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ABSTRACT

EFFECTS OF COGNITIVE-BEHAVIOR MODIFICATION
UPON DEPRESSED OUTPATIENTS

By
Verne Gordon Schmickley

The purpose of this study was to evaluate the
effects of cognitive-behavior modification upon depressed
individuals. These individuals were clients of an out-
patient community mental health center. The effects
of cognitive-behavioral intervention were assessed
using a client self-rated scale of depressive thoughts
and feelings, and by a self-and-other-rated scale of
depressive behavior.

Four graduate students in counseling with train-
ing and experience in behavior-modification were trained
in the theory and practice of the cognitive modification
of depression., Specific training procedures for these
counselors are described. Three therapists were each
assigned to three subjects, and the fourth therapist
was assigned to two subjects. The 11 subjects, all

females, were selected from 39 clients of a community
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mental health center referred for possible inclusion in
this study by mental health staff persons.

Subjects were accepted for the study based upon
specified screening criteria including clinical signs,
observed client behavior, client history, presenting
problem(s), MMPI profile, Shipley-Hartford scores, and
score on the Beck Depression Inventory (BDI).

Following each subject's acceptance into this
study, she appeared for an interview with this investi-
gator. She was furnished a copy of the Beck Depression
Inventory and pre-dated copies of daily response cards.
The subject was requested to complete the BDI question-
naire each day throughout the study.

The subject was requested to bring two signifi-
cant others to the interview with this investigator.
The significant others were to serve as raters for her
daily behavior. The subject and the raters were fur-
nished copies of the Depression Behavior Rating Scale,
an abbreviation of the NOSIE-30, to complete each day
on a daily predated response card.

Subjects and their raters completed the daily
response cards through a baseline phase of 7, 10, or
14 days, a two-week treatment phase, and a two-week
reversal phase. Data are plotted for each subject for
each experimental day and across four dependent

variables. The Beck Depression Inventory was one of
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the daily repeated measures. Items from the Depression
Behavior Rating Scale yielded the three remaining daily
repeated measures--Depression items, Psychomotor
Retardation factor, and Social Interest factor.

The treatment intervention consisted of four
sessions over a two-week period. During the first
session the therapist established rapport and structured
the treatment phase for the subject. The subject was
furnished a pamphlet, "Coping with Depression," and the
booklet was discussed. The therapist suggested that the
subject read the pamphlet once each day until the second
treatment session, and whenever else she experienced
feelings of depression.

During the second treatment session, the therapist
assisted the subject in identifying at least five depres-
sive cognitions and their corresponding challenges. The
subject was instructed to read the list of depressing
cognitions and challenges before engaging in high proba-
bility behaviors until the third session.

During the third session, the therapist assisted
the subject in genefating a list of at least five
positive self-evaluatory statements. The subject was
to read the list before engaging in a high probability
behavior before the last treatment session.

In the fourth session, the therapist reviewed

the cognitive treatment of depression, reinforced
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subject learning, and scheduled the subject for a follow-
up appointment with this investigator two weeks later.

At that time the subject's current level of psy-
chological functioning was evaluated clinically, and
she was administered a second MMPI. Any concerns she
had regarding the treatment were discussed, and if the
subject desired, further mental health services at the
center were offered.

A multiple-baseline design was employed in the
study. Subjects self-réported level of depressive
symptomatology (BDI) and self-and-other-rated depressive
behaviors (BRS) were charted daily as repeated measures.
The treatment effects were contrasted across four depen-
dent variables and across individuals at the same rela-
tive points in the treatment schedule.

Based upon two assumptions made by Aaron Beck
concerning the effects of the cognitive modification of
depression, 12 research hypotheses were generated for
this study. For each of the four dependent measures
of depression, it was hypothésized that during the
treatment phase the subject's rated depression would
decline. The depression rating on each measure would
rise again during the reversal phase, a second hypothesis.
Finally it was hypothesized that depression scores
during the reversal phase would not rise to the level

of the baseline phase.
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The data from each subject are presented in an
intensive case study format. The subject's performance
on each dependent variable is presented graphically,
and significance tests have been performed for all 12
research hypotheses on the data from each subject.
Finally, supplementary data, such as pre-posttreatment
changes in the subject's MMPI profile, are presented
along with a discussion of the outcome of treatment
and her current therapeutic status.

The research hypotheses are supported by vary-
ing proportions of subject data. Specifically, it was
found that scores on the Beck Depression Inventory,
the Behavior Rating Scale Depression items, and the
Behavior Rating Scale Psychomotor Retardation factor
decreased during the treatment phase, and rebounded
after the termination of treatment, but remained lower
during the reversal phase than before the treatment
intervention. Scores for the Behavior Rating Scale
Social Interest factor for two subjects support the
hypothesis that subjects' performance during the treat-
ment phase was different than during baseline, but the
other two research hypotheses for Social Interest were
supported by data from four subjects.

Supplementary data presented for all subjects
included mean MMPI profiles for pre- and posttreatment

testing situations. The changes in the MMPI profile
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over the time of the experiment are discussed, and
results of statistical tests of the changes in profile
are presented. It was found that the posttreatment MMPI
mean profile was well within normal limits, and that
reductions on five of the ten clinical scales for the
group were statistically significant.

It was concluded that this cognitive-behavioral
treatment was to varying degrees effective in reducing
depressive symptomatology and behavior among clients of
an outpatient clinic. The research findings are dis-
cussed, as are implications of the present study for

practice and further research.
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CHAPTER I

INTRODUCTION AND REVIEW OF THE LITERATURE

Magnitude of the Problem
of Depression

Depression is a painful emotional condition which
has plagued mankind at least as long as history has been
recorded, and no doubt before that. Depression has been
described by Hippocrates, by Biblical scholars in the
Book of Job, and by Shakespeare in his plays. Known
throughout the ages as "the black bile," "melancholia,"
"manic-depression," or "depression," there have been as
many labels and types as there are theories of the causes
and treatment of the condition (Kushner, 1974).

Dépression is no respector of social, economic,
or educational level, fame, or political power; such
individuals as Abraham Lincoln, Ernest Hemingway, and
Marilyn Monroe have suffered from depression (Kushner,
1974) , as have Senator Thomas Eagleton and ex-Presidents
Johnson and Nixon. Feelings of worthlessness, helpless-
ness, and pessimism characterize this most common form

of psychiatric disorder in the United States today



(Kushner, 1974); indeed, depression is often referred
to as "the common cold of mental disorders."

