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ABSTRACT

CHANGING EXPLANATORY STYLE IN MIDDLE-SCHOOL CHILDREN

By
Abigail Ellen Gleason

Fifty-one middle school students volunteered to participate in
an after-school program designed to increase self-esteem. Children
were assigned to one of three treatment groups: a) explanatory style
training, b) relaxation training, and c) no-contact.

The explanatory style and relaxation groups received five
hours (one hour weekly) of training to foster optimistic explanatory
style or to promote relaxation skills, whereas students in the no-
contact group received no training during this phase. All children
completed measures before groups began (pre-test), immediately
following training (post-test) and five weeks after the conclusion of
training (follow-up). The no-contact group received explanatory
style training after follow-up data collection, and completed
additional measures after the conclusion of their training.

At pre-test, depressed children obtained significantly lower
scores than non-depressed children on measures of perceived
competence, self-efficacy, and explanatory style. Many of these
differences persisted at post-test and follow-up. Depressed children
in all three groups experienced a reduction of depressive symptoms
at post-test [explanatory style group: F (1,7) = 8.36, p <.05; relaxation






training group: F (1,4) = 8.00, p <.05; no-contact group: F(1,7) =
14.82, p<.01].

Results from pre-test to follow-up indicated an increase in
optimism for positive events among the explanatory style group
[F(1,17) = 6.28, p <.05] During this time, the no-contact group
experienced increasing pessimism in the face of negative events
[F(1,17) = 33.63, p<.001] and a decline in overall optimism
[F(1,17) = 15.36, p <.001]. These results suggest that explanatory
style training may have a positive impact on optimism among
children, and may serve as a protective factor against the
development of pessimism in the face of negative events.

There were no significant differences between treatment
groups in perceived competence, self-efficacy, or persistence at any
time. It is speculated that longer interventions may be necessary to
produce positive changes in these areas.

Suggestions are made for improving future interventions

among middle school children.
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INTRODUCTION

Martin Seligman (1991) defined explanatory style! as the
manner in which one consistently explains the causes of events (p.
15). Seligman, along with a number of other investigators, has
proposed that certain types of attributions for negative life events
(i.e., internal, global, and stable attributions) can lead to depression,
as well as poor physical health and general inactivity or passivity
(Abramson, Seligman, & Teasdale, 1978; Peterson, Seligman, &
Vaillant, 1988; Seligman, 1991).

At this point, it may be helpful to consider what constitutes a
maladaptive attribution for a negative event. Internal attributions
tend to credit or blame oneself for events (e.g., "It was my fault that
our team didn't win"). Global attributions generalize the success or
failure to other areas (e.g., "I'm not good at anything"). Stable
attributions contain the notion that situations will not change over
time (e.g., "I will never be any good at math"). The examples given
above illustrate the kinds of thoughts that may be related to the
development of depression in individuals with pessimistic
explanatory styles.

The concept of explanatory style derives from the reformulated
learned helplessness model of depression (Abramson et al., 1978).
The main idea of the original learned helplessness model is that the

expectation of uncontrollable outcomes leads to cognitive,

1 Throughout this paper, the terms "explanatory style" and "attributional
style" are used interchangeably.



motivational, and emotional deficits. In the reformulated model, the
authors hypothesized that individuals who tend to make internal,
stable, and global attributions for negative life events are prone to
helpless behaviors and depression. The reformulated model posits
that these types of attributions lead to the perception of
helplessness, and to depression. In the same way, research in
explanatory style has identified internal, stable, and global
attributions for negative events as the components of maladaptive2
attributional styles (Seligman, 1991).

Although much of the learned helplessness literature
concentrates on depression as a consequence of maladaptive
attributions, studies in explanatory style suggest a number of
additional negative consequences associated with maladaptive
attributional style. For example, researchers conducting a thirty-five
year longitudinal study found that a pessimistic explanatory style
constituted a significant risk factor for physical illness (Peterson,
Seligman, & Vaillant, 1988). In addition, findings in educational
research suggest a link between attributions and academic
persistence behaviors in children (Andrews & Debus, 1978; Chapin &
Dyck, 1976; Fowler & Peterson, 1981; Okolo, 1992).

Furthermore, there is evidence that explanatory style becomes
more stable as children age, and may begin a solidification process
around puberty (Nolen-Hoeksema, Girgus, & Seligman, 1986; 1992).
If it is true that depressive explanatory style is related to depressed

2 The adjectives "maladaptive,” "depressive,” and "pessimistic" are used
interchangeably in describing attributional styles. All of these descriptors
refer to an attributional style characterized by internal, global, and stable
attributions for negative life events.



mood, poor physical health, and a lack of persistence, it makes sense
to target this explanatory style for intervention, in order to prevent
or reduce potential negative consequences and enhance physical and
mental well-being. In addition, it may be particularly useful to work
with children as they are entering puberty to determine whether
explanatory style training serves a preventive purpose.

