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ABSTRACT

A COMPARATIVE STUDY OF SHORT-TERM TREATMENTS
FOR DEPRESSION

By

Barbara Fleming

This study compared three approaches to the short-term
group treatment of depression and examined the influence
of a subject variable, cognitive complexity, on the effective-

ness of these treatments.

Depression control workshops were conducted in each
of three conditions: cognitive, behavioral and nondirective.
Thirty-five moderately depressed community residents
participated in the eight-session groups, led by graduate
student group leaders. Subjects in all three conditions
showed significantly decreased depressive symptomatology as
measured by general, cognitive and self-report behavioral
measures of depression. These decreases in depression
were maintained at a six-week follow-up period. There were
no significant differences among the treatment conditions
on most of the dependent measures and no significant
differences between subjects with high and low levels of
cognitive complexity. The implications of the finding that
three seemingly different interventions conducted by
relatively inexperienced leaders could all lead to signi-

ficant alleviation of depression were discussed.
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STATEMENT OF THE PROBLEM

Little attention has been paid to specific client
variables that might influence the effectiveness of cogni-
tive therapy, although some of the initial research on
cognitive therapy for depression has involved clinic popu-
lations as well as student populations. One client variable
that could effect the ability to benefit from cognitive
therapy would be the client's level of cognitive complexity.
The concept of cognitive complexity has developed from
Kelly's theory of personal constructs (1955) and Werner's
developmental theory (1957). Cognitive complexity has been
defined as ''the relative differentiation of a person's
system of dimensions for construing behavior'" and as ''the
capacity to construe social behavior in a multidimensional
way'" (Bieri, Atkins, Briar, Leaman, Miller & Tripodi, 1975,
p.- 185). A cognitively complex person is seen as having a
more differentiated system for perceiving other's behavior
than does a less cognitively complex individual. Cognitive
complexity has been described as part of a developmental
proéess, where there is an increased differentiation of one's
social environment and an increased variety of behavior as
one's cognitive structures develop. Thus, while the child's

early conceptions may be global, diffuse and somewhat
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unrelated, with development these cognitions become more
discrete. Also with development, these concepts are inte-
grated into hierarchically organized systems, with complex
patterns of relationship becoming established between con-
cepts, and certain concepts becoming superordinate to others.
This increase in development in differentiation and hierarchic
integration is thought to be found not only in development
from childhood to adulthood, but also in the gradual develop-
ment of totally new knowledge in a mature individual.

A number of empirical studies (summarized in Bieri,

1975 and Crockett, 1965) have indicated that cognitive
complexity may be related to information-processing in
social and clinical judgement. The empirical evidence from
several of these studies seems to suggest that individuals
high in cognitive complexity are more likely than those low
in cognitive complexity to use both favorable and unfavor-
able constructs in their descriptions of people and to
entertain the possibility of unbalanced interpersonal
relationships. There is also some evidence that cognitively
complex people are better able to reconcile potentially
conflicting themes in descriptions of other people than
less cognitively complex people.

Cognitive therapy may, in fact, be most ideally suited -
for use with clients who have reached a high level of
development of cognitive complexity, since so much of the
emphasis in cognitive therapy is on learning to make fine
discriminations between adaptive and maladaptive thought

patterns and moving away from dichotomous thinking. On
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the other hand, a person at a lower level of cognitive
complexity might have more difficulty making the distinc-
tions necessary in cognitive therapy and may more effec-
tively be treated with behavior therapy. The purpose of
this thesis, therefore, will be to test whether Beck's
cognitive approach is equally effective with subjects at
high and low levels of cognitive complexity, and to com- .
pare it with a self-control behavioral as well as a non- ,
directive approach to the short-term treatment of depres-

sion.



RELATED LITERATURE

Cognitive Therapy in General

In every area of psychology, cognitive factors are
suddenly gaining recognition. The current popularity of
cognitive perspectives is so pervasive that it has been
termed the "cognitive revolution' (Dember, 1974; Mahoney,
1977; Weimer & Palermo, 1973). This is especially true in
the area of clinical psychology, where new cognitive
theories and therapies are springing up at a rapid pace
and seem to be flourishing. The list of recent books and
articles on cognitive approaches to therapy is too long
to enumerate here, and a new journal entitled Cognitive

Therapy and Research started in January of 1977. Cog-

nitive therapies have been used to treat every disorder
from schizophrenia to stuttering, anxiety to anger,
impulsivity to depression, and paranoia to unassertiveness.
As Dember (1974) stated, 'psychology has gone cognitive"
(p. 161).

Interest in thoughts and cognitions is certainly
nothing new. Cognitive theorists are especially fond of
quoting the ancient philosophers on the subject of
cognitions. For example, Buddha, before 480 A.D., said
"All that we are is a result of our thoughts, it is founded

on our thoughts; made up of our thoughts". 1In the first

4
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century A.D., the stoic philosopher Epictetus said '"Men
are disturbed not by things, but by the views which they
take of them" (both cited in Ullmann & Krasner, 1975,
p. 238). The current upsurge of interest in cognitive
variables, however, seems to be a reaction against the
relative neglect of cognitive variables in early behavior-
ism. Psychology is said to have '"lost its mind" with the
advent of Watsonian behaviorism in the mid 1900's (Dember,
1974). Early behaviorists were eager to dissociate
themselves from psychodynamic traditions and "insight"
therapies with their highly speculative and untestable
theories of internal dynamics. Behaviorists were also
trying to develop an orientation which had what they
considered to be a firm scientific basis. In pursuit of
these goals, however, they tended to reject data and
concepts derived from man's internal experience.
Psychological constructs were reduced to behavioral obser-
vations, and man's private world was not considered to be
a useful area of inquiry. Mahoney (1974) calls this era
of almost religious avoidance of inferred variables
""the Cognitive Inquisition" (p. 3). Most early behavior -
modifiers restricted their studies to discrete and
clearly observable behavior. Skinner himself actually
speculated at length about covert phenomena (1953),
although his cautions about these phenomena seem to have
been misinterpreted as a warning to avoid the study of

covert responses entirely.
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Since Homme's classic paper on ''coverants, the
operants of the mind" (1965) and Bandura's summary of the
literature pointing toward cognitive-symbolic mediation
(1969), the study of cognitive phenomena has gradually
become accepted as a scientifically legitimate enterprise.
Especially within the past few years, research in this
area has mushroomed and many ambitious attempts are being
made to identify and control significant mediating
behaviors. Excellent reviews of the literature on cogni-
tive mediation in general can be found elsewhere (Johnson &
Elson, Note 1; Mahoney, 1974). This paper will focus more
specifically on the research and practice of cognitive
therapy.

Without necessarily denying the effectiveness of
clinical procedures derived strictly from classical and
instrumental conditioning, behavior therapists seem to be
starting to recognize some of the inadequacies of such
limited techniques in dealing with complex clinical cases
(Goldfried & Goldfried, 1975; Lazarus, 1971). 1In fact,
it seems rather doubtful that many behavior therapists
behave exactly according to their specified techniques
(Goldfried & Davison, 1976). For example, when Brown
(1967) observed Wolpe treating patients with systematic
desensitization, he found that this presumably strict
S-R behavior therapist advised patients to 'speak up for
your rights'" and told the patients what to say and how to

say it. So it seems likely that cognitive variables have
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played an important part in behavior therapy all along,
but that now clinical researchers are more willing to
acknowledge and study that dimension explicitly.

Cognitive therapy has been broadly defined as "any
technique whose major mode of action is the modification
of faulty patterns of thinking" and more narrowly defined
as "a set of operations focused on a patient's cognitions
(verbal or pictoral) and on the premises, assumptions, and
attitudes underlying these cognitions' (Beck, 1970,

p. 187). One of the problems involved in discussing the
effectiveness of cognitive therapy has been pointed out
by Meichenbaum (1977). Given the present state of cogni-
tive therapies and the vague definitions used, it does
not make sense to subsume them all under a single term or
to impose the "uniformity myth" (Kieslar, 1966) by
assuming that cognitive therapies are somehow all equiva-
lent. Most of the investigations of 'cognitive therapy"
use different types of therapy techniques and some of the
techniques used share little more than the fact that they
have been referred to as 'cognitive".

The distinction between cognitive and behavioral
therapies has also not been clearly defined. Many cogni-
tive therapy packages have included behavioral techniques,
and vice versa. In cases where behavioral methods are
used to modify cognitions, the decision seems rather
arbitrary as to whether to call it a cognitive or
behavioral technique. The trend in psychology seems to -

be moving towards a cognitive-behavioral integration
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(Bergin, 1970; Mahoney, 1977; Taylor & Marshall, 1977) and
several treatment packages are currently referred to as
"cognitive-behavioral therapy'. Bergin (1970) concludes *
that "there may be highly specific interventions which
have a behavioral or cognitive focus, but these are
always embedded in a multi-dimensional context or multiple
consequences'. While researchers in the field are still
evaluating the relative effectiveness of the various com-
ponents of these treatment packages, however, some general
classification of "cognitive'" and ''behavioral' techniques
would appear to be useful. At least for the purposes
of this paper, the cognitive-behavioral dimension will be
viewed as a continuum from a relative emphasis on modi-
fying cognitions and the assumptions and attitudes under-
lying them to, at the other extreme, a relative emphasis
on modifying overt physical behaviors. Thus, even if a
therapy package includes both cognitive and behavioral
components, it will be discussed in this paper according
to what appears to be its emphasis in terms of both
theory and techniques. Since often in the past, any
therapy that dealt with cognitions at all was classified
as a cognitive therapy, the classifications in this paper
may differ from those in other studies.

In order to clarify the distinctions between cogni-
tive therapies near the extreme cognitive end of the
continuum, Meichenbaum (1977) has divided cognitive
therapies into three categories: those that attempt to

change irrational belief systems, those that work towards
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developing problem-solving ability and coping skills, and
those that try to alter faulty thinking styles. This
distinction is also somewhat of an oversimplification,
since in fact many therapies involve a combination of
different categories of cognitive techniques as well as
combinations of cognitive and behavioral techniques;
however, this classification can be useful in clarifying
the differences in relative emphasis of these cognitive

approaches.

Changing Irrational Belief Systems

The cognitive therapy that has the longest history
and has received the most popular attention in recent
years is Albert Ellis' rational-emotive therapy (RET).
RET is based on the premise that much, if not all, emotional
suffering is due to the irrational ways people construe
the world and to the assumptions they make. These assump-
tions can lead to self-defeating internal dialogues or
self-statements that have a negative effect on emotions
and behavior. According to Ellis (1958), "for all
practical purposes, the sentences that human beings keep

telling themselves are or become their thoughts and

emotions" (p. 36). Since thoughts and emotions are seen
as significantly overlapping in many respects, disordered
emotions can be changed by changing one's thinking. Ellis
holds that certain core irrational ideas, which have been
clinically observed, are at the root of most emotional

disturbance. These have been summarized as follows:
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11.
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The idea that it is a dire necessity for
an adult human being to be loved or approved
by virtually every significant other person
in his community.