Grinker and Nunnally (1970) and associates
(Grinker, Miller, Sabshin, Nunn, & Nunnally, 1961)
became interested in the depressive syndrome because:

It seemed to have become the forgotten disease
although about half of the population in private
psychiatric hospitals were admitted and discharged
with this diagnosis. . . . The frequency, painful-
ness, and family disruption caused by depression
stimulated little work with the syndrome, and
little had been added to its understanding since
Kraepelin's and Bleuler's descriptions, which
were only somewhat better than the accounts left
by the ancients. (Grinker & Nunnally, 1970,

p. 392)

It is estimated that eight million people in the
United States are currently receiving treatment for
depression, and 600,000 of these are hospitalized because
their normal functioning is severely impaired (Kushner,
1974) . 1In terms of numbers of individuals affected,
depression is beginning to rival schizophrenia as the
nation's number one mental health problem, and it is
estimated that 10% of the general population will suffer
a clinically significant depressive episode at some time
in their lives (NIMH, 1973).

Aaron T. Beck, M.D., probably the foremost con-
temporary authority on depression, writes that it is
"the most common psychiatric disorder treated in office

practice and outpatient clinics. The study of depression

is important, not only because of the human misery it



causes, but because of its byproduct, suicide" (Beck,
1974a, p. 61). Every year 20,000 Americans commit
suicide (Kushner, 1973), and Beck (1974) concludes that
depression is among the leading causes of death in this
country.

Overview of the Problem
of Depression

Many writers (e.g., Kushner, 1974) have described
depression as merely being on a continuum with other
unpleasant emotions: from "normal Monday-morning blues,"
to sadness, grief, disappointment, despondency, and
finally depression. An individual's "level" of depres-
sion would depend upon the frequency, intensity, and
duration of his unpleasant feelings. Other authorities
take an opposite view, such as Bernard J. Carroll, M.D.,

who views depression as "an illness which is categorically

different from normal mood lowering" (1974, p. 2). Peter

M. Lewinsohn, Ph.D., a behavior therapist, essentially

takes a moderate position, and assumes depression "to

be a continuous variable which can be conceptualized as

a state (which fluctuates over time) but also as a trait

(some people, 'depressives,' are more prone to becoming

depressed than others)" (1974, p. 65).. (Italics mine.)
Lewinsohn provides an excellent description of

depression:



The term "depression" is used to refer to the
syndrome of behaviors which have been identified
in descriptive studies of depressed individuals
(e.g., Grinker et al., 1961l), including verbal
statements of dysphoria, self-depreciation, guilt,
material burden, social isolation, and somatic
complaints; it also involves a reduced rate for
many behaviors. (Italics mine.) (1974, p. 65)

Another behaviorist, Martin E. P. Seligman, Ph.D., simi-
larly describes the phenomenon:

Depression . . . does not have a necessary condition
that defines it. Rather, it is a convenient diag-
nostic label which denotes a constellation of

s toms [= a syndrome], no one of which i1s neces-
sary. (Italics mine.) (1974, p. 86)

Beck (1974a) delineates the signs and symptoms
which characterize depressed individuals:

Emotional: Sadness or apathy; crying spells, self-
dislike; loss of gratification; loss of feelings of
affection; loss of sense of humor.

Cognitive: Negative self-concept; negative expec-
tations; exaggerated view of problems; attribution
of blame to self.

Motivational: Increased dependency; loss of moti-
vation; avoidance, indecisiveness; suicidal wishes.
Physical and Vegetative: Loss of appetite; sleep
disturbance; fatigability; loss of sexual interest.
(p. 62)

Similarly, Seligman (1974) describes the mani-
festations of depression:

Passivity: the slower response initiation, retard-
ation, and lowered amplitude of behavior . . .
Negative expectations: the readiness with which
depressed patients view their actions, even if they
succeed, as having failed or being futile . . .

The sense of helplessness, hopelessness, and power-
lessness which depressed patients frequently voice.
(Italics mine.) (p. 89)

Seligman sees clinical depression as related to his con-
cept of learned helplessness, which will be elaborated

upon in a later section. He writes:



The label "depression" denotes patients with
negative cognitive sets about the effects of
their own actions, who become depressed upon
the loss of an important source of gratifi-
cation--the perfect case for learned helpless-
ness to model. (Seligman, 1974, p. 85)

Once the symptoms of depression develop, they
generally increase in severity until the condition levels
off, and then the symptoms improve. The median duration
of the depressive episode is said to be three months.

In most individuals the intervals between depressive
episodes are symptom free; there is, unfortunately, a
tendency for depression to recur at some later time
(Beck, 1974a).

The goals of therapeutic strategies have been to
reduce the frequency, intensity, duration, and recur-
rence of depression. There have been therapeutic inter-
ventions devised to fit any of the numerous theories of
the cause of depression, e.g. psychoanalytic, ego-
psychological, and physiological/psychopharmacological.
A review of the various theories and their corresponding
therapeutic interventions is beyond the scope of this
dissertation; the interested reader is directed to the
excellent and comprehensive reviews by Beck (1972),
Becker (1974), and Friedman and Katz (1974). What will
be discussed in the following are theories and/or
therapies which offer great promise for the amelioration

of the problem of depression: behavior modification,

learned helplessness, and cognitive restructuring.



Behavioral Theory and Modification
of Depression

Although depression is one of the most frequently
occurring problems of mental health, social scientists in
general have neglected the problem until recently, and
a systematic behavioral theory of depression remains to
be developed (Becker, 1974). Lazarus (1968) attributes
much of this void to the difficulties in operationally
defining and measuring depression. Beck (1974a) notes
that their avoidance of the subjective components of
depression has subjected behaviorists to valid criticism
(e.g., American Psychiatric Association, 1973), and that
behavioral theory has thus far been applied only to
limited aspects of depression. Krasner (1971) states
that depression may be the last type of behavior to come
within the behavior therapy paradigm,

Fortunately, this trend is changing. Recently,
innovative theory and research on depression have begun
to flourish among certain social learning behaviorists
(Becker, 1974). These developments will be briefly
traced chronologically.

In his classic paper, Ferster (1965) was the
first to write that the state of clinical depression is
a consequence of decreased reinforcement. Ferster has
since (1974) expanded and elaborated his notions of

depression, but this basic assumption remains unchanged.



Lazarus (1968) similarly conceptualized depression as
a consequence of inadequate or insufficient reinforcement.

