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ABSTRACT 

Aaron Beck's criteria for subtypes of depression was 

used in the present study to separate psychiatric patients 

into two groups: socially dependent and autonomous. Male 

and female state mental hospital inpatients (N = 86) meeting 

DSM-III-R criteria for depression alone or depression with 

concurrent personality disorder were compared to each other 

in a retrospective design. As hypothesized, anxious 

depression was correlated positively with social dependency 

and negatively with autonomy. No other findings were 

statistically significant. Additionally, patients with dual 

diagnoses of depression concurrent with personality disorder 

(N = 42) were separated into socially dependent and 

autonomous groups and compared across study hypothesis 

variables. No findings were statistically significant. 

Depressed patients may be differentiated by Beck's criteria 

for depressive episode symptomatology and anxious depression. 
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CHAPTER I 

INTRODUCTION 

Recent research into the existence and prevalence of 

depression subtypes has been increasing due in part to the 

development of cognitive theories of depression (Beck, 1983; 

Hammen, Marks, Mayol, & deMayo, 1985; McCranie & Bass, 1984) . 

Beck (1983) hypothesized that cognitive schemas are involved 

in the development of depression, and he described two types 

of schemas: the socially dependent and the autonomous. Beck 

describes patients during a depressive episode with socially 

dependent cognitive schemas as requesting help and support 

from others, preoccupied with interpersonal losses, and 

emotionally labile. Beck characterizes patients with 

socially dependent schemas as likely to cry, prone to anxious 

depression, and lonely. 

In contrast to patients with socially dependent schemas. 

Beck (1983) describes patients with autonomous schemas as 

more socially withdrawn, focused on losses in the achievement 

domain, attributing failure to personal characteristics, more 

socially withdrawn, and less able to cry. Beck portrays the 

patients with autonomous schemas, compared to patients with 

socially dependent schemas, as more often exhibiting hostile 

depression and more frequently skeptical about anything or 

anybody helping them recover from their depression. 



Beck (1983) notes that it is counterproductive to speak 

of what causes mood disorders: 

There are a host of possible predisposing 
factors, such as: (a) hereditary predisposition; 
(b) physical diseases leading to persistent 
neurochemical abnormalities; (c) developmental 
traumas leading to specific vulnerabilities; (d) 
inadequate personal experiences or identifications 
to provide appropriate coping mechanisms; (e) 
counterproductive cognitive patterns, unrealistic 
goals, unreasonable values, assumptions, 
imperatives absorbed from significant others. 
Similarly, there are a host of possible 
precipitating factors. Some examples of these are 
(a) physical diseases and/or toxic substances; (b) 
severe external stress (e.g., a series of losses of 
close relatives); (c) chronic insidious external 
stress (e.g., continuous, subtle disapproval from 
significant others); (d) specific external stress 
impinging on a specific emotional vulnerability 
(e.g., a loss of ability or attribute considered by 
the person to be the only mechanism for obtaining 
social supplies or attaining his goals). (p. 267) 

Beck (1983) notes that any number of the aforementioned 

factors may add together and vary in their relative 

contribution to a particular depressive episode. 

Mixed Subtvpes of Depression 

Beck suggests that depression may be thought of as a 

process which is multi-determined. Beck notes that for 

discussion of depression it is useful to focus on unipolar 

depression as the most usual case, emphasizing the cognitive 

and behavioral characteristics of a depressive episode. 

Consequently, the present study will focus on the cognitive 

and behavioral characteristics of patients when depression is 

discussed. 



A consideration regarding the distinction between 

autonomous and socially dependent subtypes of depression is 

the theoretical possibility of mixed types, although no 

guidelines presently exist for determining what criteria 

should be used to distinguish "pure" from "mixed" types. The 

aim of this study at this preliminary stage of investigation 

is to test the simplest version of the hypothesis of two 

distinct subtypes of depression, rather than explore the 

possibility of mixed types. This study used either/or 

criteria to separate depressed patients into the autonomous 

or socially dependent schema types, but finer criteria may 

eventually be able to distinguish mixed types. Beck (1983) 

notes that some individuals predisposed to one subtype of 

depression may exhibit aspects of the other subtype, given 

the appropriate eliciting factors. For example, a person 

typically predisposed to a socially dependent schema may 

become depressed when exposed to considerable loss in the 

competitive, achievement domain. The possibility of mixed 

types does point to limitations of the construct of 

autonomous and socially dependent subtypes of depression, and 

acknowledges the importance of findings from other 

perspectives guiding research on depression. However, the 

perspectives outlined in this paper regarding autonomous and 

socially dependent schema subtypes of depression may help to 

further assess the possibility that a small number of schema 

types may be associated with depression, and that for some 



people one schema type may tend to predominate over the other 

and result in a fairly consistent selectivity in overreacting 

to certain kinds of loss compared to others. 

Beck (1983) noted that a possible contribution to a 

person erroneously appearing as a mixture of subtypes of 

depression, when actually predominantly being one subtype of 

depression, is that some of the same symptoms may have 

different meanings across subtypes. For example, the 

characterization that an autonomous depressed person exhibits 

general self-criticism as described by some investigators 

(Blatt, Quinlan, Chevron, McDonald, & Zuroff, 1982) may lack 

sufficient sensitivity or specificity to differentiate 

adequately between the socially dependent and autonomous 

schema subtypes of depression. As will be detailed below. 

Beck suggests that patients with the autonomous schema may 

make the self-criticism that "I am incompetent," which is 

different in meaning from the self-criticism that "I am 

unlovable" made by patients with the socially dependent 

schema. Similarly, when depressed, both subtypes of 

depression can appear anhedonic. Patients with the 

autonomous schema may be anhedonic when cutoff from 

opportunities to achieve, whereas patients with the socially 

dependent schema may be anhedonic if forcefully deprived of 

opportunities for socializing. Further study of the socially 

dependent and autonomous schema subtypes of depression may 

provide information which can aid in the development of 



measures sensitive enough to assess for differences in types 

of self-criticism and anhedonia exhibited by socially 

dependent and autonomous patients. 

Gender Differences and Subtypes 
of Depression 

Beck (1983) states that 

It should be noted that the autonomous personality 
type tends to occur more frequently among males 
than the socially dependent. Individuals in the 
latter group tend to be females. I have, however, 
observed several "pure" cases of autonomous 
personality among women and of socially dependent 
personality among men. (p.273) 

A number of issues are raised by the possibility that 

there may be more depressed male patients with autonomous 

schemas and more female patients with socially dependent 

schemas. As described by Beck (1983) in his discussion of 

the likelihood of mixed subtypes of depression (socially 

dependent and autonomous), eliciting circumstances may evoke 

responses typical of one particular subtype of depression. 

Men may more frequently find themselves in situations in 

which they may be faced with achievement failures and, 

consequently, exhibit depression symptoms typical of the 

autonomous schema. Similarly, women may more frequently find 

themselves in situations where interpersonal losses may 

occur, which may be likely to evoke depression symptoms 

suggestive of a socially dependent schema. It may be that 

gender simply covaries with other variables which may 
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predispose men and women to predominate in one subtype of 

depression or the other. 

Socialization has been implicated in the tendency for 

gender differences to be observed in depression. Rubin, 

Provenzano, and Luria (1974) found that female infants were 

rated by parents as more vulnerable and needing more care 

than male infants of equivalent weight. Serbin, O'Leary, 

Kent, and Tonick (1973) found that preschool teachers 

attended more to male than female students. Serbin et al. 

(1973) suggest this differential attention resulted in the 

males learning they had control over their environment and 

about the consequences of their actions. Dweck, Davidson, 

and Nelson (1978) found that elementary school teachers 

tended to blame poor performance of male students on external 

events, while blaming poor performance of females on personal 

attributes. Hillman (1974) argues that the media also tends 

to represent male and female functioning in a similar manner. 

These patterns and attitudes appear to continue into 

adulthood. In mixed groups of men and women, women 

demonstrated low status behaviors, talked less than men, had 

their problem solving strategies less frequently adopted by 

the group (Wahrman & Pugh, 1974), and usually became 

depressed and further decreased involvement with their groups 

(Wolman & Frank, 1975). Feather and Simon (1975) reported 

that women tended to believe their success results from 

events beyond their control, and failure is related to their 
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incompetence. On the other hand, men were more likely to see 

their success as resulting from personal competence, and 

their failures as due to events they could not influence. 

For men, as compared to women, depression often may be 

an experience they keep from acknowledging to others. Men 

also may tend to deal with depression on their own instead of 

getting help from others, because they may feel that to do so 

would make them appear unmasculine. Hammen and Padesky 

(1977), using the Beck Depression Inventory (BDI: Beck, 

Ward, Mendelson, Mock, & Erbaugh, 1961) found that depressed 

men, as compared to depressed women, reported greater 

inability to cry, social withdrawal, sense of failure, weight 

loss, and sleep problems. 

Gender differences in frequency of depression disorders 

is a widely reported research finding (Stroebe & Stroebe, 

1983). Weissman and Klerman (1977) reported that women have 

depressive disorder diagnoses twice as often as men in North 

America and Europe. Nolan-Hoeksema (1987) reports that 

compared to men, women have more depression episodes and a 

more ruminative and less active coping style for depression. 

Factors in addition to socialization processes which may 

contribute to gender differences in depression may include 

age, marital status, employment, and having children. Most 

studies assessing for gender differences on the 

aforementioned variables tend not to assess differences in 

individual personality type or subtypes of depression by 
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gender. Ensel (1982) compared married males and married 

females, excluding those under 25 years of age, and found no 

differences in average levels of depressive symptomatology. 

However, married women under age 25 were generally more 

depressed than married men. Warheit, Holzer, Bell, and Arey 

(197 6) found men to be less depressed than women whether 

married or not. In contrast, Ensel found that when age was 

controlled, this finding did not hold up. When young married 

men and women are not included, women do not appear more 

depressed than men, and unmarried people are more depressed 

than than those who are married. Ensel suggests that marital 

status better predicts depression than does gender. Further, 

when Ensel controlled for the presence of children, it was 

found that there was no difference for men in level of 

depression, whereas women with children were almost twice as 

depressed as women without children. 

Most of the aforementioned studies assess for 

differences in frequency or magnitude of depression by 

gender. An essential limitation of much of the research on 

gender differences in depression is that mediating variables 

(e.g., personality characteristics, psychiatric diagnosis, 

marital status, or sex-role identity) are not assessed in 

addition to differences in frequency, magnitude, and 

especially style of depression. Indications that mediators 

may exist between gender and depression are suggested by 

studies noting that in the last several decades, as women 
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have increasingly pursued success in more male stereotypic 

domains of achievement, their overall rates of successful 

suicide and drug abuse also have increased (de Castro & 

Martins, 1987). Similarly, age has been implicated as a 

mediator in the subtypes of depression exhibited by men. 

Stroebe and Stroebe (1983), in a review of the literature on 

gender differences in health risks of the widowed (a 

significant interpersonal loss), found that men (usually 

middle-aged to elderly) were at greater risk for all of the 

negative health consequences of losing a spouse that were 

examined. Stroebe and Stroebe (1983) found widowers were at 

greater risk than widows for psychological distress, suicide, 

depression, psychiatric disorders, physical illness, and 

natural death. 

In conclusion, subtypes of depression appear to covary 

with gender and a number of correlates of gender, but it is 

unclear to what extent gender itself may contribute to 

subtypes of depression. Nolan-Hoeksema (1987) suggests in a 

review of depression research that compared to men, women 

have more depression episodes and a more ruminative and less 

active coping style for depression. The historic trend for 

differences between genders in socialization, and in spheres 

of major life involvements which may include different types 

of significant loss (e.g., male loss of career, female loss 

of a child), may account for many gender differences observed 

in subtypes of depression. Additionally, studies finding 
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that women have completed suicide in higher rates if they are 

involved in more career and achievement oriented pursuits is 

suggestive of the impact of socialization, and not gender per 

se, on depression. 

Treatment of Beck's (1983) 
Subtypes of Depression 

In addition to Beck's (1983) description of depressive 

episode symptomatology of patients with autonomous and 

socially dependent schemas. Beck suggests that these patients 

are likely to benefit most from different treatment 

approaches. Beck notes that patients with an autonomous 

schema feel defeated, inept, and unable to accomplish 

anything. They are skeptical and uninterested in therapy, 

tend not to bring material for discussion in therapy, avoid 

significant concerns in therapy, expect to solve their 

problems on their own, and cancel sessions or prematurely 

terminate treatment. Patients with an autonomous schema 

often seek treatment only when problems are extreme. They 

also are distrustful of their spouse's ability to help, 

resist allowing their spouse to help, and are uncommunicative 

about their problems with their spouse. 

Beck (1983) notes that the treatment of patients with an 

autonomous schema should increase their feelings of ability 

to accomplish their goals. Treatment should focus on 

identifying appropriate goals and problem-solving strategies 

for achieving goals both in and outside of therapy sessions. 
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Goals are worked on from lower to higher levels of 

difficulty. Beck (1983) indicates that patients with 

autonomous schemas are more interested in setting agendas, 

doing homework assignments, and achieving goals than having a 

close relationship with their therapist. Depressed patients 

with autonomous schemas tend to feel problems have piled up 

on them and that they have to solve their problems on their 

own, but are overwhelmed. They also are concerned that 

others will feel let down by their failures. They want 

complete control at all times. Early stages of treatment 

focus less on insight work for autonomous patients than for 

patients with socially dependent schemas. Later phases of 

treatment explore their inflexible underlying assumptions. 

Beck (1983) suggests the therapist needs to communicate that 

relative freedom of action depends most on the improvement of 

personal "versatility, flexibility and adaptability" (p.280). 

Beck suggests that autonomous patients need to learn that 

fierce striving for independence results in compulsivity that 

is lacking in freedom. Accepting a broad range of possible 

goals, some of which may not be achieved, is important for 

the autonomous patient. 

Beck (1983) indicates that patients with socially 

dependent schemas usually have too much material they want to 

discuss in treatment and look to the therapist to solve their 

problems. These patients do not want to terminate treatment 

even when they are doing well. They also tend to be overly 
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dependent on direction and support from their spouse and 

overreact to crises. 

Early phases of treatment for patients with a socially 

dependent schema should focus on the therapist helping the 

patient in a warm and supportive manner. Therapy does not 

initially focus on increasing patient independent problem-

solving abilities. Patients with socially dependent schemas 

are more open to insight oriented therapy early in treatment 

than autonomous patients. Therapist clarifications and input 

often are valued by the patient and may act to "feed" the 

patient as well as to be used by the patient to effect 

personal change. Some issues to identify in working with 

these patients in the early stages of treatment include views 

of their unacceptability and their tendency to over-interpret 

reactions of others toward them as negative. 

Antecedents of Beck's (1983) Proposed 
Subtypes of Depression 

Many psychodynamic theorists (of. Arieti & Bemporad, 

1980; Blatt, 1974) have studied patients similar to the 

patients described by Beck (1983) with autonomous and 

socially dependent schemas. Many of the theorists describe 

the incomplete, unsatisfactory working through of dependency 

needs in early childhood as frequently resulting in some form 

of an anaclitic (socially dependent) or introjective 

(autonomous) depression, which often continues to some extent 
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into adulthood (Blatt, 1974; Freud, 1917/1950; Parens & Saul, 

1971; Rochlin, 1965) . 

Blatt (1974) detailed two basic types of depressive 

experiences in a review of the writing of Bibring (1953) and 

Fenichel (1945). Blatt described the anaclitic, dependent 

subtype of depression, distinguished by feelings of 

helplessness and fragility, fear of being abandoned, and 

wishes to be loved and protected. Blatt characterized the 

introjective, autonomous subtype of depression by feelings of 

guilt, worthlessness, sense of failure, and self-criticism. 

The introjective type often is described in psychodynamic 

theories as counterdependent, defending against strong and 

threatening dependency needs. Dependency still characterizes 

this subtype of depression, even though patients often may 

appear interpersonally independent and able to care for 

themselves (Horney, 1945; Parens & Saul, 1971; Rochlin, 

1965) . 

