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History
	The Beck Depression Inventory (BDI) is a self-reporting questionnaire that has 21 items that are used to examine the severity of depression in psychiatric and normal individuals. Beck et al. developed the inventory in 1961 based on the theory of negative distortions as the cause of depression.  From a historical standpoint, depression was seen as a behavioral characteristic that induced hostility against self. On the contrary, BDI was developed based on patients' descriptions of symptoms, and the information was used to structure a scale that corresponded to the severity of depression. Beck et al. provided empirical evidence that the distortions were not sustainable, inaccurate, and the causes of negative thoughts against self as depicted in the historical literature review. However, the researchers found that depression was as a result of the cognitions.
BDI has undergone many developments, including card and computerized forms. The questionnaire was revised in 1978 and 1996 to give rise to BDI-1A and BDI-II, respectively. BDI-II did not depend on a specific theory of depression, and it is available in several languages (Jackson-Koku, 2016). Besides, the questionnaire has a shorter version known as BDI Fast Screen for Medical Patients (BDI-FS). The BDI-FS is used for primary care delivery, and it composes seven self-reporting items that correspond to primary depressive symptoms identified within the initial two weeks. Also, Beck et al. developed a triad that was used to analyze negative cognitions about the future, self, and the whole world to give insight into depression. Overall, the researchers were able to prove that intrusive negative cognition can sustain depression; the concept is used in cognitive behavioral therapy (CBT) in modern medicine. 	 
Description
	The BDI was developed based on clinical observations of symptoms and behavioral characteristics of normal and psychiatric patients. In the end, Beck et al. consolidated 21 items from the observations to form the basis of 0-4scale ranking. The questionnaire is self-administered though trained interviewers can be deployed administer it. Self-administered questionnaires should 10-15 minutes to fill. Also, BDI-11 that is primarily used for severe depressive symptoms is often recalled after a two-week-timeline. The requirement is in line with the fourth edition of the diagnostic and statistical manual (Jackson-Koku, 2016). Comprehension of the questionnaire requires educational levels of a fifth-sixth grade.
 	The self-rated scale consists of depressive symptoms such as a sense of failure, moodiness, pessimism, punishment, self-accusation, suicidal thoughts, self-dislike, fatigability, loss of libido, weight loss, indecisiveness, guilt, and self-dissatisfaction. Individual scale items range from 0-4 with 4 being a point of the continuum while 0 and 3 equate least and most respectively. The total summed range is from 0-63. High scores on the scale show higher depressive levels and vice versa. Besides, the BDI has two subscales known as somatic-performance and cognitive-affective. The self-rate scale incorporates psychometric properties of mean internal-consistency approximates that sum up to 0.86 for psychiatric individuals. The mean correlation of the overall score of depression is higher than 0.60. In bipolar depression clinical intervention, the BDI is used as a secondary measure of that can be tied up with rater-administered scales such as HAM-D (Martha, Chen, & Young, 2015). The answers provided for the 21 questions can be summarized in standardized cutoffs that differentiate the symptoms from the original. In this 0-13 represent minimal depression, 14-19 show mild depression, 20-28 depict moderate depression, and 29-63 indicate severe depression. 
 Items
	The BDI-11 has 21 items that are ranked on a 0-4-point scale to show the presence or absence of depression symptoms. The items cover cognitive, somatic, affective, and vegetative symptoms based on DSM-IV criteria used to diagnose depression. The scores are determined by adding the highest ratings obtained from the answers to the 21 items. 0 is the minimum score, while 63 is the maximum score. High scores are reflective of severe depressive symptoms and vice versa during clinical trials. The items express feelings t such as low self-worth, guilt, and suicidal thoughts that are common among populations suffering from depression. The set of questions incorporate 10 negative and positive statements that can be confusing to patients (Thorntorn & Argoff, 2009).
[bookmark: _GoBack] 	Moreover, the items incorporate changes in hypochondriasis, body image, and work difficulties were removed from BDI-11. The revisions on BDI-II also included items on appetite and sleep loss were made to include decrement an increment of the same. The questionnaire also has items that deal with feelings such as suicidal thoughts, sex interest, and self-punish. All in all, the BDI is useful in clinical trials since it shows the closeness of scores to the magnitude of depression. The items have been crucial elements of clinical trials in psychiatry and psychology fields. The result obtained from answering the items can be used in the quantitative assessment of levels of depression. In this regard, medical practitioners can monitor changes within their patients for certain timelines before administering appropriate treatment. 
Validity
	Content validity of the BDI has shown remarkable improvements due to the replacements and recordings made on it to align with DSM-IV criteria. Mean correlation coefficients (0.72 and 0.60) have been proven to be with clinical ratings of depressive symptoms for both psychiatric and non-psychiatric individuals. In clinical trials, construct validity is high for depression symptoms when the questionnaire is used; that is, α=0.92 for psychiatric persons and 0.93 for college-going individuals (Jackson-Koku, 2016). Also, empirical evidence shows that concurrent validities can be demonstrated between the questionnaires and other related metrics of depression. For example, Minnesota Multiphasic Personality Inventory-D established that γ = 0-77. 
Besides, studies on criterion validity of BDI-II has a positive correlation with the Hamilton Depression Rating Scale that showed that γ = 0.71 and the test-retest reliability for a one-week-timeline as γ = 0.93. The empirical evidence above demonstrate the robustness of the questionnaire when it is used to measure the daily variations of patients’ feelings; therefore, its internal consistency α = 91. The internal consistency exhibited by each item on the self-rate scale using the Cronbach’s α coefficient produced similar results (Batista et al., 2018). In this regard, the questionnaire incorporates the dimensionality of the items to separate somatic and cognitive domains. Besides, results from BDI-II can be conceptualized based on affective, somatic, and cognitive symptoms. The variance of the symptoms has also been accurately used to determine the severity of depression. Therefore, the BDI-II total score, as well as subscale factors, has shown acceptable internal consistency with α ranging from 0.70- 0.89. T-test analysis of the results has been demonstrated that BDI scores can be differentiated into hospitalized persons and patients at home. Collectively, the results provide an explanatory framework of BDI based DSM-IV criteria used to evaluate the severity of depression.
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