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Let’s Revise…
Abnormal Psychology
Cognitive explanations and treatments for uni-polar depression
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A Cognitive Explanation of Uni-Polar Depression
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Psychologists working at the cognitive level of analysis suggest that behaviour and experiences are determined by the way in which the individual processes incoming information. This means that cognitive psychologists would view the physical, affective and behavioural symptoms of depression as being caused by the way in which the individual selects and organises information from their social world and from the inferences that are made based on this information. Psychologists working at this level of analysis would suggest that depression results from a systematic negative bias in thinking processes. In this booklet we review the work of one cognitive psychologist in particular, Dr Aaron Beck. Not all cognitive psychologists would go as far as saying that specific ways of processing information cause depression but at least they may make a person more vulnerable to depression under certain circumstances.
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Cognitive distortions: Look at the optical illusions pictured here; if you can accept that the mind sometimes focuses on certain aspects of a simple visual scene and creates a distorted impression, then it is not a great leap to see how individual minds construct their own depictions of reality regarding more complex social situations, selecting to attend only to certain information, seeing certain information as more important and allowing it to influence our thinking and decisions more greatly for example. 
Aaron Beck (1967) The Cognitive Triad
Retrieved 2.4.10 from http://www.mercybh.org/poc/view_doc.php?type=doc&id=13006&cn=5 

Cognitive theorists suggest that depression results from maladaptive, faulty, or irrational cognitions taking the form of distorted thoughts and judgments. Depressive cognitions can be learned socially (observationally) as is the case when children in a dysfunctional family watch their parents fail to successfully cope with stressful experiences or traumatic events. Or, depressive cognitions can result from a lack of experiences that would facilitate the development of adaptive coping skills.

According to cognitive theory, depressed people think differently than non-depressed people, and it is this difference in thinking that causes them to become depressed. For example, depressed people tend to view themselves, their environment, and the future in a negative, pessimistic light. As a result, depressed people tend to misinterpret facts in negative ways and blame themselves for any misfortune that occurs. This negative thinking and judgment style functions as a negative bias; it makes it easy for depressed people to see situations as being much worse than they really are, and increases the risk that such people will develop depressive symptoms in response to stressful situations.
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According to Dr. Aaron Beck, negative thoughts, generated by dysfunctional beliefs are typically the primary cause of depressive symptoms. A direct relationship occurs between the amount and severity of someone's negative thoughts and the severity of their depressive symptoms. In other words, the more negative thoughts you experience, the more depressed you will become.

[image: image19.jpg]



[image: image20.jpg]


Beck also asserts that there are three main dysfunctional belief themes (or "schemas") that dominate depressed people's thinking: 1) I am defective or inadequate, 2) All of my experiences result in defeats or failures, and 3) The future is hopeless. Together, these three themes are described as the Negative Cognitive Triad. When these beliefs are present in someone's cognition, depression is very likely to occur (if it has not already occurred).
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An example of the negative cognitive triad themes will help illustrate how the process of becoming depressed works. Imagine that you have just been laid off from your work. If you are not in the grip of the negative cognitive triad, you might think that this event, while unfortunate, has more to do with the economic position of your employer than your own work performance. It might not occur to you at all to doubt yourself, or to think that this event means that you are washed up and might as well throw yourself down a well. If your thinking process was dominated by the negative cognitive triad, however, you would very likely conclude that your layoff was due to a personal failure; that you will always lose any job you might manage to get; and that your situation is hopeless. On the basis of these judgments, you will begin to feel depressed. In contrast, if you were not influenced by negative triad beliefs, you would not question your self-worth too much, and might respond to the lay off by dusting off your resume and initiating a job search. 
Faulty information processing