The idea that one should be thoroughly
competent, adequate, and achieving in all
possible respects if one is to consider
oneself worthwhile.

The idea that certain people are bad,
wicked, or villainous and that they should
be severely blamed and punished for their
villainy.

The idea that it is awful and catastrophic
when things are not the way one would very
much like them to be.

The idea that human unhappiness is exter-
nally caused and that people have little
or no ability to control their sorrows and
disturbances.

That idea that if something is or may be
dangerous or fearsome one should be
terribly concerned about it and keep
dwelling on the possibility of its occurring.

The idea that it is easier to avoid than to
face certain life difficulties and self-
responsibilities.

The idea that one should be dependent on
others and needs someone stronger than
oneself on whom to rely.

The idea that one's past history is an all-
important determiner of one's present
behavior and that because something once
strongly affected one's life, it should
indefinitely have a similar effect.

The idea that one should become quite upset
over other people's problems and distur-
bances.

The idea that there is invariably a right,
precise, and perfect solution to human
problems and that it is catastrophic if
this perfect solution is not found.

(Ellis, 1962, pp. 61-88)
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Like the stoic school of philosophy from two thousand
years ago, RET asserts that there are virtually no
legitimate reasons for human beings to make themselves
terribly upset, hysterical, or emotionally disturbed.
Once clients can be taught to challenge the irrational
ideas which lead to their emotional problems and to
replace them with scientifically testable hypotheses
about themselves and the world, they will be less likely
to get into further emotional difficulties.

The task of the therapist in RET is to determine
the precipitating external events that upset the client,
to determine the specific thought patterns and under-
lying beliefs that give rise to the negative emotions,
and then to assist the client in altering these beliefs
and thought patterns (Meichenbaum, 1977). Ellis (1971)
symbolizes his therapeutic process as an A-B-C-D-E
sequence. A refers to an objective experiential event
(also called an Activating event). B represents the
Beliefs and self-statements that follow the event. C then
symbolizes the negative emotional Consequences generated
by these thoughts. Emotionally upsetting consequences
do not follow directly from any actual activating event,
but rather, follow from non-empirical, irrational beliefs
about the event. In RET, the therapist teaches the clients
how to challenge, question and Dispute (at point D) these
irrational beliefs. If the clients persist at challenging
these beliefs, they will achieve a new cognitive Effect

(point E) that is more rational and less emotionally
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disturbing. For example, if a man fails at a job
(point A), he might tell himself (at point B) "How awful
it is for me to fail! I must be a thoroughly worthless
person for failing!'. This would lead to the consequences
(point C) of feeling depressed and worthless. However,
if he disputes (point D) his irrational beliefs, he may
get to the point (E) where he can say to himself "It was
inconvenient that I failed, and I would rather succeed,
but that doesn't make me a worthless person. I'm
merely a person who has failed at this one particular job".
Feelings and emotions will certainly still exist, and the
client may feel sad, disappointed or annoyed that he
failed; but hopefully the self-defeating and inappropriate
emotions (such as guilt, depression, anxiety, worthless-
ness or rage) that lead to emotional disturbance can be
avoided.

Ellis' own therapy style, and the one that he recom-
mends, is quite forcefully didactic. Ellis explains this
as follows:

More often than not, his (the client's)
illogical thinking will be so ingrained from
constant self-repetitions, and will be so
inculcated in motor pathways (or habit patterns)
by the time he comes for therapy, that simply
showing him, even by direct interpretation, that
he is illogical will not greatly help.

The therapist, therefore, must keep pounding
away, time and time again, at the illogical
ideas which underlie the client's fears.

The rational therapist, then is a frank propa-
gandist who believes wholeheartedly in a most
rigorous application of the rules of logic,

of straight thinking and of scientific method

to everyday life, and who ruthlessly uncovers
every vestige of irrational thinking in the
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client's experience and energetically urges
him into more rational channels.

(E1llis, 1958, p. 45)

Ellis also advocates the use of various supplementary,

behavioral techniques to also help change the client's

ideas. Mahoney (1974) sees RET as involving at least

the following active components:

1.

didactic persuasion toward a belief system
that emphasizes the role of irrational
thoughts in subjective distress and defi-
cient performance; a value system is also
communicated--its main premise being that
of non-contingent self-acceptance
irrespective of performance competencies.

training in the discrimination and system-
atic observation of self-statements.

training in the logical and empirical
evaluation of self-statements.

graduated performance assignments.

immediate and often candid social feedback
on a) actual performance progress, b) stan-
dard setting, and c) the logical and
adaptive nature of private monologues
(logical inferences, self-evaluations, etc.).

explicit instructions and selective rein-
forcement for the therapeutic alteration
of self-statements.

extensive therapist modeling of prescribed
mediation styles (via self-disclosure,
role-playing, etc.).

(pp. 182-183)

Some therapists who agree with the basic premises of

RET therapy argue that the forcefulness and bluntness

of Ellis' approach may be overpowering and intimidating

(Rimm & Masters, 1974) or may backfire if the client feels

he's being coerced into changing his beliefs or behavior
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(Goldfried, Decenteco & Weinberg, 1974). The procedure
called '"systematic rational restructuring' is based on
premises similar to RET, but differs in its methods of
teaching clients to label situations more rationally
(Goldfried & Davison, 1976; Goldfried et al., 1974;
Goldfried & Goldfried, 1975). Rather than verbally
attacking client's irrational beliefs and cajoling them
into thinking more logically, in systematic rational
restructuring the therapist attempts to get clients to
gradually agree to the underlying rationale by having them
offer their own arguments against their irrational assump-
tions. Then clients participate in a series of practice
sessions aimed at systematically modifying their internal
sentences. Systematic rational restructuring is placed//
into a learning framework as a self-control technique,
where the ultimate objective is to provide individuals
with the skills necessary for them to regulate their own
behavior. The goal is for emotional upset to eventually
provide the signal for the individual to rationally re-
evaluate the reason for that upset. RET and systematic
rational restructuring share the same theoretical basis,
and have been grouped together under the more general term
""cognitive restructuring', but they are examples of
different procedural means toward effecting the modifica-
tion of maladaptive cognitive behaviors.

Ellis has been practicing and writing about RET for
at least 20 years, but only recently has his work been

considered a legitimate subject for scientific
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investigation. His work had previously been classified
along with several popularized strategies for personal
self-improvement which appealed to the general public,
but were forbidden territory to ''respectable' scientists.
For example, Bain (1928) and Dale Carnegie (1948)
suggested strategies of thought control to improve personal
adjustment, and Norman Vincent Peale (1960) described the
"power of positive thinking'. There are, however, numerous
contrasts between the global and often unrealistic sugges-
tions popularized in these and other best-sellers, and the
individualized and specific techniques of RET. Such
"miracle cures' are likely to be insensitive to situational
conditions and to ignore the importance of working through
graduated performance tasks. Most importantly, the pro-
ponents of RET are moving towards empirical verification
and improvement of their techniques, rather than using
unsubstantiated and unbridled claims in order to sell
more books.

The substantial body of evidence that symbolic events
play a significant role in behavioral disorders (as
reviewed in Mahoney, 1974) provides indirect support for
the theory behind RET. Velten (1968) was one of the first:
researchers to test the hypothesis that the interpreta-
tions people place on events determine their affective
responses to the events. He had students read either
Elation, Depression or Neutral self-statements both
silently and aloud. After reading these statements, the

subjects showed significant differences on four behavioral
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measures and a mood checklist. Velten concludes that his
results support the claims of Ellis, and he even suggests
the use of statement-reading as a type of therapy.

More recent studies have extended Velten's work to
consider the influence of cognitive mediation on behaviors
that are thought to specifically reflect the state of
depression (Hale & Strickland, 1976; Strickland, Hale &
Anderson, 1975). They found that subjects who read
Depression self-statements reported significantly more
depression, anxiety and hostility than subjects who read
Elation self-statements. Also, subjects who read
Depression statements were less expansive on a graphic
constriction-expansion measure, preferred less social and
active activities, wrote more slowly and did worse on a
digit symbol task than those who read Elation statements.
These results seem to provide some implicit support for a
cognitive mediation theory of depression, since the
response of the subjects in the Depression condition is
somewhat similar to the withdrawal and psychomotor retard-
ation reported by clinically depressed people.

A study by May and Johnson (1973) tested the
hypothesis that the amount of autonomic activity would be
greatest to stressful thoughts, less to neutral thoughts
and the least to relaxing thoughts. The results in this
study, as in many physiological studies, were not consis-
tent over all the measures of autonomic activity used.
Although the results for measures of skin conductance and

GSR were not clear, there were significant results in
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the predicted direction for measures of heart rate,
respiration rate and respiration amplitude. Thus, at
least according to these three measures, internally
elicited stimuli did seem to provoke physiological stress.

Other researchers have more directly tested hypotheses
about RET. Rimm and Litvak (1969) presented subjects with
sentence triads that fit into Ellis' model of emotional

self-arousal. For example:

A) Observed event People don't notice me
emough.
B) Inference Maybe there is something
unattractive about me.
C) Self-evaluative How terrible!
conclusion

The results showed that this type of negative sentence
triad induced substantial physiological arousal as
measured by respiration rate and depth. There were, how-
ever, no differences in emotional responsiveness to each
of the three sentences, as would be predicted by RET
theory. A replication of this study done by Russell and
Brandsma (1974) further complicates the matter. They
found that GSR measures significantly differentiated
groups reading negative sentence dyads from groups
reading neutral dyads, but respiration rate and depth
measures did not. Also, differences in response to
sentence A and sentence B occurred only when the sentence
dyads were of low personal relevance to the subject, but
not when the sentences seemed to be highly relevant to

their concerns. As they stand, these two studies support
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the basic concept of symbolic self-arousal, but do not
directly support Ellis' A-B-C theory of self-arousal
per se.

A study by Goldfried and Sobocinski (1975) supported
Ellis' assumption that people who maintain certain
irrational beliefs tend to become more easily upset than
people who do not hold as many irrational beliefs. The
authors found that scores on paper-and-pencil measures of
social anxiety, test anxiety and speech anxiety all
correlated positively with a measure of the tendency to
think irrationally. When exposed to tape recorded scenes
of ambiguous interpersonal events, subjects who strongly
believed that they should expect approval and love from
everyone displayed significantly more anxiety and hostility
than people who were rated lowest in that belief.

The primary focus of research in this area has been on
documenting the effectiveness of RET and other, similar
cognitive restructuring approaches in the treatment of
various behavioral disorders. A number of successful
case studies have been reported by Ellis (1962, 1971)

and throughout the journal entitled Rational Living.

