘sjuenjedur pue sjuanedino asauIy)

asaury) 3uoy] Suoy

SUBQIOY puk ‘suedLowy asoueder ‘osoueder ‘syuonedino
uearode3urg ‘syuanedino pue syuanedur asoury)

SJUAPN)S 95[[00 UBILIOW Y/-URISY

TRY [, ‘OSOWRUIDIA

‘ueorrowry outdr[r] ‘ueaioy ‘essuede ‘asaury)

$I901J0 99110d TRY], pUE ‘SjUapNIS

9soueMIE], ‘SToquIdW AJunwiwod pue syuened osoueder
‘syuopns Suoy] SUOH ‘SIUIPN)S A3I[0D UBOLIOW Y -UBISY
SIoqUIOW AJIUNwwod Tey ], pue ‘syuanedino uerpuy

yInog ‘syuapnis asauede( ‘syuanedino pue saagnjar
Suowry ‘s1oyrom Ayrunurwod ourdrfr ‘sjuerdruut
UBIPU]J UBISY ‘S)Juapn)s 939[[00 UBOLIDW Y/ -URISY ‘SJUIpMNIS
pue ‘sjuanedino ‘syuonedur ‘sjueIIrUwI ASAUIYD

TYIIM PJONPUOD YOIeasAY

IMmoNAS I0J9eJ A[qEUONSAN)
Ayiqerfor

pue Kou9)sIsuod [eurdur ajenbopy
S3uras [eSIUI[O UT UoNNed YIIM 3S)
Ayqiqe onsougelp ojqeuonsan)
sonadoxd

omawoyoAsd ojenbape pue Amn Y31y
(% 7°S) anyea aanorpaid aanisod

mo[ ‘sanradoid osrmowoydAsd ayenbapy
sanradoxd ommewoyoAsd ayenbapy
S3UI}as [BOTUI[O UT UONNED YIIM 3S[)
QIMONIS J0JORJ-OAY JUSISISUOD)

sonaadoid ommowoyoAsd ajenbapy
sonradod ommowoyoAsd ajenbopy
S3uras [eSIUI[O Ul UONNEDd YIIM 3S()
S9100S JJO-1NO FUTATRA

sdnoi3 ueisy snoweA yPIm q-SgD Jo
9ouareaInba ommow pue ‘emdoouod
‘Teuonounj Ay} SSISSE 0 POPIAU

oIe SOIPNS 90UL[eAINDA JUSWIAINSEIA]
swoyr aanisod jo serg

Imonns 1030eJ-1noJ 10J 31oddns paxTy

sonradoxd ommewoyoAsd ajenbopy
9[qe[IeAR ST UOISIOA 9SAUIY)) PIZIPIepue)S

sontadoid ommawoyoAsd ajenbapy

s3urpuy YoIeasar
JUBAQJ[QI PUE (S)UOIIBPUIWIOIY

uorssardog

uorssardo(

Ayepromg
Ayepromg

uorssardoq

Apepromg

uorssaxdo(g

Apepromg

uorssardo(g

uorssaxdog

uorssardog

PISSIsse uonIpuo))

9reog uorssaxdo(g
Suney-jes sunz

6 dareuuonsang)
[eoH Jushied
arreuuonsang)

uonesp] splong npy
J[eOS JUAU] APIING
uorssaxdo( Jo oeos
Suney uoTwe
J[eoS uonNeIp|

9pIdING JLIRLIDD

J[ess

uorssardo( oInerIen
K10jU9AU]

SurAry 10§ suoseay
Juopm§ 239[[0D

uorssardo—soIpms
o13ojorwoprdg
I0J 19U

1T A101U9AU]
uorssaido(g yoog

KI01U9AU]
uorssardo( yoog

QUWIBU JUIWISSASSY

9Iqe) Arewrwuns 9oue[3-e-1y  L°gL d|qeL



184

Similar to Kuo’s factor analysis, Ying did not
replicate the four factors from Radloff’s study.
Instead, the Chinese Americans in both Kuo’s
and Ying’s studies reported depressive symptoms
that clustered in three factors: (1) depressed and
somatic; (2) positive affect; and (3) interpersonal.
This factor structure suggests that the Chinese
Americans in both studies did not report somatic
and affective symptoms separately.

The clustering of somatic and affective symp-
toms also occurred in a sample of Chinese
American adolescents (Russell, Crocket, Shen, &
Lee, 2008). This study examined cross-ethnic
measurement invariance of the CES-D among
Chinese, Filipino, and European American ado-
lescents from the National Longitudinal Study of
Adolescent Health (AddHealth). The results indi-
cated that the four-factor solution did not fit well
for the Chinese American sample. The alternative
three-factor solution with 13 items offered in Ying
(1988) provided a better fit of the data. Russell
and colleagues (2008) concluded that Chinese
American adolescents may experience distinct
clusters of depressive symptoms than Filipino and
European American youth. The findings suggest
that the lack of differentiation between bodily and
psychological depressive symptoms extends from
first generation foreign-born Chinese Americans
(Ying, 1988) to US-born Chinese American ado-
lescents (Russell et al., 2008).

