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CHAPTER I
REVIEW OF THE LITERATURE
Depression is a pervasive psychological disorder which
has plagued mankind since the beginning of recorded history
(Friedman & Katz, 1974).

Beck (1967) noted that such a

dubious distinction cannot be granted to most psychiatric
conditions.

"Melancholia" was classified by Hippocrates as

early as the fourth century B.C. as one of three major mental disorders.

Davison and Neale (1974) noted that Hippo-

crates' systematic and phenomenological description is
remarkably similar to contemporary descriptions of depressive symptomatology.

Similarly remarkable descriptions of

depression are to be found in the writings of Aretaeus of
Cappodocia in the second century, A.D., the Arab, Najab ud
din Unhammad, and the Englishman, Robert Burton, in the
seventeenth century A.D. (Zilboorg, 1941) .
As a clinical entity, depression appears to be on the
increase.

In a document entitled Special Report on Depres-

sion, the National Institute of Mental Health (NIMH) (197 3)
noted that depression is beginning to rival schizophrenia as
the number one mental health problem in the United States.
Lehmann (1971) suggested that two to four percent of the
population suffers from depression with one in five depressed
persons treated professionally, one in 50 hospitalized, and

one in 200 committing suicide.

Manheimer (cited in NIMH,

1973) reported a recent survey which suggested that between
the ages of 18 and 74, 15 percent of the adult population
has experienced depression of significant severity.
Authors of recent books dealing with the topic of depression (Beck, 1967; Becker, 1974) have noted that in spite
of the pervasiveness of depressive phenomena, remarkably
little is known about the factors governing its onset and
course.

As a result, there exists no agreed-upon definition

of depression.

A review of the literature reveals that the

term, depression, has been used to refer to a normal mood
state, a symptom of another disorder, as well as a syndrome.
Such flexible reference to depression may highlight a number
of questions which tend to obfuscate current understanding
of depressive phenomena (Fleiss, cited in Zubin, Salzinger,
Fleiss, Gurland, Spitzer, Endicot, & Sutton, 1975).
One such question concerns the role which mood or affect
plays in depressive disorders.

The Diagnostic and Statisti-

cal Manual of Mental Disorders (DSM-II) (American Psychiatric
Association, 1968) refers to depressive disorders as "functional primary mood" disorders.

This definition suggests

that behavioral deficits, cognitive-perceptual deficits, and
somatic complaints are of secondary im.portance and that the
vague term, mood, is the cardinal feature of depression.
Confusion arises as to what constitutes a clinical mood

disorder since mood variability occurs in normal individuals
as well as in depressive individuals.

Hinsie and Campbell

(1960) and Wessman, Ricks, and Tyl (1960) have demonstrated
such oscillations in mood in normal subjects in the laboratory settings.

Feeling blue by itself is not indicative

of clinical depression.
The observation that both normal mood swings and pathological depressions are often described by persons in identical terms has also contributed to the definitional
confusion.

While it may be argued that this condition is

only one of vocabulary shared by mental health professionals
and the general public, it may also be argued that it sheds
light on the pervasiveness of depression in our society.
Although DSM-II has distinguished between a number of
depressive types, critics have argued that such diagnostic
categories are not homogeneous with respect to pathological
symptoms and that such categories are neither reliable nor
valid (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961; Zigler
& Phillips, 1961).

Beck (1967) and Lewinsohn (1974) have

noted that attempts at classification of depressive disorders
have been hindered by a number of unresolved questions concerned primarily with etiology.

A number of dichotomies or

dualisms apparent in the literature have proven to be of
only limited heuristic value.

The unitary school of thought,

popular with many current theorists such as Beck and

Lewinsohn, considers depression to be a single disorder
capable of being manifested in a number of ways.

The sep-

aratist school, on the other hand, proposes that several
distinguishable varieties of depression exist (Becker, 1974).
The separatist school favors differentiating depressions
assumed to result from a biochemical imbalance (endogenous)
from depressions of a neurotic nature which are assumed to
be precipitated by environmental factors (exogenous or reactive).

The unitary school, in contrast, views such dis-

tinctions as meaningless.

Lewis (1971), espousing the

unitary position, contended that such distinctions are not
justified because our current knowledge of the etiology of
depressign is limited.
Depue and Monroe (1978) have argued that there exists
compelling evidence in support of a genetic etiology of
manic depression, bipolar type.

However, only bipolar de-

pressives who have first-degree relatives diagnosed as having
manic or hypomanic disorders have provided this supportive
evidence.

Less compelling evidence exists for other bipolar

sub-classifications, or unipolar sub-classifications.

Gen-

eralization of data to other depressive disorders is not
warranted at this time.

Becker (1974) concluded that only

slight evidence currently exists in support of genetic
models of depression and added that the lack of control for

variables such as sex and age has seriously confounded the
results of genetic studies.
Beck (1967) presented the most monumental work on depression to date (Becker, 1974).

Based on his compilation

of clinical and empirical data, Beck presented the following
list of characteristics which he found to be representative
of the depressed person:
(a) a specific alteration in mood:

V'jX^-^

sadness, loneliness

apathy.
(b) a negative self-concept associated with selfreproaches and self-blame.
(c) regressive and self-punitive wishes:

desires to

escape, hide, or die.
(d) vegetative changes:

anorexia, insomnia, loss of

libido.
(e) change in activity level:

retardation or

agitation (p. 6 ) .
Beck took a position on the classification controversy.
Ke noted that the symptoms attributed to psychotic and neurotic depressions are virtually indistinguishable and recommended that depression be viewed along a continuum of
severity.

Following this reasoning, Beck developed the

Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh,
1961) as a quantitative index of severity, or depth, of
depression.

Miller (197 5) , in reviewing the experim.ental

studies dealing with psychological deficits exhibited by
depressive subjects, substantiated Beck's emphasis on severity as a promising dimension along which to classify depression, finding that depressives exhibited similar performance
deficits on a variety of tasks regardless of traditional
diagnostic labels.
According to Beck's (1967) measurement procedures, the
more severe the depression, the greater the number and intensity of clinical signs that will be reported by subjects.
To extract from the Beck Depression Inventory, the severely
depressed individual may experience loss of vegetative functions, diminished sex drive, suicidal ideation, as well as
intense self-deprecation, and a lack of hope for the future.
The less severely depressed person, on the other hand, may
not experience such extreme somatic difficulties and
behavioral-motivational deficits; however, a negative cognitive style may be apparent with performance deficits in
school, work, and interpersonal relations.
Recently, there has been a revival of interest in psychiatric nosology emphasizing clusters of clinical signs
viewed in a longitudinal context (Akiskal & McKinney, 197 5) .
Robbins and Guze (1970) have presented a major step in this
direction.

Their primary-secondary distinction of depres-

sive phenomena is a major contribution tc psychiatric
nosology providing operationally-defined diagnostic criteria.

Essentially, primary depression refers to symptom combinations involving varying degrees of psychomotor and vegetative dysfunction, feelings of worthlessness and guilt, and
suicidal preoccupation.

Secondary depression refers to

similar symptoms which occur during or in conjunction with
non-affective psychiatric or medical illnesses.
Questions of etiology and classification, however, have
yet to be resolved.

Seligman (1974), acknowledging the

absence of definitional closure, emphasized the reliance on
theoretical explanations for understanding depressive
phenomena and generating testable hypotheses.

The following

discussion will be addressed to psychological theories of
depression.

Biochemical theories will not be discussed

since the therapeutic regimens to be evaluated in the present study are based solely on psychological models.
Psychological Models of Depression
The present study involved the comparison of two treatment approaches based on cognitive and behavioral models of
depression.

Although psychoanalytic models (Freud, 1917/

1957; Abraham, 1911/1949) marked early attempts at explaining the role of psychological factors in the etiology,
course, and treatment of depression, neither these conceptualizations nor those subsequent ego-analysts (Bibring,
1953; Fenichel, 194 5; Jacobson, 1953) have generated empirical investigations.

A review of the literature by this
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researcher has revealed that the efficacy of psychoanalytic
treatment procedures has not been tested.

In contrast to

psychoanalytic models of depression, cognitive and behavioral models have not only proven to be testable, but their
treatment procedures have been gaining support as witnessed
by recent investigations.
The following discussion will focus on cognitive and
behavioral models of depression.

Each section will include

a presentation of the model, research supportive of the
model, measurement of critical variables, evaluation of the
model, and procedures based on each model which are involved
in the treatment of depression.

This presentation is not a

comprehensive review of the literature.
Cognitive Models
Theory.

The most thoroughly developed and extensively

presented cognitive model of depression is that of Beck
(1967, 1974).

Beck has proposed that negative affect,

reduced frequency of behavior, loss of motivation, suicidal
wishes, and physiological symptoms are secondary manifestations of disturbances in thinking.

In his system, cognitions

are given a causal role in depression.

Such a position is

not new in the study of psychopathology and personality
theory.

The ancient Roman stoic Epictetus believed psycho-

logical ills to be products of one's views of things and not
things themselves.

More recently, Adler (Ansbacher &

Ansbacher, 1956) implicated thinking disturbances or "mistaken goals" as central to psychopathology.

A number of

subsequent theorists have also emphasized the role of cognition.

For example, Kelly's (1955) psychology of personal

constructs views the

person as a scientist trying to make

sense out of his/her world.

The rational-emotive psycho-

therapy system of Ellis (1974) similarly implicates "irrational beliefs" in the etiology of psychological disorders.
Although Beck's emphasis is not new, its chief contribution lies in its specification of the cognitive processes in
depression.

Such theorizing, which is based on a wealth of

clinical and empirical data, has served to generate a number
of researchable hypotheses, many of which have been tested
by Beck (1967, 1974).

Beck's (1967) initial clinical work

revealed that depressed persons distort events in the direction of self-blame, catastrophies, and escapist, and often,
suicidal wishes.

For example, the depressive college student

who receives a low grade on an exam may interpret this as
evidence that he/she is worthless and incapable of success
in college, when, in fact, evidence to the contrary may
exist.

Such errors in logical thinking constitute what Beck

has termed depressive schemata or cognitive templates which
the depressed person applies to the world.

Beck argued that

a triad of such schemata is typically employed by the depressed person:

a negative view of self, world, and future.
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Meichenbaum has elucidated the types of cognitive distortions characteristic of depressive disorders and psychoneuroses in general.

The following logical errors are most

salient to Beck's model:
(1) Arbitrary inference.

A conclusion drawn in the

absence of sufficient evidence or of any evidence at
all.
(2) Selective abstraction.

A conclusion drawn on the

basis of but one of many elements in a situation.
(3) Overgeneralization.

An overall, sweeping conclu-

sion drawn on the basis of a single, perhaps trivial,
event.
(4) Magnification and minimization.

Gross errors in

evaluating performance.
(5) Dichotomous reasoning.

A tendency to divide every-

thing into opposites or to think solely in terms of
extremes (Meichenbaum, 1974, p. 4).
Seligman (1974) has proposed a model of reactive depression which has evolved from his work in animal research.
Although his work has been included in discussions of behavioral models of depression (Davison & Neale, 1974; Eastman,
1976), his emphasis on perception of control vs. noncontrol
would seem to eventuate in a better classification as a cognitive model.

In order to understand his model, it is help-

ful to be familiar with his experimental procedure.

In
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phase one, dogs receive painful electric shock in two conditions:

one group receives shocks which are inescapable,

while the other group receives shocks which are escapable.
Phase two of the experiment consists of both groups being
placed in an avoidance apparatus.

In order to avoid painful

shock, the dogs need to learn to leave the shock compartment
upon receiving a warning signal, either visual or auditory.
In a number of investigations, Seligman found marked differences between the two groups.

The animals that received

escapable shock quickly learned the avoidance response while
the animals that received inescapable shock became very passive, seeming to give up and accept the painful stimulation.
Seligman hypothesized that the animals receiving inescapable
shock acquired a sense of helplessness when confronted with
unavoidable aversive stimulation.
On the basis of these studies and other research on
unavoidable stress, Seligman (1974) noted a number of remarkable similarities between depression in humans and helplessness in laboratory animals:
(1)

Like human depressives, animals appeared passive

in the face of stress, failing to initiate action which
might allow them to cope;
(2)

Like some human depressives, animals developed

anorexia and lost weight; and

12
(3)

Norepinephrine, a neurotra'nsmitter found to alle-

viate depression in man, was found to be depleted in research
animals who experienced unavoidable shock.
Seligman (1974) has argued that helplessness-inducing
events which humans encounter in life result in the perception of non-contingency between behavior and its consequences.

More specifically, Seligman suggested that a

cardinal feature of learned helplessness in humans is a cognitive schemata, to employ Beck's (1974) term, of noncontrol
over reinforcement.

Whereas Beck has described a number of

cognitions concerned with self, world, and future which
depressed persons may experience during laboratory tasks,
Seligman has specifically predicted that such subjects will
perceive no relationship between their performance and success in skilled tasks.

Further, Seligman has predicted that

depressed subjects will not experience this perception in
tasks where successful completion appears to be a function
of chance.

In contrast with Beck's model of depression,

Seligman's model provides for specific predictions in experimental studies.

Beck's model, on the other hand, has

served a descriptive function, alerting both researchers
and clinicians to a variety of cognitive distortions exhibited by depressed persons.

13
Research.

A number of empirical studies have supported

the contention of Beck (1967) that depressives exhibit cognitive distortions.

An early and oft-cited study by Friedman

(1964) assessed the effect of depression on performance.
Fifty-five psychotic depressives and 65 normals who were
matched for age, sex, education, vocabulary scores, nativity,
and marital status were administered 32 cognitive, perceptual and psychomotor tests.

Results revealed depressives to

be impaired on nine of 82 test scores.

Although chance

alone could have accounted for these results, a number of
deficiencies were noted including a diminished capacity for
concentration, retarded psychomotor speed and visual coordination, shift in mental set and orienting behavior.

Of

importance for the cognitive model of depression was the
author's observation that the depressive's unrealistic low
evaluation of him/herself as measured by the Clyde Mood
Scale was not warranted by actual task performance.
Employing the same psychotically depressed subjects as
Friedman (1964), Granick (1963) compared depressives and
normals on the WAIS Information subtest, the WAIS Similarities subtest, and the Thorndike-Gallup Vocabulary Test.
Although results did not reach significance, he found a
consistent trend toward better performance for normals.

He

concluded that the lower performance of depressives was indicative of the increased complexity of mental functions

14
required by the task and that depressives did not have the
capacity for sustained effort and flexibility.

His failure

to achieve statistical significance, however, renders his
conclusion to be of little support for the cognitive
position.
Loeb, Beck, and Diggory (1971) reported a study designed to measure the effects of success and failure experiences upon self-expectancies of performance, performance,
and level of aspiration using a card sorting task.

The

authors hypothesized that depressives would be more vulnerable to both positive and negative information about themselves than would non-depressed patients.

Further, they

hypothesized that minor failure or success would produce a
significantly greater decrement in self-evaluations, level
of aspiration, as well as actual performance.

Manipulated

feedback of information served as the independent variable
and produced mixed results.

Although depressives stated they

would try as hard, their expectancies of future success decreased relative to non-depressives.

Actual performance for

both groups was not significantly different.

It should be

noted that within the success condition the speed of performance of depressives deteriorated less after success than
after failure.

After task completion, self-confidence

ratings of depressives seemed to be influenced by success
while expectancies of success were influenced by failure
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only.

The authors concluded that depressed patients gen-

erally had lower estimates of success and did not estimate
performance highly enough.

They suggested that Beck's

observation of a negative schemata of self and future is
supported by their data.

Although their results were some-

what mixed, it is interesting to note that Friedman (1964)
also found depressives to underevaluate their performance.
Corroborative evidence for Seligman's (1974) model was
provided by Miller and Seligman (1973).

In their study,

college students were classified on the basis of the Beck
Depression Inventory as either depressed or non-depressed.
In the experimental situation, subjects participated in two
kinds of task.

The first task involved guessing which of

two slides would appear at a given time.
task was on the basis of chance.

Success on the

The second task involved

moving a platform in such a way to prevent a steel ball from
rolling off.

While success in the latter task appeared to

the subjects to be a matter of skill, it was actually manipulated by an experimental confederate.

The dependent mea-

sure consisted of asking each subject after each trial
whether (s)he expected to be successful on the next trial.
According to Seligman's (1974) model, depressives were not
predicted to have a distorted view of situations where outcomes do not depend on their behavior.
experiment confirmed this hypothesis.

The results of the
On the first task.
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where it appeared obvious that success was a result of
chance, there were no differences between depressives and
non-depressives in terms of expectation of success.

On the

second task, though, where it appeared that skill was required for success, non-depressives demonstrated a significant increase in expectation level in comparison with
depressives.

The fact that success did not depend on skill

demonstrated the importance of the individual's beliefs
about him/herself and his relation to the environment.
Seligman suggested that people may be bombarded by gratifying stimuli which they have earned, yet, if they do not
believe they have earned the rewards, they may be depressed.
Influenced by Beck's (1967) work, Seligman emphasized the
depressive's perception of control, suggesting again that it
is the belief that one cannot control rather than the fact
that one cannot control that is central to depression.
Measurement.

Measures specifically designed to assess

the cognitive components of depression noted by Beck have
not been developed for clinical use.

A number of self-

report measures including the Beck Depression Inventory (Beck
et al., 1961), the Wakefield Self-assessment Depression Inventory (Snaith, Ahmed, Mehta, & Hamilton, 1971), the Zung Selfrating Depression Scale (Zung, 1965), and the MMPI-D scale
(Hathaway & McKinley, 1942) have been designed to tap a wide
range of depressive symptomatology without specific emphasis
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on cognitive processes.

The Beck Depression Inventory, for

example, contains a number of items designed to assess subjects' perceptions of themselves, their environment, and
their expectations for the future; however, additional items
are concerned with activity level, sleep, appetite, libido,
and mood.
Perhaps one of the best m.easures of self-perception
(i.e., one-third of Beck's cognitive triad) is the Tennessee
Self-concept Scale.

Developed by Fitts (1965) in conjunc-

tion with the Tennessee Department of Mental Health, the
scale became popular due to its applicability to Rogerian
concepts of personality and therapy.

Beck (19 67) has sug-

guested that a poor self-concept is a cardinal feature of
depression.

Persons with a good self-concept tend to like

themselves and believe they have worth and value, and are
self-confident; persons with a poor self-concept, conversely,
are doubtful of their worth and view themselves as undesirable and often feel depressed and unhappy.
Beck (1967), Ellis (1962), and a number of behaviorists
who have emphasized the role of cognitions in psychopathology (Mahoney, 1974; Meichenbaum, 1974; Kanfer, 1970) have
assumed that "automatic thoughts" or self-statements should
be the focus of intervention strategies.

Mahoney (1977)

noted that the assessment of cognitions is demonstrating
clinical as well as empirical utility.

He further noted
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that the current trend is toward the assessment of target
cognitions and behaviors and away from traditional traitdependent and/or psychodynamic devices.

To date there have

been no self-report assessment procedures developed to
assess specific self-statements.
Evaluation.

The models of Beck (1974) and Seligman

(1974) have served to generate a number of empirical investigations.

Although these studies have been generally sup-

portive of the models, none has been conclusively able to
demonstrate a cause-and-effect relationship between distorted
thinking and depression.

Blaney (197 7) has suggested that

experiments demonstrating either induction or reduction of
depression are needed to support the contentions of theories
of depression.

Unfortunately, Blaney noted that the liter-

ature reveals manipulations which have induced or reduced
negative affect of mild severity only.

Thus, their findings

may not be relevant to clinical depression.
Beck's (1974) model of depression focuses descriptively
on the types of cognitive distortions made by depressives.
Empirical evaluations of Beck's model have tended to focus
primarily on self-esteem or self-regard.

Seligman (1974),

in contrast, has focused on the pivotal dimension of control
vs. non-control.

Blaney (1977) observed that manipulations

of self-esteem have been interpretable from the control/noncontrol framework, and vice versa.

While research has not
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been reported conclusively demonstrating the superiority of
either cognitive model, Beck's model has formed the basis
for the development of therapeutic strategies.
Treatment.

Although Beck has devoted most of his

efforts to documenting the elements of his model, he has
also provided guidelines for treatment based on his clinical
and research experience.

First, he suggested that the

therapist help provide an understanding of the causes of the
depression to the patient.

Next, the therapist should help

to pinpoint the particular cognitive distortions the patient
is making.

Last, the therapist needs to be supportive of

the patient's efforts to neutralize these cognitions.

Tech-

niques may include the modification of fantasies via logical discussion, as well as graded behavioral task assignments in cases of severe depression.
Strategies for the cognitive treatment of depression,
which are consistent with Beck's model of treatment, have
been developed by clinicians from the behavioral school of
thought.

In recent years, the field of behavior modifica-

tion/therapy has experienced an integration of cognitive
treatment perspectives and behavioral methodologies (Mahoney,
1974; Lazarus, 1971; Mahoney, Kazdin, & Lesswing, 1974;
Bandura, 1974).

Probably the most prolific writer in this

movement has been Meichenbaum (1974) who termed the merger
"cognitive-behavior modification."

Under this rubric, he
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included the semantic therapies of Beck, Adler, Ellis, and
Kelly, as well as the technological therapies of Cautela,
Homme, and Meichenbaum.
Mahoney (1974) and Meichenbaum C1974) have argued that
cognitive distortions be viewed as self-statements which are
part of a response chain leading to overt behaviors.

Both

authors suggest that while semantic therapies have proven
effective in the treatment of psychological disorders,
focusing upon cognitive self-statements may strengthen the
therapeutic effect.
The literature reveals three case studies which illustrate the use of cognitive-behavior modification procedures
in the treatment of cognitive deficit in depression.

Todd

(1972) employed a "coverant control" procedure in treating
a 4 9-year-old, chronic depressive, wife of a physician.

The

treatment procedure began with the author coaxing six statements of positive personal characteristics from the subject.
These were written in large letters on a card which was
placed in her cigarette pack.

She was instructed to make a

higher probability behavior - smoking - contingent upon reading the list of positive self-statements.

Todd's therapeutic

procedure, based on the Premack principle (Premack, 1965) ,
resulted in a significant decrease in depressive symptomatology.

Mahoney (1971) also employed the Premack principle in

a similar fashion with a 22-year-old male who reported
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pervasive and uncontrollable thoughts about being brain
damaged, persecuted and odd as well as feelings of worthlessness and depression.

Mahoney reported an increase in posi-

tive self-statements as well as a reduction in self-reported
depression.

Jackson (1972) argued that although many psy-

chotherapies have the goal of changing self-esteem and
self-concept, the cognitive-behavioral approach has operationally defined these constructs as the degree to which an
individual engages in self-reinforcing and self-punishing
cognitions.

In the same article, Jackson reported the case

of a 22-year-old housewife who negatively distorted feedback
from others and was highly self-punitive in response to unacceptable performances on her part.

The essence of therapy

consisted of establishing reasonable performance goals as
well as the instruction to compliment herself and engage in
a pleasant activity when such goals were met.

Results of

therapy revealed an increase in self-reinforcement, a decrease in self-punishment, a decrease in depression, as well
as a generalized gain in interpersonal satisfaction.

While

reports of Todd (1972), Mahoney (1971), and Jackson (1972)
are illustrative of the use of behavioral strategies in
treating cognitive deficits in depression, they do not provide empirical verification of the efficacy of such
procedures.
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Behavioral Models
Theory.

Behaviorally-oriented theorists have tended

to ignore issues of classification and nosology and have deemphasized the role of possible endogenous factors in the
etiology of depressive phenomena.

It has been the position

of behaviorally-oriented theorists that the learning process
accounts for the major portion of human ills as well as his
achievements.

Behaviorists, for many years, had not dealt

with depression as a target problem, and, prior to the mid1960's, there existed a paucity of behavioral literature
concerned with depression.

Having been conceptualized as a

mood disorder, depression appeared to be out of the realm
of an approach to treatment which relegated internal states
to the role of intervening variables, epiphenomena at best.
Lazarus (1968) implicated inadequate conceptualization and
measurement of depression as key factors having contributed
to this lack of interest by behaviorally-oriented theorists
and clinicians.
True to their epistomology, behaviorists have placed
an emphasis on overt behavior in their analysis of depression.

As early as 1953, Skinner (1953) referred to depres-

sion as a weakening of an individual's behavioral repertoire.
The depressive's repertoire is not as robust as when the
state of depression is absent.