Other researchers have also reported on their successful
use of cognitive restructuring techniques. For example,
reports have been made on the use of these techniques
with cases of paranoid schizophrenia (Shapiro &
Ravenette, 1959; Watts, Powell & Austin, 1973); anxiety
proneness (Beck, 1970; Goldfried et al., 1974; Weissberg,
1975), marital problems (McClellan & Stieper, 1973), and
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depression (Shapiro, Neufield & Post, 1962). Ellis (1957)
used his own case records over a period of several years
to compare psychoanalysis with RET. Ellis treated his
clients with psychoanalysis for many years before this
theoretical model developed and he began to use RET.
He reports a much higher success rate with RET, but the
possible bias from temporal and sampling errors as well
as his own knowledge of the "experimental conditions"
makes these results difficult to interpret.

Some controlled studies have also tested the effective-
ness of cognitive restructuring. Analogue studies have
shown these techniques to be effective in reducing anxiety
from the threat of shock (Burkhead, 1970) and in increasing
the number of positive self-references used in an initial
interview (Baker, 1966). The analogue nature of these
studies does, however, place some limits on the general-
izability of these findings to clinical situations.

Controlled studies have been conducted to investigate
the effects of cognitive restructuring on several types of
anxiety: interpersonal anxiety (DiLoreto, 1971; Kanter,
1975), test anxiety (Holroyd, 1975; Maes & Heimann, Note 2;
Montgomery, 1971), speech anxiety (Jarmon, 1972; Karst
& Trexler, 1970; Trexler & Karst, 1972), and specific
phobias (Dolgan, 1968; D'Zurilla, Wilson & Nelson, 1973).
Similar studies have also been done on treatments of
unassertive clients (Wolfe, 1975) and clients who stutter

(Moleski & Tosi, 1976).
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Although the evidence from the case studies as well
as these controlled studies of cognitive restructuring
suggests a certain optimism about the future potential
of these clinical techniques, their methodological
limitations need to also be considered. The results of
one of these studies (Montgomery, 1971) were only weakly
positive and not at all consistent across measures, while
Jarmon (1972) found that only the RET bibliotherapy
(and not the live, group RET) was effective in reducing
speech anxiety. Some studies used only self-report
outcome measures (DiLoreto, 1971; Montgomery, 1971) while
other studies included behavioral measures but only
obtained significant results on the subjective measures
(D'Zurilla et al., 1973; Karst & Trexler, 1970; Trexler
& Karst, 1972). Conversely, Maes and Heimann (Note 2)
showed a significant reduction in physiological arousal
with the use of RET, but not a significant reduction in
subjective distress. Several studies used the principal
investigator as a therapist for all the conditions creating
the potential problem of experimenter bias (D'Zurilla et
al., 1973; Karst & Trexler, 1970; Montgomery, 1971;
Trexler & Karst, 1972). Most of the studies did not do
any follow-up, and one of the studies that did have a
follow-up period (Jarmon, 1972) found that the positive
results were not maintained. Also, over half of the
studies discussed here used only college student popula-
tions who had mild levels of disorder, so that the

effectiveness of cognitive restructuring has been most
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strongly demonstrated on '"YAVIS" clients: young, attrac-
tive, verbal, intelligent and successful (Schofield,
1964). The methodological limitations and the inconsis-
tent findings of some of these studies suggest that much
further research will be necessary to firmly establish
the clinical efficacy of cognitive restructuring approaches
to therapy. The evidence that has been collected thus
far, and the wide range of problems to which they have
been applied, do however seem to augur a promising future

for cognitive restructuring therapies.

Improving Problem-Solving Ability and Coping Skills

Unlike Ellis' approach which focuses on the presence
of maladaptive and irrational beliefs, advocates of the
problem-solving approach focus on the absence of adaptive
cognitive problem-solving skills in clinical populations
(Meichenbaum, 1977). D'Zurilla and Goldfried (1971)
define problem-solving as '"a behavioral process, whether
overt or cognitive in nature, which a) makes available a
variety of potentially effective response alternatives
for dealing with the problematic situation and b) in-
creases the probability of selecting the most effective
response from among these various alternatives' (p. 108).
Adolescent and adult psychiatric patients have been demon-
strated to have obvious problem-solving deficits, especially
a lack of means-ends thinking (Platt & Spivack, 1972a,
1972b; Shure & Spivack, 1972; Shure, Spivack & Jaeger,

1971). Therefore, it has been hypothesized that teaching



22

clients more effective cognitive problem-solving skills
will have therapeutic value (D'Zurilla & Goldfried, 1971;
Goldfried & Goldfried, 1975; Spivack, Platt & Shure,
1976). A number of recent studies have illustrated the
use of problem-solving training approaches with various
clinical populations. For example, this approach has
been used in short-term outpatient therapy (McGuire &
Sifneos, 1970), with hospitalized psychiatric patients
(Coche & Flick, 1975), ex-drug addicts (Copeman, 1973),
high school students with interpersonal anxiety (Christen-
sen, 1974), female alcoholics (Spivack et al., 1976), and
with disruptive children (Spivack & Shure, 1974).

D'Zurilla and Goldfried (1971) outline a typical
training program in problem-solving where the goals are
reached in progressive steps. At the beginning of the
program, the therapist demonstrates the 5 main stages of

problem-solving: 1) general orientation or 'set" to
recognize when a problem exists 2) detailed problem
definition and formulation 3) generation of many alter-
natives 4) decision-making and 5) verification and evalua-
tion in terms of the personal, social, short and long-term
consequences of the alternatives. First the therapist
models these stages by verbalizing the appropriate thought
sequences, and then the client gradually takes on a more
active role. Eventually, the therapist serves only to

guide and encourage the client, to evaluate in vivo appli-

cation, and to reinforce successive approximations.
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The problem-solving approach can be seen as a broad
social competence training model, or a form of self-
control training, which can be applied in different ways
to various populations (Meichenbaum, 1977). In contrast
to the problem-solving approach which teaches the client
to stand back and systematically analyze problem situa-
tions, the coping skills approach focuses on teaching
clients what to actively do when confronted by acute
stressful situations. This model views the client's
cognitions as cognitive skills that can be used in con-
fronting stressful situatiomns.

One example of a coping-skills training package is
Meichenbaum's self-instructional training. Meichenbaum
emphasizes the importance of private, covert self-statements
in problem-solving as well as neurosis. According to
Meichenbaum and Cameron (1974), "a large population of
clients, who generally fall under the rubric of 'neurotic'
seem to emit a variety of maladaptive, anxiety-engendering
self-statements. The goal of intervention. . .is to make
the neurotic patients aware of the self-statements that
mediate maladaptive behaviors and to train them to produce
incompatible self-statements and behaviors" (p. 271).

The following components of Meichenbaum's self-instructional
training have been outlined by Mahoney (1974):
1. didactic presentation and guided self-
discovery of the role of self-statements in

subjective distress and performance inade-
quacies.
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2. training in the fundamentals of problem
solving (e.g., problem definition, antici-
pation of consequences).

3. training in the discrimination and system-
atic observation of self-statements.

4. graduated performance assignments.

5. explicit suggestions and self-reinforcement
for the modification of self-statements
along the lines of '"coping'" adaptation and
performance-relevant attentional focusing.

6. structured modeling of both overt and
cognitive skills.

7. modeling and encouragement of positive
self-evaluation (self-reinforcement).

8. depending on the treatment package employed,
relaxation training combined with the use
of coping imagery in a modified desensiti-
zation procedure.

(pp. 190-191)

There are many striking similarities between this coping-
skills treatment and Ellis' rational-emotive therapy.
The main distinction between them seems to center around
the relative emphasis on formal logical analysis.
Whereas Ellis predominantly uses Socratic dialogue and
logical self-examination to change irrational belief
systems, Meichenbaum emphasizes the use of graduated
tasks, cognitive modeling, directed mediational training
and self-reinforcement to change the dysfunctional self-
statements.

The empirical evidence for the effectiveness of
self-instructional training seems promising. Controlled

studies of this treatment package have been done on

several different populations: schizophrenics (Meichenbaum
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& Cameron, 1973), impulsive children (Meichenbaum &
Goodman, 1971), depressed clients (Gioe, 1975; Morris,
Note 3), test-anxious students (Meichenbaum, 1972;
Sarason, 1973; Wine, 1970), speech-anxious students
(Meichenbaum, Gilmore & Fedoravicus, 1971; Norman, 1975),
students with fear of snakes (Meichenbaum, 1971),
students with dating problems (Glass, Gottman & Shmurak,
1976), smokers (Steffy, Meichenbaum & Best, 1970),
clients with anger control problems (Novaco, 1975), the
elderly (Labouvie-Vief & Gonda, 1976), and children who
are afraid of the dark (Kanfer, Karoly & Newman, 1975).
These studies are subject to many of the same limitations
as the cognitive restructuring studies discussed earlier.
Labouvie-Vief and Gonda (1976) found very weak and incon-
sistent results, while Norman (1975) got significant
results on only the self-report, but not the behavioral,
measures. Several studies had possible bias from the
principal investigator leading all the treatment condi-
tions, few studies had a follow-up period, and the majority
of the studies used only students with mild behavioral
problems as subjects. Self-instructional training, along
with RET, still needs a great deal more research to
establish its clinical efficacy.

Another coping skills training package, which draws
heavily from Meichenbaum's self-instructional training,
is called stress-inoculation training (described in
Meichenbaum, 1977). This package includes 1) a discussion

of stress reactions (with emphasis on labeling, attribution,
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and arousal-inducing self-statements) 2) relaxation
training (presented as an active, coping skill)
3) instructed practice in the emission of coping self-
statements (cognitive self-monitoring, preparation for
stress, self-reinforcement) and 4) supervised practice
in utilizing the coping skills in an actual, stressful
situation. The major difference between stress inocula-
tion training and self-instructional training is the
presence of supervised practice in an actual stress
situation. A study by Meichenbaum and Cameron (cited in
Mahoney, 1974) found stress inoculation training to be
dramatically more effective than self-instructional
training in the treatment of phobias. The authors con-
clude the self-instructional training alone may effect
only mild and temporary benefits which quickly dissipate
in the presence of actual stress, and that relevant
performance opportunities may be necessary to effect
permanent therapeutic results.

Other types of coping skills training have emphasized
the act of maintaining an anxiety-arousing image and
learning to actively ''relax it away' (Goldfried, 1973;
Richardson & Suinn, 1973; Suinn & Richardson, 1971). The
current data on these approaches is still so meager that

no conclusions can yet be drawn about their effectiveness.

Changing Faulty Thinking Styles

Beck (1976) posits that the common psychological

disorders center around certain aberrations in thinking.
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According to his theory, patients show faulty or dis-
ordered thinking in circumscribed areas of experience
and this disordered thinking is the primary cause of
mental disorders. In these specific areas, patients have
a reduced ability to make fine discriminations, so they
tend to make global, undifferentiated judgements and
distortions (Beck, 1970). Part of the task of cognitive
therapy lies in helping patients to recognize the distor-
tions in their thought patterns and to make the appro-
priate corrections.