Li and Hicks (2010) examined the psychomet-
ric properties of the CES-D related to diagnostic
validity, construct validity, internal reliability,
and response bias in a probability sample of 167
Chinese American women. The CES-D revealed
adequate reliability (Cronbach’s a=0.86) and
26 % of the sample had scores of 16 or above.
The instrument revealed adequate construct
validity as women with higher CES-D scores
reported less social support, worse self-perceived
general health, and more stressful life events.
Moreover, women who met criteria for a current
major depression diagnosis in an interview had
higher CES-D scores than women who did not
have a diagnosis (26.7 vs. 10.4, p<0.001). The
study found that the CES-D cutoff of 16 or 17
ensured 100 % sensitivity (95 % CI: 44—100 %)
and 76 % specificity. However, the positive
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predictive value (PPV) was low (3 % for a cutoff
of 16), which suggests that CES-D score above
the cutoff is unreliable in confirming a diagnosis
of major depression. Additionally, Li and Hicks
alerted to potential response bias, such that
less acculturated Chinese American women were
less likely to endorse positively worded CES-D
items, which artificially increased their total
CES-D scores compared to more acculturated
Chinese American women.

In conclusion, the CES-D demonstrated low
construct validity by mixed support for its factor
structure, association between low acculturation
and poor validity, and cultural response bias for
positive items (Kuo, 1984; Russell et al., 2008;
Wong et al., 2012; Ying, 1988). While the CES-D
may be a useful screening tool for nondepressed
Chinese Americans, it should be followed by a
diagnostic interview to identify individuals with
clinical depression. The potential lack for mea-
surement equivalence of the CES-D suggests that
clinicians need to apply increased caution when
administering it to Chinese Americans.

Research with Japanese Samples

Several cross-cultural studies utilized the CES-D
with Japanese Americans (e.g., Kanazawa,
White, & Hampson, 2007) and Japanese univer-
sity students, adult workers, and adolescents
(Iwata & Buka, 2002; Iwata, Roberts, &
Kawakami, 1995; Iwata, Saito, & Roberts, 1994).
Across all studies, Japanese and Japanese
American participants had lower scores on posi-
tively worded CES-D items than European
Americans. Additionally, one study found that
Japanese American college students in Hawaii
reported more interpersonal problems than
Chinese and European American college stu-
dents (Marsella, Kinzie, & Gordon, 1973). There
is scarcity of studies that examine the factor
structure of the CES-D with both Japanese and
Japanese American samples.

Whereas we did not locate a validation study
of the CES-D with Japanese Americans, the ques-
tionnaire was translated into Japanese and vali-
dated in Japan and revealed adequate clinical
validity (Shima et al., 1985 as cited in Iwata et al.,
1994). Additionally, the CES-D demonstrated
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adequate reliability (Cronbach’s a ranging from
0.76 to 0.81; Iwata et al., 1995) among Japanese
samples. Kanazawa et al. (2007) also found ade-
quate internal consistency (Cronbach’s a=0.89)
for their Japanese American sample but it is
important to note that these authors tested a
29-item measure as they added four items to the
depressed affect factor and five items to the inter-
personal problems factor. One study with Japanese
workers in Japan established that 15.2 % of men
and 10.6 % of women scored above 16 (Iwata,
Okuyama, Kawakami, & Saito, 1989). These par-
ticipants were more likely to be above age 50,
never married/divorced, living alone, with bad
conjugal and parental relationships, and high lev-
els of perceived stress. We did not locate any stud-
ies that established reliable CES-D cutoffs with
Japanese Americans.

Research with Korean Samples
The CES-D has been used consistently with
Korean immigrants in North America. A Korean
version of the CES-D was translated and vali-
dated by Noh, Avison, and Kasper (1992) with
Korean immigrants in Canada. The version dem-
onstrated content, construct, and concurrent
validity and the factor structure resembled those
found among American samples (Noh, Kasper, &
Chen, 1998). However, several studies have sug-
gested that Korean Americans may answer the
positive items on the CES-D in a biased manner
(Jang, Kim, & Chiriboga, 2005; Jang, Kwag, &
Chiriboga, 2010; Oh, Koeske, & Sales, 2002). In
particular, Koreans and Korean Americans were
less likely to endorse the positive items, which
resulted in higher overall depression scores.
Since this cultural response bias has been consis-
tently reported, some researchers have recom-
mended calculating the total CES-D scores by
excluding the positive items (Noh et al., 1998).
The reliability of the 20-item CES-D Korean
version was high (Cronbach’s a@=0.89) and it
slightly improved in a 16-item CES-D version
without the positive items (@=0.90; Noh et al.,
1998). When the positive items were reworded
negatively, the reliability increased to 0.93.
Additionally, the latter version demonstrated bet-
ter construct validity as it correlated most highly
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with another depression questionnaire and a
stressful life event inventory. Thus, the revised ver-
sion with 20 negatively phrased items (CESD-K-R)
revealed the best reliability and validity compared
to the other two versions (Noh et al., 1998).

A few studies with Korean Americans pointed
out the importance of assessing acculturation
when assessing depression (Jang et al., 2005; Ji
& Duan, 2006; Kim, Seo, & Cain, 2006). In par-
ticular, Korean Americans who were more accul-
turated to American mainstream culture had a
higher likelihood of endorsing the positive
CES-D items similarly to European Americans,
which resulted in lower overall depression scores
than less acculturated Korean Americans (Jang
et al., 2005). However, when acculturation was
examined as bi-dimensional construct, endorse-
ment of Korean culture was not associated with
biased responding (Kim et al., 2006). We did not
find any studies that examined specific CES-D
norms for Korean Americans but many studies
reported higher overall scores of depression
among Korean Americans compared to European
Americans (e.g., Jang et al., 2005; Kim et al.,
2006). As previously suggested, one possible
explanation for these higher scores is the differ-
ential item functioning of the positive items.
Therefore, removing those items or rewording
them as negative items improves the reliability
and validity of the CES-D with Korean
Americans. This suggestion poses questions
about the utility of the CES-D.