Beck suggests that people with depression are also prone to distorting and misinterpreting information from the world. They are inclined to make overly negative and self-defeating interpretations that lead to low mood and passivity.  Beyond the negative content of the dysfunctional thoughts, these beliefs can also warp and shape what someone pays attention to. Beck asserted that depressed people pay selective attention to aspects of their environments that confirm what they already know and do so even when evidence to the contrary is right in front of their noses. This failure to pay attention properly is known as faulty information processing. 
Particular failures of information processing are very characteristic of the depressed mind. For example, depressed people will tend to demonstrate selective attention to information, which matches their negative expectations, and selective inattention to information that contradicts those expectations. Faced with a mostly positive performance review, depressed people will manage to find and focus in on the one negative comment that keeps the review from being perfect. They tend to magnify the importance and meaning placed on negative events, and minimize the importance and meaning of positive events. All of these manoeuvres, which happen quite unconsciously, function to help maintain a depressed person's core negative schemas in the face of contradictory evidence, and allow them to remain feeling hopeless about the future even when the evidence suggests that things will get better.

Silent assumptions
Beck believes that the inner life of depressed people is dominated by a set of assumptions that shape conscious cognitions. These assumptions derive ultimately from the messages we receive from parents, friends, teachers and other significant people (intentional or not; we infer them from the way these people talk and behave toward us). The silent assumptions play an important role in making people vulnerable to depression. Examples of silent assumptions:  ‘I must get people’s approval’, ‘I must do things perfectly’, ‘I must always be valued by others’, ‘The world must be fair and just’. These types of belief are not particularly unusual. What makes depression-prone people different is the extent to which they subscribe to them.



A similar theory developed by Abramson (1978, 1989)

Abramson, et al, (1978, 1989) developed the hopelessness theory of depression. This theory explains depression as resulting from the ‘depressive attributional style’, that is a characteristic way of accounting for our successes and failures which underpins the sense of hopelessness commonly described by depressed patients and associated with suicide. 

The depressed attributional style attributes failings to factors which are...
1. Internal (personal/dispositional)

2. Stable (always so) 

3. Global (all encompassing) 
Those with ‘depressive attributional style’ feel personally responsible when things go badly, that things will never change and that everything they come into contact with will be blighted in the same way; this leads to negative expectations and symptoms of depression. This is in contrast to the non-depressed person who attributes failings to factors which are...

1. External (beyond personal control/situational)

2. Unstable (just on this occasion)
3. Specific (only applies to one situation)
Evaluation
Strengths

( Hopelessness is an abstract concept but has been measured by Beck et al (1974) in a reliable manner using  Beck’s ‘Hopelessness Scale’.
( Seligman (1979) developed an “Attributional Style Questionnaire” (ASQ) which provides an assessment of each of the three factors of attributional style (internality, stability and globality) and found that when students who received poor exam results and felt depressed completed the ASQ and those who showed non-DAS had recovered within two days whilst those with DAS still felt depressed. This study demonstrates the predictive validity of this questionnaire, as it can reliably predict how long students will take to recover. 
( Attributional style may be helpful in explaining the increased prevalence of depression in women as it could be said that females are taught to think more negatively about themselves ('put down' in man's world) thus hopelessness may be more common in women, explaining why depression more common in women (Notman and Nadelson, 1995)
Weaknesses
( In a 5 year longitudinal study on children there was no association between DAS and depression, although a connection became clearer over course of the study suggesting DAS may develop over time (Nolen-Hoeksema, 1992)
( Abramson and Seligman have little to say about where hopelessness comes from,– in fact it may be a consequence of depression and not a cause; however Rose et al (1994) have linked DAS with sexual abuse, over-protective parenting, harsh discipline and perfectionist standards

	Implication/hypotheses
	Evidence
	Further commentary

	People who are depressed should demonstrate noticeably different ways of thinking, including for example a negative view of self/low self esteem


	Bothwell and Scott (1997) faulty thinking  and errors i processing , the need for approval and low self esteem all linked with depressive symptoms which endured after patients were discharged from hospital


	This is only evidence for Beck’s theory if it is possible to demonstrate that the faulty thinking preceded the onset of symptoms, i.e. it was a cause of depression rather than effect of depression.

Low levels of certain biochemicals could induce inability to concentrate, extract causal relationships, distortion, selective attention to inappropriate material etc.