Lazarus (1968) prescribed three specific behavioral
techniques for the treatment of neurotic depression: time
projection with positive imaginal reinforcement; affective
expression of "repressed" anger; and behavioral depri-
vation and retraining to regain reinforcement. Burgess
(1969) has successfully applied contingency management
strategies to the extinction of depressive behaviors (by
shaping competing, nondepressive behaviors).

Jackson (1972) maintains that in the development
of depression, the person's behavior has become ineffec-
tive in securing positive reinforcers from his environ-
ment. This is due to alterations in reinforcement
schedules or changes in significant discriminative
stimuli under which behaviors were typically emitted.
Jackson has shown that self-reinforcement techniques
can serve to assist depressed individuals to regain
control over their sources of reinforcement. (Excellent
reviews of literature of behavioral self-control may be
seen in Cautela, 1969; Kanfer & Phillips, 1970; Elson,
1972; Goldfried & Merbaum, 1973; Johnson & Elson, 1974;
Mahoney, 1974; Mahoney & Thoresen, 1974; Thoresen &
Mahoney, 1974.)

The greatest strides toward a behavioral model

and therapy of depression have been made by Lewinsohn's



social learning group at Oregon. For the past six
years a comprehensive, behaviorally oriented theory
of depression has been developing. The thrusts of the
research have been:
. « « to test hypotheses about the socio-environmental
reinforcement conditions surrounding depression,
« « o« to develop systematic and replicable treatment
strategies for depressed individuals, and
. « « to provide tools to assess and to evaluate
behavior change. (Lewinsohn, 1974, p. 65)
The Lewinsohn group has been creative and prolific in its
study and description of behavioral applications to
depression (cf. Lewinsohn & Shaw, 1969; Lewinsohn &
Graf, 1973; Lewinsohn, 1974). The behavioral inter-
ventions successfully used appear to fall into five
categories (Lewinsohn, 1974):
1. Increasing the individual's activity level;
2. Identification of potential reinforcers for
the depressed individual;
3. Induction of affects incompatible with
depression;
4, Enhancing the individual's instrumental
skills; and
5. Increasing the drive level of the depressed
individual.
Lewinsohn's applications of behavior therapy successfully
meet the depressed individual's needs perceived by

Becker (1974) for increased positive reinforcement of

nondepressive behaviors.



The recent contributions of behavior theory to
depression are certainly exciting, both heuristically
and clinically. Becker concludes that:

It is too early to assess the contribution of
behavioral approaches to depression, but their
emphasis on testable formulations must inevitably
sharpen conceptualizations and expand the essential
data base for adequate theory building and rational
treatment programs. (1974, p. 119)

Learned Helplessness and
Depression

Rivaling the Lewinsohn group in the production of
research which holds exciting possibilities for a learning
theory and therapy of depression is the work of Seligman
and associates (Seligman, 1969, 1973, 1974, 1975;
Seligman & Hager, 1972; Seligman, Maier, & Solomon,
1971).

Seligman is an experimental psychologist at the
University of Pennsylvania who has extensively studied
the effects upon infrahuman subjects of unpredictable
and uncontrollable aversive events., A description of
his well-controlled and sophisticated methodology is
beyond the scope of this discussion; the reader is
referred to Seligman's own descriptions (Seligman, 1974,
1975; Seligman & Hager, 1972; Seligman et al., 1971)
or to excellent summaries by Becker (1974) or by
Thornton et al. (1974).

Seligman subjected experimental dogs to massive

and sustained electrical shock, which they could not
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predict nor escape from., When the dogs were later
included in standard escape-training trials, two-thirds
of the experimental animals failed to learn to escape
or avoid shock (all naive control animals learned to
escape or avoid shock):

The experimental dogs tended to manifest two
behavioral deficits. First, they attempted few
adaptive responses, and second, even when they
displayed an adaptive response, they failed to
learn from it. . . . They typically reverted to
the passive acceptance of 50 seconds of severe
pulsating shock. The latter behavioral phe-
nomena have been termed learned helplessness.

e« o« « (Becker, 1974, pp. 112-113)

Seligman describes the experimental phenomenon:

We use the term "learned helplessness" to describe
the interference with adaptive responding pro-

duced by inescapable shock and also as a shorthand
to describe the process that we believe underlies
the behavior. So learned helplessness is defined
by two behaviors: (1) dogs that have had experience
with uncontrollable shock fail to initiate responses
to escape shock or are slower to make responses than
naive dogs, and (2) if the dog does make a response
that turns off shock, it has more trouble learning
that responding is effective than a naive dog.
(1974, p. 86)

Seligman sees the behavioral deficits as having

a cognitive cause.

Learning that one cannot control important events

. .« « that responding and reinforcement are inde-
pendent results in a cognitive set that has two
basic effects: fewer responses to control rein-
forcement are initiated, and associating successful
responding with reinforcement becomes difficult.
(Seligman, 1974, p. 97)

The notion of stimulus generalization is interwoven with
the learned helplessness cognitions. The more closely

subsequent traumatic experiences resemble the inescapable
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and uncontrollable conditions under which passivity was
acquired, the more likely it is that passivity will
generalize to subsequent conditions, even though the
animal may actually be able to escape from the situation
(Becker, 1974).

Seligman (1974) suggests that the phenomenon of
learned helplessness provides a laboratory analogue of
human neurotic depression. More important, learned
helplessness provides a model for understanding the
development of depression in humans. Seligman admits
that his evidence is at this point tentative. But the
work of Seligman and his associates provides an exciting
and long-in-coming rapproachment between "pure" research
and clinical endeavors.

Bibring (1953), a psychoanalytic theorist,
viewed helplessness to achieve one's goals as a primary
cause of human depression (Beck, 1974a). Engel (1968)
described the "helplessness-hopelessness" emotion--the
patient's feeling that he cannot help himself, and that
he is unlikely to be helped by outside influences.
Grinker and Nunnally (1970) describe a factor charac-
teristic of depression: " . . . helplessness, hopeless-
ness, failure, sadness, unworthiness, guilt, and
internal-suffering. There is a self-concept of
'badness'" (p. 396).

Beck (1974d) sees strong relationships between

his own cognitive theory of human depression (to be
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discussed in the next section), and Seligman's findings
on learned helplessness. The idea that one is helpless
is an irrational belief (Ellis, 1962) held by many
depressed individuals. He "finds evidence of his own
worthlessness in every experience and feels compelled
to blame himself for his faults" (Beck, 1974a, p. 63).
Beck has done extensive research on the content of dreams
of depressed individuals. In most of the dreams, the
depressed individual sees himself as "the loser,"
including airplanes being missed by a split-second,
exams being failed, slot machines giving the jackpot
to the very next gambler, and so forth (Kushner, 1974).
Beck's dream studies (1974a) concluded that the depressed
individual regards himself deprived of an important
source of gratification and defective in certain
attributes. The depressed individual has all-too-
successfully learned helplessness.