Research with Southeast

Asians Samples

There is a dearth of studies that examined the
CES-D with Southeast Asian-Americans (e.g.,
Vietnamese, Lao, Indonesian, Malaysian, Thai,
and Cambodian). We had difficulty locating psy-
chometric studies with specific South Asian or
Southeast Asian groups in the USA. The only
exception was a validation study of the CES-D
with Filipino American adolescents in rural and
small town Hawaii (Edman et al., 1999). The reli-
ability for this sample was high (a=0.89) but the
factor analysis results suggested a potentially dif-
ferent conceptualization of depression. Fifteen of
the 20 items loaded on one general factor that
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combined depressed affect, somatic symptoms,
and interpersonal problems. The remaining four
positive symptoms and the item “everything was
an effort” loaded on a separate factor. Thus,
although the CES-D demonstrated good reliabil-
ity in this study, its factor structure with this sam-
ple of Filipino American adolescents differed
from the four-factor solution.

Several studies conducted with populations from
other countries included translated versions of the
CES-D in Vietnam (Leggett, Zarit, Ngyuen, Hoang,
& Nguyen, 2012) and Thailand (Trangkasombat &
Nukhew, 1998 as cited in German et al., 2012). A
cutoff of 22 was used with the Thai version to define
significant level of depressive symptoms (German
et al.). A cross-cultural study examined depressive
symptoms using the CES-D in five Southeast Asian
countries: Indonesia, North Korea, Myanmar, Sri
Lanka, and Thailand (Mackinnon, McCallum,
Andrews, & Anderson, 1998). There was evidence
that one general depression factor fits the data better
than the initially proposed four-factor solution for
all samples, similar to the previously reported find-
ings with other Asian-American samples.

Overall, the CES-D has consistently demon-
strated adequate reliability and has been used
successfully with community samples. Yet,
researchers and clinicians need to be careful
when using it with specific Asian-American pop-
ulations because the proposed four-factor struc-
ture has not been replicated in a number of
studies. Additionally, a substantial number of
studies revealed that the positive items function
differently and may need to be removed or
reworded in a negative way.

Beck Depression Inventory

The Beck Depression Inventory (BDI) is a com-
monly used depression scale that consists of 21
symptoms and attitudes rated on intensity from 0
to 3 (Beck, Steer, & Carbin, 1988). Constructed
based on a predominantly White/European
American sample, the cut-off score for minimal
depression is 9, mild to moderate depression is 18,
moderate to severe depression is 29, and severe
depression is >30 (Beck & Beamesderfer, 1974).
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In the past, the English version of the BDI has
been administered to Asian samples such as South
Indian women in India (Chandra, Satyanarayana,
& Carey, 2009), Japanese American university
students (¢ =0.84; Abe, 2004), Filipino Americans
(a=0.87; Napholz & Mo, 2010), and mixed sam-
ples of Asian-Americans (a=0.86; Norasakkunkit
& Kalik, 2002). The use of the BDI has expanded
into studies of Asians in various countries includ-
ing USA, India, China, Taiwan, Japan, Korea, and
Thailand as well as various types of samples
including outpatient and inpatient samples, col-
lege students, adolescents, and immigrants.

Research with Chinese Samples

In our review, we identified few standardized
Chinese versions of the BDI. According to Chan
(1991), the BDI has been translated into Chinese
by various researchers and clinicians. These vari-
ous measures appear to demonstrate adequate
validity and reliability. For example, Chinese
versions of the BDI have been related to post-
traumatic stress disorder among Chinese workers
in America (de Bocanegra & Brickman, 2004; de
Bocanegra, Moskalenko, & Chan, 2005), poor
self-rated health among Chinese adolescents in
China (Xu et al, 2011), loneliness among
Chinese university students in Taiwan (Hsu,
Hailey, & Range, 1987), and hopelessness among
Chinese patients (Chiles et al., 1989).

One particular version has recently undergone
significant psychometric scrutiny. While Zheng,
Wei, Lianggue, Guochen, and Chenggue (1988)
developed a version of the BDI that yielded
acceptable reliability estimates (i.e., Cronbach’s
a = 0.85) and concurrent validity (i.e., moderate
correlation with the Chinese Hamilton Depression
Rating Scale), closer examination of the factor
structure revealed three of six factors that were
uninterpretable and one particularly problematic
item (i.e., Item 21: libido loss). Further examin-
ing the utility of this particular version of the BDI
Yeung et al. (2002) administered the question-
naire to 503 outpatient Chinese Americans (age
18+). The investigators found that the measure’s
optimal sensitivity and specificity was at the cut-
off score of 13 and the area under the Receiver
Operating Characteristic (ROC) curve was 0.94
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indicating high accuracy for screening depres-
sion in their sample. Later studies conducted
among this research group continued to find ade-
quate reliability of the measure (Yeung et al.,
2004, 2005; Yeung, Chang, Gresham, Nierenberg,
& Fava, 2004).

Other Chinese versions of the BDI also appear
to demonstrate adequate reliability. Among a
group of researchers studying Chinese immi-
grants in the USA, reliability estimates of one
translation ranged from 0.87 to 0.93 (de Bocanegra
et al., 2005; de Bocanegra & Brickman, 2004; de
Bocanegra, Moskalenko, & Kramer, 2006). Yet
another translation revealed an overall internal
reliability estimate of 0.86 and a split-half reli-
ability of 0.77 among 2,150 Chinese adolescents
in Hong Kong (Shek, 1990).

