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BSTRACT

Two studies were conducted to examine the role cognitions
play in adolescent major depression. In theufirst study,
the Cognitive Bias Questionnaire for'Childfén (CBQC) was
revised and valida;éd on three grOUps’of'adolescents given
diagﬁoses of éndogenous major depression (n=23),
nonendogenous major depression (n=25), and ogher
nondepressed diagnoses (n=26). The results showed that
theregwas an increase in internal consistency for the
distortion and nondeéressed-nondistorted scales from the
revised CBQC when cbmpared~to a previous version. There
were no significant differences between the endogenous and
nonendogenous -groups on any of the scales from the CBQC: As
. predicted, both groups of major depressive disorder evinced
significantly more distortion and less positive thinking on
the CBQC compared to thé group of nondepressed‘psychiatric ¢
controls., Adolescenté with major depression who experienced

less stress showed more distortion than thpse’who
, e

experienced high stress. These results validate the CBQC as

‘a marker for major depression and support the validity of
the distortion scale in ass®ssing the tendency to negatively

distort life events. ) _

In the second study, adolescents with major depression were

tested at two phases, once while actfvely depressed and

g\\,



again when remitted from major depression” These -

i

adolescents (n=13) were compared to a\group of-adolescents
with mgjor depression who did not'remiﬁ from depression
(n=17) and‘to a group o; psychiatric controls (gsq?T; ‘While
actively depressed, the remitted group did not differ
significantly from the unremitted group in severity of
sgion, level of distort{on and in thoughts of

hopelessness or worthlessness. However, both depressed

gr;ups wfre signifidahtly différent from the psychiatric
cohtrolé on these measures. As predicted, at tli{le remission :
phase, the remitted grdup egualled the control grdup in
severity of depression and in thoughts of hopeleésness and
worthlessness, but cont'nuea to display signi%icantly more
distortion'and less ppSitive thinking like the unremitted
group. These results support the hypothesis that negative
-cognitions, such as hobeiessness are state markers for major

depression, whereas the tendency to distort and the lack of

a self-serving bias are trait markers for major depression.
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INTRODUCTION

The past decade has seen a signjficanmt~shjft towards

>

-

the recognitfon that depresaiie}disorders occur in
prepubertal children and adolescents analogous to those
which occur in adults;—'In the 1960s, depression in
childhood was thought to be a qualitatively different
phenomenon from depré%sion which occuré in adulthood.
Proponents of this view relied HeaQilybon psychoanalytic
developmental pr}nciples; For example, Rie (1966) argued
that prepubetté% children did not become depressed because
the superég9iwgs not developed fully enough to produce th
guilt and lowered self-esteem so characteristic of adult
depression-. Others, however, argued that depression was a
basic psychobiological reaction to loss or deprivat}on
(Joffe &;Sandler, 1965) and could even occur in infants as
Spitz puiatively demonstrated in 1946} Finally, ;s if to
resglve the varyinggk%ewpoints, depression in children was
proposedato be existent, but oniy in a "mas%gd" form
(Toolen, f962). Supporters of this view argued that.not - “\\\
until the cﬁild reaches 16 yeérs was depression expressed in
the same fo}m as iﬁ adults. Prior to this age, children
were more iﬁc}ined toward "doing” tﬁings than toward
"thinking" about them (Weingr, 1980).;‘The'maskea view was
expressed this way: "The masked forms gf dépression seen in-

L

-



early adolescence consist not so much of the toll £his
disorder is taking as of efforts to ward off depression and
thereby avoid any toll....[they may] resort to temper
tantrums, running away, stealing, truancy,:and numerous

other defiant rebellious antisocial acts" (Weiner, 1980, p.

456). ' ~ .

:]

It was not until theﬂ{975 National Institute of Mental
Health conference on childhood depression, that depréssion
began to be recognized as a clinical syndrome in children
" (Schulterbandt & Raskin, 1977). 1In a seminal paper from
this conference, Kovacs andaBeck (1977) successfully
challenged the masked view of depression. They arqued that
since proof of depression is necessary in the diagnosfs %nd
that many of the masked symptoms (see Weiner above) are
nothing more than presenting complaints, éne term masked is
unnecessary. Moreover, Kovacs and Beck after carefully
reviewing symptom descriptions of childhood depresséon,
concluded: "despite the insistence that childhood depresSive
disorders and the adult syndromes are dissimilar, we aré

struck by the similarities" (p. 11).

In the following year, while Welner (1978) was echoing
the sentiments of ‘Kovacs and Beck (1977), a review article

published in the widely read journal, Psychological

Bulletin, concluded that depression was far tbo frequent and



transient in ch{ldreh to be considered a clinical syndrome
(Leftkowifz & Burton, 1978). Alxhoggh subsequent research'
prﬁved this-view to be inadequafe (see Kovacs et él.; 1984),
the transient view remained unconvincing ev?n,at the time
(see Costello, 1980).  Parallel to these’development51and
independent of each other, Puig-Antich et al.,‘%lé?B; 1979)
and Carlson and Cantwell (1979; 1980) were the firsé,to‘
‘demonstrate that the unmodified adult diagnostic ériteria
for major depression could be successfully applied to
prepubertal children. A little later, Strobef\jcréen and
Carlson (1981a) demonstrated the identical phenémenon with
~adolescents. These developments opened the gate to a whole
spectrum of validity studie$ aimed at:demonstrating that
childhood and adult depression were identical disordbrS«(gee
Cantiwell, 1985; Cantwéi& & Carlson, 1983; Fiqch & Sayior,
1984; Haley, 1984; Puig-Antich, 1985, 1986; Poznanski, 1985;
Waters & Storm, 1985; Welier & Weller, 1983 for réviews).
Briefly stated, the ;vidence/indicated tﬁat thé bésic o
phenoménology of major depression was the éame from16 yeafs
to adulthood, that psychotic and endogenous forms- of méjdr
depression were not rare in chi}dren or adolescents;‘that
there was a high deqree of family aggregation of major
depression iﬁ first degree relatives of depressed children,.
and that affective di#sorders in children and aaolescentsu

demonstrated a chronic course consistent with the adult

forms. Puig-Antich (1986) summed up the literature with



thlS comment' "The ev1dence reV1ewed so far suggests that we Q

shouId start to th1nk about affect1ve 111ness as a unltary

o

Asymfrome across the llfespan (p. 348)
In rev1ew1ng these deQelopments, Rutter (1986a) became &
concerned that ‘child psychopathology had moved too far away e
from the developmental perspective. Rutter argued that the
developmental perspectlve need not be equated with
psychodynamlc views of development, rather we should take
into consideration empiricai findings and theorles from
devélopmehtal psychology; we should be concerned with the
discontinuities as wellras the continuities of child
psychopathology. To this end, Rutter gathered together the
top researchers in the field of childhood depressiop to
discuss developmental issueslin childhood depression. The
results of this endeavour were recently published in a book

titled Depression in Young People (Rutter, Izard & Read,

1986).\ Rutter (1986b) noted that while it is now accepted
that children and adolescents show major depressive
disorder, there are developmental changes to be explained,
including the findings that there appears to be a shift to
more suicide, suicidal ideation, depressive feelings and
depressed females at adolescence and the fact that

| depression in childhood is commonly associated with other

psychiatric disorders such as conduct disorder.
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In summary, the concept of depression in childhood has
evolved from a psychoanalytic based view that the syndrome
was structurallyiimpossible, through the notion of
depressive equivalents tb the position that depression is an
gnitary entity throughop;rthe lifespan. RecentA
modifications have restored a more modest role for the

developmental discontinuities in expression of gender

prevalence in the pre-adult syndrome. \\\\\

This study focuses on major depression in adolescents.
The diagnosis of major depression is made using Research
Diagnostic Criteria (RDC; Sptizer, Endicott & Robins, 1978)
or its near equivalent Diagnostic and Statistical Manual,
III-Revised (DSM-III-R, Ame;ican Psychiatric Association,
1987) criteria. The RDC define Major depression as a mood
disorder characterized by depressed mood and at leaigjéive
of the following symptoms: decreased or increased appetite
or weight loss or gaiﬁ, sleep disturbance, psychomotor
retardation or agitation, guilt feelings, concentration
difficulties, anhedonia, fatigue and suicidai ideation or
suicide attempt. The symptoms must be present for a least 2
weeks and be of éufficieht severity to interfere in daily
activities. The prevalence oﬁ major depression.in the
normal population of adolescents is estimated to be 4.7%
with a sex ratio of 5:1 in favour of girls (Kashani et al.

1987). This estimate compares with 1.8% found in



preadolescent children (Kashani et al., 1983) and with the
4.5% to 9.3 % range found in adult normal £ema}es'and with
ﬁhe 2.3% to 3.2% range in adult normal males (American
Psychiatric'Aséociation, 1987). The prevalence of major
depression in inpatiéﬁa adolescent clinics ranges from 17.8%
(Strober, Green & Carlson, 1981b) to 55% (Haley,‘%ine &
Marriage, 1988). The duration of an episode of méjor
depression in adoléscents can be lengthy with a mean
duration of 29.4 weeks between onset and reéovery (Strober,
1985), As noted earlier, empirical studies show that there
is no difference in frequency of major depressive symptoms
betﬁeen children, adolescents and adults (Mitchell,
McCauley, Burke,& Moss, 1988; Ryan et al.,‘1987; Strobgr,
Green & Carlson, 1981a) with some minor exceptions.
Adolescents exhibit more hallucinations relative to
delusions, whereas adults show the converse with more
delusions (Haley et al., 1988; Mitchell et al., 1988; Ryan
et al., 1987). In this respect, adolescent depression is
more akin to prepubertal major\aepression (Chambers, Puig-
"Antich, Tabrizi & Davies, 1982). As well, adolescents tend
to report more suicide attempts, guilt, and somatic
complaints than adults (Mitchell et al., 1988). The
fr;;uency of suicide attempts in adolescents with major

. depression ranges from 39% in outpatient samples (Mitchell

et al., 1988; Ryan et al., 1987) to 76% for inpatient

samples (Haley et al., 1988).



Clearly, major depression in adolescents represents a:
serious health problem, but little is known about its :
optimal treatment or aetiology. On the premise that
identification of aetiology may inform the procéss of .
treatment selection and development, the present study
attempts to explore one possible aetiological avenue, the
role cognitions play in the development of adolescent major
depressive disorder. As such, it essentially represents a
downward extension of adult cognitive models for depression.
In the follo&ing sections of this introduction, I will
briefly review the adult cognitive models and in light of
Rutter's comments (see above), I will endeavour to provide a
developmental perspective on cognition and depression,
Secondly, I will present the cognitive marker approach in
conceptualizing the relationship between depression and
cognition and I Will review the empirical support for this
approach in adu patients and in child and adolescent

samples.
Cognitive Models of Depression

The two major theoretical positions on the role of
cognition in depression are those of Beck and colleagues
(Beck, 1967{ Beck, Rush, Shaw, & Emery, 1979; Kovacs & Beck,

1978; 1979) and Seligman and colleagues (Abramson, Seligman



& Teasdale, 1978; Beach, Abramson & Levine, 1981;'Seligman,

1975; Peterson & Seligman, 1984).

Beck's Cognitive Distortion Model

Beck (1967) proposed that the main cohponent iﬁ
depression was cognitive rather than affective. Beck
focused on such s{mptoms as guilt, self-depreciation,
hopelessness, commonly seen in depressed patients and
concluded that it was the coghitive processes that were

responsible for the dysphoria and anhedonia.

According to Beck, all deprgssive symptoms can be
traced to three specific cognitive patterns, which he termed
the cognitive triad. The first pattern involves a negative
view of the self, the person views hefself as defective;
unworthy, and tends to attribute unpleasant experiences to
physical, moral 6r mental defects in herself. The second
pattern is a negative view of the world, in which the person
interpréts experiences and interactions in the world around
her in a negative way when more plausible, alternative‘
interprétations are available. The third pattern is a
negative view of the future, the person believes her

suffering will continue indefinitely into the future.



The second component of Beck's theory involves schemas.
Scpemas are stable cognitive patterns whjdh readily
interpret information related to specifié sets” of
circumstance. The function of schemas is t6 filter out or
screen stimuli for speed and ease of coding. When certain
circumstances arise, a schema is activated to match tﬁem. ¢
In the depressed person, the orderly matching of schemas to
environmental input is usurped by prepotent negative schemas
which selectively attend to the negative elements of the
stimuii while filtering out the positive. Thié-filtered
input reinforces the negative schema in so far as the
process is matching negative ?nput to negative schema as
well as increasing the activity of a whole matrix of
negative schemas, which in turn causes a cognitive ~
distortion of reality. This phenomenon explains why
depressed patients appear immune to positive feedback and
appear to dwell on personal deficiency. As Beck et al.,
(1979) state: %fhe patient loses much of his voluntary
control over his thinking processes and is unable to invoke
other more appropriate schemas" (p. 13). Beck uses the
term "systematic cognitive errors" to categorize the
cognitive distortions obsefved in depressed patients, These
errors includes 'selective abstraction', whereby negative
events are removed from context, 'arbitrary inference',
deduction unrelated to evidence, 'overgeneralization',

arguing from one instance to a general rule,
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'personalization’, self reference without evidence and
'dichotomous thinking', thinking in extremes with the self

at the negative extreme,

Another concept off the distortion theory is what Kovacs
and Beck (1978) call si ent assumptions or premises. These
- assumptions are termed/silent because it is not readily
observable, without some therapeutic probing, that the
negative conclusions patients reach about themselves are
based on any logic. The premises or assumptions are
personal sets of ébntingency rules or formulas used to
integrate experience. For example: "If I am notcimportanf
to everyone, I can'é go on living". This kind of’Eremise
will make a person<partiéul§rly‘vulneréble to élights and
snubs. "I have to be perfect at everything”; this;%femise
would make a difficult task a devastating experienéé."‘The
: premises are’faulty and\‘rigid allowing no room for gray-
areas or gradations. As Kovacs and Beck note, the
simk&istic, rigid and childish nature of the pfemisésiaﬁé?*i -

R e,

the contingency rules betrays their origin - in childhood

\
Beck's model‘%ay be summarized in the following manner:

1. The negative cognitive triad is the general
thematic content of schemas which distinguishes the

distortions of depressed persons from the distortions



P

L
of other disorders such as anxiety. The schemas, in
‘addition, contain idiosyncratic content based on
varying individual childhood experiences. The specific
.or individual content of the cognitive triad is

expressed by the idiosyncratic silent assumptions or

premises.

2. The schemas are latent but are activated by
cipcumstances that resemble thg original childhood
events respoﬁsible foflthe-formation of(the'negative‘
schema. Once activated, these schemas distort reality
in a way that is observable in the sysfematic errors .of

logic, characteristic of depressed patients.

Thus, by these two concepts, Beck explains why, in
similar circumstances some individuals become depressed
while others do not.

PN

Seligman's Helplessness Model

In his original helplessness theory, Seligman (1975)
proposed that the experience of bad events as uncontrollable
leads to the expectation that no action will control
outcomes in the future.. This perception induces several
helplessness and depressive symptoms including passivity,

cognitive deficits, sadness, anxiety, decreased aggression,
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decreased appetife, néurocheﬁical chahges and susceptibility
to disease. However, this model could not explain why
uncontrollable events would lead fo longllasting sadness
across situations from theroriginal‘experience of
uncontrollability. Furthermore, it CFGTE’not accounf.fo;
the freqUently‘seen low self-esteem and self-blaﬁe in |

depressed patients. How could one who has no control over

the situation blame him or herself for‘the bad event?

-To handle these &ifficulties, Abramson et al., (1978)
reformulated the helplessness theory into a causal
attrihutional frame work. In the reformulated model, the
experience of uncontfollable events leads the person to ésk
why. The explanation people give can be conceptuaiized ‘
along three dimensions. First, the cause may be attributéd
to éomething in the person (internal) or to the situation
(external). Second, the cause may be attributed to factors
'persiéting across time (stable) or to transient factors
(unstable). Third, the causal attribution can be made to
factors affecting many situations or outcomes (global) or
can be made to the particular éituation or outcome
(specific). Thus, these dimensions of causal attribution
or as Seligman, now, wishes to refer to them, causal
explanations (Peterson & Seligman, 1984), help explain the:

persistence of depressive symptoms across time (stable-and

factors) and across a range of situations (global factors)
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and as well helps explain' the low self-esteem (internal
factors). The causal explanation style of the per%onrét

risk for depression is one in which the unﬁontrollable bad

-

‘évent is attributed to internal, stable and global facéarénk
while good eventé‘probably are attributea to external, o |
‘ unstablg,and specific factors (Abramson et al,; 1978). These
authors also explain how_the reformulated theory is’ .

consistent with Beég's distortion theory as follows:

Those people who typically tend to attribute féilﬁre to
global, stable and internal factors should be ;ost
prone to general and chronic helplessness depressions
with low self-esteem. By the reformulated hypothesis,
such a style predisposes depression. Beckl (1967)
argued similarly that the premorbid depressive is an
individual who makés logical errors in interpreting
reality. For example, the aébression prone individual"
overgeneralizes; a student ngards his p&or performance
in a single class on one particular aay'as final proof
of his stupidity. &é7believe that our framework
provides a systematic framework for approaching such
generalization: It is an éttribution to.,a global,
stable and internal factor. Our model predicts that
attfibutioﬁal style will produce depression proneness,

perhaps the depressive personality (p. 64).
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Developmental Issues in Cognition and Depression

-Beck and colleagues see no problems in extending the

B

cognitive distorpion model to chlldren. Emery et al.,
(1983) argque that as long as the child is at the concrete
operational level. of deveiopment (around 7 years, see
Flavell, 1985), he or she is capabie of perceiving and
inferring from reality as well,as misinterpreting and
distofting”reality. The ability to perceive intentionality
produces the cognitive capacity to experience guilt and
misattribution of blame. ﬁgwever, because pre-operational
children are tied toxthe'hereﬂand now, they may have
difficulty anticipating the future and inferring
'con;equences that may occur later. Although these authors
place the limits of the model at the operationa{AleVéi of
development, it should be noted that pre—operatidnal
children have shown the ability to perceive ihtentionality
in recent findings (Flavell, 1985). The important point for
purposes of the present thesis is that according tqQ Emery et
al., adolescents who are in the concrete operational level
of development will not show the hbpelessness tbeme bf the

cognitive triad.

Seligman & Peterson, (1986) are more to the point .
concerning the application of the attributional model to

chiihren. 'They disagree with those who argue that adult

o
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psychopathology models cannot in principle be applied to

children. A;c6rding'to Seligman‘and Peterson, if the

constructs can be evoked to explain the -behaviour of both

adults and children and research shows converging results,

- then the theory is general, the helplésgness theory is such

s

a general theory.
| | #

~Working within a developmental framework, Cicchetti and
thneider-Rosen (1986) assert that prior to age 8, the child
islprofected from developing a depressive syndrome by his or
her limited’uﬁderstanding of the self. Three developmental
chénges in gognitions about the self are necessary
conditions for the production of depressive symptoms.
First, the child needs to change from absoluig'toﬂsocial
comparisons. Second, there.must be a change from describing
ohéself in terms of what activities one engages in, that is,
from typical activity to competency based evaluations.
Third, the child must change from physicallistic evaluations
based on physical attributes and posseéé&bns to more
psychological evaiuations based on trait descriptions. 1If a
child makes an attribuEion for a pegative event while at
the physicallistic stage, fae causal explanation will be
transient due to the changi@p nature of the physicai self,
possessions and the l%ke. Thus, the attribution will be
unstable, and externai; Qhereas attributions made at ther

psychological stage are more likely to be internal,.  stable
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and global. The change from absolute comparisons to social
comparisons is alsgfiélevant, for it only when children are

capable of discerning that they have failed where others

‘have succeeded, are the conditions for helplessness set. If

fhe attribution fcr failure is to lack of ability, the child

will believe that there is no response in his or her

repertoire that will change the situation and helplessness

and depressive symptoms will persist. On the other hand,
the child who is not at the stage of social comparisons will
explain his failure to external factors; the child has no
concept that he or she should do the same or better, it is
an absolute comparison. The authore sum up their position

this way:

We contend that it is only following the transition in
the nature of seli-cognitions at‘about age 8 that it
becomes possible for a child to experience a loss of
self-esteem accompanying depressed affect‘that is
associated with personal comparisons (based on global,
ﬁsychological qualities) resulting in ﬁégaﬁive
valuations of the self. This loss of self-esteém
reflects an affective concomitant to the cognitive
activity that may introduce a positive circular
relatibnship between affect arid cognition as they serve
to maintain the depressed state (Cicchetti & Schneider-

Rosen, 1986, p. 106).

—~
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Cicchetti afid Schneider-Rosen (1986) propose that the
negative self-schemas that ultimately give rise to
depression are formed through the pfocess of assimilation
and accommodation (see FlaQell, 1985 for a description of
these conéeptS). Such negative experiénces as eéély loss of
a parent, maternal deprivation, inadequate environments all
contribute to the formation of the negative schema._ Thﬁpugh
time, negative experiences are assimilated into the schema
and, as well, the schemas may be accommodated or elaborated
- by prolonged affect or stress. The.authors further contend
that one need not understand the activation of schema in
terms of psyéhic energy, rather activation can occur by
means of affect which forces t?e structure to play a larger
role in the processing of information. .The§ also suggest
that negative schemas can arise as consequence oi{;ﬁe
emotional language of the depressed parent. Notihg studies
that indicate that language referring to emotions helps
facilitate control, the authors suggest that the emotional
lanquage of the depressed parent may serve as a means of

transmission of depression via the assimilation by the child

of poor coping skills to control depressed affect,

Garmezy (1986) citing studies on children's reaction
to success and failure contends that even 4 year olds will
lower expectations for success if the failure can be made

more salient. Moreover, Garmezy argues that early failure
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events may lead to the cognitive triad. The author cites a
study in which motivatiohal patterns of first graders
shifted from confident of success to fear of failure. When
those children who remained confident-of success were
compared to those who feared failure, there was no
differences in IQ, however, paren@??*style patterns showed
that the children with fear of failure had parents who were
neutral to the child's success, reacted negatively to the
child's failure, blamed performance on lack of ability and
used social comparison norms rather than individual
judgements of achievements. It seems that negative
evaluations of the self can occur earlier than 8 years
especially if failure is a main theme in life circumstances
and moreover, negative self-evaluations do not ﬁecessarilyy

depend on cognitive maturity.

As Rutter (1986c) notes, negative cognitive sets may
also play a role in changing the sex ratio of depression in
adolescence. Although teachers tend to give more ﬁegativeq
feedback to boys than girls, the pattern of feedback may
contribute to the development of differential attributional
patterns (Dweck, Davidson, Nelson & Enna, 1978). Dweck et
al., (1978) reported that in one study, boys received
negative feedback that tended to be diffuse whereas girls

received negative feedback specifically for their

intellectual failings. However, positive feedback tended to
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be diffuse for girls and specific for boys. Such a pattern
of feedback may contributé to the perception that there is
no response in the giri's intellectual repertoire that could
change the situation. Indeed, 3yec§ and Bush (1976) have
found that girls tend to give up and attribute their failure
to lack of abilitf when they receive negative feedbéck
whereas boys tend to increase their efforts. This pattern
of feedback may have its learning phase in middle childhood

and become accommodated into a cognitive schema as the girl

approaches adolescence.