	
	Tiechman et al (2002) looked at which factors were most strongly associated with severe depression, e.g. self concept, hostility between patient and partner, involvement in house activities; found strongest link between depression and low self esteem/negative self concept


	

	
	Hammen and Krantz (1976) depressed women made more errors in logic than non-depressed participants when asked to interpret written material.
	

	Negative thinking strategies should precede the onset of symptoms, if negative thinking is cause of depression rather than an effect


	Alloy and Abramson (1999); longitudinal study; measured  negativity toward self at start of college course and found that those identified as having negative self schema were at greater risk of becoming depressed than those with positive self attitudes.


	Studies suggests that negative thinking is a consequence of depression not a cause since people who have experienced depression but are not currently depressed do not show negative schemas or faulty thinking; but maybe when they are not depressed they are better at hiding their maladaptive thinking from other people; they recognise that it is irrational and so don't report it?

	
	Lewinsohn (2001) longitudinal prospective study; assessed students tendency towards negative thinking at  the start of their course; found that those with greatest negativity were most likely to become depressed in the 12 moths duration of the study.
	Refuted by Lewinsohn (1981) where those that became depressed were no more likely to subscribe to irrational beliefs, Have lowered expectancies for successful outcomes, have higher expectancies for unsuccessful outcomes, Attribute success to external causes or failure to internal causes; it was concluded that people who are vulnerable to depression are not characterised by stable patterns of negative cognitions.

	Changing a person’s assumptions and thinking strategies to be more positive should help to alleviate symptoms of depression.


	Hollon et al (2002) CBT appears at least as effective as drug treatments in controlled trials.


	CBT may only work for people who are reasonably intellectual and motivated to complete activities every day to train more positive thinking patterns and to be aware of thoughts and attributions

This is an example of the treatment aetiology fallacy; even if changing a depressed person’s thinking strategies is helpful in alleviating symptoms of depression, this does not mean that negative thinking caused the depression in the first place. 



	People with depression are likely to have identifiable situations /experiences in their childhood which have led to the formation of negative schemas (i.e. loss situations)
	Ingram (2001) adverse experiences in childhood do relate to depression in adulthood as the model predicts.


	This could equally suggests a learning explanation for depression though as the child may have been exposed to other people displaying depressive behaviours at the time of the adverse circumstances.

	
	Notman and Nadelson (1995) women are socialised to play down their strengths, one could say they are taught to use a depressive attributional style, and this might explain why they are more likely to suffer from depression than men.
	


	Individual differences
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	Recognises that faulty thinking strategies and negative schemas can result from differing childhood experiences, e.g. sociotropic personality: snub from family/friend might be a trigger; person craves social acceptance from others; autonomous personality: overruled by an authority figure; personal craves control



	Gender differences



	[image: image2.jpg]



	Notman and Nadelson (1995) suggest the theory can account for why women are 40% more likely to suffer from depression than men; they are socialised to play down their strengths, one could say they are taught to use a depressive attributional style.



	Cultural differences
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	Can account for why depression is not so apparent in some collectivist cultures where the norm is to play down individual success and exhibit something more akin to Beck’s idea of a depressive attributional style; i.e. this way of thinking is adaptive and normal as opposed to maladaptive and abnormal. Western, individualist cultures reinforce the use of self serving bias, which heightens self esteem through celebrating and taking ownership of individual successes, thus when someone does not think in this way it is seen as abnormal.



	Real world applications 



	[image: image4.jpg]



	Has inspired research which has led to development of effective therapies (CBT) which are easily administered and can even be offered by remote counselling over the internet! Excellent practical option for overstretched NHS with ever increasing prevalence of depression



	Alternative factors which may cause depression
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	ignores the fact that real external factors could be causing depression; not just a person's perception of events; this seems to cast blame on sufferer for 'blowing things out of proportion'; Brown and Harris found that social factors such as lack of paid employment, two or more children under 5, early loss of mother and lack of close confiding relationship (best friend) were all correlated with depression.
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	It is possible that negative thinking causes biochemical changes in the brain which leads to the symptoms of depression
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	It is possible the negative thinking acts as a cognitive ‘diathesis’ (vulnerability factors predisposing depression) but that it is still requires an environmental life event to trigger an episode, (Brown and Harris 1978). This idea has been developed by Hankin and Abramson (2001) who have considered events such as sexual abuse or childhood separation/deprivation as triggers for negative biases in thinking.