Ferster (1965) presented a

functional analysis of depression, contending that its main
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feature is a ". . . reduced frequency of emission of positively reinforced behavior" (p. 24). Further, he suggested
". . . because of the missing items of behavior that are so
prominent" (1973, p. 857), depression is indeed an appropriate field for the behaviorist to study.

While this behav-

ioral deficit is of prime concern, it has been observed
that depressives often engage in a high frequency of other
behaviors, namely, avoidance and escape (Ferster, 1973).
The bulk of behaviors which the depressive exhibits are
likely to be passive, being derived from prompts or commands from others rather than being freely emitted.
Lazarus (1968) theorized that "a depressed person is
virtually on an extinction trial" (p. 84) in which positive
reinforcement has been withdrawn or is lacking.

Any rein-

forcement which the depressed person does receive from his/
her environment is insufficient or inadequate to maintain
a strong behavioral repertoire.

Wolpe and Lazarus (1966)

have attempted to distinguish between anxiety and dppression.
The former, they argued, was a response to aversive or
noxious stimuli while the latter was viewed as being a consequence of insufficient reinforcement.

Such a distinction

has not, however, received empirical support in the literature.

In a later article, Wolpe (1972), provided a revised

conceptualization of neurotic depression in which he argued
that anxiety may be a component.

Essentially, Wolpe
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suggested that depression might occur as a result of three
distinct sets of circumstances:
(1) as an exaggeration and prolongation of the normal
reaction to loss;
(2) as a consequence of severe and prolonged anxiety;
and
(3) as a consequence of failure to control interpersonal situations; such failure being due to the inhibiting effects of neurotic anxiety (p. 365).
Anxiety plays a central role in the latter two sets of circumstances.

In case number two, the person who has been

subjected to stressful situations for long periods of time
may experience bouts of depression.

In case number three,

the depressive individual may be overcome with inhibiting
anxiety and thus be unable to function adequately in interpersonal situations.

Whether or not the behavioral defi-

ciency is a phenomenon of inhibition or of lack of skill is
an unresolved theoretical issue; both views have served to
generate treatment strategies.
Franks (1969) regarded depression as a loss of sources
of positive reinforcement which may result from loss of a
loved one, home, or job.

Persons in this situation are

faced with previous behavior patterns being inappropriate
to their new life circumstances, and hence, the extinction
of many behaviors.

Franks suggested that the task which
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confronts the depressed individual is that of learning new
social skills in order to gain positive reinforcement.
Liberman and Raskin (1971) have added to the above picture of depression by emphasizing the role of the environment in reinforcing the depressive's actions and
verbalizations.

These authors suggested that sympathy and

concern provide reinforcement for unadaptive behaviors and
maintain the depressive condition.

Lewinsohn and Shaffer

(1971), in agreement with Franks (1969), have hypothesized
that depression may arise in the case of the individual who
does not possess the social skills required for eliciting
reinforcement from others.

Thus, in addition to a loss of

reinforcement resulting from death, divorce, separation, or
task failure, positive reinforcement may not be obtained due
to a person's ignorance and/or lack of requisite behaviors
which are usually reinforced by other persons.
Lewinsohn (1974) has developed the most comprehensive
behavioral theory of depression, providing empirical evidence in its support.

Lewinsohn has characterized depres-

sion as a syndrome which can be conceptualized as either a
"state," a "trait," or a combination (Mischel, 1968), reflecting individual differences in patients.

The major

tenet of Lewinsohn's model assumes that a low rate of
response-contingent positive reinforcement (resconposre)
serves as an eliciting stimulus for feelings of dysphoria.
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fatigue, somatic difficulties, a diminished rate of instrumental behavior, as well as depressive cognitive distortions
and low self-esteem.

The amount of resconposre which a

person receives is presumed to depend upon (1) the reinforcing value of a range of activities and events, (2) the
availability of such reinforcers in the environment of the
person, and (3) the degree of instrumental skill, primarily
social skill, with which the person is able to elicit such
reinforcers.

The last factor has occupied a central focus

in Lewinsohn's model which assumes that depressives as a
group are not as skillful as normals in social situations
and consequently cannot obtain social reinforcement.

Com-

pounding the interpersonal skill deficit is the observation
that significant others may inadvertantly or deliberately
contribute to the depressive condition of the individual by
attending to depressive symptomatology, i.e., by sympathizing and relieving the individual of responsibilities.
Lewinsohn has noted that as such interpersonal behavior
sequences continue over time, significant others may become
disconcerted with the depressed person.

In situations where

this condition obtains, Lewinsohn noted that hostility may
be engendered.

However, unlike psychoanalytic thought

(Freud, 1917/1957) which characterized hostility as being
turned inward, Lewinsohn suggested that it is more likely
that hostility is the product of withdrawn reinforcement.
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Anger is intended for the significant others, yet the depressive individual reacts with self-pity and selfdebasement for not having been able to express this anger.
Research.

Most of the research supporting the behav-

ioral models of depression has been conducted by Lewinsohn
and his associates.

Much of their research has demonstrated

a behavioral deficit in college students as well as in
samples drawn from hospitals and the community at large.
Lewinsohn, Shaffer, and Libet (Note 1), in studying
interpersonal behavior in the laboratory setting, found
depressive subjects to differ significantly from nondepressive subjects in the following ways:
(1) depressives elicited and emitted fewer verbal
responses than non-depressives;
(2) depressives' messages were of a shorter duration
than those of non-depressives;
(3) messages were often inappropriate; and
(4) depressives directed messages to fewer individuals
than did non-depressives.
Assuming that being the object of attention is reinforcing
(at least some of the time), depressives in this study not
only received little reinforcement but were virtually ineffective in efforts to obtain such.
Stewart (1968) conducted a study to test the hypothesis
that the behavior of depressives is more influenced by the
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quality of social contingencies than is the behavior of nondepressives.

Results revealed that negative social re-

actions such as being ignored, disagreed with, or criticized
had a significant negative effect on depressives but not so
on non-depressives.

Another finding was the demonstration

that depressives had a longer response latency (i.e., the
time between a reaction to the subject's verbalization and
a subsequent response by that subject in a group situation)
than non-depressives.
The general hypothesis that depressed individuals are
less socially skillful than non-depressive individuals has
received further support in the literature.

Rosenberry,

Weiss, and Lewinsohn (Note 2) had depressive and nondepressive subjects listen to a tape recording of speeches
and respond to it by pressing a button whenever they would
say or do something to maintain rapport with the speaker if
they were in face-to-face conversation.

Depressives were

found to respond less predictably and less homogeneously
than non-depressives, suggesting that depressives are less
skillful in the timing of social responses.

In an unpub-

lished study, Lewinsohn, Golding, Johansson, and Stewart
(Note 3) had subjects "talk" to each other via teletypewriters.

Depressed and non-depressed subjects were randomly

assigned to one of three dyads:

depressed-depressed;

depressed - non-depressed; and non-depressed - non-depressed,
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The results revealed that, during the 4 5-minute session, the
number of words transmitted increased for all subjects, but
the increase was significantly less for the depressed
subjects.
Another line of Lewinsohn's research involved examining
the association between rate of positive reinforcement and
intensity of depression.

Lewinsohn and Libet (1972) em-

ployed three groups of ten subjects, depressed, psychiatric
controls, and normals.

Subjects indicated the number of

"pleasant" activities engaged in each day on a checklist and
rated their mood on the Depression Adjective Checklist (Lubin,
1965) for a period of 30 days.

Correlations computed for

each subject revealed wide variations in the relationship
between mood and pleasant activities.

Subjects were found

to have a large number of activities associated with their
mood, with depressives having a significantly larger number
of mood-related activities than the psychiatric and normal
controls.

The authors concluded that their results indi-

cated a greater vulnerability of depressives to events of
everyday life.

Many of the mood-related activities of sub-

jects in this study involved social reinforcement.
Measurement.

Based on their research on the behavioral

components of depression, Lewinsohn and his associates
(Lewinsohn & Shaffer, 1971; MacPhillamy & Lewinsohn, Note 4)
have devised two measurement procedures which are assumed to
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provide an index of resconposre.

One procedure involves

observer ratings of social skill (i.e., verbal behavior) of
non-depressed vs. depressed subjects in the home environment
(Lewinsohn & Shaffer, 1971; Shaffer & Lewinsohn, Note 5) and
in group therapy situations (Lewinsohn, Weinstein, & Alper,
1970).

A second measurement procedure involves self-report

of the amount of positive reinforcement obtained from the
environment.

MacPhillamy and Lewinsohn (1971) devised the

Pleasant Events Schedule as an inventory on which a subject
rates particular events and activities both in terms of frequency of occurrence and pleasantness.
Quantitative observer-rated indices of social skill
include (a) the amount of verbal behavior emitted by a subject, (b) interpersonal efficiency - a measure of the ratio
of verbal behaviors directed to a subject to the number of
verbal behaviors emitted toward others, Cc) interpersonal
range - the number of persons with whom a subject interacts,
and (d) use of positive reactions - a measure of the positive reinforcing value of a subject defined as a ratio of
positive reactions to other persons to the total number of
reactions to other persons.

Libet and Lewinsohn (1973) and

Shaffer and Lewinsohn (1971) have found all of these measures with the exception of the interpersonal efficiency
measure to discriminate depressed and non-depressed persons.
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Assessment via the Pleasant Events Schedule has been
secondary to the more objective measures of social skill.
Such self-report measures have been used in both clinical
and research settings (e.g., Reinforcement Survey Schedule
of Cautela and Kastenbaum, 1967).

Although wrought with the

limitations of all self-report instruments, the PES appears
to be an efficient inventory of reinforcement of both a
social as well as non-social variety.

Observational means

of collecting the same data would be prohibited by cost,
time, and manpower.
scores:

As designed, the PES yields three

(1) the sum of frequency ratings, assumed to mea-

sure a subject's general activity level, (2) the sum of
pleasantness ratings, assumed to be a measure of reinforcement potential, and (3) the product of frequency by pleasantness ratings, assumed to be an approximation of resconposre.
Evaluation.

Behavioral models have been late comers

in the field of depression.

Behavior theorists, most

notably Lewinsohn (1974), have focused on the instrumental
behavior of depressives to explain both the cause and maintenance of depression.

Unfortunately, like other theories

of depression, a cause and effect relationship has not been
demonstrated between a low rate of response contingent positive reinforcement and depressive affect or deficient instrumental behavior and depressive affect.

Blaney (1977)

has questioned Lewinsohn's emphasis on rate of positive
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reinforcement in the etiology of depression noting that the
experimental literature suggests that reducing the rate of
reinforcement results in increased behavior not a reduction
as would be predicted by Lewinsohn's model.
As with cognitive models of depression, explanations
of self-esteem or non-control may be applied to the research
and clinical observations supportive of Lewinsohn's model.
Perhaps the most significant contributions of Lewinsohn's
model of depression have been the delineation of behavioral
deficits exhibited by depressives, and the development of
action-oriented treatment programs designed to remediate
such deficits.
Treatment.

The literature on behavioral techniques

employed in the treatment of depression reveals a number of
case reports and few empirical evaluations.

Such techniques,

including many already found in the behavior modification
literature, focus on different behavioral components of
depression.
A number of behavioral treatments have focused on deconditioning of anxiety (Wolpe, 1972; Wolpe & Lazarus, 1966).
Badri (1967) and Shapiro, Neufeld, and Post (1962) reported
case studies in which systematic desensitization was found
to reduce depressive symptoms in persons experiencing both
depressive feelings and phobic reactions.

Lazarus (1971)

successfully employed rehearsal desensitization consisting
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of a graded hierarchy of behavioral rehearsal in interpersonal situations in treating a depressed housewife.

Implo-

sive therapy (Stampl & Levis, 1967) has also been attempted
in treating depression CHannie, 1972; Hannie & Adams, 1974;
Gumina, 1972).

Hannie reported a controlled study in which

implosive therapy was compared with a supportive therapy and
with no treatment control condition.

Results suggested that

while anxiety and depression were reduced by both treatments,
discomfort was reduced significantly by implosive therapy
only.
Lewinsohn's (1974) model of depression has formed the
basis for a number of treatment interventions concerned with
changing the depressive's interpersonal behavior.

Lewinsohn

and Atwood (1969) presented case studies in which the strategy was to reduce the occurrence of depressive behaviors and
help the patient engage in behaviors likely to be positively
reinforced.

The authors proposed that diagnosis and assess-

ment should include an analysis of social interaction patterns accomplished in home observations.

Therapy should

consist of feedback of such information to the client(s).
Lewinsohn and Shaw (1969) employed the home-observation
format in the case of a 24-year-old married female who reported having a stiff neck, fainting spells, a urinary infection, and a preoccupation with thoughts of a brain tumor.
It was found, during lunch hour home-observation periods,

34
that the patient and her husband spent more time conversing
about him than about her and that she dispensed more reinforcers to him than he did to her.

Treatment consisted of

discussion about this information as well as principles of
behavior modification and reinforcement contingencies. Although the depression was found to substantially decrease,
neither control nor follow-up data were collected.
Lewinsohn and Shaffer (1971) have reported additional
case studies involving the home observation format.

The

treatment procedure was basically that used by Lewinsohn and
Shaw (1969) plus homework assignments for being aware of a
spouse's feelings.

The results were equivocal in that the

authors relied on self-report of behavior change only and
provided no control data.
Isele (1972) evaluated the effectiveness of videotaped
modeling on the behavior of depressed persons and found
results consistent with Lewinsohn's model of depression as
well as literature in the areas of modeling and demand characteristics.

His procedure consisted of assigning depressed

subjects to four treatment groups for two consecutive weekly
sessions.

The groups were (1) Reinforced Model, (2) Non-

reinforced Model, (3) Instructions with No Model, and (4) No
Treatment Control.

Video models were two students convers-

ing about school-related topics.

Interaction began with one

member of the dyad exhibiting depressive verbal behavior as
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defined by Lewinsohn.

After two minutes, a buzzer was

sounded to cue the observer of the start of non-depressive
behavior.

Results showed that all treatment groups were

effective in facilitating positive change in behavioral and
psychometric scores.

The Instruction with No Model treat-

ment seemed to be a primary factor producing change, but
the Reinforced Model apparently produced a greater endurance
of positive outcome.
Maish (1972) reported an outcome study of individualized assertive training in the treatment of hospitalized
depressives.

The experimental design included three control

groups in addition to the assertive training group.

After

eight weeks of treatment, patients were assessed by the
Depression (D) scale of the MMPI and the Grinker Feelings
and Concerns Check List.

Greatest reduction in depression

was found in the assertive training group and in the contact
control group, suggesting that contact alone may have been
the key therapeutic factor.

A follow-up of six months, how-

ever, revealed that five patients from the assertive training group were functioning outside of the hospital while
only one each from the placebo control and contact control
groups and none from the no contact control group were functioning outside of the hospital.

The results of this study

suggest that assertive training may have positive long range
effects upon this aspect of interpersonal behavior.
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Of significance for the present study is the use of
behavioral treatments for depression conducted in a group
therapy format.

Lewinsohn, Weinstein, and Alper (1970)

^y^í^^P

reported pre-post evaluation of behaviorally-focused group
therapy without the comparison of control treatments.

A

total of nine depressed subjects participated in 18 therapy
sessions.

Treatment focused on changing both the quantita-

tive and qualitative aspects of the interpersonal verbal
behavior of the subjects.

Specifically, treatment proce-

dures included (a) discussion of depression from a behavioral
perspective, (b) feedback about interpersonal behavior in individual sessions, and (c) development of behavioral goals
for the subject to pursue.

Outcome data were recorded

according to the operational definitions of social skill
designed by Lewinsohn, Weinstein, and Shaw (196 9) and reported above.

All interactional behavior was recorded by

raters and revealed that all subjects had demonstrated a
decrease in depressive behavior at posttesting.

Such data

is suggestive of the efficacy of the group therapy format
for the behavioral treatment of depression; however, the
lack of control comparisons in this study does not allow for
conclusions about the factors facilitating change within
the group.
A second therapeutic strategy developed by Lewinsohn
and his associates (Lewinsohn, Biglan, & Zeiss, 1976;
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Lewinsohn & Libet, 1972; Lewinsohn & Graf, 1973; Lewinsohn.
1975) has involved the use of activity schedules.

In an

effort to increase the amount of resconposre, clients were
asked to develop lists of pleasant activities (i.e., positively reinforcing activities) of both a social and nonsocial variety.

Treatment consisted of contracting with

clients to increase their participation in such activities.
No controlled studies have been reported in which the
efficacy of such procedures alone have been tested.
Comparative Studies
The emergence of therapeutic techniques based on the
models of depression proposed by Beck (197 4) and Lewinsohn
(1974) has resulted in a need for controlled evaluation of
their effectiveness.

A review of the recent literature has

revealed a number of such studies conducted with a variety
of patient samples, treatment procedures, comparison groups,
and outcome measures.
Klerman, DiMascio, Weissman, Prusoff, and Paykel (1974),
Covi, Lipman, Derogatis, Smith, and Pattison (1974), and
Friedman (1975) reported superiority of anti-depressive medication to psychotherapeutic procedures.

Shaw (1977), how-

ever, noted that these therapeutic procedures were not
specifically designed as treatments for depression, and
argued the need for comparisons of treatments based on the
models of Beck (1974 and Lewinsohn (1974).

Rush, Beck,
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Kovacs, and Hollon (1977) reported a comparative outcome
study which demonstrated the superior efficacy of cognitive
therapy over imipramine therapy with moderately to severely
depressed outpatients.
groups was 20 weeks.

The period of therapy for both

Although statistically significant

differences between groups were obtained at termination,
three-month follow-up, and six-month follow-up, the authors
noted that the superiority of the cognitive therapy was evident by the end of the second week of treatment as assessed
by changes in Beck Depression Inventory scores.

Other de-

pendent measures including the Hamilton Rating Scale for
Depression (Hamilton, 1960), The Raskin Depression Scale
(Raskin, Schulterbrandt, Reatig & McKeon, 1970), and the
Hamilton Rating Scale for Anxiety (Hamilton, 1959), yielded
similar results.

It should be noted that the imipramine

therapy involved unplanned changes in dosage depending upon
patients' courses of recovery which may have mitigated the
effectiveness of the treatment.

In addition, specific pro-

cedures involved in the cognitive therapy were not presented.
Since a number of minimally-experienced cognitive therapists
were employed in the study, it cannot be ascertained whether
they conducted therapy according to the same agenda.

No

comparisons were made between therapists to determine if
therapists differences had occurred.

Nonetheless, this con-

trolled study provides more than suggestive evidence of the
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efficacy of a specific psychological therapy in comparison
with a frequently prescribed psychotropic treatment regimen.
Fuchs and Rehm (1977) conducted a study comparing a
self-control treatment for depression based on Rehm's (1977)
self-control model of depression with a nonspecific therapy
condition and a no treatment condition.

Rehm's self-

control theory of depression is essentially a hybrid of
Beck's (1974) and Lewinsohn's (1974) models, focusing on
both instrumental behavior and cognitive processes.

The

treatment paradigm involves a focus on both components of
depresssion.

The results of the study demonstrated the

superiority of the self-control treatment over the two control conditions on a number of behaviorally-focused and
cognitively-focused measures.

While the results of this

study do suggest that cognitive and behavioral treatments
provide an effective intervention, they do not provide evidence regarding the differential efficacy of separate cognitive and behavioral therapies.
Two studies are reported in the literature in which
cognitive and behavioral treatments were compared (Taylor &
Marshall, 1977; Shaw, 1977).

Taylor and Marshall (1977)

obtained 28 university students who reported depression of
at least two weeks duration and who met cutoff criteria on
two depression measures (i.e., Beck Depression Inventory,
and the D-30 Scale (Demsey, 1964) to participate in six
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4Q-minute therapy sessions conducted over a four-week period.
Four comparison groups were included consisting of a behavioral treatment, a cognitive treatment, a combined
behavioral-cognitive treatment, and a waiting list control
condition.

Measures were self-report and consisted of the

Visual Analogue Scale (Aitken, 1969), and a version of
Kelly's Repertory Grid (Kelly, 1955) in which constructs
were derived from the Feelings and Concerns Checklist
(Grinker, Miller, Sabshin, Nunn, & Nunnally, 1961).

The

latter two measures were assumed to provide an index of
self-acceptance or self-esteem.

The Beck Depression Inven-

tory and the D-30 Scale were also administered at posttest
and at a five-week follow-up test.

The three treatment

groups also completed Eysenck's personality Inventory and
the Multiple Affect Adjective Checklist.

Data analyses

revealed the combined treatment to be more effective in
alleviating depression than either cognitive or behavior
therapies alone.

Self-regard data also yielded similar

results, while nonsignificant differences were obtained on
the Visual Analogue Scale, the Eysenck Personality Inventory
and the Multiple Affect Adjective Checklist.

The author

concluded that there is a need for the integration of both
approaches.

The results of this study are questionable since

the senior author conducted all therapy conditions himself.
Not only might "experimenter bias" (Rosenthal, 1966) have
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rendered his results invalid, but the use of a single therapist limits the confidence with which the findings may be
generalized to other therapists.

The need to replicate this

study with non-university populations is apparent.
Shaw (1977) also employed depressed university students
in a study in which a cognitive therapy, a behavior therapy,
an attention/assessment therapy, and a waiting list condition were compared.

Treatments for the three therapy groups

consisted of four two-hour sessions conducted over a fourweek period.

Subjects were evaluated on measures of depres-

sion, including the Beck Depression Inventory, the Hamilton
Rating Scale for Depression, and the Visual Analogue Scale,
at pretest, mid-treatment, posttest, and at a four-week
follow-up.

Results indicated that a superior reduction in

depression was effected by the cognitive therapy group over
the behavior therapy and control conditions as early as midtreatment (i.e., two weeks).

Similar findings occurred on

both the rater-observed measure and the self-report Beck
Depression Inventory.

As in the Taylor and Marshall (1977)

study, only one therapist, the author, conducted all treatments.

Therefore, the same restrictions need to be placed

on Shaw's results.

The finding that behavior therapy

effected outcome similar to the attention/assessment group
is most interesting.

Since the latter treatment involved

mainly a nondirective approach, it may have provided a
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framework for verbal, intelligent university students to
make therapeutic gains.

Such a result might not be obtained

with a more diverse sample consisting of less bright, less
educated, and less verbal subjects.

Similarly, the same

caveat may be applied to the outcome of the cognitive
therapy group.
The above review of comparative outcome studies of cognitive and behavioral treatments has revealed the viability
of both approaches in treating depressive disorders.

How-

ever, a number of research questions are left unaddressed
by these studies:
(1)

These studies primarily have been concerned with

the question of "which approach is better?"

Consequently,

all but one of these studies employed dependent measures
of severity of depression only (Rush, Beck, Kovacs, & Hollon,
1977; Taylor & Marshall, 1977; Shaw, 1977).

Fuchs and Rehm

(1977), on the other hand, included measures specifically
focused on cognitive functioning and on behavioral functioning.

Unfortunately, their experimental treatments do not

allow for a comparison of the effect of cognitive and behavioral treatments on these measures.

Given the support which

both Lewinsohn's (1974) and Beck's (1974) models of depression and treatment have received, it would be of both theoretical and therapeutic interest to assess the differential
efficacy of treatments upon modes of functioning other than
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those on which each treatment is focused (i.e,, the effects
of cognitive therapy on measures of instrumental behavior,
and the effects of behavior therapy on measures of cognitive
functioning).
(2)

None of the reviewed studies was designed to

examine potential therapist differences.

In one study in

which multiple therapists were used (Rush et al., 1977) no
indication was made regarding therapists' knowledge of the
experimental purposes or hypotheses.

In addition, it was

not revealed whether the therapists followed the same agenda.
These methodological concerns may have confounded demonstrated treatment effects.
(3)

Subjects receiving the treatments in the reviewed

studies ranged from university students, to clinic patients,
to women only.

In the studies in which specific cognitive

and behavioral therapies were compared (Shaw, 1977; Taylor
& Marshall, 1977), only university students were treated.
It would be of interest to replicate such comparisons with
a more heterogeneous sample.
Purpose of the Study and Research Questions
In view of the limitations of the controlled comparative outcome studies reviewed above, the present study was
designed to compare a behavioral therapy based on Lewinsohn's model of depression with a cognitive therapy based
on Beck's model of depression in a brief, time-limited
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group treatment format.

A multimethod assessment procedure

consisting of an index of severity of depression, measures
of cognitive functioning, and measures of behavioral functioning were employed.
In order to control for nonspecific factors, including
expectancy of outcome, a nonspecific treatment condition
was included for comparison.