Before concluding this section, I would like to briefly
review the only empirical study that I know of that has
directly addressed the issue cognitive development and
depression .from an empirical viewpoint. Kovacs and
Paulauskas (1984) tested the assumption that depression in
children covaries with cognitive stage of development. The
authors employed 3 measures of cognition, a test of formal
operations, a test of interpersonal reasoning and a test of
self-understanding which included 3 levels, physicallistic
evaluations, activity based evaluations, and internal, trait
like attribution evaluations,‘(see Cicchetti & Rosen,
above). The subjects were 53 children between the ages of 8
and 13 who met the DSM-III criteria for an affective
disorder; 43 met the DSM-III criteria for major depression.

Contrary to assertions by Cicchetti and Schneider-Rosen
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(1986); only 50% of the depressed children were at the trait
or psychological level of self-understanding_but consistent
with-these authors, only 9% were at thé physicallistic

stage. These results do not support the notion that a high

1 .
level of self-understanding®is a necessary condition for

depression,

sures into a 3 task index,

Collapsing the éognitive m
primarily concrele, transitional and primarily abstract,
Kovacs and Paulauskas examiﬁed wheth depressive
symptomatology varied as a function of cognitive maturity.
They found no evidence that the sympfoms of hopelessness,
self-depreciation, depressed mood, quilt, suicidal ideation
or any oanHe*vegetative symptoms were dependent on -
cognitive stage of development. Howevér, they did find
that, those who were less cognitively mature were the most
likely to have had a chronic disorder when 'in a major
depressive episode and to have taken longer to recover than
more cognitively mature children. The authors were somewhat
at a loss to explain the results, as they stated:
"Notwithstanding our emphasis on methodological rigor, we
were unable to veriff even the most common notions about the
developmental-stage mediation of depressive disorders in
children" (p.74). These results do not support Emery et

al.'s position that children need to attain the abstract

level of cognitive development before then can experience.a



sense of hopelessness. These results also d6 not support the

view that cognitive immaturity protects against depression.

In conclusion, the cogniti&e theories of Beck and
Seligman are remarkably silent in explaining how negative
schemas develop and how it is that some depressions manifest
in childhood while others manifest inpadulthood. Perhaps
one of the most perplexing'deVelopmenfal changes for
cognitive theories to explain is the dramatic rise in
depressive disorders in adolescence with a ¢orres§onding
preponderance of depressed females.  Developmental
psychologists are beginning to fill in the gaps left by the
original authors of cognitive theories and are beginqing to
provide a few insights into the role that negative
cognitions play in the development of depressive disorders

in children,.

Methodological Issues in Empirical Research

The research in support of these models has been
controversial’(Coyne & Gotlib, 1983 ;1986; Segal & Shaw,
1986). Coyne and Gotlib (1983) critically reviewed the
evidence and were unconvinced that depressed persons
displayed the kinds of distortions Beck (1967) postulated or
the attributional style proposed by Abramson et al.,(1978).

Several of the criticisms that apply to both models bear
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repeating in that I believe more recent evidence can help
clarify the criticisms and moreover, are equally likely to
- ‘ .
apply to the extension of these models to depressed
adolescents. Briefly, some the main problems with the

research, according to Coyne and Gotlib's review, are

summarized as follows:

1. The bulk of the research has employed nohclinical
samples with depression defined as a score on a single
self-report meésure, the Beck Depression Inventory
(BDI; Beck, 1967). Not only does this limit
generalizations to college student populations but
there are serious questions about the appropriateness
of using the BDI to assess depression in this

population, a purpose to which the instrument was never

intended.

2. Correlations between the BDI which is highly
weighted with negative cognitive attributes and
measurés éf cognitive distortion may represent a
tautology, showing nothing more than nega£ive
cognitions correlate with negative cognitions. This

phenomenon is also known as criterion contamination.

3. The evidence suggests that nondepressed persons show

a positive bias relative to depressed persons, a
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phenomenon know as a self-serving bias. Thus if it
cannot be accepted that normal functioning is
characterized by realistic appraisals, then differences-
between nondepressed and depressed pefsons on various
cognitive measures do not point to distortion in the

latter.

4. The cognitive models underestimaté the role current
life events play in depression and moreover distortion
or bias may come from an accurate.perception of the
environment, a theme which has been more fully”

discussed by Krantz (1985).

Points 1 and 2 can easily be solved by emplox}ng
multiple measures of depression b;:different methods
especially if one insists on using nonclinical samples.
Recent evidence has shown that the BDI, when used in college
bopulations, correlaE:s so highly with anxiety and social
desirability measures that its accuracy in detecting
depréssion is rendered suspect (Tanko-Matsumi & Kameoka,
1986). A better strategy is to use clinical population
where depression is defined by diagnostic criteria for
depression. Because the diagnostic cgiteria for depression
are weighted on biological dysfunction, differences befween

depressed and nondepressed patients would solve the

tautology problem. For example, Norman, Miller and Klee
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(1983) found that the Cognitive Bias Questionnaire (Krantz &
Hammen, 1979) céuld easilyidistinguish those with major.
depression from those with other diagnoses on the depressed-
distortion scale. Moreover, they found that distortion
correlated with the noncognitive components of the BDI as
well as with the cognitive components and even with some of
the noncognitive components of the independently assessed

psychiatric ratings.

The issue of self-serving bias versds cognitfve
distortion (point 3 above) also seems dependent on thé
population studiéd. For example, Sackeim and Wegner (1986)
examined how experiences with success and failure affected
the self-evaluations of depressed college students,
nondepressed college students, clinically'debressed
inpatients and schizophrenic patients. As expected both
depressed students and patients rated themselvés as
deserving more blame for failure compared to nondepressed
students and patients, whereas nondepressed students and
psychiatric patients rated themselves as deserving more
praise for success that either of the deprgssed groups.
However, within groﬁp analysis showed that the depressed
students were evgnhanded in their assignment of blame and
praise whereas the nondepressed students showed a clear‘

prefertence for praise for positive outcomes over blame for

negative ‘outcomes (the self-serving bias). Thus, this
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finding is in.accord with the criticism that differences
between groups do not demonstréte distortionrin the
depressed students. Unexpectedly, the clinically.depressed
patients showed a? inverse bias, with a clear preference for
blame for negative outcomes over praise for positive
outcomes. The authors concluded that tﬁe study of cognitive

bias in nonclinical samples may be misleading.

Final}y, the last point ﬁan be clarified by reference
to two studies on cognitive distortion and life évents.
Hammen 1§78) reported that for depressed individuals
(college sample), low life stress was associated wiéh
greater distortion than ﬁigh life stress. Similarly,
Michael and Funbiki (1985) found among the depressed
individuals that both high and low life stress were
associated with more cognitive distortion than moderate life
stress. At least for some individuals, cognitive distortion
plays the main role in the severity of depression while for

others life stress may play a more direct role.

Cognitive State and Trait Markers for Major Depression
Analogous to biological markers for major depression

(see Puig-Antich, 1986), cognitive attributes predicted from
the distortion theory and the helplessness theory may be

conceptualized as either state or trait markers. The term
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a
‘marker' indicates that the cognitive attribute is
specifically asﬁociated with major depression. Cognitive
attributes that arise with the onset of depression ana
normalize with symptom remission can’ be thought as state -
vmarkers. Therefore to qualify as a state marker, the
attribute must distinguish not only normals from major
depression, but also other psychiatric disturbances from

-~

major .depression. A trait marker not only demonstrates such

specificity for major depression but should remain salient
after recovery from an episode of depres&ion. According to
Puig-Antich, (1986) three conditions should be met for a

marker to be identified as a marker of trait:

1. Persistently abnormal in fuily recovered, «drug

free, patients.

2. Present at significantly higher rate in clinically
normal (never mentally ill) subjects with a strong
r
family history of major depressive disorder in

first-and second-degree biological relatives.

3. Long-term follow-up studies of depression-

vulnerable informative pedigrees should produce

increasing concordance with time between presence

>

of the marker and lifetime history of major

depressive disorder (p. 344).



Therefore, cognitive trait markers should be preseﬁt aﬁ
a significantly higher rate in clinically normal sgbjeéts
who are at high-risk for developing depre§sioﬁ than ih
normals without any affected family member and predict the
onset of an episodé of depression. The cognitive trait
marker reflects the psychopathogeneéig of the depression and
therefore, would be useful in identif{ingnpersons who ére
vulnerable to the disorder. Cognitive markers may'also help
identify subgroupé of major depression that may be quite
different from each other on a cognitive basis but not on a
syndrome, clinical basis. Given that major depression
reflects a heterogeneous group in terms of aetiology, it

would be useful to identify ;?ose children who reflect an

cognitive vulnerability in order to conduct more precise

research. ‘ ‘
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Several instruments havé'been‘%esigned to test the
cognitive ﬁheories and can be categorized as either
assess&ng state or trait cognitiveﬁmarkers. The
Hopelessness Scale (HS, Beck et 51., 1974) taps the negafive
view of the future pattern of the:cognitive\triad. Because
the triad represents the general thematic content of the

latent schemas, such observable characteristics would be

9
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predicted to-arise with activation of the schema and

@

normalize with symptom reduction (see Beck above). Other !

teéts'which can be classified as potential cognitive state
.markers include the Automatic Thoughts Questionnaire (ATQ,
Hollon & Kendall, 1985) and the Cognitive Bias Questionnaire
- (CBQy Krantz & Hammen, 1979). The ATQ measures current
negative coénitive ruminations and the CBQ'measures the
tendency to distort or make systematic errors, both of which
are predicted to decrease,yith symptom.remission. The
Dysfunctional Attitude Scale (DAS, Weissman & Beqk]'1978)
assesses the idiosyncratic or specific content of the
negativé self-schemas and is predicted to reflect the stable
aépects of the cognitive triad; The DAS tapsfthe silent

‘ assumptions or premises and therefore has the potential to
assess a eogﬁitive trait marker. Finally, fhe Attribution
Style Questionnaire (ASQ, Seligman et al., 1979) assesses
the tendency to ﬁake'the depressive attribut{onal stylec(see
Seligman anve) predicted from the helplessness theory and

/ ° /j

therefore also has the poténtial to identify a cognitive

. s
trait marker.

a

In summary, there are currently two tests which purport * °
to assesé trait characteristics, one forreach‘qf the
cognitive models and there are several more tests thch
purport to assess the state charaéteristics of depression.

Recent studies show that these tests have the ability to
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discriminate those with major depression from other

4

psychiatric conditions; these tests include the Hopelessness’

"Scale (Hamilton & Abramson, 1983), the ATQ (Hollon, Kendall

& Lumry, 1986; Dobson & Shaw, 1986), the Dysfunctional

Attitude Scale (Dobson & Shaw, 1986; Hamilton&\iﬁ;;m&j?,
1983; but also see Hollon, Kendall & Lumry, 1%86), the /

,Cognitive Bias Questionnaire (Norman, Miller & Klee, 1983),

3
and the Attributional Style Questionnaire (Raps, Peterson,
Reirthard, Abramson & Seligman, 1982; but also see Hamilton &

Abramson, 1983).

While there is some evidence that the negative
cognitions as assessed by the tests reviewed above gualify

as markers, do they qualify as state or trait markers as

Apredicted from the theories? Studies with remitted

»

depressed patients and predictive studies may help answer
thisiquestion (thes: studies are summarized in Tables 1 and
2). In selecting studies for this review, high priority
went to studies using clinical samples of patients with
major depression} the only excéption to this rule will be
noted. ~Studies which employed an unknown cognitive measure
were excluded if the study showed that the measure did not -
distinguish major depression from normal controls (i.e
Gotlib & Cane, 1287) or from othe;‘psychiatrrc groups (e.q.
Fennell & Campbell, 1984). Studies were excluded from the

review if they did not employ a nondepressed control group

o
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in the longitudinal design even if a control group was

included at pretest (e.g. Dobson & Shaw, 1986). The

.psychometric properties of the cognitive measures have not

been so well established as to forego the need to control
for psychometric artifacts introduced as a function of time.
. & ;
As noted earlier, a trait marker should be detectable
after recovery from an episodg of depression. This can best
be assessed in a longitudinal design from the actively
depressed phase to the remitted phase. Hamilton and Abramson
(1983) found no differences between psychiatric controls
(n=20) and depressed péFients (n=20) on thefgggjfnd the DAS
upon symptom remission although there were clear differences
at admission to hospital. These results were predicted for

the ATQ (state marker) but not for the DAS (a trait marker).

.Eaves and Rush (1984), however, found that while the ATQ

normalized following symptom remission, the endogenous
(n=11) and nonendogenous (n=13) depressed patients still
showed significangly elevated dysfunctional attitudes on the
DAS and-a significantiy negative attributional style on the1

hen compared to normal controls (n=17). These results

- wer exactly as predicted with the DAS and ASQ showing

characteristics. Reda et al., (1984) reported that

while depressed, patients. (n=60) showed significant

\\mﬁievations in dysfunctional attitudes (DAS) compared to

normal controls (n=60). At remission, depressed patients

Hmmn
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differed significantly from the control group on only 13
items from the DAS but,nétuon the total score. At a oné
year follow-up, remitted depressed patients (n=30) continued
to be distinguished from the normal controls (n=37) on the

13-items from the DAS but not on the total score,

Finally, Miller and Norman (1986) classified patients
with major depression into high (n=13) and low distorters
(n=7) based on their hospital admission CBQ scores. The’
authors céntrasted these depressed groups with a.
nondepressed psychiatric control group (n=12) at 2 time
periods. fhey found that although the proportion of high
distorters decreaééd significantly from the symptomatic |
phase to the remission phase, the proportion of high
distorters was still significantly greater in the high
distortion group (54%) at symptom‘remission compared to
nondepressed control group (8%) and compared to low
distortion group (14%). The authérs concluded that the
distortion model applies to only 50% of those with major
depression and these 50% may represent a distinct subtype.
Although it was predic;ed that distortion scores would
norﬁalize following symptom remission, this appeared not to
be the case. The authors suggested that the CBQ taps
elements of the underlying self-schema and noted that the

high correlation of the CBQ with the DAS supports this

conclusion.
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A number of siudies have approached the same issue by
studying remitted depressed patients and comparing this
group to actively depressed patients in a cross-sectional
research design. Wilkinson and Blackburn (1981) found that
recovered depressed patients were indistinguishablerfrom
patients recovered from other nondepressed disorders and
from normal controls on measures of hopelessness and
cognitive distortion. In contrast, the currently depressed
patients showed significantly elevated ieve&s of
hopelessness and distortion compared to the recovered and to
the nondepressed subjects. While the authors concluded that
these results dispute cognitive theory, they -are nonetheless
as expected with both hopelessness and distortion being
state markers. However, this argument is weakened by the
results from two cross-sectional sﬁudies which reported no '
significant differences between recovered depressed
patients, psychiatric gontrols and normal controls on‘the
Dysfunctional Attitude Scale (a trait marker) as well as on
the Automatic Thoughts Questionnaire (Blackburn and Smyth
1985; Hollon et al., 1986). These results do not support
dysfunctional attitudes as a'vulnefability marker for

depression.
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Studies on Negative Cognitions in Patients Remitted from

Major Depression

Study Time Lag Measure Results
Longitudinal
Hamilton & 17 ASQ,DAS, T1:CD > PC & NC on all

Abramson, 1983 days

Eaves & Rush 73
1983 days
for
MDD
Reda et al. 1
1985 year
Miller & 9
Norman, 1986 month

Cross-Sectional

Wilkinson &
Blackburn, 1981

Blackburn &
Smyth, 1985

Hollen et al.
1986

ATQ T2:RD=PC=NC on all

ATQ,DAS Ti: CD>NC on ATQ,DAS & ASQ-

ASQ T2: RD>NC on DAS, & ASQ.
but RD=NC on ATQ

DAS T1: CD>NC on DAS
T2:RD=NC but RD>NC on
13 item subset from DAS

CBQ T1: CD>PC in % high
distorters on CBQ
T2:RD=PC on CBQ but RD>PC
for a subgroup of MDD
positive on T! CBQ

HS, CST RD=NC & PC but CD>RD,PC &
NC on HS & CST-distortion

ATQ,DAS, RD=PC & NC
CST \

DAS,ATQ RD=PC & NC; CD>RD,PC on
ATQ but CD=PC on DAS

Note. ATQ=Automatic Thoughts Questionnaire;CBQ=Cognitive
Bias Questionnaire; CST=Cognitive Style Test;
DAS=Dysfunctional Attitudes Scale; HS=Hopelessness Scale;
MDD=Major Depressive Disorder; CD=Currently Depressed;
RD=Remitted Depressives; PC=Psychiatric Controls; NC=Normal

Controls; T1=Time one;

T2=Time two.

|
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As noted earlier, a cognitive trait marker should also
predict risk for depression. A number of recent studies
address this issue. Rush and Weissenberger (1986) tested a
small group of patients (n=15) at three time pefiods,v
admission, reﬁi&gion and 6 months post remission. They
reported that dysfunctional attitudes on the DAS but not
automatic thoughts or attributional style for negative
events assessed at remission predicted 6 month depression
levels. Further analyses showed that remission DAS scores
were a better predictor of subsequent depression than
remission depressiéh'ratings. In a one year follow-up of
depressed patients who had recovered from major depression
following treatment with either cogniti&e therapy or
| antidepressant drug treatment, Simons, Murppy,‘Leviné'and
Wetzel (1986) found that termination scores on the DAS but
not on the hopelessness scale predicted those who relapsed.
In this study, both termination depression scores and DAS
scores improved prediction than either alone; other
variables such as past episodes and age were not predictive.
These results implicate dysfusictional attitudes as a
possible trait marker as predicted from Beck's (1967)

theory.

Although the subjects in the following ‘'study were not
patients but a sample of community volunteers, it is

included in this review because it is one of the only
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studies which has ass@sséq cognitive vériables prior to the
development of a depressive disorder. LéwinsohnLand
colleégues (Lewinsohn, Hoberman and Rosenbaum, 1988;
Lewinsohn, Steinmetz, Larson and Franklin, 1981) measured
depressive cognitions in a commuﬁity sample (n=998) and
followed them up over a one year period. The average'
length of time between pretest and follow-up was 8.3 months.
In a preliminary report, Lewinsohn et al., 1981 reported
that nondepressed persons at pretest who subsequently
developed a RDC depressive disorder (n=85), beQZeen the
pretest and the.follow-up period, did not show any more
neggtive attributions, irrational beliefs or negative
expectations‘at pretest than those who did not develop
depression (n=154). A second group who were depressed at
pretest (n=63), however, did show significant differences on
all the cognitive measures, with the exception of negative
attributions, comparea'tb nondepressed controls., On the
‘basis on this preliminary analysis, the authors concluded
that the results provide clear evidence that persons who
become depressed in the future do not subscribe to'negative

cognitions or demonstrate any kind of cognitive

vulnerability.

In a later analysis of this data, Lewinsohn, Hoberman
and Rosenbaum (1988) modified their earlier conclusion.

They reported that although negative cognitions did not
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predict those who experienced an episode of depfession as
defined by a RDC diagnosis, negétive cognitions did predict
those who experienced an elevatioﬁ‘of depressive symétqyé at
.follow-up as assessed by a self-report measure of
depression, the Centre for Epidemiological Studies
Depression Scale (CES-D). Partial correlations, controlling
for pretest CES-D scores, indicated that inciggses in
depressive symptoms over time were significantly associated
with a global dissatisfaction with the self (a variable not.
a- reported in the preliminary analysis, Lewinsohn et al.t
1981), low self-esteem, low perception of control,
expectation of negative outcomes and irrational beliefs. A
regression analysis indicated those variables obtained at
pretest that best predicted later Eégression (CES-D)
included pretest depressive levels on the CES-D, low self-
esteem and irrational personal beliefs (similar to the
Dysfunctional Attitude Scale, a trait marker). They also
found that dissatisfaction with the self as assessed at
pretest was the only;cognitive variable to signif}cantly
discriminate between subjects who developed an episode of
depression (RDC) and the hondepressed controls. Subjects
who subsequently developed a RDC depression were also
characterized by having higher CES-D scores in the pretest
period. Thevauthors concluded that negative cognitions are .
related to the develobment of negative affect which in turn

has a moge direct effect on the development of a diagnosable
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depressive di;order. While this hay be a fair conclusion to
make, it is not without probléms.a The authors did‘not
report how many subjects in this study developed a major
depressive episode rather than a minor depressive episode or
a intermittent depfession.‘\Ehese disorders may represent
three different aetiologies and treating them as one group
of depressive disorders may not be appropriate. All ,
diagnostic informatipﬁ used in assigniﬁg a RDC depressiée
diagnosis was obtained at follow-up, whereas self-reported
depression on the CES-D was obtained at b;th the pretest and
the follow-up periods. It is therefore important to note

that diaénoses assigned to the pretest period were based on

the retrospective reports obtained in the follow-up period.
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Table 2 . )
Predictive Studies for Negative Cognitions in Adults

>

Study Time Lag Measure . Results
Lewinsohn et al./8  Own Negative cognitions did ~—
1981 onth measures not predict RDC diagnosis

but predicted those who
did not improve from a
depressive episode

Lewinsohn et al. same same Negative self predicted

1988 ' RDC affective diagnosis.
All cognitive measures

. , predicted self-reported

depression
Rush 6 ATQ,DAS DAS but not ATQ or ASQ
Weissenberger month ASQ predicted relapse in RMDD
1986
Simons et al. 1 HS ,DAS DAS but not HS predicted
1986 year relapse in RMDD

Note. ATQ=Automatlic Thoughts Questionnaire; °

DAS=Dysfunctional Attitudes Scale; HS=Hopelessness Scale;
RDC=Research Diagnostic Criteria;RMDD=Remitted Major
Depressive Disorder. _

g
In summary, the evidence om the longitudinal studies
with remitted depressed patients is generally supportive‘of
the trait concept of cognitive markers in that remitted
patients demonstrate residual negative-cognitions compared
to) controls. In contrast, the cross-sectional studies of
remitted patients uniformly demonstrate that there is no

difference between remitted patients and controls on
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negative cognitions. The evidence from the predictive
studies is consistent in demonstrating that negative
cognitions predict later depression. It appears that
dysfunctional attitudes have receivgd mofe'support than+
attributional style as a possible candidate for a trait
marker for dep;ggéion. However, the evidence suggests that
there may be"a subtype of major depression for whom 
cognitive distortion is a trait rather than é state
phenomenon and the recognition of such a subgroup may help
explain inconsistent findings in the literature. When this
subgrbup is pooled with oth;r patients with major
depression, differences between depressed and nondepressed -

.

patients are bound to be weaker.

