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Ozet

Bu ¢ahsmada 35 cezaevinde bulunan ve ilk kez hiktam giymis 3681 erkek 230 kadin
olmak tizere toplam 391 hikiimli genel psikiyatrik belirtiler yoniinden degerlendirilmis-
tir, Psikdyatrik belirtilerin saptanabilmesi igin hikimlitilere Genel Saglhk Anketi (GSA),
Belirti Tarama Listesi (SCL 80R) ve Cokydnlil Depresyon Envanteri (CDE) uygulanmistr,
Hilkumkilerde psikiyatrik belirtilerin yaygmnhguu belirlemek icin her tg dlgekten hilkiim-
nilerin aldiklant genel puan ortalamalanna bakinustr. Psikiyatrik belirtiler ile yas ve”
alinan ceza strest araswnda bir dligki olup olmadit ve psikiyatrik belirtilerin cinsiyet, egi-
tim diizeyi, medeni durum, islenen sug irt gibi degiskenlere gore farkhlik gsterip gos-
termedigi de arastinlmgtr. Hitkdmlidlerin her ¢ dlcekten de aldiklar puan ortalamalan
yaplan baska aragtrmalardaki hitkumli olmayan gruplann ortalamalarindan daha
yitksek bulunmustur. Sonuglar yag arttikca GDE ile ve SCL 90R’ dan alinan puaniarin
anlaml bir sekilde distigiing gistermektedir. Alman ceza stiresi ile dlgeklerden alinan
puanlar arasinda bir ilighi bulunmanugtr. Kadwnlann her tg dlgekte erkeklerden anlamh
duizeyde daha ytiksek puan ortalamalaring sahip oldugu gérulmektedir. Egitim diizeyi
ve sug tirt agsmndan yapian analizler yalruzea CDE’de anlamh farkhlikiar oldugunu
& gdstermelctedir. Egitim dilzeyt dugilk olanlann, egitim diizeyi yuksek olanlardary hrsiz-
. ik sucundan hitkiim giyenlerin, uyusturucu ve dolandmeaik suglarndan hiltkim giyen-
r ) lerden daha yitksek CDE ortalamasina sahip olduldan goritlmektedir. Medeni durum
aqisindan her tig dlgekte anlamb fark bulunmamgtr. :

Anahtar sézciikler: Hukumli, psikiyatrik belirtiler, psikiyatrik degerlendirme

Abstract

In this study, the psychiatric symptoms of the 391 prisoners (368 male, 23 female), who
were sentenced for the first time, were assessed. T he Symptoms Check List (SCL 90R),
General Health Questionnaire (GHQ)J, and Multiscore Depression Inventory (MDI} were
administered io all subjects in order to assess psychiatric symptoms. Gender, age, edu-
cation level, marital status, type of crime, duration of sentence were also investigated.
Results showed that the scores of the prisoners for the three instruments were higher
than non-prisoner subjects of other studies. Age was negatively and significantly corre-
lated with the MDI and the SCL 90R scores. Period of sentence was not correlated with
the SCL QOR, the GHQ, and the MDI Females scored higher than males on the three in-
struments. The MDI scores differed significantly with education level and type of crime.
Participants with lower education had higher MDI scores than those with higher educa-
tion. Also, those sentenced for theft had higher MDI scores than those sentenced for
swindling and drug use, sale, or purchase. No significant differences were obtained for
marital status.
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Caglar boyunca insanlar bir arada
‘uyum iginde yasayabilmek igin gesgitli ku-
rallar koymusglardir. Bu kurallarmm amaa
toplumdaki bireylerin birbirlerine kars: olan
davraniglarim diizenlemek ve toplum diize-
nini saglamaktir. Toplumlardaki davranig-
lam belirlemek amaciyla konulan bu kural-
lan, her toplumda ve her cagda bozan baz
kisiler ¢ikmastir. Konulan kurallar: bozan
davraniga gore de toplumiar cesitl sekil ve
siddetlerde tepki g&stermislerdir. Toplum
diizenini saglamak amaciyla gelenekler,
orfler gibi yazili olmayan kurallarin yan
sira, hukuk kurallar gibi yazili kurallar da
olusturulmustur. Toplumdaki hukuk ku-
rallarina uymayan kisgilere “suclu” adi veri-
lerek toplumu korumak, bu kisilerin bir
bedel ddemesini saglamak ve 1slah edebil-
mek amaciyla, para cezasi, hiirriveti bagla-
vicl cezalar gibi ¢esitli yaptinmlar uygu-
lanmastir.