This investigation sought to determine the efficacy of a school-
based program directed at changing children's maladaptive
attributions. In light of evidence that optimistic explanatory style is
related to greater persistence behaviors as well as a reduction in
depressive symptomatology, it was expected that children who
participated in this program would evidence some positive changes
in both of these areas.

The following sections will describe the problem of childhood
depression, introduce the reformulated learned helplessness model
(Abramson, Seligman, & Teasdale, 1978), and explain the subsequent
development of explanatory style as a research topic. Later sections
will outline some attempts at modifying explanatory style, and will
provide examples of various cognitive treatment approaches that
have already been used with children and adolescents. Next, there
will be a discussion of parental involvement in interventions with
minors. Finally, a number of methodological issues related to this
type of research will be addressed.

Childhood Depression

There is evidence that feelings of depression increase between
childhood and adolescence (Rutter, 1986), especially for girls (Offord
etal.,, 1987). At present, there is a dearth of methodologically sound






epidemiological studies to determine the prevalence of depression in
childhood. Fleming and Offord (1990) conclude that rates of pre-
pubertal depression are probably less than 3%, and increase with
age. They temper their conclusion with the caveat that
methodological shortcomings and inconsistent use of assessment
instruments have probably led to under-reporting of depression
rates.

The Ontario Child Health Study (Boyle et al., 1987; Offord et al.,
1987) reported somewhat higher rates of emotional disturbance.
These investigators found that 8.3% of rural children and 10.7% of
urban children (ages 4-16) suffered from some type of emotional
disorder.3 In contrast to the aforementioned study by Fleming and
Offord (1990), these authors found that more than 10% of their
sample of children aged 4-11 suffered from an emotional disorder.

Developmental issues appear to play a large role in childhood
depression. In pre-pubertal children, sex differences are apparently
negligible, with girls and boys showing similar rates of symptoms.
However, in adolescence, females surpass males in rates of
depression (Fleming & Offord, 1990). This pattern mirrors that of
adult depression. However, it is not clear at this time whether
females show more depressive explanatory styles than males at any
point in the lifespan.

Childhood depression may have consequences for academic
performance. For example, Nadine Kaslow and her associates

(Kaslow, Tannenbaum, Abramson, Peterson, & Seligman, 1983) found

3 "Emotional disorder" includes affective disorders, anxiety disorders, and
obsessive-compulsive disorder.



an inverse relationship between depression and problem-solving
performance.4 In their study, fourth and fifth grade children
completed the Children's Depression Inventory (CDI), in addition to
block design and anagram tasks. CDI scores were inversely related
to problem-solving performance, indicating that depressed children
did not perform as well as non-depressed children in these cognitive
tasks.

Learned Helplessness

One model of depression which has been useful in cognitive-
behavioral therapy is the reformulated learned helplessness model
(Abramson et al., 1978). Learned helplessness is a process in which
an organism is exposed to an inescapable aversive stimulus and
subsequently learns that outcomes are not contingent upon
instrumental responses. In humans, this realization leads to four
major types of deficits: cognitive, motivational, emotional, and self-
esteem. The cognitive deficit in this model refers to the individual's
difficulty learning new information, specifically, learning that a
particular response will allow escape from the aversive stimulus.
The motivational deficit involves retardation of voluntary
responding, such that the individual eventually stops trying to
escape the aversive situation. The emotional deficit represents
feelings of depression. Finally, the self-esteem deficit results from
the perception that although one is not capable of escaping an
aversive situation, others would be able to escape by responding

effectively.

4 Measures of cognitive performance included block designs (r =-.64) and
anagrams (r=-.67).



The reformulated model distinguishes between universal
helplessness and personal helplessness. Universal helplessness
refers to the belief that anyone would be helpless in a particular
situation, whereas personal helplessness refers to the belief that
oneself alone would be helpless in a given situation, whereas others
would not be helpless. The contribution of this distinction is that
personal helplessness involves an internal attribution, and thus is
more likely than universal helplessness to lead to depression and a
self-esteem deficit.

Another flaw in the original model was an inability to predict
the chronicity and generality of helplessness. The authors of the
reformulated model posit that the perception of helplessness is
attributed to a cause which may be global or specific, stable or
unstable, and internal or external. If a global attribution is made for
a failure, the individual will likely generalize feelings of helplessness
to other situations, and perceive them as uncontrollable. In the same
way, if the individual makes a stable attribution for failure, the
perception of helplessness is likely to persist in the future.

The reformulation proposes that a subset of depression, called
helplessness depression, involves internal, global, and stable
attributions for failure, and external, specific, and unstable
attributions for success (Abramson, Seligman, & Teasdale, 1978).
The depressive attributional style characterized by internal, global,
stable attributions for negative events has also been referred to as
"pessimism" (Seligman, 1991).