In contrast to the above conclusions, Barnett and
Gotlib (1988) reviewed the‘samé’studies with the exceptioh
of the Lewinsohn et al. (1988) study and concluded that
there is little evidence that supports a stable cognitfve
vuinerability to debression. There are several problems
with their review that weaken their conclusion. First,
their conclusion is based almost entirely on studies
conducted with studenté, pregnant women and cbmmunity
volunteers. For example, in their review of the
attributional style literature only 3 out of the 8 stuéies

involved psychiatric patients. 1In their review of the

dysfunctional and distorted cognition literature, 12 out the
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- 22 studies employed patient semples. - Of these 12, 5 are
supportive of-cognitive theory} Interestingly; the authors
failed to in¢lude in the review, the Simons et al., (1986)
r  study'jreviewedxabove) which showed that negative cognitions
predicted the onset of major depression. Thus,
approxlmately half the studies are support1ve and half are-
not. Secondly, the authors rev1ewed a number of studies
which examined the covariance of cognitions and depressive
symptoms-from>the depressive phase to the remitted phase
without employing a control group (e.g. Dobson & Shaw,
1986,1987; Silverman, Silverman & Eardly, 1984, and Simons,
Garfield & Murphy, 1984). With one exception (bebson &
Shaw, 1986), these studies demonsrrated that reductions in
depressive symptoms were paralleled by reductions in
negative cognitions. ‘These results were interpreted by
Barnett and Gotlib as indicating thet cognitions are not
stable and therefore provide evidence against a cogn}tive
vulnerability,model of depression. The problem is@&hat in
ordervto'show support for the theory, the evidence: has to
prove the null hypothesis, a position that is not easily
defensible. It is much more likely that there will be
changes across time as a result of the rather popr
psychometric propertles of these measures. The trait marker
theory argues that negative cognitions must be aetectable in

recovered patients. Without a control group, longitudinal

studies of this type can neither support nor refute the



cognitive theory. Longitudinal studies which predict.
subsequent depression, however:\are quite a different matter
and need not employ a control group in ofder to suppoft the
theory. Thirdly, while Barnett and Gotlib §?knowledged the
supportive nature of fhe studies wiﬁh children, they did not
include}these studies in their review because they felt that
depression in children was qualitatively different fromzphe
adult disorder. This view, which as I have ;lready pointed
out, is not supported by empirical research.

In fairness, howeéér, it should be pointed out ;hat
even if these studies were all supportive, it would not rule
out fhe possibility that negative cognitions are sequela
from“the first depressive episode. Negative cognitions may
not be true trait markers, but rather markers of past |
episode. None of the studies in Barnet and Gotlib's review
employ subjects who have never been ill but who are
nevertheless at risk for depressidn. At—risﬁ subjects are
the only nonclincal subjects which can,suppoft'the cognitive
theories, 1In also might be fair to state that, at best
(considering only the clinical studies), the evidence is
equivocal. However, as I shall soon review, studies from
the child literature provide the only evidence that neéétive
Acognitions are not ;imply markers of past depressive states. -

£

Thus, final conclusions on whether or not negative



cognitions are trait or state markers should wait until the

literature on childhood depression is reviewed. ) S

Empirical Research .on Cognitive Markers for Childhood:

Depression

Several seudies with normal school age children have
shown that depressive symptoms are correlated with measures
of negative~cognitions (Moyal, 1977), cognitive distortion
(Leitenberg, Yorst & Carroll-Wilson, 1986; McCarthy, 1985)
and negative attributions (Izard & Schwartz, 1986; Kaslow,
Rehm, &‘Sefgal, 1984; Leon, Kendall & Garber, 1980) .

Because these studies employ only a single self-reporf
measure to define depression, they do not shed a%ialight on

whether negative cognitions constitute a marker for major
depression: ' ’
. | ,

Nevertheless, a number of longituainal studies with
nonclinical samples are wortﬁy of some note because they
provide insight into whefhersnegative cognitions:are simply
a by-prodOCt of depre;sive sjmptoms.or whether they act as
independent‘phenomena kthese studies are summarized in table
3). Seligman and colleagues (Seligman et/ai;,’T§g4; Seligman
& Peterson, }986) designed a child's version of the

Attributional Style Questionnaire to examine the negative

attributional style in depressed children. The authors

N aumm
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tested 95 normal school children at two time periods
separated by a six month intgrval. As predicted from the
helplessness theory, the authors found that the tendency to
attribute negative events to internal, stable and global
causes (the negaéive attributional style) was significantly
related to the child's dep;;ssive symptoms (£=.51): whereas
the attribution for good eQents to internal, global and
stable causes (the positive éttributional style) was
negatively related to depressive symptoms (r=-.53),
;T?hough Seligman et al., (1984) reported ﬁhat the
negative attributional style was stable over the 6 month
period (r=.66), they also reported that depressive symptoms
as assessed on the CDI were even more stable (r=.80). 1In
order to determine whether or not attributional style was a
predictor of later depression, Seligman and Peterson (1986)
examined the correlation between pretest attributional
style and depressive symptoms 6 months later, while
partially out pretest depressive symptoms. They found that
the negative attributional style but not the positive

attributional style significantly predicted .subsequent

depressive symptoms.

In a secend longitudinal study, Seligman and his
colleagues (Nalen-Haekz2ma, Girgus & Seligman, 1986)

expanded both the sample size (n=164) and the time period of
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study (1 year). School children were tested four times
(every 3 months) throughout the year with the CDI, CASQ and
a life eQents quesﬁionnaire. The negative attributional
style reliably predicted future depressive symptoms on the
CDI on the four successiv bairs of administrations. The
partial correlation coefi cients between attributional style
at pretest and 4 month depression level, with pretest
depression partialled out, ranged from\.2§, p<.008, to .39,
p<.04. 'Because depressive symptoms also predicted later
attributional style, the authors attempted to determined
whether or not depression causég the attributional style by
examining the correlation between attributional style
obtained at the second administration and the average of CDI
scores obtained from the subsequent administrations while
partialling CDI score from the first and secénd
administrations. The resulting partial éorrelation (.37,
p<.05) suggested that the power of the negative
attributionél style to predict subsequent depression was not
due to the effects of prior or current depression. The
authors also reported that while the %nteraction between =
life events and attributional style ;i;dicted future
depressiqn, this pattern could not be replicated for all 4
interval pairs. These results provide reasonable evidence

that negative cognitions act independent of depressive

symptoms and it might be fair to state that in some cases,
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attributional distortions precede the onset of mild

depression.

Jaenicke et al, (1987) employed a differentvmethodology
to determine the role negative cognitions play in the
development of depression. They reasoned that the offspring
of mothers with affective disorders would be at high risk
for developing future depression and therefore, there should
be some evidence of negative cognitions in these children
compared to offspring of nondepressed mothers. The authors
found that compared to offspring of medicaliy ill- mothers
and normal mothers, the children (rangevé-ﬁG years) of
mothers with depressive disorders . showed a more negative
attributional style on the CASQ, a lomér self-concept and
were able to recall less Eositive selfgdescriptions on a
self-schema task. Differences between/gﬁe groups could not
be accounted for by socio;economic or stress factors in the
families. Could these results simply have reflected the
effects of concurrent depression? The authors reported that
the majdrity of the offspriné from the;depressed mothers had
no RDC diagnosable depression as assessed by the K-SADS
interview and the prevalence of current depressive disorders
did not differ from that of the cogtrols. This evidence
supports the concept that negative cognitions are true trait
or vulnerability markers rather than state or episode

markers for depression. In addition, these results
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demonstrate that negative cognitions are» not markers of past

a

episodes of depression,

Analyses from a 6 month follow-up of‘the children
(n=79) in the above study have provided some preliminary
evidence on the trait versus state markers for pegative |
cognitions. Hammen, Adrian and Hiroto (1988) reported that
pretest attributional style was not a significant predictor
of those children given a DSM-III diagnosis of major or
dysthymic disorder yhereas, negative cognitions about the
self (derived from the Piers-Harris Scale) did predict
follow-up affective diagnoses (Hammen, 1988). Of the 79
children, 10 were given a dysthymic diagnosis and 6 were
given a diagnosis of major deprdsgsion in the follow-up
period; Further, stressful life events were predictive of
affec;ivb diagnoses but there was no interaction between
aétributional style or negative self-cognitions and
stressful life events. While these results appear to
support the vulnerability model for depression, they are
limited by the fact that the follow-up interviews were
conducted by telephone and by the small number of children

<

p
with a diagnosis of major depressjion.
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Table 3 , '
Predictive Studies Jlor Negative Cognitions in Children

Study Time Lag Measure Results
Seligman et al. 6 - CASQ . A negative AS but not a
1.984 month positive AS predicted

: future depression on CDI
Nalen- 1 CASQ Positive AS minus negative
Hacksema et al year AS score reliably
1986 predicted future CDI
Hammen et al. 6 CASQ CASQ did not predict

1988 month affective diagnosis but
: Negative AS significantly
correlated with T1
CDI

Hammen, 1988 same P-H Negative self cognitions
predicted affective
diagnoses

Note. AS=Attributional Style; CASQ= Children's Attributional
Style Questionnaire;P-H=Piers-Harris Self Concept
Scale;T1=Time one.

In nonclinical samples, cognitive distortions have been
found to be infrequent in both small (McCarthy, 1985) and
large samples gf children (Leitenberg, Yorst & Carroll-
Wilson, 1986). As one might expect most children do not
appear to have a negatively biased interpretation of events.
One would expect to see a high frequency of distortion among
clirical samples of depressed patients as predicted from
Beck's theory. However, there is evidence that regative

cognitions may be infrequent even among clinical samples of
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depressed childrén. Hurt, Freidman, Clarkin, Corn, and
Aronoff (1982) compared adolescents (mean age=15.7) with
major depfession to young adults (mean age=25.75 with major
depression to determine whether or not the groups differed
in deprzggive symptomatology. The authors reported that
while the two groups didrnot differ in endogenous and other
depressive symptomatology, the ado}escent patients
demonstrated significantly lower scores on ratings of
worthlessness, hopelessness and helplessness compared to the
young adults. The authors concluded that the low prevalence
of these cognitive feagures requires reconsideration of the
importance of cognition for adolescent populations and
furthermore, may represent an age-related difference in the
expression of major depression. However, this study is
limited by the rather small sample size of adolescents with
major depression (n=9) and conclﬁsions reached by the
authors shouid be considered suggestive rather than

conclusive,

Kazdin et al., (1983) adapted the Hopelessness Scale
(Beck et al; 1974) for use with children and examined the
scale's relationshi§ to depression in inpatient psychiatric
children (8-13 years). Although the authors reported that
hopelessness was significantly related to depressive
symptoms as assessed on the CDI, (r=.49) and negatively

related to self-esteem (r=-.54), they did not find that
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" hopelessness distinguished those with a DSM-1I11 diagnosis of

//Csamajor depression (n=12) from other psychiatric disorders.
More recently,"Kazdin, Rodgers and Colbus (1986) replicated
their earlier findings on a larger sample (Q=262) of A
inpatient children, but again the hopelessness scale failed
to distinguish those with a diagnosis of major depression
(n=46). However, a 6 week test-retest examination revealed
that hopelessness was more stable in those with major
depression (r=.63) than in nondepressed patients (r=.42).
Nevertheless, these stability coefficients éppear moderate
at best. °*These results suggest that hopelessness is not a
marker for mgjor depression in child;en as it is for adults,
but it may have specificity for suicidal ideation and

suicide attempts in _adolescents (see Kazdin et al., 1983;

Spirito, Williams, Stark & Hart, 1988).

Benfield, Palmer, Pfefferbaum and %E;we (1988)
contrasted a group of inpatient children given a DSM-III
diagnosis of ﬁajor depression (n=15) or dysthymic disorder
(n=2) with cgildren given other nondepressed diagnoses
(n=20) on the CDI, the Hopelessness scale for Childrgn, the
Attributional Style Questionnaire and a lifejevents
questionﬁaire. " All these measures failed to distinguish the
groups with the exception of two subscales from the
Attributiodonal Style Questionnaire. The depressed group were

significantly less likely to attribute good outcomes to
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sgable factors and to global factor;} Howéver, the
helplessness theory predicts that negative attributional
should be more characteristic of depression thah a lack of a
.good attributional style. The authors concluded that there’
may not be a unique constellation of cognitive
characteristics for clinical depression in ghildren.
3

It should be noted that failure to find significant
differences between clinically depressed and nondepressed
groups in both the Kazdin et al. studies and in the Benfield
et al. study could be due to the fact that psychiafric
ev;luatiods did not emplqy a structured interview (for
further discussion on the impo}tance of this point, see
Haley,'1984; Kovacs, 1986; Puig-Antich. 1983). Support for
this argument is evident in the following study which did

N\

employ a structured interview.

Employing a structured interview, the K-SADS-E,
Asarnow, Carlson and Guthrie (1987) reported that inpatient
children with a DSM-III diagnosis of depressive disorder
(n=14) could be distinguished from nondepressed children
(n=16) by demonstrating more. hopelessness and lower self-
worth. Although the depressed and nondepressed children did
not differ in IQ or achievement, the depressed children
perceived themsel&es as less academically competent. The

authors noted that this finding supports the view that
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negative ‘self-perceptions of depressed children represent a
negative bias or distortion rather than true differences.
The authors also found that the depressed children 3id not
pefceive themselves as any different in social or atHletic
competence nor did they differ in their perception of their
famil%/milieu as more or less cohesive, conflictiné,
organiéed or controlling. Thus, whilé depreésed children
exhibit a negative view of the future and the self, their

negative view of the world appears to less pervaéive.

Haley, Fine, Marriage, Moretti and Freeman (1985)
designed the Cognitive Bias Questionnaire for Children
(CBQC) modelled after the adult version, the CBQ (Krantz &
Hammen, 1979). The CBQC assesses the tendency to choose
cognitively distorted responses over nondistorted responses
to imaginary situations. In a sample of psychiatrically
disturbed children (8-16 years), Haley et al., found that
cognitive distortion responses on the CBQC were.
significantly related to depressive symptoms on the CDI
(r=.64) and on independent psychiatric ratings (r=.,45).
Those with a DSM-II11 diagnosis of major depression (n=11)
exhibited significantly more cognitive distortions on the
CBif}than nondepréssed psychiatric patients. These results
pafallel those found with adults using the CBQ (Norman,
Miller & Klee, 1983) and supports the thesis that cognitive

distortion is a marker for major depression even in
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children. Although the interviewers employed no formal
interview measure, the.iﬁterviewer was required to raté the
presence and absehce of depressive symptoms for both major
and dyéthymic disorder. This procedure necessitated that
the interviewer inquire into each depressive symptom. Thus’
some structuré was imposed on the psychiatric interview and
even this limited amount of structure ih the interview may

account for significant differences between the groups by

more éccurately diagnosing the groups.

-
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Table 4
Studies on Cognitive Markers in Children with Major
Depression - : '

Study Criteria Measure Results

Hurt et al. RDC SADS = Adolescent MDD<adult MDD
1982 ratings on negative cognitions '
Kazdin et al DSM- HSC MDD=ND<on hopelessness
1983 - I11

Kazdin et al. =~ DSM- HSC MDD=ND on hopelessness
1986 - ‘ IT1I : '
Asarnow et al. DSM- 3 item- MDD>ND on hbpelessness
1987 I11I HS:PCSC  low self-worth, low

cognitive competency

Benfield et al DSM- CASQ;HSC MDD=ND on negative AS &

1988 I11 HSC but MDD>ND on
- Good/global & Good/Stable
"/ subscales of CASQ
Haley et al. DSM- CBQC MDD>ND on distortion
1985 I11 scale

Note. AS=Attributional Style; CASQ= Children's Attributional
Style Questionnaire; HSC=Hopelessness Scale for Children;
HS=Hopelessness Scale (adult version); PCSC=Perceived
Competence Scale for Children;CBQC=Cognitive Bias
Questionnaire for Children; MDD=Major Depressive
Disorder;ND=Nondepressed patients.

In summary, the studies reviewed provide evidence that

. v - {
negative attributional style predicts future depressive
symptoms but not depressiVe diagnoses, and that a negative

view of the self predicts the development of a depressive
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diagnosis. - The evidence also indicates that negatiyé
thinking and attributional style are more frequént in
healthy children at risk for depression than in children not
.at risk, and that‘children with a‘diagnosis of majdrl
depression show more cognitive distortions and negative bias'
than children given other diagnoses. Whi.e these resﬁlts
aré not definitive in establishing negative cognitions as
markers for maﬁor depression in children énd adqlescents,v
they are consistent‘hith the cognitive theory. The studies -
reviewed are more consisﬁent than the body of data reviewed
for the adult literature. Moreover, they provide support
fof two bf the three conditions of a trait marker, that it
be present in health§‘persbns at risk for depression and
that it predict the onset of depression. The other
condition, that the marker be present in persons remitted
from depressioﬁ, has received little attention in the child

literature whereas this condition has predominated the adult

literature.

It sHoﬁid be noféd that studies with clinical samples
of children (see tabie'4) provide the weakest support for
the cognitive theories of depressiqn. Therefore, fufther
research is needed with larger cliﬁical'samples of children
~and adolescents to determine whether negative cognitions are
state or trait markers, that is, whether or hot negagive |

cognitions persist past the remission of the depressive
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‘episode. There is some eeideﬁce thae adolescents with major
depression may not characterized by negative thinking. This
finding highlights an often overlooked fact that negative
“thinking is not an essential prerequisite inothe diagnosis
of major depression and thus a theoretically meaningful
)question is whether or not cognitive distortions actuaily
are found in the depressed adolescent when depressed.
Clearly more research is needed to answer very basic

‘"questions including whether or not cognitive distortions

even occur in adolescents with major depression, v

The Present Study

" The present study is divided intoytwogsubstudies.,{n
Study 1, thesCognitive Bias Questionnaire for Children
(Haley et al., 1985) was revised and validated on a larger_d
sample of adolescents with major depression. In Study 2,
adolescents who had recovered‘from an episode of major .
depression we}e examined to determine whethes negative
cognitions normalized. Thus, in the first study, the
methodologlcal aspects of the revised CBQC were 1n;estlgated
and in the second study, the more substantlve issues of
trait versus state markers for major depression were

3

examined{ i -



STUDY 1: THE VALIDATION OF THE REVISED CBQC \

Prior to undertaking this investigation, several
inadequacies in the measure of cognitive distortioﬁ,'tﬂé
Cognitive ﬁias Questionnaire for ChildFen (CBQC) needed to
be addressed. The original CBQC was modelled after thé'
‘adult version (Krantz & Hammen, 1979) and contained as did

. £
th; adult version four response options to imaginary
. ,
stories, a depressed-distorted, a depressed-nondistorted, a
nondepressed-distorted and a’nOndepressed-nondistorted

response. The problem was that the depressed-distorted

option was alwéys confounded or ‘contaminated' by an

affective self-reference. In a sample item, the subject was ‘
asked to imaging what a girl was thinking wieh she noticed.a

boy with a frown on his face. The four options were as

follows: (a) Everyone should be happy all the time ~

(nondepress?d-distorted), (b) 1 feel bad because he must
think I look pretty awful (depressed-distorted), (c) it
doesn't bother me that he looked that way, some.people have
a loﬁ on their minds (nondepressed-nondistorted), kd) I feel
sad that some people aren't happy (depressed—nondistofted).
In this example,‘the depressed-distorted item is confounded
by the affective statement "I feel bad", which even though
vis supposedly controlled for by thé_depressed-non@istorted

]
option "I feel sad", still represents the most extreme
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af@ecg?ae option. It became clear that the affective
stagements in the depreséed-distorted option had to be
deleted to avoid the problem of criterion contamination. It
does not furthqf t%é investigations into cognitive bias and
depression if all that carn be stated from the evidence

derived from the CBQC is that depressed patients are more

likely to feel bad than nondepressed patients.

Although deleting actual aepressive statements was a
first step, it did not,solve the problem of extremes. There’
is an implicit conundrum in attempting to make a distortion
item appear less extreme in a set of response options when,
by definition, distortion implies the most extreme position.
I attempted to solve this problem by making the depressed-
nandistbrted items stronger in depressed affect than the
depressed—distdrtién‘items. Thus the depressed-nondistorted
items contained such statements as "I feel sad", "I feel
loné1§", 1'feel unhappy", "I feel down", "it makes me feel
no good," while the distortion scale contained no such
affective statements. The guestion to be answered was
‘whether or not, with all these methodological revisions, thé

" .CBQC could pérform as well as original version,
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‘The specific hypotheses for study ! are as follows:

1). Adolescents with major depression will demonstrate
more distortions on the revised CBQC than adolescents
given other diagnoses.

2
2). Adolescents with major depression will choose more
distorted options relative to nondistofted-nondepressed
options on the CBQC. This hypothesis addresses the
issue that clinigélly depressed patients are not ‘even
handed’ in their negative and positive thinking but

tend to be negatively biased.

The relation between psychosocial stress and distortion
will be given special attention as much of the criticism of
cognitive models has centered on lack of consideration given
'to the envigpﬁmental stressors (Coyne and Gotlib 1983; 1986;
Krantz, "1985). Coyne and Gotlib (1986) argue that:
"Depressed persons deal with distressing circumstances that
often do not yielddto their efforts, and they often do so in
the face of overtly hostile, critical and rejecting
sigﬁificant’others. It would seem that the negative
verbalizations in such a context does not require the
postulation of intractable cognitive processes " (p.703).

This assertion however, remains to be tested empirically.
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Method

‘Subjects

Subjects were 74 adolescents between the ages of 12,2
years and 18.6 years (mean age=15.1! years) who were referred
to the Child and Adolescent Psychiatry outpatient department
of Vancouver Gene;al Hospital. Subjects were recruited from
the reqular referrals to‘putpatientvdepartment as well as
from announcements to various community agencies that the
outpatient department was cffering group therapy programs
for depressed t%enagers. Subjects were excluded if they
were younger thah 12.0 years and older than 19.0 years or if
they could not read at a grade 1 level or there was evidence
from psychological reports of an IQ below 70. There were 46

)

girls and 28 boys.

Diagnoses

Psychiatric diagnosis was based on direct interviews
with the adolescent and the parent employing the Kiddie
Schedule for Affective Disorders and Schizophrenia, present
episode version (KSADS, Puig-Antich, Chamberé & Ryan, 1986).
The KSADS is a semi-structured interview of an ongoing

psychiatric disorder in children 6 to 17 years of age. The
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examiner's aim is to arrive at a clear judgement of the
severity of "each symptom at two time periods, when the
symptom was at its ;orst during the current episode and in
the last week. The last week ratings are used in.assessing
change over timé. The child and the parent are interviewed
separately and final summary ratings are based the k?
clinician’'s integration of the two sets of-ratings. The
parent and child ratings are notlindependent assessments in
that the child or the parent may be asked abouf
disagreements that arise between the two and asked to
clarify the disagreement. In general, parents are weighted
for more observable behaviours such as conduct disorders and
the chronology of the episode. Recent research has
supported this as a sensible "rule of thuhg" (Edelbrock et

al., 1985; 1986; Haley, 1984).