There are limited directions in guiding the
interpretation of the unstandardized Chinese ver-
sions of the BDI. In fact, different cut-off scores
are used depending on the study. For instance,
one study of 251 Chinese inpatients in China
used the cut-off scores of 13, 24, and 25 to
describe normal, mild-moderate, and moderate-
severe depression, respectively (Yang, Zuo, Su,
& Eaton, 1987). The study found that the cut-off
score of 14 in their sample best discriminated
between depressed and nondepressed patients.
A later study of 331 students and psychiatric inpa-
tients in Hong Kong found the cut-off scores of
10, 19, and 30 in their Chinese version of the BDI
had adequate sensitivity and specificity for deter-
mining normal, mild-moderate, and moderate-
severe categories of depression, respectively,
while the cut-off scores of 9, 18, and 29 in the
English version of the BDI had adequate sensitiv-
ity and specificity. In both versions of the BDI,
they noted that the cut-off scores for mild-
moderate and moderate-severe categories had
higher sensitivity and specificity than the cut-off
score for the normal category (Chan, 1991).

These studies show a number of strengths and
limitations among Chinese versions of the BDIL.
A clear strength is the strong internal consistency
throughout the studies. The findings suggest that
Chinese versions of the BDI, although unstandard-
ized, demonstrate adequate reliability in screening
for depression among a wide range of samples.
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A notable strength of the reviewed studies is the
large sample sizes. However, a number of limita-
tions are worth noting. The lack of agreement in
cut-off scores is problematic, as this limits the
clinical utility of the measure. While Chan (1991)
offered cut-off scores based on item analyses, fur-
ther research is recommended to validate these
cut-off scores. Another limitation is the lack of
psychometric studies. For instance, our review did
not yield any studies that conducted item response
analyses or measurement equivalency for the
Chinese versions of the BDI.

In summary, the studies reviewed demonstrate
adequate reliability and validity for unstandardized
Chinese versions of the BDI. With any unstandard-
ized measure, however, we recommend clinicians
to interpret results using Chinese versions of the
BDI with caution. There lacks an agreed upon set
of cut-off scores for categorizing severity, which
limits the interpretability of Chinese versions of the
BDI. In view of these limitations, Chinese versions
of the BDI may serve as reliable supplementary
assessments of depression.

Research with Hmong Samples
A Hmong version that has demonstrated adequate
reliability and validity is available. The Hmong
Adaptation of the Beck Depression Inventory
(HABDI) made a number of changes to increase
cultural sensitivity and simplicity (Mouanoutoua,
Brown, Cappelletty, & Levine, 1991). The
HABDI consists of 22 items rated on a three-
point frequency scale rather than a severity scale
found in the original BDI. An extra item was
added due to translation difficulties for Item 2
(i.e., “I feel like the future is hopeless and cannot
improve”). After administering the adapted ver-
sion to 50 depressed and 73 nondepressed Hmong
(18-66 years old) living in the US, the measure
yielded a Cronbach’s o of 0.93 and a 2-week
test-retest reliability of 0.92. Results indicated
that the depressed group scored significantly
higher than the nondepressed group and a cut-off
score of 46 was recommended. This cut-off score
demonstrated adequate sensitivity and specific-
ity, 94 % and 78 %, respectively.

A number of limitations are warranted in con-
sideration of using the HABDI. First, items are
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rated on a frequency scale rather than a severity
scale. While the BDI has traditionally been con-
sidered a severity scale for depression, the
HABDI assesses the presence or absence of
symptoms limiting the ability for clinicians to
determine severity. Therefore, it is recommended
that the HABDI be used to supplement decisions
regarding presence or absence of depression and
not for severity. Second, the second item of the
BDI was transformed into two items due to diffi-
culties in translation. For instance, “I feel like the
future is hopeless and cannot improve” became
“I feel like the future is hopeless” and “I feel like
things cannot improve.” Although seen as a solu-
tion to the double-barreled item, the item analy-
ses indicated that many endorsed the pessimism
item (i.e. “I feel like the future is hopeless™).

In summary, the HABDI appears to be a clini-
cally useful tool to discriminate between
depressed and nondepressed patients. However,
due to the lack of empirical studies that further
examine the psychometric properties of the mea-
sure, it is difficult to ascertain the degree to which
this measure is reliable across the Hmong popu-
lation. Thus, clinicians and researchers should
interpret the findings with caution.

Research with Korean Samples

A Korean version of the BDI that has demonstrated
adequate reliability is available. The BDI-K was
administered to 279 Korean university students
(17-37 years old) and subjected to a Rasch rating
scale modeling procedure to assess the psychomet-
ric properties of the instrument (Hong & Wong,
2005). In particular, principle component analyses
did not indicate any higher order factor structures
despite Items 19 (i.e., weight loss) and 21 (i.e.,
libido loss) demonstrating low correlations with
the rest of the scale. The mean score for their sam-
ple was 11.56 compared to a mean of 25.18 found
in a sample of clinically depressed Koreans (Shin,
Kim, & Park, 1993, as cited in Hong & Wong,
2005). The investigators further noted that the
somatic items yielded greater difficulty, potentially
due to the lower levels of severity in their sample.
In summary, the BDI-K appears to be a reliable
measure of depression among Korean university
students and clinically depressed samples.
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Research with Japanese Samples

A Japanese version of the BDI was translated and
found to have adequate reliability among a sample
of 79 female Japanese university students (Arnault,
Sakamoto, & Moriwaki, 2005). The investigators
found that BDI scores ranged from 0 to 39 with a
mean of 12.66. Further, their scale yielded a
Cronbach’s o of 0.79. In a later study of 50
Japanese university women, BDI scores were sig-
nificantly related to somatic distress (r=0.57),
which explained 31 % of the variance in depres-
sion scores (Arnault, Sakamoto, & Moriwaki,
2006). In both studies, the Japanese samples had
higher mean scores than the American compara-
tive sample. Although this version consistently
demonstrated adequate reliability across the two
studies, further studies that examine the psycho-
metric properties of the measure are required.