In addition, a waiting list

(no treatment control) condition was employed to control
for effects of history and spontaneous remission.
Research questions to which the proposed study is designed to address may be stated as follows:
(1)

Are behavioral and cognitive approaches equally

or differentially effective in treating depression as
assessed by an index of severity of depression?
(2)

Are behavioral and cognitive approaches equally

or differentially effective in treating cognitive distortions as measured by instruments designed to assess cognitive functioning?
(3)

Are behavioral and cognitive approaches equally

or differentially effective in treating behavioral deficits
as assessed by instruments designed to provide an index of
instrumental behavior and amount of resconposre obtained
from the environment?
(4)

Are the behavioral and cognitive approaches

equally, more, or less effective than the nonspecific
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approach and the waiting list condition in producing effects
on the dependent measures?
Specific experimental hypotheses are presented at the
end of Chapter II.
Chapter Summary
Depression is a leading mental health problem which
NIMH (1973) noted is beginning to rival schizophrenia as the
number one mental health problem in the United States.

A

review of the literature concerned with depression reveals
that although depression has gained the attention of many
an author since antiquity, there exists a lack of agreement
in defining depression.

A number of factors contributing to

this definitional confusion were discussed, including debate
over nosology.

Although DSM-II (American Psychiatric Asso-

ciation 1968) has distinguished between a number of affective disorders, empirical investigations of psychological
deficit in depressed persons have not conclusively validated
traditional nosological categories.

Beck (1967) has argued

that traditional classification schemes have been based in
large part upon unresolved issues concerning etiology and
noted that little is currently known about etiological factors in depression.

As an alternative, Beck cogently argued

that a basic dimension on which depression can be categorized is severity.

Severity has been operationalized by

Beck as the number and intensity of depressive symptoms
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including cognitive, affective, behavioral, and vegetative
deficits.
Although psychoanalytic models have served a pioneering
function in the psychological conceptualization of depression, they have provided little to stimulate research and
have not led to systematic intervention strategies (Davison
& Neale, 1974).

Perhaps the most viable psychological models

of depression are those of Beck (1967) who has focused on
depressogenic cognitive distortions as causal of depression,
and Lewinsohn (1974) who has focused on low rate of response
contingent positive reinforcement as causal of depression.
While both researchers have concentrated their research
efforts upon validating their respective models, they have
also provided suggestions and some empirical support for
therapeutic interventions.

Beck (1967) has suggested that

efforts on the part of the therapist to help the patient
reconstrue distorted views of self, world, and future are
the treatments of choice.

In comparison, Lewinsohn and his

associates have argued for and demonstrated the efficacy of
treatment strategies designed to increase overt instrumental
behavior with special emphasis on increasing interpersonal
behavior (i.e., social skill) .
The literature concerned with the treatment of depression has largely revealed case reports and uncontrolled
studies.

Unfortunately, such reports are unable to rule out
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alternative explanations for their findings.

Recently, how-

ever, a number of controlled outcome studies have demonstrated the efficacy of treatments derived from Beck's and
Lewinsohn's work.

These studies suggested a need for rep-

lication of procedures with different samples, assessment
of potential therapist effects mitigating treatment effects,
assessment of the differential effectiveness of both treatments on measures of variables considered critical to both
theorists.
The present study was designed to compare behavioral,
cognitive, and nonspecific therapy conditions with a waiting
list control condition in an effort to assess their effects
on measures of severity of depression, cognitive functioning,
and instrumental, behavioral functioning.

CHAPTER II
METHOD
The following method was utilized to investigate the
research questions raised in Chapter I.

The recruitment and

assignment of subjects are discussed first followed by a discussion of subject characteristics, design and statistical
analyses, instriomentation, procedure, therapists, the
assessment of expectancy and group activities, referrals of
subjects completing treatment, and experimental hypotheses.
Subject Recruitment and Assignment
Persons from the greater Milwaukee area who stated that
they were experiencing depression weré recruited to serve as
subjects in the study.

An announcement (see Appendix A)

was placed in the Milwaukee Journal, the Post, and several
community newspapers in September, 1977. At that time an
insufficient number of subjects was obtained.

As a result,

the decision was made not to assign these subjects to the
waiting list control condition.

In October, 1977, the

announcement was again placed in the Milwaukee Journal.

The

additional subjects recruited at that time provided a sufficient number of subjects for assignment to the waiting list
condition and the behavior therapy condition from which
there occurred attrition.

A detailed description of the
48
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two recruitment procedures follows a presentation of the
screening criteria.
Screening criteria.

Interested persons responded to

the announcement via the telephone.

Persons who indicated

they were not under the care of a mental health professional or physician for psychiatric reasons were offered an
appointment for a screening interview.

Selection for par-

ticipation was contingent upon the following criteria:
(1)

Self-reported depression of at least two weeks

duration.
(2)

Age between and including 18 and 60 years.

(3)

Not currently under the care of a mental health

professional or physician for psychiatric purposes (including marital or family counseling).
(4)

No indication of suicidal intent or history of

suicide attempts.
damage.

No history of psychosis or severe brain

No history of anti-social behavior or chemical

abuse.
(5)

A Beck Depression Inventory score of 13 or above

(i.e., mild depression or greater according to the norms of
Beck, Ward, Mendelson, Mock, and Erbaugh, 1961), and
(6) Willingness to attend all therapy sessions.
During the screening interview, subjects who met the
criteria for inclusion were provided an explanation of the
general purposes of the study and were required to read and
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sign an information sheet (see Appendix B) and an Agreement
to Participate in Research form (VA form 10-1086) (see
Appendix C ) .

In addition, subjects were required to com-

plete all self-report measures (i.e., pretesting).
Recruitment.

A total of 68 persons responded to all

initial announcements of the study.

Of the 48 persons who

registered for a screening appointment, 39 persons kept
their appointments, and 30 persons met all screening criteria.

Five persons who were screened were determined to

be severely depressed and were referred to the Milwaukee
County Health Center, North Division.
Given the heterogeneity of this sample, a stratified
random assignment procedure was employed in assigning subjects to one of three treatment conditions and one of two
therapists.

Since a relatively small number of subjects

was obtained, the decision was made not to assign subjects
to a waiting list condition.

The assignment procedure in-

volved random assignment subject to two constraints:
(1)

Subjects were ranked according to Beck Depression

Inventory pretest scores and grouped into six sets of five
subjects.

One subject per set was assigned to a treatment

condition and therapist.
(2)

An effort was made to assign an equal number of

males and females to each treatment condition and each
therapist.

Departure from these procedures occurred in the
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case of two subjects who could not meet at appointed times.
The attrition of three subjects in the behavior therapy condition necessitated the inclusion of additional subjects
assigned to the behavior therapy condition.
A total of 107 persons responded to the second announcement of the study.

Since such a large number of people

could not participate, 76 were referred to community
agencies.

Of the 31 persons scheduled for screening appoint-

ments, 25 persons kept their appointments, and 20 persons
met the criteria for inclusion.

These subjects were assigned

either to the waiting list condition or the behavior therapy
condition in the same manner employed with the first sample
of subjects.

Due to increased chances of attrition from

the waiting list condition, 16 subjects were assigned to two
groups in that condition, and four were assigned to the
behavior therapy condition.

Five subjects who were assigned

to the waiting list condition failed to appear for posttesting and subsequent therapy.

Only one subject who began

treatment failed to complete treatment.
Subject Characteristics
Although a total of 50 subjects were assigned to experimental conditions, 41 subjects completed the study and
provided data for analysis (see Table 1). Demographically,
the total sample may be described as primarily female (71%)
and middle-aged, with 39% married, 37% divorced, and 15%
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TABLE 1
DEMOGRAPHIC CHARACTERISTICS OF SUBJECTS
COMPLETING TREATMENT

Variable

Cognitive
Therapy

Behavior
Therapy

Nonspecific
Therapy

Waiting
List

Full
Sample

Sex
Male
Female

4
6

3
8

3
6

2
9

12
29

Mean age in years

44.10

36.82

44.78

44.09

42.29

Mean years of
education

13.00

14.18

13.00

13.73

13.51

1
4
5
0
0
0

3
4
3
0
1
0

1
3 •
3
1
0
1

1
5
2
2
1
0

6
16
13
3
2
1

4
5
0
0

4
2
1
3

4
4
0
0

5
4
0
1

17
15
1
4

1

1

1

1

4

10,756

13,273

13,830

11,192

12,298

6
4

7
4

4
5

6
5

23
18

Marital status
Single
Married
Divorced
Widowed
Separated
L.W.P.^
Religious affiliation
Protestant
Catholic
Jewish
Other
None (or no
response)
Mean annual income
Fomer psychological
services^
Yes
No

Living with partner.
^lncluding outpatient psychotherapy, psychiatric
hospitalization, and marital and family counseling.
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single.

Religious affiliation was found to be primarily

Protestant (41%) and Catholic (36%) .

The level of income

per year ranged from $2,000 in the case of a full time university student to $25,000 in the case of a person who
owned a small business firm.

Fifty-six percent of the sub-

jects had received previous psychological services ranging
from brief hospitalization (n=3), to outpatient psychotherapy (n=14), pharmacotherapy (n=6), marriage counseling
(n=9) , and family counseling (n=l).
Beck Depression Inventory pretest scores characterize
the sample as primarily moderately depressed (mean=24.78;
S.D.=5.10) by the norms of Beck et al. (1961).

Subjects

may be described as representative of a clinically depressed
population.
Design and Statistical Analyses
In order to assess the differential efficacy of the
behavior therapy and cognitive therapy, these treatments
were compared with two control conditions.

Paul C1969) and

Meltzoff and Kornreich (1970) argued that in order for an
empirical investigation to adequately test the therapeutic
components of a given procedure, a comparison needs to be
made with a second procedure consisting of all but such
components.

In order to demonstrate that change has occurred

in the present study as a result of either the behavior
therapy or cognitive therapy procedures, a comparison was
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made with a nonspecific group treatment,

In addition, a no

treatment or waiting list condition was included to control
for effects due to history and spontaneous remission.

It

is particularly important for such a condition to be included in an investigation of the

treatment of depression

since, as Lewinsohn (1974) has noted, depression is often
a time-limited phenomenon.
The independent variables in this investigation included type of treatment (i.e., cognitive, behavioral, nonspecific, and waiting list) and therapist (i.e., therapist A
and therapist B).

The cognitive and nonspecific treatment

conditions each consisted of two therapy groups, with one
led by therapist A and one led by therapist B.

Due to attri-

tion and failure to appear for the behavior therapy group
conducted by therapist A, therapist A agreed to conduct a
second behavior therapy group.

The behavior treatment con-

dition consisted of three therapy groups, with two led by
therapist A and one led by therapist B.

The waiting list

condition was comprised of two therapy groups both of which
were conducted by this researcher.

The dependent variables

included a psychometric inventory (Beck Depression Inventory)
two cognitively-focused measures (i.e., Tennessee Selfconcept Scale, and the Adult Self-statement Inventory, a
measure designed as part of the present study) and two sets
of behaviorally-focused measures (i.e., Pleasant Events
Schedule, and observer-rated measures of social skill).

55
A pretest posttest control group design (Campbell &
Stanley, 1963) was employed in order to assess the effects
of the independent variables on the self-report dependent
measures.

Although a posttest only control group design

would eliminate potential reactivity-of-pretest effects,
it was decided that a comparison of subjects' pretest scores
was warranted given the heterogeneity of the sample.
Follow-up data were obtained four weeks after posttest in
the behavior therapy, cognitive therapy, and nonspecific
therapy conditions.

Follow-up data were not obtained from

subjects in the waiting list condition since they had begun
treatment.
Pretest data were not obtained on observer-rated measures of social skill since it was assumed that the introduction of videotaping equipment would be obtrusive and
thus detrimental to the development of a therapeutic atmosphere.

In addition, follow-up data were not obtained due

to a significant number of subjects failing to appear for
the follow-up session.

Therefore, observer-rated measures

of social skill were evaluated via a posttest only control
group design.
Data obtained from the self-report measures were analyzed via split plot factorial analyses of variance (SPF)
Kirk, 1968).

An SPF. ^ analysis was conducted with one

between variable (i.e., 4 treatment conditions) and one
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within variable (i.e., 2 repeated measures - pre and post).
A second analysis, SPF

was conducted with two between

variables (i.e., ^3 treatment conditions, excluding waiting
list; and 2 therapists) and one within variable (i.e., 3
repeated measures - pre, post, and follow-up).

Data

obtained from observer-rated measures were analyzed by completely randomized one way (CRK) and factorial analyses of
variance (CRF) (Kirk, 1968).

A CR-4 analysis of variance

was conducted with one variable (i.e., 4 treatment conditions).

In addition, a second analysis, CRF^ ^, was per-

formed with two variables (i.e., 3 treatment conditions,
excluding waiting list and 2 therapists).

All data were

examined at posttest and follow-up (i.e., self-report data
only) via planned orthogonal comparisons designed specifically to address the experimental hypotheses presented at
the end of this chapter.

Tukey's Honestly Significant Dif-

ference tests of pairwise means (Kirk, 1968) were employed
to assess differences between repeated measures for each
treatment condition.
Instrumentation
Beck Depression Inventory (BDI) (see Appendix D).

Beck,

Ward, Mendelson, Mock, and Erbaugh (1961) attempted to circumvent the unresolved issues of diagnostic assessment of
depression by designing an instrument which included items
related to a broad range of symptomatic and attitudinal

57
manifestations of depression.

The BDI is a forced-choice

inventory requiring a subject to choose one of a number of
alternative statements about him/herself in each of 21 items
which measure the occurrence and intensity of a number of
depressive symptoms.
The internal consistency of the BDI was assessed by two
methods:

the first compared 200 psychiatric case protocols

with the BDI; the second assessed the split-half reliability
of the BDI using 97 psychiatric cases.

A corrected Product

Moment correlation between the odd and even categories
yielded a coefficient of .93. Although Beck (1967) suggested
that traditional test-retest methods are not appropriate measures of the reliability of the BDI, he reported a variation
of the test-retest method with 3 8 patients.

Intervals vary-

ing between two and six weeks revealed that BDI scores
paralleled changes in clinical ratings of depression.
Studies of concurrent validity of the BDI have been
conducted.

Schwab, Baalow, and Holzer (1967) found the

degree of relationship between the BDI and the Hamilton
Rating Scale to be .75. Lubin (1965) determined correlations between the BDI and the Depression Adjective Checklists to range from .40 to .66. McNair (197 4) and Zung
(1965) have found the BDI to be sensitive to clinical changes,
to correlate with other depression measures, and to effectively discriminate between depression and anxiety.
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The BDI was demonstrated to be sensitive to changes
effected by the cognitive therapies and behavior therapies
reviewed in Chapter I (Rush et al., 1977; Shaw, 1977;
Taylor & Marshall, 1977; Fuchs & Rehm, 1977).

The BDI

requires less than ten minutes for completion.
Tennessee Self Concept Scale (TSCS) (Appendix E).

The

TSCS was developed by Fitts (1965) in conjunction with the
Tennessee Department of Mental Health.

The scale is com-

posed of 100 self-descriptive statements which the subject
uses to describe him/herself.

Subjects' responses are

recorded via a five-point Likert format with "1" corresponding to "completely false" and "5" corresponding to "completely true."

Buros (1972) noted that the TSCS has been

extensively used in research.

Fitts (1973, 1974) has pub-

lished a bibliography of numerous research projects using
the TSCS through February, 1974.
Although a total of 30 different scale scores are available from the TSCS, only the total P score was employed in
the present study.

This score provides the best overall

index of self-concept of all the scales.

Persons scoring

high on the total P scale tend to view themselves as having
worth, value, and self-confidence; persons scoring low on
the total P scale tend to view themselves as undesirable
and often feel depressed, anxious, or unhappy.
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Bentler (cited in Buros, 1972) reported high testretest reliabilities for the TSCS scales with the majority
of coefficients in the high 80's. Although Suinn (cited in
Buros, 1972) noted that coefficients for some of the less
important scales seemed to be unstable, Fitts (1965) reported a two-week retest coefficient of .92 for the total
P score.
Concerning the validity of the TSCS, Suinn (cited in
Buros, 1972) reported that it has been able to discriminate
between patient and non-patient samples.

Further, he noted

that studies have shown the TSCS to be sensitive to psychotherapeutic experiences.

Suinn concluded that the TSCS is

one of the better measures of self-concept available.

The

TSCS requires approximately 13 minutes to complete.
The Adult Self-statement Inventory (ASSI) (see Appendix
F).

Beck (1967) argued that the cognitive triad exhibited

by depressives includes a negative view of self, world, and
future.

These systematic distortions made by depressives

have been discussed by Kanfer (1970), Mahoney (1974), and
Meichenbaum (1974) who have suggested that these distortions take the form of "self-statements" or "automatic
thoughts" which occur under certain circumstances.

Beck

(1976) has emphasized the clinical utility of focusing on
self-statements as covert responses emitted in specific
situations.

Mahoney (1977) similarly noted that the
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assessment of cognitions both as schemata, or beliefs, and
as covert self-statements has been demonstrating empirical
as well as clinical utility.

He observed that greater

specificity of cognitions has been gaining emphasis while
there has been a movement away from the assessment of trait
and/or psychodynamic constructs.
Given the developing emphasis on self-statements, the
ASSI was designed to be an inventory of self-statements in
the same fashion that the Adult Self-Expression Scale (Gay,
Hollandsworth, & Galassi, 1975) is an inventory of assertive
behaviors.

The ASSI was designed specifically as an out-

come measure for the present study and may be viewed as
analogous to the Pleasant Events Schedule (MacPhillamy &
Lewinsohn, 1971) in that both are inventories of symptom
components of depression.
The following method was employed in the development
of the ASSI:
(1)

A pool of 52 items (i.e., depressive self-

statements) was generated by this researcher and two interns
in Psychology Service, Veterans Administration Center, Wood,
Wisconsin.

Five additional items which are unrelated to

depression in content were included to reduce transparency.
Twenty-three of the inventory items were keyed in a reversed
direction for scoring in an effort to guard against acquiescence response set (see Appendix G ) .
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Subjects were instructed to respond to each item according to the question "How often have you had the following
thoughts during the past week (seven days)?"

A five-point

scale was employed:
Not at
all

(2)

Seldom

Occasionally

Frequently

Very
Frequently

These items were administered to 149 undergraduate

psychology students at Indiana University at South Bend.

In

addition, the BDI was administered to provide an index of
concurrent validity.

A two-week retest was conducted to

provide an index of test score stability.
(3)

Items which did not correlate with the total scale

score at .30 or greater for both males and females were
eliminated from the inventory.

The resultant scale, the

ASSI, was found to be correlated with the BDI at .62 for
males and .51 for females.

Test retest reliability was

found to be .84 for males (N=50) and .81 for females (N=73).
(4)

T-tests were computed on ASSI scores of subjects

classified as depressed and non-depressed on the basis of
the BDI (i.e., X>_13=depressed) .

Since the total sample in-

cluded only a few depressed persons CN^aieg^^' ^females~^^'
an equal number of non-depressed subjects was randomly
selected for the comparisons.

Results revealed that de-

pressed subjects reported a significantly greater frequency
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of depressive self-statements than non-depressed subjects
(for males t=3.27, p<.05; for females, t=3.09, p<.05).
It was concluded that the ASSI is a valid index of
depressive self-statements which demonstrates a high degree
of test-retest reliability.

Therefore, its inclusion as a

dependent measure for the present study was warranted.

The

ASSI requires approximately 10 minutes to complete.
Pleasant Events Schedule (PES) (Appendix H ) .
MacPhillamy and Lewinsohn (1971) reported the development of
the PES, a self-report inventory consisting of 160 "events,
experiences, or activities" which a subject may find to be
"pleasant, rewarding, or fun."

Subjects are asked to re-

spond to each item according to the question "How often have
these events happened in your life in the past month?"
Responses are recorded on a three-point frequency scale:
(1) this has not happened in the past 30 days, (2) this has
happened a few times in the past 30 days, and (3) this has
happened often in the past 30 days.

After completing this

task, subjects are asked to evaluate the same items in
response to the question "How pleasant, enjoyable, or rewarding was each event during the past 30 days?"
are recorded on a simple three-point scale:

Responses

Cl) this was

not pleasant, (2) this was somewhat pleasant, and (3) this
was very pleasant.
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As designed, the PES yields three scores:

(1) the sum

of frequency ratings-assumed to be an index of a subject*s
general activity level, (2) the sum of pleasantness ratingsassumed to be a measure of reinforcement potential, and (3)
the sum of the products

of frequency by pleasantness

ratings-assumed to be an approximation of the amount of
response-contingent-positive-reinforcement (resconposre).
In order to justify the independent measures of frequency and enjoyability ratings, correlations were computed
between these measures for individual items averaged across
subjects.
.49(N=464).

The product moment coefficient was found to be
Intra-scale homogeneity was assessed by means

of the coefficient alpha which were found to be .96 for the
frequency measure, .98 for the enjoyability measure, and
.97 for the product.

Test-retest reliability was assessed

by re-administering the PES to 37 of the original 641 subjects used in the development of the inventory four to
eight weeks after initial testing.

Coefficients were found

to be .85 for frequency, .86 for enjoyability, and .64 for
the product (MacPhillamy & Lewinsohn, 1971).
An intensive investigation (cited in MacPhillamy &
Lewinsohn, 1971) of the relationship between time-modified
PES scale scores and behavioral ratings of observers over
a five-day period yielded an index of concurrent validity,
.63.

The percent of items showing complete agreement was
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68%.

The predictive validity of the PES frequency scale was

checked by having 90 subjects complete the PES and then monitor their activities for the next 30 days.

This method

yielded a coefficient of .62.
A modification of the full length PES was employed in
the present study since the length of time required to complete the PES prohibited its inclusion in a battery of outcome measures.

A 49 item version of the PES (Lewinsohn &

Graf, 1973) was employed to obtain the same measures as the
full scale PES.

Fuchs and Rehm (1977) found this short

version of the PES to be sensitive to changes effected by a
self-control therapy.

Their subjects, however, were in-

structed to respond to items with the previous month as a
time frame.

The PES, as well as the ASSI, as employed in

the present study, employed a one-week (i.e., seven-day)
time frame.
The PES short form requires approximately 10 minutes
to complete.
Observer-rated Measures of Social Skill (OMSS).
MacPhillamy and Lewinsohn (1971) developed a number of
observer-rated measures of social skill including the amount
of verbal behavior emitted, the use of positive reactions,
interpersonal range, and interpersonal efficiency.

The

latter two measures were not included as measures in the
present study.

Lewinsohn and Libet (1971) and Shaffer and
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Lewinsohn (1971) were unable to demonstrate systematic differences between depressed and non-depressed persons on the
interpersonal efficiency measure.

Interpersonal range, pur-

ported by MacPhillamy and Lewinsohn to provide an index of
the range of social reinforcement, was deemed inappropriate
for inclusion in the present study given the vast differences in the numbers of subjects in the therapy groups.
Three measures were employed in the present study:
(1)

Total talk time - Libet and Lewinsohn (1971) found

depressed persons to emit interpersonal verbal behavior at
half the rate of non-depressed persons.

This measure is an

accumulation in seconds of time engaged in verbal behavior.
(2)

Frequency of actions - Lewinsohn (1967) has dis-

tinguished between actions and reactions in his coding system.

An action is a verbal statement which an observer can

judge to be initiated by a subject.

By contrast, a reaction

is assumed to be a response to another subject's action.
This measure is a frequency count of actions emitted by a
subject.
(3)

Positive reactions/total reactions - A significant

component of social skill involves the degree to which a
person reinforces the behavior of other persons.

Lewinsohn

(1974) has defined positive reactions as statements of
affection, agreement, approval, and laughter.

Libet and

Lewinsohn (1971) were able to demonstrate that depressed
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subjects emitted a smaller proportion of positive reactions
than did non-depressed subjects.

This measure consists of

the ratio of the frequency positive reactions to the total
frequency of reactions.
These observer-rated measures were obtained at posttest
only from the behavior therapy, cognitive therapy, nonspecific therapy, and waiting list control conditions.

Two

undergraduate psychology majors from the University qf
Wisconsin - Milwaukee coded verbal behavior from a tenminute video tape of each therapy group interacting without
the therapist present.

Due to physical constraints, the

video taping equipment was located in the therapy room.
Since this procedure can be assumed to be obtrusive, the
equipment was introduced during the second therapy session
in an effort to reduce potential reactivity effects.
Coders were trained to a high degree of inter-rater
reliability prior to coding of data for analysis.