According to the reformulated model, depression can result

from a chain of events which begins with a negative outcome and



ends with internal, stable, and global attributions or expectations of
hopelessness (Alloy, Abramson, Metalsky, & Hartlage, 1988). The
authors of the reformulated model (Abramson et al., 1978) proposed
a diathesis-stress relationship between outcomes and depression.
Whereas positive uncontrollable outcomes can lead to motivational
and cognitive deficits, negative outcomes are necessary to produce
emotional deficits, or depression. The authors do not, however, rule
out the possibility of other types of depression, with varying
etiologies.

It has been proposed that learned helplessness may be induced
through aversive stimulation that is inescapable (Hiroto & Seligman,
1975). Such a situation could easily occur in a school setting in which
a child is exposed repeatedly to failure and finally stops trying to
achieve. The end result of this scenario might be a lack of academic
persistence (motivational deficit), a failure to recognize that studying
could improve performance (cognitive deficit), depression (emotional
deficit), and a belief that others are capable of academic success
while this particular student is not (self-esteem deficit).
Unfortunately, such a pattern could lend itself to further school
failure and corroborate the student's pessimistic attributions.
Explanatory Style

Philip Kendall (1993) hypothesized that cognitive dysfunction
takes on two different forms among children and adolescents.
Cognitive deficiencies are present when youths fail to thoughtfully
consider the consequences of their actions, and are associated with
impulsivity. On the other hand, cognitive distortions are present

when youths process information in a biased or dysfunctional






manner. Cognitive distortions are related to depression and anxiety
in youths. In both types of cognitive dysfunction, coping skills are
impaired.

Albert Ellis (1962) asserted that cognitive distortions
constituted both a cause and a maintenance factor in emotional
disturbance. He proposed that, if individuals could be released from
illogical thought patterns, they would probably not become
disturbed, and even if they did, they would not be able to remain
disturbed for very long. In the same way, optimistic explanatory
style does not imply an unrealistic worldview, but rather a realistic
openness to possibilities for success and positive outcomes, with the
understanding that a particular negative outcome is only one of
many possibilities. Optimistic explanatory style involves seeing
oneself as an agent rather than a passive onlooker. In other words,
optimists believe that they can influence outcomes by their actions.

It is important to note that an optimistic explanatory style is
not the equivalent of "blind optimism." That is, an optimist can be a
realist who does not expect the worst imaginable scenario to occur
when a situation has the potential to lead to disappointment. Rather,
an optimist would be likely to consider a number of possible
outcomes, and would probably generate and pursue a number of
alternative actions, should the outcome be disappointing. In this
way, the optimistic person would work to influence outcomes.
Research with Adult Participants: Explanatory Style and Depression

Research on explanatory style with adult subjects indicates a
positive correlation between attributional style and depression.

Using a sample of 39 adult patients with unipolar depression and 12



with bipolar depression, Martin Seligman and his associates
(Seligman et al., 1988), found that the worse the depression, the
more maladaptive the explanatory style. The patients in this study
received cognitive therapy, based on the program outlined by Beck,
Rush, Shaw, and Emery (1979). Some of the basic components of this
approach include translating the individual's concerns into solvable
problemss, helping the individual to confront and challenge irrational
beliefs and assumptions, and assigning "homework" to be done
between therapy sessions. Participants experienced both a reduction
of depressive symptoms and an improvement in explanatory style.
These changes were largely maintained at one year follow-up.

Similarly, another investigator found that depressed college
students were more likely to attribute failure to an internal cause,
and success to an external cause than their non-depressed
counterparts (Rizley, 1978). This pattern is consistent with the
reformulated learned helplessness model.

Research on cognitive correlates of depression has not yielded a
clear causal relationship between depression and attributional style.
In a one-year longitudinal study, investigators did not find cognitive
measures predictive of future depression (Lewinsohn, Steinmetz,
Larson, & Franklin, 1981). These researchers concluded that
depressive cognitions coincide with other depressive symptoms, but

do not necessarily precede depressive episodes. However, they also

5 While a client might complain of "just not feeling right” upon entering
therapy, this program would encourage client and therapist to target
particular areas of the client's life for intervention. In this way, a client could
set specific goals such as "I'd like to be more assertive at work" or "I'd like to be
more clear in communicating my feelings to my romantic partner.” In so
doing, the individual may feel that his/her problems are manageable.
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reported that individuals who showed more negative cognitions
during depressive episodes were slower to recover from depression
than subjects who displayed fewer depressive cognitions.
Explanatory Style and Cognitive Performance