Beck's cognitive model of psychopathology (Beck,
1970) divides the total cognitive organization into two
parts: primitive systems of relatively crude cognitive
structures (corresponding to Freud's notions of primary
process) and more mature systems of refined and elastic
structures (corresponding to Freud's secondary process).
The primitive schemas are absolute rather than relative,
dichotomous rather than graduated, global rather than
discriminative. Many of the primitive concepts may be
idiosyncratic and unrealistic, but under normal conditions
they are tested, authenticated and rejected by higher
centers. When the cognitive organization is dislocated
in neurotic states, however, these idiosyncratic ideas
become hyperactive and tend to supercede the more realistic
conceptualizations. The particular form of the psycholog-
ical disorder is related to the content of the predominant,

perseverating verbal cognitions or fantasies.
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Beck has distinguished among the common neurotic
disorders on the basis of the differences in the content

of ideation:

Disorder Idiosyncratic Ideational Content

Depression Devaluation of domain

Hypomania Inflated evaluation of domain

Anxiety Neurosis Danger to domain

Phobia Danger connected with specific,
avoidable situations

Paranoid State Unjustified intrusion on domain

Hysteria Concept of motor or sensory
abnormality

Obsession Warning or doubting

Compulsion Self-command to perform specific

act to ward off danger
(Beck, 1976, p. 84)

One of the main cognitive techniques consists of
training the client to recognize his own '"automatic . -
thoughts''. These are defined as idiosyncratic thoughts
that seem to emerge automatically and extremely rapidly
prior to the experience of emotion. These cognitions are
also described by Ellis as 'things that you tell yourself"
(1962). 1In Beck's model, "automatic thoughts' intervene
between events and one's emotional reaction to them.

When these thoughts are a distorted appraisal of the event,
the affect will tend to be inappropriate or extreme. These
"automatic thoughts' seem to be relatively autonomous and

involuntary in that clients make no effort to initiate

them and they can be difficult to '"turn off'". 1In addition,
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clients seem to accept these thoughts as plausible or
reasonable even if they would sound far-fetched to other
people or to the clients themselves on another occasion.

Once clients learn to identify their automatic
thoughts, they may still have problems examining these
ideas objectively since these thoughts can be extremely
salient. '"Distancing' is Beck's term for the process of
gaining objectivity towards these cognitions. Since
neurotic individuals tend to accept the validity of these
thoughts automatically, it is necessary to train them to
distinguish between their thoughts and external reality.
Only once clients can distance themselves from their
thoughts can they apply the rules of logic and empirical
evidence to correcting their cognitive distortions.

Since the client's distorted thought processes may be
deeply ingrained, the client may need to go through
several steps in order to correct them: 1) becoming aware
of the thoughts 2) recognizing what thoughts are awry
3) substituting accurate for inaccurate judgements and
4) receiving feedback as to the usefulness of these
changes (Beck, 1976). It often can be helpful for the
client to learn to specify the type of cognitive distor-
tions involved in the maladaptive cognitions in order to
better understand how affective experiences and maladap-
tive behaviors are a result of thinking processes which
can be changed and controlled. Some of the most common

distortions are listed by Beck (1967) as arbitrary
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inference, overgeneralization, magnification and minimi-
zation, cognitive deficiency and dichotomous reasoning.

Arbitrary inference is the process of drawing a con-
clusion when the factual evidence is lacking or contrary
to the conclusion. Such misconceptions are especially
likely to occur when the cues are ambiguous, as is often
the case in interpersonal relationships. Intrinsic to
this type of thinking is the failure to consider more
plausible and probable alternative explanations. This
type of distortion often takes the form of personaliza-
tion (or self-reference), the tendency to make egocentric
interpretations of events. For example, neurotic clients
may overestimate the degree to which events are related
to them and become overly absorbed in the personal
meanings of events. Another type of personalization
occurs when clients have a tendency to compare themselves
with other people.

Overgeneralization is the process of making an
unjustified general conclusion on the basis of a single
incident. Thus, one incidence of failure can be taken as
a sign of total incompetence and worthlessness.

Magnification (termed '"catastrophizing' by Ellis,
1962) is the process of exaggerating the meaning or
significance of an event. This type of error in evalua-
tion is demonstrated by the tendency to make extreme
judgements or to anticipate intensely negative outcomes

to everything. The parallel process of minimization
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occurs when an individual grossly underestimates his
own performance, achievement or ability.

Cognitive deficiency is the process of disregarding
an important aspect of a life situation. Clients who
use this distortion tend to ignore, or simply not to
utilize, information which derives from their own
experience. These clients act as though they have a
defect in their systems of expectations, and constantly
engage in behavior which they later realize is self-
defeating.

Dichotomous reasoning (also called "bipolar thinking'')
is the tendency to make overly simplified and rigid
judgements of events as either good or bad, right or wrong,
black or white. This thinking in extremes may be confined
only to situations which involve particularly sensitive
areas. The basic premises underlying this type of
thinking are generally couched in absolute terms such as
"always'" or ''mever'.

Beck's cognitive therapy involves helping clients
to evaluate their attributions and performances more
realistically. Graded tasks, homework assignments and
activity lists provide the behavioral data around which
to examine the client's thinking style. Although treat-
ment is generally tailored to fit each individual, Beck's
therapy follows a basic pattern. The clients learn to
recognize and monitor their cognitions as well as to

test and validate the relationships between cognition
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and affect. Both semantic and behavioral techniques are
used to challenge the validity of negative cognitions and
misconceptions. Once the clients recognize their cogni-
tive distortions, the belief systems behind their dis-
tortions are then challenged. The clients do their own
data collection so that they can review their behavior
within the context of their daily lives and their
distortions, as well as alternative interpretations, become
more apparent.

The effectiveness of Beck's cognitive therapy has so
far been systematically studied only in the treatment of
depression. The initial results are encouraging but not
yet definitive, and the specific techniques have not yet
been expanded into the treatment of other types of dis-
orders. Controlled studies which have specifically used
Beck's cognitive treatment of depression have been
conducted by Shaw (1977), Taylor and Marshall (1977),
Schmickley (1976) and Rush, Beck, Kovacs and Hollon
(1977). Other researchers have isolated specific aspects
of Beck's treatment package for study, such as training
in the positive anticipation of future activities
(Anton, 1974; Anton, Dunbar & Friedman, 1976). These
studies will be presented in more detail after a brief

introduction to the cognitive theory of depression.

Cognitive Approach to Depression

The clinical phenomena known today as depression has

been recognized for at least 3,000 years. The depressions
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of Job and Saul are detailed in the 0l1ld Testament, and
Hippocrates made the first clinical description of
"melancholia" (Friedman and Katz, 1974). Depression's
long history has led Beck to conclude that 'there are
few psychiatric syndromes whose clinical descriptions
are so constant through successive eras of history"
(1967, p. 5).

The National Institute of Mental Health recently
found that the clinical condition of depression is on
the increase and is beginning to rival schizophrenia as
the nation's number one mental health problem (1973).
They estimate that 10% of the general population will
have a significant depressive episode at some time in
their lives, and that more than 807 of reported suicides
can be traced to a precipitating depressive episode.
Clearly a public health problem of this magnitude merits
much attention from clinical scientists today.

In spite of its long history, most of the important
issues concerning the definition, etiology and treatment
of depression remain unresolved. The term '"depression"
is often poorly defined, being used variously to describe
normal reactions to life events, abnormal mood states,
symptoms, symptom syndromes, disease processes, and even
a series of disease processes (Lewinsohn, 1974). There
is still much heated debate over the distinctions between
neurotic and psychotic depression, eﬁdogenous and reactive

depression, retarded and agitated depression, unipolar
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and bipolar depression, and so on. Although hundreds of
investigations have been conducted, the conflicting
evidence has thus far done little to clarify these
distinctions. An extensive review of the literature
related to these controversies is not within the scope
of this paper, but may be found in volumes by Beck (1967)
and Becker (1974).

The most commonly used classification of depressed
individuals has been the distinction between psychotic and
neurotic depression. The concept of depression as
utilized in this paper most closely corresponds to the
descriptions of neurotic depression. In the second edi-
tion of the American Psychiatric Association's diagnostic
manual (1968), depressive neurosis is described as follows:

This disorder is manifested by an excessive
reaction of depression due to an internal
conflict or to an identifiable event such as
the loss of a love object or cherished
possession. It is to be distinguished from
involutional melancholia and manic-depressive

illness. Reactive depressions or depressive
reactions are to be classified here.

(p. 40)
Neurotic depressives seem to comprise a somewhat hetero-
geneous group, defined more in terms of the absence of
psychotic features than on the presence of specific
neurotic features. Beck (1967) recommends that in
distinguishing between neurotic and psychotic depression,
""the best guide is to designate as psychotic depressive
all cases that show definite signs of psychosis, such

as loss of reality, delusions and hallucinations'" (p. 84).
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Recent studies have in fact shown neurotic depression
to be weak as a diagnostic entity, and two recent investi-
gations using cluster analysis have failed to obtain a
neurotic cluster of patients (Everitt, Gourlay & Kendell,
1971; Pilowsky, Levine & Boulton, 1969). The neurotic-
psychotic distinction does, however, seem to be useful in
predicting treatment response. Paykel (1972) found that
neurotic depressives were more likely to show a poor
response to tricyclic antidepressants than were psychotic
depressives. Also, a negative relationship has been
reported between neurotic depressive features and response
to electroconvulsive therapy (Kiloh & Garside, 1963;
Mendels, 1965a, 1965b, 1965c, 1967).

The search for the causes of depression has also not
yet been conclusive. According to Beck (1974b), "At one
time, this strange affliction was ascribed to demons that
allegedly took possession of the victim. Theories advanced
since then have not yet provided a more durable solution
to the problem of depression'" (p. 4). Theories of a
physiological cause of depression date back to the belief
of ancient Greeks that depression was a result of
excessive black bile in the body fluids (Lewinsohn, 1974)
and can be found in present times in advanced biochemical
and physiological research. Pharmacological treatments
of depression have had a parallel development from the
ancient story of Penelope taking a drug to dull her grief
in Homer's Odyssey to the modern use of such antidepressant

drugs as tricyclics and monoamine oxidase inhibitors
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(Beck, 1967). Electroconvulsive therapy is also used by
some proponents of the theory that depression has a
physiological etiology.

Other theorists propose that internal psychological
mechanisms are responsible for depression. Psychoanalytic
theorists suggest that depression follows the loss of a
real or fantasized love object with whom the person had
identified so narcissistically that they could not
differentiate the external loss from a loss within their
own ego. This is experienced as a loss of self-esteem
which, along with internalized hostility, results in
depression (Freud, 1917). The corresponding treatment
would be psychoanalysis, to help the person work through
these unconscious dynamics. There have been many other
psychological theories with many corresponding therapeutic
interventions too numerous to discuss here; extensive
reviews of these approaches appear in volumes by Beck
(1967), Becker (1974), and Friedman and Katz (1974).