	Methodological problems with supporting studies
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	Although many studies show a link between negative thinking and depression, many of these have been correlational and have not been able to demonstrate that negative thinking caused the depression.




Why do some people get depressed and not others?

Brown and Harris (1978) 

Study of depression in innercity, working class single mothers

Precipitating factors often trigger depression, e.g. 

· severe life events

· long term difficulties

but only when a person also has certain 'vulnerability factors'...
· lack of paid employment

· two or more children under 5

· early loss of mother lack of close confiding relationship (best friend)

Parker et al, (1998) Lock and Key hypothesis
· Some people experience negative life events which become 'locks'

· When they experience an event in the future which shares some similar dimension to the original experience, this becomes a key which unlocks depression 

· Much as Beck suggested in negative schema theory)

Support

· interviewed 270 severely clinically depressed Pps and found locks and keys in 1/3 of cases

· lock and keys tended to be more common in endogenous depression than reactive depression, i.e. most severe cases

The relationship between aetiology and therapeutic approach: uni-polar depression, the cognitive explanations and CBT 
To answer this question, it is necessary to think about the suggested cause of depression from the cognitive perspective, that is negative/faulty thinking strategies which lead to pessimism and hopelessness. This suggests that one way of treating depression might be to facilitate a change in thinking strategies and to teach alternative strategies which are more adaptive and more likely to lead to optimism and self efficacy, that is the believe that one is able to take control and be responsible for making changes to one’s environment. One the greatest strengths of the cognitive explanations are the research that has been generated in order to test this assertion. This is one of the only therapies with a strong raft of empirical evidence which supports the effectiveness of the cognitive therapies. However, one must be careful when making conclusions about the original causes of depression; just because cognitive therapy provide relief from symptoms this does not mean that depression is caused by negative cognitions in the first place. This is known as the treatment aetiology fallacy and the classic illustration of this problem would be the assumption that just because a headache if eased by taking aspirin, this does not mean that the headache was caused by lack of aspirin.
Activity

Imagine the following situations have happened. Complete the first column as though you have depression. Then complete the second column with a partner who takes the role of therapists and provides alternative explanations for each situations.

1. It is your birthday and you are given a surprise invitation to meet your friends at lunchtime to celebrate.  You are disappointed to find your best friend does not join you and gives no reason or apology.
2. It is your first grade review at your new school and your tutor is going through your subject grades. Most are very good but your psychology mark is a bit lower than the others and your tutor passes on the concern that you have missed a couple of deadlines.
3. You have been seeing a boy/girl for a couple of weeks; you usually exchange texts daily but he/she has not texted you today and this is a bit unusual.
	
	
	Irrational/negative
	Rational/positive

	Situation 1: Birthday
	Thoughts
	
	

	
	Emotions
	
	

	
	Behaviours
	
	

	Situation 2: Grade review
	Thoughts
	
	

	
	Emotions
	
	

	
	Behaviours
	
	

	Situation 3: Relationship
	Thoughts
	
	

	
	Emotions
	
	

	
	Behaviours
	
	


Background to the Cognitive Approach
· assumes that a person’s thoughts are responsible for their behaviour
· deals with how information is processed and the impact of this on behaviour

· the individual is seen as an active processor of information.

· how a person, perceives, anticipates and evaluates events rather than the events themselves, which will have an impact on behaviour (selection, organisation and inference)
Cognitive explanation of depression: 

· maladaptive behaviour is cause by faulty and irrational cognitions

· the way you think about a problem, rather than the problem itself causes mental disorders

· individuals can overcome mental disorders by learning to use more appropriate cognitions
CBT is currently very popular and one of the most widely used forms of therapy. Session usually happen once a week or once a fortnight for approx. 5-20 sessions; sessions last around 50 minutes.