Many psychodynamic theorists hypothesize that patients 

with anaclitic and introjective subtypes of depression have 

impairments in the level of object representation that leaves 

them vulnerable to experiencing depression as a result of 

real or perceived loss in their representative domain of 

preferred objects (Blatt, 1974). Hammen et al. (1985) 

followed college students prospectively separated into 

dependent and self-critical subtypes of depression. They 

found students with dependent schemas to be more depressed 
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after schema congruent interpersonal losses than achievement 

losses. The opposite pattern was seen for students with 

self-critical schemas, but these results were less often 

statistically significant. 

Arieti and Bemporad (1980) have developed a model of 

depression which encompasses interpersonally dependent and 

self-critical experiences as related to the development of 

two subtypes of depression (e.g., dominant-other and 

dominant-goal, respectively). The dominant-other subtype of 

depression tends to be passive, dependent and manipulative, 

avoids anger, and focuses on interpersonal relationships. 

The dominant-goal subtype of depression is described as 

arrogant, obsessive, withdrawn from others, and generally 

preoccupied with efforts to achieve. 

Other authors describe subtypes of depression similar to 

Beck's (1983) portrayal of patients with socially dependent 

schemas, such as anxious attachment described by Bowlby 

(1973), Murray's (1938) need called "succorance," Laing's 

(1965) ontologic dependence, and the psychodynamic concept of 

oral-dependent personality. Hirschfeld and Klerman (1979) 

also describe a dependent subtype of depression as common, 

exhibiting poor self-confidence, social ineptness, 

introversion, and interpersonal dependence. Erikson (1965) 

detailed the psychosocial stage of development from birth to 

one-and-one-half years as involving the crisis of trust 

versus mistrust, with adequate resolution establishing a 
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basic sense of safety, and inadequate resolution creating 

insecurity, anxiety, and possible adult psychosocial 

developmental difficulties. 

The autonomous schema subtype of depression is similar 

to Murray's (1938) needs of deference and abasement. 

Hirschfeld and Klerman (1979) describe a common subtype of 

depression as appearing self-critical, conscientious, hard 

working, and responding to adult losses in a self-punitive 

way. Erikson (1965) describes the psychosocial developmental 

crisis of autonomy versus self-doubt (one-and-one-half to 

three years), with adequate resolution depicted as perception 

of self as an agent capable of controlling one's own body and 

making things happen. Inadequate resolution of the autonomy 

versus self-doubt stage generates feelings of inadequacy to 

control events and may negatively impact progress through 

adult psychosocial developmental stages. 

Many of the first research investigations attempting to 

demonstrate subtypes of depression in adults similar to 

Beck's (1983) autonomous and socially dependent schemas have 

tended to utilize Blatt's (1974) formulation of introjective 

and anaclitic subtypes of depression. Blatt's formulation of 

these two subtypes of depression differs from Beck's in one 

key manner. Blatt describes the introjective subtype of 

depression as best thought of as self-critical. In other 

words, self-criticism is viewed as the primary attribute, in 

opposition to dependency, in discriminating between the 
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introjective and anaclitic subtypes of depression. Blatt et 

al. (1982), Brown and Silberschatz (1989), Hammen et al. 

(1985), Klein, Harding, Taylor, and Dickstein (1988), 

McCranie and Bass (1984), and Zuroff and Mongrain (1987) have 

attempted to assess subtypes of depression called dependent 

and self-critical. Most of the aforementioned studies found 

groups which approximated the socially dependent subtype of 

depression, but limited or no support for the self-critical 

subtype of depression. Brown and Silberschatz could not 

isolate either the dependent or self-critical subtypes of 

depression. 

Brown and Silberschatz (1989) investigated dependent and 

self-critical subtypes of depression as detailed by Blatt et 

al. (1982) . They utilized the method of discriminating 

between patients with dependent and self-critical subtypes of 

depression employed by Blatt et al. (1982), Hammen et al. 

(1985), Klein et al. (1988), McCranie and Bass (1984), and 

Zuroff and Mongrain (1987). The Depressive Experiences 

Questionnaire (DEQ: Blatt, D'Afflitti, & Quinlan, 1976) was 

used in these studies to discriminate between subtypes of 

depression. The DEQ factors of self-criticism and dependency 

were created from an analysis of nondepressed student answers 

to test items expected to represent life experiences of 

depressed persons (Blatt et al., 1976). Of note in the study 

by Blatt et al. (1976) is that significant differences by 

gender were found in responses to DEQ items, which has not 
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been discussed in other studies that have utilized the 

measure. Brown and Silberschatz (1989) examined the role of 

internality (Abramson, Seligman, & Teasdale, 1978) as related 

to the self-critical subtype of depression and not associated 

with the dependent subtype of depression. Brown and 

Silberschatz hypothesized that the self-critical subtype of 

depression as formulated by Blatt et al. (1982) posits an 

internal locus of control for negative events and the 

dependent subtype of depression evidences a belief in an 

external locus of control for negative events. Brown and 

Silberschatz found that in an adult psychiatric outpatient 

sample that dependency and self-criticism correlated 

positively with each other and with internality, so they were 

unable to support the specificity of dependency and self-

criticism as subtypes of depression. Perhaps utilizing 

Beck's (1983) suggestions for discriminating between types of 

self-criticism can help future investigations better isolate 

the "self-critical" group. 

In addition to making improvements in identifying 

behavioral, cognitive, and life event discriminators between 

patients with socially dependent and autonomous schemas, it 

is important that studies improve their methods of isolating 

relevant and replicable patient samples to be studied. 

Studies need to utilize patient samples which accurately 

reflect theoretic conceptions regarding who is likely to be 

seen for treatment presenting with an autonomous or socially 
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dependent schema. Coyne and Gotlib (1983) have noted that 

most studies of depression do not use moderate to severely 

depressed patients. Mildly depressed persons, often college 

students, are typical in most studies, which employ the BDI 

or other self-report measures to assess level of depression 

instead of utilizing criteria such as found for DSM-III-R 

(American Psychiatric Association, 1987) mood disorders. 

Most striking about the trend to use mildly depressed college 

students who are not in treatment [seen in the studies 

described above by Blatt et al. (1982), Hammen et al. (1985), 

Klein et al. (1988), McCranie and Bass (1984), and Zuroff and 

Mongrain (1987)] is that the observations upon which the 

theories of introjective and anaclitic subtypes of depression 

have been formulated historically were based on moderately to 

severely depressed therapy patients. A further limitation of 

the college student studies, and with much of the 

psychodynamic theories regarding subtypes of depression, is 

the lack of detailed descriptions of behavior and life events 

associated with the subtypes of adult depression, which is 

central to Beck's (1983) formulation. 

•c;i-ndifis of Back's (1983) Subtypes 
nf Depression 

Seven studies (Hammen, Ellicott, Gitlin, & Jamison, 

1989; O'Donnell, Greene, Ray, & Davis, 1989; Reynolds & 

Gilbert, 1991; Robins, 1990; Robins & Block, 1988; Robins, 

Block, & Peselow, 1989; Robins & Luten, 1991) have attempted 
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to identify socially dependent and autonomous subtypes of 

depression as described by Beck (1983). All these studies, 

except for O'Donnell et al. (1989) and Robins and Luten 

(1991), utilized the Sociotropy-Autonomy Scale (SAS: Beck, 

Epstein, Harrison, & Emery, 1983) to identify patients with 

autonomous and socially dependent schemas. The SAS appears 

to use general self-criticism as a major discriminator 

between socially dependent and autonomous patients, with the 

Autonomy subscale of the SAS characterizing autonomous 

patients as generally more self-critical than sociotropic 

patients, similar to the characterization of autonomous 

patients by Blatt et al. (1982). This procedure appears to 

contradict, as previously noted. Beck's (1983) point that 

both autonomous and socially dependent subtypes of depression 

may be self-critical, and that the content of the self-

criticism must be differentiated accurately. For example, 

patients with the socially dependent depression schema might 

state, "I am unlovable," whereas patients with an autonomous 

schema might say, "I am incompetent." Most psychological 

measures of self-criticism have been too general and 

nonspecific in content, and most studies assessing the 

dependent/self-critical dichotomy with these measures have 

equated self-criticism with the autonomous group. There have 

been only weak trends across studies investigating dependent 

versus self-critical groups of depression regarding the 

presence or absence of the self-critical group. 
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Among the seven studies investigating Beck's (1983) 

hypothesized subtypes of depression, Robins and Block (1988) 

were able to identify patients with socially dependent 

schemas who had precipitating events of interpersonal loss 

(e.g., schema congruent loss), but they were unable to 

identify an autonomous subtype of depression. Robins et al. 

(1989), Robins (1990), and Reynolds and Gilbert (1991) 

identified a socially dependent subtype of depression, but 

again they found little or no support for an autonomous 

subtype of depression. Robins et al. (1989) found socially 

dependent depression associated with anxious depression. 

Robins and Luten (1991) used the Personal Style Inventory 

(PSI: Robins, Ladd, & Luten, 1990), a scale for identifying 

persons with socially dependent and autonomous schemas, and 

found that sociotropic patients, as compared to autonomous 

patients, were more likely to cry, have labile mood, and feel 

lonely. In contrast, autonomous patients tended to be more 

anhedonic, irritable, self-blaming, and concerned with 

inability to function. Hammen et al. (1989) conducted a 

prospective study exploring Beck's subtypes of depression in 

which they identified unipolar depressed patients with 

socially dependent and autonomous schemas, but these results 

were not found for bipolar patients. They found at 6-month 

follow-up that the two groups had more adverse reactions to 

schema congruent losses than schema incongruent losses. 

O'Donnell et al. (1989) utilized ratings of patient behavior 



21 

and psychiatric diagnoses to derive groups of socially 

dependent and autonomous patients and found that patients 

with socially dependent schemas, compared to patients with 

autonomous schemas, had more interpersonal losses preceding 

depression, anxious depression, and somatic depression. 

Patients with autonomous schemas, compared to patients with 

socially dependent schemas, were found to have hostile 

depression, cognitive depression, and more substance abuse 

preceding a depressive episode. 

Symptomatology during depressive episodes of patients 

with socially dependent and autonomous schemas largely has 

been ignored by studies assessing these subtypes of 

depression except for the studies by O'Donnell et al. (1989) 

and Robins and Luten (1991). All the studies attempting to 

explore directly Beck's (1983) hypothesized subtypes of 

depression, except for O'Donnell et al., utilized the SAS or 

the PSI. Robins et al. (1989) suggest that 

It may be that Beck (1983) was incorrect about 
which particular symptoms, if any, are related to 
autonomy. It is also possible, however, that the 
problem lies, at least in part, in the autonomy 
measure. Robins and Block (1988) found that 
sociotropy, but not autonomy, was related to a 
stronger association between negative events and 
depression. Robins (1985) found that the 
subfactors of the Autonomy scale were only 
moderately correlated and had opposite relations 
with depression level, suggesting that several 
constructs may be confounded in the measure. (p. 
88) 

The difficulties encountered by most of the above cited 

studies in isolating the subtypes of depression hypothesized 
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by Beck (1983) might be avoided, in part, by utilizing a 

smaller number of items to discriminate between groups than 

the SAS's 60 items. Additionally, focusing on behavioral 

symptoms during depressive episodes to discriminate between 

subtypes of depression in future investigations may help 

avoid the difficult task of distinguishing between types of 

self-critical cognitions, which some SAS items focus on in 

the Autonomy subscale. While there have been some findings 

for a socially dependent subtype of depression in studies 

using the SAS, PSI, or Blatt's (1974) formulation of 

introjective and anaclitic depression, there has been little 

support for the autonomous subtype of depression. 

Overall, many theorists hypothesize subtypes of 

depression similar to Beck's (1983) socially dependent and 

autonomous schema subtypes of depression. The studies 

investigating subtypes of depression similar to or the same 

as those described by Beck frequently have identified a 

socially dependent subtype of depression, but the autonomous 

subtype of depression has not been identified consistently. 

Additionally, there has been little research exploring the 

depressive episode symptomatology of Beck's hypothesized 

subtypes of depression, and few external correlates of the 

two subtypes have been found consistently. 
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Unitary Models of Depression 

Many theories of the mechanisms of depression 

conceivably could be utilized to assess for the prevalence of 

autonomous and socially dependent subtypes of depression. 

However, most theories beyond the ones already mentioned have 

not delineated these types well. For example, the revised 

learned helplessness model (Abramson et al., 1978), and much 

of the research which has investigated it, is concerned with 

a single general mechanism as determining depression. This 

literature specifies little about subtypes of depression in 

regards to differences in etiology, precipitating events, and 

presenting symptomatology. Perhaps as this literature 

progresses, types or clusters of attributions related to 

subtypes of depression will be discerned, as well as varying 

types of life situations which may relate to the development 

of subtypes of learned helplessness. 

Craighead, Kennedy, Raczynski, and Dow (1984) note that 

loss of valued reinforcers is described by some theorists as 

integral to the development of depression. This is similar 

to the situation of learned helplessness in that it does not 

focus on large clusters of reinforcers which may be 

differentially operative across subtypes of depression. 

Social support research also has not focused on 

differentiating between types of loss of support as related 

to subtypes of depression. Another frequent difficulty in 

depression research is seen in studies relating life-events 
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and stress to depression. in life-events studies, it has 

been described how a recent loss of a parent (Brown & Harris, 

1978) may be associated with an onset of depression soon 

afterward. In these life-events and stress studies, efforts 

rarely are made to assess for the presence of subtypes of 

depression as related to differential precipitating life-

events or stress. 

Life-event and stress research have found associations 

between adult depressive episodes and parental death or 

divorce as a child, one's own divorce, or death of a loved 

one as an adult (Brown & Harris, 1978; Hammen et al., 1989). 

An epidemiologic study by Brown and Harris (1978) found that 

the greater the severity of anxiety and depression for 

persons, the greater the histories of losses from death and 

separations. Unemployment also has been found to precede 

depressive episodes (Brown & Harris, 1978). Additionally, 

research has found a relationship between parental divorce 

and problems such as child and later adult antisocial 

behaviors (Brown & Harris, 1978; Rutter, 1971). Broken homes 

also have been associated with adult attempted suicides, 

particularly for persons with personality disorders (Greer & 

Gunn, 1966) . O'Donnell et al. (1989) found that depressed 

patients with socially dependent schemas, compared to 

patients with autonomous schemas, had more adult 

precipitating factors of marital conflict, separation or 

divorce, death of a loved one, problems in parental home 
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before age 12 (death of parent, divorce), and major problem 

areas (antisocial behavior). Social support literature 

suggests the importance of unhealthy close interpersonal 

relationships in the development of depression. Brown and 

Harris (1978) found that women who discuss their difficulties 

with their husband or boyfriend are less vulnerable to many 

stressors than women without such a relationship. This 

finding also holds if the family has children at home, if 

there is loss of a parent before age 11, and if a family 

member is jobless. 

In conclusion, it appears that perspectives which assess 

for single causative agents of depression have found 

significant relationships between depression and different 

types of cognitive structures, rewards, social supports, and 

life events and stress. Nevertheless, these studies tend not 

to lend themselves to differentiating subtypes of depression. 

These theories, and the research they generate, typically 

seek to find a single cause of depression and to show how 

depressed and normal controls differ on a single causative 

variable. Research designs which specify subtypes of 

depression may better determine relationships with different 

types of cognitive structures, rewards, social supports, and 

life events and stress. 
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Other Models of Subtypes 
of Deprf̂ .q.qion 

A frequent distinction made in the literature on 

subtypes of depression is between endogenous and reactive 

depression (Craighead et al., 1984). This dichotomy has been 

based on a number of developmental, symptomatic, and 

treatment outcome factors. The specific meaning of 

endogenous and reactive depression varies greatly across 

articles, and the meaning frequently is not well described. 