Seligman has found only one treatment which
"cures" helplessness in dogs. The animal has learned
that nothing he can do will terminate the shock, so his
negative expectations must be changed. The dog must
be forcibly dragged from side to side in the shuttle
box, so that eventually he learns that the trauma can
be escaped (1974). But successful therapy should be
preventive, in Seligman's (1974) view, arming the

patient against future depressions.
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Obviously, depressed humans cannot be physically
forced into feeling better. Beck (1974d) reasons that
it must be cognitively demonstrated to the patient that
he is able to succeed:

"Paralysis of the will" may be considered as a
result of the patient's pessimism and hopeless-
ness; since he expects a negative outcome, he is
reluctant to commit himself to a goal or under-
taking., Conversely, when he is persuaded that he
can succeed at a particular task, he may be stimu-
lated to pursue it. (Beck, 1974a, p. 71)

How Beck does this is discussed next.

Cognitive Theory and Modification
of Depression

An interesting change is taking place in the
field of behavior therapy. Some of its most ardent
and "hardcore" practitioners have begun to see merit
in the theories and techniques of more psycho-dynami-
cally-oriented therapists (American Psychiatric Associ-
ation, 1973). The result has been the development of
an increasingly powerful and exciting psychology, in
which all manifestations, overt and covert, of human
behavior become active areas of investigation and
possible modification (Murray & Jacobson, 1971).
Even B. F. Skinner acknowledges the validity of
the resurgence of interest in internal events:
A small part of the universe is contained within
the skin of each of us. . . . We feel it and in
some sense observe it, and it would seem foolish
to neglect this source of information just because

no more than one person can make contact with the
inner world. (1974, p. 21)
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Skinner views perceptions and reports of the inner world
as clues (a) to past behavior and the conditions affect-
ing it, (b) to current behavior and the conditions
affecting it, and (c¢) to conditions related to future
behavior.

Nevertheless, he cautions us to examine our own
behavior as we make contacts with the inner world.
Although attractive, the study of the world within the
skin has its potential pitfalls: "in teaching self-
knowledge (1) the verbal community must make do with
rather primitive nervous systems, and (2) it cannot
fully solve the problem of privacy" (Skinner, 1974,

p. 31). But behaviorism has progressed since Skinner
(1953) first wrote of "the world within one's skin"
more than 20 years ago. The recent advances in the
experimental analysis of behavior now allow us to study
internal events, and behaviorism "can now analyze, one
by one, the key terms in the mentalistic armamentarium”
(Skinner, 1974).

One such mentalistic term is "thinking," or
what an individual says to himself (Ellis, 1962). As
long as the individual's thinking is adaptive, there is
no problem. But, according to Ellis, once thinking
becomes maladaptive (irrational), problematic emotions
and behaviors result. Ellis' assumptions have received

much anecdotal and clinical support (Ellis, 1962, 1971,
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1973) , but only recently (cf. Elson, 1974) have the
theoretical assumptions been directly studied. Russell
and Brandsma (1974) studied:
. +» « the assumptions of Albert Ellis' ABC theory
of psychopathology which relates implicit verbali-
zations to emotional arousal. . . . The ABC theory
was supported by the galvanic skin response on
three of the five hypotheses under investigation.
Rational-emotive psychotherapy (RET) has been

called both a type of and an essential component of

other techniques of behavior therapy (Beck, 1970; Ellis,
1971, 1973; Lazarus, 1971, 1974a, b). The value of RET
in changing behavior has gained considerable experimental
support through the efforts of Donald Meichenbaum and
associates at the University of Waterloo. Meichenbaum
(1973, 1974a, b) and Meichenbaum and Cameron (1974)
have successfully demonstrated that behavior modifi-
cation techniques can be used to modify what an indi-
vidual says to himself. Meichenbaum and Cameron (1974)
review several applications of self-instructional methods
used to teach "healthy talk" to various client groups,
including impulsive children, schizophrenics, and
neurotics. Clients may be taught to change their
evaluations of environmental consequences:

Our research on cognitive factors in behavior

modification has highlighted the fact that it

is not the environmental consequences per se

which are of primary importance, but what S

says to himself about the consequences. How-

ever, what S says to himself, that is how he

evaluates and interprets these events [Ellis’
(1962) irrational beliefs], is explicitly
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modifiable by many of the behavior therapy tech-
niques which have been used to modify maladaptive
[overt] behaviors. (Meichenbaum & Cameron, 1974,
p. 103)
Thus, cognitive events become behaviorally modifiable.
Meichenbaum and associates did not originate
this notion. Jerome Frank (1961) noted that people tend
to change their attitudes to conform with what they
have been conditioned to say to themselves. Lloyd
Homme (1965) had argued that what one says to himself
influences his self-esteem, and that the self-esteem
can be altered by changing one's thoughts and feelings.
These internal events are called "coverants" (covert
operants) by Homme, and he assumes that they may be
controlled by manipulating reinforcing events based
upon Premack's principle (1959).
The common cognitive changes observed in
depressed individuals (low self-esteem, pessimism,
guilt, learned helplessness, etc.) have been reviewed.

Previous authorities have viewed these cognitions as

consequences of depression. Instead, Beck (1967,

1972) assigns primary significance to these cognitions
as the causes of depression (Lewinsohn, 1974). "By
proposing that the cognitive disorder precedes rather
than follows the depressed state, he contributes
alternative ways of thinking about etiology and

approaches to therapy" (Katz, 1974, p. 301).
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Beck takes a radical stance, and views depres-

sion as a thought disorder:

Although thought disorders are traditionally
associated with schizophrenia and paranoia, recent
work has uncovered systematic distortions of
reality in depression. These findings cast doubt
on the classification of depression as a primary
mood disorder, and may also provide clues for the
treatment of the disease. (1963, pp. 62-63)
Beck (1967) defines a "depressive cognitive triad" of
a set of negative evaluations of the self, of the out-
side world, and of the future:
This triad is seen as the key to the consequences
of depression, such as the lack of motivation,
the affective state, and other internal and
behavioral manifestations. The depressed person's
cognitions lead to misinterpretations of exper-
iences, and hence many of the secondary responses
are logical consequences of such misinterpre-
tations. The depressed person is locked in an
insoluble situation, the result of which is future
despair. (Lewinsohn, 1974, p. 64)
The first component of Beck's "cognitive triad" is a
negative view of the self: The depressed individual
sees himself as deprived of gratification, inadequate,
and worthless. He believes that he is undesirable,
and perceives himself as defective (Beck, 1974a). He
believes he is responsible for irreversible and criti-
cal events, and he is beset with self-coercive
injunctions such as "should" and "must" (cf. Horney,
1950). No matter how well he performs, he is plagued
with the constant feeling that it is never good enough
(Becker, 1974). The second component of the cognitive

triad is a negative view of experiences. The patient
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interprets all of his interactions with his environment
as overdemanding, blocking, depriving, depreciating,
and defeating (Beck, 1974a, Becker, 1974). Finally,

a "negative view of the future permeates his ideation.
As he looks ahead, the patient sees an indefinite con-
tinuation of his present difficulties and a life of
unremitting deprivation, frustration, and hardship"
(Beck, 1974a, p. 71).

The causes of the negative cognitive set are
traumatic life experiences. Once the cognitions are
established, however, events with cue properties simi-
lar to the original traumatic event may trigger
inappropriate depressive cognitions (Becker, 1974).
Depressed patients tend to distort their experiences,
and misinterpret and exaggerate aversive events (Beck,
1972) . The patients' negative cognitions "contribute
to . . . symptoms of depression such as sadness, pas-
sivity, self-blame, loss of pleasure responses, and
suicidal wishes" (Beck, 1974b, p. 2). Thus, due to
conditioning of depressive cognitions, the individual's
emotional response is disproportionate to the present
aversive situation--he has learned helplessness:

The predictions of depressed patients tend to be
overgeneralized and extreme. Since the patients
regard the future as an extension of the present,
they expect a deprivation or defeat to continue
permanently. If a patient feels miserable now,
he assumes he will always feel miserable. The

absolute, global pessimisms are expressed in
statements such as "Things won't ever work out



19

for me," "Life is meaningless," "It's never going

to be any different." The depressed patient

judges that, since he cannot reach a major goal

now, he will never be able to achieve it. Nor

can he see the possibility of substituting other

rewarding goals. Moreover, if a problem appears

insoluble now, he assumes that he will never find

a way of working it out. . . . (Beck, 1974c,
Becker (1974) notes that this stimulating and provocative
theory of depression "is highly related to clinical data."
From the striking similarity of Beck's above description
of the depressed individual with Seligman's (1974)
description of the learned helpless animal, it appears
furthermore that Beck's theory is substantially grounded
in the laboratory.

What has arisen, then, is a theory of human
depression based upon the work of Seligman and of Beck.
Depression would appear to be a condition resulting from
the conditioning of negative cognitions about one's self.
This position, as noted by Becker (1974), generates
several testable hypotheses, and results in implications
for the treatment of human depression.

In essence, the cognitive treatment of depression
involves assisting individuals in becoming aware of the
thoughts which mediate unpleasant emotions and maladaptive
behaviors, and in teaching them to think more effective
and adaptive self-statements (Meichenbaum & Cameron,

1974). This approach is compatible with what Skinner

(1974) calls an experimental analysis of behavior "which
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goes directly to the antecedent causes in the [internal]
environment." Lewinsohn (1974) states that once

the individual is taught to correctly label his cognitions,
he will be in a better position to deal with his emotional
predicament. The underlying negative set is modified so
that the total syndrome of depression may be influenced.

This is the employment of cognitive modification (Beck,

1974Db).

Beck's treatment focuses on the specific
depression-generating cognitions of the individual.
These maladaptive cognitions have been condensed and
compressed into a "shorthand," so that complicated
series of depressive thoughts may occur in an instant.
These "self-statements" or "internalized verbalizations"

(Ellis, 1962) have been called "automatic thoughts"

by Beck (1972). Beck's treatment interventions pinpoint
the specific conditioned cognitive distortions and demon-
strate their invalidity. Beck (1972, 1974b) assists the
individual to see himself as a "winner" rather than a
"loser," as adequate rather than helpless, by changing
the negative cognitive set to more optimistic expec-
tations (similar treatments of depression are described
in Hauck, 1971a, b; Lazarus, 1971b, 1974a, b; Schmickley,

1973; and Gillette et al,, 1974).
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Theoretical Conclusions

Beck makes two conclusions which follow from
his theory and assumptions of the cognitive modification
of depression. If these conclusions are correct, Beck's
theory has tremendous potential for the understanding,
treatment, and prevention of neurotic depression in
humans. To this writer's knowledge, the conclusions
per se have not been explicitly validated. The con-
clusions thus become the hypotheses of this proposed
study:
(1) By pinpointing the patient's specific cognitive
distortions and demonstrating their invalidity
through behavioral or cognitive techniques, the
psychotherapist can achieve a rapid improvement
in the symptoms of depression. (Beck, 1974c,
p. 19)
(2) Since each of the components of depression
[behavioral, cognitive, emotional, motivational,
or physiological] contribute to the other compo-
nents, . . . an improvement in any one problem
area [e.g., cognitive] would lead to an improve-
ment in other areas [e.g., behaviorall, which
would finally spread to include the entire syn-
drome of depression. (Beck, 1974c, p. 3)

The specific research hypotheses generated by Beck's

conclusions are presented in the next chapter.



CHAPTER II

PROCEDURES

Population

Subjects were selected from a population of
adult new-referral clients seen at a community mental
health center. The center is located in a county seat
community in Michigan. The county is predominantly
rural but has some "bedroom" communities, and has a
population of approximately 70,000 people. The center
receives self-referred clients and individuals referred
by helping professionals, such as physicians and social

service caseworkers.

Samgle

A sample of 11 clients was selected for the
study from the total population of new referrals at the
mental health center during the period April 1 through
October 10, 1975. Staff members referred 39 clients
who appeared to them to manifest clinical signs of
depression. The 11 subjects finally selected for the
study were classified "depressive neurotic" based upon
the clinical diagnostic procedures and psychological

test data described below.