Product

moment coefficients were found to be .97 for total talk
time, .81 for frequency of actions, and .99 for positive
reactions/total reactions.
Procedure
All therapy groups began meeting within one and onehalf weeks of screening (pretest).

A total of four 2-hour

sessions held once per week for four consecutive weeks comprised the therapy program.

Four sessions were chosen
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based on the comparative outcôme studies of Fuchs and Rehm
a977), Shaw (1977), and Marshall and Taylor (1977) which
demonstrated both therapeutic change and between groups differences with six 2-hour sessions, eight 1-hour sessions,
and six 40-minute sessions, respectively.

It is interesting

to note that Shaw found significant treatment effects on
measures obtained half-way through treatment (i.e., after
four 1-hour sessions).
All therapy sessions were conducted at Wood Veterans
Administration Center in a Day Hospital group room or the
Psychology Service conference room.

Sessions were held in

early evenings and Saturday morning.
Posttest data were obtained during an additional hour
occurring after the fourth therapy meeting.

Follow-up data

were obtained after a one-month waiting period in one of the
two ways.

Subjects who appeared for the follow-up session

were required to complete the measures prior to any group
discussion.

Subjects who failed to appear were contacted by

telephone and requested to complete the paper and pencil
measures which were mailed to them.

All of the latter group

of subjects complied with the request and promptly returned
the completed measures.
Subjects assigned to the waiting list condition were
posttested immediately prior to commencement of their first
therapy session.
ing list subjects.

No further data were collected from wait-
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Therapy procedures were designed to facilitate the
development of a therapeutic atmosphere.

In order to

achieve this goal, it was decided that the specific therapeutic procedures would be implemented in an effort to deal
with subject-relevant concerns.

This approach is in con-

trast to having subjects participate in a series of exercises which may not have particular relevance to their
current concerns.

Although the intent was to have experi-

mental treatments be as "therapy-like" as possible, a psychoeducational model was adopted for all treatment conditions.
Specifically, this involved presentation of information
concerning changing depressive feelings and a stepwise
series of tasks (but not exercises) to accomplish.
Further, therapy groups were designed to be equivalent
in all respects except for specific components of therapy.
Jacobson and Baucom (1977) noted that comparisons between
therapies may be confounded due to differences in therapist
activity level and directiveness, and presentation of a
rationale for therapy.

Therapists in the present study

attempted to hold activity level constant across groups and
to intervene (i.e., an approximation to directiveness) with
similar frequency in all groups.

Similar rationales v/ere

presented in both the experimental therapy groups and the
nonspecific therapy groups.

In all groups, subjects were

provided a self-control model for combatting depression.
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That is, subjects were told that the purpose of the groups
was to develop a set of skills with which to cope with
depression.

Therapy, however, consisted of different proce-

dures and different agenda.

See Appendix I for Therapist

Manual.
Cognitive therapy agenda.

Procedures utilized in the

cognitive therapy condition were designed to modify cognitive distortions noted by Beck (1974) and Meichenbaum (1974)
and to increase cognitions assumed to be anti-depressive.
The following procedures were included:

(1) discussion of

depression in a cognitive framework, (2) an emphasis on selfstatements and a de-emphasis on behavior, (3) modeling and
coaching of verbalized cognitions, (4) cognitive rehearsal
by group members, and (5) homework assignments designed to
facilitate awareness of cognitive distortions and to provide
practice of new cognitions.
Behaviorally-focused group agenda.

The procedures util-

ized herein attempted to increase the subject's level of
response-contingent positive reinforcement by facilitating
change in overt, instrumental behavior.
dures were included:

The following proce-

(1) discussion of depression in a

behavioral framework, (2) an emphasis on behaviors and a deemphasis on cognitions, (3) modeling and coaching group
leaders and group members, (4) behavioral rehearsal by group
members, and (5) homework assignments designed to develop
awareness of behavior deficits and practice new behaviors.
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Nonspecific group agenda.

Paul (1969), Borkovec and

Nau (1972), McGlynn and McDonell (1974), and Meltzoff and
Kornreich (1970) have argued that in order for a control
treatment to function as a placebo or nonspecific treatment,
it must present face validity to subjects.

In order to

achieve this condition, the nonspecific group was designed
such that the leaders did

facilitate discussion among

group members but did not attempt to structure the sessions
by employing any of the specific treatment procedures which
will be used in the other groups.

Therapist behavior was

limited to reflection and clarification of verbal material
and questioning to facilitate discussion.

It may be argued

that such procedures are akin to, if not identical with,
those employed by Rogerian therapists.

While the validity

of this argument cannot be denied, it is the belief of this
researcher that such procedures are considered to be minimally therapeutic both by Beck (1967) and Lewinsohn (1974).
Therapists
Two pre-doctoral, clinical psychology interns at Wood
Veterans Administration Center, who had completed all requirements for the Ph.D. degree including dissertation, but
excluding completion of internship, served as therapists in
the behavior therapy, cognitive therapy, and nonspecific
therapy conditions.

Both were chosen on the basis of their
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similar level of training and experience in conducting psychotherapy, a cognitive/behavioral orientation to therapy,
and their willingness to participate in the project.
were paid for their services.

Both

Therapist A received $225

for conducting two behavior therapy groups, one cognitive
therapy group, and one nonspecific therapy group.

Therapist

B received $150 for conducting one group per condition.
Therapists were trained by this researcher in the following manner:

Readings (Beck, 1974; Lewinsohn, 1974) were

completed and discussed.

The treatment agendas were dis-

cussed with the inclusion of role playing, and development
of strategies to deal with potential difficulties.

During

the course of therapy, weekly meetings were held to discuss
group progress and difficulties encountered in recent
sessions.
This researcher conducted therapy with the waiting list
subjects.

Procedures were incorporated from both the behav-

ioral and cognitive models of treatment.

All therapy con-

ducted for purposes of this study was under the supervision
of a licensed Ph.D. clinical psychologist.
Validity Checks
Borkovec and Nau (1972) noted that a number of comparative psychotherapy studies have employed nonspecific or
placebo control conditions which have varied markedly from
treatment conditions, often to the extent that they may not
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have generated expectancy levels equal to those of the
treatment conditions.

In order to ascertain whether a

placebo or nonspecific control condition indeed controls
for credibility and expectancy of outcome, Borkovec and Nau
suggested the use of subject ratings.

The present study

employed a modification of their rating questionnaire.
1.

How logical does this treatment seem to you?

2.

How confident are you that this treatment will be
successful in alleviating your depression?

3.

How confident would you be in recommending this
treatment to a friend who was depressed?

These questions were rated by subjects on a seven-point
scale ranging from (1) "Not at all" through (4) "Moderately"
to (7) "Completely."

The scale was completed by subjects

in the behavioral therapy, cognitive therapy, and nonspecific therapy groups upon termination of the first treatment
session.
Bergin and Strupp (1972) have noted that many comparative psychotherapy outcome studies have not assessed the
degree to which therapies were conducted as designed.
In order to determine whether groups differed in treatment activities (i.e., whether the treatment conditions
were conducted as specified), a group activities questionnaire was administered to all therapy subjects at the time
of posttesting.

Subjects were asked to rate the degree to
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which their groups engaged in the following activities
according to the following five-point scale ranging from
(1) "Not at all" through (3) "Somewhat" to (5) "Very much."
Scale questions are:
1.

To what degree did your group discussions focus on
how your behaviors or actions relate to depression?

2.

To what degree were your assignments used to help
you change your actions or behaviors?

3.

To what degree did your group discussions focus on
how your cognitions or thoughts relate to depression?

4.

To what degree were your assignments used to help
you change your thoughts or self-talk?

5.

To what degree did your therapist structure your
group sessions?
Referrals

All subjects were provided a meeting with this researcher subsequent to all data collection for feedback of
test information, debriefing, and determination of need for
further therapy.

Four subjects met with this researcher

and one met with therapist A for additional therapy.

Three

subjects expressed a desire to begin long term therapy and
were provided referrals to community agencies.

Thirty-

three subjects requested no additional treatment.
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Statement of Experimental Hypotheses
In order to clarify the direction of prediction for
each of the dependent measures, the following hypotheses
were developed.

In each hypothesis, direction is specified

for comparisons involving treatment vs. no treatment, and
specific treatments vs. nonspecific treatment.

Direction

is also specified for behavior therapy vs. cognitive therapy
comparisons except on the measure of severity of depression
(i.e., BDI). Further, it is predicted that no differences
will be obtained between therapists in any of the treatment
conditions.

Following each hypothesis an illustration of

the predicted direction of effect is provided.
defined as follows:

Symbols are

C = cognitive therapy, B = behavior

therapy, NS = nonspecific therapy, and WL = waiting list
control.
Hypothesis 1:

At posttest, the cognitive and behavior

therapy conditions will not differ significantly in their
effects on severity of depression as assessed by the BDI.
However, both therapies will reduce severity of depression
significantly more than nonspecific therapy.

All three

therapy conditions will reduce severity of depression more
than no therapy.

At follow-up, these effects will be main-

tained for the three therapy conditions.
Hypothesis 2:

H : [(C=B)>NS]>WL

At posttest, cognitive therapy will

effect a greater increase in self-concept than will behavior
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therapy as assessed by the TSCS.

Both therapies will in-

crease self-concept more than the nonspecific therapy.

All

three therapies will effect a greater increase in selfconcept than no therapy.

At follow-up, these effects will

be maintained for the three therapy conditions.
H^: [(C>B)>NS]>WL
Hypothesis 3:

At posttest, cognitive therapy will

reduce the frequency and number of depressive self-statements
more than behavior therapy as assessed by the ASSI.

Both

treatments will decrease depressive self-statements more
than nonspecific therapy.

Further, all three therapy condi-

tions will decrease depressive self-statements more than no
therapy.

At follow-up, these effects will be maintained

for the three therapy conditions.
Hypothesis 4:

H^:

[(C>B)>NS]>WL

At posttest, behavior therapy will

effect a greater increase in activity level, reinforcement
potential, and resconposre than will cognitive therapy as
assessed by the PES.

Both therapies will effect a greater

increase in these measures than will nonspecific therapy.
All three therapies will effect a greater increase in these
measures than will no therapy.

At follow-up, these effects

will be maintained for the three therapy conditions.
H^:

[(B>C)>NS]>WL
Hypothesis 5:

At posttest, behavior therapy will

effect greater total talk time, frequency of actions, and
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ratio of positive reactions to total reactions than will
cognitive therapy as assessed by observer ratings.

Both

therapies will effect higher scores on these measures than
will nonspecific therapy.

All three therapies will effect

higher scores than no therapy.

H^:

[(B>C)>NS]>WL

Chapter Summary
A total of 41 depressed persons served as subjects in
the present study in which cognitive and behavior therapy
approaches to treating depression were compared with a nonspecific therapy condition and a waiting list, or no treatment, control condition.

The dependent measures included

paper and pencil measures of severity of depression, cognitive functioning, and behavioral functioning.

In addition,

three observer-rated measures of social skill were obtained
from subjects at posttest.

The paper-and-pencil measures

were assessed in a pretest posttest control group design
with the addition of a one-month follow-up measurement.
Treatment for subjects in the cognitive, behavioral,
and nonspecific therapy conditions consisted of four 2-hour
sessions which occurred once each week for four consecutive
weeks.

Two therapists each conducted all treatment condi-

tions.

Waiting list subjects received therapy from this

researcher subsequent to posttest.
Based on the literature reviewed in Chapter I, several
hypotheses were advanced in order to clarify the direction
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of prediction f or each dependent measure.

No difference in

efficacy was predicted between cognitive and behavior therapies in reducing severity of depression; however, behavior
therapy was predicted to produce a greater effect on behavior measures than cognitive therapy, and cognitive therapy
was predicted to produce a greater effect than behavior
therapy on cognitive measures.

CHAPTER III
RESULTS
The present chapter presents an analysis of the dependent measures in order to determine if the experimental
hypotheses were supported.

Prior to a discussion of these

analyses, an examination of demographic variables, expectancy of outcome and perceptions of treatment credibility,
and adherence to specific therapy activities will be discussed in order to locate factors which may mitigate the
effects of the experimental treatments.

If differences

occurring on these measures coincide with differences on
dependent measures, alternative hypotheses may compete to
explain the data.
Demographic Variables
Demographic data were examined to determine if differences existed between treatment conditions and therapists
(see Table 1 in Chapter I). Frequency data for marital
status, religious affiliation, and former psychological services do not differ significantly between treatment conditions.

Analyses of variance (i.e., CR-4 and CRF^ ^) were

computed in order to reveal differences in age, education
level, and income level (see Appendix J ) .
No significant differences were found between subjects
in the four treatment conditions in income and education,
78
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and no differences were found for the main effect of therapists or the interaction of treatments by therapists.

No

significant difference in age was found for the four treatment conditions.

However, a significant interaction of

treatments by therapists was found, F (2,24)=4.97, p<.05.
Tukey's tests of pairwise means revealed that nonspecific
therapy subjects in the group conducted by therapist A
were older than subjects in the same condition conducted
by therapist B (q=4.47, p<.01).
Expectancy and Credibility Measures
The data from the three questions of the expectancy/
credibility questionnaire were examined via analyses of
variance (i.e., CRF^ ^) "to determine potential differences
between treatment conditions and therapists (see Appendix K ) .
Analyses by question are presented below:
1.

How logical does this treatment seem to you?

No

significant differences were found for the main effects of
treatment or therapist.

In addition, a test of the inter-

action of these two factors proved nonsignificant.
,2.

How confident are you that this treatment will be

successful in alleviating your depression?

No significant

differences were found for main or interaction effects.
3.

How confident would you be in recommending this

treatment to a friend who was depressed?

No significant

treatment or therapist main effects were obtained.

However,
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a'test of the interaction proved significant, F (2,24)=4.16,
p<.05.

Subsequent comparisons between therapists in each

treatment condition via Tukey's tests for pairwise means
revealed that nonspecific therapy subjects whose therapy
was conducted by therapist B would be less confident in
recommending their treatment than would nonspecific therapy
subjects whose treatment was conducted by therapist A
(q=3.78, p<.05).
Group Activities Measures
The five questions of the group activities questionnaire were examined via analyses of variance (i.e., CRF^ ^)
in order to verify the degree to which subjects perceived
their treatments to be conducted as designed (see Appendix
L).

Analyses by question are presented below:
1.

To what degree did your group focus on how your

behaviors or actions relate to depression?

Results revealed

a significant difference among treatments F (2,24)=14.14,
p<.001.

Tukey's tests of pairwise means indicated that

subjects in the behavior therapy condition perceived a
greater adherence to this focus than did subjects in the
cognitive therapy condition (q=7.70, p<.01) and subjects in
the nonspecific therapy condition (q=3.45, p<.05).

Further,

subjects in the nonspecific therapy condition reported a
greater degree of adherence to this behavioral focus than
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did subjects in the cognitive therapy condition (q=4.24,
p<.05) .
2-

To what degree were your assignments used to help

you change your actions or behaviors?

Results revealed a

significant difference among treatments, F (2,24)=2 9.93,
p<.001.

Tukey's test showed that subjects in the behavior

therapy condition perceived their assignments as designed
to change behavior more than subjects in the cognitive
therapy condition (q=10.35, p<.01) and subjects in the nonspecific therapy condition (q=8.94, p.<05).

No difference

was found between subjects in the cognitive and nonspecific
therapy conditions.
3.

To what degree did your group discussions focus on

how your cognitions or thoughts relate to depression?
Results revealed a significant difference among treatments,
F(2,24)=11.53, p<.001.

Tukey's tests revealed that subjects

in the cognitive therapy condition indicated a greater
degree of adherence to this therapy focus than did subjects
in the behavior therapy condition (q=6.65, p<.01) and subjects in the nonspecific therapy condition (q=4.60, p.<01).
No difference was found between behavior and nonspecific
therapy conditions.
4.

To what degree were your assignments used to help

you change your thoughts or self-talk?

Results revealed no

significant differences among treatment conditions, F(2,24)=
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0.58, p>.10.

Subjects in the cognitive therapy condition

did not perceive their assignments as designed to change
their cognitions more than subjects in the other two therapy
conditions.
5.

To what degree did your therapist structure your

group sessions?

Results revealed no significant differences

among treatment conditions, F(2,24)=0.37, p>.10.

Therefore,

it can be assumed that subjects in all three therapy conditions perceived their therapists as similarly directive.
The results of these five group activities questions
suggest that the experimental treatments (i.e., cognitive
and behavioral) were indeed conducted as designed.

Subjects

in the cognitive therapy condition, however, did not perceive their assignments as serving the function for which
they were designed.

This finding may be indicative of a

failure to correctly implement this component of the cognitive therapy regimen.

The confounding variable of differ-

ences in directiveness of therapists was not found in the
present study.
Dependent Measures
Data from the dependent measures were examined via
analyses of variance (i.e., SPF^^^ ^^^ ^^^3,2.3^ ^^"^ ^®^^"
report measures; CR-4 and CRF^^^ ^ ° ^ observer-rated measures).

Tukey's tests of pairwise means were computed in
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order to examine differences between repeated measures
within treatment conditions.

Planned orthogonal t-tests

were computed to specifically address the hypotheses
advanced in Chapter II (see Table 2). Conservative tests
(i.e., two-tailed) were employed for these comparisons.
TABLE 2
COMPUTED t

Comparisons

VALUES FOR ORTHOGONAL COMPARISONS
AT POSTTEST AND FOLLOW-UP

BDI

Act.

Rein.

TSCS

ASSI

Level

Potent.

Resconposre

3.78**

0.97

1.13

2.59*

2.50*

3.24**

2.00

0.81

0.39

1.67

2.19*

2.48*

0.58

1.26

0.43

1.27

2.51*

2.44*

1. S p e c i f i c Tmt.
v s . Nonsp. Tmt.

2.47*

1.80

1.88

2.99*

2.74*

3.92**

2. Cog. v s . Beh.
Treatment

4.79

1.29

0.90

1.25

1.79

2.13*

POSTTEST
1. T r e a t m e n t v s .
No T r e a t m e n t
2 . S p e c i f i c Tmt.
v s . Nonsp. Tmt.
3 . Cog. v s . Beh.
Treatment
FOLLOW-UP

*

p<.05 t w o - t a i l e d .

•k ic

p<.01 t w o - t a i l e d .
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Each hypothesis proposed in Chapter II and corresponding measure will be discussed separately.

Appendix M pro-

vides the means and standard deviations for all treatment
conditions at pretest, posttest, and follow-up.

No signif-

icant differences were found between treatments or therapists on any of the self-report measures at pretest (see
Appendix N ) .
Beck Depression Inventory (see Figure 1). Analyses of
variance revealed significant main effects for repeated measures, F(l,37)=87.02, p<.001 for SPF^ ^, F (2,48)=51.41,
p<.001 for SPF^ 2 3' ^^^ f°^ "^^® interaction of repeated
measures by treatments, F (3,37)=10.18, p<.01 for SPF^ ^'
F(4,48)=3.96, p<.01 for SPF^ ^ 3' indicating that over time
the treatment conditions differed in their effects on
severity of depression (see Appendix 0).

Tukey's tests

between repeated measures within each treatment condition
revealed that no significant change occurred from pretest
to posttest for the waiting list condition.

Further, the

nonspecific therapy effected no differences from pretest to
posttest or from posttest to follow-up.

Significant reduc-

tions in depression from pretest to posttest were found for
the behavior therapy condition (q=5.60, p<.01) and cognitive
therapy condition (q=5.36, p<.01).

Although a further reduc-

tion in depression occurred for the behavior therapy condition at follow-up, it did not differ significantly from
posttest.
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at Pretest, Posttest and Follow-up.
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Planned orthogonal t-tests between treatment conditions
at posttest revealed that treatment was more effective in
reducing depression than no treatment (t=3.78, p<.01).

A

comparison between specific therapies and nonspecific therapy proved nonsignificant; however, it did approach significance (t=2.00, p<.10).

The comparison between cognitive

and behavior therapies at posttest proved nonsignificant.
At follow-up, specific therapies were found to have reduced
depression more than nonspecific therapy (t=2.47, p<.05),
and behavior therapy was found to have reduced depression
to a greater extent than cognitive therapy (t=4.79, p.<01).
The results from analyses of the BDI scores provide
partial support for Hypothesis 1.

Treatment means were

ordered as predicted with the exception of the two experimental therapies, and significant differences at posttest
demonstrated the efficacy of cognitive and behavior therapies relative to nonspecific therapy and no therapy.
Hypothesis 1 was not supported by the finding that behavior
therapy proved superior to cognitive therapy in reducing
severity of depression at follow-up.
Tennessee Self-Concept Scale (see Figure 2). Analyses
of variance revealed a significant main effect for repeated
measures, F(1,37)=4.47, p<.05 for SPF^^^' F (2,48), p=.056
for SPF-. ^ ^, but no significant effects for any other main or
interaction effects (see Appendix P).. Tukey's tests revealed
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no significant difference between pretest and posttest for
the waiting list and nonsignificant changes between pretest
and posttest and posttest and follow-up for nonspecific
therapy.

Although a notable pretest to posttest increase

in self-concept occurred for subjects in the behavior therapy condition, both this comparison and the same comparison
for cognitive therapy subjects were found to be nonsignificant.

Posttest to follow-up comparisons revealed no sig-

nificant changes in self-concept for the cognitive and
behavior therapy conditions.

Although cognitive therapy

had effected increases in self-concept across time, a pretest to follow-up comparison proved nonsignificant.
Planned orthogonal t-tests between treatment conditions
proved nonsignificant at posttest.

At follow-up however,

specific therapies had produced a higher mean level of
self-concept than had nonspecific therapy, a difference
which only approached significance (t=1.80, p<.10).

Al-

though behavior therapy had effected a higher level of selfconcept at posttest and follow-up than cognitive therapy,
comparisons between these therapies proved nonsignificant.
The results of the analyses of TSCS scores provide no
support for Hypothesis 2.

In fact, the ordering of treat-

ment means suggests that a greater, though nonsignificant,
increase in self-concept occurred for subjects in the
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behavior therapy condition, not in the cognitive therapy
condition as had been predicted.
Adult Self-statement Inventory (see Figure 3). An
SPF^^2 analysis of variance revealed a significant main
effect for repeated measures, F (1,37)=27.11, p<.001, and a
significant interaction effect for repeated measures by
treatments, F(3,37)=2.93, p<.05 (see Appendix Q).

An

SPF^ 2.3 ^^^lysis of variance revealed the same main effect,
F(2,48)=17.33, p<.001; however, the interaction effect of
repeated measures by treatments only approached significance, F(4,48)=2.27, p=. 08.

Tukey's tests revealed no sig-

nificant pretest to posttest changes in depressive selfstatements for the waiting list condition.

Further, pretest

to posttest decreases in depressive self-statements for the
nonspecific and cognitive therapies proved nonsignificant.
Behavior therapy did produce a significant pretest to posttest effect (q=3.02, p<.05).

Further decreases in depres-

sive self-statements were nonsignificant in the cognitive
and behavior therapy conditions from posttest to follow-up.
The increase in depressive self-statements in the nonspecific therapy condition from posttest to follow-up proved
nonsignificant.

Although cognitive therapy effected reduced

depressive self-statements, a pretest to follow-up comparison
proved nonsignificant.
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Planned orthogonal t-tests between treatments at posttest and follow-up revealed results similar to those
obtained with the TSCS data.

None of the specified compari-

sons was found to be significant at posttest.

At follow-up,

however, cognitive and behavior therapies tended toward a
greater reduction in depressive self-statements relative to
nonspecific therapy (t=1.88, p<.10).

No significant differ-

ences were found between cognitive and behavior therapies at
either measurement time.
The results from analyses of the ASSI data do not provide support for Hypothesis 3.

The ordering of means at

posttest and follow-up suggests that a greater, though nonsignificant, reduction in depressive self-statements were
effected by behavior therapy, not cognitive therapy as
predicted.
Pleasant Events Schedule.
sures.

The PES yields three mea-

The results from each measure will be presented

separately:
(a)

activity level (see Figure 4).

Analyses of vari-

ance revealed significant main effects for repeated measures,
F(l,37)=10.56, p<.001 for SPF^^^' F (2,48)=10.51, p<.001 for
SPF^ r. -j, and significant interaction effects for repeated
measures by treatments, F (3,37)=2.90, p<.05 for SPF^^^'
F(4,48)=2.71, p<.05 for SPF^ 2.3' (see Appendix R).