Aims
· to help service-users to identify irrational beliefs/unhelpful thoughts

· try to change them in order to reduce depressive symptoms caused by negative thinking patterns

· to spot early warning signs of recurring depressive episodes
How
· Therapist and service user agree on what they want to change and make a form of contract; they will also discuss ethical issues around confidentiality, and also the importance of completing homework exercises

· Therapist helps individuals to understand links between thinking, emotion and behaviour; may draw diagrams etc.

· Individual encouraged to talk about him or herself; helps the therapist get a frame of reference to understand the person; focus on subjective experience of the individual what situations/relationships means to him/her

· Therapist will help the individual to identify how they would like to think, feel and act and then break this down into manageable targets which can be reviewed each week; its is important that the person is able to see progress each week no matter how small so the target setting must be done carefully


· Therapist and client then work together to help reveal his or her negative automatic  thoughts/beliefs; therapist might present a list to see whether the individual can recognise any which apply to them or they can use the ‘downward arrow technique’ (David Burns) to explore what the person means when they say certain things

· The therapist will then help the individual to ‘break the cycle’ by identifying thing which trigger the onset of negative thinking and also by challenging these beliefs and helping the service user to see that they are irrational/untrue (reality testing; create hypotheses about what might be the case and then search for evidence that this is not the case)

· The therapist might encourage the individual to ask questions like:

· What is the evidence for this thought?

· What is the evidence against this thought?

· What would my best friend say if they heard my thought?

· What would my teacher say if he heard my thought?

· What would my parents or carers say if they heard my thought?

· What would I say to my best friend if s/he had this same thought?

· Am I making mistakes? For example, blowing it up, forgetting my strengths or good points, self-blaming or predicting failure or thinking that I can mind read what others are thinking?
· Service user may be encouraged to keep a diary of evidence which can be looked at with the therapist to see whether evidence matches their beliefs and also a diary to monitor positive automatic thoughts

· Client may be encouraged to talk to family and friends and gather evidence from them about how they are perceived and this will help to reveal new aspects of the self concept to the depressed person and my bolster self esteem (e.g. Johari’s window)
· Therapist can teach the client ways of banishing negative thoughts when they happen;

· describe in detail what they see around them in order to feel calmer
·  attempt to name all of their favourite bands etc.

· use self-talk techniques and repeat a positive coping message until the negative automatic thought has gone
·  ‘bin’ the thoughts by writing them down and then screwing them up and putting them into the bin – symbolically eradicating these negative thoughts.
Is it possible to treat depression using psychological therapies in a way which promotes client choice yet is still cost effective?
The Improving Access to Psychological Therapies (IAPT) programme has one principal aim, 
· to support Primary Care Trusts 

· in implementing National Institute for Health and Clinical Excellence (NICE) guidelines 
· for people suffering from depression and anxiety disorders. 

· at present, only 1 in 4 of the 6 million people in the UK with these conditions are in treatment
· with debilitating effects on society.


The IAPT programme began in 2006 in Doncaster and Newham focusing on improving access to psychological therapies services for adults of working age. 
These pilot services, through routine collection of outcome measures, showed the following benefits for people receiving services:

· better health and wellbeing 

· high levels of satisfaction with the service received 

· more choice and better accessibility to clinically effective evidence-based services 

· helping people stay employed and able to participate in the activities of daily living
On World Mental Health Day 2007, Health Secretary Alan Johnson announced substantial new funding to increase services over the next three years:

· 2008/9: £33 million
· 2009/10: A further £70 million
· 2010/11 A further £70 million
This funding will allow:

· 34 Primary Care Trusts to implement IAPT services, with more to follow in the next two years 
· Regional training programmes to deliver 3,600 newly trained therapists 
· 900,000 more people to access treatment, with half of them moving to recovery
· 25,000 fewer on sick pay and benefits

Computerised CBT

In February 2006, NICE recommended the use of computerised CBT (cCBT) for the management of mild and moderate depression as well as panic and phobia. This has hlped with IAPT overall aim by....