Evrensel! bir olgu olan suca, tarihsel
gelisim stireci i¢inde bltiin toplumiarda,
her tiirilt sosyal yapida ve her zaman rast-
lanmaktadir. Bu nedenle, su¢ énemli top-
lumsal sorunlardan biri olarak gériilmekte-
dir. Daha oénceleri yalmizca ceza hukuku-
- nun ilgilendigi su¢ olgusuna, gliniimilzde
degisik bilim dallar tarafindan acgiklamalar
ve coziimler getirilmeye ¢alisiimaktadir. Sug
davramsinin aydinlablmasina katki sagla-
yan bilim dallarindan biri de psikolojidir.
Psikoloji tarih¢esinde yer alan gesitli ku-
ramlarda sug¢, ruhsal bozukluk, psikolojik
yapr ya da kisilik sorunu gibi degisik bi-
gimlerde agikianmaktadir. Psikolojik ku-
ramlarm de@isik acgiklamalarina karsin or-
tak noktalari, sugu bir tepki ya da bir yar-
dim ¢agrisy; suclu kisiyi de ‘hasta’, ‘uyum-
suz’ veya ‘patolojik’ kisi olarak ele almalar-
dir {Gibbons, 1970).

Sug alaninda yapilan arastirmalarda
yer verilen konulardan biri hGkiimliilerin
psikiyatrik belirtiler yéniinden degerlendi-
rilmesidir. Arastirmalarda psikiyatrik belir-
tilere sahip kisilerde sugluluk oramnin
yuksek oldugu ortaya konmaktadir. Jerell
ve Komisaruk (1990) hiktmltlerin psiki-
yatrik belirti oOlgeklerinden genel niifusa
orania daha yiliksek puan aldikiarnim bul-
muglardir. Ayrnica yargilanan  kisilerde
psikotik belirtilerin yaygin oldugunu ve
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yvargillama sistemi iginde davrams bozuk-

luklugu gésteren, ancak tam konulmayan Ei

kigilerin sayismmin fazla oldugunu ileri siir-
mektedirler. Robertson, ~ Dell,

de psikiyatrik belirtilerin yiiksek oldugu
saptanmistir.

Fido, Razik, Mizra ve EI Islam
{1992), tarafindan yapilan arastirmada ise,
psikivatrik degerlendirilme istenilen hi-
kUimHilerin {licte birinin daha 6nceden bir
sabikas1 oldugu ve yaklagik yansimin geg-
migte psikiyatrik tedavi gdrdligli belirlen-
mistir.

Son zamanlarda ruhsal bozukluk

gosteren kisilerin kurumlara kapatilmas: &
yerine, toplum iginde iyilestiriimesi egilimi- -:
‘nin artmasiyla, ruhsal bozuklugu olan ki-

silerin sug isleme sikhfimin arttijimi vurgu-

layan “ruhsal sorunlan olanlarm suclulu- 7
gu” kavrami hem ABD’de hem de Ingilte- :
re’de birgok ruh saghg uzmam tarafindan *
yaygin bir bicimde kullamilmaktadir. Bu 3

James ve
Grounds (1994) tarafindan da hiukimliiler- %

i -‘riﬁiﬁa;mﬁelz4-w-¢n¢;‘afa%m

kavram, ruhsal bozukluklardan bazilarmin ¥

su¢ isleme nedeni oldugunu; ozellikle ben- 3
zer su¢larn ruhsal bozukluk gdsteren kisi- 3
ler tarafindan normal kisilerden daha fazla 33

islendigini; ayrica, cezaevine yeni gelen hii- §

kiimlilerin ¢oguniugunun psikiyatrik bir
geemise sahip oldufunu ifade etmektedir. 3
Suclulara yénelik polis kayitlar ile arsiv 3
caligmalar: bu olgunun varhfim destekler: ‘,_

niteliktedir (Teplin, 1983).

Ulkemizde Istanbul Universitesi Ce-
za Hukuku ve Kriminoloji Enstitusti tara- 3
findan hazirlanan raporda (1958}, toplumda ‘;
ruhsal bozukluk gésteren kigilerin ve igle- §
dikleri suglar nedeniyle tehlike olasihklari-8
nm arttigl, toplumun bu tehlikeden korun--4
mas! i¢in bu kisilerin sug islemeden sap- .
tanmasimin gerekliligi vurgulanmustir. Ge- %
¢en zaman igerisinde bu konuda gerekdi’
onlemler ahnmadig gibi, ruhsal bozukluk g
ve sug iligkisini arastiran ¢aligmalarn sayl-

sinm azhig dikkati cekmektedir.