Each symptom fating has explicit criteria for grading
severity. For a symptom to be positive for a diagnosis of
depression a score of 3 or above is useful, this usually
connotes\that the symptom is present at least 50% of awake

time, including weekends.

i

t e
Interrater reliability as assessed by the mean
;
intraclass correlation coefficient for symptoms of the
;
depressive syndrome, in the joint interview design, is .86

for the interview with the parents and .89 for the interview
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with the Chi%d. Test-retest (conducted over 72 hour time

61

period) coefficients for the summary ratings range from ,72
for the sum of depressed mood and anhedonia to .81 for the
17-1tem sum of depressive symptoms. The test-retest Kappa
coefficient for interrater reliability on the diagnosis'of

[

major depression is .54 (Chambers et al., 1985).

summary ratings for the worst period for the current episode

In the present study, all diagnoses were based on

in the last year. If no worst period was idgntified in the
last year or if the episode was greater than one year in
length, the interview ratings were based on the total‘yeaf“
period. An episode was defined as the onset of symptoms
preceded by a two month symptom free period. If however, ,
the\adolescent had a long standing disorder, such as chronic
mild depression, the onset the current ép&sode was taken
from the change from mild to major depression. Thus,
durations of current episodes of major depression were
calculated from the onset as defined above to the time of
assessment or to episode remission, defined as a two month
symptom-free period_priéi to assessment. The diagnosis of
major depression was basea on Research Diagnostic Criteria
(RDp; Spitzer, Endicott, & Robins, 1978). All other
disorders were diagnosed using DSM-III-R criteria (American
Psychiatric Association, 1987). For a diagnosis of major

depression, present or current episode ratings were
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dichotomized between present-absent at the point between
KSADS rating points 2 (slight) and 3 (mild) and then the RDC
criteria were used, unmodified, to diagnose major depression

(definite only) and its endogenous subtype (definite only).

All interviews were conducted by this author with the
exception of 12 cases in which this author either served as
the iqigig}.;qter or as a second rater as part of a validity
stuay‘not reported here. Final diagnoses of all cases were
decided by this author and the chief child psycﬁiatrist of

the outpatient department by consensus agreement.

Measures

Depression Measures

The KSADS Depression Scale. The KSADS depression scale

consists of 12 items assessing the Research Diagnostic
Criteria (RDC; Spitzer, Endicott & Robins, 1978) for major
depression. These items include depfessed mood, guilt,
anhedonia or loss of interest, fatigue, concentration
difficulty, psychomotor retardation, psychomotor agitation,
insomnia, hypersomnia, decreased appetite, increased
appetite, and suicidal ideation. The KSADS depression scale
is used to assess severity of the worst period of the

. é’i‘-
current episode as well as the severity of the last week
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prior to assessment. The internal consistency estimate for
this 12-item scale is adequate (alpha=.72) and the-test-
retest coefficient is also adequate (r=.72; Chambers et al.,
1985). A total score is formed by summing all 12 items,

The mean score for adolescents with major depression is
reported to be 38.40 (sd=7.2) based on worst périod ratings
(Ryan et al., 1987). There are no significant differences
between adolescent and prepubertal patients on the 12-item

scale (Ryan et al., 1987).

The Children's Depression Inventory. The Children's

Depression Inventory (CDI; Kovacs, 1980) is a 27-item self-
report measure of depressién hased on the adult version,, the
Beck Depression Inventory. This is the most widely used
self-report measure of children's depression and l.as shown a
high degree of reliability. Internal consistency estimates
are in the range of .80 to .94 (Saylo:, Finch, Spiritot &
Bennet, 1984). CDI scores have been found to discriminate
clinically depressed children (Fine, Moretti, Haley &
Marriage, 1985; Rotundo & Hensley, 1985) and to correlate
with clinical int~rview ratings of depression (Haley et al.,
1985). However, the CDI tends to overlap with several other
nondepressed measures, enough to regard the CDI as
insufficient as a criterion for childhood depression

(Asarnow & Carlson, 1985; Saylor et al., 1984).
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Studies with both normal and clinical sémples of
children have consistently shown that there is no
significant difference between prepubertal and adolescent
children on the CDI (Garber, 1984; Kovacs, 1980; ﬁz}spn, |
Politano, Finch, Wendel & Mayall, 1987; Smucker, Craighéad,
Craighead & Greeh, 1986). In normal samples of adolescents,
the mean CDI score has been reported to be 9.59 (sd=6.57)
(Smucker et al.,1986) and for clinical samples of
adolescents the mean has been reported as 12.95 (S3d=8.81)

(Nelson et al., 1987), c

Cognitive Measures

The Cognitive Bias Questionnaire for Children. The

Cognitive Bias Questionnaire for Children (CBQC; Haley,
1985; see appendix A) will test Beck's (1967) model of
debression. Some of the problems with the original version
of the CBQC have already been discussed. The revisions will "
now be discussed in some detail. The first version
consisted of ten hypothetical events followed by 4 response
options, depressed*disforted (DD), nondepressed-nondistorted
(NN), nondepressed-distorted (ND) and depressed—nonaistorted
-(DN). The first major change was to delete the ND scale
because it received so few responses as to make it totally
unreliable and moreover, I was not sure whether it made

sense to control for distortion. Second, the number of
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vignettes was reduced from 10 to 8 while the number of sets
of questionsfwas‘increased‘from 10 to 20 to increase the
reliability. Third;ras previously noted, all DD items were
pruned of'afféétively toned words such as "dawn", "sad" and
"bad" but such words remained in the DN scale. Thus the
respondent now has to choose between a strongly affective,
response option such as "I feel down" on the DN scale and "I
begiﬁ to wonder what I have done wrong"” on the DD scele,
This would provide a stronger and more conservative test for
the cognitive over the affective components of depreésion.
.

The vignettes were completely rewritten to have a
stronger pull for distortion; now, for example, when Dan
fails the test he might think other'won;t like him (negative
view of the world), but what if others fail the test also,
will he still feel his answer was the worst in the class
(negative view of the self) and go on generalize this to
future classes (negative view of the future)? Of the 20
itéms, 8 reflected a negative view of the self, 8 reflected
a negative view of the world and 4 reflected a negative view
of the future. Finally, separate male and female versions
wé}e made by introducing proper names but the third person
format was maintaiﬁéé‘ All of the other measures of
cégnition reviewed in the precedidg sections use the first

person.,
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Tovdetermine Qhether or not depressed subjecté choose
more distortions than hondistortédloptions on the CBQC, a
differenée score was formed by suptracting the DD scale from
the NN scale. High scores on ﬁhe CBQC difference scale
reflect a éelf—serving~bias whereas négative scores reflect
a self-derogatiég bias.

To estimateAthe reliability of the revised CBQC, 10
adolescent females attending a private high school ?nd
enrolled in an learning assistance program were administered
“the CBQC and the CDI at two time periods separated by an 10
day interval. “,The subjects were volunteers who had
permission to participate in the study from their pérents.
The mean age of the subjects was 14.6 years. The tests were
administered by their learning assistance teacher who was
conducting the study as part of lab requiremengs in course
on psychological assessment. The test-retest ;gefficients
for the DD, the NN and the DN scales were .81, p<.01, .88,
p<.01, .60, n.s., respectively. The CBQC difference score
demonstrated a test-retest coefficient of .92, p<.01. Thege

reliability coefficients were comparable to those obtained

~for the CDI, r=.84, p<.01.

" The Hopelessness-Worthlessness Scale. The

Hopelessness-Worthlessness Scale (HW scale) consists of two

rating scales from the KSADS that assess the symptoms of
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worthlessness and hopelessness., Each symptom is rated on #%:
point scale with well specified crfteria refleéting
increasing severity. For example on the worthlessnesé
scale, a rating of 3 is defined as:"often feels like a
‘failure, or would like to change his looks or his brains or
his personality", a rating of 6 is defined as:"Pervasive
feelings of being worthless or a failure. Often says he
hates himself". On the hopelessness scale, a rating of 8 is
defined as:"0Often discouraged; doubts he will get better", a
rating of 5 is defined as:"Pervasive feelings of intense
pessimism; has given up; Helpless." These two scales are
summed to form the HW scale.

The HW scale was based on ratings obtained from the
interview with the adoleécent only and did not reflect an
integration of parental and child ratings. It should be
noted that both worthlessness and hopelessness ratings were
not used in the KSADS depression scale as both of these

symptoms are not part of the RDC definition of major
depression. (/J

Psychosocial Stressors

As part of the initial interview with the KSADS, each
adolescent and his or her parent was asked about the

frequency and kind of psychosocial stressors occurring

1
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within the last year. Following DSM-III-R ‘Axis IV criteria,
" the worst stressor in the'last year was assigned a rating of

1 for none or minimal, 3 for mild, 4 for moderate, 5 for

severe and 6 for extreme stress. To aid in assignment of d/,j

sfressor ratings, the RAU scale for adolescents was employe
(Plapp, Rey, Stewart, Bashir, & Richards, 1987). ‘The RAU
consists of 77 stressors common to adolescent psychiatric
outpatients. Each of the 77 stressors is prég;nted with an
axis IV severity rating ranging from 1.7 to 5.7. The
severity ratings are the mean ratings of 54 adolescent
clinicians on the severity of each of the 77 stressors using
DSM-I11 c;iteria,

The reliabiiity of this procedure was investigated by
examiﬁing interrater reliability. /T%is authér first
reviewed all cases and assigned an axis IV rating and then a
second rater, a psychology graduate student reviewed the
same méié;ial and assigned an axis IV rating. Both raters
employed the RAU scale as a guide. The correlation |
coe%ficient between the two sets of ratingshwas .723,
p<.001. The percent exact agreement wés,53% and the percent
close agreement was 87%. | All disagreementé were resolved
ih favour of the second rater in order to minimize ény bias
that might have occurred by having the same rater for both

diagnoses and stressors (for comparable results see Rey,

Plapp, Stewart, Richards & Bashir, 1987). 7 -

1
.

i
!

4
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In addition to the severity rating, ‘a second stressor

score was calculated by adding up the number of psychosocial

N

stressors occurring over the last year. Only thqée
stressors that could be classified by the RAU SCale were -
counted. Again the RAU provided only a guide because the

stressors occurring in the present sample only approximated

the items on the RAU scale. Interrater reliability was

found,to be acceptable~for the number of psychosocial

stressors, r(72)=.79, \p<.001.

we

Progedure

Informed consent was obthined from the adolescent and
from at least one‘parent. Consent infé;mation diffgred for
subjects who were not interested in grouﬁ thefapyj These
subjects were simﬁly inféfmed that they would undeégo two |
.and half hours of asseégment. Subjects iAterested in grouﬁ

v ‘ . ,
therapy were informed of all the details of thé therapy
‘proggam as well as all the inﬁormatign‘involving“aésessmenf.
They were aiso‘informed that -similar fgllow up assessments.
would be condueteg."If'ghe‘patient~was hot,refé?;ed“fgom“a“
psychiatrist, then the patient was required to'undergd a
brief ‘interview with the chiefaps}chiatrist at the \
ohtpatientrdebartmené. After obtaining the copsent, I

interviewed the parént with the KSADS while the adolescent

completed the CDI, the CBQC, thenShipfey-Hargfort vocabulary

T
o
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test and other self-report measures not.felated to-/the

present study in a separate room.

administered and .scored

A research assistant

-
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these self-report measures and was

instructed not to reveal  the scores to either this author or

‘the chief psychiatrist until completion of this study.

Following the interview witir'thé parent, I then interviewed

the adolesgent with the KSADS,
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Results

Preliminary Analyses '

Internal Consistency of the CBQC

The internal consistency of the responses from all 74
petients was investigated using the KR-20 formula, The
3
internal consistency of the distortion (DD) scale was,

fecceptable (alpha=.82). The internal consistency for the

depressed-nondistorted <;N) scale was unacceptably low
(alpha=.42) and for the nondepressed-nondistorted (NN)
scale, was»accepteble (alpha=.80f. These results show a
substantial increase in reliability for the distortion and
NN scales from the previous version of the CBQC (see Haley

et al., 1985).

To determ1ne the response pattern to the three scales

, of the CBQC, Pearson izrrelatlons were computed between the

8

scales. Those who chose more distorted responses did not

3 -
°

necessarlly choose any more DN responses (r(72) .06, ns)

o By

..~ but did choose 51gn1f1cantlj less NN responses (r(72) _-.81,
o ht — _ ,
E-;OOO) Those who chose more NN respgnses were

"51gn1f1cant1y less llke19 to chg;e a depressed response .

LY

T (r(72)— 53 Q-OOQ) Thus,. ado&escents who were less

3 . ©
. 8o R
N . B R . - N
%, 5 “ . N
X o . < 3 . . R
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inclined to chose a N response were more likely to chose a

distorted or a DN response but not necessarily both.

Internal Consistency of KSADS Depression Scale

fnternal consistency estimates were calculated for the
12*sypptom ratings of the KSADS major depression syndrome
using all 74 adolescents. These calculations were done
because the version of the KSADS, used in this study, was
the 1986 version and no data had been reported for this
version. For the current ep?sode ratings, the alpha
coefficient was .80, and for the lag;—week ratings, the.
alpha coqfficient was .79. These estimates are slightly
higher than those reported by authors of the KSADS for the ¢
12 item depression scale but are nevertheless comparable to

the 1978 version, (alpha=.72;:Chambérs et al., 1985).

Diagnoses

Twenty-three adolescents met the RDC criteria for a
definite diagnosis of endogenous (ED) major depression ahd
25 adolescents met the RDC criteria for definite diagnosis
of nonendogenous (NE) major depression. Psychotic features
were present in 22% of the ED group and in (20%) offfhe NE
group. Two subjects in the NE group (8%) and one subject in -

the ED group (4%) had@ a history of mania.
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‘The Axis I DSM-III-R diagnoses of the remaining 26
sybjects were as follows: conduct disorder (n=8), dysthymic
disorder (n=6), separétion anxiety (n=3), oppositionél
defiant disorder (n=2), adjustment disorder with depressed
mood (n=3), Tic diSordef, attention def&cit disorder,
overanxious disorder and no axis I diéorder, each n=1.

These subjects formed the psychiatric control ngup.

The distribution of concurrent diagnoses was examined
across the three group%3 Eight percent of the ED group and
4% of the NE had a DSM-III-R concurrent diagnosis of conduct
disorder. These percentages are lower than those reported
for inpatient samples of adolescents with major depression -
‘(HaIey, Fine & Marriage, 1988). Substance abuse was
diagnosed in 22% of the ED group, in 20% of NE group and in

8% of the control group.

Statistical Analyses

Oneway analyses of variance were conducted on all
continuous variables. In all analyses, if the overall F-test
was not significant, group differences we}e nét examined, ©
The Tukeya or the Honestly Significawt'Differehce (HSD) test
at the .Oé levél was used to determine group differences.

The hypotheses were examined by the Bonferroni t-test

procedure regardless of the significance of the overall F,.
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For the categorical variables, chi-square analyses wefé
performed. If the ;verall chi-square was not significant at
the .05 level, further testing was halted. To control for
type I errors, the alpha level was set at .01 for multiple

group comparisons using the chi-square.

o~

™~

7
Patient Characteristicg
|

Demographics. Table 5 presents the sample

characteristics related to nonclinical individual
differences for the three groups. As can be seen, there was
good comparability across groups on E?st of these
demographics. The Blishen Socioeconomic Status index (SES;
Blishen & McRoberts, 1976) indicated that the average
adolescent in each group was from a middle class family.
Analyse; of variance conducted on the continuous variables
revealed no significant ovefall differences on age, ses,
grade level or verbal IQ. Chi-Square analyses indicated no
significant overall differences on race or living status.
However, there was a significant overall Qifference for sex,
X2(2, N=74)=14,76, p=.0006. Multiple comparisons indicated
there was no significant difference in sex tio between the
ED and NEsgroups, X2, N=48)=2.44, ns. Comgared to the
control group, the NE group tended to have‘a ifferent sex

ratio, but this difference was not significant at the preset

alpha level, Xz(l, N=51)=5.68, Q=}02. The difference in
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sex ratio, however, was accounted for by the ED gfoup, which
had significantly more girls than‘the control group, X2(1,4
N=49)=13.84, p=.0002. |

Table 5
Demographic Characteristics of the Diagnostic Groups

ED NE Psychiatric

MDD MDD Controls

Measure n=23 n=25 n=26
Age :

M 15.3 . 15.1 14.8

SD 01.5 01.5 01.4
Sex

Females 20 17 09

Males 03 08 17
Race

Caucasian 21 18 21

Oriental 01 05 01

Native 01 01 03

Other 00 01 01
SES )

M 42.7 49.3 41.6

SD 22.4 4 16.9 20.7
Shipley-Hartford ’

Verbal IQ

M 14.5 15.7 14.9

SD 02.2 02.1 02.1
Grade

M 09.5 09.4 09.0

SD 01.5" : 01.3 01.4
Living Status

2 Bio Parents 10 11 : 03

! Bio Parent 10 14

Adopted . &é . 01 00

Foster Home . 0 00 04 Kyg

Group Home - 01 ’ 03 05

Note. ED= endogenous5 .NE= nonendogenous~ MDD=ma jor
depressive disorder; SES=socioeconomic status.
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“Clinical Characteristics. Table 6 presents the

£§ charaeteriétics of the groups on a npmber of clinical

variables. Analyses of varianee on the continuous variables
revealed no group effects for the severity of psychosocial
stress as rated on the DSM-I1II-R Axis IV, the number of
psychosocial stressors present in the last year, the age at

| which the first signs of the disorder occurred, and Ehe age
of onéet for the curreet disorder. There was a group effect
for episode duration, F(2, 71)=8.39, p=.0005. Multiple
comparison tests indicated that the control group had
significently longer episodes than either the ED group or
the NE group (Tukey-HSD tests, ps<.05). This finding is not
surprising given the fact that tﬁose with major depression,
by definition, had a definite < 1set to the episode in the
last year whereas those in.control group had disorders for
which there was no worsening of symptoms or no two month
symptom-free period in the last year. Chi-Square anaiyses
on the categorical variables showed a significant group
effect for suicide attempt within the ‘current episode, X2

(2, N=74)=13,95, p=.0009. Group compar1son analyses
revealed that 61% of the ED group attempted suicide within
the current episode compared to 15% of the control group, Xe
(1, N=49)=10.86, p=. G@i aed compared to 23% of the NE
group, Xa(l N=48)=8. 36 g— 004. The NE group and the
control group did noé‘differ significantly in the number

. o ] X
with a suicide attempt, X2(1, N=51)=.66, ns.

(
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Table 6
Clinical Characteristics of the Diagnostic Groups

ED NE | Psychiatric
, MDD MDD Controls
Measure n=23 n=25 n=26

DSM-III-R

Stressor rating

M 3.96 3.84 3.74

SD .53 .78 : T
Number of v

Stressors :

M 3.35 3.80 3.24

SD 111 1.65 1.64
Age of Onset of

Current £pisode

M 14,

SD 1.
Duration of Current,

Episode in weeks

M 14,

SD 8.
Age of 1st Signs of

Disovder

M 12.3 12,

SD ‘ 2.6 3.
Suicide Attempt 14 5
Patient Status?

Inpatient 2 -5 .3

Qutpatient . 25 o 21 18 -~
Hospitalization in E B

current Episode 7 10
No previous

Psych Contact 17 12 10
Medications

Ant'idepressants °

Antipsychotic

Other
Family History

- Depression

Bipdlar -

PSychotic
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‘Note. ED=endogenous; NED=nonendogenous; MDD =major
depressive disorder. :
a Patient status at the time of assessment.
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DepressionfMeasuces. Table 7 presents the means and

standard deviations for the depression measures, There was

a signifiqant group effect for the KSADS depressidn scale-
for the current episode. hThis result is as expected because
group classification was based on curreﬁt episode ratings.
Group contrasts revealed that the ED group was significantly
more depressed on KSADS-CE depression scale than the NE
~group, TJkgy-HSD, Q%.OS.J Compared fo the psychiatricu |
céntréls, Joth the ED and NE groups were significantly more
depressed bgthe KSADS-CE depression scale, (Tukey-HSD
tests, ps<.05).. The means for the ED and NE groups on the
12-item KSADS-CE depression scale are’very similar to those
reported for outpatient adolescents employing the same
diagnostic grouping (see‘Goetz et al., 1987). At'the time
of assessment, however, the depressed ggoups.did not differ
significantly in severity of depress%on as indicated by the
'KSAbS—Last Week depression scores (Tukey-HSD, p=ns). Both
depressed grbups were significantly more depressed at the
time of assessment on the KSADS-LW depression scale than the

control group (Tukey-HSD te3ts, ps<.05).

\ Although there was a tendenéy for‘the>ED group to be
more depressed on the CDI compared to the NE group, this
difference did not meet Tukey-HSD criteria for signififance.

Compared to the control grouﬁ, both the ED and NE groups

v

{

5
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were significantly more depressed on the CDI, (Tukey-HSD

tests, ps<.05).

Table 7
Group Means for the Depression Measures

v ED NED Psychiatric
MDD MDD ° Controls
Measure © F-Value:
KSADS depression
Current Episode "
M 45.04 39.76 23.%6, . .~ 76.45
SD : 5.46 7.08 6.09
Last Week ) . .
M 37.68  34.28 21.62 55,48
SO 6.96  4.06 5.71 L
CDI | : S,
M 21.65 18.04 800 23:34°
S 6.95 8.36 . 6.48 '

Note. ED=endogenous, NED=nonendogenous, MDD=major depressive

disorder, KSADS=Kiddie Schedule for Affective Disorders and
chizophrenia, CDI=Children's Depression Inventory. .
P=.,0000,. , '

Hypotheses Testing

Cognitive Distortion

' Table 8 presents the means for the distartion scale
from the revised CBQC. Because the distortion scale violated
the homogeniety of variance assumption (Cochranes C=.53,

p=.02 and Bartlett-Box F=13.56, p=.000), group comparisons

§ »
\ . .
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~ were analyzed using separate variance estimates. As
predicted from hypothesis one, both the ED group and the NE

group evinced significantly more-distortions on the CBQC

compared to the control group, Bonferroni tésts, 5(27.2)= -

6.15, p<.001 and E(28.8)=4.45, Q<.00i, respectively. The ED

and NE depressed groups did not differ significantly in
terms of distortion, g(45.§)¥-.96, p=ns. A sqﬁare-roqt
transform of the distortion scale was performed and this
transformation was successful in equalizing the variances
between the éroups as indicated by tests for homogeniety of
variance (Cochranes C=.46, p=ns and Bartlett-Box F=1,56,
p=ns). Bonferroni tests péfformed on the transformed

distortion scores produced similar results to those using

the untransformed scores with ED and NE groups scorihg

significantly higher than the control group (t(71)=-5.89 .

e

p<.001 and t(71)=4.58, n<,001, respectively).
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Group Means for the Cognitive Measures
ED NED Psychiatric
/ MDD MDD Controls
F-Value
Measure , : (DF=2,71)
CBQC Scales
Distortion - -
M 5.83 .80 RN 16.01
SD 3.4 3.95 1,27
Nondepresseé—
Nondisterted ‘ .
M 6.96 7.84 13.23 25.36
SD 3.86 3.85 2.77
Difference Score .
M 1.13 3.04 12,12 18.87
SD 7.10 6.76 3.74
Depressed- |
Nondistorted A r—~ .
SD ] 1.85 3.17 2.18
KSADS
Hopelessness/
Worthlessness .
g i 6091 6|70 3.71 14050‘
SD i 2.47 - 2,28 1,82

Note. ED=endogenous, NED=nonendogenous, MDD=major-depressive
disorder, KSADS=Kiddie Schedule for Affective Disorders and
Schizophrenia, CBQC=Cognitive Bias Questionnaire for :
ghildren.** :

P;4038; P=.0000.