Research with Thai Samples

A Thai version of the BDI was translated and
administered to a sample of community partici-
pants (n=3,133) in Thailand (Thavichachart et al.,
2009). In an effort to examine the prevalence rates
of PTSD and depression, the investigators found
that their version of the BDI yielded low reliability
(split-half reliability=0.74). Notably, they found
that 14.3 % suffered from depression, 33.6 % from
PTSD, and 11.3 % from both.

Beck Depression Inventory-II

The BDI-II (Beck, Steer, & Brown, 1996) is a
revision of the earlier BDI. The BDI-II consists of
21-items that are rated based on four statements
of increasing symptom severity. Distinct from the
BDI, the BDI-II includes four new symptoms
(i.e., agitation, worthlessness, concentration diffi-
culty, and loss of energy) to better match the
DSM-IV criteria, and a different set of cut-off
scores. The cut-off scores for minimal depression
is 0-13, mild depression is 14-19, moderate
depression is 20-28, and severe depression is
29-63. The BDI-II is positively correlated with
the Hamilton Depression Rating Scale (r=0.71),
demonstrates high internal consistency (¢=0.91),
and high 1-week test—retest reliability (r=0.93).
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Research with Chinese Samples

Unlike the BDI, a standardized Chinese version
of the BDI-II (BDI-II-C) was developed by the
Chinese Behavioral Science Corporation in 2000.
Previous studies find adequate internal consis-
tency. For instance, two studies calculated
Cronbach’s o of 0.86 (Chang, 2005) and 0.94
(Lu, Che, Chang, & Shen, 2002) in samples of
college students and outpatients, respectively.
Supporting these findings, recent psychometric
evaluations find that the BDI-II-C possesses
strong reliability and construct validity.

Focused efforts to examine the psychometric
properties support the use of the BDI-II-C in
Asian samples. Using a Rasch model to examine
the factorial structure of the BDI-II-C revealed
two dimensions (i.e., somatic and cognitive-
affective items) in a sample of 2,095 Taiwanese
high school students (14—18 years old) (Wu &
Chang, 2008). Similarly, a later study found that
person heterogeneity did not impact the two-
factor structure among a sample of 810 Taiwanese
college students and found internal consistency
coefficients ranging from 0.82 to 0.89 in their
sample (Wu & Huang, 2010). These findings
support the two-factor structure found in a sam-
ple of predominantly Caucasian university stu-
dents (Storch, Roberti, & Roth, 2004). Further
bolstering the psychometric properties of the
BDI-II-C, a recent study of 2,922 Taiwanese ado-
lescents (13—18.5 years old) found that overall
raw scores of the two subscales were not influ-
enced by differential item functioning across
genders suggesting the use of total raw scores
(Wu, 2010). Another study found that BDI-II-C
items were invariant across Hong Kong and
American adolescents (Byrne, Stewart, Kennard,
& Lee, 2007). The investigators also found an
internal consistency coefficient of 0.83 in their
Hong Kong sample.

Research with Other Asian Samples

Translated into other languages, the BDI-II contin-
ued to demonstrate adequate reliability. For
instance, in one study of 3,000 Thai police officers,
the investigators found an internal consistency
coefficient of 0.93 despite adding an extra item
assessing eating habit (Chongruksa, Parinyapol,
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Sawatsri, & Pansomboon, 2012). A different study
translating the BDI-II into Japanese found strong
internal consistency (@=0.87) and concurrent
validity (r=0.69 with the CES-D) among Japanese
outpatients (Kojima et al., 2002). A principal com-
ponent analysis also revealed a two-factor structure
(i.e., somatic and cognitive-affective items) similar
to previous studies in other samples and appropri-
ate use of cut-off scores provided by Beck et al.
(1996). In a later study using the same translation
as Kojima et al. (2002) among a sample of outpa-
tients, the BDI-II correlated strongly with the
DSM-IV depression severity index (r=0.77)
(Hiroe et al., 2005). The investigators recom-
mended that a change in 5 points be considered
minimal, 10-19 points be considered moderate,
and >20 points be considered large clinically sig-
nificant changes. Similar to the previous study, the
cut-off scores provided by Beck et al. (1996) were
found to be appropriate in their sample.

In summary, the reviewed studies suggest strong
psychometric properties of translated versions of
the BDI-II among Taiwanese, Chinese, Japanese,
and Thai samples. This is consistent with one study
that found adequate reliability of an English ver-
sion of the BDI-II among a sample of Asian-
American college students (@>0.89) (Hambrick
et al., 2010). Despite these findings, clinicians and
researchers should interpret the measure with cau-
tion. Wu and Chang (2008) discovered two items
that provided inadequate fit to the overall measure
(i.e., Item 10—crying and Item 21—libido loss).