Pessimistic explanatory style may also be related to poor
performance on cognitive tasks. There is evidence that anxious and
depressed adults experience difficulties with cognitive problem-
solving tasks and experience more cognitive interference than
control subjects when performing these tasks. In a study by
Zarontonello, Slaymaker, Johnson, and Petzel (1984), anxious and
depressed college students (as measured by the State Trait Anxiety
Inventory-A and the Beck Depression Inventory) performed more
poorly on a test of anagrams, thought more about how well they
were doing while completing the task, and evaluated their own
performance more negatively than control subjects.
Explanatory Style and Physical Health

Using data from a 35-year longitudinal study, Peterson,
Seligman, and Vaillant (1988) concluded that explanatory style has
important implications for physical health in adults. Investigators
from this research project followed 99 men from Harvard
University's classes of 1942-1944. The participants were screened
so that only the individuals who were believed to be in very good
mental and physical health, with excellent academic records, were
selected for participation. Between ages 25 and 40, there was very
little correlation between health at the present age and explanatory
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style at age 25.5 However, at age 45, the correlation jumped
dramatically (r =.37, p <.001), indicating that explanatory style at
age 25 was predictive of future physical health. The authors
suggested a number of possibilities for the relationship, namely that
the pessimistic subjects may have been more passive than their
peers in the face of illness. In other words, individuals with a
pessimistic attributional style might have failed to seek or follow
medical advice, or might have neglected to attend to basic preventive
health care measures.

Peterson and Bossio (1991) posit that a combination of blaming
oneself for bad events and feeling powerless to change one's
situation creates a great deal of stress, which weakens the immune
system over time, and makes illness more likely.

There is a growing body of evidence that pessimistic
explanatory style is related to, but not predictive of, depression,
cognitive performance deficits, and poor physical health in adults.
The next few sections will contain descriptions of research related to

explanatory style in children and adolescents.

Research with Child and Adolescent Participants: Explanatory Style

and Depression
Research on explanatory style among children and adolescents

has also offered some support for the reformulated learned
helplessness model. In other words, the literature suggests that
depressed children have more pessimistic attributional styles than
non-depressed children (Garber, Weiss, & Shanley, 1993; Kaslow,

6 Controlling for initial physical and mental health, the correlations ranged
from .03 to .13. None of these correlations was significant at the .05 level.
Measures of physical health were taken every five years.
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Rehm, & Siegel, 1984; McCauley, Mitchell, Burke, & Moss, 1988;
Nolen-Hoeksema, Girgus, & Seligman, 1986; Nolen-Hoeksema, Girgus,
& Seligman, 1992). Further, there is evidence that the correlation
between depression and explanatory style increases with age,
lending support to the notion that explanatory style becomes
increasingly stable with age (Nolen-Hoeksema et al., 1992).

Although research has tended to focus on children's
attributions for negative or stressful life events, there is evidence
that depressed children also view positive life events differently
than non-depressed children. In a study by Elizabeth McCauley and
her associates (McCauley, Mitchell, Burke, & Moss, 1988), it was
found that depressed children made more external, unstable, and
specific attributions for successes. This pattern of dismissing
successes as external to oneself and one's abilities may prevent the
individual from engaging in proactive behaviors, and thus maintains
the perception of helplessness.

Like Lewinsohn and his colleagues (1981), Susan Nolen-
Hoeksema and her associates (1986) found conflicting results about
the direction of causality between explanatory style and depression.
In a one-year longitudinal study, they reported that explanatory
style was predictive of future depression in children, and that
depression also predicted changes in explanatory style. Five times
during the course of a year, the researchers administered the
Children's Attributional Style Questionnaire (CASQ; Seligman et al.,
1984) and the Children's Depression Inventory (CDI; Kovacs, 1980),
among other instruments, to a group of third, fourth and fifth grade

students. They found that explanatory style at time n served as a
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predictor of depression at time n + 1, even when depression at times
nand n - 1 were controlled. The investigators conducted a similar
analysis to determine whether depression scores predicted changes
in explanatory style, and found that depression at time n was
predictive of explanatory style at time n + 1. This pattern of results
suggests that depression and explanatory style coincide and may
reinforce one another. For example, the authors posited that
depression could play a role in the development of a pessimistic
attributional style, and that a maladaptive attributional style could
also contribute to depression. Taken together with the findings of
Lewinsohn and his associates (1981), it appears that, at the very
least, pessimistic explanatory style may be related to a delay in
remission from depressive symptomatology.

Attributional Style and Academic Persistence

Much of the educational literature in explanatory style has
focused on its relationship to persistence. One general finding has
been that attributions have an impact on persistence behaviors in
children (Andrews & Debus, 1978; Chapin & Dyck, 1976).
Investigators in this area have attempted to encourage persistence in
children by teaching a relationship between effort and outcomes.

In a study by Andrews and Debus (1978), sixth graders who
attributed failures to lack of effort (internal, unstable) tended to be
more persistent than children who attributed negative outcomes to
lack of ability (internal, stable) or task difficulty (external, unstable).
Furthermore, the investigators found that children who were
verbally reinforced for associating effort with outcomes tended to be

more persistent at post-test, and that there was generalization of this
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persistence to an unfamiliar tester and tasks that were not used in
the original testing sessions.