The lack of consensus among researchers about the
definition and etiology of depression has led to a corres-
ponding lack of agreement about appropriate methods for
assessing depression. Self-report depression scales are
the assessment methods which have thus far received the
most empirical support. Many self-administered depression
scales have been described in the literature, but few of
these scales assess similar symptoms of depression,

and most of these measures have had limited use and are
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supported by relatively little psychometric data
(Rehm, 1976). Some interviewer rating scales have also
been developed; but they rely on self-report almost as
much as the self-administered depression scales do, except
that with these measures an interviewer is used to make
the final rating. The direct assessment of overt
depressive behavior, both verbal and motor, has only
recently been attempted and much more research will be
needed before the reliability and validity of such
measures will be fully established. At present, however,
there is no generally accepted or well standardized means
for assessing depression.

In his classic work on depression, Beck (1967)
maintains that the only thing investigators of depression
have consistently agreed upon is its symptomatology.

As long as so many key issues remain unresolved, therefore,
the most useful definitions of depression seem to involve
descriptions in terms of its clinical manifestations. For
example, Beck (1974a) divided the signs and symptoms
characterizing depressed individuals into four separate
categories:

Emotional: Sadness or apathy; crying spells,

dislike; loss of gratification; loss of feelings

of affection; loss of sense of humor.

Cognitive: Negative self-concept; negative

expectations; exaggerated view of problems;

attribution of blame to self.

Motivational: Increased depehdency; loss of

motivation; avoidance, indecisiveness; suicidal
wishes.
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Physical and Vegetative: Loss of appetite;
sleep disturbance; fatigability; loss of
sexual interest.

(p. 62)

Another method of describing the manifestations of
depression has been through factor analysis. For example,
Grinker, Miller, Sabshin, Nunn and Nunnally (1961) used
factor analysis to combine factors involving descriptions
of the feelings and concerns of 96 depressed patients
with factors derived from behavioral observations of these
same patients. This resulted in four factor patterns
describing depression as follows:

a. Feelings: dismal, hopeless, loss of self-
esteem, slight guilt feelings.

Behavior: 1isolated, withdrawn, apathetic,
speech and thinking slowed, with
some cognitive disturbances.

b. Feelings: hopeless with low self-esteem,
considerable guilt feelings,
high anxiety.

Behavior: agitation and clinging demands
for attention.

c. Feelings: abandonment and loss of love.

Behavior

agitated, demanding, hypochon-
driacal.

d. Feelings: gloom, hopelessness, anxiety.
Behavior: demanding, angry, provocative.

One of the most recent and complete descriptions
of depression appears in the latest revision of the
Diagnostic and Statistical Manual, Third Edition (A.P.A.,
1979). The diagnostic criteria for Depressive Episode are

listed there as follows:
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Dysphoric mood or loss of interest or pleasure
in all or almost all usual activities and past-
times. The dysphoric mood is characterized by
symptoms such as the following: depressed, sad,
blue, hopeless, low, down in the dumps, irri-
table, worried. The disturbance must be prom-
inent and relatively persistent but not
necessarily the most dominant symptom. It does
not include momentary shifts from one dysphoric
mood to another dysphoric mood, e.g., anxiety
to depression to anger, such as are seen in
states of acute psychotic turmoil.

The illness has had a duration of at least two
weeks during which, for most of the time, at
least four of the following symptoms have per-
sisted and have been present to a significant
degree:

(1) Poor appetite or significant weight loss
(when not dieting) or increased appetite
or significant weight gain.

(2) Insomnia or hypersomnia.

(3) Loss of energy, fatigability, or tiredness.

(4) Psychomotor agitation or retardation (but
not mere subjective feelings of restless-
ness or being slowed down).

(5) Loss of interest or pleasure in usual
activities, or decrease in sexual drive
(do not include if limited to a period
when delusional or hallucinating).

(6) Feelings of self-reproach or excessive or

inappropriate guilt (either may be delusional).

(7) Complaints or evidence of diminished ability
to think or concentrate such as slowed
thinking, or indecisiveness (do not in-
clude if associated with obvious formal
thought disorder).

(8) Suicidal ideation or wishes to be dead,
or any suicide attempt.

Not superimposed on either Schizophrenia, Schizo-
phreniform Disorder, or a Paranoid Disorder.

None of the following predominate the clinical
picture for more than three months after the
onset of the Depressive Episode:
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(1) Preoccupation with a mood-incongruent
delusion or hallucination.

(2) Marked formal thought disorder.
(3) Bizarre or grossly disorganized behavior.

(American Psychiatric Association,
1979, pp. 35-36)

The common cognitive manifestations of depression
include such phenomena as low self-esteem, pessimism,
guilt and helplessness. Although depression has most
traditionally been considered an affective disorder which
happens to have cognitive consequences, Beck views these -~
cognitions as the cause of depression and classified
depression as primarily a thought disorder (1976). The
depressed person shows specific cognitive distortions
which Beck terms ''the cognitive triad". This triad in-
cludes a negative view of the self, of the outside world,
and of the future. Depressed people view themselves as
"losers'" who are inadequate, undesirable and worthless.
They see their interactions with their environment as
depriving, defeating, and overdemanding, and they fully
expect their failures and rejections to continue on far
into the future. As a result of these negative beliefs,
these people feel depressed and withdraw, becoming passive,
self-critical and guilty.

Beck describes the development of depression as a
chain reaction that begins with an experience connoting
loss to individuals (1976). This loss could be a single,
obvious event or a long series of subtle deprivations; but

in either case, the individuals feel they have lost
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something that is essential for their happiness. If they
then interpret everything in terms of a negative 'cognitive
triad", these negative evaluations may lead to the many
emotional, motivational, behavioral and vegetative phen-
omena of depression (Beck, 1967). Such '"secondary"
symptoms of depression serve to reinforce their initial
beliefs and activate a downward spiral such that the
depression becomes progressively worse.

Beck states that

I have followed a number of people subject
to recurrent depressions over long periods
of time and have noticed that before the onset
of a new depressive episode they begin to show
distortions in the way they interpret matters

.In a number of cases I have been able to
arrest the onset of depre3310n by pointing
out to the person how he is beginning to misin-
terpret reality.

(1974b, p. 26)

Although Beck's cognitive theory of depression is
largely derived from clinical data, many elements have
also been substantiated by correlational and experimental
studies. In two studies of the manifest content of
patient's dreams, the dreams of depressed psychiatric
patients showed a higher proportion of dreams with nega- *
tive outcomes (termed ''masochism'') than the dreams of a
matched group of nondepressed psychiatric patients
(Beck & Hurvich, 1959; Beck & Ward, 1961). The typical
dreams of depressed patients portrayed the dreamer as a
"loser'", suffering some type of deprivation. In an

analysis of the verbatim reports of 81 depressed and

nondepressed patients in psychotherapy, a preponderence
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of the following verbal themes distinguished the depressed
from nondepressed patients: 1low self-regard, ideas of
deprivation, self-criticism and self-blame, overwhelming
problems and duties, self-commands and injunctions, and
escapist and suicidal wishes (Beck, 1963). These
depressive cognitions also seemed to be automatic, invol-
untary, plausible and persevering to the patients.

A series of correlational studies found significant
relationships between the depth of depression and the
degree of pessimism and negative self-evaluation (Beck,
1972). After recovery from depression, there was a
remarkable improvement in the outlook and self-appraisals
of the patients. Also, the high correlations between
measures of the negative view of the future and the
negative view of the self support the concept of the
"cognitive triad'. When depressed patients' low concepts
of their capabilities were modified by allowing them to
succeed on a card-sorting task, they did indeed increase
their optimism and improved their performance on a second
task (Loeb, Beck & Diggory, 1971). Objectively, the
depressed patients did perform at least as well as non-
depressed patients on both these tasks.

That severely depressed people have a distorted
negative self-image has also been demonstrated by Friedman
(1964). Well matched depressed and normal subjects were
tested on 33 cognitive, perceptual and psychomotor tests.
The depressed subjects performed more poorly than the

normals on only 4% of the test scores, while they rated
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themselves more negatively on 827 of the Clyde Mood Scale
items. Friedman concludes that ''the actual ability and
performance during severe depression is not consistent with
the patient's unrealistically low image of himself" (p. 237).

A more recent study by Weintraub, Segal and Beck
(1974) substantiates the relationship between depressed
mood and negative cognitive content in normal males. A
group of 30 student volunteers completed the Depression
Adjective Checklist (Lubin, 1965) and a story completion
task at two-week intervals over a two-month period. As
hypothesized, depression as an affective state was closely
related to expectations of discomfort and failure as well
as to negative perceptions of interpersonal relationships
and the self. In addition, the negative cognitions were
more stable and enduring than the negative affect, sugges-
ting that the cognitive component is strongly activated
in depressed mood and may even trigger it.

All three of the cognitive approaches to therapy
described above have been used for the treatment of
depression, although most of the research has centered on
the changing of faulty thinking styles in depression.

The successful use of specific RET techniques to treat
depression has been reported in several case studies
(E1lis, 1962; Hauck, 1971), but has not been studied
systematically as of yet. In a study of the use of self-
instructional training to alleviate depression, Morris
(Note 3) compared self-instructional training to a

traditional insight-oriented therapy and a no-treatment
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V”éontrol group. Morris found that after six lk-hour
self-instructional training sessions, subjects reported
themselves to be less depressed, less anxious, higher in
self-esteem and more satisfied with their social inter-
actions than either of the other two groups, and these
differences were maintained at a 3-week follow-up period.
There was no reliable evidence that the insight therapy
was any more effective than the no-treatment control in
this study. Although this self-instructional training did
focus on the discrimination and modification of self-
statements, Morris also explicitly incorporated the
techniques of Ellis and Beck into this coping skills
package.

Another type of coping skills program was studied
by Gioe (1975). He used what he called cognitive modifi-
cation to change the negative cognitive triad of depressed
students into more positive views of themselves, their
worlds and their futures. He saw this as a preparation
for the acceptance of positive feedback from other people,
which was then provided in the form of a 4-hour group
interaction session designed to give positive reinforce-
ment for intrapersonal and interpersonal skills and
abilities. The actual cognitive modification used was a
simplified self-instructional training conducted over
five 30-minute sessions on consecutive days. Students
were taught relaxation training and then they were pre-

sented with positive self-statements as they imagined

leasant scenes. This '"cognitive modification' was
P g
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compared with the positive group experience alone, a
combination of the two treatments, and a no-treatment
control group. Gioe (1975) predicted that both components
of the treatment would be necessary to produce a therapeutic
effect. As predicted, the students in the combination
treatment had significantly reduced Beck Depression
Inventory scores and used more words to describe their
positive qualities than students in each of the three
- other groups. The author acknowledges the limited general-
izability of this study, since the students were only very
mildly depressed to begin with, and the treatments were
not powerful enough to effect their self-concepts as
measured by the Tennessee Self-Concept Scale.