LIS ' >

Self-derogatory vs Self-serving Biés ’

The second hypothesis predlcted that depressed
,aadolescents would show. more d15tort1ons relat1ve to p051t1ve

k4



thinking of"the CBQC. This hypothes1s pred1cted that the

~ depressed groups would show a mean negative score on the,

’

CBQC dlfference score. Contrary to expectation, the means

of ‘the depressed 'groups on the CBQC difference: score tenaed

é

to be on the positive side (see table 4) Z The control -

¢ P

group, however, demonstrated a clear p051t1ve or:self—
serv1ng b1as on the CBQC that was s1gn1f1cant1y greater that
the ED group, (Tukey-HSD, .p<. 05) and the NE group, (Tukey-
HSD, P<.05). However, homogenlety-of variance tests
indicated that fhe difference scoreoviolated fhe homogehiéty
of variance assumption (Bartlett Boh él5‘13 g— 006).
Attempts at norma11z1ng th1s scale by various transforms
were 'unsuccessful. Therefore a categor1cal analys1s,was

L]

per formed oh the number affcases in éach grodp who obtalned:

L3

a neoative value (< -1) on the CBQC difference score. This
analysis revealed thaf 48% of thevED‘group, 32% of the NEJ
group and 0% of the control group exhibited a self-"
derogatory or 'inverse' bias. Chi—Sqoare anélysis indioaged .
a 51gn1f1cant group effect for these ratlos, X2(2 |
N=74)=|5.79 P=.OOO4. " The ED group tended to- have more"

cases exh1b1t1ng the self-derogatory bias than the NE group,

- ) ¢
XZCI,JQe48) =2.97, p=.08, and to have 51gn1f1cant1y more '
cases than the controls, .X4(1, n=49)=16.03, p=.0001, " The

difference between the NE group and the control group ﬁasf

also signifipent, X2, n=51)=7,07, g=5005; Thus, the’

o,

¢ EEERS
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_prediction was supported-only. for a subgroup of those with

major depresgion.

~ Other Cognitive Scales
. ~ ! A

d S

0 - ~

"a 51m11ar patternroﬁ results was tound for the NN
scale of the CBQC and .the HW scale of the SADS as Was found
for ‘the d1stort10n scale. The control group was \
s1gn1f1cantly more p051t1ve in their thinking style, as
ev1denced by their higher NN scores compared to the ED
»group (TukeyLHSD p<. 05) and the NE group- (Tukey- VéD
E<'05)' The depressed groups were not 51gn1frcant1y
difgerent in positive, thinkingl thpared to the tontrol
fgroup, both the ED and NE groups evinced s1gn1f1cant1y more

hopelessness and worthlessness on the HW sCale, (Tukey HSD

tests, p<.05). The depressed groups werevngﬁ significantly

- ®

different on theAHW'scelel Althoudh the depressed groups.
tenddd to exhibit more depressed-ndndistorted’scores on the
CB then the control group, the Tukey-HSD procedurg
Vindicated thetltﬁese differences were nonsidnificant (see

table 8). | - o / S

ﬂr



»  Supplementary Analyses

-

Separate Sex Analyses

Because the groups diffefed with respecf to the sex
distribution, 5eparate aqglyses were calculated for females
and for males. 1In the first set of analyses, the 9 femeles
from the control group were.comparea to the females from the
depressed groups. Preliminary analyses indicateé that there
were no significant difference; among the groups for any
demegraphic variable, including age, verbal IQ, stress
rating, SES or grade levei. Nevertheless, compared to the

g

contro} group th the ED a?diihe NE groups were
significéntly more depressed;as measured by the CDI and the
KSADS depression scale, exhibited significantly more
distortions end les; pdsitive tﬁfnkidg‘L@>;he CBQC, and
experienced significantly more hepeleSSness and
worthlessness as measured by the HW scale, (Tukey-HSD tests,
ps<.05). This pattern'of resulte is identical to ‘that with
the full sample (see table 9). -
To obtain a large enough sample of depressed boys, the

ED and NE groups were collapsed into one group of boys with

ajor depression (n=11) and compared to the control group of

boys (n=17). There was no significant differences on any

demographic, variable includ#ng stress, SES, Verbal IQ and
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age., From table 10, it can be seen that the same pattern of
results emerges as that for the full sample although at a

much reduced significance level,

>

A
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Table 9

Group Means for the Q;pre551on and ngnltlve Measures for
Females

ED NED Psychiatric
MDD MDD Controls
. ' F-Value
Measure 4 (n=20) (n=17) (n=9) (DF=2,43)
KSADS ]
depression-LW . e
M . 36.50 34.29 21,33 19.63
SD 8.02 4.92 4.92
CDI ‘ .
M » , ‘ 21.85 19.00 10.00 . 8.03
SD ' BRI / 7.45 8.34 5.00
CBQC Scales
Distortion? .
M - 5.95 6.05 ~ 1.89 5.29
SD 3.44 3.44 1.45
Nondepressed-
Nondistorted _ .
M 6.40 6.29 12.00° 11.71
SD ) 3.33 2.57 3.67
Difference Score . . -
g : .45 .23 10. 11 9.75
6.62 5.56 4.91
Depressef
Nondlsto ted
. 7.65 '7.59 6.22 .93
§Q M .42 3.79 2.72
KSADS
* Hopelessness/
Worthlessness «
M . 6.70 7.82 4.67 6.28

sD | T 2.45 1.59 -2.40

Note. CDI Ch1ldren S Depre551on Inventory, EP=endogenous,
NED=nonendogenous, MDD=major depressive disorder,
KSADS=Kiddie Schedule for Affective Disorders and
Schlzophrgnia, CBQC= Cogn1t1ve Bias Questionnaire for
Children. P<.01; = P<.001.2p-value for transform, p=.004.
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Table 10 Ty . - ) s : .
Group Means for the Depression and Cognitive Measures for
Males ' ' = ‘
Major Psychiatric
Depression Controls
Measure (n=11) (n=17)  (DF) T-value
KSADS-LW
Depression .
M 35.45 21.76 26 5.61%**
SD - 6.42 6.23
CDI
M 17.18  6.91 26 3.66"""
Sp 7.52 7.04
CBQC Scales
Distortion? e
M ! 3.00 .71 11.37 2.32
SD . » 3.00 99
Nondepressed-
Nondistorted . .
M - 11,00 13.88 14,08 -2.44
SD 3.57 2.00 . .
Difference Score .
M . _ 8,09 13.18 12.03 -2.50
Sb 6.42 2.53
Depressed-
Nondistorted ,
M : 6.09 5.41 26 .97
SD 1,70 1.87 »
KSADS ,
Hopelessness/
Worthlesshess ' .
M ' 6.73 3.29 11.61 . 4.07
SD T 2.45

1.02

Note. CDI=Chilafeﬁ's Depre#é{on Inventory, KSADS#Kiddie
ScEedule,for‘Affective‘Disbrdbrs and Schizophrenia,

¢BQC=Cognitive Bias Questionnaire for Children.

P<.05;

P<.01;***p<,001.3 for square root trgpsform, t(26)=2.62,

p=.01.

A}

VAN
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L cL . . .
Stress and«Cognitive Distortion

The reiation between stress éné'distortion was further
examined by dividing all subjects wf?g a diagnésis of major /fw\uf
depression into high and low stress groups. The impptué for - JS%'
this approach comes from the two studies hentioned in the I
intfoduction whichrfbund that in mildly depressed college
students, low stress was associated with high distortion
(Hammen, 1978; Michael & Funbiki, 1985). "Depressed subjects
in the,pregent study were divided into two groups based on
the mean split of 4 psychosocial ‘stressors. Those who had
3 or less stressors, formed the low. stress group and thoée
that haé 4 or more stressors fofmed the high\stress group{

This cuggo}f‘diVided the depressed subjects equally., Si¥ .
demograbhic variables and 6 clinical variables including the |
-cognitive distortion scale were examingd.k To control for

type I errors, the Bonferroni correct{;n was applied to each

of these families, (.05/6) which indicated that an alpha

level of .008 was accep&éble.

The means of the demographic and clinical variables are

preseﬂted in table 11, T-test analyses revealed that the
stress groups dia not differ significantly at the .05 level
on age, sex, SES, grade, IQ but the high stress subjects
obtained a significantly higher sevérity of Stress rating

than the low stress subjects. In terms of clinical
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variables, the stress groups did not differ 51gn1f1cantly on
any of the depress1on measures nor on the HW scale.

However, the low stress group evinced significantly more

cognitive distortions than the high stress group (Q=.003¥r

‘These results provide clear evidence that the distortion

scale is/not measuring life stress and even suggests that it

is measuring true distortion of life events;sj

Depréssed Control Subijects

Due to the»o erlap in criteria between major depression
and dzg;&gmia, flustuations in one or two symptoms could
shift the diagnosis from major to minor or dysthymic
depression or vice versa. It also could be arqued that
because dysthymic disorder subjects are at risk for major
depression (see Kovacs et al., 19é4), at lesast some of these"
subjects should exhibit distortions. Could the inclusion of
depressed subjectsrin the control gfoup have overestimated

the differences between the depressed subjects.and the

.control subjects on the distortion scale? At issue is

whether or not the control group contains non-distorting
depressed subjects who by their absense in the NE group bias
the difference in favour of the NE group? To explére this
possibility, the 6 subjects with a diagnosis of dysthymia
plus 2 of the 3 subjects with adjustment disorder who also

met the RDC criteria for minor depression were combined with
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the nonehdogenous group.‘\It was expected>that if the 1
%:f?ifg;eé:;é'were inflated,}the addition of these 8 subjects
to the NE group would result in a éﬁbstantial decreaSe‘ih |
'the'g—values and significance levels. Analysis of variance
conducted on the squafe—root trapsforhéd scores of the DD
scale indiqgted a significant~effect for group, F(2,
71)=19,77, Q=.0000. Multiple contrasts showed that fhg
combined NE group (n=33) endorsed significantly more
disfortions on the CBQC than the control groUp~(Q¥18),
means=4.12 and .722 respectivély, t(71)=-4,72, p=.000. This
t-value is slightly higher than the original t-value |
(t=4.58) but the significance level remains unchanged. The
‘possibilityatﬁat the significant differences between control
and depressed subjects on the distortion scale are |

overeétimated>by biased group assignment'is rejected.
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. Table 11 o - | - o
Group Means for ngh and Low Stress Sublects w1th MaJor o
Depression . v ' .
/ High TLow '
Stress = Stress
Measure = | (n=24) (n=24) 7(22) + T-value
. - . L
Age _ ‘ ~ ’
M o - 15,20  15.25 46 -.49 |
SD . 1,62 1.32 , )
SES | _
Mo 42,99 49.66 46 1.7
SD . 21,77 17.18 :
Verbal IQ ’ ' AN
M 14.71 15.58 46 . 1.25
\ib SD .94 2.47 S0 B
~\_ Grade . ' 4
M 9 31//‘“9'36 L3
. . 8D : ﬁ 1.44 o | |
DSM-111- Stress ,
rating %
M % U 425 356 46 ~4.05%%*
SD . .55 .61
KSADS-CE S (
M 43.83 /[ 40.75 46 -1.59
SD 1.87 2.59
KSADS-LW ' -
M 36.08 34.87 46 - .65
SD  6.52 6.26
Hopeless/worthless @Dﬁ
M | | 6.87  7.29 46 | .64
SD 1.87 2.59
CDI : ‘
M 17.92  21.62 46 1.67
SD 7.51 7.51
Distortion '
M 3.75 6.83 46 | 3.12%%*
SD 2,75 3.96 ‘

Note. CDI=Children's Depression Inventory, KSADS=Kiddie
Schedule for Affective Disorders and Schizophrenia,
¢BQC=Cogpjtive Bias Questionnaire for Children.

P<.05; P<.01;***p<,008

.
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Discussion-

The results of study 1 support the hypotheSis that
cogﬁitive'distortion is a marker for major depression. As

pred&gted the distortion scale from the CBQC relxably

d15t1ngu1shed those adolescents with ma jor depressxon from

’

those with other psychiatric diagnoses. These results are

consistent with those reported for the f&rg&\zersion of the

-CBQC (Haley et al., 1985). The present study extends

previous worke by Haley et al. by demonstrating-that the

differences between major depression and -others were not due
to the presence of criterion contamination or other
methodological problems as outlined in the introduction.
Furthermore, differences between groups could not be
accounted:for by euch variables as age, sex, IQ, stress”and 
other demographic variables. -

-t

. . . . = ’
The second hypothesis received partial support., For a

‘minority (40%) of adolescents with major depression,

distorted responses were more prevalent than positive

responses. Although lacking in sensitivity in describing
most of those with major depression, a negative difference
score is highly specific to the disorder. A negative
Qifference score was not .found in any of the psychiatric

controls which is all the more significant when one

considers that 35% of the subjects in the control group had
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.a non-major-depressive‘disbrder; "Thus, a negativef
d1fference score appears to be a rather spec1f1c marker for

major depress1on. A more sens1trve marker, appears to be the'

degree to wh1ch the aaplescent is pos1t1vely biased. Thus a

Rt

compet1ng hypotheS1s to the negatlve gj_as theory may- be that .

the depressed ch1ldren are less pos1&1vely biased in their

————

thinking style compared to nondepressed chlldren.

The f1nd1ng that depressed adolescents also chose more
nondepressed-nondistorted opt1ons on the CBQC deserves some
comment. This result may have been due to the 1nclus1on the
depressed-nondistorted (DN) option on the CBQC. Reﬁall that
the DN scale was primarily designed to control for negative
affective. Depressed adolescents tended to choose this
option if they did not choose the distorted option whereas
the nondepressed adolescents generally chose the positive
_options on the NN scale. A low NN score can be interpreted
to mean a general negative bias or alternatively, a negative
response style. The most useﬁul scores derived from the |

CBQC appear to be the d1stort1on scale and the d1fference‘ ,

score because these scales a more easily 1nterpreted as \hi.'ii

reflected negative thinking rather than response style.
* (i
With regard to hopelessness and worthlessness, the
depressed patients were rated at interview as experiencing

more of these negative cognitions than controls. This
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finding is con51stent with Beck S cognitive theory which

p051ts that when depressed, patients show a global negative
thinking stple that includes, a negative view of the self

and the future. Recall that group assiénment~in‘the pfesent
study:waé made without regard to the presence or absence_of

thesé«two symptoms. This procedure demonstrates that

differences between the grc/pé on measureb of negative
J/

.,thinking were not due in any way to the 1nclu51on of

-negative thinking as part of the initial diagnostic

assignment. Despite this methodological clarification, the

' issue remains as to whether, negative thinking is simply a

“ . .
associated feature of major depression or exhibits more

: z
trait-like properties. This issue will be examined in the'

Lt

second study. , 4
\ .
No significant differences in distortion,  negative
bias, hopelessness and worthlessness were found between the

endogenous and nonendogenous groups. This finding is

. coasistent with a number of studies with adult patients

which have reported no significant differences between
endogenous and nonendogenous pdtients on measures of

A . . .
dysfunctional thinking, negative attributions and negative

thinking (Eaves & Rush, 1984; Giles & Rush, 1982; Zimmerman

& Coryell, 1986). Because there is evidence that endogenous
depression can be discriminated by a biological marker

(Carroll et al., 1981), researchers had hoped that negative



thinking wouid ?reddminate in the nonendogenous depression, - =1
thereby supporting theetraditional dualist pOsition;;hat‘ -
depressioné Can4be divided into those that are '
psychoﬁ?glcally based or into those ‘that are

consffzutlonally based (Zlmmerman & Coryell, 1986).

“However, it appears from other evidence that depressed

pat1ents wlth elevated cognitive dlstortlons form a separete

subgroup independent of the endegenous or nonendogenous

subtyping (Norman, Miller & Dow, 1988) . : \\\

It ie noteworthy that the present data do not.support
the h qthesis that cognitive distortion is a refleetion of
actual life stress (Coyne & Gotlib, ﬂ1986r Krantz, 1985).
Neither the DSM-III ratings of psychosoc1al stress nor the
number of psychosocial gkressors could d15t1ngu1sh those
with and without major depression. All}three groups of
adolescents experienced moderate levels of stress over the
last year, yet only the depressed groups exhibited
distortione, Furthermore, depressed adolescents whe had low
levels of stress'actually;demonstrated significantly higher
distortions than depressed.adolescents who had high leveie
| efvstfess. This finding sugéeses that these depfessed
‘children‘were truly distorting life events. As previouslyb
noted, these findings are consistent Wi;h studiesjemploying'
the Cognitive ‘Bias Questionnaire inveduit samplee of

depressed college students (Hammen, 1978; Michael & Funbiki,



1985). The present findings extend prevzous'studxes two
,fold,'first, it is. the first demonstration of a negative e
rel;\ionSh;p between distortion and stress in a clinical
sample of depressed patients and second, it is the first
demonstration of thlS phenomenon w1th depressed adolescents.
The evidence from this study places Coyne and Gotlib's
-(1986) viewron the inportance of streSs in accounting for .
depression in serious douht. Thefevidence clearly shows that
distortion notvstress distinguishes depressed from
nondepressed individuals.h In addition, Coyne and Gotlib
(1986) and Barnett and Gotlib'(1988) have assumed that a
negative relationship between cognition and stress is

/\7 , \,y
impossible because, as they argue, this 1nteraction would

mask a main effect for cognitions in a su£f1c1ently large
sample. Clearly this assumption also is not supported. It
might be asked how the present resultsvactordeith the
diathesis-stress model proposed bf Beckw(1987).‘ This
guesti cannot be addressed fully by the present data,

other than to state that all subjects had stress present and

thus a necessary condition‘was fulfilled in the model.
However, the evidence suggests that the relationship is not
g a straight forward one and that the presence of a negative

relationship between cognition and stress cannot ipso facto

be ruled out. .
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b F1nally, because the sample was a select one, it mlght
be prudent to examine- how comparable this sample is with.
other outpatlent séaples. Fortunately, two studies are -
avallable which not only concern outpatient adolescent
subjects but employ the KSADS as a diagnostic instrument
(Mitchell et al., 19883 Ryan et al., 1988). These two
studies allow’compa;dg%ns of the MDD group only and
basically shed light on how generalizable the results are to

" other MDD‘samples or whether the present sample of MDD~

=

subjectszare in some way.a anomaly. The present stidy

found th;t 48% of thoselngh ma]or depression were positive
for endogenous subtype. This rate is consistent with the 50%k
rate reported foqﬁjutpatlent prepubertal children (Chambers
t al.; 1982) and outpatient adolescents (Mitchell etJJl.J

\§988; Byan et al., 1988). Endogenous patients were—also
significantly more pressedf_51gn1f1cantly more likely to

" have made’ a suicide attempt but not any more l1kely to N\\\
d1ffer significantly on. the frequency of psychotic features
or conduct‘symptoms. Similarly, both Mitchell et al. and
Ryan etval.uhave reported significantly higher KSADS’ratings“
idfthe endogenous group and Ryan et al. havé noted morei'
suicide lethality for the endogenous group. - The Zi% raté_4*
found in this study for the presence of psychotic symptoms
in MDD is alSO com‘ rable to the 27% rate reported by
Mitchell et al. and the 18% reported by Ryan et al. 1In the

présent study, it was found that psychotic features were no
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more likely to be associated with éndogenous than P
nonendogenous dépfession. While this finding might seem
unusualfrit is not so with child a;d adolescent samples.
Chambers‘et al., ‘reported that.28% of the nonendogenoas
;ubjects;éxhibited psychotic features. In a’component
‘*gnélysis of KSADS symptoms, Ryan et al., reported that
psychotic features were more likely to be associated with
anxietg symptoms than endogenous symptoms. .The 39% rate
foundff;r“suicide attempts fgwﬁhe MDD subjects ié identical
to that réported by Mitéhell et al. for their gdolescent MDD
“éroup and close the 34% rate reported by Ryan .et ;l. The
only obvious way in which the present sample of adolescent
MDD differs from the other samples is in the high female to
male ratio (37:10) which is considerably higher than that
reported by Ryan et él&Jkii;BZ) and Mitchell et al. (29:21).
This preponderance of females probably accounts for low;
prevalence of associated conduct disorder, 6% in the present
study compared to ﬁhe 11% reported in Ryan et al.,'s study
and 14% in Mitchell et al.'s study. Overéll, the sample of
MDD subje?ts in the present study is remarkably consistent
with other samples suggesting that the diagnosis of MDD and
. depressive subtypes is accurate.

) &
In summary, the revised CBQC was found to be a reliable

and valid instrument for assessing cognitive markers in

adolescent major depression. The. CBQC can now be used to



explore whether cognitive distortion is a state or trait

marker for major depression. S
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STUDY 2: TRAIT VS. STATE MARKERS

Hypotheses -

o ¢

1

The second aspect of the present study examined the

] trait versus state issue of cognitive markers for major
pepression. Depressed adolescents were tested at two time
periods, while act}vely depressed and when remitted from
Hepreséion. Because the CBQC is a mix of trait and state
elements of negative schemas, it was predicted that even
though depressed pakients ﬂould show a decrease in
distorfion»folloying remission of depressive symptoms, they
wouild continue to show more distortion compared to
nondepressed controlé. It was further hypothesized that
measures of the state aspects of depression including
hopelessness and worthlessness will distinguish the
depressed from the control subjects during the depressed
phase, but will normalize at the remission phase. These
predictions are in accordance with the cognitive model of
depression (Bé;k, 1967) which posits that measures which tap
into'the silent assumptions or the negative schemas are more
resistant to change (see Miller & Norman, 1986) than

measures which tap into the automatic negative thoughts of

depressed patients (see Eaves & Rush, 1984),



‘ Method‘ 

N oriainat Tontte of 74 subsects vt in 5
From t,evoriginal‘gamp;e of 74 subjects used in study
1, 56 subjects (36 with a diagnosis of major depression and
20 with nondepressed diagnoses) had elected to attend a
group ther;py program offered by the outpatient depértment.
Subjects in study 2 were_a subsample of these 56 adolescents
who met the following criteria: (1) all depressed subjects
were required to met the RDC criteria for major depression
on the KSADS-LW as well as on the KSADS-CE depression
rafings, (2) all subjects were required to attend at least
one group therapy session and (3) all subjects were required
to complete a second assessment. There were 44 subjects who
met these criteria, including 15 boys and 28 girls (mean
age=15,25). Thirty‘were diagnosed with major depression and

14 were diagnosed with other nondepressed disorders.