Craighead et al. (1984) summarize a number of definitions 

which represent the uses of these terms across many studies: 

Endogenous depression is considered a genetically 
based disorder which results primarily from 
biological factors. The physiological 
characteristics or symptoms are most prominent, 
although they will be accompanied by other 
characteristics. Endogenous patients supposedly 
respond positively to the somatic therapies such as 
antidepressant medications and EOT. Reactive 
depression, on the other hand, occurs in response 
to external events, and may be characterized by any 
of the identifying factors in depression; reactive 
depressives are more likely to be responsive to 
psychologically oriented therapies. (pp- 187-188) 

Craighead et al. (1984) further suggest that the 

distinction between endogenous and reactive depression 

represents more of a dimensional phenomenon over which 

patients fall at various points. Craighead et al. report 

that there is little research evidence supporting the 

dichotomy between endogenous and reactive depression in terms 

of development of depression, depressive episode 

symptomatology, or differences in treatment outcome. 
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Psychotic versus neurotic is another common 

differentiation between subtypes of depression. Some studies 

equate endogenous with psychotic and reactive with neurotic 

depression. Craighead et al. (1984) noted that psychotic and 

endogenous depression as well as neurotic and reactive 

depression do not completely overlap with regard to symptoms 

during depressive episode, etiology, or treatment outcome. 

Beck (1983) briefly alluded to the possibility that 

depressed patients with an autonomous schema may reflect 

aspects of endogenous depression, whereas depressed patients 

with socially dependent schemas may share characteristics 

with reactive depression. However, Beck's analogy to the 

endogenous versus reactive dichotomy should be questioned 

because he characterizes the patients with socially dependent 

schemas as having more somatic symptoms than the patients 

with autonomous schemas, and neither patient type as being 

characterized by psychotic processes. Additionally, Beck's 

description of patients with autonomous schemas as hostile 

depressed and patients with socially dependent schemas as 

anxious depressed suggests elements of neurotic or reactive 

depression for both subtypes as much, or more so, than 

endogenous depression. Overall (1983) identified anxious, 

hostile, retarded, and agitated subtypes of depression on the 

Brief Psychiatric Rating Scale (BPRS: Overall & Gorham, 

1962). O'Donnell et al. (1989) used Beck's behavioral 

criteria to separate depressed patients into socially 
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dependent and autonomous subtypes of depression. O'Donnell 

et al. (1989) found depressed patients with autonomous 

schemas to be described by raters on the BPRS as hostile 

depressed, with high scores on the MMPI Wiggins Depression 

Scale (Wiggins, 1966), suggesting a hostile, cognitive 

depression (Nichols, 1988). O'Donnell et al. found depressed 

patients with socially dependent schemas to be rated as 

anxious depressed, with high scores on MMPI Scale 2 

(Depression), suggesting a somatic depression. Streit, 

Greene, Cogan, and Davis (in press) found that general 

psychiatric patients scoring higher on Wiggins Depression 

Scale than MMPI Scale 2 had more DSM-III-R diagnoses of 

Antisocial Personality Disorder and Alcohol Abuse. 

Additionally, Streit et al. reported patients scoring higher 

on Scale 2 than Wiggins Depression Scale had higher ratings 

on BPRS symptom items of somatic concern and depressive mood. 

Overall (1983) indicates that agitated and retarded 

subtypes of depression often are distinguished from anxious 

and hostile subtypes of depression in the research 

literature. He further notes that this distinction is 

evident in the DSM-III (American Psychiatric Association, 

1980), where psychomotor agitation and retardation are listed 

as criteria for a Major Depressive Episode. Overall reports 

that anxiety is not included in criteria for any of the 

depressive disorders in DSM-III, suggesting that the anxious 

subtype of depression is distinct from an agitated or 
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retarded subtype of depression. These conclusions would 

remain largely the same in the DSM-III-R diagnostic criteria 

for these disorders. 

While there have been many efforts to demonstrate 

subtypes of depression that can be useful for prediction of 

matters such as course of illness and treatment response, it 

is clear that few subtypes of depression have been validated 

widely. There still is considerable need to refine 

conceptions regarding subtypes of depression to aid in better 

classification and treatment of depressive disorders. A 

number of subtypes of depression explored in the literature 

appear to overlap with the two subtypes of depression 

described by Beck (1983). Hostile and anxious subtypes of 

depression have been described in a number of studies, and 

these may be similar to Beck's patients with autonomous and 

socially dependent schemas, respectively. 

Personality Disorders and 
Subtypes of Depression 

The interface between personality disorders and 

depressive disorders can create difficulties for diagnosis 

and determination of appropriate treatment strategies. High 

comorbidity rates have been found for patients having both 

depressive disorders and personality disorders (Charney, 

Nelson, & Quinlan, 1981; Koenigsberg, Kaplan, Gilmore, & 

Cooper, 1985). Depressive disorder diagnoses concurrent with 

personality disorder diagnoses also have been used in 
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distinguishing between subtypes of depression (Overholser, 

Kabakoff, & Norman, 1989). 

Dependent Personality Disorder often has been associated 

with depression in the research literature (Overholser et 

al., 1989). Koenigsberg et al. (1985) found that the most 

prevalent Axis I diagnoses concurrent with Dependent 

Personality Disorder were Major Depression and Adjustment 

Disorder. Chodoff (1972) and Zuroff and Mongrain (1987) 

indicate that the lack of hopefulness and tendency to look to 

resources and control outside of themselves may increase the 

vulnerability of persons with Dependent Personality Disorder 

to problems with chronic depression. 

Questions have been raised in the research literature 

regarding the interpretability of study findings which 

identify high comorbidity of depression and personality 

disorder diagnoses. Klerman (1973) has suggested that 

behaviors exhibited during a depressive episode may obscure 

any accurate assessment of personality traits that precede or 

coexist with a depressive episode. Overholser et al. (1989) 

suggest that personality traits may be found to be associated 

with depression whether evaluated preceding or during the 

time of a depressive episode. Wittenborn and Maurer (1977) 

found obsessive personality traits to be consistent when 

assessed prior to depressive episode and again at one year 

after depressive episode. Parens and Saul (1971) suggest 

that personality characteristics such as dependency are more 
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likely to be evident when people are depressed than when they 

are not depressed. 

It may be possible to assess differences in personality 

traits between subtypes of depression during a depressive 

episode. As noted previously, a number of studies have found 

characteristic personality styles, such as autonomous and 

particularly socially dependent to aid in the differentiation 

of subtypes of depression. 

Millon (1981) has noted that personality disorders tend 

to reflect more long-term behavioral trends than Axis I 

disorders, which may suggest the likelihood that personality 

disorders would be evident during a depressive episode. 

Overholser et al. (1989) indicated that personality disorders 

may actually be more prevalent in depressed patients than in 

nondepressed patients. Mezzich, Fabrega, and Coffman (1987) 

reported that depressed patients, compared to nondepressed 

patients, exhibited more diagnoses of Dependent Personality 

Disorder. Overholser et al. compared groups of 

depressed/dependent, depressed/not dependent, not 

depressed/dependent, and not depressed/not dependent 

patients. Their results indicated that many depressed 

patients did not exhibit increased dependency behaviors. 

Overholser et al. found that dependent patients, regardless 

of level of depression, had MMPI scores suggestive of 

anxiety, self-doubts, and social insecurities. Also, 

dependency was associated with reduced activity and energy 
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levels, but only when seen in conjunction with depression. 

Demographic data showed that depressed/dependent psychiatric 

patients, as compared with general psychiatric patients, were 

older and more likely to be women. Similarly, O'Donnell et 

al. (1989) found depressed patients with socially dependent 

schemas to be older and more likely to be female compared to 

depressed patients with autonomous schemas. 

In reviewing evidence regarding the relationship between 

depression and personality disorders, it appears that 

personality disorders may interact with symptomatology during 

depressive episode and treatment outcome. Also, research 

suggests that personality traits may be evaluated accurately 

during a depressive episode. Dependent Personality Disorder 

often appears to be associated with depression, and may be 

related to Beck's (1983) conception of the socially dependent 

schema subtype of depression. Although most of the research 

which attempts to relate personality disorders directly to 

depression have focused only on Dependent Personality 

Disorder, results suggest the relevance of assessing for 

differences across personality disorder diagnoses when 

attempting to isolate subtypes of depression. 

.qnbtypes of Deprp̂ s-̂ ion and Suicide. 
Snbstanrfi Abuse, and Hostility 

Beck (1983) notes that depressed patients with 

autonomous schemas consider suicide because they feel stuck 

or thwarted. They see themselves in a no-win situation that 
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they will be unable to bear. They may see suicide as the 

only way out. They worry about decreasing ability to 

function that will result in an increasing round of failures. 

Beck (1983) notes that some dysfunctional thinking leading to 

suicide attempts include: "I'm caught in a vise. I can only 

get worse. I'll become a basket case. I won't be able to do 

my job (as a parent, worker, husband/wife). I'm trapped" (p. 

278) . 

Beck (1983) describes depressed patients with socially 

dependent schemas as contemplating suicide because they do 

not want to live anymore. They often believe that an 

important, close relationship will be lost irretrievably. 

Some of the attitudes are: "I can't live without love. I 

can't stand the suffering. Life is meaningless, since my 

loved one died/left. Nobody cares about me" (p. 278) . 

Hostility directed towards oneself has been seen as a 

factor in suicide by many theorists (Beck, 1967; Yesavage, 

1983) . However, this theory has had limited research 

investigation (Gottschalk, Gleser, & Springer, 1963). 

Yesavage found in a sample of depressed inpatients that self-

destructive acts were correlated with measures of hostility. 

He found that measures of directly expressed hostility and 

violence (e.g., behavioral observations in the hospital) 

correlated with patient withdrawal from others and attempts 

to restrain themselves from self-destructive behaviors. 

Georgotas and McCue (1988), in reviewing the research 
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literature on suicide, estimated that depressed persons 

commit from 45 to 70 percent of all completed suicides, which 

indicates the importance of improving methods of evaluating 

suicide risk for depressed patients. Georgotas and McCue 

(1988) noted that suicide risk was increased by factors such 

as feelings of hopelessness, anhedonia, guilt, and hostility. 

Friedlander (1940) described patients at greatest risk for 

completing suicide as melancholic depressed patients, who 

were obsessed with hostile feelings. A less lethal subtype 

of depression described by Friedlander was an addictive 

suicide type, preoccupied with wishes for reinvolvement with 

early lost objects. 

Longitudinal research on psychiatric patients has 

reported high rates of suicide in patients with substance 

abuse disorders (Black, Warrack, & Winokur, 1985; Tsuang, 

1978). Georgotas and McCue (1988) found an association 

between depression, alcoholism, and suicide. Robins (1981) 

found that 94 percent of persons who complete suicide were 

mentally ill at the time of their death; 47 percent were in a 

depressive episode, and 25 percent were alcoholics. It 

appears that alcoholism, hostility, and depression all may 

combine to potentiate risk for completed suicide. Therefore, 

if a particular subtype of depression is prone to display 

these and other risk factors, the potential suicide risk may 

increase. Seligman (1975) suggested depression in women may 

be comparable to alcoholism in males. As noted earlier, it 
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is believed widely that women exhibit higher rates of 

depression than do men. However, many findings appear to 

call this belief into question. Depression has been 

suggested as a precurser to such problems as the higher rates 

of suicide, alcoholism, and alcohol-related accidents and 

deaths observed for men as compared to women (de Catanzaro, 

1981; Klerman & Weissman, 1980) . 

Hesselbrock, Hesselbrock, and Workman-Daniels (1986) 

reported that Major Depression and Antisocial Personality 

Disorder are often diagnosed along with alcoholism. Major 

Depression has been found to occur in 8 to 71 percent of 

persons suffering from alcoholism (Keeler, Taylor, & Miller, 

1979; Weissman, Myers, & Harding, 1980). Hesselbrock et al. 

reported that the research literature indicates that the 

diagnosis of Antisocial Personality Disorder concurrent with 

alcoholism may range from 20 to 41 percent among cases of 

depression. 

Fruensgaard, Benjamen, Joensen, and Helstrup (1983) 

reviewed research comparing the employed and persons 

dismissed from work, and found greater incidence of alcohol 

abuse, sickness, legal offenses, and completed suicide in the 

unemployed. Piatt and Kreitman (1985), reviewing the 

research on suicide rates, found that loss of self-esteem and 

achievement loss frequently were associated with completed 

suicide. Piatt and Kreitman also found rates of parasuicide 

to be greater for the unemployed as compared to the employed. 



36 

Unsuccessful suicide attempts may reflect Beck's (1983) 

portrayal of patients with socially dependent schemas as 

having a passive suicide style as compared to his description 

of patients with autonomous schemas as having an active 

suicide style. Active suicide attempts are more violent and 

more likely to result in death than passive attempts, which 

suggests that studies reporting on characteristics of 

unsuccessful suicide may be more relevant for characterizing 

passive than active attempts. Paykel, Prusoff, and Myers 

(1975) found a greater incidence of health and interpersonal 

losses in a group exhibiting suicide gestures than in groups 

of depressed and normal controls. 

Among depressed patients, Blatt et al. (1982) found 

anaclitic patients, compared to introjective patients, to 

exhibit more impulsive behavior, fears of loneliness and 

abandonment, and suicide gestures. In contrast, the 

introjective patients demonstrated more focus on achievement, 

general obsessiveness, and serious suicide attempts. 

In summary, it is clear that there is a close 

relationship between depression and suicide. Approximately 

45 to 70 percent of persons who complete suicide appear to be 

experiencing a depressive episode (Georgotas & McCue, 1988). 

Beck (1983) notes that depressed patients with autonomous 

schemas consider suicide because they feel utterly thwarted: 

"I won't be able to do my job (as a parent, worker, 

husband/wife). I'm trapped" (p. 278). Beck describes 
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depressed patients with socially dependent schemas as 

thinking of suicide because they believe a major personal 

relationship has been damaged beyond repair. Friedlander 

(1940) described two subtypes of depression in terms of 

suicide potential similar to subtypes described by Beck 

(1983) . Friedlander found the group at greatest risk for 

completing suicide to be the melancholic type, who were 

focused on feelings of hostility. Friedlander described a 

less self-destructive subtype of depression, the addictive 

suicide type, as focused on wishes for reinvolvement with 

early lost objects. Georgotas and McCue (1988) found a 

correlation between depression, alcoholism, and suicide. 

Given the strength of the relationship found in the 

literature between depression and suicide, it is important to 

continue efforts which may aid in better assessing the 

possibility that people with different subtypes of depression 

may be prone differentially to serious suicide attempts or 

completed suicide. Additionally, hostility may be a variable 

which adds to factors such as alcoholism and depression to 

increase suicide risk. 

pr-ng Trf^atment and Subtypes 
of Depression 

Nelson (1987) notes that there may be differential 

response to drug treatments across depressive spectrum 

diagnoses. Common drug interventions for depressive 

disorders include tricyclic antidepressants such as 
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imipramine and amitriptyline. Nelson (1987) indicates that 

research has found antidepressants to be unsuccessful in 

treating psychosis, but that there is growing evidence for 

the effectiveness of antipsychotic medications in the 

treatment of depression. 

There have been a number of studies on drug 

interventions for depressive disorders classified by 

phenomenology. Hollister and Overall (1965) reported that 

neuroleptic medications were successful in treating anxious-

depressed patients. Prusoff and Paykel (1977) found retarded 

depressions to improve with antidepressant medication, and 

anxious depressions to be treated successfully with 

antipsychotic medications. Hollister, Overall, Pokorny, and 

Shelton (1971) reported that both phenothiazine and 

benzodiazepine treatments were successful for anxious-

depressed patients. Raskin, Schulterbrandt, Reatig, Crook, 

and Odle (1974) found that patients with hostile depression 

worsened with benzodiazepine treatment. 