Most of the systematic studies of the effects of
cognitive therapy on depression have been based on Beck's
cognitive model and emphasize the faulty thinking styles
of depressed clients. Taylor and Marshall (1977) compared
cognitive therapy with behavioral therapy, a combination
of the two strategies, and a no-treatment control group.
All treatments were administered individually in six 40-
minute sessions by the author. In the cognitive therapy
condition, subjects were taught to identity the cognitions
that intervened between events and emotions, and to sub-
stitute more constructive self-statements for the original
negative cognitions. They were also instructed to read
positive self-statements 3 or 4 times per day before a
high probability behavior, in accordance with the

Premack principle (Premack, 1959). In the behavioral
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therapy condition, the subjects were taught to identify
the behavioral situations in which they became depressed,
and to develop alternative behavior patterns designed to
give them more positive reinforcement. These alternative
behaviors were taught by modeling and role-playing. In
addition, subjects were encouraged to increase the range
of their positive enjoyable activities. The results showed
that all three treatment groups improved significantly more
than waiting list controls on all measures of depression,
and there were no differences between either the cognitive

or the behavioral treatment when used alone. The combined

‘group, however, was significantly more effective than the

average of either of its components alone in reducing
depression as measured by the Beck Depression Inventory
(BDI), Dempsey's D-30 Scale (Dempsey, 1964), and a Self-
Esteem and a Self-Acceptance variant of Kelly's Reper-
tory Grid (Kelly, 1955). All results were maintained at a
5-week follow-up period. The conclusions from this study
are somewhat limited by the fact that only quite mildly
depressed college students were used as subjects, there
was no placebo control condition, and all assessments were
of a self-report nature. Experimenter bias was also
possibly introduced since the senior author conducted all
treatments himself and was clearly aware of the specific
hypotheses of the study.

A similar comparative study was conducted by Shaw
(1977). This study added a nondirective treatment group

to the groups used by Taylor and Marshall. In this study,
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all treatments were conducted in groups over eight 2-hour
sessions by the author. The cognitive modification
group showed the most significant changes in BDI and the
Hamilton Rating Scale of Depression (Hamilton, 1960). The
other two treatment groups had lower depression scores
than the waiting list controls, but not as low as the
cognitive modification group. At a one-month follow-up,
the BDI scores of the cognitive modification group in-
creased slightly, but the scores of the behavior modifica-
tion group remained stable. This study is also limited
by its use of a mildly depressed college student population,
only self-report measures, and the one author conducting
all the treatment sessions.

Schmickley (1976) studied 11 depressed females from
a community mental health center and used four different
therapists to avoid some of the possible bias problems.
He also designed an Outpatient Depressive Behavior Rating
Scale which was filled out daily by each subject and two
significant others. Unfortunately, this behavioral
measure proved to be quite unreliable, so it did not add
much to the results of the study. Rather than having a
control group, Schmickley used an intensive case study
design with a multiple baseline and each subject serving
as her own control. The cognitive treatment was administered
individually over four l-hour sessions. Although Schmickley
concluded that the cognitive therapy had demonstrated its

effectiveness, his hypotheses were actually only weakly
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supported by varying proportions of subject data, and the
results are quite inconsistent and unclear.

Beck's own research group at the University of
Pennsylvania has also been conducting studies of his
cognitive therapy. A study by Rush, Beck, Kovacs and Hollon
(1977) compared Beck's cognitive therapy to a generally
accepted standard treatment of depression, tricyclic
pharmacotherapy. Tricyclic antidepressants have been
“found to be superior to placebo, marital therapy (Friedman,
1975), social casework treatment (Klerman, DiMascio,
Weissman, Prusoff & Paykel, 1974), and brief supportive
therapy or psychodynamic group therapy (Covi, Lipman,
Derogatis, Smith & Pattison, 1974). Thus Rush et al.
(1977) were using the best available treatment for the
acute symptoms of depression as a standard for comparison.
Their cognitive therapy consisted of a maximum of 20
individual sessions over a 12-week period, while the
pharmacotherapy consisted of a maximum of 12 sessions
over a 1l2-week period. Eighteen therapists participated
in the study, and none of the principal investigators
conducted any of the treatments. The subjects were
community outpatients, with more serious depressive his-
tories than most of the subjects in the studies discussed
above. The results showed that both treatment groups made
significant decreases in depressive symptomatology. Cog-
nitive therapy resulted in significantly greater improve-
ment than pharmacotherapy on the BDI, the Hamilton Rating

Scale for Depression, and the Raskin Scale (Raskin, 1970).
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In addition, the dropout rate was significantly higher
" with pharmacotherapy than with cognitive therapy. A
3-month and a 6-month follow-up indicated that treatment
gains were maintained over time.

Other studies show support for the effectiveness of
one isolated component of Beck's treatment program in
combination with one behavioral technique. '"Anticipation
training' is designed to modify the negative expectations
which may limit the amount of positive reinforcement
perceived as resulting from an activity (Anton, 1974;
Anton, Dunbar, & Friedman, 1976). This training program
“involves teaching clients to plan six pleasant activities
and to actively practice anticipating their positive
aspects. Subjects receiving this training for six
sessions significantly decreased their reported feelings
of depression and increased their reported pleasantness
of activities as compared to a self-observation group and
a no-treatment control. The authors recommend anticipa-
 “tion procedures as a first step in the treatment of

depression, to be followed by more specific interventions
tailored to the client's specific needs.

The work of Fuchs and Rehm (1977) on a self-control
treatment of depression illustrates the difficulty involved
in trying to make absolute distinctions between 'cognitive"
and "behavioral' therapies. Their treatment package has
been classified elsewhere as a cognitive therapy
(Meichenbaum, 1977) because of its emphasis on the concept

of self-control, even though the primary focus of
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treatment is on modifying overt behaviors. The distinction
in relative focus may be clarified if we compare the self-
control technique of Goldfried, Decenteco and Weinberg
(1974) called systematic rational restructuring with the
self-control treatment of Fuchs and Rehm. Both treatments
emphasize the active ways in which the client can work to
“control his problems. Systematic rational restructuring
is considered a cognitive technique because the client
learns how to use anxiety as a signal to rationally
reevaluate the reasons for being upset, whereas Fuchs and
Rehm's treatment is considered a behavioral therapy because
the client learns to arrange his activities and reinforce-

ments such that they are more rewarding to him.

Behavioral Approach to Depression

Since cognitive therapies are so closely and com-
plexly related to behavioral therapies, no discussion of
the cognitive therapy of depression would be complete
without at least a brief discussion of the behavioral
approach to depression. Charles Ferster first laid the
groundwork for a systematic behavioral theory of depression
when he emphasized the importance of both a topographic
and functional analysis of pathology. He recognized that
"whether a man who moves and acts slowly is 'depressed'
or merely moving slowly is not easily or reliably deter-
mined by observing his behavior alone. The relation of
his behavior to events in the past or present environment

is a critical element in the description' (Ferster, 1965,



51
P. 9). Ferster later expanded his ideas into a full
functional analysis of depression (1973). 1In this analysis,
he pointed out that '"the common denominator among depres-
sed persons is the decreased frequency of many different
kinds of positively reinforced activity" (p. 861).
Lazarus (1968) and Jackson (1972) conceptualized depression
similarly, as a consequence of inadequate reinforcement
or behavior that has become ineffective at securing rein-
forcement. Since behavior is a product of so many
psychological processes, a single cause of depression
cannot be expected. Rather, it is important to understand
all the processes that could reduce a person's positively
reinforced behavior, and several such processes are outlined
by Ferster (1973). One common cycle results when people
lose a major source of positive reinforcement such as
through the loss of a loved one. People may than receive
immediate reinforcement for depressive behaviors from
their sympathetic friends. If they do not find alternate
means of reinforcement, this depressive behavior may be
maintained as the only source of reinforcement they have
left.

Lewinsohn and his associates (1974) have developed
and tested an extensive behavioral theory of depression.
This theory is based on the assumption that a low rate of
response-contingent positive reinforcement (which
Lewinsohn terms ''resconposre'') acts as an eliciting
stimulus for some depressive behaviors (e.g., dysphoria,

fatigue) and is a sufficient explanation for other aspects
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of depression (such as low behavior rate). The total amount
of resconposre received by an individual is seen as a
function of 1) the number of events which are potentially
reinforcing for the individual, 2) the availability of
reinforcement in the environment and 3) the extent to which
behaviors are emitted by the individual which will elicit
reinforcement from the environment. Whereas cognitive
theorists assign primary causal significance to cognitive
distortions, behavior theorists see these as being second-
ary elaborations of dysphoria, a consequence of low
resconposre.

Several studies have been completed thus far which
seem to support Lewinsohn's behavioral theory of depres-
sion. Lewinsohn and Libet (1972) found a significant
association between mood and the number of pleasant
activities engaged in by depressed subjects, psychiatric
controls and normal controls (with no differences between
the groups). MacPhillamy and Lewinsohn (1974) found that
depressed subjects had significantly lower levels of
reported pleasure, general activity level and perceived
potential for reinforcement than normals or nondepressed
psychiatric controls. Another study (Libet & Lewinsohn,

: "1973) found that depressed individuals emit interpersonal 7
behaviors at about half the rate of nondepressed controls,
and that they also elicit fewer behaviors from other people
than do controls. Lewinsohn, Lobitz and Wilson (1973)

discovered that aversive stimuli elicit a greater

autonomic response in depressed subjects than in either
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psychiatric or normal controls, which would predict
greater avoidance and hence lower resconposre on the part
of depressed individuals in social situations. In an
analogue study, Wener and Rehm (1975) found that different
rates of reinforcement led to differences in depressive
affect, self-confidence ratings and latency of responding.

Although case studies of the use of behavioral
techniques in treating depression have been reported,
few methodologically sound, systematic studies with appro-
priate control groups and follow-up data have yet been
conducted. Two of the studies discussed above compared
behavioral treatments to cognitive treatment (Shaw,

1977; Taylor & Marshall, 1977). In both studies, the
behavior therapy was more effective than the control
groups, although Shaw found it to be significantly less
effective than the cognitive therapy.

Another promising behavioral approach to depression -
is the self-control behavior therapy program developed at
the University of Pittsburgh (Fuchs & Rehm, 1977; Rehm,
Fuchs, Roth, Kornblith & Romano, Note 4). Many of the
critical symptoms of depression are seen as constituting,
or resulting from, impairment in the three processes of
self-control: self-monitoring, self-evaluation, and self-
reinforcement (Kanfer, 1971). The therapy program, there-
fore, consists of training in each of these three processes:
self-monotoring of daily pleasant activities and mood,
self-evaluation by means of specific behavioral goals and

sub-goals for increasing pleasant activities, and
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self-reinforcement for successfully achieving these sub-
goals. A study of 36 depressed women volunteers from the
community compared this 6-session self-control program
to a nonspecific therapy and waiting list control (Fuchs
& Rehm, 1977). The self-control treatment led to more
therapeutic change as measured by self-reports of
depression, a behavioral measure of activity level, and
general psychopathology level on the MMPI. A 6-week
follow-up showed general maintenance of this improvement,
with the differences between conditions dissipating some-
what due to follow-up improvement in the non-specific
condition.