Tukey's

tests revealed no significant pretest to posttest change for
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waiting list subjects.

Further, increases in activity level

from pretest to posttest for cognitive and nonspecific therapy subjects proved nonsignificant.

From posttest to

follow-up, the decrease reported by nonspecific therapy
subjects and the increase reported by cognitive therapy
subjects were nonsignificant.

From pretest to posttest,

behavior therapy subjects significantly increased activity
level (q=3.80, p<.05).

However, the slight mean increase

from posttest to follow-up was nonsignificant.

Although

the cognitive therapy effected increases in activity level
across time, a pretest to follow-up comparison proved nonsignificant.
Planned orthogonal t-tests between treatments at posttest showed that therapy increased activity level significantly more than no therapy (t=2.59, p<.05).

At follow-up,

specific therapies had effected higher mean activity levels
than nonspecific therapy (t=2.99, p<.05).

No other compari-

sons reached significance.
(b)

reinforcement potential (see Figure 5). Analyses

of variance revealed significant main effects for repeated
measures, F(1,37)=10.78, p<.01 for SPF^^^' F (2,48)=8.00,
p<.01 for SPF-j n of and for the interactions of repeated
measures by treatments, F (3,37)=4.01, p<.05 for SPF^^^'
F(4,48)=3.46, p<.05 for SPF3 2.3-

^^ addition, the SPF^^^.s

analysis revealed a significant main effect for treatments.
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F(2,48)=4.09, p .05 (see Appendix S ) .

Tukey's tests showed

no significant change between pretest and posttest for waiting list subjects.

Comparisons from pretest to posttest and

from posttest to follow-up proved nonsignificant for the
three therapy conditions with the exception of a significant
pretest to posttest increase in reinforcement potential for
subjects in the behavior therapy condition (q=5.81, p<.05).
Although cognitive therapy had increased reinforcement
across time, a pretest to follow-up comparison indicated the
increase to be nonsignificant.
All planned orthogonal t-tests between treatments at
posttest proved significant indicating therapy to have
effected a greater increase in reinforcement potential than
no treatment (t=2.50, p<.05); specific therapies, a greater
increase than nonspecific therapy (t=2.19, p<.05); and behavior therapy, a greater increase than cognitive therapy
(t=2.51, p<.05).

At follow-up, specific therapies were

found to have increased reinforcement potential to a greater
extent than nonspecific therapy (t=2.74, p<.05); however,
the comparison between cognitive and behavior therapies
only approached significance (t=1.79, p<.10).
(c)

Resconposre (i.e., response contingent positive

reinforcement) (see Figure 6). Analyses of variance revealed significant main effects for repeated measures
F(l,37)=17.83, p<.001 for SPF^^^' F (2,48)=16.55 for SPF^^^.^'
and treatments, F (3,37)=3.73, p<.05 for SPF^^^' F(2,4S) =
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5.39, p<.05 for SPF^ ^ 3' ^^^

significant interaction

effects for repeated measures by treatments, F (3,37)=5.72,
p<.01 for SPF^^^' F(4,48)=5.65, p<.001 for SPF3 ^ 3 Csee
Appendix T ) .

Tukey's tests showed a nonsignificant pretest

to posttest difference for subjects in the waiting list condition.

All pretest to posttest to follow-up comparisons

for the three therapy conditions proved nonsignificant with
the exception of a significant increase in resconposre for
subjects in the behavior therapy condition (q=6.20, p<.05).
Although cognitive therapy had increased resconposre across
time, a pretest to follow-up comparison proved nonsignificant.
Planned orthogonal t-tests revealed all comparisons to
be significant at posttest and follow-up.

Not only was

therapy found to have increased resconposre more than no
therapy (t=3.24, p<.01 at posttest), and specific therapies
more than nonspecific therapy (t=2.48, p<.05 at posttest;
5=3.92, p<.01 at follow-up), but behavior therapy was found
to have increased resconposre more than cognitive therapy at
both measurement times (t=2.44, p<.05 at posttest, t=2.13,
p<.05 at follow-up)
Taken together, the analyses of these measures of behavioral functioning provide partial support for Hypothesis
4.

The ordering of means on all measures was as predicted

and only the activity level measure failed to demonstrate
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the superior efficacy of behavior therapy over cognitive
therapy.
Operational Measures of Social Skill.

Analyses of

variance (i.e., CR-4 and CRF- ^) revealed no main or interaction effects for treatments or therapists for the observerrated measures of total talk time, and ratio of positive
reactions to total number of reactions (see Appendices U and
V).

However, a significant therapist main effect was found

for the frequency of actions measure, F (1,24)=7.24, p<.01,
indicating that subjects in groups conducted by Therapist A
emitted more actions during the observation period than subjects in groups conducted by Therapist B (see Appendix W ) .
Hypothesis 5 was rejected in total.

None of the pre-

dicted relationships between treatments was obtained.

Fre-

quency of actions appears to have been a function of therapist rather than treatment as had been predicted.
Supplementary Analyses
Relationship of dependent measures.

Table 3 presents

product moment correlations between dependent measures at
posttest.

Coefficients range from virtually no relationship

to a strong relationship in the case of self-report behavioral measures.

The majority of coefficients, however,

suggest a moderate degree of relationship between measures.
Therefore, it can be assumed that these instruments measure
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variables which, although not independent, are relatively
separate phenomena.
Relationship of significant demographic and expectancy
differences to dependent measures Csee Table 4).

On all

self-report measures which demonstrated significant between
treatment differences, the nonspecific therapy condition
had effected less therapeutic change than the specific therapy conditions.

Since subjects in the nonspecific therapy

group conducted by Therapist A were found to be significantly
older than other subjects, it was deemed important to examine
the degree of relationship between age and these discriminative measures.

All product moment correlations between age

were found to be nonsignificant.

However, age and

resconposre were found to be inversely correlated near significance, r=-.31, p<.10.

This relationship has been observed

by Lewinsohn, Biglan, and Zeiss (1976) who noted that
resconposre, as assessed by the PES, decreases with age and
that this relationship may not necessarily be related to
depression.
Subjects in the nonspecific therapy group conducted by
Therapist B indicated that they would be significantly less
confident to recommend their therapy to a depressed friend.
Product moment coefficients were computed between this measure and the discriminant dependent measures.

The resultant

coefficients suggest that there is a significant relationship
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TABLE 4
PRODUCT MOMENT CORRELATIONS OF AGE AND
CONFIDENCE IN RECOMMENDING THERAPY
WITH DISCRIMINANT DEPENDENT
MEASURES
Variables
Age
Age
Age
Age

and
and
and
and

r

BDI
Activity Level
Reinforcement Potential
Resconposre

Confidence
Confidence
Confidence
Confidence

and
and
and
and

BDI
Activity Level
Reinforcement Pot.
Resconposre

df

.11
-.26
-.26
-.31

40
40
40
40*

-.36
.42
.27
.42

29**
29**
29
29**

p<.10.
**

p<.05.
between confidence in recommending therapy, as assessed
after the initial session, and severity of depression,
4=-.36, activity level, 4=.42, and resconposre, 4=.42.
Although these correlations were found to be significant,
the confidence measure accounts for only a very small portion of the variance of the dependent measures at posttest
(i.e., 7-17%).

It should be noted that therapist differ-

ences were not found for most of the dependent measures and
that both nonspecific therapy groups reliably produced less
of a therapeutic effect than cognitive and behavior therapy
conditions across measures.

Therefore, it can be assumed
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that the design and implementation of that therapy condition accounted for the majority of its effect.
Comparison of drop-out subjects and full sample.

As

noted in Chapter II, attrition Cn=l) was not a problem in
the present study.

Failure to show for the initial therapy

session was a more critical problem Cn=7).

Table 5 pre-

sents the means of income, education, and age, and dependent
measure pretest scores for persons completing therapy and
persons dropping out.

The latter group of persons was simi-

lar to the full sample in marital status Ci.e., 38% married;
38% divorced) and religious affiliation Ci.e., 50% Protestant; 38% Catholic).

Other demographic variables and depen-

dent measures also failed to discriminate the two groups.
Therefore, it can be assumed that dropping out of, or failing to appear for, therapy was not related to any of the
dimensions examined in the present study.
TABLE 5
COMPARISON OF MEANS OF FULL SAMPLE AND DROPrOUT
SUBJECTS ON DEMOGRAPHIC AND PRETEST DATA
Variable
Age
Education
Income
BDI
TSCS
ASSI
Activity Level
Reinforcement Pot.
Resconposre

Full Sample
42.29
13.51
$12,298.00
24.78
331.268
134.537
91.390
116.122
10,790.850

Drop-outs
34.83
13.38
$11 ,736.00
25.25
339.625
123.881
92.000
120.25
11 ,086.76

All comparisons were nonsignificant.

^C47)
1.60
0.31
0.16
0.22
0.89
1.71
0.23
0.96
0.48
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Chapter Summary
Examination of demographic data revealed that there
were no differences between groups in marital status,
religious affiliation, former psychological services, income,
and education level.

However, nonspecific therapy subjects

whose group was conducted by Therapist A were significantly
older than nonspecific therapy subjects whose group was
conducted by Therapist B.
Examination of expectancy and credibility measures
revealed that nonspecific therapy subjects whose group was
conducted by Therapist B indicated that they would have been
less confident in recommending their therapy to a depressed
friend than subjects in the same condition conducted by
Therapist A.

Group activities measures indicated that

behavior therapy was conducted as designed, but that cognitive therapy subjects did not perceive their homework as
functioning as designed.

No differences were found in sub-

jects' perceptions of therapist directiveness.
Examination of dependent measures revealed the BDI and
PES measures of reinforcement potential, and resconposre to
significantly discriminate cognitive and behavior therapies
with outcome favoring behavior therapy.

Cognitive measures

Ci.e., TSCS and ASSI) failed to support the hypothesis that
cognitive therapy would produce a greater effect than behavior therapy.

In fact, the results suggest that a greater.
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though nonsignificant, effect was produced by behavior therapy.

Observer-rated measures of social skill failed to

demonstrate a greater effect for behavior therapy.

The fre-

quency of actions measure revealed that this variable was a
function of therapists with Therapist A having produced a
greater effect than Therapist B.

No differences were found

between therapists on the other dependent measures.
Supplementary analyses revealed that dependent measures,
although not independent, were relatively separate phenomena.
Potential confounding effects of age and subjects' reported
confidence in recommending therapy were not found.

Subjects

who failed to complete therapy were compared with subjects
who did complete therapy on demographic and pretest measures.
No significant differences were revealed.

CHAPTER IV
DISCUSSION
In Chapter III, results from analyses of outcome data
were compared with the experimental hypotheses proposed in
Chapter II.

The present chapter presents a discussion of

these findings in terms of their validity, meaningfulness,
and implications for therapy.

Suggestions for further

research and a summarization of the contributions of the
present study are provided.
Meaningfulness of Treatment Effects
Significant differences were obtained between cognitive,
behavioral, and control conditions on self-report measures
of severity of depression and behavioral functioning.

Such

effects were not found on self-report measures of cognitive
functioning or observer-rated measures of social skill.

On

the discriminative measures, the waiting list, or no treatment, condition exhibited no significant change from pretest
to posttest while the three treatments did produce significantly greater therapeutic effects in the predicted direction.

Similarly, the nonspecific control condition

demonstrated across discriminative measures that while nonspecific therapy factors did produce a therapeutic effect,
they were less effective than the specific factors involved
in cognitive and behavior therapies.
105

The following discussion
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will examine the effects of cognitive and behavior therapies
on severity of depression, and on cognitive and behavioral
measures.
Severity of Depression.

Behavior therapy was demon-

strated to be superior to cognitive therapy in reducing
severity of depression over time.

This finding is not con-

sistent with the results of similar comparative outcome
studies reported by Shaw C1977) and Taylor and Marshall
(1977).

While Taylor and Marshall found neither cognitive

nor behavior therapies to be superior to the other, Shaw
found cognitive therapy to be superior to behavior therapy
in reducing depression.

Perhaps a viable explanation for

the discrepancy between the results of these studies and
those in the present study can be found by noting the composition of the depressed samples employed in the three studies
The depressed subjects treated in the Shaw, and Taylor and
Marshall studies were university students while the depressed subjects in the present study were recruited from
a community at large.

It is possible that this latter, more

heterogeneous sample differed from the university samples in
its amenability to cognitive and behavior therapy procedures.
Meltzhoff and Kornreich (1970) and Bergin and Strupp (1972)
suggested that a more verbal, and assumedly more cognitively
skillful, population such as university students, may be
more responsive to cognitively-focused therapies while a
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less verbal, and assumedly less cognitively skillful, population may benefit more from a behaviorally-focused therapy
regimen.

It is likely that the sample employed in the

present study differed from the university samples along
dimensions of age, education, intelligence, motivation, and
severity and chronicity of depression, all of which have
been suggested as variables moderating treatment outcome
(Meltzoff & Kornreich, 1970).
Behavior therapy was not found to have differed from
cognitive therapy in its effect on severity of depression
at posttest, yet it did so at a one-month follow-up.

This

finding is also discrepant with the reports of Shaw (1977)
and Taylor and Marshall C1977) which revealed a significant
difference between treatments at posttest.

A possible ex-

planation for this discrepancy may lie in the design of the
treatments employed in the three studies.

In the present

study, subjects were provided the rationale that the purpose
of the therapy sessions was to help them develop skills for
combatting depression and that the important test of therapeutic effectiveness was their use of such skills subsequent
to therapy.

Such a rationale was not provided in the Shaw

C1977) and Taylor and Marshall C1977) studies.
Cognitive and Behavioral Measures.

A major feature of

the present study is the assessment of the effects of cognitive and behavior therapies on variables considered to be
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critical components of depression by Beck C1967, 1974, 1976)
and Lewinsohn C1974; Lewinsohn, Biglan & Zeiss, 1976).

The

data from the measures of these variables failed to support
the hypothesis that cognitive variables would be changed by
cognitive therapy to a greater degree than by behavior
therapy.

In fact, the ordering of treatment means on these

measures suggests that a greater, though nonsignificant,
improvement in cognitive functioning was effected by behavior therapy.

The results did provide support for the hypoth-

esis that behavior therapy would produce a significantly
greater increase on self-report measures of behavioral functioning.

Observer-rated measures of social skill, however,

failed to discriminate the therapy conditions as hypothesized.

The following discussion is addressed to potential

explanations of these findings.
The failure of cognitive therapy to produce improvement
in self-concept and depressive self-statements as predicted
may be related to the report of subjects in that treatment
condition regarding the conduct of their treatment.

It will

be recalled that while cognitive therapy subjects perceived
a greater cognitive focus than subjects in the other treatment conditions, they did not perceive their homework assignments as functioning to change their cognitions more than
other subjects.

Unfortunately, there is ambiguity in

interpreting the meaning of this finding.

As worded, the
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group activity question concerning cognitive assignments may
reflect either subjects' perceptions of the way in which the
assignments were explained to them or the degree to which
the assignments actually helped them to change their cognitions, or both.

If the assumption is made that cognitive

therapy assignments were not implemented as planned, then
the effects of this treatment condition should be taken as
less than valid across measures.

However, if the assumption

is made that the assignments did not produce cognitive
change, another explanation may be viable.

According to the

therapists' weekly verbal and written reports, cognitive
therapy subjects experienced difficulty in changing depressive cognitions outside of the therapy session.

Again, it

is important to be cognizant of the sample of subjects
employed in the study.

It is possible that such subjects

may need more extensive training in cognitive restructuring
than was offered in the cognitive therapy condition, or
that different procedures might prove more effective.
It is of prime interest that subjects in the behavior
therapy condition demonstrated a higher degree of cognitive
improvement than subjects in the cognitive therapy condition.
The lack of statistical significance, however, reduces the
confidence with which this trend can be discussed.

There-

fore, Lewinsohn's contention that behavior therapy produces
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greater cognitive change than cognitive therapy can only be
made cautiously.
The results of the present study also revealed that
behavior therapy did effect greater behavior change than
cognitive therapy as assessed by self-report.

Observer-

rated measures of social skill, however, failed to discriminate treatment conditions.

While this lack of congruence

between the two measurement procedures appears to be a
discrepancy, such may not be the case.

These results sug-

gest that behavior therapy increased both activity level
and the reinforcing potential of activities and events, and
hence resconposre, but that social skills as assessed in
the present study were not affected by therapy procedures.
As designed in the present study, the behavior therapy condition had two foci:

One involved increasing the number of

activities of both a social and nonsocial nature in which a
subject engages; the second involved developing social skills
in situations in which subjects has previously found their
skills to be deficient.

Given the first focus, the PES

measures appear to be appropriate indices with which to
assess behavior change.

Given the second focus, the

observer-rated measures of social skill as obtained may have
been ill-suited to assess such effects.

It may have been

more appropriate to obtain such data from samples of behavior in critical interpersonal situations in which subjects
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experienced difficulty prior to therapy,

Behavior therapy

subjects, as well as other subjects, may have been more
socially skillful in interactions with significant others
such as spouses, fellow-employees, and friends, but not in
the group therapy setting.
Lewinsohn C1974) has theorized that depressive behaviors, feelings, and cognitions are elicited by a low rate
of resconposre.

Further, he suggests that the amount of

resconposre which a person received from his environment is
dependent upon three variables:

CD the reinforcing value

of a range of events or activities, C2) the availability
of these events and activities, and C3) the instrumental
behavior of the person in that he/she possesses the skills
or behaviors that elicit reinforcement from his/her environment.

The PES is designed to provide an index of the quan-

tity of behavioral functioning, akin to variable C3), and
an index of the reinforcement potential of activities,
akin to variable (1). It is interesting to note that behavior therapy produced a significantly greater therapeutic
improvement than cognitive therapy on the reinforcement
potential measure.

Subjects in the behavior therapy condi-

tion changed their evaluations of the reinforcing value of
activities.

The nature of this variable and its demon-

strated change may be indicative of cognitive change.
may be that behavior therapy for depression produces an

It
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effect on a seldom-discussed component of Beck's C1967)
depressive cognitive triad, negative view of the world.
Lewinsohn, however, has not discussed reinforcement potential in cognitive terms and argues that such an interpretation is unparsimonious.

However, given the nature of

his measurement procedure Ci.e., a self-report inventory),
a cognitive interpretation would be difficult to rule out.
Blaney C1977) argued that direct evidence regarding
the role of cognitions and behaviors in depression must be
derived from studies involving the manipulation of cognitions and behaviors separately.

Such a critical test of

theoretical models cannot, however, be achieved in comparative psychotherapy studies due to the confounded nature of
the therapeutic manipulations.

Bergin and Strupp C1972)

have argued that there exists much commonality among therapeutic approaches.

Such common elements include verbal

exchange of information between clients and therapists, and
therapists' regard and concern for clients in a warm and
supportive atmosphere.

The semantic-conversational format

of most therapies, including those employed in the present
study, results in varying degrees of cognitive, behavioral,
and affective therapy.
The cognitive, behavioral, and nonspecific therapies
employed in the study, therefore, did not provide mutually
exclusive interventions.

Rather, each therapy provided the
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element of a particular focus and the inclusion of specific
techniques.

Behavior therapy likely involved cognitive

therapy, although not to the extent as occurred in the cognitive therapy.

Similarly, cognitive therapy through its

emphasis on reconstruing perceptions of self, world, and
future likely facilitated engagement in more functional
instrumental behavior.
Critical tests of Lewinsohn's and Beck's models of
depression may be better accomplished in therapy analogue
studies in which the degree of commonality between treatment
conditions can be controlled.

Nonetheless, the present

study provided a comparison of therapy approaches in a "real
world" setting.

The advantage of this research strategy

lies in a greater degree of external validity CCampbell &
Stanley, 1963) than can be accomplished in analogue studies.
Both Beck C1976) and Lewinsohn CLewinsohn, Biglan, &
Zeiss, 1976) have noted the therapeutic significance of
treatment procedures based on each other's model.

However,

both have argued that the key to a therapeutic effect is a
change in the variables which each theorist considers
critical in the depressive disorder.

The results of the

present study, therefore, pose a question for Beck's cognitive model of depression:

Why did both cognitive and behav-

ior therapies significantly reduce severity of depression
but not significantly increase self-concept or reduce
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depressive self-statements?

This finding suggests that it

is not necessary to effect significant degrees of cognitive
change in order for depression to be reduced.
Implications of Results for Treatment
The results of the present study suggest that a focus
on overt behaviors in terms of increasing a person's engagement in pleasant activities and increasing his/her skills
in coping with interpersonal situations may be a more effective treatment regimen than a focus on modifying selfstatements.

Caution must be exercised in generalizing this

finding to depressed persons who are demographically dissimilar to the subjects in this study.

It will be recalled

that persons assessed as severely depressed were not included in the study.

The behavioral and cognitive proce-

dures as conducted may not prove effective with such a
population.

Possibly, as Beck C1976) has suggested, a

scaled down modification of behavioral procedures emphasizing the successful completion of basic tasks such as paying
bills or buying groceries may be more effective.
Although the present study did not include a treatment
condition which combined both cognitive and behavioral
strategies, such an approach may produce a greater therapeutic effect than either approach separately.
Taylor and Marshall {1911)

Indeed, the

study demonstrated this hypothesis
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to be valid.

Anecdotally, the therapists in the present

study reported discomfort in limiting their interventions
to behavioral or cognitive procedures alone.

Both Beck

(1976) and Lewinsohn (Lewinsohn, Biglan, & Zeiss, 1976)
have suggested that the therapist may be more effective in
alleviating depression (and other psycho-emotional disorders)
by employing supplementary procedures.
Results of group activities questionnaire suggest that
the behavior therapy condition functioned as designed.

The

failure of the group activity question regarding cognitive
homework assignments to discriminate the cognitive and behavior therapy conditions suggests that homework assignments
as designed for the cognitive therapy condition may need
modification.

In the present study, these assignments con-

sisted of three phases.

Phase one involved monitoring cog-

nitions occurring when subjects were feeling depressed;
the second phase involved reconstruing these cognitions and
substituting less depressive evaluations of self and situations; and the third phase involved the inclusion of selfreinforcing statements as part of the cognitive restructuring
process.

It appeared that phase one was easily accomplished

while phases two and three presented difficulty.

The pro-

cess of cognitive restructuring or changing cognitions may
require a more extensive period of training or therapy than
cognitive monitoring.

The inadequacy of this homework
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assignment may be well illustrated by a comment made by a
subject in a waiting list therapy group conducted by this
researcher.

She indicated that she experiences her greatest

dysphoria in the morning upon awakening and argued that
telling herself "it's really a beautiful day," or some
modification thereof, will not change her feelings since
she would not believe such a statement.

Not only might such

a comment be taken as indicative of an ineffective therapeutic strategy, but it may suggest that a modification of
the subject's behavior sequence on arising may prove to be
more therapeutically effective.
Directions for Further Research
The present study does not provide for an analysis of
the ef fectiveness of the specific components of the cognitive
and behavior therapy conditions.

While both treatments

effected significantly more improvement than nonspecific
therapy on self-report measures of depression and behavioral
functioning and a trend toward such on measures of cognitive
functioning, it cannot be ascertained whether such results
were produced by the semantic-conversational aspects of the
treatments or by the assignments completed outside of the
group therapy setting.
Research attempting to ascertain subject variables
(e.g., age, education, intelligence) moderating treatment
outcome may provide insight into the indications and

117
contraindications of cognitive and behavior therapies.

The

superior efficacy of behavior therapy with the sample
employed in the present study suggests that cognitive therapy alone may not be the best therapeutic approach to
assume with such depressed persons,
It was suggested previously that the observer-rated
measures employed in the present study may have been
obtained from noncritical samples of subjects' interpersonal
behavior.

Therefore, measurement procedures are needed to

assess such critical situational behaviors.

Maish C1972)

employed a procedure in which subjects were assessed on
similar social skill measures while interacting with a
friend.

Subjects, however, were college students whose

friends were readily accessible.

Alternatively, MacPhillamy

and Lewinsohn's C1971) observer-rated measures of social
skill may be sensitive to behavior changes in the home setting, however, such procedures may be neither cost-efficient
nor applicable to all subjects Ci.e., some subjects may not
be married or live in a family setting).
Contributions of the Present Study
Based on the preceding discussion, the contributions
of this study can be summarized as follows:
1.

Cognitive and behavior therapies were compared with

a heterogeneous subject sample comprised of persons recruited
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from a 'community-at-large.

The results demonstrated the

superior efficacy of behavior therapy in reducing severity
of depression across time.
2.