22
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Measures

Clinical Impressions

A pool of possible subjects was selected from
the client population at the mental health center.
Possible subjects were new referrals who appeared to
mental health staff persons to be suffering from neurotic
depression, as defined in DSM-II (American Psychiatric
Association, 1968). Although psychiatric diagnostic
accuracy has encountered increasing and recent criticism,
Beck (1967) defends the practice as being a necessary
subjective appraisal which is better than no judgment
at all, and which yields an inter-rater agreement of 63%
for the category "neurotic depressive reaction." The
psychodiagnostic judgments involved in this study were
merely precursors to further, more objective, selection
criteria.

Thirty-nine such possible subjects were next
interviewed by this investigator, who employed more
rigorous psychodiagnostic criteria previously used in
other studies:

Objective signs of depression in the facies,
speech, posture, and motor activity; a major
complaint of feeling depressed or sad; and at
least 11 of the following 14 signs and symptoms--
loss of appetite, weight loss, sleep disturbance,
loss of libido, fatigability, crying, pessimism,
suicidal wishes, indecisiveness, loss of sense

of humor, sense of boredom or apathy, overconcern

about health, excessive self-criticism, and loss
of initiative. (Beck, 1972, p. 229)
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Additionally, individuals showing evidence of organic
brain syndrome, functional psychosis (including manic-
depressive psychosis and all of the schizophrenias), or
some other psychopathological state which was more promi-
nent than depression (Beck, 1972) were excluded from
further study. Available reports from family members,
summaries of other mental health contacts, and previous
psychological test data were reviewed by this investi-
gator before subjects were included in the study.

In treating depressed individuals, there is
always the risk of suicide, and there are ethical
issues involved when subjecting depressed individuals
to experimental techniques. To minimize the risks of
suicide, this investigator discussed their suicidal
intentions with clients during the evaluation interview.
All clients were required to agree not to attempt to
kill themselves during the course of the depression
treatment program. They were urged to call the clinic
at any time they might have suicidal intentions, and
they were reassured that they would receive immediate
supportive crisis intervention therapy. Any indi-
viduals who appeared to this investigator to be
potentially suicidal, and/or who would not make a
verbal contract not to attempt suicide, were referred
to other mental health therapists at the center and

were not involved in this study.
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MMPI

The Minnesota Multiphasic Personality Inventory
(MMPI), developed by Hathaway and McKinley (1943), is
a widely used indicator of psychopathology. Although
the instrument has suffered increasing criticism by
theoreticians such as Mischel (1968) and clinicians
such as Beck (1974a), the tremendous influence of the
MMPI upon assessment research and psychodiagnostic
practice cannot be denied (Goldberg, 1974). 1In his
comprehensive review of the literature almost 30 years
ago, Ellis (1946) wrote that there was "no other person-
ality inventory on which so much theoretical and prac-
tical work" had been done. But more important than
the sheer quantity of attention focused on the MMPI,
Ellis concluded that no other psychodiagnostic inventory
was more valid (Horrocks, 1964).

The MMPI consists of 13 standard scales, Three
of the scales are validity indicators: L (lie),
F (validity), and K (correction). The remaining
clinical scales are: Scale 1 - Hypochondriasis (Hs);
Scale 2 - Depression (D); Scale 3 - Hysteria (Hy):
Scale 4 - Psychopathic deviancy (Pd); Scale 5 —-
Masculinity-feminity (Mf); Scale 6 - Paranoia (Pa);
Scale 7 - Psychasthenia (Pt); Scale 8 - Schizophrenia
(Sc); Scale 9 - Hypomania (Ma); and Scale 0 - Social

introversion (Si) (Hathaway & McKinley, 1951).
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The Depression scale "was established to measure
the degree or depth of the clinical symptom pattern of
depression. This mood state is characterized generally
by pessimism of outlook on life and the future, feelings
of hopelessness or worthlessness, slowing of thought and
action, and frequently by preoccupation with death and
suicide' (Dahlstrom, Welsh & Dahlstrom, 1972). Dahlstrom
et al's picture of depression is essentially similar to
Hathaway and McKinley's (1956b) description of "sympto-
matic depression" measured by Scale 2. Scale 2 was
shown to differentiate to a significant degree clini-
cally depressed inpatients from normals (Hathaway &
McKinley, 1956b). Apparently Scale 2 is respectably
stable; test-retest reliability is reported as .77 %
.044 (Hathaway & McKinley, 1956Db).

MMPI Scale 2 consists of 60 items which are
described elsewhere (e.g., Hathaway & McKinley, 1956b;
Dahlstrom et al., 1972). Dahlstrom et al. (1972) note
that the items which best differentiate clinically
diagnosed depressed individuals from other groups are
"I feel weak all over much of the time," r = .78; "I
have a good appetite," r = .71; "My sleep is fitful and
disturbed," r = .66; "I'm afraid of losing my mind,"

r = .66; and "My memory seems to be all right," r = .65.

Although Scale 2 was devised with data from a

group of primarily psychotic inpatients, it has been
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supported in the research "that the items reflected
depressive mood changes on a neurotic basis" (Dahlstrom
et al., 1972). The scale is reported to correlate .59
with an overall psychiatric rating of level of depression
(Dahlstrom et al., 1972). This is essentially what
Becker (1974) notes, that the MMPI Depression Scale does
reasonably well for predicting mean score differences
between nosological groups, but that it is less effective
for detecting individual differences within groups. With
all of its limitations, Scale 2 remains the most effec-
tive criterion-keyed "measure of the depth of the clini-
cally recognized symptom or symptom complex of depression"
(Horrocks, 1964, p. 546). Over the years variations and
abbreviations of Scale 2 have been reported (e.g.,

Rosen, 1962; Dempsey, 1964; Wiggins, 1966), but at this
point there is little evidence to show any advantages
over Scale 2 in clinical practice (Dahlstrom et al.,
1972).

Also important in detecting depressive neurosis
is Scale 7 - Psychasthenia. The 48 items comprising this
scale are described elsewhere (e.g., Hathaway & McKinley,
1956a; Dahlstrom et al., 1972), and relate to "anxiety
symptoms, inability to resist, irrational fears, and
self-devaluation. This scale is a general measure of
anxiety and ruminative self-doubt. High scores tend
to be obsessionally worried, tense, indecisive, and

unable to concentrate" (Carson, 1969).
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The importance of Scale 7 in detecting depression
is its frequent elevation in combination with Scale 2.
Dahlstrom et al. (1972) note that the 27 combination
« « « is the most frequent high-point pair in
hospitalized psychiatric groups, male and female,
and is a predominant pattern among outpatient
psychiatric cases. . . . The predominant feature
of this group in presenting complaints is depres-
sion, with tenseness and nervousness as frequent
components.
A modal diagnosis of reactive depression is given for
the 27-72 pattern by numerous other investigators,
including Hathaway and Meehl (1951), Rosen (1958),
Silver and Sines (1961), and Donnelly and Murphy (1973).
In addition to the 27 combination providing
an indicator of neurotic depression, both scales appear
to be sensitive to changes in client functioning. 1In
fact, along with Sc, Scales D and Pt provide consistent
validity as indices of change (Bergin, 1971).