Antipsychotic drugs were more effective than placebos in 

four of six studies using antipsychotic medication and 

placebo controls to treat anxious-depressed patients (Fann, 

Lake, & Majors, 1974; Frolund, 1974; Ovhed, 1976; Predescu, 

Ciurezu, Timofte, & Roman, 1973). There were no differences 

observed in one study (De Jonghe, Schalken, & van der Helm, 

1976), and the placebo was more effective in another (Raskin, 

Schulterbrandt, Reatig, Chase, & McKeon, 1970). 
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Antipsychotic medications have been reported to be as 

effective as benzodiazepines in six studies on the treatment 

of depression (De Jonghe et al., 1976; General Practitioner 

Clinical Trials, 1971; Hollister et al., 1971; Johnson, 1979; 

Kurland, 1976; Rosenthal & Bowden, 1973) . Similarly, 

compared to tricyclic antidepressants, antipsychotic 

medications have been found to be equally effective in the 

treatment of anxious or neurotic/reactive depressed patients 

(General Practitioner Clinical Trials, 1971; General 

Practitioner Clinical Trials, 1972; Click, 1973; Johnson, 

1979; Lodge Patch, Pitt, & Yeo, 1967; Paykel, Price, Gillan, 

Palmai, & Chesser, 1968; Rickels, Jenkins, Zamostien, Raab, & 

Kanther, 1968; Wittenborn & Kiremitci, 1975; Young, Hughes, & 

Lader, 197 6) . Antipsychotic medications were reported to be 

more effective than antidepressants in two studies evaluating 

the treatment of anxious and neurotic depressed patients 

(Hollister, Overall, Shelton, Pennington, Kimbell, & Johnson, 

1967; Raskin et al., 1970). Nelson (1987) reported that 

research evidence indicates anxious (e.g., neurotic) 

depressed patients showed roughly equivalent improvement when 

treated with antidepressants, neuroleptics, or sedative-

hypnotics . 

Two studies have reported greater improvement for 

endogenous depression from treatment with neuroleptics as 

compared to placebo (Klein, 1966; Raskin et al., 1970). Both 

antipsychotic medication and tricyclic antidepressants have 
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shown positive results in five studies of endogenous 

depression (Kiev, 1972; Klein, 1966; Paykel et al., 1968; 

Simpson, Amin, Angus, Edwards, Go, & Lee, 1972; Wittenborn & 

Kiremitci, 1975) . In contrast, two studies have found 

antidepressants to be more successful in the treatment of 

endogenous depression than antipsychotic medication 

(Hollister et al., 1967; Raskin et al., 1970). Hollister et 

al. identified their endogenous depressed patients as 

exhibiting a retarded-depressed phenomenology. 

Three studies which evaluated treatment effects at long-

term follow-up found that maintenance of treatment effects 

and relapse rates were similar for depressed patients treated 

with either antipsychotic or antidepressant medications 

(Kiev, 1972; Klein, 1966; Simpson et al., 1972). 

In conclusion, no studies have looked at the 

relationship between drug treatment and the subtypes of 

depression specifically described by Beck (1983). The most 

relevant evidence that there may be differences in drug 

effects between Beck's two subtypes of depression is seen in 

the findings across a number of studies mentioned above in 

regards to anxious or reactive depression. Studies have 

indicated that anxious depression may respond well to 

neuroleptics, antidepressants, and sedative hypnotics. One 

possible confound in all the drug studies reviewed above is 

that psychotic process was not controlled as a variable 

across groups. Beck described patients with socially 
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dependent schemas as anxious depressed, which suggests that 

the findings in the drug literature of positive response for 

anxious depression to both antipsychotic and antidepressant 

medication may possibly be applicable. Hostile depression, 

in contrast, has been found to improve when treated with 

mono-amine oxidase inhibitors, but to worsen with sedative 

hypnotics (Raskin et al., 1974). As noted previously, 

hostile depression is a primary characterization Beck (1983) 

makes in describing the symptomatology during depressive 

episodes for patients with an autonomous schema. 

Overview of Chapter 

Subtvpes of Depression and 
Personality Disorders 

It appears that personality disorders may interact with 

symptomatology during depressive episodes, development of 

illness, and treatment outcome. Personality disorders may 

mediate the expression of depression in the subtypes of 

depression. Additionally, research suggests that personality 

traits may be evaluated accurately during depressive episode. 

Depression and Dependent Personality Disorder have been found 

to be concurrent diagnoses for many psychiatric patients in a 

number of studies, and may be related to Beck's conception of 

the socially dependent schema subtype of depression. 

Although most of the research which attempts to relate 

personality disorders directly to depression have focused on 

Dependent Personality Disorder, this research is suggestive 
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of the relevance of assessing for differences in personality 

disorder diagnoses when attempting to isolate subtypes of 

depression. 

Subtypes of Deprf̂.<̂c>-j ̂ ^ 
and Suicidf^ 

Studies assessing for differences in manner of suicide 

attempts in subtypes of depression may be useful in helping 

to identify characteristics of persons at high risk for 

completing suicide later. Research has indicated that 

patients who attempt suicide are at risk for completed 

suicide (Robins, 1981). Also, research has reported high 

suicide rates for depressed patients (Black et al., 1985; 

Tsuang, 1978). 

Beck's (1983) description of the passive suicide 

attempts of patients with socially dependent schemas and 

active suicide attempts of patients with autonomous schemas 

is similar to* descriptions of suicide styles of depression 

subtypes described by other investigators. Friedlander 

(1940) identified two subtypes of depression. At greater 

risk for completing suicide is a hostile-melancholic type. A 

less self-destructive subtype of depression is an addictive 

suicide type who desires reunion with early lost objects. 
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Substance Abuse and .gnhfyp̂ p̂ 
of Depression 

O'Donnell et al. (1989) found patients with autonomous 

schemas to have a higher level of precipitating events of 

alcohol abuse than patients with socially dependent schemas. 

Many studies have found strong relationships between 

depression and alcohol abuse (Georgotas & McCue, 1988; 

Robins, 1981). 

Diagnoses of Major Depression, Antisocial Personality 

Disorder, and alcoholism often are found to coexist for many 

patients (Hesselbrock et al., 1986). If a particular subtype 

of depression is related to alcoholism or Antisocial 

Personality Disorder, then a clinician's ability to determine 

a client's subtype of depression correctly may suggest 

particular problems the client is experiencing and relevant 

treatment approaches. 

Hostility and Subtypes 
of Depression 

O'Donnell et al. (1989) used Beck's (1983) behavioral 

criteria for patients with the autonomous and socially 

dependent schemas to separate depressed patients into the two 

subtypes of depression. O'Donnell et al. found depressed 

patients with autonomous schemas to be described by raters on 

the BPRS as hostile depressed, with high scores on the MMPI 

Wiggins Depression Scale, suggesting a hostile, cognitive 

depression. O'Donnell et al. found depressed patients with 
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socially dependent schemas to be rated on the BPRS as anxious 

depressed. 

The findings in studies regarding differential drug 

treatment response between anxious and hostile phenomenologic 

subtypes of depression also suggests the utility of isolating 

these types in patient populations. Hollister et al. (1971) 

found neuroleptics and benzodiazepines to be effective in the 

treatment of anxious depression. In contrast, a significant 

proportion of hostile depressions have been reported by 

Raskin et al. (1974) to become worse when treated with 

benzodiazepines. 

Drug Treatment and Subtypes 
of Depression 

No studies have looked at the relationship between drug 

treatment and the subtypes of depression specifically 

described by Beck (1983). Studies have indicated that 

anxious depression may respond well to neuroleptics, 

antidepressants, and sedative hypnotics. Few studies have 

assessed the effectiveness of drug interventions for hostile 

depression, and little information is available at this time. 

One possible confound in all the drug studies reviewed is 

that psychotic process was not controlled as a variable 

across groups. Beck described patients with socially 

dependent schemas as anxious depressed, suggesting that drug 

literature findings of positive response for anxious 

depression to both antipsychotic and antidepressant 
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medication may possibly be applicable. Hostile depression, 

in contrast, has been found to improve when treated with 

mono-amine oxidase inhibitors, but to worsen with sedative 

hypnotics (Raskin et al., 1974). As previously noted, 

hostile depression is a primary characterization Beck (1983) 

makes in describing the symptomatology during depressive 

episodes for patients with an autonomous schema. Overall, 

there have been few studies of the effectiveness of drug 

interventions with different subtypes of depression. 

Interpersonal Loss and Subtypes 
of Depression 

Robins and Block (1988) were able to identify patients 

with socially dependent schemas who had precipitating events 

of interpersonal loss (e.g., schema congruent loss), but they 

were unable to identify an autonomous subtype of depression. 

Hammen et al. (1989) conducted a prospective study exploring 

Beck's (1983) subtypes of depression in which they identified 

depressed patients with socially dependent and autonomous 

schemas. They found at 6-month follow-up that the two groups 

had more adverse reactions to schema congruent losses than 

schema incongruent losses. O'Donnell et al. (1989) found in 

a retrospective study that patients with socially dependent 

schemas, compared to patients with autonomous schemas, had 

more interpersonal losses preceding depression. 

Life-event and stress research have found relationships 

between adult depressive episode and parental death or 
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divorce as a child, and death of a loved one as an adult 

(Brown & Harris, 1978; Hammen et al., 1989). 

Research also has found an association between parent 

divorce in childhood and subsequent child and adult 

antisocial behaviors, and adult depression (Brown & Harris, 

1978; Rutter, 1971). 

Treatment Compi lance and Subtypf̂ .ĉ  
of Depression 

Beck (1983) reports that patients with autonomous 

schemas frequently are disinterested in therapy, and avoid 

discussing important problems unless their therapist directs 

them to address these issues. Beck also characterizes 

autonomous patients as tending to miss sessions when they are 

feeling good and to prematurely terminate therapy. 

Beck (1983) notes that patients with socially dependent 

schemas in treatment tend to want help from the therapist, 

have much that they want to discuss, and attempt to prolong 

treatment past appropriate time for termination. 

Given Beck's (1983) portrayal of the two subtypes of 

depression, it is clear that differences are to be expected 

in the extent of patient interest in and utilization of 

treatment opportunities. Additionally, accurate 

determination of a patient's particular subtype of depression 

may aid in more successful intervention efforts as discussed 

by Beck. 
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Statemenl- of Problem 

There is a long history of efforts to improve 

classification and treatment of depressive disorders. 

Overall, there are few clear findings about subtypes of 

depression concerning etiology, depressive episode 

symptomatology, course of illness, or differential treatment 

response. While there have been many efforts to demonstrate 

subtypes of depression that can be useful for prediction of 

matters such as course of illness and treatment response, it 

appears that few subtypes of depression have been validated 

widely. There continues to be considerable need for refining 

conceptions regarding subtypes of depression to aid in better 

classification and treatment of depressive disorders. 

Beck (1983) hypothesized two subtypes of depression 

which are distinguishable by precipitating life events and 

depressive episode symptomatology. Beck describes these 

patients as likely to benefit from different treatment 

approaches. A number of studies attempting directly or 

indirectly to isolate groups of patients with socially 

dependent and autonomous schemas have found groups which 

approximated the socially dependent subtype of depression, 

but limited support for the autonomous (self-critical) 

subtype of depression has been found. There has been no 

comprehensive research exploring the depression episode 

symptomatology as described by Beck concerning the socially 
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dependent and autonomous subtypes of depression, and few 

external correlates of the two subtypes have been found. 

The present study improves upon earlier investigations 

in its assessment of behavioral symptomatology during 

depressive episodes as described by Beck (1983) to identity 

subtypes of depression. Additionally, research on subtypes 

of depression is plagued by use of samples which often are 

not representative of the phenomenon that they are 

investigating. In general, there is an overall reliance on 

nonclinically depressed college students, which does not 

accurately reflect theoretic conceptions regarding who is 

likely to be seen for treatment. The present study utilizes 

a clinically depressed patient sample, which may improve upon 

the sample characteristics utilized in many of the previous 

investigations of socially dependent and autonomous subtypes 

of depression. 

Hypotheses 

Hypothesis 1 

Depressed patients with socially dependent schemas will 

have fewer active suicide attempts than patients with 

autonomous schemas. 

Hypothesis 2 

Patients with autonomous schemas will have more 

preceding events of alcohol abuse than patients with socially 

dependent schemas. 
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Hypothesis 3a 

More patients with socially dependent schemas will have 

the anxious depression phenomenologic type than autonomous 

patients. 

Hypotheses 3b 

Socially dependent patients will have the hostile 

depression phenomenologic type less often than patients with 

autonomous schemas. 

Hypothesis 4a 

Patients with socially dependent schemas will have more 

prescriptions for neuroleptics than patients with autonomous 

schemas. 

Hypothesis 4b 

Patients with socially dependent schemas will have more 

prescriptions for antidepressants than patients with 

autonomous schemas. 

Hypothesis 5a 

Loss of a parent before the age of 12 will be more 

frequent for patients with socially dependent schemas than 

those with autonomous schemas. 
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Hypothesis 5b 

Death of a loved one preceding hospitalization will be 

more frequent for patients with socially dependent schemas 

than for patients with autonomous schemas. 

Hypothesis 6a 

There will be greater attendance to scheduled hospital 

activities for the socially dependent group than the 

autonomous group. 

Hypothesis 6b 

There will be greater total hours of activity scheduled 

for the socially dependent group than for the autonomous 

group. 

Hypothesis 7 

More patients with autonomous schemas will be commited 

involuntarily than will be patients with socially dependent 

schemas. 



CHAPTER II 

METHOD 

Subiect.':; 

Eighty-six patients were selected from inpatient records 

at Big Spring State Hospital, Big Spring, Texas. These 

patients were screened to give two samples. One group 

(n = 44) included individuals with Axis I DSM-III-R 

depressive spectrum diagnoses of Major Depression, Bipolar 

Disorder (Depressed), and Dysthymia. The second group (n = 

42) included individuals with the same diagnoses on Axis I as 

the first sample, but with a concurrent Axis II Personality 

Disorder diagnosis. Table 1 presents data on frequencies of 

diagnoses across all patients in the present study. 

The diagnoses used in the present study were made at 

discharge by a team comprised of a psychiatrist, 

psychologist, registered nurse, social worker, rehabilitation 

technician, and other staff members who have had significant 

contact with patients. The discharge diagnosis was made 

after reviewing all test results, hospital records, patient 

progress, and staff experiences with the patient. 

No DSM-III-R diagnoses beyond those already described 

were used (e.g., no concurrent organic and central nervous 

system involvements, mental retardation, psychosis, 

schizophrenia, or DSM-III-R diagnoses of drug or alcohol 

51 
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Table 1. Frequencies of diagnoses across all patients. 

Diagnosis Frequency 

Note 
Personality Disorder is abbreviated as P.D 

Major Depression 26 
Dysthymia 13 
Bipolar Disorder (Depressed) 4 
Major Depression and Dysthymia 1 

Major Depression with 
(1) Dependent P.D. 2 
(2) Borderline P.D. 3 
(3) Obsessive Compulsive P.D. 1 
(4) Passive Aggressive P.D. 1 
(5) Histrionic P.D. '^ 
(6) Mixed P.D. (Histrionic 

and Dependent features) 2 
(7) Mixed P.D. (Passive Aggressive 

and Borderline features) ^ 

Dysthymia with 
(1) Dependent P.D. 
(2) Borderline P.D. 
(3) Histrionic P.D. 
(4) Antisocial P.D. 
(5) Passive Aggressive P.D. 
(6) Mixed P.D. (Histrionic 

and Dependent features) 
(7) Mixed P.D. (Passive Aggressive 

and Borderline features) 
(8) Mixed P.D. (Borderline ^ 

and Antisocial features) 

Bipolar Disorder (Depressed) with ^ 
(1) Histrionic P.D. ^ 
(2) Antisocial P.D. 

Major Depression and Dysthymia with ^ 
(1) Borderline P.D. -̂  
(2) D e p e n d e n t P . D . 

• xii .ij'jyHjji •"" •KIT-»«•-"•-.-^s;-aa»»^ 
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dependence) . Patients also were excluded, based on ratings 

on the BPRS, who had more than a low level of grandiosity. 