The therapists did not differ significantly in

their effectiveness in conducting the therapy groups.
Therefore, therapist differences can be ruled out in explaining treatment outcome.
3.

Competing explanations of results such as subjects'

expectancy of outcome and credibility of therapy were ruled
out.

It was demonstrated that cognitive, behavioral, and

nonspecific therapies were conducted as designed with the
possible exception of the assignments in the cognitive therapy condition.
4.

It was demonstrated that behavior therapy effected

a change in subjects' evaluations of potentially reinforcing
events and activities and that this finding may be construed
as evidence for a therapeutic change in the depressed person's view of the world.
5.

The results of this study pose a question for Beck's

cognitive model of depression concerning the significant reduction in depression by both cognitive and behavior therapies without a concomitant

significant change in

self-concept or depressive self-statements.
6.

It was suggested that research be focused on deter-

mining the relative contributions of semantic-conversational
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components of therapies and homework assignments, and that
subject variables be assessed in order to determine the
indications and contraindications for cognitive and behavior
therapies.
7.

Lastly, it was suggested that observer-rated mea-

sures of social skill may prove more sensitive to changes
occurring in critical interpersonal situations than in the
group therapy setting.
Chapter Summary
Sources of internal and external invalidity were discussed.

It was suggested that salient sources of internal

invalidity had been controlled and that the employment of
a hetergeneous sample of subjects, and the finding of no
therapist differences on the majority of dependent measures
had increased the generalizability of the results of the
study.

A discussion of the meaningfulness of the results

suggested that the superior efficacy of behavior therapy in
reducing depression may have been a function of the subject
sample employed in the study.

Further, it was proposed

that the failure of cognitive therapy to produce the degree
of cognitive improvement as predicted may have been due to
the finding that cognitive therapy subjects did not perceive that their homework assignments to have functioned as
designed.

Data obtained from the cognitive measures, in
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fact, suggested that behavior therapy had effected greater
improvement than cognitive therapy in increasing selfconcept and in decreasing the frequency and number of
depressive self-statements.
The failure of the observer-rated measures of social
skill to demonstrate the superior efficacy was discussed
in terms of the sample of behavior observed for rating.
It was suggested that social behavior in critical interpersonal situations may have been more responsive to therapeutic manipulations.
It was noted that the self-report behavioral measure
of reinforcement demonstrated the superior efficacy of
behavior therapy, and it was argued that such an effect may
be conceptualized as cognitive change.

More specifically,

it was suggested that such a finding may be viewed as the
manipulation of what Beck C1967) termed "negative view of
the world."
The therapeutic nature of the therapy manipulation in
the present study does not provide critical tests of Beck's
C1967, 1974) and Lewinsohn's C1974) models of depression.
However, the failure of the cognitive measures to demonstrate significant treatment effects suggests that such
changes in severity of depression need not be accompanied
by significant cognitive changes.
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It was suggested that a focus on modifying overt instrumental behavior may be more efficacious in treating
depression than a focus on cognitive distortions.

The find-

ings reported by Taylor and Marshall C1977), however, suggest that a combination of both treatment approaches may
produce a greater degree of therapeutic change.

A critical

view of the cognitive therapy assignments was taken, and it
was indicated that the cognitive restructuring assignments
may not be effectively implemented as conducted in the
present study.
The suggestion was given that future research assess
the effectiveness of the specific oomponents of the behavioral and cognitive treatment approaches.

In addition, it

was suggested that subject variables moderating treatment
outcome be investigated in order to ascertain indications
and contraindications of these therapies.

Lastly, it was

suggested that measures of social skill such as those
employed in the present study be obtained from samples of
critical interpersonal situations in order to better determine the effects of therapy manipulations.
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APPENDIX A:

NEWSPAPER ANNOUNCEMENT

OF DEPRESSION TREATMENT STUDY
FEELING DEPRESSED?
Wanted men and women who have been feeling depressed
to participate in four sessions of group therapy being offered FREE of charge as part of a research
project being conducted by a doctoral candidate in
psychology at Wood VA Hospital, 5000 W. National Ave,
—Robert C. Gresen, Ph.D., Clinical Psychologist,
supervising. Group sessions will focus on ways to
combat depression and as a result, function and feel
better. Must be 18-60 years of age. To be scheduled for a screening appointment call xxx-xxxx Ext.
xxxx between 8:00 a.m. and 4:30 p.m. from (date) to
(date).
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APPENDIX B:

INFORMATION SHEET

Cognitive and Behavioral Approaches in the Group Treatment
of Depression
a.

Purpose of the investigation:
The purpose of the present investigation is to evaluate
various psychological approaches in treating persons
with depression. The procedures used in the program
have been developed to help depressed people to feel
better and as a result function more effectively.

b.

Procedures:
As a participant in this investigation, you will be randomly assigned to one of several different types of
treatment. That is, you will be assigned to a treatment
group in a non-preferential manner, on the basis of
chance. It is possible that you may be assigned to a
group which will begin treatment after a four-week waiting period. You will be asked to attend four group
treatment sessions, one per week for four weeks. In
these sessions, you and four or five other persons and
a group therapist will discuss your problems related to
depression and develop effective ways to cope with them.
The first three sessions will last approximately two
hours in length. The fourth session will last approximately three hours. A fifth session, lasting approximately two hours, will be held four weeks after the
fourth session. In order for us to evaluate our program,
you will be asked to complete a number of questionnaires.
Brief videotapes will be made during portions of your
treatment sessions. These videotapes will be viewed
only by the investigators in this project and will be
erased upon completion of the project. Audiotapes will
be made of your group sessions and will be heard only by
your therapist and the primary investigator. These recordings will be erased also at the completion of the
study. All information gathered from you will be kept
strictly confidential and will be used only for evaluating the treatment programs. If the results of this
investigation are published in professional journals,
your privacy will be protected.

c.

Known risks:
There are no known risks or side effects associated
with these treatment procedures.
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d.

Possible benefits:
The procedures used in the present investigation have
been used effectively to help a number of persons overcome depression.

e.

Withdrawal:
Your participation is completely voluntary. You will
not be penalized in any way for failing to participate.
If you should decide to withdraw after beginning the
program, you may do so.

Signature of Participant

Date

Signature of Primary
Investigator
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APPENDIX C
DATE

PART l-AGREEMENT TO PARTICIPATE IN RESEARCH
BY OR UNDER THE DIRECTION OF THE VETERAN'S ADMINISTRATION
1. I,-

CTVpe or pnnt subjecfs

intheinvestigation pnHtw

voluntarily consent to participate as a subject

nanye)

C o g n l t i v e and B e h a v i n r a l Approacheg In t h e Group
(Tille

or study)

Treatment of Denresslon
2. I have signed one or more information sheets with this title to show that I have read the description including the purpose and
nature of the investigation, the procedures to be used, the risks, inconveniences, side effects and benefits to be expected, as well as other
courses of action open to me and my right to withdraw from the investigation at any time. Each of these items has been explained to me by
the investigator in the presence of a witness. The investigator has answered my questions conceming the investigation and I believe I
understand what is intended.
3. I understand that no guarantees or assurances have been given me since the results and risks of an investigation are not always
known before hand. I have been told that this investigation has been carefuUy planned, that the plan has been reviewed by knowledgeable
people, and that every reasonable precaution will be taken to protect my well-being.
4. Nevertheiess, I wish to limit my participation in the investigation as follows:

SUBJECT'S S I G N A T U R E

VA F A C I L I T Y

Votcrann Adnilni.stration C e n t e r
Wood, Wisconsin
WITNESS'S NAME ANO AODRESS (Print

INVESTICATOR'S NAME (Print

WITNESS'S S I G N A T U R E

or type)

INVESTIGATOR'S SIGNATURE

or lype)

JaTPfîs K, Be.svncr
Signed information
0 Sheets
attached.

Signed information
D •Sheets
available at:

SUBJECT'S lOENTI F I C A T I O N (I. D. phite nr fiive nitmc- last, lirst,

middle)

WARO

SUBJECT-S I.O. NO.

AGREEMENT TO PARTICIPATE
IN RESEARCH BY OR UNDER
THE DIRECTION OF THE
VETERAN'S ADMINISTRATION
V A FORM , _

i/»oz.

JUN 1975 1 0 - 1 0 8 6

SUPERSEDES VA FORM 10-1086
MAY 1967. WHICH WILL NOT BE
USEO.
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APPENDIX D:

BECK DEPRESSION INVENTORY

DIRECTIONS: This is a questionnaire. On the questionnaire
are groups of statements. Carefully read all self-statements
in each set of statements. Then, pick out the one statement
in each group which best describes the way you feel today,
that is, rightnow. Circle the letter before that statement.
1.

a.
b.
c.
d.
e.

2.

a.
b.
c.
d.
e.

3.

a.
b.
c.
d.
e.

I do not feel sad
I feel blue or sad
I am blue or sad all the time and can't snap out of
it
I am so sad or unhappy that it is quite painful
I am so sad or unhappy that I can't stand it
I am not particularly pessimistic or discouraged
about the future
I feel discouraged about the future
I feel I have nothing to look forward to
I feel that I won't ever get over my troubles
I feel that the future is hopeless and that things
cannot improve
I do not feel like a failure
I feel I have failed more than the average person
I feel I have accomplished very little that is
worthwhile or that means anything
As I look back on my life all I can see is a lot
of failures
I feel I am a complete failure as a person (parent,
husband, wife)

;4.

a.
b.
c.
d.
e.

I am not particularly dissatisfied
I feel bored most of the time
I don't enjoy things the way I used to
I don't get satisfaction out of anything any more
I am dissatisfied with everything

5.

a.
b.
c.
d.
e.

I
I
I
I
I

6.

a.
b.
c.

I don't feel I am being punished
I have a feeling that something bad may happen to me
I feel I am being punished or will be punished

don't feel particularly guilty
feel bad or unworthy a good part of the time
feel quite guilty
feel bad or unworthy practically all the time now
feel as though I am very bad or worthless

140
d.
e.

I feel I deserve to be punished
I want to be punished

7.

a.
b.
c.
d.
e.

I
I
I
I
I

8.

a.
b.

I don't feel I am any worse than anybody else
I am critical of myself for my weaknesses or
mistakes
I blame myself for my faults
I blame myself for everything bad that happens

c.
d.
9.

a.
b.
c.
d.
e.
f.

don't feel disappointed in myself
am disappointed in myself
don't like myself
am disgusted with myself
hate myself

I don't have any thoughts of harming myself
I have thoughts of harming myself but I would not
carry them out
I feel I would be better off dead
I feel my family would be better off if I were dead
I have definite plans about committing suicide
I would kill myself if I could

10.

a.
b.
c.
d.

I don't cry any more than usual
I cry more now than I used to
I cry all the time now. I can't stop it
I used to be able to cry but now I can't cry at all
even though I want to

11.

a.
b.
c.
d.

I am no more irritated now that I ever am
I get annoyed or irritated more easily than I used to
I feel irritated all the time
I don't get irritated at all at the things that used
to irritate me

12.

a.
b.

I have not lost interest in other people
I am less interested in other people now than I used
to be
I have lost most of my interest in other people and
have little feeling for them
I have lost all my interest in other people and
don't care about them at all

c.
d.
13.

a.
b.
c.
d.

I
I
I
I

make decisions about as well as ever
try to put off making decisions
have great difficulty in making decisions
can't make any decisions at all any more
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14.

a.
b.
c.
d.

15.

a.
b.
c.
d.
e.

16.

a.
b.
c.
d.

I don't feel I look any worse than I used to
I am worried that I am looking old or unattractive
I feel that there are permanent changes in my
appearance and they make me look unattractive
I feel that I am ugly or repulsive looking
I can work about as well as before
It takes extra effort to get started at doing
something
I don't work as well as I used to
I have to push myself very hard to do anything
I can't do any work at all
I can sleep as well as usual
I wake up more tired in the morning than I used to
I wake up 1-2 hours earlier than usual and find it
hard to get back to sleep
I wake up early every day and can't get more than
5 hours sleep

17.

a.
b.
c.
d.

I
I
I
I

18.

a.
b.
c.
d.

My appetite is no worse than usual
My appetite is not as good as it used to be
My appetite is much worse now
I have no appetite at all any more

19.

a.
b.
c.
d.

I
I
I
I

20.

a.
b.

I am no more concerned about my health than usual
I am concerned about aches and pains or upset
stomach or constipation
I am so concerned with how I feel or what I feel
that it's hard to think of much else
I am completely absorbed in what I feel

c.
d.
21.

a.
b.
c.
d.

don't get any more tired than usual
get tired more easily than I used to
get tired from doing anything
get too tired to do anything

haven't lost much weight, if any, lately
have lost more than 5 pounds
have lost more than 10 pounds
have lost more than 15 pounds

I have not noticed any recent change in my interest
in sex
I am less interested in sex than I used to be
I am much less interested in sex now
I have lost interest in sex completely
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APPENDIX E:

TENNESSEE SELF CONCEPT SCALE

Instructions; The statements below are to help you describe yourself as
you see yourself. Please respond to them as if you were describing yourself to yourself. Do not omit any item! Read each statement carefully;
then select one of the five responses listed below and on the top of each
page of this questionnaire. Please write the number of your response on
the line to the left of each item number. If you wish to change an answer,
cross it out and write the response you want next to it.

The Possible Responses Are:
1
Completely
False

2
Mostly
False

3
Partly False
and
Partly True

1.

I have a healthy body.

2.

I am an attractive person.

3.

I consider myself a sloppy person.

4.

I am a decent sort of person?

5.

I am an honest person.

6.

I am a bad person.

7.

I am a cheerful person.

8.

I am a calm and easy going person.

9.

I am a nobody.

Mostly
True

Completely
True

10.

I have a family that would always help me in any kind of trouble

11.

I am a member of a happy family.

12.

My friends have no confidence in me.

13.

I am a friendly person.

14.

I am popular with men.

15.

I am not interested in what other people do.

16.

I do not always tell the truth.
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Completely
False

Mostly
False

Partly False
and
Partly True

Mostly
True

Completely
True

17.

I get angry sometimes.

18.

I like to look nice and neat all the time.

19.

I am full of aches and pains.

20.

I am a sick person.

21.

I am a religious person.

22.

I am a moral failure.

23.

I am a morally weak person.

24.

I have a lot of self-control.

25.

I am a hateful person.

26.

I am losing my mind.

27.

I am an important person to my friends and family.

28.

I am not loved by my family.

29.

I feel that my family doesn't trust me.

30.

I am popular with women.

31.

I am mad at the whole world.

32.

I am hard to be friendly with.

33.

Once in a while I think of things too bad to talk about,

34.

Sometimes, when I am not feeling well, I am cross.

35.

I am neither too fat nor too thin.

36.

I like my looks just the way they are.

37.

I would like to change some parts of my body.

38.

I am satisfied with my moral behavior.

39.

I am satisfied with my relationship to God.
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Completely
False

Mostly
False

Partly False
and
Partly True

Mostly
True

Completely
True

40.

I ought to go to church more.

41.

I am satisfied to be just what I am.

42.

I am just as nice as I should be.

43.

I despise myself.

44.

I am satisfied with my family relationships.

45.

I understand my family as well as I should .

46.

I should trust my family more.

47.

I am as sociable as I want to be.

48.

I tiry to please others, but I don't overdo it.

49.

I am no good at all from a social standpoint.

50.

I do not like everyone I know.

51.

Once in a while, I laugh at a dirty joke.

52.

I am neither too tall nor too short.

53.

I don't feel as well as I should.

54.

I should have more sex appeal.

55.

I am as religious as I want to be.

56.

I wish I could be more trustworthy.

57.

I shouldn't tell so many lies.

58.

I am as smart as I want to be.

59.

I am not the person I would like to be.

60.

I wish I didn't give up as easily as I do.

61.

I treat my parents as well as I should (Use past tense if
parents are not living.)
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Completely
False

Mostly
False

Partly False
and
Partly True

Mostly
True

Completely
True

62.

I am too sensitive to things my family say.

63.

I should love my family more.

64.

I am satisfied with the way I treat other people.

65.

I should be more polite to others.

66.

I ought to get along better with other people.

67.

I gossip a little at times.

68.

At times I feel like swearing.

69.

I take good care of myself physically.

70.

I try to be careful about my appearance.

71.

I often act like I am "all thiombs."

72.

I am true to my religion in my everyday life.

73.

I try to change when I know I'm doing things that are wrong,

74.

I sometimes do very bad things.

75.

I can always take care of myself in any situation.

76.

I take the blame for things without getting mad.

77.

I do things without thinking about them first.

78.

I try to play fair with my friends and family.

79.

I take a real interest in my family.

80.

I give in to my parents (Use past tense if parents are not
living.)

81.

I try to understand the other fellow's point of view.

82.

I get along well with other people.

83.

I do not forgive others easily.
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Completely
False

Mostly
False

Partly False
and
Partly True

Mostly
True

84.

I would rather win than lose in a game.

85.

I feel good most of the time.

86.

I do poorly in sports and games.

87.

I am a poor sleeper.

88.

I do what is right most of the time.

89.

I sometimes use unfair means to get ahead.

90.

I have trouble doing the things that are right.

91.

I solve my problems quite easily.

92.

I change my mind a lot.

93.

I try to run away from my problems.

94.

I do my share of work at home.

95.

I quarrel with my family.

96.

I do not act like my family thinks I should.

97.

I see good points in all the people I meet.

98.

I do not feel at ease with other people.

99.

I find it hard to talk with strangers.

100.

Completely
True

Once in a while I put off until tomorrow what I ought to do
today.
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APPENDIX F:

ADULT SELF-STATEMENT INVENTORY

People talk silently to themselves or think about the things they do and
how they feel. As we experience events throughout the day, we evaluate
both the situations and ourselves. This questionnaire is designed to
find out how often you have experienced the following thoughts or selfstatements. Please respond to the question "how often have you had the
following thoughts during the past week?" according to the following
scale:

Not at all

Seldom

Occasionally

Frequently

Very
Frequently

Place the number corresponding to your response on the line to the left
of each statement.
1.

I really do a good job when it comes to new projects.

(R)

2.

Why does everyone else seem to have so much fun and I don't.

3.

I express myself well to others.

4.

People find me attractive.

(R)

(R)

5. Life is a hassle.
6.

I feel pretty helpless at work/school.

7.

I•11 never perform up to par.

8.

I'm a competent person for the most part.

9.

Other people would be better off not associating with me.

(R)

10.

Life is fun even though so much of it is routine.

11.

I'll never amount to much.

12.

I feel pretty lonely when my best friend spends time with
some else.

13.

I'M sexually attractive to the opposite sex.

14.

My boss/friend thought I wasn't too bright after asking him
that question.

15.

Watching TV is a waste of time.

(B)

(R)

(R)
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Not at all

Seldom

Occasionally

Frequently

Very
Frequently

16.

I do a very poor job of managing my finances.

17.

Thethingsl'm doing at this point in my life will pay off in
the future.

18.

Asking my friend/co-worker to explain that to me sure was dumb.

19.

When I don't have much to do, it gets me down.

20.

Life is meaningless for me.

21.

I feel like what's the use when meeting new people.

22.

I'm a failure even though I might have done well at a project.

23.

Even though things aren't going perfectly for me, I'11 be
happy. (R)

24.

Sleeping late would impair my performance for the rest of the
day.

(R)

25.

I feel great when I finish up some work.

(R)

26.

I expect to have a good day when I awaken in the morning.

27.
28.

I'm often ignored because of my disposition.
I'm good at playing games (cards, pool, monopoly, backgammon,
etc.). (R)

29.

I'm a poor conversationalist when I'm talking with friends.

30.

I'm important to my friends.

31.

I'm just not as happy as I should be.

32.

The Library is an interesting place.

33.

I've fooled people into thinking I'm a fine person.

34.

I'll never get caught up with all the things I need to do.

35.

The world is good even though a lot of bad things occur.

36.

I feel great when I'm in a big group.

(R)

(R)

(B)

(R)

(R)
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Not at all

Seldom

Occasionally

Frequently

Very
Frequently

37.

Local Government needs more support.

(B)

38.

I feel like such a bore - everyone else seems to have such
interesting things to do.

39.

I'm a happy person.

(R)

40.

Hard work would help halt crime.

41.

My body doesn't have the energy to do a lot of exciting things.

42.

There must be something wrong with me because people seldom

(B)

ask me to do things with them.
43.

The people I hang around with are good people.

44.

I feel so depressed when I see my friends getting what they
want out of life.

45.

Life is what you make it.

(R)

46.

I don't think life is worth living anymore.

47.

My past is full of achievements.

(R)

(R)
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APPENDIX G:

ITEM POOL FOR THE

DEVELOPMENT OF THE ASSI
_R

1.

I really do a good job when it comes to new projects.

2.

Why does everyone else seem to have so much fun and I don't.

_R

3.

I express myself well to others.

_R

4.

People find me attractive.

5. Life is a hassle.

_R

_R

6.

I feel pretty helpless at work/school.

7.

I ' 11 never perfojrm up t o p a r .

8.

I'm a competent person for the most part.

9.

Other people would be better off not associating with me.

10. Life is fun even though so much of it is routine.
11.

I'11 never amount to much.

12.

I feel pretty lonely when my best friend spends time with
someone else.

_^

13. I'm sexually attractive to the opposite sex.
14.

My boss/friend thought I wasn't too bright after asking him
that question.

_B

15. Watching TV is a waste of time.
16.

_R

I do a very poor job of managing my finances.

17. Even though I didn't do well on that project that's not a
true indication of my abilities.
18. The things I'm doing at this point in my life will pay off
in the future.
19.

Asking my friend/co-worker to explain that to me sure was dumb.

20.

When I don't have much to do, it gets me down.

21.

Others have as many family troubles as I do.
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R

B

.B

22.

Life ie meaningless for me.

23.

It sure feels good when l'm alone and have time to think.

24.

I feel like what's the use when meeting new people.

25.

I'm a failure even though I might have done well at a project.

26.

Even though things aren't going perfectly for me, I'll be
happy.

27.

I feel bad when I don't speak up when talking with friends.

28. Sleeping

late would impair my performance for the rest of

the day.
R

29.

R

30.
31.

I feel great when I finish up some work.
I expect to have a good day when I awaken in the morning.
I'm often ignored because of my disposition.

32.

I'm good at playing games (cards, pool, monopoly, backgammon,
etc.).

33.

I'm a poor conversationalist when I'm talking with friends.

34.

I'm important to my friends.

35.

I'm just not as happy as I should be.

36.

The Library is an interesting place.

37.

I've fooled people into thinking I'm a fine person.

38.

I'll never get caught up with all the things I need to do.

R

39.

The world is good even though a lot of bad things occur.

R

40.

I feel great when I'm in a big group.

B

41.

Local Government needs more support.

42.

My voice sounds weaker than most people's voices.

43.

I feel like such a bore - everyone else seems to have such
interesting things to do.

R

R

B

R

44. I'm a happy person.
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_B

45. Hard work would help halt crime.
46.

My body doesn't have the energy to do a lot of exciting things

47.

There must be something wrong with me because people seldom
ask me to do things with them.

48.

The people I hang around with are good people.

49.

I feel so depressed when I see my friends getting what they
want out of life.

50.

Life is what you make it.

51.

I don't think life is worth living anymore.

52.

My past is full of achievements.
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APPENDIX H:

PLEASANT EVENTS

SCHEDULE - SHORT FORM
This is a questionnaire designed to find out about the things
you have enjoyed during the past week. The questionnaire contains a list of events or activities which people sometimes
enjoy. You are asked to go over the list twice, the first
time rating each event on how many times it has happened in
the past week, and the second time rating each event on how
pleasant it has been for you. There are no right or wrong
answers.
PART A
Below you will find a list of activities, events, and experiences. HOW OFTEN HAVE THESE EVENTS HAPPENED IN YOUR LIFE IN
THE PAST WEEK? Please answer this question by rating each
item on the following scale:
1-This has NOT happened in the past 7 days.
2-This has happened A FEW TIMES (1 to 2) in the past 7 days,
3-This has happened OFTEN (3 or more) in the past 7 days.
Please place the number of your response on the line next to
each item.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Laughing
Being relaxed
Being with happy people
Eating good meals
Thinking about something good in the future
Having people show interest in what you have said
Thinking about people I like
Seeing beautiful scenery
Breathing clean air
Being with friends
Having peace and quiet
Being noticed as sexually attractive

13.
14.

Kissing
Watching people
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15.
16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.