Remission Criteria

Measureménts were obtained on all depressed subjects at
two time periods, when symptomatic, Time 1 (T!) and later

: 7
when remitted, Time 2 (T2). A patient was considered
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'gemfpted from major depression if he or she obtained a
rafihé'of~2,or less on the KSADS depressed mood item and the
anhedonia item. A score of 3 on the depressed mood item
("mild_depression, e.g., often experiencé%ﬁ?fsphoric mood at
least 3 times a week for more than 3 hours"; or greater or
on the anhedonia itéﬁ ("several activities less intereéting'
or pleasurable or boredom over 50% of the time") wa? defined
as unremitted from major depression. These criteria for
remiséion are identical to the criteria used by reSearéhers
to Aefine responders versus nonresponders to imip;amine
treatment in studies with prepuﬁertal major depression
(Puig-Antich et al., 1987) and adolescent major depfession
(Ryan et al., 1986). In addition, a remitted patient from
major depression could not have a CDI score in excess of 16.
This score represents,! standard deviation from the mean of
normal Canadian children and adolescents (Kovacs, 1981). At
time 2, thirteen depreséed‘patients met the remission
criteria while 17 depressed patients remained unremitted.
"These unremitted depressed subjects were included as an.
additional control group. The psychiatric céntrols included
the following DSM-III-R diagnoses: dysthymic/avoidant
disorder, n=4, conduct disorder, n=3, adjustment disorder
with depressed mood, n=2, ‘overanxious disorder, tic
disorder, separation Anxiety disorder, oppositional defiant

disorder, and no axis I disorder, each n=t1.
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Measures and Procedure

Time 1 data included all the data from the measures
completed at the pretest assessment prior to gfoup therapy
treatment. Time 2 data included data obtained from either
the posttest at 15 weeks or the 1 year follow-up assessment

13

whichever was the most recent assessment.. At the time of
this gfiting, 15 subjeéts had completed the follow-up,
including 9 depressed and 6 control subjects. At posttést,
only 9 of 30 subjects with major depression met the
remission criteria with 21 remaining unremitted. Of the 9
depressed subjects who completed the follow-up assessment, 4
met ‘the remission criteria who had being unremitted at
posttest period, 4 remained unremitted from the initial
episode and one remained remitted from the posttest period.
Thus, the total number of remitted patients totalled 13. To
control for time, only the most recent teét scores were used
in the T2 data including all the test data from the 15
sGBﬁects wﬁo had completed the'follow-up. The average time
between T1 and T2 for all subjects was 29.80 weeks. E;
@

In the pretest, subjects were assessed as described in
study 1. Upon completion of their group therapy treatment,
subjects and at least one parent were interviewed a second
time with the KSADS-LW depression scale to determine changes

in depression level, They were not interviewed with the
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full KSADS interview.. . This-interview also inciuded ratings
on the KSADS hbpeléSsness énd worthlessness scales which
were again combined to form the HW scale as described in
study 1. Subjects who had dropped out of the grodp'were
also requested to complete a éecond assessment at same time
as thbse who completed treatment. All subjects_cbmpleted at
posttest, the Children's Depression Inventory (CDI) and the
Cognitivé Bias Questionnaire for Children (CBQC).
Interviewers were unaware of the results of the CDI and the
CBQC. As part of an ongoing study, follow-up assessment
data, including the full KSADS interview, the CDI and the
CBQC, were obtained from the first 15 of 44 subjects who héd

-

complete an 1 year follow-up.

<;i\\ Results

Preliminary Analyses

Patient Characteristics

Table 12 presents a selection of demographic and
clinical characteristics of the unremitted depressed group,
the remitted depressed group and psYchiatric control group.
Oneway analyses of variance revealed that the three groups

did not differ in age, socioeconomic status, IQ, and grade

‘level or time between testing sessions (T! to T2). There

N
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X

+ was a significant overall effect for sex, X2 (2, §=44)=9:19,
p=.01. Multiple comparisons showed no significant
differences in sex ratio between the remitted group and the
control group, X%(1, N=27)=1.80. p=ns., and between the
“remitted grodp and the unremitted group, X2(1, N=30)=2.03,
g=.09.‘Howeve;, there was a significance differeqce in sex
‘iatio between the unremitted group and the control group,
X2, N=31)=5,82, p<.02. Overall, the remitted group is
fairly well métched with the nondepréssed control group on
all of the initial assessment demographic characteristics.
In terms of clinical characteristics, 53% (n=9) of the
unremitted group were diagnmosed with a endogenous subtype
compared to 23% (n=3) of the remitted group, but this
difference was not significant, X%(1, N=30)=2.73, p=.09.
Psychotic features were present in 29% (n=5) of the
unremitted and in 15% (§=2) of the remitted depressed
subjects. Of the subjects in the remitted group who
presented wi psychogic features, one ﬁgs treated with an
neuroleptic aﬁd the other was treated with a combination of
lithium and a tricyclic. Of the subjects with psychotic
features from the unremitted group, one was treated'with a
tricyclic and the rest were not treated with any medication.
Antidepressant medication was relatively rare in both
depressed groups. One subject in the control group received

ar neuroleptic for a tic disorder. The depressed groups did



106

not differ significantly in episode duration, in depression
severity for the current episode or in the number with a
suicide attempt in the current episode. No Jsubject

L

received cggnitiv therapy between T! and T2.
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Table 12
Sample Characteristics of Subject Groups
Psychiatric
Unremitted  Remitted ~Controls
~ Measure (n=17) (n=13) (n=14)

Age

M . 15,08 15.35 15,38

SD- 1,12 1.69 1.45
Sex :

Females 15 . 8 5

Males .2 5 9
SES

M 43,98 50.27 44,92

SD 21.94 15.27 17.8
Shipley-Hartford - :

Verbal IQ ‘

M 15,32 15.61 15.07

SD 2.22 2,11 2.13 .
Grade

M 9.41 9.69 9.43

SD 1.37 1.25 1.28 X
DSM-III-R A

Stressor rating _ - .

M 3.71 3.98 3.58

SD .73 . .82 .81 W
Number of R

Stressors ’ e

M 3.41 ; 3.62 T2 RS

SD - 1.32 .87 1.86 g e
Duration of Current S oy

Episode in weeks

M 15.7 20.1

SD 9.4 1.7
Time between T1 and

T2 in weeks :

M 24.59 29.31 36.57

SD 20.64 18.61 22.18
Suicide Attempt ' 7 4 1
KSADS-CE ‘

M 41.59 39.84 23.21 ™=

SD , 5.89 4.96 4.59

Note. SES=Socioeconomic Status.
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Statistical Analyses

An analysis of variance (:;;;A) with groups as a
between-subjects factor and Time as a'within—sﬁbjects factor
~was performed on each of the CBQC scales and the HW scale |
and on'the dépression measures. ' Whenever the ANOVA yielded
a significant gr&up x time interaction, I followed the
recommended formulas‘by Howell, 1982 to compute the degrees
of freedom for the simple main effect of Gréup. The degrees

¢ of freedom will vary as a function of the values of the
MSsubjects within groups @nd of the MS¢;p. x éubjgcts within
groups (see appendices A to F). Following a significant '
simple main effect for T! or T2, Tukey, (Honestly
Significant Differenée) tests were performed to determine
which comparison was significant. If the interaction effect

or;was not significant, significant main effects were examined
by the Tukey, procedure on the average of T1 and T2 data.
Only two pairwise comparisons were of interest, the remitted

group versus the control group and the remitted group versus

the unremitted group.

The hypothesis for the HW scale asserts that there will
be no significant differences between remitted and control
sibjects at T2%n However, this constitutes predicting the
null hypothesis which is not statistically defensible.

v . ,
Therefore, the analysis for the HW scale needed a different
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A-approach 1nvolv1ng the possibility of rejecting a false null
hypothesis. If the probability of detecting. a 51gn1f1cant

. difference between the means on the HW scale by a t-test is
set»to 80% and éhe test still fails to rejeet the null
hypothesis, then one can be reascnably sure that a faise
null hYpothesis is noi presegt. From stedy one, it was
observed thgt the degressed‘eubjects differed from the
control sub]ects by slightly more than a standard deviation
on the HW scale. A meaningful difference between the
remitted and the‘control subjeéts(et T2 might be set at .50
of a standard deviation. 'However, to detect this difference
with power set to .80, and the alpha level set to .05,
requ1res a sample size of 126 subjects (Howell, 1982; In
‘order to estimate the p0551b111ty of overlooking true
differences in this study's small sample size, a t-test was
calculated between the remitted and control groups-—and
evaluated on an alpha level set to .20, If the difference
are significant at this level, then there may be grounds for
rejecting a false null hypothesis.

\
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 Table 13 | - W
Group Means for Depre551on Measures at Time 1 and Time 2
Psychiatric
Unremitted Remitted Controls .
Measure (n=17) (n=13) (n=14) B
L
" KSADS-D:T1
M 36.17 35.69 ©22.07
SD 5.70 4.78 '7/3.73
KSADS-D:T2 - |
M 29.52 17.46 17.14 :
SD 5.30 3.80 4.91
CDI:T1 .
M o 21.29 19.92 8.35
SD 7.02 7.11 5.54
CDI:T2 k
M 17.76 9% 30 5.35
SD 7.41 3.86 4.04

Note. KSADS-D=Depression scale from the Kiddie Schedule for
Affective Disorders and Schizophrenia; CDI= Ch%ldren ]
depression Inventory.

i)

KSADS Depression Scale -

A group x time Anova on the last-week KSADS depression
scale, revealed a significant.main effect for group,
F(2,41)=48.10, p=.000, and time, F(1,41)=100.52, p=000, and
a significant éroup X time interaction effect,
F(2,41)=16.66, p=.000. Simple main effects for groups ..
revealed that the three grougs differed‘significantly at T1,

F(2,81)=37.66, p<.001%and at T2, F(2,81)=31,64, p<.001. At

T1, the remitted and unremitted groups were equivalent in

depressive symptcmatology (Tukey,, p=ns) and as expected,
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the remitted group was significantly pore‘depféssed on the
KSADS compared to thewcontxél group (Tukey,, g<505). At T2,
_however, the means of KSADS depressionvscale; for the |
remitted and the control subjeéés,’wére virtually identicai
(see Table 13). As expected, the unremitted group eﬁhibited

significantly more depression on the KSADS compared to the

remitted group (Tukey,, g<;05).

As the above analyses suggest, the remitted group's
depfession level reduced substantially from Tf to T2,
F(1,41)=101,28, P<.001, Thé unremitted groﬁp also impro&ed
significantly from T1 to T2 in depression level on the
KSADS, F(1,41)=17.61, p<.001 and an significant reduction in
depression level was also evident for the control group,
F(1,41)=7.97, p<.01). Thus 5 more accurate label for the
unremitted group should actually/be - the improved group.

o
Children's Depression Inven

)

A similar pattern of results was found for the CDI. A

group x time ANOVA on subject's,CDI scores yielded a
significant main effect for group, F(2,41)=23.36, p=.000,
and for time, g(i,41)=32.58, p=.000 and a significant group
X time interaction, F(2,41)=5.67, p=.007. Simple main
effects for group revealed that the groups differed

significantly at T1, F(2,70)=19.63, P<.001 and at T2,
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5(2,70)=16.80; P<001. At T1, the depressed groups did not
differ significantly on the CDI but the remifted subjecfé
‘were signifiﬁantly more depressed on the CDI compareg to
cdntroléffiﬁkeya, P<.05). At T2, the remittedvgroup Waé not
signifitahtly different On,the.CDI compaged'to controls
(Tukeya,:§=ns) although they did evince higher'scores} The
unremitted gréup demonstrated significantly higher Scores on
the CDI compared to the remitted?gﬁgvp, (Tukey,, P<.05).

The CDI. appeared more resistantﬁzb change than the
KSADs depression scale. The remitted group again showed a
grea% reduction in depression as.measured_byfthe CDI from T1 '
to T2, F(1,41)=33,64), g<.001 but the control subjects did
not show a significant change oh the CDI, F(1,41)=2.89,
p=ns. The unremitted subjects also showed a significant

‘change on the CDI from T1 to T2, F(1,41)=4,86, p<.05,

Hypothesis Testing

The Distortion Scale

Because the distortion scale violated the homogeniety
of variance assumption, analyses were performed on the
square-régzsz%ansformed scores. The means and standard:
deviations for both transformed and untransformed scores are

presented in Table 14, The transformation of the distortgon

iy
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scale satisfigd the testg\i?; homogeniety of dispersion
matrices (Box M, F(6,30791)=1.57; Q=ns,lX2(6)=9.436, p=ns).
aA group x'time ANOVA yielded a significant main effect for
gfoup, F(2,41)=18.45, P<.000, and for time, §(1£41)=18.24,
p<.000 and the group X time interaction effect approached
significance, F(2,41)=2.46, p=.09. As prediéted, the Tukey,
procedure éonducted on the average of T1 plus T2 scores,
revealed that the remitted group‘had significantly higher
distsrtions scores than the controls but-not -significantly

higher than the unremitted group.

Although the interaction effect was notggfgnificant,
simple main effects were calculated for the distortion scale
at f1 and at T2 to insure that all the variance in the main
effect was not due to T1 scores. Moreover, the a priori
hypothesis concerned separéte T1 and T2 comparisons. A
simple main effect was found for T1, F(1,54)=11.58, P<.001
and for T2, F(2,54)=17.14, g<}001. At T1, the remitted and
the unremitted subjects did not differ significantly, but
both groups were significantly more distorted than the
controlsrl(‘Tukeya Tests, ps<.05). At T2, the remifted
subjects wefe somewhere between the unremitted sﬂbje&té and
the control subjects displaying significantly less

‘ N
distortion than the unremitted group but displaying

significantly more distortion than the control group (Tukey,

Tests, ps<.05).



Hopelessness-Worthlessness

A group x time Anova on thé HW scale revealed a
significant main effect for group, F(2,41)=50.81, g<.060;
a?d for time, F(1,41)=98.06, p<.000, and a §ignificant group
% time interaction effect, §(2,4l)=3.46,79=;04. Simple main
effects for group indicated the three groups were
significantly different at T1, 5(2,80;=6.64, P<.01 and at
T2, §(2,865=6.95, p<.01. At Tt, the remitted and the
unremitted groups did not differ significantly on the HW
scale but the remitted sﬁbjects were significantly more
hopeless and worfhless compared to the control subjects. At
T2, the remitted and the control subjects did not differ
significantly on the HW scale (Tukey,, p=ns). The unremitted
“subjects continued to evince more hopelessness compared to
the remitted subjects at T2 (Tukey,, P<.05). The t-test
analysis calculated bétween the remitted and the control
group resulted in a t-value of .703, p=.49 which failed to

meet the .20 level of significance; Thus it seems unlikely

that true differences exist on the HW scale.

As E;é/above analysis suggest, the remitted group
showed significant change from T1 to T2, F(1,41)=22.,52,
P<.001 on the Hw scale. Botﬁ the unremitted and the control
subjects showed no significant changes on the HW scale from

Tlrto T2, F(1,41)=2.86, p=ns and F(1,41)=3.48, p=ns,

e



respectively. Thus, while the unremitted subjects

experienced a substantial reduction in depressive

symptomatology on the KSADS, this was not aEcompanied a.

corresponding reduction in'thoughts of hopelessness and

worthlessness on the KSADS.

115
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»
Table 14 - ’
Group Means for Distortion and Hopelessness- WOrthlessness
Measures at Time 1 and Time 2

i
T
\

, \ Psychiatric
Unremitted '* Remitted Controls —

Measure B (n=17) (n=13) (n=14)
CBQC
Distortion: TI i .
M 6.71 5.39 1.36
SD 4.37 3.69 1.50
Distortion: T2
M : 5.94 2.00 .29
SD 4.11 2:52 .47 -
Transform-D:T18 ‘
M 2.39 2.13 ‘ .89
SD 1.02 .97 77
Transform-D:T22
M 2.18 1.17 .29
SD 1.1 .82 .50
KSADS
Hopelessness-
Worthlessness:T1
M ' 6.94 7.23 4.50
SD 2.22 - 2.89 1.91
Hopelessness-
Worthlessness: T2
M ‘ 5.76 3.46 3.07
SD 2.66 1.39 1,49

Note. CBQC= Cognitive Blas Questionnaire for Children.
KSADS=Kiddie Schedule for Affective Disorders and
Schizophrenia

@ Square root transform of the distortion scale

Ancillary Findings

Table 15 presents the means and standard deviations for

phe NN, the DN and the CBQC difference score at T!1 and T2.
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However, only the analysis with the CBQC difference score 1is
presented here as this score is interpretable in terms of

the self-derogatory versus the self-serving bias.

Self-derogatory vs Self-serving Bias

Because the CBQC difference score seriously violated
the homogeniety of variance assumption, it was unsuitable
for a repeated measures analysis of variance where the -
number of subjects also differed sﬁbstantially}in each
gfoup. Therefore, this*score was evaluated by(chi—square
analyses. A second reason for éhoésing a categorical
analysis was to examine the CBQE difference score from two
approaches using two different cut-off écores. These cut-
off :ques were made on the basis of logic and did.ﬁot -
depend on the inspection of the data. Recall from study 1,
that a score of less than or equal to -1 means that the
subject chose more distorted than positive options on the
CBQC, the self-derogatory bias. In the first analysis then,
the scores were dichotomized at less than or equal to -1. A
score of 11 means that at least 55% of the responses on the
CBQC remain positive after ﬁhe distorted responses are
subtracted out. This was defined as a §eif-serving bias. In
the second analysis, therefore, the scorés were dichotomized

at a score of greater than or equal to 11, ,The minimum

level for significance for multiple contrasts was
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.05/4=.012, for the two contrasts at T! and the two contrast

at T2.

At T1, 59% of the unremitted, 31% of the remitted and
0% of the control subjects exhibited a self-derogatory bias,
X2(2Lf§£44)=12.26, p=.002. Group comparisons revealed that
there was a trend for the remitted group to be more seif~
derogatory than the control group, but this trend was not
significant, X2(1, n=27)=5.06, p=.02. The remitted énd
< X2 (1,

unremitted groups also did not differ significant

n=30)=2.33, p=ns. At T2, there was again an overall effect

for the difference score with 594 of the unremitted, 8% of

the remitted and 0% of the coht ol subjects exhibiting the
self-derogatory bias, X% (N=44)=1T9712, p=.0002. At T2, the
differences were more clear, the unremitted patients were
signif%cantly different from the remitted patients
X2(1,n=30)=8.29, p=.004, while the remitted and the control
patient did not differ significantly X2(1, 27)=1.11. p=ns.-
This analysis suggests that a gelf-dercgatory bias is

P

associated with continued pefsistence of depression and the

e

presence of such a bias predicts a poor outcome.

At T1, 6% of %hgaunremitted, 15% of the remitted group
and 71% of the control group evinced a self-serving bias, a
significant difference, x2 (2, N=44)=17.62, p=.0001. At TI1,

the remitted group had éignificantly less cases with a self-



119

serving bias compared to the control group, X2(1,
n=27)=8.57, 95,003, but did not differ significantly from
the unremitted group, X2(1,-g=30)=.73, p=ns. At T2, 17% of-
the unremitted, 38% of the remitted compared to 100% of the
control subjects exhibited a $elf-serving bias, X2(2,
N=44)=21,81, p=.0000. Thé remitted sﬁbjects had |
siénificantly less cases with a self-serving bias than the
control subjects, X2(1, n=27)=12.24, p=.0005, but again did
not differ significantly from the unremitted group, X2(1,
n=30)=1.63, p=ns. This analysis is clear in implicating a

lack of a self—serving bias as trait marker for depression.

o T~



Table 15

Other CBQC Scales at T! and T2

Psychiatric
Unremitted Remitted Controls
Measure (n=17) (n=13) (n=14)
CBQC Scales
Nondepressed-
Nondistorted:T1 .
M 5.94 7.77 13.00
Sp - 3.89 3.30 2.88
Nondepressed-
Nordistorted:T2 ,
M 6.70 10.85 15.07.
SD 4.07 4.10 1.49
Depressed-
Nondistorted:T1
M . 7.29 6.85 5.71
SD 2.17 1.86 1.90
Depressed-
Nondistorted:T2
M 7.35 7.15 4.64
SD 2.26 3.67 1.21
Difference Score:T! _
M -.76 2.39 11.64
SD 8.02 6.74 4.23
Difference Score:T2 '
M .76 8.85 14.79
SD 7.87 5.72 1,85

Note. CBQC= Cognitive Blas Questionnaire for Children,

Residual Depresgf:;
, ~ N/

Although the remitted and the control subjects did not
/i}:fer significantly on the CDI at T2, CDI scores were

igher in the remitted group.

To determine whether or not

1
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A

differences on the distortion scale at T2 were due in part
to residual dépression on the CDI, an analysis of covariance
was conducted between the remitted and the control group
covarying T2 CDI scores. In this analysis, only the square-
root transform scores of the distortion scale werefused.
The results of this analysis revealed that the distortion
scale still distinguished the groups after the effects for
CDI wé;e partialled out, F(2,24)=6.00, p=.02. An analysis
éf covariance on the CBQC difference score at fz also
yielded 'a significant effect after the CDI scores were
pértialled out, F(2,24)=5.67, p=.025. Therefore, the
differences between the remitted and the control subjects

can not be accounted for by residual depression on the CDI.
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Discussion

Th; hypotheses were confirmed. As predicted, the
tendency to dislort events was found to be hypervalent in
the symptomatiéﬂphase and to be less hypervalent but still
salient in the remission phase. In contrast, thoughts of
hopelessness and worthlessness, which were prevalent in the
symptomatic phase, normalized in the remission phase. These
findings suggest that the tendency to distort events is a

trait marker for major depression whereas thoughts of

hopelessness and worthlessness are state markérs.

These results are most comparable:to four studies
mentioned in the introduction (Eaves & Rush, 1984; Hamilton
& Abramson, 1983; Norman and Miller, 1986; Reda, Carpinello,
Secchiarole & Blanco, 1985). These four studies all share
the same methodology, that is they all assessed the patient;
during the depressed phase and in the remitted phase and
importantly, they all employed a nondepressed control group
which was also assessgd at 2 time periods. As noted
previously, three of the studies found that cognitive
distortion (Norman & Miller, 1986).and dysfuhc;ional
attitudes (Eaves & Rush, 1984; Reda et al., 1985) remain
elevated in the remitted group compared to the nondepfesséd

control group. The present findings are consistent with

these three studies. In tKe fourth study, Hamilton and
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Abramson (1983) failed to find evidence that the remitted
depressives had elevated negative attributions or
dyéfunétional attitudes. When the present findings are
considered with these stud%es and with the more favourable
studies from the child literature, the evidence is tipped in
favour ;f the hypothesis that certain ways of thinking are.
trait rather than state dependent cognitions at least in

child and adolescent populations.