This procedure was followed in order to screen out patients 

who might be moving into a manic phase. A "low level" refers 

to scores of "1" or "2" on the BPRS (possible BPRS ratings 

range from 1 = not present, to 7 = extremely severe). 

Patients with any ratings on the BPRS greater than "1" for 

hallucinations were excluded in order to screen out patients 

exhibiting psychosis. These exclusionary criteria resulted 

in a small sample, but aided in creating a homogeneous group 

of patients in a manner which may reflect closely the 

subtypes of depression as described in the theoretical 

literature and as seen in research on autonomous and socially 

dependent patients. After screening approximately 1500 

patient records, the above mentioned exclusionary criteria 

resulted in a final sample of 86 subjects used in the present 

study. 

Assessmf^nt Measures 

Brief Psychiatric 

Rating Scale 

The BPRS is a symptom-rating scale intended for use by 

qualified professionals who are accustomed to thinking in 

clinical terms. It allows for rating a broad range of 

psychiatric symptoms and was developed initially to provide a 

rapid assessment technique for the evaluation of patient 

change in psychiatric drug research (Overall & Gorham, 1962). 
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Overall and Klett (1972) reported that the original 16-item 

symptom-rating scale was created from factor analyses of 

larger groups of symptom-descriptive items. Two additional 

items were included in the BPRS after its initial development 

to make a total of 18 symptom-rating constructs used in the 

present study. Each of the 18 symptoms is scored on a single 

7-point rating scale of severity. A number of factor 

analytic studies of the BPRS have identified four general 

factors: thinking disturbance, anxious depression, 

withdrawal-retardation, and hostile-suspiciousness (Overall & 

Beller, 1984; Zimmermann & Flemenbaum, 1974). 

Gabbard et al. (1987) have reported that in 10 studies 

presenting reliability coefficients for the BPRS, an average 

reliability of .80 or greater for the BPRS total pathology 

score has been found. The median correlations ranged from 

.63 to .83 for the original 16 symptom items in five studies 

reporting individual scale reliabilities, with an overall 

median reliability value of .75. 

Within two weeks after admission, each patient was rated 

on the BPRS by a clinical staff member at the inpatient unit. 

The BPRS judges were compared to assess whether they differed 

in their average rating of patients across the BPRS 

symptomatology utilized in this study. The BPRS was not 

included in patient files or used at the diagnostic phase at 

admission or discharge, which precluded it from impacting 

patient diagnoses. Only two judges were compared because the 
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remaining thirty patients were spread out among eleven other 

judges, resulting in too few patients per judge for useful 

comparisons to be made. Given the variety of diagnoses 

across the total patient sample, it is difficult to compare 

agreement across judges according to frequencies of specific 

diagnoses of patients. Two-thirds of the comparisons of BPRS 

ratings between judges are nonsignificant, which may suggest 

some equivalence in average ratings between the two judges. 

Additionally, BPRS profiles were used only in the present 

study as data for another group of judges described below who 

made ratings based on the presence or absence of BPRS 

symptoms rather than the degree of symptom severity. 

The BPRS has been used in a number of studies evaluating 

depressive episode phenomenology (Overall, 1974; Overall & 

Gorham, 1962) . Overall (1983) reported that cluster analysis 

has apportioned depressed patients into groups of anxious, 

hostile, retarded, and agitated depression, and cross-

cultural research on the BPRS has confirmed these results. 

A most interesting finding regarding mean BPRS symptom 

profiles for anxious and hostile phenomenological subtypes of 

depression on the BPRS was detailed by Overall and Hollister 

(1980) . They found that the mean BPRS symptom scores for 

patients with anxious depression, compared to patients with 

hostile depression, were lower for the five BPRS symptoms of 

emotional withdrawal, blunted affect, suspiciousness, 

hostility, and uncooperativeness. These results are similar 

-T- ----"^^H-tfitO**** 
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to those reported by O'Donnell et al. (1989) in their 

separation of depressed patients into groups with autonomous 

and socially dependent schemas. O'Donnell et al. found that 

patients with autonomous schemas were rated on the BPRS as 

hostile depressed, whereas the patients with socially 

dependent schemas were rated on the BPRS as anxious 

depressed. 

Research investigating the BPRS have identified a number 

of variables such as level of achievement and course of 

illness that are associated with different symptom profiles 

(Overall & Klett, 1972). Demographic and personal history 

information also are completed on the BPRS in a standard 

checklist format by state hospital clinical staff. Some 

other types of patient background information recorded on the 

BPRS include family history data and problems preceding 

present hospitalization. 

n^t-a Analysis 

One group of five clinical psychology graduate students 

separated DSM-III-R Axis II personality disorder diagnoses 

into the two groups of socially dependent and autonomous 

schema subtypes of depression described by Beck (1983) . 

These five graduate students had no contact with Big Spring 

State Hospital patient data. Graduate students were trained 

regarding the antecedent personality characteristics Beck 

describes for the two subtypes of depression. The graduate 
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students rated whether each of the personality disorders 

listed in the DSM-III-R best reflected either the socially 

dependent or autonomous subtype of depression in a forced 

choice decision ("yes" or "no"). These five students 

utilized the personality characteristics antecedent to 

depressive episode which Beck describes as most 

representative of patients with socially dependent and 

autonomous subtypes of depression, and these characteristics 

and judges instructions for utilizing them are listed in 

Appendix A. 

Interjudge agreement was calculated to determine the 

reliability of individual personality disorder apportionment 

to the two groups. The Kappa statistic (Fleiss, 1971) was 

calculated for the five judges ratings of the eleven DSM-III-

R Personality Disorder diagnoses as either socially dependent 

or autonomous. The results of the Kappa were significant 

(Kappa = 0.386) and the standard normal variate = 3.70, 

p < 0.0001. Personality disorders with less than 80 percent 

agreement across the five judges were not used in the present 

study to further improve the homogeneity of patients. There 

was 80 percent or greater agreement across the five judges 

for Schizoid, Schizotypal, and Paranoid Personality 

Disorders, but there were no patients with these diagnoses in 

the potential pool of subjects screened by other selection 

criteria. There was 60 percent agreement across raters for 

Narcissistic and Avoidant Personality Disorders, which 

-r'~ I I — E » M « a M * i M M 
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resulted in the elimination of one patient from the potential 

pool of patients. Two additional patients were not used in 

the present study because they had mixed personality disorder 

diagnoses with features that were included each of the 

socially dependent and autonomous categories as rated by the 

five judges (e.g., histrionic and borderline features, 

respectively) . Two more patients were not included in the 

sample because they had diagnoses of Personality Disorder 

NOS. Ninety-one patients originally were selected for the 

present study, but the aforementioned exclusion criteria for 

personality disorders resulted in a final patient sample size 

of eighty-six. The personality disorders represented in the 

present study, with 80 percent or greater interjudge 

agreement, were socially dependent (Histrionic and Dependent 

Personality Disorders) and autonomous (Passive Aggressive, 

Obsessive Compulsive, Borderline, and Antisocial Personality 

Disorders). 

Beck's (1983) list of depressive episode "patterning of 

symptoms" was used to train a second group of five clinical 

psychology graduate students. The graduate students rated 

whether each of the socially dependent or autonomous schema 

symptom patterns (total of 2 6) proposed by Beck was met 

("yes" or "no") given their evaluation of a patient's BPRS. 

The graduate students were given only the BPRSs as data. 

Beck's description of the patterning of symptoms during a 

depressive episode for the socially dependent and autonomous 
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subtypes of depression and judges instructions for utilizing 

them are listed in Appendix B. 

Interjudge agreement was calculated to determine the 

reliability of patient apportionment to the two groups. 

Interjudge agreement was calculated between five clinical 

psychology students who rated Beck's (1983) 26 symptoms 

during a depressive episode (14 autonomous symptoms and 12 

socially dependent symptoms) as indicative of either socially 

dependent or autonomous depression. The Kappa for five 

judges across 26 ratings on 86 patients was significant 

(Kappa = 0.274, standard normal variate = 7.73, p < 0.00001). 

Each of the two groups of five clinical psychology 

graduate students (total of 10 different students) employed 

in the present study were trained regarding the general 

background sample characteristics (e.g., depressed 

inpatients, nonpsychotic, may have a personality disorder 

and/or alcohol abuse, nonorganic, etc.). No individual 

diagnostic or other information on individual patients was 

communicated to the graduate students. 

The five graduate students who made ratings regarding 

patients' BPRSs also learned the rationale for using the BPRS 

in a psychiatric setting and how the BPRS is administered. 



CHAPTER III 

RESULTS 

The primary analysis in the present study was conducted 

across Hypotheses 1 through 7 using t-tests performed with 

groups of patients who have socially dependent and autonomous 

Axis II personality disorder diagnoses concurrent with an 

Axis I diagnosis. These groups were derived from student 

judges apportionment of DSM-III-R personality disorders into 

either socially dependent or autonomous groups. Table 2 

reports the demographic characteristics of the socially 

dependent and autonomous groups. Chi-square results from 

data presented in Table 2 indicate a statistically 

significant relationship between gender and subtype of 

depression (p < .01) . Inspection of group means by gender 

across study hypothesis variables for the most common 

diagnosis of patients in Table 2 (e.g., Dysthymia with 

concurrent personality disorder) indicated few differences 

between groups beyond proportions expected given the numbers 

of men and women in each group. Table 3 presents frequencies 

of diagnoses for socially dependent and autonomous groups 

with only Axis I diagnoses concurrent with personality 

disorder diagnoses. Effect sizes that resulted from the 

t-tests and Fisher Exact Tests comparing groups of socially 

dependent and autonomous personality disordered patients can 

be seen in Tables 4 and 5, respectively. In order to 

60 
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Table 2: Demographic characteristics of socially 
dependent and autonomous groups as derived by 
ratings of DSM-III-R personality disorder 
diagnoses. 

Socially 
Variable Dependent Autonomous 

Female 
Age M 37.56 29.50 

SD 12.41 9.31 
N 16 6 

Male 
Age M 34.80 37.60 

SD 7.91 13.98 
N 5 15 
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Table 3: Freq c^^^ ^^ diagnoses for socially dependent 

cSncurrenr^'f.^^^"^^ "'^^ ^^^^ ^ diagno^ses concurrent with Axis II diagnoses. 

Diagnosis 

Major Depression with 
(1) Dependent P.D. 
(2) Borderline P.D. 
(3) Obsessive Compulsive P.D. 
(4) Passive Aggressive P.D. 
(5) Histrionic P.D. 
(6) Mixed P.D. (Histrionic and 

Dependent features) 
(7) Mixed P.D. (Passive Aggressive 

and Borderline features) 

Dysthymia with 
(1) Dependent P 
(2) 
(3) 
(4) 
(5) 
(6) 

D. 

(7) 

(8) 

Borderline P.D. 
Histrionic P.D. 
Antisocial P.D. 
Passive Aggressive P.D. 
Mixed P.D. (Histrionic 
and Dependent features) 
Mixed P.D. (Passive Aggressive 
and Borderline features) 
Mixed P.D. (Borderline 
and Antisocial features) 

Bipolar Disorder (Depressed) with 
(1) Histrionic P.D. 
(2) Antisocial P.D. 

Socially 
Dependent 

2 
0 
0 
0 
7 

Autonomous 

0 
3 
1 
1 
0 

0 

2 
7 
5 
0 
0 

1 

0 

0 

1 
0 

0 

1 

0 
0 
0 
3 
1 

0 

0 
1 

Major Depression & Dysthymia with 
(1) Borderline P.D. 
(2) Dependent P.D. 

0 
1 

1 
0 

Note: Personality Disorder is abbreviated as P.D 



63 

Table 4: Effect sizes for comparisons between groups with 
personality disorders rated as socially 
dependent and autonomous. 

Variables 

Activity scheduled 

Activity attended 

Total neuroleptics 
prescribed 

Total prescribed 
antidepressants 

Discharge 
neuroleptics 

Discharge 
antidepressants 

Socially 
Dependent 
M (SD) 
(n=21) 

243(227) 

.75(.19) 

.19(.40) 

1.48(.68) 

.19(.40) 

.86(.36) 

Autonomous 
M (SD) Effect 
(n=21) Size 

154(169) .44 

.65(.29) .40 

.33(.48) .31 

1.14(.57) .54 

.19(.40) .00 

.76(.54) .22 

Note: No effect sizes above were significant at p < .025 

I ̂ 1. IJ ^ ^ P V T C 
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Table 5: Fisher Exact Test effect sizes for comparisons 
between groups with personality disorders rated as 
socially dependent and autonomous. 

Variables 

Death of loved 
one precedes 
hospitalization 

Loss of parent 
before age 12 

Alcohol abuse 
precedes 
hospitalization 

Anxious depression 

Hostile depression 

Socially 
Dependent 
(n=21) 

2 

12 

1 

Autonomous 
(n=21) 

7 

6 

3 

Effect 
Size 

19 

.32 

29 

31 

,16 

Involuntary 
commitment 

12 . 14 

Active suicide 
attempt 0 15 

Note: No effect sizes above were sign ifleant at p < .025 



65 

decrease family-wise error rate, a probability value of .025 

was used for statistical significance in Table 4 and all 

subsequent tables of group comparisons and correlations 

between variables. The magnitude of reported effect size 

values reported in Table 4 and all further tables may be 

interpreted as suggested by Cohen (1977), with approximate 

values of .2 (small), .5 (medium), and .8 (large). Power 

analysis for results reported in Table 4 and all subsequent 

tables indicates that power is generally low across all 

analyses. 

Hypotheses 

Hypothesis 1 

The first hypothesis predicted that depressed patients 

with socially dependent schemas would have a less frequent 

history of active suicide attempts than patients with 

autonomous schemas. This hypothesis was not supported. 

However, socially dependent patients exhibited a trend for 

fewer active suicide attempts by history than autonomous 

patients. 

Hypothesis 2 

Hypothesis 2 predicted that patients with autonomous 

schemas would have a greater frequency of precipitating 

events of alcohol abuse than patients with socially dependent 

schemas. This hypothesis was not supported. Although not 
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statistically significant, the autonomous group did 

demonstrate a higher frequency of precipitating alcohol abuse 

events as compared to the socially dependent group. 

Hypotheses 3a and 3h 

Hypothesis 3a predicted more patients with socially 

dependent schemas would have an anxious phenomenologic type 

of depression than the autonomous patients, and Hypothesis 3b 
r 

predicted that patients with socially dependent schemas would 

exhibit less hostile depression than patients with autonomous 

schemas. These hypotheses were not supported. Although the 

results were not statistically significant, anxious 

depression was more frequent in the socially dependent group 

than in the autonomous group, and the socially dependent 

group exhibited a trend suggesting less hostile depression 

than the autonomous group. 

Hypotheses 4a and 4b 

Hypothesis 4a predicted that patients with socially 

dependent schemas would have more prescriptions for 

neuroleptics than autonomous patients, and Hypothesis 4b 

predicted that socially dependent patients would have more 

prescriptions for antidepressants than patients with 

autonomous schemas. Hypothesis 4a was not supported. 

Contrary to expectations of the present study, the total 

number of neuroleptics prescribed during the hospital stay 
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was greater for the autonomous group than the socially 

dependent group. No relationship was observed between the 

two groups for the number of discharge neuroleptics. 

Hypothesis 4b also was not supported. Nonetheless, socially 

dependent patients did have more antidepressant prescriptions 

than autonomous patients during hospitalization and at 

discharge. 

Hypotheses 5a and 5b 

Hypothesis 5a predicted that loss of a parent before the 

age of 12 would be more prevalent for socially dependent 

patients as compared to autonomous patients, and Hypothesis 

5b predicted that the death of a loved one preceding a 

depressive episode would be more frequent for patients with 

socially dependent schemas than for those with autonomous 

schemas. Hypothesis 5a was supported. Socially dependent 

patients had a higher incidence of parent death before the 

age of 12 than autonomous patients. Hypothesis 5b was not 

supported. Contrary to expectations, there were more 

incidents of death of a loved one preceding hospitalization 

for autonomous patients than for socially dependent patients. 