Fowler and Peterson (1981) expanded on these findings and
conducted attribution retraining sessions with middle school subjects.
In these training sessions, an experimenter either verbally associated
outcomes with children's level of effort or taught the children to say
to themselves, "I got that right. That means I tried hard." or "No, I
didn't get that. That means I have to try harder." Children in the
control groups were merely given feedback on whether their
responses were correct or incorrect. Children who received
attribution retraining were more persistent in reading difficult
materials than control subjects on later trials. It is important to note
that these children persisted in the face of failure, suggesting that
attribution retraining may reduce some of the negative effects of
school failure. This type of intervention may allow children to
continue to learn rather than abandon tasks as they become more
difficult.

In a more recent study (Okolo, 1992), children with learning
disabilities participated in eight 30-minute sessions involving a
computerized mathematics program. Members of the experimental
group received feedback about the number of correct responses they
had given, and whether or not they had reached their goals.”
Experimental participants also received some attributional feedback,
relating their performance to effort and ability if they succeeded,
and to effort alone if they failed. On the other hand, members of the

7 For all participants, the specified goal was to solve the same set of problems
three times within a given time period, and achieve at least 80% accuracy.
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control group only received feedback on the number of correct
responses and the status of the goal. Although the students did not
differ on the types of attributions made for success and failure at
post-test, those who received attribution retraining voluntarily
completed more problem sets than the control subjects. In addition,
despite the similarity between the two groups on a computation pre-
test, children in the attribution retraining group performed
significantly better on a computation post-test than the children who
received neutral feedback. These findings suggest that attribution
retraining has an impact on academic persistence. Improved
performance on the computational measure may have been a
reflection of persistence as well as the additional practice undertaken
by children in the experimental group.

The research literature on explanatory style in children and
adolescents resembles the adult literature in that both link
explanatory style to depression and cognitive performance. The key
difference between adults and children is that there is no evidence at
present that children with pessimistic explanatory styles suffer from
poor health, as compared with optimistic children. However, the
results of the study by Peterson and his colleagues (1988) suggest
that the correlation between explanatory style at age 25 and physical
health increases with age, and becomes pronounced only at around
age 45.

Modification of Explanatory Style

According to Beck and Weishaar (1989), "the goals of cognitive

therapy are to correct faulty information processing and to modify

dysfunctional beliefs and assumptions that maintain maladaptive
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behaviors and emotions." (p. 28) Certainly, pessimistic attributions
are often both irrational and self-defeating. For example, imagine
that a child experiences a failure, and then says, "I never could do
anything right." This statement is surely inaccurate, and the child
could probably come up with a memory of doing something kind or
helpful or intelligent. More importantly, however, this internal,
stable, and global attribution gives the child no reason to persist or to
believe that the future will be different. In that way, the child's
attribution maintains both maladaptive behaviors and negative
emotions.

On the other hand, consider a situation in which the same child
experiences a failure and says, "I guess I'll have to study harder to
improve my grade. This teacher tends to give pretty tough exams."
The attribution is now external (the teacher gives difficult tests),
unstable (there is the expectation that the grade will change through
study), and specific (limited to this particular course). In this case,
the child may be encouraged to take action in order to improve the
situation, and will probably not experience motivational, cognitive,
emotional, or self-esteem deficits in relation to the attribution.

There is evidence that cognitive therapy can help adults
develop a more optimistic explanatory style. For instance, in a study
by Martin Seligman and his colleagues (1988), depressed adults
participated in psychotherapy at the Center for Cognitive Therapy at
the University of Pennsylvania, and were monitored for depression
levels and explanatory style scores. The therapy was based on the
model outlined by Aaron Beck and his colleagues for the treatment of
depression (Beck, Rush, Shaw, & Emery, 1979). In this study, the
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most severely depressed patients tended to have the most
pessimistic explanatory styles. The authors found an inverse
relationship between depression and explanatory style such that
decreases in depression were associated with more optimistic
explanatory styles. Furthermore, patients with optimistic
explanatory styles continued to be less depressed at one year follow-
up. These findings support the notion that explanatory style is
related to depression, and that cognitive therapy may facilitate
change in explanatory style.

Although some studies have examined the relationship
between attributions and performance in children, no studies have
focused solely on changing the explanatory style of children. There
is evidence that cognitive work and skill building can lead to a
reduction of depressive symptoms (Jaycox, Reivich, Gillham, &
Seligman, 1994; Kahn, Kehle, Jenson, & Clark, 1990) or a reduction of
perceived severity of stressors (Elias, Gara, Ubriaco, Rothbaum,
Clabby, & Schuyler, 1986).