· promoting choice and expanding access to talking therapies.

· Choice will be improved by providing people with another treatment option, allowing them to take greater control of when and where therapy is delivered. 

· Access to services will be expanded by increasing the possible locations where therapy can be delivered, especially non-clinical ones such as libraries.

cCBT is a generic term encompassing a number of approaches to the delivery of CBT via an interactive computer interface. cCBT can be delivered on a personal computer, over the Internet or via the telephone using interactive voice response (IVR) systems. A wide range of health or social care personnel can be used to facilitate the sessions.

‘Beating the Blues’: This is a computer programme which offers cCBT for people with mild and moderate depression. The package comprises of a 15-minute introductory video and eight 1-hour interactive computer sessions, usually organised weekly. The package also comprises of homework projects that are completed between sessions and weekly progress reports are made available to the GP or other healthcare professional at the end of each session. The progress reports include anxiety and depression ratings and suicidal tendencies. The programme, which is available on CD ROM or on-line, assumes a minimum reading age of 10 to 11 years of age.
‘FearFighter’: This is a computer programme which offers cCBT for people with panic disorder and phobias.
Cost benefits of cCBT: The cost benefit analysis undertaken by NICE assumed that 64% of CBT would be provided using a computer. This translated into significant cost savings of between £116 million and £136 million per annum in England compared to therapist face to face provision.
Evidence base: At the moment the evidence for the effectiveness of cCBT is still being collected but programme like ‘Beating the Blues’ have built in outcomes measures which assess reduction in symptoms amongst other measures  for each individual who uses the programme and this information can be fed back to NICE so that large scale efficacy data can be collected.
Evaluating CBT
It is important to understand that in real life most CBT involves a mixture of techniques from Rational Emotive Behaviour therapy (REBT), Cognitive Therapy (CT) and other newer therapies. Most research into the effectiveness of CBT looks at this blended technique. In practice, CBT is also often combined with the use of anti-depressants which can further, increase its effectiveness.

The evidence base for CBT is huge, making it the most recommended psychological therapy used by the NHS. For example Butler et al (2006) reviewed 16 meta-analyses each made up of a number of other studies and found that CBT was a very effective treatment which explains why so much money has been invested in its use through the Improving Access to Psychological Therapies (IAPT) project.
Evidence...
Fave et al (1988) assigned 40 patients with recurrent depression to one of two conditions. In the first, they received drug treatment alone. In the second they received drugs and CBT. The group who received drugs and CBT showed a greater reduction in symptoms. Two years later 75% of this group were still free of symptoms, in the drug only condition only 25% were free of symptoms.


However, in some cases CBT has been found to be less effective than other forms of treatment, for example in one study looking at alcohol dependency, Sandahl et al (1998) found that at 15-month follow-up significantly more patients were abstaining from alcohol after psychodynamic therapy than after CBT.
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Give 3 key process involved in information processing 
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Think! What factors might affect the image that you perceive in these ambiguous figures?























Quick check!


Give three words which describe the cognitions of people who may be at greater risk of depression.


Give two possible reasons why a person may have developed this cognitive style?


What is the cause of the depression for the cognitive psychologist?


Give three areas which may be viewed in a pessimistic way, possibly leading to depressive symptoms.


What does this pessimistic style of thinking tend to lead to?


Sketch a graph to illustrate the relationship between amount and severity of depressive symptoms and negative thoughts








The schematic organisation of the clinically depressed individual is dominated by an overwhelming negativity. A negative cognitive trait is evident in the depressed person’s view of the self, the world and the future... As a result of these negative, maladaptive schemas, the depressed person views 


himself as inadequate, deprived and worthless, 


the world as presenting insurmountable obstacles and


the future as utterly bleak and hopeless.