Hypotheses 6a and 6b 

Hypothesis 6a predicted that there would be greater 

attendance to scheduled treatments for the socially dependent 

as compared to the autonomous group, and Hypothesis 6b 
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predicted that the total hours scheduled for treatments would 

be greater for the socially dependent group than for the 

autonomous group. Hypotheses 6a and 6b were not supported. 

Nevertheless, socially dependent patients were found to 

demonstrate greater attendance to scheduled treatments than 

autonomous patients, and had more hours of scheduled 

activities than autonomous patients. 

Hypothesis 7 

Hypothesis 7 predicted that more patients with 

autonomous schemas would be commited involuntarily than 

patients with socially dependent schemas. This hypothesis 

was not supported. However, there was a greater frequency of 

involuntary commitment for the autonomous group as compared 

to the socially dependent group. 

Correlations Between Depression 
.Symptom Variables and Study 

Hypothesis Variables 

Correlations were calculated across all patients for 

each of Beck's total patterning of symptoms scores during 

depression with all the dichotomous and continuous variables 

noted in Hypotheses 1 through 7. Correlation results are 

presented in Table 6. As predicted, a significant positive 

correlation was found between anxious depression and social 

dependence (r = .38, p < .0005). A significant negative 

correlation was found between autonomy and anxious 

depression. Nonsignificant results are as follow: 
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Table 6: Correlations between socially dependent and 
autonomous depression symptom pattern total scores 
and multiple variables. 

Variables 

Socially 
Dependent 
(n=46) 

Autonomous 
(n=40) 

Death of loved 
one precedes 
hospitalization 

Loss of parent 
before age 12 

Alcohol abuse 
precedes 

hospitalization 

Anxious depression 

Hostile depression 
Involuntary 
commitment 

Active suicide 
attempt 

Activity scheduled 

Activity attended 

Total neuroleptics 
prescribed 

Total prescribed 
antidepressants 

Discharge neuroleptics 

Discharge 
antidepressants 

* p < . 0 0 5 
** p < . 0 0 0 5 

12 

. 1 2 

. 02 

. 3 8 * * 

- . 1 9 

- . 1 1 

- . 0 9 

- . 0 9 

. 1 6 

- . 0 3 

.04 

- . 0 3 

- . 0 6 

- . 1 1 

- . 1 1 

- . 0 8 

- . 3 1 * 

. 1 6 

. 1 8 

. 04 

. 1 1 

- . 1 5 

- . 0 6 

- . 0 8 

- . 0 4 

. 0 6 

f,>.I •!•! itmmiilK 



70 

Socially dependent patients exhibited a negative 

correlation with active suicide attempts, and autonomous 

patients demonstrated a positive correlation with active 

suicide attempts. Autonomous and socially dependent patients 

exhibited negative correlations with prescribed number of 

neuroleptics at discharge and during hospitalization. There 

was a positive correlation between autonomy and number of 

discharge antidepressants. There were positive correlations 

between interpersonal losses and social dependence, and 

negative correlations between interpersonal losses and 

autonomy. A positive correlation was observed between social 

dependency and proportion of activities attended, whereas a 

negative correlation was found between autonomy and 

proportion of activities attended. There was a negative 

correlation between total hours of activities scheduled for 

socially dependent patients, and a positive correlation for 

autonomy and hours of activities scheduled. Involuntary 

commitment was positively correlated with autonomy and 

negatively correlated with social dependence. 

Pi polarity of Autonomy 
nnd P--̂ -̂î1 p̂ p̂ n̂dencv 

Patient total scores on the two lists of Beck's (1983) 

patterning of symptoms were significantly negatively 

correlated with each other (x = -0-95, p < 0.0001). 

nil in I 
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Supplementary Analyses 

T-tests for Depression Toj-̂ i] 
•Score Derived Groups 

X-tests were performed with the two final groups of 

patients derived from depression symptom pattern total scores 

and from the apportionment of the Axis I depression only 

group to the socially dependent and autonomous groups of Axis 

I/Axis II patients on variables from Hypotheses 1 through 7 

in the present study. Table 7 presents the demographic 

characteristics of socially dependent and autonomous groups 

derived from depression symptom pattern total scores. Table 

8 details frequencies of diagnoses for socially dependent and 

autonomous groups derived from depression pattern symptom 

total scores. Effect size results of the Ji-tests and Fisher 

Exact Tests performed can be seen in Tables 9 and 10, 

respectively. As can be seen in Tables 9 and 10, no 

comparisons were significant. Statistically nonsignificant 

results are presented as follow: Active suicide attempts 

were more frequent for autonomous as compared to socially 

dependent patients. There were fewer incidents preceding 

hospitalization of alcohol abuse for socially dependent 

patients than for autonomous patients. Socially dependent 

patients had more anxious and less hostile depression than 

autonomous patients. Contrary to expectations of the present 

study, autonomous patients had more prescribed neuroleptics 

at discharge and during hospitalization than socially 

dependent patients. Socially dependent and autonomous 

I I 11 I f " ^ f ^ — O S g g W B f c M 
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Table 7: Demographic characteristics of socially dependent 
and autonomous groups derived from depression 
symptom pattern total scores. 

Socially 
Variable Dependent Autonomous 

Female 
Age M 39.77 36.64 

SD 13.68 12.94 
N 30 14 

Male 
Age M 37.79 36.39 

SD 9.67 13.61 
N 14 28 

fffsrsaBSBeaum 
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Table 8: Frequencies of diagnoses for socially dependent 
and autonomous groups derived from patterning 
of depression symptom total scores. 

Socia lly 
Dependent 

14 
6 
3 
0 

2 
0 
0 
0 
7 

Autonomous 

12 
7 
1 
1 

0 
3 
1 
1 
0 

Diagnosis 

Major Depression 
Dysthymia 
Bipolar Disorder (Depressed) 
Major Depression and Dysthymia 

Major Depression with 
1) Dependent P.D. 
2) Borderline P.D. 
3) Obsessive Compulsive P.D. 
4) Passive Aggressive P.D. 
5) Histrionic P.D. 
6) Mixed P.D. (Histrionic and 

Dependent features) 2 0 
7) Mixed P.D. (Passive Aggressive 

and Borderline features) 0 1 

Dysthymia with 
1) Dependent P.D. 
2) Borderline P.D. 
3) Histrionic P.D. 
4) Antisocial P.D. 
5) Passive Aggressive P.D. 
6) Mixed P.D. (Histrionic 

and Dependent features) 
7) Mixed P.D. (Passive Aggressive 

and Borderline features) 
8) Mixed P.D. (Borderline 

and Antisocial features) 

Bipolar Disorder (Depressed) with 
1) Histrionic P.D. 
2) Antisocial P.D. 

Major Depression & Dysthymia with 
1) Borderline P.D. 
2) Dependent P.D. 

2 
0 
5 
0 
0 

1 

0 

0 

1 
0 

0 
1 

0 
7 
0 
3 
1 

0 

1 

1 

0 
1 

1 
0 

Note: P e r s o n a l i t y Disorder i s abbreviated as P.D 
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Table 9: Socially dependent-autonomous effect size 
results for groups derived from depression 
symptom pattern total scores. 

Variables 

Activity scheduled 

Activity attended 

Total neuroleptics 
prescribed 

Total prescribed 
antidepressants 

Discharge 
neuroleptics 

Discharge 
antidepressants 

Socially 
Dependent 
M (SD) 
(n=44) 

161(181) 

.72 (.26) 

.14 (.35) 

1.34 (.61) 

.11 (.32) 

.89(.32) 

Autonomous 
M (SD) 
(n=42) 

139(150) 

.61(.29) 

.26( .45) 

1.38(.73) 

.16(.38) 

.86(.42) 

Effect 
Size 

.13 

.40 

.30 

.06 

.17 

.08 

Note: No t-tests above were significant at p < .025 



75 

Table 10: Socially dependent-autonomous Fisher Exact Test 
effect size results for groups derived from 
depression symptom pattern total scores. 

Socially 
Dependent Autonomous Effect 

Variables (n=44) (n=42) Size 

Death of loved 
one precedes 
hospitalization 3 7 .11 

Loss of parent 
before age 12 7 3 - 1 4 

Alcohol abuse 
p r e c e d e s 

h o s p i t a l i z a t i o n 11 18 - 1 ^ 

Anxious d e p r e s s i o n 25 17 

H o s t i l e d e p r e s s i o n 1 -^ 

I n v o l u n t a r y ^^ 
commitment 1"̂  
A c t i v e s u i c i d e 
a t t e m p t 

Note: 

10 

No effect sizes above were significant at p < .025 

rr-mfwmmrm^mm 
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patients exhibited little difference in amount of 

antidepressants prescribed. More incidents of parental loss 

before the age of 12 were observed for socially dependent 

than for autonomous patients, but there were less deaths of a 

loved one preceding hospitalization for the socially 

dependent patients as compared to autonomous patients. 

Socially dependent patients demonstrated more involvement in 

activities than autonomous patients. There were more 

incidents of involuntary commitment for autonomous patients 

as compared to socially dependent patients. 

T-tests for Faculty Ranking 
Derived Groups 

Four psychology faculty rank ordered Beck's (1983) 

symptom pattern criteria for socially dependent and 

autonomous depression in an effort to distinguish the most 

discriminating criteria between the two groups. Instructions 

to faculty judges are listed in Appendix C. X-tests were 

performed with the two faculty derived groups of patients 

generated after the apportionment of the Axis I depression 

group into the two groups of Axis I/Axis II patients on all 

variables in Hypotheses 1 through 7 of the present study. 

Table 11 reports demographic characteristics of faculty 

derived socially dependent and autonomous groups. Table 12 

presents frequencies of diagnoses for socially dependent and 

autonomous groups derived from ratings by faculty. Effect 

sizes which resulted from the group comparison i.-tests and 
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Table 11: Demographic characteristics of faculty derived 
socially dependent and autonomous groups. 

Socially 
Variable Dependent Autonomous 

Female 
Age M 3 9.61 

SD 12.12 
N 28 

Male 
Age M 37.42 

SD 10.93 
N 12 

3 7 . 
1 5 . 
16 

3 6 . 
1 3 , 
30 

31 
68 

,63 
,02 

iiiiiniTiii—mr 
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Table 12: Frequencies of diagnoses for socially dependent 
and autonomous groups derived from ratings by 
faculty. 

Socially 
Diagnosis Dependent Autonomous 

Major Depression 15 11 
Dysthymia 2 11 
Bipolar Disorder (Depressed) 2 2 
Major Depression and Dysthymia 0 1 

2 0 

0 

Major Depression with 
(1) Dependent P.D. 
(2) Borderline P.D. 0 3 
(3) Obsessive Compulsive P.D. 0 1 
(4) Passive Aggressive P.D. 0 1 
(5) Histrionic P.D. 6 1 
(6) Mixed P.D. (Histrionic and 

Dependent features) 2 
(7) Mixed P.D. (Passive Aggressive 

and Borderline features) 0 

Dysthymia with 
(1) Dependent P.D. 
(2) Borderline P.D. 
(3) Histrionic P.D. 
(4) Antisocial P.D. 
(5) Passive Aggressive P.D. 
(6) Mixed P.D. (Histrionic 

and Dependent features) 
(7) Mixed P.D. (Passive Aggressive 

and Borderline features) 
(8) Mixed P.D. (Borderline 

and Antisocial features) 

Bipolar Disorder (Depressed) with 
(1) Histrionic P.D. 
(2) Antisocial P.D. 

Major Depression & Dysthymia with 
(1) Borderline P.D. 
(2) Dependent P.D. 

2 
0 
5 
0 
0 

1 

0 

0 

1 
0 

0 
1 

0 
7 
0 
3 
1 

0 

1 

1 

0 
1 

1 
0 

1̂ -̂w Disorder i s abbreviated as P.D. Note: P e r s o n a l i t y Disoraer 
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Fisher Exact Tests computed can be seen in Tables 13 and 14. 

No group comparisons were statistically significant. 

Hypothesis 1 was not supported. However, autonomous 

patients did exhibit a greater frequency of active suicide 

attempts by history than socially dependent patients. 

Hypothesis 2 was supported. As predicted, autonomous 

patients demonstrated more incidents of alcohol abuse 

preceding hospitalization than socially dependent patients. 

Hypothesis 3a was supported. As expected, socially dependent 

patients had more incidents of anxious depression than 

autonomous patients. Hypothesis 3b was not supported. 

However, socially dependent patients had fewer incidents of 

hostile depression than autonomous patients. Hypothesis 4a 

and 4b were not supported. Socially dependent patients had 

fewer prescriptions for neuroleptics than autonomous 

patients. However, more antidepressants were prescribed to 

socially dependent patients than autonomous patients. 

Neither Hypothesis 5a or 5b was supported. However, socially 

dependent patients had more deaths of parents before the age 

of 12 than autonomous patients, and little difference was 

seen between groups for death of a loved one preceding 

hospitalization. Hypotheses 6a and 6b were not supported. 

However, socially dependent patients had more involvement in 

activities than autonomous patients. Hypothesis 7 was not 

supported. Nonetheless, autonomous patients had more 

involuntary commitments than socially dependent patients. 
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Table 13: Socially dependent-autonomous effect size 
results for groups derived from rankings by 
faculty. 

Variables 

Activity scheduled 

Activity attended 

Total neuroleptics 
prescribed 

Total prescribed 
antidepressants 

Discharge neuroleptics 

Discharge 
antidepressants 

Socially 
Dependent 
M (SD) 
(n=40) 

172(184) 

.72 (.20) 

.15(.36) 

1.45(.68) 

.13(.33) 

.72 (.20) 

Autonomous 
M (SD) 
(n=46) 

130 (147) 

.62 (.33) 

.24 (.43) 

1.28(.66) 

.15 (.36) 

.64 (.32) 

Effect 
Size 

.25 

.36 

.22 

.25 

.08 

.44 

Note: No effect sizes above were significant at p < .025 
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Table 14: Socially dependent-autonomous Fisher Exact Test 
effect size results for groups derived from 
rankings by faculty. 

Socially 
Dependent Autonomous Effect 

Variables (n=40) (n=46) Size 

Alcohol abuse 
precedes 

h o s p i t a l i z a t i o n 

Anxious d e p r e s s i o n 

H o s t i l e d e p r e s s i o n 

commitment 

Ac t ive s u i c i d e 
a t t emp t 

Death of l oved 
one p r e c e d e s 
h o s p i t a l i z a t i o n 4 6 .05 

Loss of p a r e n t 
b e f o r e age 12 7 3 - 1 7 

9 20 .22 

26 16 .30 

1 3 .10 

I n v o l u n t a r y 

.10 

Not 
e: NO effect sizes above were significant at p < .025 



CHAPTER IV 

DISCUSSION 

This research was designed to investigate patient 

behaviors, diagnoses, and personal history characteristics in 

clinically depressed populations which could discriminate 

between patients with socially dependent and autonomous 

subtypes of depression as described by Beck (1983) . Methods 

of identifying patient behaviors and diagnoses relevant to 

the constructs of socially dependent and autonomous subtypes 

of depression also were explored. The following discussion 

will be presented in the order of hypotheses and includes 

possible explanations for findings. 

Hypothesis 1: Active 
.filicide Attempts 

Although socially dependent patients had fewer active 

suicide attempts than autonomous patients, none of these 

comparisons was statistically significant (effect sizes were 

small, and power was low) . This trend was consistent across 

all methods of deriving the two subtypes of depression used 

in this study. However, these trends were in the direction 

hypothesized by Beck (1983) . Beck indicated that autonomous 

patients would show more incidents of active suicide attempts 

than socially dependent patients. Blatt et al. (1982) found 

r. A^-ir^c. ̂ i-t-pmpts in an autonomous depressed more serious suicide attempx-:̂  xn o. 