For children, in contrast to adults, changes in depression level
have not coincided with changes in explanatory style. In a study by
Lisa Jaycox and her colleagues (1994), a group of children at risk for
depression8 was given cognitive and social problem solving skill
training. Although depressive symptoms decreased among these
children, explanatory style did not change significantly. However,

experimental subjects experienced a greater reduction of depressive

8 The high risk group was composed of children who showed depressive
symptoms as measured by the CDI, and who evidenced a perception of marital
conflict, as measured by the Child's Perception Questionnaire (Emery &
O'Leary, 1982).
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symptoms than control subjects, and this difference was maintained
at six month follow-up. The control group in this experiment was
made up of a combined waitlist group and no-contact control group.
Thus, the role of non-specific factors in this study is not clear.

There are several possibilities as to why these investigators did
not find significant changes in explanatory style. The most obvious,
of course, is that the children's explanatory styles did not change,
and thus no change could be measured. A second possibility, which
has been suggested previously, is that children's explanatory styles
grow more stable with age, and may not be consistent enough for
meaningful pre-/post- comparisons before puberty (Cole & Turner,
1993; Nolen-Hoeksema, Girgus, & Seligman, 1992). A t_hird
alternative is that the current measures of explanatory style for
children are inadequate. Cole and Turner (1993) stated that the
Children's Attributional Style Questionnaire (CASQ) has poor internal
consistency, which may be related to children's lack of a consistent
attributional style. Finally, another possibility is that the
relationship between explanatory style and depression differs
between adults and children.
Use of Training or Therapy Groups with Children

A number of efforts have been made to reduce depression
levels in children and adolescents, or to reduce the negative impact
of common stressors on this population. Group treatments have
received more research attention than individual interventions, and
have shown promise in reducing depression (Elias, Gara, Ubriaco,
Rothbaum, Clabby, & Schuyler, 1986; Fine, Forth, Gilbert, & Haley,
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1991; Jaycox, Reivich, Gillham, & Seligman, 1994; Lewinsohn &
Clarke, 1984).

Marc Zimmerman (1990) spoke of "learned hopefulness," which
he described as "...the process of learning and utilizing problem-
solving skills and the achievement of perceived or actual control." (p.
72) He proposed that the perception of present and future
controllability would lead to "hopeful” behaviors and emotional
states, including psychological empowerment, proactive behavior,
and reduced alienation. His findings indicated that a sense of
empowerment played a large role in reducing feelings of alienation.

A recent study compared cognitive-behavioral, relaxation, and
self-modeling treatments for depression in adolescents (Kahn, Kehle,
Jenson, & Clark, 1990). The cognitive-behavioral and relaxation
training groups participated in twelve 50-minute sessions over a six-
week to eight-week period. The self-modeling condition, however,
involved twelve sessions, but only for 10-12 minutes each. In the
self-modeling condition, participants met with the experimenter
individually, rather than in a small group. For the cognitive-
behavioral group, an adolescent form of the Coping with Depression
(CWD) course (Lewinsohn & Clarke, 1984) was used. In each session,
a specific depression-related topic was addressed. The course was
based on a skill deficit/skill achisition model in which participants
were encouraged to practice various skills during and between
sessions. The relaxation group also involved practice within and
between sessions, and included lecture, demonstration, discussion,
case examples, and feedback. The self-modeling participants were
instructed to behave in certain ways that were not consistent with
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their depression (e.g., eye contact, erect body posture, positive
affective expression, positive verbal attributions). Subjects in all
treatment groups experienced a reduction in depressive symptoms.
However, subjects in the self-modeling condition did not generally
maintain the changes at one month follow-up, in contrast to
members of the cognitive-behavioral and relaxation training groups.
Another group of investigators (Butler, Miezitis, Friedman, &
Cole, 1980) conducted a school-based intervention with two
experimental groups (a role play group and a cognitive restructuring
group) and two control groups (a placebo control group and a no-
contact control group). Both experimental groups and the placebo
control group participated in ten weekly hour-long sessions. Each
role play session focused on a topic which would be played out by
group members and discussed. The topics were related to
depression, and included themes such as success and failure, peer
acceptance and rejection, and loneliness. The cognitive restructuring
group sought to teach children to replace dysfunctional automatic
thoughts with more constructive ones, to enhance listening skills, and
to understand the relationship between thoughts and feelings.
Children in the placebo control group were taught to solve problems
collectively by sharing research and information. The final group
was a no-contact control group. The investigators found that
children who received role play training tended to experience
decreased depression levels, whereas children in the cognitive
restructuring and control groups did not differ significantly from one
another after the treatment. The authors speculated that the role

play group had more appeal for the participants, as it did not
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demand as much verbal activity or introspection from the
participants.