Although the unremitted depressed patients, in the
present study, signifiéantly improved in depressive
symptomatology as assessed by both the KSADS and the CDI,
these improvements were not paralleleg py reductions in
hopelessness and worthlessness. Howe;er, hopelessness and
worthlessness were normalized in the femitféd group‘with
accompanying remission of depressive symptoms. These
findings suggest that the cognitive aSpects of depression
are more resilient to change or may take longer to normalize
~than other depressive symptoms. lThese results also have an
important methodological implication. The differential
behaviour of the HW scale and the'distortion scale cannot be
attributed to differences in the assessmént methods (i.e
interview ratings vs self-report). The unremitted subjects
showed significant changes on measures of the same construct
rather than on measures by the same methodology. More

specifically, they showed a significant reduction in
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depression as assessed by both the CDI and the KSADS but. did
not show a significant reduction on measures of cognition,
the CBQC and the HW scale. These findings suggest that
hopelessness and worthlessness are state markers of major
depression which only normalize when complete recovery from

depression is achieved. ®

The evidence in this study indiéates that fhe remitted
depressives are not any more self-derogating than the
controls when remitted, but rather are clearly less self-
serving or positively biased. 1In contrast, the majority of
unremitted patients evinced the self-derogatory‘bias both at
T1 and T2. This evidence implicates the self-derogatory
bias in the maintenance og depression. This finding is
consistent with a recent longitudinal study which showed‘
that* women who exhibited much’"giobally self-devaluative
thinking" recovered more slowly than equally depressed women
who showed low levels of such thinking (Dent & Teasdale,wxwi
1988).7; It should be noted, however, that the'percentage of
depfessed patients who fail to manifest a self-serving bias
is coﬁsiderably greater than the percentage of those who '
manifest a self-derogating bias in either the remitted or
thé unremitted patients. This evid!‘pe sdggests that when
remitted, depressed adolescents are not as self-derogating
as they were when in the depressed phase, but kemainvléss

Y

iftking compared to nondepressed adolescents,

Aol
¥

positive in t

e
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. ‘
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This failure to be more self-serving in thinking may lead to
increased vulnerability to depression. It should Be pointed

out that the term "bias" in the.self-serving sense means

A}

that positive thinking predominates ovz;/nqgative thinking
at the failure of
the remitted subjects to show a more self-serving bias is’

due in part to the presence of cognitive distortions at

remission,

One possible explanation of the present results is that
cognitive markers take longer to normalize th$n depressive
symptoms. The patients are too close in time to the last |
episode .of dep:;ssion. However, this seems unlikely to be
completely.explanatorytbecause research with adult
depressives shows that, in'ggneralc cognitions and
depressive §ym5toms covary quite closely and that those
studies that have a longef follow-up period tenq to show
residual distortion in remitted gepfess{Qes‘(e.g. Reda et
al., 1985; see table 1). There has been no evidence that

the time interval between recovery and testing for negative

thinking is related to the outcome of these studies.

Another possibility is that the remitted depressed
adoléscents are not really remitted but are actually
exhibiting subacute or latent depression. Several factors

make this an unlikely explanation for the results. . First,
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the means of remitted and the control subjects are
practically identical on the KSADS depression gcale.
Second, none of the remitted subjects could even meet the
RDC criteria for minor depression or the DSM-III-R criter3a
for an atypical or an adjustment disorder with depressed

mood. Thirdly, the groups remain.significantly distinguished

on the basis of distortion even when the effects of

‘depression are controlled by statisti7a%s?;ans.

Another possible problem is the inclusion of dysthymic
subjects in the control group. Sixty-two percent of the
remitted subjects faileé to show a self-serving bias
compared to zero percent of the controls. If the four
dysthymic subié@tsyare included in the remitted group on the
basis that t@§y cQ§§titute an at-risk group, then the
percent of thoéé th fail to exhibit an self-serving bias is
reduced to 48 percent. There are several problems with this
logic. First, the dysthymic subjects were placed in the
control group priof to the ingpection of the data on the.

2

basis that they’had not ever exhibited a major depressive
episode in the past aﬁd were not currently éxpressing a
major depressive epiéode. There may be completely%gjfferent
reasons why these dysthymics have failed to exhibi; Pajor
depression or exhibit a different course than those ;ho are

currently in a major depressive episode. 1In other words,

there are different aetioiogies to these two disorders. In

-~
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fact, as alfeady notfed, the distortion model in the present
sample accounts for only 62% of those with major depression.
Thus, the distortion moQél may identify a subgroup for whom N
negatively}biased thinking is a trait marker. Thereforé)‘it
might be more useful to examine the course of those who
exhibit high levels of distortion as compared to those who
show low levels of distortion. Do these two types of majof
depression offer a better classification than the endogenous
subtyping in terms of predicting treatment and course?

Future research can begin to focus on these issues.

The main limitation in this study is the small number
of remitted depressed adolescents. Only 43% of the
depressed subjects met the remission criteria. Perhaps
these cr#teria were too strict. If the criteria were made
less stringent, the findihgs would not change and in fact
there would be even higher distortion scores at T2 for the
remitted group. The evidence for this assertion is based on
the fact that the unremitted group significantly improved in
depressive symptoms yet displayed significantly higher
distortion scores at T2 than the remitted Group. The’ ‘
remission criteria were specific in ensuring that no

4

depressed mood or anhedonia remained at T2.

The evidence from the present study der\not show that

cognitions cause depression nor does it show the existence

/\\\
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of cognitivé schemas. My intention in this study was to“k
demonétrate‘thatvcertain ways of thinking may predispose»
adolescents to experiences.of depressioh. One’step in )
support of the concept of éognitive vulnerability markergffi
to show that negativg cogpitions persist in the remitted
phase of depressive illness. The evidence froﬁ the present

study is clearly supportive of this concept. The preséﬁ?

y

v
-

evidence must be considered in context of other studiegj
which have shown that healthy children of depressed mo;hers
not only exhibit negative thinking in a healthy state but
are more likely to develop a depressive disdrder‘fhan
children witﬁout negative self cognitions (i.e Hammen,
1988; Hammen, Adrian & Hirdto, 1988; Jaenicke et.al.{ 1987).
These studies together with the present study have fulfilled

all three conditions, as outlined in the introduction, that
] 4 :

s

constitute a true trait marker. To fully accept the notion
of trait markers, these sfudies_including the present one

need to be replicated and expanded to larger sa es of

e,

patients and. subjects.

What are the implications of ‘these findings for
therapy? Cognitive therapy which aims at altering cognitive
distortion may have a beneficial effect in reducing
depressive symptomatology by its ability to break the
hopelessness and the self-derogatory bias.’ Thesé findings

support the strategy of therapists who focus on the

A
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cognitive eiﬁggéts in depression in obtaining significaﬁt
change in depression (Beck, Rush, Shaw & Emery 1979). 1If it
is to protect against future episodes of depressién, the
theraby should aim to increase the accessibility to hore
positive thinking. More importantly, the evidence from
this study suggests that cognitive therapies might be

adapted for use with depressed adolescent patients.

\_/



130

REFERENCES

Abramson, L. Y., Seligman, M. E. P., & Teasdale, J. D.
(1978). Learned helplessness in humans: Critique and
reformulation. Journal of Abnormal Psychology. 87 40~
74.

American '‘Psychiatri¢ Association (1987). Diagnostic and ’
statistical manual of mental disorders -Revised (3rd
ed.). Washington, DC: Author.

Asarnow, J. R., & Carlson, G. A. (1985). Depression self-
rating scale: utility with child psychiatric patients,
Journal of Consulting and Clinical Psychology, 53, 491-
499,

Asarnow, J. R., Carlson, G. A, & Gutherie, D. (1987).
Coping strategies, self-perceptions, hopelessness, and
perceived family envir¢nments in depressed and suicidal
children. Journal of Consulting and Clinical

Psychology, 55, 361-196. .

Barnett, P. A. & Gotlib, I. H. (1988). Psychosocial
functioning and depression: Distinguishing among
antecedents, concomitants, and consequences.
Psychological Bulletin, 104, 97-126.

Beach, S. R., Abramson, L. Y., & Levine F. M, (1981).
Attributional reformulation of learned helplessness and
depression: Therapeutic implications., In J. F, Clarkin
& H. I, Glazer (Eds.), Depression: Behavioral and
directive intervention strateglies, NY: Garland Press.

Beck, A. T. t1967). Depression: causes and treatment.
Philadelphia: University of Pennsylvannia.

Beck, A. T., Weissman, A., Lester, D., & Trexler, L.. (1974).
The measurement of pessimism: The Hopelessness Scale,
Journal of Consulting and Clinical Psythology. 42, 861~
865.

Beck, A. T., Rush, A, J., Shaw, B. F., & Emery, G. (1979).
Cognitive therapy for depression. New York: Guilford.

Benfield, C. Y., Palmer, D. J., Pfefferbaum, B., & Stowe, M,
(1988). A comparison of depressed and nondepressed
children on measures of attributional style,



131

hopelessness, life stress, and temperament. Journal of
Abnormal Child Psychology, 16, 397-410.

Blackburn, I. M., & Smyth, P. (1985). A test of cognitive
vulnerability in individuals prone to depression.
" British Journal of Clinical Psychology, 24, 61-62.

Blishen, B. R, & McRoberts, H. A. (1976). A revised
socioeconomic index for occupations in Canada.
Canadian Review of Sociology and Anthropology, 13, 71-
79,

Cantwell, D, P. (1985). Depressive disorders in children:
Validation of clinical syndromes. Psychiatric Clinics
of North America, 8, 779-792.

' Cantwell, D. P. & Carlson, G. A. (Eds.). (1983). Affective
disorders in childhood and adolescence: An update. New
York: Spectrum.

Carlson, G. A. & Cantwell, D. P. (1979). A survey of
depressive symptoms in a child and adolescent
psychiatric population., Journal of the American
Academy of Child Psyghiatry. 18, 587-599.

Carlson, G. A. & Cantwell, D. 'P. (1980). Unmasking masked
depression in children and adolescents. American
Journal of Psychiatry. 137, 445-449,

Carroll, B. J., Feinberg, M., Greden, J., Tarika, J.,
Albala, A., Haskett, R., James, N., Kronfol, 2., Lohr,
N., Steiner, M., DeVigne, J., & Young, E. (1981). A
specific laboratory test for the diagnosis of
melancholia. Archives of General Psychiatry, 38, 15-
22,

Chambers, W. J., Puig-Antich, J., Hirsh, M., Paez, P.
Ambrosini. P, Tabrizi, M., & Davies, M. (1985). The
assessment of affective disorders in children and
adolescents by semi-structured interview. Archives of
General Psychiatry, 42, 696-702. ’

Chambers, W. J., Puig-Antich, J., Tabrizi, M. A., & Davies,
M. (1982). Psychotic symptoms in prepubertal major
depressive disorder. Archives of General Psychiatry,
39, 921-927. :
= :

Cicchetti, D., & Schneider-Rosen, K. (1986). An
organizational approach to childhood depression. In M,
Rutter, C, Izard & P. Read (Eds.), Depression in young




\- 132

people: Developmental and clinical perspectlves. New .
York: Guilford.

Costello, C. G. (1980). Childhood depression: Three basic
but questionable assumptions in the Lefkowitz and
Burtoncgritique. Psychological Bulletin, 87, 185-190-,

Coyne, J. C. & Gotlib, I. H. (1983)., The role of cognition
in depression: A critical appraisal. Psychological
Bulletin, 94, 472-505, )

Coyne, J. C. & Gotlib, I. H., (1986). Studying the role of
cognition in depre551on' Well~trodden paths and cul-de-
sacs. Cognitive Therapy and Research, 10, 695-705.

Dent, "J, & Teasdale, J.D. (1988). Negative cognition and _
the persistence of depression. Journal of Abnormal
Psychology, 97, 29-34.

Dobson, K. S. & Shaw, B. F. (4#986). Cognitive assessment
with major depression. Cognitive Therapy and Research,
10, 13-29. :

Dobson, K. S. & Shaw, B. F. (1987). Specificity and
stability of self-referent encoding in clinical
depression. Journal of Abnormal Psychology, 96, 34-40.

Dweck, C. S., & Bush, E. S. (1976). Sex differences in
learned helplessness. I. Differential debilitation with
peer and adult evaluators. Developmental Psychology,
12, 147-156.

Dweck, C. S., Davidson, W., Nelson, S., & Enna, B, (1978).
Sex differences in learned helplessness.II. The
contingencies of feedback in the classroom, III. An
experimental analysis. Developmental Psychology, 14,
269-276. ] .

Eaves, G. & Rush, A. J. (1984),. Cogﬁit1Ve patterns in
symptomatic and remitted unipolar major depression.
Journal of Abnormal Psychology. 93, 31-40. -

Edelbrock, C. Costello, A., Dulcan, M., Conover, N, & Kalas,
R. (1986). Parent-child agreement on child psychiatric

~. symptoms assessed via structured interview. Journal of
Child Psychology and Psychiatry, 27, 181-190.

Edelbrock, C. Costello, A., Dulcan, M., Kalas, R. & Conover,
N. (1985)., Age differences in the reliability of the
psychiatric interview of the child. Child Development,
56, 265-275.




_ : 133

Emery, G., Bedrosian, R. & Garber, J. (1983). Cognitive
therapy with depressed chlldren and adolescents. In D,
P. Cantwell & G. A, Carlson (Eds.), Affective disorders
in childhood and adolescence: An update. New York:

Spectrum.

Fennell, M. J., & Campbell, E. A. (1984). The Cognitive
Questlonnalre' Specific thinking errors in depression.
British Journal of Clinical Psychology, 23, 81-92.

Fine, S. Moretti, M., Haley, G. & Marriage, M. (1985),. -
Affective disorders in children and adolescents: The
dysthymic disorder dilemma. Canadian Journal of

Psychiatry, 30, 173-177.

FincH, A. J. & Saylor, C. F. (1984). An overview of child
depression. In W, J. Burns & J. V. Lavigne (Eds.),
Progress in Paediatric Psychology. Orlando, Fl: Grune &
Stratton

Flavell, J. H. (1985). Cognitive Development (2nd ed). New
Jersy: Prentice-Hall.

Garber, J. (1984). The developmental progression of
depression in female children. 1In D. Cicchetti & K.
Schneider-Rosen (Eds.), Childhood depression: New
directions for childhood development, (no. 26). San
Fransisco: Josey Bass.

Garmezy, N. (1986). Developmental aspects of children's
response to the stress of separation and loss. In M,
Rutter, C. Izard & P. Read (Eds.), Depression in young
people: Developmental and clinical perspectives. New
York: Guilford.

- .

Giles, D. E., & Rush, A, J. (1982). Relationship of
dysfunctional attitudes and dexamethasone in endogenous
and nonendogenous depression. Biological Psychiatry,
17, 1303-1314,

Goetz, R. R., Puig-Antich, J., Ryan, N., Rabinovich, H.,
Ambrosini, P., Nelson, B. & Krawiec (1987).
Electroencephalographlc sleep of adolescents with major
depression and normal controls. Archives of General
Psychiatry, 44, 61-68.

Gotlib, I, H. & Cane, D, B, (1987). Construct accessibility
and clinical depression: A longitudinal investigation.
Journal of Abnormal Psychology, 86, 199-204.




= 134

Haley, G. M., T. (1984). Assessment of depression and
‘cognitive bias in a sample of clinically depressed
children and adolescents. Masters Thesis, February,
Simow Fraser University. o ~—

Haley, G. M. T. (1985). The Cognitive Bias Questlonnalre
for Children (CBQC). Unpublished manuscript, revised
October, Simon Fraser University.

Haley, G. M. T., Fine, S. & Marriage, K. (1988). Psychotic
features 1n adolescent major depression. Journal of the
American Academy of Child and Adolescent Psychiatry,
27, 489-493.

Haley, G. M. T., Fine, S., Marriage, K., Moretti, M. &
Freeman, R. J. (1985). Cognitive bias and depression
in psychiatrically disturbed children and adolescents.
Journal of Consulting and Clinical Psychology. 53, 535-
537.

Hamilton, E. W. "& Abramson, L. Y. (1983). Cognitive
patterns and major depressive disorder: A longitudinal
study in a hospital setting. Journal of Abnormal
Psychology. 92, 173-184

Hammen, C. (1988). Self-cognitions, stressful eéwents and
the prediction of depression in children of depressed
mothers. Journal of Abnormal Child Psychology, 16,
347-360. ™~ ' .

Hammen, C. L. (f§R§). Depression, distortion, and life
stress in college students. Cognitive Therapy and
Research, 2, 189-192,

Hammen, C., Adrian, C. & Hiroto, D. (1988). A longitudinal
test of the attribution model in children at risk for
depression. British Journal of Clinical Psychology,
27, 37-46.

Hollon, S. D. & Kendall, P. C, (1980). Cognitive self-
statements in depression: Development of an automatic
thoughts questionnaire. Cognitive Therapy and
Research, 4, 383-395.

Hollon, S. D., Kendall, P. C., & Lumry, A. (1986).
Specificity of depressotypic cognitions in clinical
depression. Journal of Abnormal Psychology, 95, 52-59.

Howell, D. C. (1982). Statistical methods for psychology.
Boston: Duxbury Press.




g

135 -

Hurt, S. W., Freidman, R. C., Clarkin, J., Corn, R. &
Arnoff, M. S. (1982). Rating the severity of
depressive symptoms in adol¢Scents and young adults.
Comprehensive Psychiatry, 3, 263-69.

Izard, C. E., Schwartz (1986). Patterns of emotion in
depress1on. In M. Rutter, C. Izard & P. Read (Eds.),
Depress1on in young people: Developmental and c11n1cal
.perspectives. New York: Guilford.

Jaenicke, C., Hammen, C., Zupan, B., Hiroto, D., Gordon, D.,.
Adrian, C., & Burge, D. (1987). Cognitive "
vulnerability in children at risk for depression.
Journal of Abnormad Child Psychology, 15, 559-572.

Joffe, W. B. & Sandler, J. (1965). Notes on pain,
depression and individualism. Psychoanalytic Study of
the Child, 20, 394-424.

Kashani, J. H., Carlson, G. A., Beck, N. C., Hoeper, E. W.,
Corcoran, C. M., McAllister, J. A., Fallahi, C.,
Rosenberg, T. K. & Reid, J. C. (1987). Depression, ///”f
depre551ve symptoms, and depressed mood among a
community sample of adolescents. American Journal of
Psychiatry, 144, 931-934,

Kashani, J. H., McGee, R. 0., Clarkson, S. E., Anderson, C.,
Walton, L. A., Williams, S., Robins, A. J., Cytryn, L.
& McKnew, D. H., (1983)., Depression in a sample of 9-
year-old children. Archives of General Psychiatry, 40, ;
1217-1223.

Kaslow, N. A., Rehm, L. P. & Siegal, A. W. (1984). Social-
cognitive and cognitive correlates of depression in
children. Journal of Abnormal Child Psychology , 12,
605-620. )

Kazdin, A. E., French, N. H., Unis, A. S., Esveldt-Dawson,
K. & Sherick, R, B, (1984). Hopelessness, depression,
and suicidal intent among psychiatrically disturbed
inpatient children. Journal of Consulting and Clinical
Psychology, 51, 504-510.

Kazdin, A, E., Rodgers, A. & Colbus (1986). The
hopelessness scale for children: Psychometrics and
concurrent validity. Journal of Consulting and
Clinical Psychology, 54, 241-245.

Kovacs, M. (1980). Rating scales to assess depression in
school-aged children., Acta Paedapsychiatrica, 46, 305-
315, ,




-~

136

Kovacs, M. (1986). A developmental perspective on methods

and measures in the assessment of depressive disorders:
The clinical interview. In M. Rutter, C. Izard & P.
Read (Eds.), Depression in young people: Developmental
and clinical perspectives. New York: Guilford.

Kovacs, M. & Beck, A. T. (1977). An empirical-clinical
approach toward a definition of childhood depression.
In J. Schulterbrandt & A. Raskin (Eds.), Depression in
childhood: Diagnosis, treatmentl and conceptual models.
New York: Raven.

Kovacs, M. & Beck, A, T. (1978). Maladaptive cognitive

structures in depression. American Journal of
Psychiatry, 135, 525-533.

Kovacs, M. & Beck, A. T. (1979). Cognitive-affective

processes in depression. In C. Izard (Ed.). Emotions
in personality and psychotherapy. New York: Plenum
Press.

Kovacs, M., Feinberg, T. Crouse-Novak, M., Paulauskas, S., &
Finkelstein, R. (1984). Depressive disorders in
childhood, I'. A longitudinal prospective study of
characteristics and recovery. Archives of General
Psychiatry, 41, 229-237.

Kovacs, M. & Paulauskas, S. L. (1984). Developmental stage

"and the expression of depressive dlsorders in children:
An empirical analysis. In D. Cicchetti ‘& K. Schneider-
Rosen (Eds.), Childhood depression: New directions for
childhood development, (no. 26). San Fran: Josey Bass.

Krantz, S. E. (1985). " When deprqﬁglve cognitions reflect
negative realities. Cognitive Therapy and Research, 9,
595-610.

Krantz, S. E. & Hammen, C. L. (1979), Assessment of
cognitive bias in depression. Journal of abnormal
Psychology, 88, 611-619.

Lang, M. & Tisher, M. (1978). Children's Depression Scale.
Victoria: Australian Council for Educational Research.

Lefebvre, M. F. (1981). Cognitive/distortion and cognitive
errors in depressed psychiatric and low back pain
patients. Journal of Consulting and Clinical
Psychology, 489, 517-525.




Lefkowitz, M. M, & Burton, N, (1978) g&idhood depressaon
A critique of the concept. Psycﬂéﬂ )gical Bulletin, 85,

716-726.

Leitenberg, H.; Yost, L. W., & Carroll-Wilson, M. {(1986).
Negative cognltlve errors in children: Questlonnalre
development, normative data, and comparisons between
children with and withoul® self-reported symptoms of
dépression, low self-esteem, and evaluation anxiety.
Journal Consulting and Clinical Psychology, 54, 528-

536.

Leon, G. D., Kendall, P. C. & Garber, J. (1980). Depression
in children: Parent, child and teacher perspectives.
Journal of Abnormal Child Psychology, 8, 221-235.

Lewinsohn, P. M., Hoberman, H. M., & Rosenbaum, M. (1988).
A prospective-study of risk factors for unipolar
depression. Journal of Abnormal Psychology, 97, 251-

264.

Lewinsohn, P, M., Steinmetz, Larson, D. W. & Franklin, J.
(1981). Depression-related cognitions: Antecedents or
consequences? Journal of Abnormal Psychology, 90, 213-

219,

McCarthy, L. E, (1985). Children's mastery and reallty
based cognitions in relatlon to their experlence of
stressful life events 1n their home environment.
Honours Theslis, Simon Fraser University.