^ ^H TT-it-h a socially dependent depressed group, group compared with a sociaxxy y^^j^ 

82 
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Leenaars and Lester (1989) reported that psychotic 

psychiatric patients used more violent means of suicide than 

non-psychotic psychiatric patients. It may be that the 

exclusion of depressed patients with psychosis in the present 

study decreased the observed frequency of active suicide 

attempts. Another difficulty in the present study was that 

active suicide attempts were very low frequency behaviors in 

all groups, possibly making it difficult with a small sample 

size to evaluate this behavior. 

Hypothesis 2: 
Alcohol Abuse 

Socially dependent groups exhibited less alcohol abuse 

preceding present hospitalization than the autonomous groups 

across most analyses, as was hypothesized. No findings were 

statistically significant. Similar trends were found in 

research by O'Donnell et al. (1989), which reported greater 

substance abuse in an autonomous depressed group compared to 

a socially dependent depressed group. 

Hypotheses ^a and 3b: AnxJOUS 

^qH Hostile Depression 

The socially dependent groups were found to exhibit 

greater frequencies of anxious depression and fewer 

incidences of hostile depression as compared to the 

autonomous groups. Effect sizes were small to moderate-

large, and power ranged from low to moderately high. Only 

two correlations were statistically significant, both of 
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which indicated anxious depression was more frequent for 

socially dependent than autonomous patients. Previous 

research findings have identified an anxious depression 

subtype similar to Beck's (1983) socially dependent group, 

and little research has identified a hostile depression group 

similar to Beck's autonomous group. Robins (1990) identified 

an "anxious-reactive" depression group associated with social 

dependence, but the study had mixed results in its attempt to 

isolate an autonomous group. Blatt et al. (1982), Hammen et 

al. (1985), Klein et al. (1988), McCranie and Bass (1984), 

Robins and Block (1988), Robins et al. (1989), and Zuroff and 

Mongrain (1987) found groups which approximated the socially 

dependent subtype of depression, but limited or no support 

for the autonomous subtype of depression. Brown and 

Silberschatz (1989) were unable to identify either socially 

dependent or autonomous subtypes of depression. Hammen et 

al. (1989) and O'Donnell et al. (1989) found anxious 

depression associated with socially dependent and autonomous 

groups, respectively. O'Donnell et al. also found hostile 

depression to be associated with autonomy. 

Hypotheses 4a and 4b: Neuroleptic 

and Ant.iHf:>pressant MedJCatJOn 

It was hypothesized that socially dependent groups would 

have more neuroleptics and antidepressants prescribed than 
autonomous groups. The findings across socially dependent 

and autonomous groups in the present study are difficult to 
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interpret. No analyses were statistically significant. 

Contrary to the hypothesis of the present study, autonomous 

patients across most comparisons appeared to have more 

prescriptions for neuroleptics during hospitalization and at 

discharge than socially dependent patients, with effect sizes 

ranging from quite small to moderate and power generally low. 

Socially dependent patients were found to have greater 

numbers of antidepressants during hospitalization and at 

discharge than autonomous patients across most analyses, with 

effect sizes ranging from quite small to large and power 

generally low. Review of patient charts suggested a wide 

range in numbers and types of medications prescribed by 

individual physicians, and this may in part have contributed 

to the mixed results regarding medications. It may be that 

medication interventions for hostility and aggression 

frequently involve use of neuroleptics. Autonomous patients 

were found in the present study to have more hostile 

depressions than socially dependent patients, suggesting that 

the hostility or aggression of some autonomous patients may 

have been targeted for intervention with neuroleptics. 

Hollister and Overall (1965) reported anxious depressed 

patients treated with either antidepressants or neuroleptics 

tended to improve. Raskin et al. (1974) found that hostile 

depressed patient functioning became worse with 

benzodiazipines. A problem with the drug studies reviewed in 

the present study is that they did not control for psychosis 
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in their groups, which makes it difficult to interpret 

reported results of specific medication effects (e.g., 

antipsychotic versus antidepressant effects). 

Hvpothf^sf^c^ ^a anH ^y,-
Interpersonal Loss 

There were mixed findings in the present study regarding 

death of a loved one preceding hospitalization. Contrary to 

the hypothesis of the present study, some analyses found 

autonomous groups to exhibit more instances of death of a 

loved one preceding hospitalization than the socially 

dependent group. These findings were not statistically 

significant, with effect sizes generally small and power low. 

In contrast, other results indicated socially dependent 

patients were more likely to have death of a loved one 

preceding hospitalization than autonomous patients, with 

effect sizes quite small and power low. 

Death of a parent before age 12, as hypothesized, was 

found to be more frequent for socially dependent groups than 

autonomous groups across all analyses. Effect sizes ranged 

from small to moderate-large, and power ranged from low to 

moderately high. No analyses were statistically significant. 

The mixed results regarding death of a loved one 

preceding present hospitalization mentioned previously may 

stem in part from the possibility that the socially dependent 

patients already had lost more parents in childhood than the 

autonomous patients, leaving fewer older significant loved 

, 1 1 1 1 I'liiPiM 
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ones to lose through death as an adult to precipitate a 

depressive episode. Robins (1990) and Hammen et al. (1989) 

found interpersonal loss to be a more frequent event 

preceding depressive episodes for socially dependent groups 

as compared to autonomous groups. O'Donnell et al. (1989) 

found socially dependent depressed patients to have more 

incidents of parent loss before the age of 12 and death of a 

loved one preceding present hospitalization as compared to 

autonomous patients. Robins (1990) found that socially 

dependent, depressed college students had more incidents of 

achievement loss preceding depression than the autonomous 

group, which was contrary to the relationship hypothesized. 

Robins (1990) suggested that the socially dependent students 

may have been negatively impacted by the social losses 

accompanying dropping out of school and experiencing 

rejection from friends because of achievement failures. 

Hypothes^.^ 6a and 6b: Tnyolvement 
in Ao1-ivities 

The total hours of activities scheduled and the 

proportion of scheduled activities attended were generally 

greater for the socially dependent group compared to the 

autonomous group as was hypothesized in the present study. 

However, no findings were statistically significant, effect 

sizes ranged from small to moderate, and power ranged from 

generally low to moderate. These trends appear to be 

consistent with expectations by Beck (1983) regarding greater 
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involvement in treatment for socially dependent as compared 

to autonomous patients. Contrary to the hypothesis of the 

present study, the correlation between socially dependent 

total symptom pattern score and activity scheduled showed a 

small negative relationship, and a positive association was 

found between autonomy total symptom pattern score and 

activity scheduled. In contrast, the proportion of 

activities attended was related positively to socially 

dependent total score and correlated negatively with the 

autonomous total score, as was hypothesized by the present 

study. It may be that the total amount of activities 

scheduled is generally more in the control of the hospital 

staff, while the proportion of activities attended may be 

more under the control of patients, which would suggest that 

proportion of activities attended could be the more 

appropriate of the two behavioral measures for assessing 

magnitude of involvement in activity. 

HypohhPsis 7:—Involuntary 

rojyijTii tment 

Beck (1983) hypothesized that autonomous depressed 
1 ^4-^^M^7 sPf̂ k help, often reject help, and patients do not voluntarily seex neip, 

•̂ o-h-!r.n t-o closed hospitalization, whereas may react with agitation to ciobtju t^ 

. ^ +-'̂ r.hc rpanest or demand help and may socially dependent patients requesi: 

£ r̂« r^^r^ci<='ri hospitalization. As was have relief of symptoms from closed nospi^ 

«ô ni- Study, involuntary commitment was 
hypothesized in the present stuay, 

^.h^r freauency across all analyses for 
found to occur in greater frequency 

tauM 
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autonomous groups as contrasted with socially dependent 

groups. However, no comparisons were statistically 

significant, effect sizes were small-moderate to moderate, 

and power was generally low. 

Bipolarity of Sorial PfipfinHf^noy 
and An1-onopny 

The possibility that social dependency and autonomy as 

described by Beck (1983) could be viewed as a bipolar 

construct was assessed by correlating socially dependent and 

autonomous patterning of symptom total scores across all 

patients in the present study. The negative correlation 

between autonomous and socially dependent total scores was 

found to be highly statistically significant, suggesting that 

most patients tend to score high on either social dependence 

or autonomy, but not high on both. Beck's construction of 

the socially dependent and autonomous lists of patterning of 

symptoms during depressive episode is partially responsible 

for this finding because some items are defined in opposition 

to each other. For instance, rejection of help is found in 

the autonomous list of patterning of symptoms, at the same 

time that requesting and demanding help are included in the 

socially dependent list. While the finding that total scores 

were significantly negatively correlated suggests that social 

dependence and autonomy as described by Beck (1983) may be 

bipolar constructs, more research appears to be needed to 

better clarify the unique behaviors of these two depression 
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subtypes and to improve on methods of identifying these 

patients in appropriate settings. 

Conclnsionc; 

Recent research attempting to identify socially 

dependent and autonomous subtypes of depression through 

external correlates have found modest support for the 

socially dependent subtype and inconsistent findings 

regarding an autonomous subtype. The most consistent 

findings across studies of socially dependent and autonomous 

subtypes of depression have indicated that losses preceding 

the depressive episode tend to be schema congruent (e.g., 

interpersonal losses for socially dependent patients and 

achievement/independence losses for autonomous patients). 

Results were mixed in the present study regarding differences 

between socially dependent and autonomous groups in terms of 

the relationship between interpersonal losses and depression. 

While the socially dependent patients appear to have had 

slightly fewer losses through death of loved ones preceding 

the current depressive episode than autonomous patients, they 

had more incidents of early parental deaths. A positive 

correlation was found between the magnitude of social 

dependence and a loss event preceding present depressive 

episode. There was a negative correlation between magnitude 

of autonomy and a loss event preceding the depressive 

episode. Assessment of other types of losses with a 
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relatively high incidence, compared to deaths, such as loss 

of friends, divorce, or other disruptions in relationships 

may give a clearer picture of differences between groups. 

The present study also replicated findings of O'Donnell et 

al. (1989) and Robins et al. (1989) which found the socially 

dependent group to exhibit anxious depression. 

There are few other consistent findings in the empiric 

literature regarding socially dependent and autonomous 

subtypes of depression other than the aforementioned findings 

regarding differences in types of loss and anxious depression 

for the two subtypes of depression. However, the present 

study replicated many of the findings of O'Donnell et al. 

(1989), such as greater alcohol abuse and hostile depression 

for the autonomous as compared to the socially dependent 

depressed patients. The present study suggests that many 

clinically depressed psychiatric inpatients, both with and 

without DSM-III-R personality disorder diagnoses, may 

possibly be differentiated into socially dependent or 

autonomous type of depression, as outlined by Beck (1983) . 

Although few findings in the present study reached 

statistical significance with a moderately conservative alpha 

level of .025, there were low to moderate effect sizes found 

across several methods of deriving comparisons between 

socially dependent and autonomous groups (see Tables 4, 8 and 

11, and the low correlations in Table 5). Cohen (1977) 

suggests that effect sizes found in the range of those 
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observed in the present study are large in studies of 

clinical phenomena, and may indicate observable differences 

between groups. Additionally, power was generally found to 

be low across comparisons between groups, primarily due to 

small sample sizes, which would make it difficult to find 

statistically significant differences even when they actually 

existed. The pattern of trends in the present study for 

differences between the socially dependent and autonomous 

groups were largely consistent and as hypothesized across 

analyses, regardless of whether they were statistically 

significant. No statistically significant results were 

contrary to the hypotheses stated in this study. The 

apparent replication of findings within the present study 

across multiple, independently derived groups, with many of 

the results of O'Donnell et al. (1989), and partial 

replication of results from other investigations, suggests 

that the trends may be somewhat real even though they were 

not statistically significant. 

Most of the data presented for the two subtypes of 

depression are behaviors and life events that could be 

readily identified in a clinical setting (e.g., amount of 

involvement in activities, death of a parent before the age 

of 12, alcohol abuse preceding the onset of present 

depression, and anxious and hostile depression). Another 

behavior which might be assessed in determining a patient's 

status as socially dependent or autonomous was generated by 
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faculty derived socially dependent and autonomous groups, 

which found that two individual patterning of symptom 

variables defined in opposition to each other best 

discriminated between the two groups (e.g., demanding help as 

suggestive of social dependence, and rejecting help as 

indicative of autonomy). These variables are essentially one 

dimension (e.g., either requesting or demanding help) which 

could be identified as another diagnostic criterion to aid in 

classifying patients as autonomous or socially dependent in a 

clinical setting. 

Similarly, the results of the main group comparison in 

the present study found differences between socially 

dependent and autonomous patients according to their 

DSM-III-R personality disorder diagnoses, which suggests that 

personality disorder diagnoses also might be added to the 

criteria described above for identifying whether a patient 

fits into a socially dependent or autonomous subtype of 

depression. As suggested by Beck (1983), identifying 

patients with socially dependent and autonomous subtypes of 

depression may allow for the use of more effective subtype 

specific treatments to be employed. 
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Limitations of Present .qi-nriy 
and Rpoomm^nlations fo-r 

Future P̂ sp̂ T̂ o]-̂  

The present study's archival design limited the 

hypotheses that could be tested, and made for some hypotheses 

in the present study to be assessed in ways that were more 

indirect and less interpretable than would have been possible 

in a prospective design. For example, direct observations of 

patients on specific behaviors hypothesized by Beck (1983) to 

be evident during a depressive episode would have been a more 

direct sampling of behavior than having symptom variables 

rated for presence or absence based on judges impressions of 

BPRS profiles. Another important limitation of the present 

study which results from the archival nature of the design 

was the lack of ability to train the BPRS judges and to 

assess their interjudge reliability before they rated 

patients. It is difficult to interpret the level of 

interjudge agreement found between the two state hospital 

judges in the present study and whether it negatively 

impacted the students' ratings of the BPRSs. 

The effect of differences in frequencies by gender 

across socially dependent and autonomous groups is difficult 

to interpret in the present study. There was a statistically 

significant difference in number of men and women by subtype 

of depression for the first main analysis, with women more 

common in the socially dependent group and less numerous in 

T̂_ ^ ^ ,̂  rpv̂ ô reflects Beck's (1983) hypothesis 
the autonomous group. This reiit̂ c-uD 
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regarding the distribution by gender for these subtypes of 

depression. Given some of the small cell sizes in the 

present study, there is no way to assess for variance in 

results that are due to gender. However, in the first main 

analysis in the present study, for the largest diagnostic 

group (e.g., Dysthymia with concurrent personality disorder) 

there was little difference by gender across study hypothesis 

variables which were greater than those observed between 

socially dependent and autonomous groups, and often the 

differences were smaller than those observed between the 

subtypes of depression. Future research may need to employ 

larger numbers of subjects in order to better assess the 

relationship between gender and subtypes of depression as 

described by Beck (1983). 

A control group of psychiatric patients may have been 

utilized also, although Beck (1983) suggests that the 

socially dependent and autonomous groups are found across 

psychiatric populations. The single diagnosis depression 

group in the present study functioned in part as a control 

because these patients were apportioned in relatively 

equivalent numbers into both the socially dependent and 

autonomous groups using different methods of derivation, with 

results that were largely the same. Similarly, differences 

between socially dependent and autonomous dual diagnosis 

groups (personality disorders in addition to depression 

diagnosis) were found to be about the same as the differences 
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between socially dependent and autonomous groups with both 

dual diagnosis patients (personality disorder and depression) 

and single diagnosis patients (depression as only diagnosis). 

Another limitation of the present study, again resulting 

in part from the archival design, was the lack of data 

available to assess the hypotheses in detail. For example, 

some studies have suggested that some patients who are at 

risk for future depression are those whose mothers died when 

they were children, but not for those whose fathers died. 

The present study only had data available indicating that 

there was a parent death before age 12, but no information 

was available regarding the gender of the deceased parent. 