Geriatric Depression Scale

The Geriatric Depression Scale (GDS) is a
30-item self-report or orally administered mea-
sure that assesses behavioral and affective symp-
toms of depression rated on a yes/no scale.
Increasing ease of administration, shorter ver-
sions of the GDS have been developed including
a15-,12-, 10-, 5-, 4-, and 1-item version (Straus,
Sherman, & Spreen, 2006). The GDS has been
translated into numerous languages although its
validity is questioned due to potential cultural
differences in expression of depression (Jang,
Small, & Haley, 2001).
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Research with Chinese Samples
Existing validation studies with Chinese popula-
tions find acceptable internal reliability and
validity. An early study found that the Chinese
30-item version significantly correlated with the
original (r=0.94) and modified (r=0.91) 15-item
version of the GDS (Liu, Lu, Yu, & Yang, 1998).
The investigators also found adequate internal
consistency for the original (a¢=0.77) and modi-
fied form (a=0.81). Similarly, among a sample
of 461 psychiatric outpatients in Hong Kong, the
Chinese version of 30-item version demonstrated
adequate internal consistency (a¢=0.89) and
2-week test-retest reliability (r=0.89) (Chan,
1996). The measure significantly correlated with
the CES-D (r=0.96) as well as DSM-III-R diag-
nosis of Major Depressive Disorder (r=0.95).
Closer examination of the GDS, however,
reveals varying cut-off scores. A study of
Singaporean psychiatric outpatients suffering from
dementia recommended the cut-off score of 9/10
for patients with mild dementia (sensitiv-
ity=66.7 %, specificity=95.0 %), and 11/12 for
patients with severe dementia (sensitivity=40 %,
specificity=100 %) (Lam et al., 2004). Another
study suggested the cut-off score of 4 or above
(sensitivity=84 %, specificity=85.7 %) among a
community sample in Singapore (Lim et al., 2000).
Yet, another study found that the cut-off score of
7/8 yielded high sensitivity (96 %) and specificity
(88 %) among a community sample of depressed
inpatients and outpatients (60-87 years old) in
Hong Kong (Lee, Chiu, Kowk, & Leung, 1993).
The varying cut-off scores are likely due to a sever-
ity effect or differences in samples. Therefore, cli-
nicians and researchers using short form Chinese
versions of the GDS are recommended to interpret
cut-off scores with caution. Further, clinicians and
researchers should also be wary of using the full
form as a diagnostic tool (Chan, 1996).

Research with Japanese Samples

We identified one translation commonly used in
the literature developed by Niino, Imaizumi, and
Kawakami (1991). A recent study in Japan orally
interviewed 111 elderly Japanese using the Niino
et al. translation and recommended the cut-off
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score of 6 based on high sensitivity (97 %) and
specificity (96 %), and notable false positive
(89 %) and false negative (0 %) rates (Schreiner,
Hayakawa, Morimoto, & Kakuma, 2003).
Supporting these findings, a different study with
a community sample elderly Japanese
Americans found that the cut-off score of 5
identified 20.6 % of their sample as suffering
from moderate to severe depression (Mui &
Shibusawa, 2003). The investigators also found
a Cronbach’s a of 0.86 and a split-half reliabil-
ity coefficient of 0.78. The findings support the
use of this measure among Japanese samples to
screen for depression.

Research with Korean Samples
An early translation of the GDS short form was
conducted by Jang et al. (2001) among a commu-
nity sample of elderly Koreans living in metropoli-
tan areas of Korea. The internal consistency was
0.85 and split-half reliability was 0.77. The factor
structure of the Korean version of the GDS
revealed the following three dimensions: (1) inter-
nal perceptions, (2) external aspects, (3) staying at
home and problems with memory. While this ver-
sion seemed to be reasonably useful, a later trans-
lation revealed stronger psychometric properties.
A Korean translation of the GDS developed
by Bae and Cho (2004) is available and demon-
strates strong psychometric properties. In this
study, the full (GDS-K) and short form (SGDS-K)
of the GDS was translated into Korean and
administered to 154 elderly psychiatric patients
in Korea. Findings of the study revealed strong
correlations between the GDS-K, the SGDS-K,
the Hamilton Rating Scale for Depression, and
the CES-D. Further analyses indicated adequate
internal reliability for the GDS-K (¢=0.91) and
the SGDS-K (a¢=0.86). Principal component
analyses revealed the following three dimensions
in the SGDS-K: (1) negative judgment about the
past, present, and future, (2) lowered affect, and
(3) cognitive inefficiency and lack of motivation.
Overall, the researchers recommended the cut-off
score of 18 for the GDS-K (sensitivity=84 %,
specificity=82 %) and 10 for the SGDS-K
(sensitivity =86 %, specificity =86 %).
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Hamilton Rating Scale of Depression

The Hamilton Rating Scale of Depression
(HRSD) is a 17-item scale that taps into various
problems and symptoms of depression rated on a
three- or five-point scale (Hamilton, 1960).
Despite the commonly used cut-off score of 7 in
clinical trials, few studies empirically examine
the sensitivity and specificity of this criterion.
Zimmerman, Posternak, and Chelminski (2005)
found high sensitivity (97.0 %) and acceptable
specificity (90.5 %) using the broad definition of
DSM-1V remission in a sample of 303 psychiat-
ric outpatients. Our review yielded few studies
that sought to examine the psychometric proper-
ties of the HRSD in Asian populations.