Michael, C. C. & Funabiki, D. (1985). Depression distortion,
and life stress: Extended findings. Cognitive Therapy
and Research, 9, 659-666.

Miller, I. W. & Norman, W. H. (1986). Persistence of
depressive cognitions within a subgroup of depressed
inpatients. Cognitive Therapy and Research, 10, 211-
224. '

Mitchell, J., McCauley, E., Burke, P. M,, & Moss, S. J.
(1988) Phenomenology of depression in children and
adolescents. Journal of the American Academy of Child
and Adolescent Psychiatry, 27, 12-20.

Moyal, B. R. (1977). Locus of control, stimulus appraisal
and depressive symptoms in children. - Journal of
Consulting and Clinical Psychology, 45, 951-952.

Nelson, W. M., Politano, P. M., Finch, Jr, A. J., Wendel, N.
& Mayhall, C. (1987). Children's depression Inventory:

o



138 -

Normative Data and ut111ty with: emotlonally d1s€ﬁ%ﬁa@h’
children. Journal of the American Academy of Ch?kd ahd

Adolescent Psychiatry, 26, 43-48.

Nolen-Hoeksema, S., Girgus, J. S., & Seligman, M. E. P.
(1986). Learned helplessness in children: A
longitudinal study of depression, achievement, and o
explanatory style. Journal of Personality and Soc1al
Psychology, 51, 435-442.

ety |

Norman, W. H., Miller, I. W. & Dow, M. G. (1988).
Characteristics of depressed patients with elevated
levels of dysfunctional cognltlons Cognitive Therapy
and Research, 12, 39-52.

Norman, W. H., Miller, I. '& Klee, S. H. (1983),
Assessment of cogn1t1ve distortion in a clinically
depressed population. Cognitive Therapy and Research,
7, 133-140. g .

Peterson, C. & Seligman, M. E. P. (1984). Causal
explanations as a risk factor for depression: Theory
and evidence. Psychological Review, 91, 347-374.

Plapp, J. M., Rey, J. M., Stewart, G., M., Bashir, M. R. &
Richards, I. N, (1987). Ratings of psychosocial
stressors in adolescents using DSM-III axis IV
criteria. Journal of the American Academy of Child and

. Adolescent Psychiatry, 26, 80-86.

Poznanski, E. (Ed.). (1985). Depression in childhood and’
adolescents. Psychiatric Annals, 15.

Puig-Antich, J. (1985). Affective disorders. 1In H. I.
Kaplan & B. J. Sadock (Eds.), Comprehensive textbook of
psychiatry, (vol. 2, 4th ed.). Baltimore: Williams &
Wilkins, 1850-1860. L

Puig-Antich, J. (1986). Psychobiological markers: Effects
of age and puberty. . In M, Rutter, C. Izard & P. Read
(Eds.), Depression in young people: Developmental and
cl1n1cal perspectives, New York: Guilford.

Puig-Antich, J., Blau, S., Marx, N., Greenhill, L. L., &
Chambers, W. (1978). Prepubertal major depressive
disorder: A pilot study. Journal of the American

Academy of Child Psychiatry, 17, 695-707.

Puig-Antich, J., Chambers, W. J. & Tabrizi, M. (1983). The
clinical assessment of current depressive episodes in
children and adolescents: Interviews with parents and

<



5139

3

children. 1In D P. Cantwell & G. A. Carlson (Eds )
Affective disorders in childhood and adolescence“ An

update. New York- Spectrum. =

Puig-Antich, J,,. Chambers, W. J., & Ryan, N, D. (June,
1986). The K1dd1e Schedule for Affective Disorders and
Schizophrenia; Presentsepisode version, (K-SADS-P).
Unpublished manuscript, Un1ver51ty of Plttsburg,
~Western Psychlatrlc Institute and Clinic.

. Puig-Antich, J., Lukens, E., Davies, Goetz, D., Brennan-
oy Quattrock, J. & Todak, G. (1985).s Psychosoc1al

‘ functioning in prepubertal major depressive disorders:
II. Interpersonal relationships after sustained
recovery from affective episode. Archives of General

’ Psychiatry, 42, 511-517,

Pu1g Antich, J., Perel, J., Lupatkin, W., Chambers, W.,
. Shea, C., Trabrlz1, M, & Stiller, R. (1979). Plasma
- levels of -imipramine (imi) and desmethylimipramine
(dmi) and clinical response in prepubertal major
depressive disorder. Journal of the American Academy
of Chlld Psychlatry, 18, 616—627

Puig-Antich, J., Perel J M., Lupatk n, 'W., Chambers, W.
J., Tabrizi, M. A., King, J.," Gcetz, R., Davies, M.,‘&
Stiller, R. L. (1987). Imipramine in prepubertal major
depressive dlsorders. ‘Archives of General Psychiatry,

14, 81-89. | P | ”

.8

Raps, c. S., Pq;erson C.,  Reinhard, K., Abramson, L. Y. &
- Seligman, M. E. P. (1982). Attributional style among
. depressed patients. “Journal of Abnormal Psychology,
‘91, 102=108, ) ’ .

v «—' 1

Reéda’, M.A., Carplnlello, B., .Secchiarele, L., & Blanco, S.
(1985). Th1nk1ng, depre§51on and antidepressants:
Modified and unmodified depressive beliefs during
treatment with amitriptyline. Cogn1t1ve Therapy and
Research, 9, 135-143,

Rey, 'J. M., Plapp, J. M., Steward, G. W., Richards, I. &
Bashir, M. (1987). Rellablllty of psychosccial axes of
DSM-III in an adolescent populatlon. British Journal
of Psychiatry, -150, 228-234. : '

&

Rie, H. E. (1966). Depression in childhood : A survey of
some pertinent contributions. Journal of the American
Academy of Child Psychiatry, 5, 653-685.




Rotundo, N. & Hensley, V. R, (1985). The children's

140

depression! Scale: A study of its validity. Journal of

Child Psychology and Psychiatry, 26, 917-927.
== <o

Rush; A, J., &’ Weissenbur er, J. (1986). Do thinking
patterns predic{_gzﬁfessive symptoms?. Cognitive
Therapy and Research, lg, 225-236.,

Rutter, M, L. (1986a). Child psychiatry: The interface
between clinical and developmental research.
Psychological Medicine, 16, 151-169.

Rutter, M. (1986b). “Depressive feellngs, cognitions and
disorders: a research postscript. 1In M. Rutter, C.
Izard & P. Read (Eds.), Depression in young people:
Developmental and clinical perspectives, New York:
Guilford. .

Rutter, M. (1986c). The developmental psychopathology of
depression: Issues and perspectives. 1In M, Rutter,
Izard & P. Read (Eds.), Depression in young people:
Developmental and clinical perspectives. New York:
Guilford.

Rutter, M., Izard, C. E., & Read, P. B. (1986) (Eds.).

Depression in young people: Developmental and clinical .

perspectives. New York: Guilford.

Ryan, N. D.¢ Puig-Antich, J., Ambrosini, P., Rabinovich, H.,

Robinson, D., Nelson, B., Iyengar, S., & Twomey, J.
(1987). The clinical rpicture of major depression in
children and adolescznts. Archives of General
Psychiatry, 44, 85#-860. i

Ryan, N. D., Puig-Anti-h, J., Cooper, T., Rabinovich, H.,
Ambrosini,” P., Davies, M., King, D., Torres, D.,
Fried, J. (1986). Imipramine in adolescent major

depression: plasma level and clinical response. Acta

Psychiatrica Scandinavia, 73, 275-288.

Sackeim, H. A., & Wegner, A. Z. (1986) . Attributional
patterns in depression and euthymia. Archives of
General Psychiatry, 43, 553-560.

Saylor, C. F., Finch, A. J., Baskin, C. H., Furey, W., &

Keliey, M. M. (1984). Construct validity for measures

of childhood depression: Application of multitrait-
multimethod methodology. Journal of Consulting and
Clinical Psychology, 52, 977-985.




141

Saylor, C. F., Finch, A, J., Spirito, A., & Bennet, B.
(1984). The children's depression inventory: A
systematic evaluation of psychometric properties.
Journal of Consulting and Clinical Psychology, 52, 955-

967. * ‘

Schulterbrandt, J. G. & Raskin, A. (1977) (Eds.).
Depression in.childhood: Diagnosis, treatment and
conceptual models. New York: Raven. R

Segal, ngé. & Shaw, B. F. (1986). Cognition in depression:
A reappraisal of Coyne and Gotlib's critique.
Cognitive Therapy and Research, 10, 671-693.

Seligman, M. E. P. (1975). Helplessness: On depression,
development and death. San Fran: Freeman.

Seligman, M. E, P., Abramson, L. YL, Semmel, A., & von
Baeyer, C. (1979). Depressive attributional style.
Journal of Abnormal Psychology, 88, 242-247.

Seligman, M. E. P., & Peterson, C. %1986). A learned
helplessness perspective on childhood depression:
Theory and research. In M, Rutter, C. Izard & P..Read
(Eds.), Depression in young people: Developmental and
clinical perspectives. New York: Guilford. '

Seligman, M. E. P., Peterson, C., Kaslow, N. J., Tanenbaum,
R. L., Alloy, L. B., & Abramson, L, Y. (1984),.
Attributional style and depressive symptoms among

( children. Journal of Abnormal Psy¢hology, 93, 235-238.

3

Simons, A. D., Murphy, G. E., Levine;-J. L. & Wetzel, R. D.
(1986). Cognitive therapy and pharmacotherapy for
depression: Sustained improvement over one year.
Archives of General Psychiatry, 43, 43-48.

Simons, A., Garfield, S. L. & Murphy, G. E. (1984). The
process of change in cognitive therapy and
pharmacotherapy for depression. Archives of General
Psychiatry, 41, 45-51. '

Silverman, J. S., Silverman, J. A., & Eardley, D. A. (1984).
Do maladaptive attitudes cause depression? Archives of
General Psychiatry, 41,28-30. :

Smucker, M. R., Craighead, W. E., Craighead, L. W. & Green,
B. J. (1986). Normative and reliability data for the
Children's depression Inventory. Journal of Abnormal
Child Psychology, 1, 25-39,




142

Spinjto, A., williams, C. A., Stark, L. J., & Hart, K. J.
(1988). The Hopelessness Scale for Children:
Psychometric properties with normal and emotionally
disturbed adolescents. Journal of Abnormal Child

Psychology, 16, 445-458.
Spitz, R. (1946). -Anaclitic depression, PsychoanalyticL/'jj

Study of the Child, 2, 313-342.

Strober, M. (1985). Depressi&e illness .in adolescents.
Psychiatric Annals, 15, 375-378. ' '

Strober, M., Green, J., & Carlson, G. A, (1981a).
Phenomenology and subtypes of major depressive disorder
in adolescence. Journal of Affective Disorders, 3,
281-291,

Strober, M., Green, J., & Carlson, G. A. (1981b).
Reliability of psychiatric diagnosis in hospitalized
adolescents. Archiwes of General Psychiatry, 38, 141-
145,

Tanaka-Matsumi, J., & Kameoka, V. A. (1986). Reliabilities
and concurrent validities of popular self-report
measures of depression, anxiety, and social’
desirability. Journal of Consulting and Clinical
Psychology, 54, 328-333.

Teasdale, J. D. & Dent, J. (1987). Cognitive vulnerability
to depression: An investigation of two hypotheses.
British Journal of Clinical Psychology, 26, 113-126.

Toolan, J. M. (1962). Depression in children and
adolescents. American Journal of Orthopsychiatry, 32,
404,

Waters, B. G., & Storm, V. (1985). Depression in pre-
pubertal, children. Australian and New Zealand Journal
of Psychiatry, 19, 6-17.

Weiner, I. B.. (1980). Psychopathology in adolescence. In
J. Adelson (Ed.), Handbook of adolescent psychology.
New York: Wiley,.

Weissman, A. N. & Beck, A. T. (1978). Development and
validation of the Dysfunctional Attitude Scale. Paper
presented at the annual meeting of the Association for
the advancement of Behavior Therapy, Chicago.

Weller, E. B. & Weller, R. A. (1984) (Eds.). Current
perspectives on major depressive disorders 1in children




143

(clinical insights monograph series). Washington:
American Psychiatric Association.

Welner, Z. (1978). Childhood depression: An overview.
Journal of Nervous and Mental Disease, 166, 588-59

Wilkigson, I. M., & Blackburn, I. M. (1981). Cognitive
Style in depressed and recovered depressed patients.
British Journal of;Clinical Psychology, 10, 283-292,

Zimmerman, M. & Coryell, W. (1986). Dysfunctional attitudes
in endogenous and nonendogenous depressed inpatients.
Cognitive Therapy and Research, 10, 339-346. . -




144

APPENDICES
Appendix A: The Cognitive Bias Questionnaire for Children
: ,

*

Scoring Key

Dan/Danielle Julian/Julia
Db DN NN , DD DN NN
1, a b c 1. o a b
2. | b a‘ b 2. b a c
3. c a b Don/Donna
John/Jane ) ,l' a b c
1. a ¢ b 2. a b ¢
2. c b a 3. c b a &
Michael/Mighelle © Paul/Paula
1. b a c . b a o
v
2. a b ‘C 2. b o a
Carl/Carla 3. a b c
1 c | b c Martin/Mary
2 b c a 1 a c b
3 a b c 2. c a b
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CBQC

Instructions

These pages contain some short stories

about kids in situations that might

occur. Please read each story and put yourself
in the girl's place and try to

imagine as clearly as possible how the

girl might think and feel.

Each story ends with 2 or 3 guestions.

The answer is up to you, there are no

right or wrong answers. Choose : -
one sentence that best

describes how you might respond if

you were the person in the story.

Please circle the letter beside .the sentence that

you choose,
Be sure you answer parts 1, 2 and 3.

Glenn Héley, 1981
Simon Fraser University
Revised October, 1985
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Danielle is in a new class and she does not know any of the
other kids. During the first week of class the teacher asks her
a question on history. Danielle thinks hard and gives her best
answer. The teacher says that Danielle is not gquite right.

1. What does she say to herself? .
a. The kids in this class must think I'm dumb and won't
like me. 4
b. It upsets me and makes me feel no good.
c. It doesn't bother me because one mistake is not that

important. v

2. When other kids ip~the class give wrong answers to the
guestion, Danielle thinks: ’
s a. I still feel bad .
b. My answer was the worst in the class.
c. I don't feel so bad anymore. '

3. Imagining what will happen in other classes, Danielle
thinks: "
a. I started out bad, but other classes should be better.
b. Just because of this history class, doesn't mean all my
oher classes will be bad. ° '
M/,d. I started out bad in this class, the other classes will
be the same.

Jane is walking by herself from school one day and she is
thinking about her school work. She suddenly notices a boy with
a frown on his face walking towards her.

1. When the boy passes her by, what does Jarne think?
a. He must think I look pretty awful.
b. It doesn't bother me that he looks that way, Some people
have a lot on their minds.
c. 1 feel sad that some people are not happy.

-

2. Later, a friend stops to tell her that she looks good today.
Jane thinks:
a. It was nice of her to tell me that.
b. When people tell me that, I feel a little sad.
c. Most other days my friend probably thinks I look

y.-terrible.
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Michelle has a younger 51ster and an older brother. One
taturday afternoon she finds out that her brother and

£1ster have been invited to a birthday party. Michelle has
ot been invited and has to stay home alone.

1.What does she say to herself?
a., I feel lonely but now I can do all those th1ngs 1
have put off. )
b. I beg;n to wonder if any one really; llkes,me
c. It's OK 'cause I get invited to parples wlthout my
brother and sister. .

2.When Michelle is alone that day, She:
‘a. Begins to imagine endless weekends of belng alone
b. Begins to feel sad.
c. Starts to think that everyone is probably alone
once in a while.

Carla and Phillis are best friends. They always go
downtown on saturday. One saturday afternoon phillis phones
to say to Carla that she 1is 901ng downtown with a new friend
that she has just met,.

| .What does Carla think?
a. It doesn't bother me that Phillis has another
friend. It will be nice to meet to meet a new

friend.
_3 b. It makes me feel sad that she did not ask me to go
with them.
c. It upsets me/Because she does not want me for a
best friend anymore.

2.Remembering ®he telephone conversation, Carla thinks:
a. She sounded friendly, Phillis must still like me.
,/) b. Maybe the way I talked wasn't.that good.
c. I feel unhappy, but at least our conversation was
OK.

3.Thinking about, making new friends, Carla imagines:
a. I am not likeable pexson, nobody will want me as a
friend.
b. It's sometimes hard to make friends, but worth it.
c¢. Everyone makes friends sooner or later, so will I.
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Julia is the youngest in a famlly of three ‘kids. Her parants

fight with one another now-and then. Her older brother and
sister tell her that mom and dad never fought when they were
grow1ng up

e

mom
her

She beg1ns to think:

a. It makes me feel bad that they fight, parents should try
to get along better.

b. I gquess most parents fight sooner or later.

c. If it were not for me, things would be better around the”
house, like they were for my brother and sister.

One night her parents have a little fight Julia immediately
thinks:

‘a. I feel down and hope things will turn out gk for them.

b. I begin to wonder what I have done wrong.
c. It doesn't bother me, it's only an little fight.

Donna was listening to her records after school one day. Her
came into her room and started yelling at her to clean up
room and put her clothes away.

Her first thought is:

a. It upsets me and makes me feel like a bad person.

b. It makes me feel sad, but even moms can get upset once
in awhile.

c. I wonder what is botherzng my mother.

When mom was gone, what did she feel?

a. When mom yells at me, I think she doesn't love me
anymore.

b. 1 feel bad but I know she still likes me.

c. I suppose 1 could try harder to be more neat.

Thinking about what will happen with mom, Donna imagines:

a. Just because she yelled at me, doesn't mean she won't
like me tommorrow.

b. I feel bad now, but things will be ok later.

c. I will never get along with mom, now.
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Paula is in an english class. Everyone in the class has to
read aloud an english stqgg; Pinally, it came time for Paula to
read her story. While she Was reading, she heard a giggle from
the back of the class. '

1. She immediately thinks:
a. I feel bad that some kids can be rude.
b. Everyone here must think I am doing badly.
c. I'll just ignore the giggle and continue my reading.

2. Later, Paula's classmates said she had read well. What does
Paula think?
a. My classmates like my story and I feel good about that.
b. They are just trying to make me feel good about my awful
reading. ‘
c. I still feel bad but my classmates help me feel better.

3. Remembering what happened that day in class, Paula thinks:
a. 1 probably didn't do well because I heard giggles.
b. I always feel bad when I have to speak in front of the

class. ‘ ’
c. I probably @id as well as anyone else.

Mary was looking forward to going to a party with her
friends. They had made plans for a long time. But, a few days
before the party, Mary caught the flu and became really sick and
could not go to the party.

1. Her first thought is: h |
a. This always happens to me. I probably made myself sick;/)'
b. My friends will understand that everyone gets sick now

and then. e

€. It's too bad that I will miss the party. = 4

2. When the flu had gone, what did Mary think? . '/
a. Now I will be able to go to any party that comes up.
b. 1 feel bad about missing the party, but things z;ke that
just can't be helped. /
c. Nobedy will invite a sick person like me to any parties
now.



Appendix B: Repeated Measures ANOVA for KSADS Depression

Scale
Source df SS MS F
Between Subj
A(Groups) 2 2695.61 1347.80 48.10%
Ss within groups . 41 1148.79 28.02  ~

Within Subj
B (Time) 1
AB n 2

BxSs Within Groups 41

2144.13  2144.13 100.51*
710.92 . 355.46  16.67*
874.56  -21.33

*p<.001

Multivariate test for Homogeniety

Boxs M=6.60

F with (6,30791) DF=1,02, p=.409

ChiSquare with 6 DF= 6.13, p=.409

of Dispersion matrices
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Appi?ﬁix C: Repeated Measures ANOVA for CDI

df-
\\_@.
2 2477.76 _1!6.88 23,36%
e S
s within groups 41 2174.05 53.02
"Within Subj )
B (Time) 1 709.41  709.41  32.58%
AB 2 246.79 123.40 5.67%
BxSs Within Groups ¢! 892.65 21.77
*p<. 01 .
A
Multivariate test for Homogengfty of

Boxs M=T1.49

F with (6,30791) DF=1.78, p=.099

Chi-Square with 6 DF= 10.67, p=.099,

Dispersion matrices
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- Appendix D: Repeated Measures ANOVA for HW Scale

CFIM

Source df SS MS F
Between Subj
A(Groups) 2 101.63 50.81 9.31*
Ss within groups 41 223.86 5.46
Within Subj
B (Time) 1 98.06 98.06 23,92
AB 2 28.39  14.19  3.46*
BxSs Within Groups 41 168.10 4.10

*p<.05

Multivariate test for Homogeniety of Dispersion matrices

Boxs M=11.49

F with (6,30791) DF=1.78, p=.099

ChiSquare with 6 DF= 10.67, p=.099

S
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Appendix E: Repeated Measures ANOVA for Distortion Scale

- \
nontransformed.

Source : daf 'SS MS F

P-4

' Between Subj

n A(Groﬁps) / 2 465.23 232.62 15.41%
$s within groups 41 619.09 15.10

Within Subj ‘
B (Time) 1 65.78 65.78  11.80%

AB 2 28.56 14,28 2.56
BxSs Within Groups 41 228.53 5.57
*p<.01

Multivariate test for Homogeniety ofﬂDispersion matrices
. - = ® * 1‘ :

Boxs M=53.69

F with (6,30791) DF=8.31, p=.000

Chi-Square with 6 DF= 49.85, p=.000

1

y - |




Appendix F: Repeated Measures ANOVA for the Square-root

transformed Distortion Scale

[3

A {
‘
e .-

Source daf SS MS F

Between Subj |
A(Groups) 2 44.56. 22,28 18.45*
Ss within groups 41 49.51 1.21

Within Subjm

B (Time) 1 7.56 7.56 18.24*

AB 2 2.04 1.02 2.46
BxSs Within Groups 4! 16.99 L4
*p<.01

Multivariate test for Homogeniety of Dispersion matrices
Boxs M=10.16
F with (6,30791) DF=1.57, p=.150

A

Chi-Square with 6 DF= 9.43, p=.150
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Appendix G: Repeated Measures ANOVA for CBQC Difference

Score
Source ) . df SSk MS F
0
Between Subj
A(Groups) - 2 2683.50 1341.75 23.69*
Ss within groups 41 2321.87 56.63
Within 5u5j |
B (Time) 1 299.17  299.17 13.44%
AB 2 90.91 45.45 2.04
BxSs Within Groups 41 912.59 22.26
*p<.01
‘ 1
Multivariate test for Homogeniety of Disperéion mélrices

Boxs M=25,43

F with (6,30791) DF=3.93,

p=.000

Chi-Square with 6 DF= 23.61, p=.000

L
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