Future research may reduce the number of hypotheses and 

increase sample size in an effort to reduce potential family-

wise error rate and increase statistical power. Studies also 

may attempt to find ways to isolate more extreme samples of 

socially dependent and autonomous patients for comparison 

than may have been utilized in the present study. Although 

the correlation between socially dependent and autonomous 

patterning of symptom total scores was quite high, many 

patients who had small to moderate differences between these 

scores were included in the present study and may not have 

been examples of either "pure" subtype of depression. 

Additionally, Beck's (1983) utilization of some items that 

were opposites in his list of patterning of symptoms during 

depression may work to separate some patients into these two 
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groups that do not belong there and could otherwise be 

screened out. Employing items that are unique to each type 

may help increase accuracy in apportionment of subjects to 

appropriate depression subtype. 

B0ri*«aHi 
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Personality nic^^^^^o 

selected^'subiects'?'' '^^^ subtypes of depression. I have 
HosDital I^af ha °'' ̂ ^P^tients at Big Spring State 
Hospital. I am having you separate individual DSM-III-R Axis 
II personality disorder diagnoses into the two groups of 
socially dependent and autonomous modes of personality 
antecedent to subtypes of depression described by Beck. You 
nci rrf ̂  whether each of the personality disorders listed in 
DSM-III-R best reflect either the socially dependent mode or 
autonomous mode m a forced choice decision (e.g., choose 
one, but not neither or both). 

General Sample Characteristics: 
Subjects have been screened to give inpatients with dual 

diagnoses of both a) Axis I DSM-III-R diagnoses of either 
Major Depression, Bipolar Disorder (depressed), or Dysthymia, 
and b) DSM-III-R Axis II Personality Disorder diagnoses. To 
aid in screening out patients who may have depression as 
secondary to psychotic process, this study excluded patients 
who exhibited hallucinations. Patients with more than a low 
level of grandiosity also were excluded from the sample to 
screen out patients who may be moving into manic phases. No 
DSM-III-R diagnoses beyond those already described were used 
(e.g., no diagnoses of concurrent organic or central nervous 
system involvements, mental retardation, psychosis, 
schizophrenia, or drug and alcohol dependence) . 

When rating each DSM-III-R personality disorder 
diagnosis as to which one of Beckys two categories it fits 
best, keep in mind the general background characteristics of 
the subjects as I have outlined above. Think Of the 
following as you rate each DSM-III-R personality disorder 
diagnosis: given the general sample characteristics, would a 
clinically depressed state hospital inpatient who has (a) 
this particular DSM-IIT-R personality disorder as a diagnosis 
in addition to a concurrf̂ nt diagnosis of (b) one of the DSM-
III-R depression diagnoses previously described, be most 
likely to fit best as a personality type premorbid to 
depression for whi oh of the two Beck categories? Ln 
particular, think whioh of Reck\s two premorbid Personality 
types is the most likely to be both congruent with the 
particular DSM-IJT-R personality disorder and most likelv to 
lead a person with fbaf personality disorder jhto a Clinical 
depressive episode. 
The choice you make for each DSM-III-R personality disorder 
diagnosis is to be made given your appraisal of the global 
picture presented by the DSM-III-R personality disorder 
diagnostic criteria, having the global criteria for each of 
Beck's two types also in mind, then choosing which type of 
Beck's is the best fit with the DSM-III-R personality 
disorder diagnosis you are reviewing. Use only the limited 
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explicit defining diagnostic criteria of a personality 
disorder in your determination (e.g., do not nse baoVg.onnH 
information m DSM-III-R which sets the context for each 
personality disorder description, such as the introduction 
and associated features through differential diagnosis) . 

In the spaces provided below, make a check mark for which of 
Beck's two subtypes is the best fit for each personality 
disorder. 

Personality Disorders 

Paranoid 
Schizoid 
Schizotypal _ 
Antisocial 
Borderline 
Histrionic 
Narcissistic 
Avoidant 
Dependent 
Obsessive Compulsive 
Passive Aggressive _ 

Socially Dependent Autonomous 

The antecedent personality characteristics which Beck 
(1983, pp. 272-275) describes as most representative of 
patients with socially dependent and autonomous modes of 
personality antecedent to depression are quoted as follows: 

Relation of Personality to Depression: 

Personality Dimensions or Modes: 
There are at least two major dimensions or 

clusters relevant to depression: sociality and 
individuality. 

Sociality (social dependency) refers to the 
person's investment in positive interchange with 
other people. This cluster includes passive-
receptive wishes (acceptance, intimacy, 
understanding, support, guidance); "narcissistic 
wishes" (admiration, prestige, status); and 
feedback — validation of beliefs and behaviors. 
The individual is dependent on these social _ 
"inputs" for gratification, motivation, direction 
and modification of ideas and behavior. The motif 
of this cluster is "receiving". 

Individuality (autonomy refers to the 
person's investment in preserving and increasing 
h!sindependence, mobility, f ^ P^^^^^^^/^^"'^' 
freedom of choice, action ^^^^^^P^^^^^^^' .3 
protection of his domain; and defining his 
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boundaries. The person's sense of well-being 
depends on preserving the integrity and autonomy 
of his domain; directing his own activities; 
freedom from outside encroachment, restraint, 
constraint, or interference; and attaining 
meaningful goals. The motif of this cluster is 
"doing". 

The premorbid personalities of people who 
become depressed tend to show predominance of one 
or the other clusters (although obviously some 
patients may have an "even" mixture of both). 

The Autonomous Mode 
The autonomous type of personality manifests 

more of the following characteristics (than does 
the dependent type) prior to the depression. 
These features are generally (but not always) 
accentuated during the depression. 

It should be noted that the autonomous 
personality type tends to occur more frequently 
among males than the socially dependent. 
Individuals in the latter group tend to be 
females. I have, however, observed several "pure" 
cases of autonomous personality among women and of 
socially dependent personality among men. 

1. Has own set of internalized standards, 
goals, criteria for achievement, and highly 
specific set of self-rewards or acceptable rewards 
from others. The standards and goals are 
different from and often higher than the 
conventionally accepted norms. This person may 
thus judge himself more stringently than he does 
other people. 

2. Is less susceptible to external 
feedback than the socially dependent person; thus 
is less influenced by praise or criticism; by the 
same token is less subject to corrective 
influences and may proceed in counterproductive 
ways ~ oblivious to the effect of his actions on 
other people. 

3 Is less sensitive to other people s 
needs'and wishes (although he may believe that he 
is aware of other people's feelings and may care 
about them). Does not rate well in accurate 
empathy. , , . r^r^-r-Kir-

4. Is action-oriented, emphasizing DOING 
r a t h e r t h a n THINKING. 

5. Is less reflective than the dependent 
type. 

rrrirTgKnr-l '"''^ -^"^ 
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6. Is focused on getting positive results 
and places less weight on possible negative 
consequences of actions. 

7. Tends to be direct, decisive, and 
positive, often dogmatic and authoritarian. 

8. When not depressed, has high level of 
self-confidence and self-esteem. 

9. Wants freedom to initiate action. 
Dislikes being held back, blocked, or deterred 
from doing what he wants to do. 

10. Strongly prefers that his options are 
open rather than making permanent commitment. 

11. Adapts better than socially dependent 
person to situations or relationships in which 
there is a good deal of variability and/or 
ambiguity. 

12. Dislikes externally imposed directives, 
deadlines, demands or pressures. 

13. Most common "cause" for rupture of 
interpersonal relations is a belief that he or she 
was trapped or forced to do something against his 
or her will. 

14. Dislikes asking for help. 
15. Self-esteem based on attributes that 

facilitate independence, action, and versatility. 
16. Unless has a serious physical illness, 

is less concerned than average about physical 
illness or death. 

17 . Judges own worth by success in 
fulfilling specific role expectations (student, 
employer, employee, parent, child). 

18. Obtains pleasure from "doing" and 
reaching goals. 

The Socially Dependent Mode 
Just as the autonomous type relies on 

distancing to facilitate his goals, so the 
sociotropic person seeks closeness. Thus the 
dimension of closeness-apartness may 
be a useful way to differentiate the dependent 
from the autonomous types of depression D^st as _ 
f^ar of closeness as opposed to fear of distancing 
distinguishes the claustrophobic from the 
agoraphobic personalities. 

Specific characteristics of the socially 
dependent personality are: 

1. "Needs" people for safety, help, 

gratificati^on. ̂  stability of relationship to 

ensure steady flow of supplies and other 

interpersonal factors. 

iimrMmTmrrrTi II iiiiii rr" •"HiiiiniMiiiiiaMtrfrt' 
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3. Depends on relationship to ensure 
safety and prevent the pain of social isolation 
(therefore requires stability and predictability). 

4. ^ The concerns regarding health and fears 
of getting lost require an access to nurturant 
figure. 

5. Rejection is worse than aloneness — 
particularly if loneliness can be compensated 
through some access to nurturant figure. 
Rejection represents severing of tie to the 
nurturant figure (abandonment) . 

6. Needs reassurance continually to make 
sure that the pipeline is still open and 
operating. ("Do you love me?" "Can I call you 
when I need you?"). 

7 . Cannot take any risks that might lead 
to alienation and closing down of pipelines (e.g., 
asserting self with significant others). 

8. Rejection by another person leads to 
loss of confidence in opportunity or ability to 
get supplies. It also diminishes self-esteem in 
that the individual sees self as having lost the 
attributes that will attract people to provide 
what he feels he needs. 

9. Inclined to take out insurance to 
protect against alienation, isolation, and 
sickness (e.g., wide circle of friends, 
acquaintances, associates who are pledged to come 
to his assistance). 

10. Does not want to take chances because 
he does not feel that he can cope with unexpected 
eventualities. (Therefore, avoids "strange 
places"; is reluctant to express hostility or 
simple assertion). 

11. Obtains pleasure from receiving. 

7f/r ' r--
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I have selecte'/sub^"c't3^°r"orin°"at'"^^^^^ °' depression, i 
Hospital. I'am having you ratf H ^^ ^^? ^^^^^^ ^tate 
criteria regarding the two ^ Repressive episode behavioral 
autonomous subtypL ol decr^f"''' °/ socially dependent and 
will rate whethefLch 0^^?^^^°^ '^^^"^^^^'^ ̂ y Beck. You 
Beck is met for each subt^f • ̂ 1'°''^^ criteria listed by 
(yes/no) given your aloL^?^ ^ ^°^=^^ ^^°^^^ decision 

the BPRS The two o„K^ ^ ! ' ^^^^ patient was rated on 
line tJFKb. The two subtypes of depression described bv R^OV 
are in many respects defined in opposition to each other 
which you should keep in mind during your ratings A^so' 

tertvpes^'then"'"^"' ^'^'^^^ '^ your'mind of ^^ch o f B^ik^s two types, then you can also get a sense of how BPRS 
behavioral symptoms individually and/or in patterns may be 
most suggestive of one Beck type over another. 

General Sample Characteristics: 
Subjects have been screened to give inpatients with 

diagnoses of a) Axis I DSM-III-R diagnoses of either Major 
Depression, Bipolar Disorder (depressed), or Dysthymia, 
and/or b) DSM-III-R Axis II Personality Disorder diagnoses 
More succinctly, a patient has either an Axis I diagnosis 
without a concurrent Axis II diagnosis, or else has both an 
Axis I and a concurrent Axis II diagnosis. To aid in 
screening out patients who may have depression as secondary 
to psychotic process, this study excluded patients who 
exhibited hallucinations. Patients with more than a low 
level of grandiosity also were excluded from the sample to 
screen out patients who may be moving into manic phases. No 
DSM-III-R diagnoses beyond those already described were used 
(e.g., no diagnoses of concurrent organic or central nervous 
system involvements, mental retardation, psychosis, 
schizophrenia, or drug and alcohol dependence) . When rating 
the behavioral criteria keep in mind the general background 
characteristics of the subjects as I have outlined above. 

The depressive episode behavioral criteria which Beck 
describes as most representative of patients with socially 
dependent and autonomous subtypes of depression are quoted 
starting on the accompanying scoring sheets. Next to each 
behavioral criterion a space is provided for your rating ('̂y" 
for yes, '"n" for no) . 

If you have any questions about how to do the ratings, 
ask me. The rating sheet for Beck's (1983, pp. 275-276) list 
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of patterning of symptoms Hnr«-;r.̂  ^ 
as follows: ^y^^P^oms during depressive episode is quoted 

TwLf'^I^^''^''^^' V"'^'' <^^ compared to Dependent 
a^fbehaei^r:.^'^^^^^^^'^^^^ ^^^^^^ ^' ^^^P^-^ 

1. Apparently refractory anhedonia. __ 
2 Is more self-critical than socially 

dependent person. 
3. Has lost interest in other people. _ 
4. Has withdrawn from other people (in order 

to maintain autonomy). 
5. Unlikely to cry (despite severity of 

depression). 
6. Depressed mood not affected by positive or 

negative events. 
7. Depressed mood unremitting. 
8. More likely to use "active" forms of 

suicide (firearms, automobile crash, hanging, 
jumping). 

9. More likely to have hostile depression. 

10. More likely to react with agitation to 
closed hospitalization. 

11. Does not voluntarily seek help; often 
rejects help. 

12. Is more pessimistic about being helped. 

13. Attributes present difficulties to own 
personal deficiencies or personal failures (rather 
than external events). 

14. More concerned about personal 
effectiveness (inability to function). 

The Dependent Type (reactive) shows the 
following symptoms and behaviors: 

1. Requests or demands help. 
2. Dwells on loss of gratification. 
3. More likely to cry (than autonomous type). 

4 . More concerned about personal 
attractiveness and other social attributes. — 

5. More optimistic about benefits of help. 

~ 6. Responds (temporarily) to reassurance and 

support. 
7. Mood is labile. — 
8. More reactive to positive or negative 

events. . j „ • ̂ ^ •. 
9. More likely to have "anxious depression. 

~ 10. May have relief of symptoms from closed 
hospitalization. — 

. ̂ Ml^V LKI« 
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11. More likely to use 
suicide attempts. 

12. Sad, lonely. 

"passive" modes for 
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Instructions ^o F:̂ .̂.itY .mngoc 
Qt Depression Sympl-omp 

Rank the top six most discriminating criteria from 1 (most 
discriminating) to 6 (sixth most discriminating) for 
distinguishing between the two groups. The criteria for 
^^^^^^"^^^^^^^^^^^tween the two groups as described by Beck 
(1983, pp.275-276) are as follows: 

The Autonomous Type (as compared to Dependent 
Type) shows a characteristic pattern of symptoms 
and behaviors. 

1. Apparently refractory anhedonia. _ 
2. Is more self-critical than socially 

dependent person. 
3. Has lost interest in other people. 
4. Has withdrawn from other people (in order 

to maintain autonomy). 
5. Unlikely to cry (despite severity of 

depression). 
6. Depressed mood not affected by positive or 

negative events. 
7. Depressed mood unremitting. 
8. More likely to use "active" forms of 

suicide (firearms, automobile crash, hanging, 
jumping) . 

9. More likely to have hostile depression. 

10. More likely to react with agitation to 
closed hospitalization. 

11. Does not voluntarily seek help; often 
rejects help. 

12. Is more pessimistic about being helped. 

13. Attributes present difficulties to own 
personal deficiencies or personal failures (rather 
than external events). 

14. More concerned about personal 
effectiveness (inability to function). — 

The Depepripnt Type (reactive) shows the 
following symptoms and behaviors: 

1. Requests or demands help. — 
2 Dwells on loss of gratification. — 
3. More likely to cry (than autonomous type). 

4 More concerned about personal 
attractiveness and other social attributes. 

5. More optimistic about benefits of help. 

~ 6. Responds (temporarily) to reassurance and 

support. 
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7. Mood is labile. 
8. More reactive to positive or negative 

events. 
9. More likely to have "anxious depression." 

10. May have relief of symptoms from closed 
hospitalization. 

11. More likely to use "passive" modes for 
suicide attempts. 

12. Sad, lonely. 

^vsreaeaaiJlS 