One program which targeted middle school children took a
social problem-solving approach, and included both instructional and
application phases over an academic year (Elias et al., 1986). The
instructional phase was conducted throughout the first semester of
an academic year, and consisted of an introduction to problem-
solving over 20 40-minute sessions. The application phase was
implemented throughout the second semester, and consisted of two
major components: formal sessions in which the teacher
demonstrated methods of integrating problem-solving skills into
regular class sessions and informal sessions in which the teacher
mediated conflicts by encouraging the children to use the problem-
solving skills they had learned. While the formal sessions of the
application phase were held approximately once a week, the informal
sessions were held at the teachers' discretion. The authors report
that these informal sessions took place approximately three times a
week.? Children who received both phases of the training perceived
life stressors as less of a problem than children who received only
the instructional portion of the training. Certainly, part of the
success of this program may be related to its length and integration
into the academic curriculum.

The Penn Prevention Program included both cognitive and

social problem-solving components in an intervention designed to

9 The authors did not report individual differences across teachers, but merely
stated that, "...our data indicate that such interventions were used
approximately three times per week by the majority of teachers." (p. 265)
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reduce or prevent depression among at-risk10 10-13 year olds
(Jaycox, Reivich, Gillham, & Seligman, 1994). Children who received
this treatment were significantly less depressed than children in a
combined waitlist/no-contact group at the conclusion of the
treatment period, as well as at 6-month follow-up. Although these
children did not show corresponding changes in a composite measure
of explanatory stylell, they were less likely to attribute events to
stable causes at the end of treatment.
Parental Involvement in Treatment/Training of Children

Although there have been many calls for greater parental
involvement, either as collaborators in treatment or as clients in
family interventions, little research has been done to determine the
efficacy of such applications (Kendall, 1993). Lauren Braswell (1991)
cites three major reasons to involve parents in cognitive behavioral
treatment for their children. First, parents often play a role in
defining the child's problem. Parents frequently refer their children
for treatment, and may possess important information about their
children's problems. Secondly, parents may have an effect on the
child's problem. For example, they may cause, exacerbate, or
otherwise moderate the problem. It may be helpful in treatment to
determine the impact of the parents' behaviors and communications
on the child's problems, and if necessary, work with the parents to
help them change maladaptive patterns. Finally, parents can be

10 children were classified as "at risk” on the basis of elevated depression
scores (as measured by the Children's Depression Inventory; Kovacs, 1980) and
self-reports of parental conflict (as measured by the Child's Perception
Questionnaire; Emery & O'Leary, 1982).

11 Explanatory style was measured by the Children's Attributional Style
Questionnaire (CASQ; Seligman, Peterson, Tannenbaum, Alloy, & Abramson,
1984).
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important collaborators in the therapeutic process, and may facilitate
skill transfer, or maintenance of therapeutic change.

Of course, it is often the case that parents resist participation in
treatment. Robin and Foster (1989) point out that a parent may not
see the need to participate in his or her child's treatment, since the
child or the other parent is perceived as "the problem." (p. 212)
They suggest contracting with families in order to clarify all
participants' expectations for treatment. They also emphasize the
importance of building rapport with family members, so that respect
is conveyed to all family members, and it is clear that therapy will
not be a forum for blaming or scapegoating any individual family
member. Ellen Wachtel (1994) asserts that resistance is a response
to anxiety, and thus the therapist should work to make clients feel at
ease, so that therapy can proceed. It seems reasonable that
experimenters would also benefit from these guidelines, as
cooperation may be enhanced and attrition reduced if they make
efforts to respectfully involve family members.

Methodological Issues

A number of methodological issues have arisen in the study of
depression in childhood and adolescence. According to Fleming and
Offord (1990), one major stumbling block in this type of research is
sampling. Perhaps most importantly, samples are often too small to
permit conclusions about epidemioldgy of disorders. In addition, the
attrition rate is frequently so great as to compromise the
representativeness of the sample. Unfortunately, the subjects who

drop out of these studies are not usually followed up, and it is



24

unclear whether they differ demographically from the remainder of
the sample.

Another important problem in depression research with this
population is the inconsistent use of measures. Measures for
depression in children have not withstood as much psychometric
scrutiny as have adult measures (Kazdin, 1981). That is, issues of
reliability and validity do not always receive adequate attention,
which may result in the use of inappropriate measures.
Hypotheses

Martin Seligman (1991) proposed a method of teaching
children to become more optimistic, in order to reduce the risk of
depression, and allow children to persist even when faced with
disappointments and failures. Unfortunately, there is no research
known to the present author that has closely followed Seligman's
training approach, and it is unclear at this time whether a group
focused solely on changing the explanatory style of children would
be effective and beneficial to participants.

If it is true that depressive explanatory style is related to
depressed mood, reduced persistence, and poor physical health (at
least in adulthood), it makes sense to target this explanatory style for
intervention, in order to prevent or reduce potential negative
consequences and enhance physical and mental well-being.