A later study using a similar subject population
(Rehm et al., Note 4) compared the same self-control
behavior therapy to a behavioral social skills training
program. While the self-control group improved more on
the measures of self-control, and the social skills group
improved more on measures of social skill, the self-
control group improved more on self-report of depression
and observer ratings of overall depression, negative self-
references, and negative references to others. The lack
of a control group makes the results more difficult to
interpret; but taken together, the results of these two
investigations seem to be a good start towards demonstra-
ting the effectiveness of this self-control behavioral
therapy of depression.

Most recently, Rehm, Kornblith, O'Hara, Lamparski,

Romano and Volkin (Note 5) conducted a study which
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investigated the importance of each element of their
treatment package to the overall treatment effects. Using
45 subjects from the same type of subject population, they
compared five experimental conditions: 1) the full self-
control program including training in self-monitoring,
self-evaluation and self-reinforcement 2) self-monitoring
plus self-evaluation 3) self monitoring plus self-
reinforcement 4) self-monitoring only and 5) waiting list
control. Each of the experimental conditions were more
effective than the waiting list control group in reducing
depression as measured by several self-report as well as
interview ratings. Thus, in this one study, training
in self-monitoring alone seemed as effective as training
that includes components of self-evaluation and/or self-
reinforcement. No follow-up data was included in this
report, however, so it remains unclear as to how the
various components of this treatment package might contri-
bute to the maintenance of reduced depression over time.

In a study by McLean, Ogston and Grauer (1973) a
behavioral treatment of depression was administered to
depressed clients and their spouses. Treatment included
training in social learning principles, immediate feedback
as to the perception of the verbal interactions between
the client and the spouse, and training in the construction
and use of reciprocal behavioral contracts. As compared
to clients in more traditional therapies, the clients in

this behavioral treatment showed more improvement after
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eight sessions on both self-report and behavioral measures
of depression.

A very simple behavioral technique was investigated
by Shipley and Fazio (1973). Clients were taught to
confine their expressions of unhappiness to a designated
period when they would be neither reinforced or punished
by others. After only three sessions, the behavioral
group showed significant improvement on the MMPI as
compared to an interest support group and a waiting list
control. No follow-up period was used, so it cannot yet
be determined whether the results of such a seemingly
miid intervention would be maintained over time.

In a study by Hammen and Glass (1975), it was found
that having depressed students simply increase their
pleasant activities did not improve their mood or reduce
their depression. Lewinsohn, in his critique of that
study (1975), points out several differences between his
techniques and those of Hammen and Glass which could
explain their lack of results. For example, Hammen and
Glass used only students who appeared to be depressed on
questionnaires but did not necessarily even present
depression as a problem for themselves, and they used
their own definition of '"pleasant' rather than that of
each individual subject. Lewinsohn did, however, conclude
that ''the prediction that an increase in pleasant activity
level will produce a reduction in depression level

probably should be restricted to individuals (a) in whom
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there is a significant association between activity level
and mood. . .and (b) whose baseline pleasant-activity
level is low" (1975, p. 730). Hopefully it will eventually
be possible, with enough research, to predict more
specifically which types of clients can benefit most from

which therapeutic techniques.

Conclusions

Since the research in the area of cognitive-behavioral
treatments of depression has thus far focused on demon-
strating the effectiveness of several large, complex
treatment packages, one of the next steps necessary would
be to define and isolate those components of the package
which are responsible for the resulting change. Each
of the treatment packages discussed above consists of
severél fairly well-defined components which all may or
may not be relevant to therapeutic improvement. According
to Mahoney (1974), "In the development or unprecedented
application of therapeutic procedure, a pragmatic rule
‘of thumb is: First show an effect, then isolate its cause"
(p. 198). Now that cognitive therapies have given at
least some initial indication of their effectiveness in
treating depression, there is a need for much more
specificity. This would include comparing the usefulness
of different components within a single treatment package,
comparing different types of cognitive therapies, ./

comparing different cognitive and behavioral techniques, -
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and so on. As Paul (1969) points out, the most useful
research questions are not the broad, general questions
like "Is cognitive therapy effective?" or '"Does behavior
therapy work?". The ultimate goal of therapy research is
to find out, as exactly as possible, '"what treatment, by
whom, is most effective for this individual with that
specific problem, under which set of circumstances"
(p. 162). Speaking of the need in this field for specifi-
city, Bergin maintains that ''there are few assertions in
recent literature more widely believed or more persuasively
argued than this one'" (1969, p. 113).

One concern about cognitive therapy has been that its
emphasis on thoughts and beliefs will limit its usefulness
for certain types of clients. 1In an early discussion of
RET, Ellis (1958) states that

Many clients are not bright enough to follow
a rigorously rational analysis. For another
thing, some individuals are so emotionally
aberrated by the time they come for help
that they are, at least temporarily, in no
position to comprehend and follow logical
procedures. Still other clients are too
old and inflexible; too young and impres-
sionable; too philosophically prejudiced
against logic and reason; too organically or
biophysically deficient; or too something
else to accept, at least at the start of
therapy, rational analysis.
(p. 49)
McLean (1976) also questions the generalizability of cog-
nitive therapy in terms of whether concrete thinkers can

be successful in cognitive modification. He points out

that depressed clients often have poor concentration,

a restricted attention span, agitation and response
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retardation which could effect the feasibility of cognitive
approaches to the treatment of severe depressions.
Beck, Rush and Kovacs, in their cognitive-behavioral
treatment manual (Note 6) state that their techniques have
been successful with both "endogenous' and '"reactive'
depressions, but realistically conclude that '"like other
treatments for depression, it-is unlikely that this treat-
ment strategy alone will prove useful for all depressed
patients" (p. i). One of the goals of this paper is to
begin to clarify what some of those limits on cognitive
therapy may be.

One subject variable which would seem to have
relevance to the effectiveness of cognitive therapy is
cognitive complexity. The term ''cognitive complexity"
has been defined and conceptualized in a vast number of
ways. For the purposes of this study, cognitive complexity
will be defined as the distinctiveness of the elements
which constitute one's cognitive system (Scott, 1963b) or,
conversely, the degree of relatedness of attribute
dimensions within a cognitive domain (Condon, Note 11).

An interpersonal cognitive system would be considered
relatively complex if it contains many interpersonal
constructs which are hierarchically integrated to a high
degree (Crockett, 1965). The number of dimensions that
one employs to make meaning out of a set of stimuli is
one component of complexity, but the relatedness of these

dimensions is also crucial to an understanding of complexity.



60
An example, provided by Condon (Note 11) may clarify these
two components of complexity. Two people (A & B) may both
be able to discriminate among people on each of three
attributes (helpfulness, responsibility and friendliness).
If for A each attribute is a relatively independent
dimension of judgment (such that people who are helpful
may or may not be responsible and may or may not be
friendly) while for B, these three attributes are com-
pletely related (people who are helpful are also responsible
and friendly), person A would be defined as more cogni-
tively complex than person B.

One aspect of the research on cognitive complexity
which seems especially pertinent to a discussion of
cognitive therapy involves dichotomous thinking. Campbell
(1960, cited in Bieri, 1961) found that subjects who were
rated és low in cognitive complexity were more likely to
separate people into two groups on the basis of a good-bad
dichotomy than those rated high in cognitive complexity.
Also, the cognitively '"simple'" subjects more often saw
social relationships among associates as balanced, with a
mutuality of liking or disliking involved, than the more
"complex'" subjects. In a completely different content
area, Scott (1963a) found that subjects with low cognitive
complexity grouped nations significantly more often into
a dichotomy of positive vs. negative, while subjects with
high cognitive complexity included both liked and disliked
nations in more differentiated categories. In addition,

Supnick (cited in Crockett, 1965) found that the less
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cognitively complex individuals gave significantly more
univalent descriptions of people than more cognitively
complex subjects.

One of the major objectives of cognitive therapy is to
alter clients' tendencies to view themselves and their futures
in a totally negative way. The goal of the treatment is to
help clients learn to make realistic discriminations between
specific environmental events and behaviors (e.g., "I did
poorly on a quiz'") and their judgments of their own self
worth (e.g., "I must be a rotten, stupid person'). Although
most depressed people may have difficulties differentiating
clearly when it comes to their own personal attributes,
highly cognitively complex people who are at least capable
of identifying complicated patterns of positive and nega-
tive attributes in other people may find it easier to learn
to make similar discriminations when it comes to their own
self-image. On the other hand, people with low cognitive
complexity who may use only dichotomous reasoning in all
aspects of their lives may find it more difficult to make
these changes, since they would be changing not only their
way of looking at themselves, but their ways of construing
the entire world.

This study will attempt to examine the subject variable
of cognitive complexity as it relates to the ability to
benefit from short-term treatment of depression by comparing
the effectiveness of cognitive, behavioral and nondirective
depression workshops for subjects with both high and low

levels of cognitive complexity.



HYPOTHESES AND PREDICTIONS

Each of the three types of cognitive therapy dis-
cussed in this paper has demonstrated at least some initial
effectiveness in treating different types of psychological
disorder. With mildly to moderately depressed clients,
Beck's cognitive therapy has been studied in attempts to
alleviate the depressions of both student and clinic
populations. Beck has concluded that "by pinpointing
the patient's specific cognitions and demonstrating their
invalidity through behavioral or cognitive techniques,
the psychotherapist can achieve a rapid improvement in the
symptoms of depression'' (1974b, p. 19). Considering the
range of clients who have already been treated with some
success in cognitive therapy, it is hypothesized that, for
people of both high and low levels of cognitive com-
plexity, cognitive therapy is more effective in reducing
depression than more traditional, nondirective therapy.

Prediction 1: Subjects in the cognitive groups
will show a significantly greater reduction on
all the measures of depression after treatment

than subjects in the nondirective control
groups.

Researchers have also made a start towards demon-
strating the effectiveness of behavioral therapies in the
treatment of depression. Both student and clinical pop-

ulations have been treated using behavioral approaches
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with some success, and even quite simple behavioral
techniques seem to help improve the symptoms of depression.
Therefore, it is hypothesized that behavioral self-control
therapy will also be more effective in treating depressed
clients than is nondirective therapy, regardless of
cognitive complexity level.

Prediction 2: Subjects in the behavioral self-

control groups will show a significantly

greater reduction on all the measures of depres-

sion after treatment than subjects in the non-
directive control groups.