Ulkemizde yapilan suc¢ isleme ne-"-
denlerini belirlemeye ybnelik aragtirmalarn 3
bazilarinda hiikiimlt gruplarinda psikiyat- §
saptandify  bildiribmektedir 3

rik bejirtiler

(Birsdz, Glicer ve Blylkberker, 1988;3
Yavuzer, 1981; Yavuzer, Gingdrmis ve g
Minibag, 1988). Hiklmitlerin psikiyatrik:§
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belirtiler yéniinden degerlendirilmesi konu-
sunda yapilan caligmalarda da psikiyatrik
belirtilerin  yayginhgi - dikkati cekmektedir
(Aydin, Bogeng ve Bilge, 1990; Kaya, 1993,
Oy, Unal ve Yurdakul, 1989). Ancak, llke-
mizde yapan c¢alismalara genel olarak ba-
kildiginda gogunlugunun gengler {izerinde
yurtattldagl, genellikle tek bir cezaevini
kapsadig: ve arastirmaya alinan denek sa-
yilari agisindan yeterli bir érneklem olustu-
rulmadif gortilmektedir.

Bu aragtirma, tlkemizdeki cezaevle-
rini ve hitkimlii dzelliklerini yansitacak bir
srmeklemde sucla bir baglantis1 oldugu dne
stirilen psikiyatrik belirtilerin yaygmnhgim
saptamak amaciyla planlanmigir. Arasgtir-
mada ayrica, psikiyatrik belirtilerin yag ve
alnan ceza stiresi ile iligkili olup olmadig
ve cinsiyet, egitim dlizeyi, medeni durum,
sug tirtt gibi degiskenlere goére degigip de-
pismedigi de incelenmigtir.

Yontem

Denekler

1721 sayil: Hapishane ve Tevkif Ev-
lerinin Idaresi Hakkinda Yasamn birinci
maddesi, her mahkeme bulunan yerde bir
cezaevi kurulmasim ongérdigliinden Ulke-
mizde toplam 565 cezaevi vardir. Bunlarm
cogu ilcelerde bulunan ktiglk cezaevleridir.
Agir ‘ceza merRezi olarak adlandinlan bu-
yiik cezaevi sayis1 126°dir.

Hukiimliilerin kurum disindan gelen
insanlara saglikh bilgiler vermeyecegi, ku-
rum psikologlarimin  hiktmlilerle &lgek
uygulamalarnm da iceren ¢esitli caligmalar

-yurtittiikleri diigtiniilerck, &lgeklerin uygu-

lamasimin psikologlar tarafindan yapilmasi-
na karar verilmigtir. Boylece blnyesinde
psikolog bulunan toplam 35 agir ceza mer-
kezi cezaevi uygulama kapsamina alnmig-
tir,

Cezaevlerinde  bulunan ° bireyler
haklarinda verilmis olan kararlara gore
ikive aynilmaktadir: Suclu olduklarn diigl-
niilerek 6zgilrligiinden yoksun birakilan
fakat, sucluluklari kesinlesmeyen tutuklu-
lar ile sug isledigi yarg: karan ile kesinlesen
hilkiimliiler. Agir ceza merkezlerinde bulu-
nan cezaevleri kapasite ve bina yap1 tipi

olarak farkhliklar gostermelerine karsin,
cezaevierinde tiizlik ve ydnetmeliklere gore
belirlenen hiliklumlllerin uymas:1 gereken
kurallar ve tamnan haklar yéniinden ben-
zerdir. -

Literatiirde cezaevlerinin kisilerin
bedensel ve ruhsal sagliklann agisindan
olumsuz etkileri oldugu belirtildiginden,
daha &nce cezaevi yagantisina sahip olma-
nin arastirmada kangtiricr etkisi olacag:
diistiniilmilstiir. Bu nedenle, daha Once
herhangi bir sugtan dolayr tutuklanan ya
da hiikiim giyen hikimitler ile yargilama-
lar1 devam eden, suc isledikleri kesinlesme-
yen, cezaevlerinde hiikimlilerden farkh
haklara sahip olan tutuklular ornekleme
alinmamstir. Arastrmanin  6rneklemini
secilen cezaevlerinde bulunan ve yalmzca
ilk kez suc isleyerek, bu suctan ceza alan
391 hilkiamlil olusturmaktadir. -~

Arastirmaya katilanlarin 231 kadin,
3681 erkektir. Katthmetlarin 33" tahsilsiz,
32%si ilkokulk; 2331 ortackul, 47’si lise, 4574
yiiksekokul -ve istll mezunudur. Medeni
durumlarina bakildiginda, deneklerin 1637
bekar, 1931 evli, 351 ise duldur. Denekle-
rin yaslann 13 ile 67 arasinda degigmekte
olup, grubun ortalama yag: 30.2, standart
sapmas1 ise 10.1'dir. Arastirmaya alman
hiilktimhilerden 306's1 0-6 ay, ©56%s1 7-12
ay, 9’u ise 13-18 ay tutukiu olarak cezae-
vinde kalmiglardir.