Having a frank and open conversation
Sitting in the sun
Wearing clean clothes
Having spare time
Doing a project in my own way
Sleeping soundly at night
Listening to music
Having sexual relations with a partner of the
opposite sex
Smiling at people
Being told I am loved
Reading stories, novels, poems, or plays
Planning or organizing something
Going to a restaurant
Expressing my love to someone
Petting, necking
Being with someone I love
Seeing good things happen to my family or friends
Complimenting or praising someone
Having coffee, tea, a coke, etc. with friends
Meeting someone new of the same sex
Driving skillfully
Saying something clearly
Being with animals
Being popular at a gathering
Having a lively talk
Feeling the presence of the Lord in my life
Planning trips or vacations
Listening to the radio
Learning to do something new
Seeing old friends
Watching wild animals
Doing a job well
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47.
48.

Being asked for my help or advice
Amusing people

49.

Being complimented or told I have done well

PART B
Below you will find the same list of activities, events, and
experiences. This time the question is: HOW PLEASANT,
ENJOYABLE, OR REWARDING WAS EACH EVENT DURING THE PAST WEEK?
Please answer this question by rating each event on the
following scale:
1-This was NOT pleasant. (Use this rating for events
which were either neutral or unpleasant.)
2-This was SOMEWHAT pleasant. (Use this rating for events
which were mildly or moderately pleasant.)
3-This was VERY pleasant. (Use this rating for events
which were strongly or extremely pleasant.)
IMPORTANT!1 If an event has happened to you more than once
in the past week, try to rate roughly how pleasant it was on
the average. If an event has not happened to you during the
past week, then rate it according to how much fun you think
it would have been.
Please place the number of your response on the line next to
each item.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Laughing
Being relaxed
Being with happy people
Eating good meals
Thinking about something good in the future
Having people show interest in what you have said
Thinking about people I like
Seeing beautiful scenery
Breathing clean air
Being with friends
Having peace and quiet
Being noticed as sexually attractive

13.

Kissing
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14.

Watching people

15.
16.
17.
18.
19.
20.
21.

Having a frank and open conversation
Sitting in the sun
Wearing clean clothes
Having spare time
Doing a project in my own way
Sleeping soundly at night
Having sexual relations with a partner of the opposite sex
Listening to music
Srailing at people
Being told I am loved
Reading stories, novels, poems, or plays
Planning or organizing something
Going to a restaurant
Expressing my love to someone
Petting, necking
Being with someone I love
Seeing good things happen to my family or friends
Complimenting or praising someone
Having coffee, tea, a coke, etc. with friends
Meeting someone new of the same sex
Driving skillfully
Saying something clearly
Being with animals
Being popular at a gathering
Having a lively talk
Feeling the presence of the Lord in my life
Planning trips or vacations
Listening to the radio
Learning to do something new
Seeing old friends
Watching wild animals

22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
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46.
47.
48.
49.

Doing a job well
Being asked for my help or advice
Amusing people
Being complimented or told I have done well
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APPENDIX I:

THERAPIST MANUAL FOR COGNITIVE,

BEHAVIORAL, AND NONSPECIFIC
TREATMENTS OF DEPRESSION
Although the therapy which you will provide is undertaken as part
of a research venture, it is, nonetheless, "therapy." Your therapeutic
style, procedures, and objectives should, therefore, be no less therapeutic than in any other aspect of your clinical practice. The study,
of which this therapy is a part, is not designed to provide services
analogous to therapy (i.e., it is not an analogue study). Unlike many
analogue studies reported in the literature, treatment will be semistructured (as opposed to highly structured) and will focus on clientrelevant problems. Clients will not be involved in exercises which
have no relevance to their particular difficulties.
In each type of group your focus will differ. However, these foci
should not alter your general therapeutic style. For example, if you
are an empathic, warm, and genuine therapist in the nonspecific group
(and I assume you will be), your style should not differ in the
cognitively focused and the behaviorally-focused groups. The difference
in the latter two groups involves the ADDITION of a specific component
of the depressive syndrome as the target for intervention.
A word about expectancy of outcome and credibility of treatment
as variables affecting treatment outcomes: There have been a number of
studies, many of them admittedly of an analogue nature, which have included as a control condition nonspecific, placebo, attention-placebo,
assessment control, or minimal contact treatments. Some such treatments have been devoid of content or even relevance to the client's
problems. In such cases, one wonders how much expectancy and credibility may have moderated any treatment effects. The nonspecific group
as intended for this study is not a "placebo" in the sense of a lack
of active treatment components. Rather, it is a control for all but
the active ingredients of cognitive and behavior therapy. The term,
nonspecific, has two meanings in this study: 1) in reference to nonspecified components common to most all talking therapies, and 2) in
reference to the fact that no specific focus will be taken (i.e., no
focus on cognitions, behaviors, or expressions of affect exclusively).
This latter meaning does not mean to be eclectic and do whatever seems
appropriate at a given time. It means that active treatment efforts
in the form of cognitive, behavioral, gestalt, Freudian, Adlerian, etc.
therapies should not be made.
A client centered or Rogerian approach, however, does seem well
suited as a nonspecific treatment approach. Theoretically, it would
seem that the behavior of client centered therapists provides a "good"
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base upon which other treatments can be added. Support for this poáition has come from a number of behavior therapists CLazurus, 1971, 1976;
Wolpe & Lazarus, 1966; Kanfer & Phillips, 1970; Krasner, 1962; Kagan,
1964) who have noted that the Rogerian qualities of empathy, warmth, and
genuineness are facilitative of change and that active treatments implemented by therapists lacking in these qualities may be atherapeutic.
Therefore, in conducting the nonspecific group try to operate in a
nondirective client centered fashion. Your task will be to facilitate
discussion of client generated material by the group members. Specifically, you will make reflective statements, and clarifying statements,
ask facilitative questions, and involve other group members in the
therapeutic process. You should not comment on the cognitive distortions
or the dysfunctional behaviors presented by a client. Group members
might do so; that is okay. They may even end up doing their own version
of cognitive therapy or behavior therapy. Neither encourage nor stifle
such transactions. However, do not allow a client who may be "therapywise" to lead the group or conduct individual therapy. Keep the group
oriented toward change based on productive dialogue between group
members.
In both the behavioral group and the cognitive group, you should
be operating out of a psychoeducational model with an emphasis on selfcontrol skills training (i.e., behavioral self-control skills training
and cognitive self-control skills training, respectively). Your task
is to lead the group by 1) presenting rationales for your approach with
examples and room for discussion, 2) encouraging group members to get
involved in discussing a client's difficulties, 3) using modeling,
behavioral rehearsal/verbalized cognitive rehearsal, coaching, and
homework assignments to help clients combat depression.
May yoxir experience be both therapeutic for your clients and educational for yourself. Thank you for your effort.
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Cognitive Group
Session One; Goals: To become familiar with each other, to
discuss ground rules, and to provide a rationale for treatment procedures.
30-45 min.. A.

Introduction—Your task here is to introduce yourself to
the group, present ground rules of group therapy, and
facilitaté introduction of members to each other.
1) Your introduction—present your credentials.
2) Ground rules—confidentiality, attendance at all sessessions to gain maximal benefit, and the benefit of
participating in homework assignments. Sessions will
last approximately 1-1/2 to 2 hours in length except
for the fourth session which will last approximately
3 hours. Inform them of a fifth follow-up session
four weeks after the fourth session to check on
progress made to that date.

3)

45-60 min.

B.

Note that like groups in which they may have participated in the past or about which they may have heard,
it is important that they honestly express their
feelings and orient themselves toward actively solving their difficulties. HOWEVER, note that unlike
such groups this group is not free-floating. Rather,
it is focused on developing self-control to combat
depressive feelings in a semi-structured manner. Note
that procedures employed in this program are derived
from current scientific knowledge concerning
depression.
Member introductions—have members pair off with each
partner presenting information to the other about him/
herself. Allow five minutes for each partner to provide this information to each other. Then, back in
group format, have each member introduce his partner
to the group. You model first.

Rationale—^Didactic presentation of Cognitive Viewpoint of
Depression: Your task here is to present an explanation
of Beck's model of depression in more colloquial terms.
Introduce this material as:
The symptoms which you are experiencing are all related to the way that you interpret and think about
situations in your life. Because we are all individuals, the way that we react to events in our lives
may be quite different. On the other hand, individuals
who feel depressed often react in a similar way to
many of their problems. As a result of your past experiences with people and situations, you have learned
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to react in a particular manner. For example, say I
asked you to outline in some detail everything that
I have said to you in the last five minutes; some
people might react by thinking "I can't do it, others
might think "Why does he want me to do that?" and
still others might think "He's got to be kidding."
Each person reacts in his or her own particular way.
Initially in our sessions we are going to look
at some of the difficulties or problems that you are
having, and hopefully, how to resolve those difficulties. It will be important for us to find out
how you react to situations as they occur to you
during the day in an effort to see how these reactions affect your feelings. By doing this we should
be able to develop alternative ways of combatting
depressive feelings. Note that the reason for meeting in a group is that supportive dialogue has been
demonstrated to be an effective vehicle for helping
depressed people.
Answer any questions at this point.
Next, present Beck's theory: Note the intervening
function of cognition upon instrumental behavior and
emotions. (A-B-C). Note the vicious circle or selfreinforcing system of components of depression.
Depressive beliefs
>Depressive behavior and feelings
^>Depressive beliefs, etc.
Note how depressives fairly uniformly misconstrue
the world, themselves, their behavior, and their expectations for the future. Note that there is evidence to suggest that even when depressed people
perform a task as well as nondepressed people they
tend to underestimate their performance.
Note the need to intervene at the cognitive component of depression to relearn how to more functionally react to situations in a less depressive manner.
Answer any questions at this point. Encourage group
discussion.
10-20 min. C.

Introduce cognitive self-monitoring homework assignment.
Explain that the first task in changing dysfunctional
cognitions is becoming aware of what they are and under
what circumstances they occur. Hand out self-monitoring
booklets. Explain that clients should record situations
in which they feel depressed during the days between
sessions. Column one=describe the situation; column two=
their thoughts. Give examples: sitting home with nothing
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to do, thinking how friends don't like me, I'm too lazy
to do anything, etc./receiving nonfavorable comments
from your boss about some work you just finished, thinking, he thinks I'm incompetent, I am incompetent, I'm no
good at anything, etc.
Instruct them to carry the booklets with them during
the day and to record during or shortly after a situation
occurs, noting the lack of accuracy of retrospective
reports. Notify them that the situations and thoughts
which they log will provide the data for the next session,
STRESS that learning to combat depression is a stepwise
process: do not try to go beyond treatment assignment
and try to change cognitions (and as a result give up as
a failure).
5 min. D

Summarize content of the session, and answer questions.

5 min. E

Have subjects complete brief expectancy questionnaires.
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Cognitive Group
Session Two. Goals: To check on self-monitoring of depressive cognitive self-monitoring, present ways in which
depressed persons distort reality, and provide argumentative
method of chánging such cognitions.
10 min. A.

Review Cognitive Model of Depression. Ask group members
to discuss the cognitive model of depression. Note how
various cognitive styles lead to different behaviors and
emotions. Stress the stepwise learning process and the
need to identify negative self-statements about self,
world, and future. Encourage input from all group members

20 min. B,

Discuss Self-Monitoring Homework Assignments. Have each
group member report his self-monitoring for the week. If
task was not completed, reiterate the importance of completing such tasks in order to leam how to combat depression. Allow group members to provide feedback to each
other. Shape and reinforce discussion from a cognitive
viewpoint.

10 min.

Discuss Cognitive Distortions. Note that depressives have
consistently misconstrued reality in the following ways:
1) Arbitrary Inference. A conclusion drawn in the
absence of sufficient evidence or of any evidence
at all.
2.

Selective Abstraction. A conclusion drawn on the
basis of but one of many elements in a situation.

3.

Qvergeneralization. An overall, sweeping conclusion
drawn on the basis of a single, perhaps trivial event,

4. Magnification and Minimization.
evaluating performance.

Gross errors in

5. Dichotomous Reasoning. The tendency to divide every
thing into opposites or to think solely in terms of
extremes.
6.

45-60 min. D.

Misconstruing Personal Evaluations as Facts when indeed
there may be other explanations. (Beliefs/facts regardless of how they feel.)

Explain How to Re-construe Depressive Cognitions. Present
Ellis's argumentative style of cognitive reconstruction:
use Kelly's analogy of each person being a scientist -
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1)
2)
3)

developing hypotheses about self, world, and future
testing the validity of these hypotheses
developing more adequate hypotheses of a more mentally
healthy nature (at least competing with depressive
cognitions).

Note the benefits of the re-construed cognitions on feelings and instrumental behavior i.e., less depressive
beliefs
^>less depressive feelings and instrumental behaviors
^>less depressive beliefs, etc. (a reversal of the
vicious circle.)
Note that procedurally, cognitive reconstruction includes
critical evaluations of self-talk: How do I know this to
be true? Is it possible that other explanations are
equally or more valid? Even though I may be correct in
one evaluation, do further cognitions seem warranted?
What are the conse< uences of entertaining depressive
versus non-depressive beliefs?
Encourage discussion focusing on data presented by group
members.
10-20 min. E,

10 min. F,

Introduce Cognitive Coping Homework Assignment. Hand out
new self-monitoring booklets. Encourage members to dispute depressive cognitions. In the booklets, have members
write out alternative cognitions after depressive
cognitions.
Answer questions at this point and summarize content.
Respond to questions by encouraging answers from group
members.
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Cognitive Group
Session Three
10 min.

Discuss Homework Assignments. Encourage group members to
explain their monitored situations, cognitions, and reconstrued cognitions. Reinforce re-construed cognitions,
providing coaching for cognitions which still incorporate
a negative view of self, world, or future. Encourage
group feedback.

60 min. B.

Introduce Concept of Self-Reinforcement or Self-Reward.
Note the differential effects of positive self-statements
(reinforcements) and negative or depressive selfstatements (punishments.) Model an example of a positive
reinforcing self-statement and its effects on behavior
and feelings. Have group members discuss situations in
which self-reinforcing cognitions are appropriate.

20 min.

Introduce Cognitive Self-Reinforcement Homework Assignment. Hand out new self-monitoring booklets. Have members
continue recording of situations, depressive cognitions,
and re-construed cognitions. Instruct them to add the
element of self-reinforcing statements.

5 min.

NOTE! That the next session (Four) will last approximately
3 hours, and that it is important to both us and them that
they show.
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Cognitive Group
Session Four. Goals: To further facilitate change in cognitions, to have posttest (juestionnaires and observation completed, to summarize progress, and to notify clients of
follow-up meeting.
Discuss Homework Assignment. Encourage to explain situations. Reinforce re-construed cognitions and selfreinforcing statements. Coach where necessary and
encourage group fee<iback.

80 min,

10-20 min. B,

Suramarize Group Progress. Give examples of successes.
Reinterate the "skill" model of change: more functional,
less depressive beliefs/thoughts
>less depressive feelings and behaviors
>less depressive beliefs/thoughts,
etc.
IMPORTANT! Note that treatment is moving into phase
two—like learning any skill: now you have the basics
and you need to develop them further. Note that you
will again gather as a group in four weeks to see how
things have gone.
Answer any questions.

10 min.

45-60 min.

C.

Leave Room for Observation Period. Explain to the group
that you need to go and pick up the questionnaires which
they need to complete. Instruct them to do as they please
(Suggest: Discuss the group sessions and what has
occurred) but not to leave the room. If they ask about
the video camera, let them know they are being recorded.
Have Clients Complete Questionnaires. Have them write
their names and the date on the booklet.
Note that there will be another "booster"-follow-up session
in four weeks. Hand out appointment cards. Stress the
importance of that session.
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Cognitive Group
Follow up Session. Goals: Completion of follow-up data,
general discussion about progress.
10. min.

45-60 min. B,
? min. C,

Leave room for observation period. Wait until all members are present, then leave as in session four indicating that you will be gone for a few minutes. Instruct
them to do as they please. (Suggest: Discussion of
what has happened since last session.) Instruct them
not to leave the room. If they ask about the video
camera, let them know they are being recorded.
Have clients complete questionnaires.
Final Discussion of Progress. Reiterate/summarize as is
needed. Reinforce appropriate verbalizations/cognitions
and self-reinforcing statements. Encourage them to continue to appropriate evaluate themselves, their environment, and their future.
If further therapy is desired, discuss referral sources
with them and/or refer them to me. Inform them that I
will send them a brief explanation of the purpose of the
study and the results when the latter information is
available.
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Behavioral Group
Session One. Goals: To become familiar with each other,
to discuss ground rules of group therapy, and to provide a
rationale for treatment procedures.
30-45 min. A.

Introduction. Your task here is to introduce yourself
to the group, present ground rules of group therapy, and
facilitate introduction of members to each other.
1. Your introduction—present your credentials
2. Ground rules—confidentiality, attendance at all
sessions to gain maximal benefit, and the benefit
of participating in homework assignments. Sessions
will last approximately 1-1/2 to 2 hours in length
except for the fourth session which will last approximately 3 hours. Inform them of a fifth follow-up
session four weeks after the fourth session to check
on progress made to that date.
Note that like groups which they may have participated
in the past or about which they may have heard, it is
important that they honestly express their feelings
and orient themselves toward actively solving their
difficulties. HOWEVER, note that unlike such groups
this group is not free-floating. Rather, it is
focused on developing self-control skills (i.e.,
things they can do) to combat depressive feelings.
Groups will be semi-structured. Note that procedures
employed in this program are derived from current
scientific knowledge concerning depression.
3. Member introductions—have members pair off with
each partner presenting information to the other
about him/herself. Allow five minutes for each
partner to provide this information to each other.
Then, back in group format, have each member introduce his partner to the group. You model first.

45-60 min.

B.

Rationale-Didactic presentation of Behavioral Viewpoint
of Depression: Your task here is to present an explanation of Lewinsohn's model of depression in more colloquial teimis. Specific reference should be made to the
following observations:
Depression is related to the pleasantness that one
experiences throughout the day. Note also, that the
pleasantness you experience is related to how well you
cope with daily events (your behavior) in both a social
and a non-social nature. Individuals who are depressed
rather consistently engage themselves in a high
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frequency of non-pleasant activities. For example, many
depressed people sit at home, feel miserable, and rirniinate about how they have no friends or activities in
which to engage.
Depression is often precipitated by the loss of something important or the failure to attain some soughtafter goal. This leads to avoidance or withdrawal from
situations which previously brought them pleasure.
Depression is directly related to a low rate of pleasantness in one's life.
Pleasantness derives from activities of both a social
and a non-social persons in a number of ways: (2) In
social situations, depressives talk too much (make too
much reference to) about their problems, their depression, and their hopelessness. Others, in turn, often
react with pity or after time, disapproval. (b) In
social situations, depressives often do not speak up,
and when they do, they interact with very few people.
In sum, depressives do not communicate well.
Initially in our sessions we are going to look at some
of the difficulties or problems you are having, and
hopefully, how to resolve them. It will be important
for us to find out how you behave when you are feeling
depressed in an effort to see how your behavior affects
your emotions. By doing this, we should be able to
develop alternative ways of combatting depressive feelings. Note that the reason for meeting in a group is
that supportive dialogue has been demonstrated to be an
effective vehicle for helping depressed people.
Answer any questions at this point.
Next, note the effect of depressive behavior on emotions.
Note the vicious circle and self-reinforcing system of
components of depression: Depression behavior
>
depressive feelings and thoughts
>depressive behavior,
etc.
Note the need to intervene at the behavioral component
of depression to learn how to more functionally react
in a less depressive manner. Note then that changes
in feelings will result after behavior change. Note
that the focus of the group will be to learn behavioral
skills (involving engagement in more pleasant activities
and more functional social behavior.)
Answer any questions at this point. Encourage group
discussion.
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10-20 min.

C.

Introduce behavioral self-monitoring homework assignment. Explain that the first task in changing dysfunctional behaviors is becoming aware of what they are and
under what circumstances they occur. Hand out selfmonitoring booklets. Explain that Ss_ should record
situations in which they feel depressed during the days
between sessions. Column one=the situations; column
two-their behavior in that situation. For example,
feeling depressed in the evening after dinner, behavior:
sitting at home with nothing constructive or pleasant
to do.
Instruct them to carry the booklets with them during the day and to record during or shortly after a situation occurs. Note that they should be especially
attuned to situations of a social nature. Notify them
that the situations which they record will provide the
data for the next session.
In addition, introduce pleasant activities homework
assignment. Reiterate that a two-pronged approach is
being taken to remediate behavioral deficits: 1) increasing social skill, and 2) increasing activities
which provide reward and are anti-dysphoric. Provide
examples of completing the list (e.g., playing tennis,
doing macrame, going fishing, talking with a friend
about something of mutual interest.) Note that these
activities will likely include a fair amount of social
interaction. Instruct group members to include as many
activities as possible, not leaving off any because
they don't think they can accomplish them. Beck has
noted that when depressives are given such a task,
they often fail to generate many items. Instruct group
members to keep a list of such desirable activities on
the back inside cover of their self-monitoring booklets
and to record such behaviors when they come to mind.
Have each member generate a minimum of 5_ pleasant
activities.
STRESS that learning to combat depression is a stepwise
process: instruct them not to go beyond treatment
assignment and try to modify behaviors (and as a result
give up as a failure.)

5 min.

D.

Summarize content of the session and answer < uestions.

5 min.

E.

Have Ss complete brief expectancy questionnaires.
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Behavioral Group
Session Two. Goals: To check on self-monitoring of depressive behaviors, to generate potential activities of reinforcing value with each member, and to discuss and role
play more functional social behavior.
10-20 min.

A.

Review of behavioral model of depression. Have all
group members join in the discussion of this model. Note
how different behavioral styles result in different emotions. Note the two-pronged approach—increase in activity level and better social skill. Stress the stepwise
learning process and the need to identify dysfunctional
behavior. Encourage input from all group members.
Discuss the concept of social skill and its relationship
to depression. Reiterate earlier points (i.e., often
little verbal behavior, focus on themselves, little
reinforcement for others). Instruct them that remediation of social skill deficits will be focused on
throughout the sessions. Note the social nature of the
group and its function as a testing ground for developing social skill. Note that group members should provide
feedback to each other on social skill. Model social
skill by reinforcing members' behavior and noting to
them your behavior. Encourage, require, that all members
become involved in giving feedback to each other.

20 min.

B.

Discuss self-monitoring homework assignments. Have each
group member report his self-monitoring for the week.
If task was not completed, reiterate the importance of
completing such tasks in order to learn how to combat
depression. Allow group members to provide fee<iback
to each other. Shape and reinforce discussion from a
behavioral viewpoint.

20 min.

C.

Discuss engagement in pleasant activities. Have clients
present their lists and make verbal contract with each
member to engage in at least one social and one nonsocial (specified) activity. Have members discuss pros
and cons of attempting such activities. Reinforce feedback which is both socially skillful and from a behavioral
viewpoint. Have clients continue to generate pleasant
activities for list.

10 min.

D.

Introduce new self-monitoring homework assignment. Hand
out new self-monitoring booklets. Have S£ record as
before (i.e., the situation in which they feel depressed
and their behavior) plus have S£ write in what behavioral
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alternatives would have been more functional, less
depressive, and/or possibly more socially skillfal.
Also, if Ss_ have implemented such behaviorally have
them record such. However, stress the stepwise learning process—no need to necessarily implement more
functional social behavior "out there" until it has
been worked on "in here."
E.

Answer < uestions at this point and summarize session
content. Respond to questions by encouraging answers
from group members.
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Behavioral Group
Session Three. To shape more functional behavior: using
coaching, group fee<iback, role playing where indicated.
10 min.

A.

Discuss Self-Monitoring Homework Assignments. Five
special attention to problematic social situations.
Use appropriate role play skills. Again, stress the
need for all members to be verbally active in group
fee<iback. You may find a need to use such role playing
skills with the in vivo difficulties S£ may have in
verbalizing fee<iback.

60 min.

B,

Discuss Engagement in Pleasant Activities. Negotiate
verbal contracts for Ss_ to engage in more pleasant
activities, 1 social; 1 nonsocial. The social activity
may be one already worked on in the group.

20 min.

Instruct clients to continue self-monitoring as during
the previous week. Encourage them to implement social
skills which they have developed in the group. Procedurally, have clients list situations in left column
and their behavior in the right column. Have them note
more functional behavior after depressive behavior.
Hopefully, by this point, more of their self-monitoring
will be anti-depressive.

5 min.