I hypothesize that (1) Depressed children who receive a five-
session training course (over five weeks) aimed at improving
children's explanatory styles will show a reduction in depressive
symptoms (as measured by the Children's Depression Inventory;

Kovacs, 1980) and a decrease in behavioral problems at home (as
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measured by the Child Behavior Checklist behavior problems
subscale completed by parents; Achenbach & Edelbrock, 1983) at the
conclusion of the course.

(2) Depressed children in a control group (relaxation training)
may also experience a reduction in depressive symptoms and
behavioral problems.

(3) Participants in an explanatory style group are expected to
show more optimistic explanatory styles at the conclusion of the
course than children in the relaxation training group and children in
the no-contact control group.

(4) Participants in the explanatory style group are also
expected to show greater perceived competence and confidence in
their own skills and abilities (as measured by the Perceived
Competence Scale for Children; Harter, 1982; Child Behavior Checklist,
social competence subscale, Achenbach & Edelbrock, 1983) and a
greater sense of self-efficacy (as measured by the Self-Efficacy Scale;
Sherer, Maddux, Mercandante, Prentice-Dunn, Jacobs, & Rogers,
1982) as compared to participants in the other two groups.

(5) Members of the experimental group are expected to show
more persistence behaviors at post-test and follow-up than members
of the relaxation training group and the no-contact control group.

(6) After receiving explanatory style training, children in the
no-contact control group will show decreases in their depression
scores, and will show greater perceived competence, self-efficacy,
and a more optimistic attributional style, as compared with members

of the relaxation training group.
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Method

Subjects

The parents of all fifth and sixth graders at a Michigan middle
school were asked to consent to a self-esteem screening of their
children. Children with elevated scores on the CDI (CDI >14) and
children with low scores on the CDI (CDI <5) were recruited to
participate in the study.12 The recruitment process consisted of
sending a letter home to parents of selected children and requesting
consent for these children to participate in an after-school program,
called the S.T.A.R.S. (Students Trying and Reaching Success) program.
Children who completed the program were promised S.T.A.R.S.
program t-shirts and an awards banquet at the end of the program.

Twenty-two boys and twenty-nine girls between the ages of 10
and 12 were included in the data analysis. According to parent
reports, 32 (63%) of the participants were African-American, 10
Caucasian (20%), 1 Hispanic (2%), 1 Native American (2%), 4 Multi-
racial (8%), and 2 were identified as "Other" (4%). One parent
declined to identify the ethnicity of her child (2%). Compared with
the population of the surrounding community, Caucasian students
were slightly under-represented in the program (Beecher
Community School District, 1990).

12The parents of a child whose CDI score was 43 were notified that their child
showed some risk for depression. Information regarding the community
mental health system in the area and mental health resources available at the
middle school was provided. The parents were invited to call the investigator
for additional information or referrals.
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Twenty-three (45%) of the parents reported a household
income of less than $10,000 a year; nine (18%) reported an income
between $10,000 and $20,000; ten (20%) reported $20,000 to
$35,000; four (8%) reported $35,000 to $50,000 and two (49%)
reported $50,000 to $70,000. Three parents (6%) declined to specify
their household incomes. No data were available regarding the
average income in this community.

The parents of all participants agreed to attend two meetings:
one before the training began, and one after the conclusion of
training. Parents who could not attend these meetings were asked to
come to the school to complete parent forms. Parents who were
unable to arrange transportation to the school were allowed to
answer questions over the telephone.

Parent and child measures were chosen for their wide use
among researchers as well as their high levels of reliability. It was
thought that the use of these particular materials would allow other
researchers to easily compare this study with related investigations.
Children's Test Battery!3

Children's Depression Inventory (CDI; Kovacs, 1980). Each CDI
item contains three sentences, indicating different symptom severity
levels. Sentences are assigned a value from O to 2, with a score of 2
being the most severe level of the symptom. The total score ranges
from O to 54. The internal consistency of the CDI ranges from .80 to
.94 (Saylor, Finch, Spirito, & Bennett, 1984), and this measure has
been shown to reliably discriminate psychiatric patients from non-

13Sources of all child measures may be found in Appendix A.
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referred adolescents (Carey, Faulstich, Gresham, Ruggiero, & Enyart,
1987).

Children's Attributional Style Questionnaire (CASQ; Seligman et
al., 1984). The CASQ is a 48-item forced choice measure in which
two dimensions of explanatory style are held constant, while the
third varies. In this way, children may receive composite
explanatory style scores for positive and negative events, in addition
to an overall composite score. The coefficient alphas (Cronbach,
1951) for the Composite Positive (CP), Composite Negative (CN), and
Total Composite (CPCN) are .71, .66, and .73, respectively.

Perceived Competence Scale for Children (Harter, 1982; Harter,
1987). Harter's Perceived Competence Scale for Children is a 36-item
scale in which children are as<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>