Research with Chinese Samples

An early translation of the HRSD was con-
ducted by Zheng, Zhao, et al. (1988) that dem-
onstrated low reliability (¢=0.71) among a
sample of outpatient and inpatients adults.
Further, the scale moderately correlated with
the Global Assessment Scale (GAS) (r=-0.49).
Principal component analyses revealed the fol-
lowing five factors: (1) anxiety, somatization,
weight-loss, (2) agitation, insight, (3) depressed
mood, suicide, genital-symptoms, (4) guilt,
psychomotor-retardation, and (5) sleep distur-
bance. A later study found that the cut-off
score of 12/13 provided adequate sensitivity
(88 %) and specificity (86 %) (Leung, Wing,
Kwong, & Shum, 1999).

Research with Japanese Samples

A recent study conducted a cross-cultural equiva-
lence study on the HRSD among a sample of
Japanese, North American, and European patients
(>18 years old) (Furukawa et al., 2005). Results
indicated a somewhat consistent factor structure
across the three samples. In particular, the fol-
lowing five factors were revealed: (1) anhedonia/
retardation, (2) guilt/agitation, (3) bodily symp-
toms, (4) insomnia, and (5) appetite. The findings
suggest an underlying factor structure across the
three samples suggesting potential in cross-
cultural comparisons using the HRSD.
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Patient Health Questionnaire

The Patient Health Questionnaire-9 (PHQ-9) is a
9-item self-report questionnaire based on nine
symptoms of depression in the DSM-IV. Each
item is rated on a four-point scale indicating fre-
quency of each symptom in the past 2 weeks.
Scores ranging between 10 and 14 suggest mod-
erate levels of depression, 15-19 suggest moder-
ate to severe level of depression, and scores above
20 suggest severe depression (Kroenke, Spitzer,
& Williams, 2001). Studies suggest that the
PHQ-9 serves as an easy and short assessment for
depression among Asian populations.

Research with Chinese Samples

Past studies indicate that the Chinese version of
the PHQ-9 demonstrates strong psychometric
properties. For instance, one study of 364 elderly
Chinese patients (>60 years old) revealed high
internal reliability (¢=0.91) and strong utility
(7.5 min administration) (Chen et al., 2010).
Further analyses indicated that the optimal cut-
off of 8/9 yielded adequate sensitivity (86 %)
specificity (85 %). Similarly, another study of
3,417 Chinese American adults (18—87 years old)
found that 4.1 % of their sample suffered from
significant depression using the cut-off score of
9/10 (Chen, Huang, Chang, & Chung, 2006).
Using a higher cut-off score, a different study of
1,940 Chinese American adults (>18 years old)
found high internal consistency (¢=0.91) and the
cut-off score of 15 yielded moderate sensitivity
(81 %) and high specificity (98 %) (Yeung et al.,
2008). The authors indicated that the high cut-off
score was chosen to screen for depression sever-
ity requiring psychological intervention.

Research with Japanese Samples

A study using a Japanese version of the PH-9
with a sample of 153 psychiatric outpatients
identified the cut-off of 13/14 as demonstrating
high sensitivity (86 %) and low specificity (67 %)
for screening current major depressive episodes
(Inoue et al., 2012). Further, total scores were
moderately correlated with the HDRS (r=0.55)
and the GAF (r=-0.59). In sum, the investigators



192

supported the use of the PHQ-9 for screening, but
argued against the use of the scale for diagnostic
purposes in their sample.

Research with Korean Samples

A Korean version of the PHQ-9 was developed
by Han et al. (2008) with a sample of 1,060
elderly Korean patients (>60 years old). The
investigators found that their measure demon-
strated adequate internal consistency (a=0.86)
and low 3 week test-retest reliability (r=0.79).
Further analyses indicated that the cut-off score
of 4/5 yielded adequate sensitivity (80 %) and
specificity (78 %) for depressive disorders. Their
translation of the measure also was significantly
correlated with the GDS (r=0.74) and the CES-D
(r=0.66). Overall, although the Korean version
of the PHQ-9 demonstrated strong criterion
validity, its ability as a diagnostic tool for depres-
sion is questionable.

Zung Self-Rating Depression Scale

The Zung Self-Rating Depression Scale (SDS) is a
20-item measure that taps into characteristics of
depression (Zung, Richards, & Short, 1965). Items
are rated on a four-point scale based on the extent
to which each item applies to the person at the time
of the test. Half of the items are symptomatically
positive and the other half are symptomatically
negative. While the SDS has been predominantly
used in White/European American samples, trans-
lations in Japanese and Chinese exist.

Research with Chinese Samples

An early study by Lee (1990) sought to examine
the psychometric properties of a Chinese version
of the SDS in a sample of 265 undergraduate stu-
dents in Hong Kong (17-26 years old). The scale
demonstrated adequate internal reliability
(¢=0.80) and criterion validity evidenced by
moderate correlations with the BDI (r=0.63),
General Health Questionnaire (r=0.58), and the
Chinese Minnesota Multiphasic Personality
Inventory D-scale (r=0.59). Interestingly, fur-
ther analyses suggested that the scale is difficult
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to “fake good,” yet relatively easy to “fake bad.”
To this end, the investigators cautioned the use of
the SDS in clinical settings.

A later study examining the psychometric
properties of the SDS among a sample of elderly
Chinese in Hong Kong also found adequate reli-
ability (Lee et al., 1994). In this sample, the SDS
demonstrated strong internal consistency (a=0.91)
and split-half reliability (r=0.89). Furthermore,
the SDS was strongly related to the GDS (r=0.88)
and the Chinese HDRS (r=0.86). Overall, the cut-
off score of 42/43 yielded the highest sensitivity
(92.3 %) and specificity (87.5 %).