NOTE! That the next session (four) will last approximately 3 hours, and that it is important to both us and
them that they show.
Note that there will be another "booster" follow-up
session in four weeks. Hand out appointment cards.
Stress the importance of that session.
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Behavioral Group
Session Four. Goals: To further facilitate change in
behavior, to have posttest questionnaires and observation
completed, to summarize progress and notify clients of
follow-up meeting.
80 min. A.
10-20 min. B.

Discuss Self-monitoring Homework Assignment.
in session three.

Proceed as

Summarize Group Progress. Give examples of successes.
Reiterate the "skill" model of change: more functional,
less depressive social and nonsocial behavior—less
depressive feelings and thoughts—more functional, less
depressive social and nonsocial behavior, etc.
IMPORTANT! Note that treatment is moving into phase
two - like learning any skill: now you have the basics
and you need to develop them further. Note that you
will again gather as a group in four weeks to see how
things have gone.
Answer any questions.
Leave Room for Observation Period. Explain to the group
that you need to go and pick up the questionnaires which
they need to complete. Instruct them to do as they
please (Suggest: Discuss the group sessions and what
occurred) but not to leave the room. If they ask about
the video camera, let them know they are being recorded.

10 min.

45-60 min,

D,

Have clients complete < uestionnaires.

E,

Note that there will be another "booster" follow-up
session in four weeks. Hand out appointment cards.
Stress the importance of that session.
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Behavioral Group
Follow-up Session. Goals: completion of follow-up data,
general discussion about progress.
10 min.

A.

Leave Room For Observation Period. Wait until all members are present. Then leave as in session four indicating that you will be gone for a few minutes. Instruct
them to do as they please. (Suggest: Discussion of what
has happened since last session.) Instmct them not to
leave the room. If they ask about the video camera, let
them know they are being recorded.

45-60 min.

B.

Have Clients Complete Questionnaires.

? min.

C.

Final Discussion of Progress. Reiterate/summarize as is
needed. Reinforce appropriate social behavior. Encourage them to partake in pleasant activities or events.
If further therapy is desired, discuss possible referrals
and/or refer them to me. Note that I will send them each
a brief explanation of the purpose of the study and the
results when the latter information is available.
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Nonspecific Group
Session One. Goals: To become familiar with each other, to
discuss ground rules of group therapy, and to provide a
rationale for treatment procedures.
30-45 min.

A«

Introduction. Your task here is to introduce yourself
to the group, present ground rules of group therapy,
and facilitate introduction of members to each other.
1. Your introduction—present your credentials.
2. Group rules—confidentiality, attendance at all
sessions to gain maximal benefit, and the benefit of
participating in homework assignments. Sessions
will last approximately 1-1/2 to 2 hours in length
except for the fourth session which will last approximately 3 hours. Inform them of a fifth follow-up
session four weeks after the fourth session to check
on progress made to that date.
Note that like groups in which they may have participated in the past or about which they may have heard,
it is important that they honestly express their
feelings and orient themselves toward actively solving their difficulties. However, note that unlike
such groups this group is not free-floating. Rather,
it is focused on developing self-^control to combat
depressive feelings in a semi-structured manner.
Note that procedures employed in this program are
derived from current scientific knowledge concerning
depression.
3. Member introductions—have members pair off with
each partner presenting information to the other
about him/herself. Allow five minutes for each
partner to provide this information to each other.
Then, back in group format, have each member introduce his partner to the group. You model first.

30-45 min. B.

Rationale—Didactic presentation of general empirical
data about depression in a humanistic/encounter framework: Theoretically: depressed people have their need
for self-actualization stifled. Research has demonstrated the finding that relative to non-depressed people depressives tend to avoid or withdraw from
self-enhancing activities and engage themselves in
depressing activities such as doing things in isolation
and ruminating about their shortcomings. This isolation
from others, both significant and acquaintences greatly
reduces the changes of the persons' problems being
effectively solved. This is the reason for the group
as the vehicle for change.
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Initially, in our sessions we are going to look át some
of the difficulties or problems that you are having,
and hopefully, how to resolve those difficulties. It
will be important for us as a group to find out how you
handle these problems and how your feelings are affected,
By doing this, we as a group should be able to help
each other combat depression.
Answer any < uestions at this point.
? min. B

Allow group discussion to take its course. You should
restrict your behavior to reflection of content and
feeling and clarification of client's communications.
Also, you may facilitate group discussion by asking
group members about their reactions to what another member has said. If there is a lull in conversation, throw
out what you feel to be topical < uestions (e.g., "What
is it like to be depressed? How does depression begin?)
(Avoid answering < uestions directly.)

10 min.

C.

Introduce Homework Assignment. Explain that the first
task in combating depression is becoming aware of significant issues or difficulties. Hand out monitoring
booklets. Explain that clients should record material
for group discussion during the days between sessions.
Instruct them to carry the booklets with them during
the day and to record such information when it comes to
them, noting the lack of accuracy of retrospective
report. Notify them that their notes will provide the
data for the next session. Notify them that the change
process is not really quick and that they need to allow
time for change to occur.

5 min.

D.

Have subjects complete brief expectancy questionnaires.
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Nonspecific Group
Session Two. Goal:

Facilitate discussion.

A.

Discuss clients' records for the week. Ensure that all
members get to discuss some issue(s) that they have
recorded.

B.

Have clients continue monitoring.
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Nonspecific Group
Session Three.
discussion.

Goal:

Same as session two - facilitate

A.

Discuss clients' records for the week. Ensure that all
members get to discuss some issue(s) that they have
recorded.

B.

Have clients continue monitoring.

C.

NOTE! That the next session (four) will last approximately 3 hours, and that it is important to both us
and them that they show.
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Nonspecific Group
Session Four. Goal: Same as sessions two and three facilitate discussion, to have posttest < uestionnaires and
observation completed, and to notify clients of follow-up
meeting.
70 min. A.

Discuss clients' records for the week. Ensure that all
members get to discuss some issue(s) that they have
recorded.

20 min.

Summarize Successes. Give examples of successes.
Reiterate the need for productive dialogue to facilitate
change.

B.

IMPORTANT! Note that treatment is moving into phase
two—like learning to change anything—now you have
developed ideas of how to combat depression and you need
to work on them further. ("Self-actualization is a process not a product.") Note that you will gather as a
group in four weeks to see how things have gone.
Answer any questions.
Leave Room for Observation Period. Explain to the group
that you need to go and pick up the questionnaires which
they need to complete. Instruct them to do as they
please (suggest: Discuss the group sessions and what
has occurred.) but not to leave the room. If they ask
about the video camera, let them know they are being
recorded.

10 min.

45-60 min.

D.

Have clients complete ^juestionnaires.

E.

Note that there will be another "booster" follow-up
session in four weeks. Hand out appointment cards.
Stress the importance of that session.
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Nonspecific Group
Follow-Up Session. Goals: Completion of follow-up data,
general discussion about progress.
10 min. A.

Leave room for observation period. Wait until all
members are present, then leave as in session four indicating that you will be gone for a few minutes. Instruct
them to do as they please. (Suggest: Discussion of what
has happened since last session.) Instruct them not to
leave the room. If they ask about the video camera, let
them know they are being recorded.

45-60 min.

B.

Have clients complete questionnaires.

? min.

C.

Final Discussion of Progress. Reiterate/summarize as is
needed. Reinforce any indication of mentally healthy,
non-depressive behavior, cognitions, and/or expressions
of affect. Encourage them to continue to combat depression having this group learning experience behind them
and to continue to self-actualize.
If further therapy is desired, discuss referral sources
with them and/or refer them to me. Inform them that I
will send them a brief explanation of the purpose of the
study and the results when the latter information is
available.
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APPENDIX J: ANALYSES OF VARIANCE
OF AGE, EDUCATION, AND INCOME
Source
Age
CR-4
1. Treatments
2. Error
CRF
3,2
1. Treatments (A)
2. Therapists (B)
3. A X B
4. Error
Education
CR-4
1. Treatments
2. Error

F

df

MS

457.15
5377.73

3
37

152.38
145.34

1.048

538.80
250.57
1061.19
2564.35

2
1
2
24

269.40
250.57
530.60
106.85

2.52
2.35
4.97*

10.43
201.82

3
37

3.48
5.45

0.637

9.66
5.79
2.41
136.00

2
1
2

0.852
1.022
0.213

24

4.83
5.79
1.21
5.67

68.78
1223.52

3
37

22.93
33.07

0.693

46.73
95.96
78.87
721.55

2
1
2
24

23.37
95.96
39.44
30.06

0.777
3.192
1.312

SS

CRF3^2
1.
2.
3.
4.

Treatments (A)
Therapists (B)
A X B
Error

Income
CR-4
1. Treatments
2. Error
1.
2.
3.
4.

Treatments (A)
Therapists (B)
A X B
Error

p<.05.
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APPENDIX K:
COMPLETELY RANDOMIZED FACTORIAL
ANALYSES OF VARIANCE OF
EXPECTANCY MEASURES
Source

SS

df

MS

How l o g i c a l does t h i s t r e a t m e n t seem t o you?
1.

Treatments (A)

0.05

2

0.03

0.150

2.

Therapists (B)

0.01

1

0..01

0.010

3. A X B

1.15

2

0.58

0.320

4. Error

43.50

24

1.81

How confident are you that this treatment will
be successful in alleviating your depression?
1.

Treatments (A)

2.95

2

1.47

1.280

2.

Therapists (B)

0.72

1

0.72

0.630

3.33

2

1.67

1.440

27.71

24

1.15

3. A X B
4.

Error

How confident would you be in recommending this
treatment to a friend who was depressed?
1.

Treatments (A)

4.44

2

2.22

1.190

2.

Therapists (B)

0.29

1

0.29

0.160

3. A X B

15.55

2

7.77

4.160*

4. Error

44.81

24

1.87

*p<. 05.
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APPENDIX L: COMPLETELY RANDOMIZED FACTORIAL
ANALYSES OF VARIANCE OF GROUP
ACTIVITIES QUESTIONS
Source

SS

df

MS

To what degree did your group discussions focus on
how your behaviors or actions related to depression?
1.
2.
3.
4.

Treatments (A)
Therapists (B)
A X B
Error

15.06
0.19
1.44
12.51

2
1
2
24

7.53
0.19
0.72
0.52

14.440*
0.040
0.14

2.25
0.07
0.65
0.75

29.930*
0.970
0.870

To what degree were your assignments used to
help you change your actions or behaviors?
1.
2.
3.
4.

Treatments (A)
Therapists (B)
A X B
Error

4.49
0.07
0.13
13.80

2
1
2
24

To what degree did your group discussions fo:<::us on how
your cognitions or thoughts relate to depression?
1.
2.
3.
4.

Treatments (A)
Therapists (B)
A X B
Error

11.95
0.01
1.17
12.41

2
1
2
24

5.96
0.01
0.58
0.75

11.530*
0.010
1.130

2
1
2
24

0.98
2.11
0.03
1.69

0.580
1.250
0.020

2
1
2
24

0.39
1.21
0.77
1.04

0.370
1.160
0.730

To what degree were your assignments used to
help you change your thoughts or self-talk?
1.
2.
3.
4.

Treatments (A)
Therapists (B)
A X B
Error

1.96
2.11
0.06
40.46

To what degree did your therapist
structure your group sessions?
1. Treatments (A)
2. Therapists (B)
3. A X B
4. Error
*

p<.001

0.77
1.21^
1.53
25.00
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APPENDIX M: MEANS AND STANDARD DEVIATIONS OF
DEPENDENT MEASURES AT PRETEST, POSTTEST,
AND FOLLOW-UP
Measure
Treatment

Pretest
Mean
S.D.

Posttest
S.D.
Mean

BDI
Waiting List
Nonspecific
Behavioral
Cognitive

25.18
24.44
24.18
25.30

6.06
4.30
5.09
5.33

24.17
19.33
13.64
15.20

5.08
5.88
5.99
7.60

TSCS
Waiting List
Nonspecific
Behavioral
Cognitive

330.46
331.78
332.73
330.10

32.26
28.01
23.09
22.73

330.27
333.89
350.91
335.30

33.12
29.57
25.14
24.93

ASSI
Waiting List
Nonspecific
Behavioral
Cognitive

132.18
132.78
137.82
135.10

16.30
21.54
13.79
15.42

130.09
125.33
121.27
124.30

17.74
16.17
13.20
17.59

PES-Activity Level
91.09
Waiting List
93.11
Nonspecific
93.73
Behavioral
93.60
Cognitive

9.61
8.78
10.05
11.39

90.55
96.11
107.27
100.70

15.39
7.88
11.22
10.75

PES-Reinforcement Potential
13.63
Waiting List 113.64
11.01
117.56
Nonspecific
13.29
115.36
Behavioral
8.75
118.40
Cognitive

115.91
119.00
133.55
122.30

16.72
4.56
7.71
6.04

PES-Resconposre
Waiting List
Nonspecific
Behavioral
Cognitive

10519.
11445.
14349.
12318.

2615.
1129.
1915.
1474.

106.91
136.67
158.01
120.80

132.81
122.61
109.46
113.63

Total Talk Time
Waiting List
Nonspecific
Behavioral
Cognitive

10347.
10995.
10804.
11079.

1616.
1902.
1628.
1615.

-

-

-

-

-

-

-

-

Follow-up
S.D.
Mean

-

19.44
10.00
16.00

-

328.44
352.36
338.90

-

128.33
114.36
120.50

—

92.89
110.00
103.60

—

117.89
132.27
124.70

—

10916.
14653.
12938.

-

5.10
4.03
7.72

-

19.42
23.64
27.54

-

15.60
10.64
19.56

—

13.77
11.15
10.12

—

8.95
11.27
8.38

—

1634.
2115.
1681.

—

~

—

•

""

^

—

"~
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APPENDIX M — C o n t i n u e d

Measure
Treatment

Pretest
Mecin
S.D.

Frequency of Actions
Waiting List
Nonspecific
Behavioral
Cognitive
Positive Reactions/Total Reactions
Waiting List
Nonspecific
Behavioral
Cognitive

Posttest
Mean
S.D.

5.55
5.00
5.46
3.50

.949
.886
.868
.868

4.28
3.94
2.84
2.76

.065
.100
.190
.117

Follow-up
Mean
S.D,
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APPENDIX N: ANALYSES OF VARIANCE OF SELF-REPORT
DEPENDENT MEASURES AT PRETEST^
Source

SS

df

MS

BDI
CR-4
1. Treatments
2. Error

9.43
1031.58

3
37

3.14
27.88

0.113

5.57
16.22
7.63
641.43

2
1
2
24

3.28
16.22
3.81
26.72

0.123
0.607
0.143

46.68
26665.35

3
37

15.56
720.69

0.022

71.55
67.35
191.39

2
1
2

35.78
67.35
95.69

0.053
0.100
0.143

210.47
10411.73

3
37

70.16
281.40

0.249

2

0.168
0.147
0.020

F

CRD
1.
2.
3.
4.

3,2
Treatments (A)
Therapists (B)
A X B
Error

TSCS
CR-4
1. Treatments
2. Error
CRF
1.
2.
3.
4.

3,2
Treatments (A)
Therapists (B)
A X B
Error

ASSI
CR-4
1. Treatments
2. Error
CRF
1.
2.
3.
4.

3,2
Treatments (A)
Therapists (B)
A c B
Error

Activity Level
CR-4
1. Treatments
2. Error

110.127
48.23
13.28
7752.36

24

55.06
48.23
6.63
327.01

48.74
3718.38

3
37

16.25
100.50

0.162

4.49
25.54
8.55
2760.46

2
1
2
24

2.24
25.54
4.27
115.019

0.020
0.222
0.037

1
2

CRF
1.
2.
3.
4.

3,2
Treatments (A)
Therapists (B)
A X B
Error
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APPENDIX N—Continued
Source

SS

df

MS

F

Reinforcement Potential
CR-4
1. Treatments
2. Error

144.68
5283.71

3
37

48.23
142.80

0.338

=^3,2
1. Treatments (A)
2. Therapists (B)
3. A X B
4. Error

55.33
18.15
2.99
3444.38

2
1
2
24

27.66
18.15
1.50
143.52

0.193
0.126
0.010

337.05
10505.92

3
37

112.35
283.94

0.396

11.49
11.15
63.63

2
1
2

5.75
11.15
31.82

0.019
0.036
0.103

Resconposre
CR-4
1. Treatments
2. Error
^=^3,2
1. Treatments (A)
2. Therapists (B)
3. A X B
4. Error

No comparisons proved significant.
^Linearly transformed (i.e., division by 100) for ease
of computation.
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APPENDIX 0: SPLIT PLOT FACTORIAL ANALYSES
OF VARIANCE FOR BECK DEPRESSION
INVENTORY SCORES
Source

SS

df

MS

383.362

3

127.787

2051.256

37

55.439

2^^4.2
1.

Treatments (A)

2.

Error

3.

Rep. Meas. (B)

904.815

1

904.815

87.021**

4.

A X B

317.625

3

105.875

10.183*

5.

Error

384.715

37

10.398

2.305

3,2.3
1.

Treatments (A)

427.162

2

213.581

2.829

2.

Therapists (C)

101.685

1

101.685

1.347

3.

A X C

28.219

2

14.110

0.187

4.

Error

1811.977

24

75.499

5.

Rep. Meas. (B)

1595.425

2

797.713

51.410**

6.

A X B

245.980

4

61.495

3.963*

7.

B X C

5.472

2

2.736

0.176

8.

A X B X C

9.107

4

2.277

0.147

9.

Error

744.797

48

15.517

*p<.01
**p<.001.
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APPENDIX P: SPLÍT PLOT FACTORIAL ANALYSES
OF VARIANCE FOR TENNESSEE SELF
CONCEPT SCALE P SCORES
Source
SPF

SS

df

MS

F

4.2

1.

Treatments (A)

2.

Error

3.

Rep. Meas. (B)

4.

1533.611

3

511.204

49884.000

37

1348.216

803.531

1

803.531

4.474**

A X B

1006.072

3

335.357

1.867

5.. Error

6645.063

37

179.596

0.379

3,2.3
1.

Treatments (A)

2863.813

2

1431.906

0.900

2.

Therapists (C)

21.661

1

21.661

0.014

3.

A X C

276.431

2

138.215

0.087

4.

Error

28193.188

24

1591.383

5.

Rep. Meas. (B)

1499.330

2

749.665

3.080*

6.

A X B

1538.565

4

384.641

1.580

7.

B X C

214.872

2

107.436

0.441

8.

A X B X C

182.367

4

45.592

0.187

9.

Error

11683.930

48

243.415

*p = .056.
**

p<.05.
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APPENDIX Q :
S P L I T PLOT FACTORIAL ANALYSES
OF VARIANCE FOR ADULT SELF-STATEMENT
INVENTORY SCORES
SS

Source
SPF

df

MS

4.2

1.

Treatments (A)

2.

Error

3.

Rep. Meas. (B)

4.
5.

48.880

3

16.293

0.034

17853.250

37

482.520

1730.843

1

1730.843

27.105***

A X B

560.685

3

186.862

2.926**

Error

2362.729

37

63.858

^^^3,2.3
1.

Treatments (A)

275.014

2

137.507

0.195

2.

Therapists (C)

7.094

1

7.094

0.010

3.

A X C

58.386

2

29.193

0.041

4.

Error

16928.484

24

705.354

5.

Rep. Meas. (B)

3359.426

2

1679.713

6.

A X B

878.575

4

219.644

2.267*

7.

B X C

122.494

2

61.247

0.632

8.

A X B X C

17.566

4

4.392

0.045

9.

Error

p =
* *
* * *

.076

p<.05.
p<.001.

17.334***
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APPENDIX R:
S P L I T P L O T F A C T O R I A L ANALYSES OF
VARIANCE FOR PLEASANT EVENTS SCHEDULEA C T I V I T Y LEVEL SCORES
Source
SPF

SS

df

MS

F

4.2

1.

Treatments

2.

Error

3.

Rep. Meas.

4.

A X B

5.

Error

(A)

(B)

1020.863

3

340.288

1.936

6503.500

37

175.770

679.021

1

679.021

10.560**

558.799

3

186.266

2.897*

2379.177

37

64.302

SPF 3,2.3
1.

Treatments (A)

1302.592

2

651.296

2.462

2.

Therapists (C)

1.175

1

1.175

0.004

3.

A X C

11.731

2

5.865

0.022

4.

Error

6347.672

24

264.486

5.

Rep. Meas (B)

1234.672

2

617.336

10.510***

6.

A X B

637.003

4

159.251

2.711*

7.

B X C

25.945

2

12.972

0.211

8.

A X B X C

63.992

4

15.998

0.272

9.

Error

2819.329

48

58.736

p<.05.
**

p<.01.
***

p<.001.
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APPENDIX S: SPLIT PLOT FACTORIAL ANALYSES OF
VARIANCE FOR PLEASANT EVENTS SCHEDULEREINFORCEMENT POTENTIAL SCORES
Source

SS

df

MS

SPF4.2
1.

Treatments (A)

1009.054

3

336.351

2.

Error

6320.125

37

170.814

3.

Rep. Meas. (B)

840.993

1

840.993

10.782**

4.

A X B

939.181

3

313.060

4.013*

5. Error

2886.109

37

78.003

1.969

^^^3,2.3
1.

Treatments (A)

1177.847

2

588.924

4.094

2.

Therapists (C)

0.058

1

0.058

0.001

8.663

2

4.332

0.030

3. A X C
4.

Error

3452.039

24

143.835

5.

Rep. Meas. (B)

1198.135

2

599.067

7.998**

1035.191

4

258.798

3.455*

B X C

24.692

2

12.346

0.165

8. A X B X C

16.208

4

4.052

0.054

3595.127

48

74.898

6. A X B
7.

9. Error
p<.05
**

P<.01.
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APPENDIX T: SPLIT PLOT FACTORIAL ANALYSES OF
VARIANCE FOR PLEASANT EVENTS SCHEDULERESCONPOSRE SCORES
Source
SPF

SS

df

MS

F

4.2

1.

Treatments (A)

2.

Error

3.

3.725*

49150336.0

3

16383445.0

162728960.0

37

4398080.0

Rep. Meas. CB)

37167136.0

1

37167136.0

17.829^**

4.

A X B

35777872.0

3

11925957.0

5.721**

5.

Error

77131152.0

37

2084625.0

^^^3,2.3
5.390*

1.

Treatments (A)

66097696.0

2

33043848.0

2.

Therapists (C)

988.7

1

988.7

0.001

3.

A X C

267726.9

2

133863.4

0.022

4.

Error

147157243.0

24

6131552.0

5.

Rep. Meas (B)

60726416.0

2

30363200.0

16.547^**

6.

A X B

41437392.0

4

10359348.0

5.646***

7.

B X C

57864.2

2

28932.1

0.016

8.

A X B X C

1265271.0

4

316317.8

0.172

9.

Error

88076480.0

48

1834026.0

p<.05.
**

***

p<.01.
p<.001.
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APPENDIX U
Source

ANALYSES OF VARIANCE OF TOTAL
TALK TIME SCORES-'SS

df

MS

F

CR-4
1.

Treatments

2.

Error

15778.68

3

5259.56

532671.42

37

14396.53

0.365

=^3,2
1.

Treatments (A)

5759.37

2

2879.68

0.197

2.

Therapists (B)

1736.15

1

1736.15

0.119

3.

A X B

3301.10

2

1650.55

0.113

4.

Error

351442.30

24

14643.43

'No comparisons proved significant.

IMIMI

196
APPENDIX V: ANALYSES OF VARIANCE OF POSITIVE
REACTIONS/TOTAL REACTIONS SCORES^
Source

SS

df

MS

CR-4
1.

Treatments

0.05

3

0.01

2.

Error

0.60

37

0.16

0.991

•=^3,2
1.

Treatments (A)

0.01

2

0.01

0.010

2.

Therapists (B)

0.01

1

0.01

0.455

3.

A X B

0.03

2

0.01

0.659

4.

Error

0.53

24

0.02

No comparisons proved significant.
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APPENDIX W:
Source

ANALYSES OF VARIANCE OF FREQUENCY
OF ACTIONS SCORES
SS

df

MS

F

CR-4
1.

Treatments

2.

Error

CRF

27.66

3

9.22

455.95

37

12.32

0.748

3,2

1.

Treatments (A)

22.11

2

11.06

1.019

2.

Therapists (B)

78.60

1

78.60

7.240*

3.

A X B

0.01

2

0.01

4.

Error

260.53

24

10.86

*

p<.01.

0.001