Shipley-Hartford Institute
of Living Scale

The Shipley-Hartford Institute of Living Scale
is a paper-and-pencil indicator of intellectual function-
ing. Developed by Shipley (1940), the scale was arigi-
nally devised to measure intellectual deterioration due
to .organic brain dysfunction, but the test has been used
by later researchers as an estimate of intellectual per-

formance.
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The Shipley contains 40 Vocabulary (synonym
matching) items and 20 Abstract (problem solving) items.
Reliability coefficients for the test are Vocabulary
(.87), Abstract-Thinking (.89), and Full scale (.92)
(Shipley, 1940). Shipley did not specify the type of
reliability reported.

The Shipley has been found to be a reasonable
estimate of intelligence, correlating .78 with the WAIS
Full Scale I.Q. score (Paulson & Lin, 1967). This
estimate is most accurate for average and higher I.Q.s;
accuracy declines below Shipley raw scores < 36 (esti-
mated WAIS Full Scale I.Q. = 92) as reported by Watson

and Klett (1968).

Beck Depression Inventory

Another measure employed in this study was the
Beck Depression Inventory (Beck, 1967, 1972; Beck et al.,
1961). The BDI was developed as an indicator of the
level of depression present in the patient. "The
implicit rationale underlying severity of depression
measures is that increased severity is associated with
a higher frequency and greater intensity of depressive
symptoms" (Becker, 1974). The scale purports to
measure the various psychological, physiological,
and behavioral manifestations of depression, and is
said to be useful in the diagnosis, treatment, and

research of depression (Beck, 1974a).
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Becker (1974) notes respectable reliability
data for the BDI, as indexed by internal consistency
and stability criteria: Split-half Spearman-Brown
corrected Pearson r is said to be .93. All items sig-
nificantly related to the total score at the p < .001
level per item. And highly significant test-retest
correlations are noted.

In terms of concurrent validity, Beck (1974a)
cites several studies which report correlations of .62
to .73 between the BDI and psychiatrists' ratings of
depth of depression. Beck et al. (1961l) state the
inventory also is sensitive to changes in the severity
of depression over time intervals.

Becker (1974) agrees that the BDI is sensitive
to change, and that validity and reliability are more
thoroughly reported for the BDI than for any other
depression scale. He concludes that the BDI "is
probably the best developed and most widely used self-
report depression measure" (Becker, 1974).

The Beck Depression Inventory has also been

used as a screening device for depression (Beck &

Beamesderfer, 1974), based upon the correlations of
BDI scores with clinical ratings found by Beck et al.
(1961). A suggested cutting score for clinical neurotic

depression is BDI > 17 (Beck, 19744d).
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For purposes of this study the BDI was relabelled
"BDI Questionnaire," and the factorial labels ("sadness,"
"pessimism," "sense of failure," etc.) above each cluster
of items have been deleted. Additionally, each cluster
of items has been numbered (1 through 21) and each item
within a cluster has been lettered (a through f). Other
than these minor changes in format, the instrument is
that devised by Beck et al. (1961). The BDI Question-
naire is reproduced as Appendix A.

In this study the BDI will be entirely self-
administered, in contrast to the standard instructions
for the clinician-administration of the Beck Depression
Inventory (Beck, 1975). Other investigators (e.qg.,

Bosse et al., 1975) have used the Beck as a self-
reported measure of depression, and claim this use

to be valid.

Reinforcement Survey Schedule

The Reinforcement Survey Schedule (Cautela &
Kastenbaum, 1967) is a paper-and-pencil instrument
"designed to assess the relative reinforcement values
of a variety of stimuli and stimulus situations" (Klein-
knecht et al., 1973). The scale was developed to find
possible reinforcers for use in operant conditioning
strategies for shaping new responses (Cautela & Kasten-

baum, 1967).
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The RSS is divided into four major sections. 1In
the first three sections the respondent is asked to
rate [60]) items on a five point scale representing
the degree to which the stimuli give joy or other
pleasurable feelings. The extreme points of the
scale are "not at all" and "very much.”" (Cautela

& Kastenbaum, 1967, pp. 1116-1117)

RSS section I consists of 10 items, comprising 33
decisions or subitems, and pertaining to objects.
Section II has 44 items--106 decisions--relating to
covert stimuli. Section III contains 6 items describing
social situations. In Section IV, the subject is asked
to list what he does or thinks about frequently (from
5 to 20 times per day) (Cautela & Kastenbaum, 1967).
The authors included Section IV so that Premack's
Principle (1959) might be incorporated in shaping
desired behavior:

The Premack Differential Probability Hypothesis
states that 1f two responses occur with different
probabilities, the response with the highest
probability can be used to reinforce the response
with the lowest probability. . . . These responses
may include thoughts, activities . . . , aggressive
behavior, or derogatory remarks made to oneself.

« « «» This section [IV] can be particularly valuable
in teaching the patient self-control responses,

and also in establishing therapeutic activities
which can occur in the absence of the researcher

or therapist. (Cautela & Kastenbaum, 1967,

pp. 1122-1123)

Additional applications of the Reinforcement Survey

Schedule may be found in Cautela and Wisocki (1971).



33

Outpatient Depressive Behavior
Rating Scale

A rating scale for measuring changes in overt
client behavior was devised, based upon the NOSIE-30
(Honigfeld, Gillis, & Klett, 1966). The NOSIE-30
(Nurse's Observation Scale for Inpatient Evaluation)
is a ward behavior rating scale which has been used
extensively in V,A. and N.I.M.H. studies, particularly
psychopharmacological research. Contributing to the
instrument's "popularity are its: (a) brevity:;

(b) easily rated behavioral items; (c) evaluation of
patient strengths and weaknesses; and (d) sensitivity
to patient change" (Honigfeld, 1974).

The NOSIE-30 consists of 30 behaviors typically
displayed by psychiatric inpatients. The behaviors are
rated by observers according to their judged frequency
of occurrence. The response categories are: (1) never,
(2) occasionally, (3) sometimes, (4) often, and
(5) always. Observers are asked to rate each behavior,
based upon direct observations over the previous three
days (Honigfeld et al., 1974).