Level of cognitive complexity may influence the
ability to integrate the information taught in cognitive
therapy with previous concepts of the self and to learn
further discriminations in cognitive processes. Therefore,
it is hypothesized that cognitive therapy is more effec-
tive in the treatment of depressed clients with high
cognitive complexity than those with low cognitive com-
plexity while behavioral self-control therapy is more
effective in treating depressed clients with low cognitive
complexity than with high cognitive complexity.

Prediction 3: Highly cognitively complex sub-
jects will show a significantly greater
reduction in overall depression (as measured
by the BDI and the D-30 Scale) after being in
a cognitive group than subjects with low cog-
nitive complexity. On the other hand, subjects
with low cognitive complexity will improve
significantly more after being in a behavioral

self-control group than subjects with high
cognitive complexity.

Since cognitive and behavioral self-control therapy
each emphasize different modalities of behavior change,

they may both be effective therapeutic strategies in the
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modification of depression, although working via different
routes. Behavioral self-control therapy, with its
emphasis on changing overt behavior, is hypothesized
to be especially effective in modifying the behavioral
components of depression. On the other hand, since
cognitive therapy emphasizes the modification of cognitive
behavior, it is hypothesized that cognitive therapy is most
effective in reducing the cognitive components of depres-
sion.

Prediction 4: Subjects in the behavioral self-
control groups will improve significantly more
on the behavioral measures of depression than
subjects in the cognitive groups. Subjects in
the cognitive groups will, however, improve
significantly more on the cognitive measures

of depression than subjects in the behavioral
self-control groups.

According to Beck (1976), 'Since each of the com-
ponents of depression (emotional, motivational, cognitive,
behavioral and physiological) contribute to other com-
ponents, it might be anticipated that improvement in any
one problem area (e.g., cognitive) would lead to improve-
ment in other areas (e.g., behavioral) and would finally
spread to include the entire syndrome of depression"

(p. 265). 1t is therefore hypothesized that over time the

modality-specific improvements will generalize to effect

improvement in other components of depression as well.
Prediction 5: At the 6-week follow-up point,
the pattern of changes in overall depression
will be maintained as predicted above; however,
the behavioral self-control groups will show
increased improvement on the cognitive measures
and the cognitive groups will show increased

improvement on the behavioral measures of
depression.




METHOD

Subjects

Volunteer subjects were recruited from the local
community through announcements in the mass media stating
that short-term workshops were being offered to help
people cope with depression (Appendix A). To qualify
for selection, subjects were required to meet each of the
following criteria:

1. Self-reported depression of at least 3 weeks
duration.

2. Willingness to participate in a treatment and
research program.

3. No current involvement in any other psychological
treatment program for depression.

At least 18 years of age.
A Beck Depression Inventory score > 17.

D-30 score > 14.

N o o B

Psychiatric Screening Inventory Alienation score
< 70 and Defensiveness scores less than 70
but greater than 30.

8. Clinical judgment based on the test results and
at least two telephone interviews (Appendix B)
that depression is the major presenting problem
and that no obvious psychotic symptoms (e.g.,
hallucinations, delusions) are present which
might warrant hospitalization or extreme suicide
risk. People whose depressions were associated
with schizophrenia, organic brain disease,
alcoholism, or drug addictions were not included
in this study.

Subjects fulfilling these criteria would most closely fit
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the category ''major depressive disorder'" according to
the American Psychiatric Association's Diagnostic and
Statistical Manual, Third Edition (1979).

Ideally, each subject who fit the screening criteria
would be randomly assigned to a treatment condition, and
groups in all three conditions would begin and run simul-
taneously. In order to minimize the delay between the
subject's response to the media announcements and the
actual start of the workshop, however, it was necessary
to assign each group of subjects to a treatment condition
rather than to assign individuals to treatments. Thus, as
soon as sufficient subjects had been screened to form
one workshop, that group of subjects was randomly assigned
to one of the three treatment conditions and that work-
shop was started. This way, one group could begin every
two weeks rather than having all subjects wait six weeks
until there were sufficient subjects to begin all con-
ditions. All screening procedures and interviews were
conducted blind to the subjects' experimental condition,
since subjects were not assigned to a condition until
after the screening was completed.

A total of six workshops were conducted throughout
the 9-month course of this study, two in each of the
three experimental conditions (cognitive, behavioral self-
control and nondirective). Since a committment was made
to the subjects that their workshop would begin within

two weeks of screening, the groups were of unequal size.
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Forty subjects qualified according to the screening criteria
and were assigned to groups as follows: 15 subjects in the
cognitive condition (in groups of 8 and 7), 14 subjects
in the behavioral self-control condition (in groups of 7
each), and 11 in the nondirective condition (in groups of
7 and 4). Three workshops (one in each condition) were
run at 2-week intervals during the summer months and three
workshops (one in each condition) were run at 2-week
intervals during the winter months. The workshops were
run during the summer and winter months due to the availa-
bility of group leaders at those times.

Written informed consent (Appendix C) was obtained
from each subject before the beginning of the screening
process. At the conclusion of each workshop, subjects
were offered referrals to local agencies if they were

interested in further psychological treatment.

Screening Measures

Psychological Screening Inventory

The Psychological Screening Inventory (PSI) was
designed by Lanyon (1978) as a brief mental health screening
device, to be useful in detecting those people who would
most need further psychological attention (Appendix D).

The goal of the PSI is to enable users to make specific
decisions and predictions that improve over the predictions
made without using the test. The PSI consists of 130
personal statements to be answered true or false with

items worded at grade school level. The PSI form takes
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approximately 15 minutes to complete. The entire PSI
contains five scales, but only the two scales used in
subject selection for this study will be discussed here:
the Alienation Scale (Al) and the Defensiveness Scale (De).

The Al scale was designed to measure the similarity
of the subject to hospitalized psychiatric patients, in
order to identify people who may need to be examined
further for the possibility that they may require inpatient
psychiatric treatment. According to Lanyon, high Al scores
are associated with the same characteristics as high
scores on the MMPI scales most related to serious psycho-
pathology (Sc, F, Pa, and Ma). He describes high Al
scorers as "having an unsatisfactory emotional life,
being suspicious, sensitive and anxious, feeling unaccep-
table and alienated, denying normal expression of affect,
and perceiving themselves as not responsible for, or in
control of, their own lives" (Lanyon, 1978, p. 9). The
validity of the Al scale was tested in several ways.
Mean Al scores were calculated for 38 different subject
groups, and psychiatric patient groups consistently scored
close to two standard deviations above the normative mean.
Al scores were correlated with scales from other tests,
and the highest average correlations (at approximately .5)
were shown between the Al scale and the Sc, F and Pa
scales of the MMPI. The Al scale was also used to dis-
criminate psychiatric inpatients from normals with a

hit-and-miss accuracy of approximately 80%. A highly
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significant association was found between scores on the
Al scale and the six MMPI ''psychotic signs'" delineated
by Meehl (1946) and Peterson (1954). Finally, the mean
MMPI profiles of subjects with high Al scores indicated
more tendency for high Al scorers to show psychotic,
rather than neurotic, disturbances.

The reliability of the Al scale was assessed in
terms of internal consistency (.62) and test-retest
reliability (.66 & .73 in two different samples).
Although these reliability coefficients are not high,
Lanyon (1978) states that they compare favorably with
reliability coefficients for the MMPI.

For use as a screening device in this study, a cut-
off score of 70 was used, since Lanyon suggests that
scores of 70 or more indicate the desirability of more
thorough psychological examination. To minimize the
possibility of subjects with psychotic disturbances which
require more intensive intervention being admitted into
the depression workshops, subjects with Al scores above
70 were not selected for this study and were referred
elsewhere for psychological treatment.

The Defensiveness (DE) Scale of the PSI was designed
to assess the subjects' test-taking attitude. A score of
70 or more is seen by Lanyon (1978) as fairly definite
evidence of '"faking good" and a score of 30 or less
indicates the probability of '"faking bad'. Lanyon found
that when using a specific cut-off score in the Al scale,

use of the De scale could improve the accuracy of the
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discriminations made. Thus, in order to minimize the
probability that a subject was deliberately distorting
his or her responses in either direction, which would
invalidate the use of the Al scale cut-off scores, sub-
jects were selected for this study only if their De score

was less than 70 and more than 30.

Beck Depression Inventory

The Beck Depression Inventory (BDI, Appendix E) has
been considered to be ''probably the best developed and
most widely used self-report depression measure' (Becker,
1974, p. 25). The BDI was developed as a measure of the
level of depression in a client, not as a means of dis-
tinguishing between standard diagnostic categories (Beck,
Ward, Mendelson, Mock and Erbaugh, 1961). The scale consists
of 21 categories covering the various psychological,
physiological and behavioral manifestations of depression.
Each category contains a set of graded self-evaluative
statements that are rated from 0 (neutral) to 3 (maximum
severity). Analysis of BDI scores done on several large
psychiatric samples indicate good reliability and wvalidity
for the measure (Beck, 1972; Beck & Beamesderfer, 1974;
Beck et al., 1961; Metcalfe & Goldman, 1965). The BDI
showed high reliability in terms of internal consistency
and stability: split-half Spearman-Brown corrected
Pearson r = .93, all items were significantly related to
total score at the p < .001 level per item, and highly

significant test-retest correlations were found.
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Inter-rater reliabilities were also quite good. The
validity data for the BDI is encouraging as well.
Correlations between diagnostician's ratings and BDI
scores were found to be .67, and comparable findings have
been obtained in several different areas of the United
States as well as in 5 countries outside of the U.S.
Correlations of the BDI with symptom check-lists, the
MMPI D-scale and the Hamilton Rating Scale for Depression
range from .66 to .75 (Beck, 1972). Beck and his colleagues
(1961) also report that thé inventory is sensitive to
changes in the severity of depression over time. In
terms of construct validity, the BDI has been success-
fully used as the criterion measure of several simple
hypotheses about depression. BDI scores have been found
to be unrelated to race, age and intelligence, but females
and the less well-educated do tend to obtain higher scores
(Beck & Beamesderfer, 1974). One important advantage of
the BDI over other measures of depression is its apparent
ability to discriminate depression from anxiety
(Beck, 1972).

In this thesis, a BDI score > 17 was used as the
cutting off score for clinical neurotic depression (as
suggested by Beck and cited in Schmickley, 1976).

This also is compatible with the results of a study by
Fahy (1974) who found that the mean BDI score of depressed

patients seen in general practice was 17.4.
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The D-30 Scale

The MMPI Depression Scale (Hatheway and McKinley,
1956) is one of the oldest and most traditional self-
report depression measures. This is a 60-item scale
that is based on 49 items which discriminate hospitalized
manic-depressive patients in their depressed phase from
normals, and 11 items discriminating manic-depressives
from other psychiatric patients. Although this scale seems
to show consistent validity as an index of client change
(Bergin, 1971), it has been said to do reasonably well in
predicting differences between nosological groups but
poorly in predicting individual<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>