The





Quick check!


What are the three components of the cognitive triad?


Apply the cognitive triad for a depressed person and a non-depressed person and comment on outcomes for thinking and behaviour in the following 3 situations: failed a statistics test, burnt hole in carpet whilst ironing; broke up with boyfriend





Think!


Using the information above and the diagram here, explain how other people’s representations of the world may not correspond to the internal representations of the word constructed by a person with depression








Going back to the example above of the girl who split up with her boyfriend and failed the stats test, assuming she was suffering with the pessimistic style of thinking described by Beck, give examples of information that she may have selectively attended to or selectively ignored which could help to maintain her negative view





Systematic negative bias in information processing:


Match the definition to the corresponding key term





























Implications of Beck’s Cognitive Theory of Depression


Complete the following hypotheses...


Depressed patients will demonstrate significantly more………………………………………………………….. than people without depressive symptoms


Changes in thinking …………………………. the onset of depressed mood


Changing thinking patterns can …………………………………………………………. depressed symptoms (N.B. remember though the treatment-aetiology fallacy)








Arbitrary inference





Selective thinking





Overgeneralisation





Catastrophising





Personalising





Seeing everything in terms of success or failure





Drawing negative conclusions off the back of insufficient evidence.








Focusing on negative details or events whilst ignoring positive ones.








Exaggerating a minor setback until it becomes a complete disaster.








Taking responsibility and blame for all unpleasant things that happen. 








Black & White thinking





Drawing sweeping conclusions based on a single incident.





Applying Beck’s terminology


Below is an excerpt from an interview with a depressed patient. Read the excerpt and do the following:





Identify features of this patient’s thinking that illustrate the depressed cognitive triad


Choose two of the information processing biases explained above, and identify statements from the interview that illustrate the biases.


Choose two more of the information processing biases, and invent some statements of your own that would illustrate this type of thinking in a depressed patient.





“I’m finding it impossible to cope at work. However hard I seem to work it never all gets done and I’m constantly running to stand still. The boss doesn’t seem to notice that I’m struggling but then again he doesn’t think much of me anyway and if I tell him I can’t manage he’ll just think I’m even more useless than he does already. I should never have gone for that promotion. I knew I wasn’t really up to it. They probably only gave me the job so I’d screw up and they’d have an excuse for firing me. Now I am screwing up and it’s hurting the company, the clients are upset and it’s all my fault. I should go for another job but with my track record I’d be lucky to end up cleaning the toilets and I’ve got to think about the mortgage. I suppose I could just jack it all in and say, ‘f*** it!’ but I can’t, I’ve got my family to think about, God knows I’m a bad enough husband and father as it is.”





Evaluating Cognitive Theories of Depression 








Downward arrow technique





What effects does depression have on society? Think families, communities, education, the health service, the workforce,  the economy....




















and this suggests that....








However,











Furthermore, in a study by Kuyken et al (2008) it was found that...








And this suggests that....








However, 











This said, a further support which corroborates the view that CBT can be at least as effective as drug treatments was conducted by....











Similarly Stiles et al (2006) have concluded that CBT is no more effective than other psychological therapies such as person-centred therapy which derives from the humanist approach in psychology and psychodynamic therapies where depressed patients are encouraged to explore unresolved conflicts from early childhood experiences from which their depression may stem. This study was conducted over the course of three years in 58 NHS settings with 1309 participants and thus...




















It would appear however, despite the evangelical attitude that prevails in certain quarters, CBT is not without its critics, notably Holmes (2002) who indicates that...





1.





2.





3.

















						














Further evaluation points....





The theory upon which the therapy is based....











Treatment aetiology fallacy...











Evidence from twin studies...











Cost-effectiveness...





Empowerment and control:











Speed at which results can be achieved...











Level of investment by service-user...








Type of person most suited to CBT...

















Based on idea that if change the thinking you alleviate depression but what is this is not a causal relationship; much of the data in this area if correlational and/or contradictory and so the theory on which the therapy is based may well be flawed.