For this study the NOSIE-30 was modified as the
Outpatient Depressive Behavior Rating Scale (BRS). The
response categories have been changed from judgments of
the frequency of behaviors to counts of the observed
frequency of behaviors. Raters were instructed to

count each behavior, and to indicate its observed
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frequency of occurrence for that day only. The frequency
categories on the BRS are: (0) never, (1) once,
(2) twice, (3) three times, and (4) four times or more.
Additionally the BRS was shortened in length from
the NOSIE-30 based upon factorial analysis and visual
inspection of the items. Honigfeld (1974) reports that
26 of the NOSIE-30 items cluster into six factors:
social competence (COM); social interest (INT); per-
sonal neatness (NEA); irritability (IRR); manifest
psychosis (PSY); and (psychomotor) retardation (RET).
There is also a total assets (TOT) component sometimes
scored.
The social interest and (psychomotor) retardation
factors have apparent face validity for the assessment
of "depressive" behavior changes. The factors each
have respectable interrater reliability; INT = .95,
RET = .83 (Lentz, Paul, & Calhoun, 1971). The five
items making up INT and the three items comprising RET
have formed the basis of the 12-item depressed outpatient
client behavior scale devised by this investigator. The
items appear on the new scale (Appendix B) as items 2,
4, 6, 7, and 9 (INT), and as items 3, 10, and 12 (RET).
The four items of the NOSIE-30 which Honigfeld
does not report as loading heavily on any factor have

been included on the new behavior rating scale, because



35

these items appear to this investigator to tap depres-
sive behaviors. On the "behavior rating scale," these
behaviors appear as items 1, 5, 8, and 1ll.

The behavior rating scale thus contains 12
specific and observable behaviors which describe the
syndrome of depression defined earlier by Beck (1974a)
and Seligman (1974b). The frequency counts should
provide appropriate and valid data for a study of
behavior change (Thoresen & Anton, 1974) of depressed

individuals.

Procedures

Subjects
Potential subjects were referred to this inves-

tigator by staff persons of the community mental health
center. Those potential subjects were new clients who
were perceived by the staff members to manifest clinical
neurotic depression (American Psychiatric Association,
1968). This investigator interviewed all potential
subjects, and evaluated their psychiatric problem(s)
based upon the increasingly specific diagnostic cri-
teria described previously. These clinical and diag-
nostic procedures and criteria were:

. o« + intended to yield a sample of "pure" depres-

sives, individuals in whom depression (state) is

present to a clinically significant degree, con-

stituting the major presenting psychopathology.
(Lewinsohn, 1974)
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Beck (1975) has quite accurately referred to individuals
in this resulting sample population as primarily or

predominantly depressed.

Psychodiagnostic Instruments

Based upon the clinical diagnostic procedures,
all clients who appeared to be neurotically depressed
were requested to take three of the psychodiagnostic
instruments previously described. Clients were admin-
istered the MMPI prior to the therapeutic intervention
phase. The answer sheets were visually skimmed before
scoring to rule out gross response sets such as answer-
ing all items true, alternating true-false, etc. This
procedure was essentially that used by Mezzich et al.
(1974).

Following the scoring of protocols all ﬁMPI
profiles were visually inspected. Based upon other
relevant studies described by DiMascio et al. (1968),
Dahlstrom et al. (1972), Donnelly and Murphy (1973,
1974) , and Leonard (1974), clients with MMPI profiles
meeting the following criteria were included in the
study: Highest scores on Scales 2 and 7, with T scores
70; Scale 8 < Scale 7; and Scale 9 T score < 70.

The MMPI was also administered to all subjects
following the termination of the treatment phase of

this study.
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The Shipley-Hartford Institute of Living Scale
was administered to clients being considered for
inclusion in this study, following the clinical diag-
nostic procedure. The Shipley protocols were scored
according to the test manual (Boyle, 1967). Only
clients whose Vocabulary raw scores were less than 5
greater than their Abstract raw scores were included
in the study. A Vocabulary-Abstract difference > 5 is
said to be an indicator of a deficit in abstract
problem-solving ability due to psychotic thought dis-
order (Gasswint, 1971). Finally, WAIS Full Scale I.Q.s
were estimated from the Shipley Total raw scores (Paul-
son & Lin, 1967). Only clients with I.Q.s > 90 were
included in the study.

Clients were administered the Beck Depression
Inventory ("BDI Questionnaire") as a final psycho-
diagnostic screening instrument. Only clients with
BDI total score > 17 (Beck, 1974d) were involved in
further study.

Eleven primarily neurotic depressed clients
were included in the study, based upon the above clinical
and psychometric diagnostic "cutting" procedures. None
of the psychometric information used in the subject
selection process was available to the therapist during

the course of treatment.
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All eleven subjects were administered the Rein-
forcement Survey Schedule prior to their inclusion in
the treatment. The RSS was given at that time, so as
not to have a confounding effect upon the treatment at
some later date. The RSS was available to the therapist
for use in identifying potential reinforcers for sub-
jects during treatment,

Subjects were requested and required to complete
a copy of the BDI Questionnaire every day during the
course of the study. The BDI served as a repeated
measure of subjects' self-reported level of depressive
symptomatology.

Subjects also completed the BRS every day during
the course of the study. The Behavior Rating Scale
served as a repeated measure of client depressive
behaviors.

Subjects were furnished copies of the BDI and
the BRS, along with pre-dated, postal card-sized daily
response sheets for both instruments (Appendix C).

There were several methods for subjects to report their
daily BRS and BDI responses to this investigator. The
preferred method was for the investigator to telephone
the subject each evening, and for the subject to ver-
bally report the responses.

Unfortunately for the sake of experimental

consistency, not all subjects had telephones or even
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regular access to a telephone. 1In such cases subjects
were instructed to fill out the response cards on a
daily basis, and to return them to the mental health

center upon their next appointment,

Client Behavior Raters

Subjects were requested to bring two "significant
others" (spouse, co-workers, friends, adult family mem-
bers, etc.) with them to the mental health center for a
brief interview with this investigator. Subjects were
asked to select individuals whom they saw frequently
(approximately daily), and whose judgment the subject
respected.

During the interview, the Behavior Rating Scale
was explained to them, and each rater was asked to com-
plete the scale at that time. Raters' questions about
scale completion procedures were answered at that time,
and the raters were requested to assist in the treatment
of the client's depression by independently rating the
client<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>