Research with Japanese Samples

A recent study of 7,136 residents in Japan
(20-79 years old) were administered a Japanese
version of the SDS (Chida, Okayama, Nishi, &
Sakai, 2004). The investigators used the follow-
ing cut-off scores: 20-39 indicated no or insig-
nificant symptomology, 40—47 indicated mild
depression, 48-55 indicated moderate depres-
sion, and >56 indicated severe depression.
Results showed that 13.7 % of the sample scored
within the moderate to severe range with more
females (16.3 %) than males (10.6 %) in this
range. Factor analyses revealed a two factor
structure that only retained 12 of the 20 items in
the overall sample. The researchers recom-
mended against the use of this scale among
depressed individuals reporting mainly somatic
symptoms as many of these items were dropped
from the factor analysis. To this end, other rating
scales of depression are recommended among
Japanese individuals.

Assessment of Suicidality

Suicide was the eighth leading cause of death
among Asian-Americans in 2007 and the second
leading cause of death for Asian-Americans in the
15-34 age group (Heron, 2011). Asian-American
adults reported a lifetime prevalence of suicide
ideation of 8.6 % and suicide attempts of 2.5 %
(Duldulao, Takeuchi, & Hong, 2009). Choi,
Rogers, and Werth (2009) provided a thorough
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review of issues that may arise during the suicide
risk assessment process when working with
Asian-American college students. The authors
recommended paying attention to issues such as
self-disclosure, acculturation, intergenerational
conflict, collectivistic values, the model minority
myth, and perfectionism when conducting a risk
assessment with Asian-American clients (Choi
et al., 2009).

We found only few studies with Asian-
Americans that examined the psychometric
properties of suicide measures. The validity of
the College Student Reasons for Living
Inventory was examined with Asian-American
college students (Choi & Rogers, 2010). Five
of the original six factors were replicated and
the reliability for each scale varied from mod-
erate to high. The scale still explained 8 % of
the variance in suicidal behavior after depres-
sion and hopelessness were already accounted
for. Thus, the CSRLI seems to be a valid and
reliable measure of assessing suicide risk
among Asian-American college students (Choi
& Rogers, 2010).

Several other measures were translated and
validated with Chinese samples. The Geriatric
Suicide Ideation Scale-Chinese (GSIS-C; Chou,
Jun, & Chi, 2005) demonstrated adequate psy-
chometric properties with Hong Kong older
adults. Similarly, the Suicide Intent Scale had
acceptable psychometric properties in a large
community sample of Taiwanese respondents
who committed deliberate self-harm (Gau, Chen,
Lee, Chang, & Cheng, 2009). The Chinese ver-
sion of the Adult Suicide Ideation Questionnaire
measures the severity of suicidal ideation and
also displayed appropriate psychometric proper-
ties with Hong Kong adults (Fu, Liu, & Yip,
2007). The questionnaire correctly classified 25
out of 33 people with suicidality (75 %) but had a
low positive predictive value (5.2 %; cutoff
score=1). The few studies that we examined
reveal that a large amount of the research in this
area has been conducted in the last decade and
there is a need to accumulate a body of research
before determining the strengths and weaknesses
of specific suicidality measures.
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Conclusions and Recommendations

This chapter reviewed the most commonly used
assessment measures of depression and suicidality
in Asian-Americans. Based on the reviewed studies,
we provide a summary of our findings and suggest
that future research needs to evaluate instruments’
internal and external validity (Leong, 1997).

Our review is consistent with Leong et al.’s
(2003) observation that a select few measures
dominate the area of depression. Specifically, the
BDI and the CES-D continue to receive signifi-
cant psychometric scrutiny. While this increases
our psychometric understanding of these mea-
sures, less attention is directed to other promising
measures.

Moreover, in order to compare depression and
suicidality across groups, it is necessary to dem-
onstrate “an underlying universal or by searching
for equivalences” (Berry, 1980, p. 8, italics in the
original). Despite recommendations for specific
procedures in the translating and adaptation of
tests (International Test Commission, 2010), few
studies demonstrated the measurement equiva-
lence of each instrument. The internal validity or
measurement equivalence requires that the
words’ meanings in another language are pre-
served (linguistic equivalence), the construct
serve the same function across groups (functional
equivalence), the conceptual frame is preserved
(conceptual equivalence), and the measure’s psy-
chometric properties are transportable and gener-
alizable to other groups (metric equivalence;
Leong, Kalibatseva, & Park, 2013).

Recent research also indicated the emphasis
on identifying cut-off scores and establishing the
sensitivity and specificity of the used instru-
ments. Cut-off scores and sensitivity/specificity
information are especially helpful for clinicians
using self-report questionnaires as supplemen-
tary diagnostic tools. Thus, instruments with
adequate external validity will be able to detect
correctly individuals with below clinical (i.e.,
specificity) and clinical levels of depression and
suicidality (i.e., sensitivity). Studies, however,
have largely depended on small sample sizes or
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convenience samples to examine cut-off scores.
Although criteria may be established for specific
groups, researchers and clinicians need to use
cut-off scores with caution and supplement their
diagnostic decisions with data from other sources.

The increase in attention towards understand-
ing the psychometric properties of existing mea-
sures is encouraging. This signals greater interest
in validating existing measures. Yet, we noticed
that it was a small pool of researchers who were
conducting these validity studies. Therefore,
future recommendations include establishing the
measurement equivalence and specificity/sensitiv-
ity for various depression measures other than the
CES-D and BDI, building on current findings and
encouraging collaborations across research teams.
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