Arastirmada acik uglu olarak topla-
nan suc¢ tirine iligkin bilgiler yedi grupta
toplanmistir. Gruplandirma, sucun &zelligi
dikkate almarak Adalet Bakanbfimda go-
revli bes tetkik hakim tarafindan yapilmig-
tir. Bu gruplandirmaya gbre ‘©ldlrme’ gru-

 bu (n = 86) kasten, kazaen ya da trafik gibi

butlin 6ldiirme fiillerini kapsamaktadir.
Yaralama’ grubu (n = 46) dldlUrmeye teseb-
biis sugunu da icermektedir. Kiz kacirma,
irza gecme, 1rza tasaddi, namusa tasaddi,
kiiciiklerle cinsel iliski ve zina ‘cinsel sug’
(n = 30) kapsamina almmstir. Hirsizhik’
grubunda (n = 90) gasp ve yagma gibi sug-
lar da yer almaktadir. Uyusturucu madde-
lerin kacakcihg, kullamimi ve satigt ‘uyus-
turucu madde’ (n = 38} olarak adiandinl-
mustir. Dolandiniciik’ grubu (n = 38) sahte-
cilik ve emniyeti suistimal suglarim da i-
cermektedir. ‘Diger’ grubu (n = 62) kapsa-
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mina riigvet, irtikap, meskene tecaviiz, or-
man suclan, gida maddeleri tliziigiine ayki-
r1 hareket vb. gibi suclar alinmstir.

Kullanilan Olcme Araclart

Aragstirmada hiiktimltiler hakkinda-
ki tim kisisel bilgiler arastirmacilar tara-
findan geligtirilen bir bilgi toplama araciyla
elde edilmistir. Psikiyatrik belirtilerin sap-
tanabilmesi icin ilkemizde gecerligi ve gii-
venirligi yapilmis Genel Saglik Anketi/GSA
(General Health Questionnaire), Belirti Ta-
rama Listesi/SCL 90R (Symptom Check
List 90R") ve Cok Yonlit Depresyon Envan-
teri/CDE (Multiscore Depression Inventory)
kullanilmigtir. Psikiyatrik tarama calisma-
larinda kullanilmak tizere gelistirilen GSA
ile Ulkemizde yapilan ¢aligma sayisi azdir.
Hiklmliler {zerinde yapimis caligmaya
rastlanmamugtir. Bu nedenle, psikiyatrik
belirtilerin saptanabilmesi igin hilktimlii-
lerle calisma yapilmis SCL 90R ve GSA bir-
likte kullamlmistir. Literatiirdeki hiiktm-
ldlerde depresyonunun yitksek olduguna
iliskin bulgular géz éniine alinarak, depres-
yonu saptayabilmek a_mac1y1a CDE uygu-
lanmigtir.

Arastirmada psikiyatrik belirtilerin
yayginhgina bakildigindan, simiflandirmaya
yonelik incelemelere gidilmemis, alt lcekle-
re sahip olan SCL 90R ve CDE bdlgeklerinin
de yalmizca genel belirti puanlari degerlen-
dirmeyve alinmmistir.

Genel Saglik Anketi (GSA}.
Dinyada yaygin bir bicimde kullarilan bir
tarama testidir. Toplumda ve psikiyatri dist
klinik ortamlarda karsilagilan davrams bo-
zukluklarimi saptamak amaciyla gelistiril-
mistir ve 12, 28, 30 ve 60 maddelik b1g1m1e—
ri vardir,

Dinya Saglik Orgitii ile isbirlig
icinde yuriitilen "Genel Saghk Hizmetlerin-
de Ruhsal Bozukluklar" aragtirmasmin bir
parcas: olarak 12 ve 28 maddelik bicimleri-
nin gegerlik ve glvenirlik calismas1 Kilic
(1992) tarafindan yapiimistir. GSA'daki her
madde belirli bir yakinmaya iliskin sorudan
olusmaktadir. Uygulanan kisi son onbeg
gin igindeki durumunh goz oOnlne alarak
bu sorular ‘her zamankinden az’ ile, ‘her
zamankinden ¢ok fazla’ arasinda dért siklh
bir dlgek TUzerinde degerlendirmektedir.
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GSA ilk iki sik negatif, son iki sik pozitif
olmak Tizere iki sikli bir 8lgek gibi puan-
lanmaktadir. GSA'dan alinan puantann
artmas1 davranig bozuklugu olasihgini art-
tirmaktadir (Kilig, 1992).

Ulkemizde &lgegin 12 ve 28 madde-
lik bicimierinin gegerlik ve glivenirlik calis-
masi sonuglari her iki bigiminin de giiveni-
lirlik ve gegerliginin yeterli diizeyde oldugu-
nu gostermektedir (Kihg, 1992). Daha kisa
olmasmin uygulamada kolaylik getirecegi
diistiniildiigiinden, bu calismada 12 mad-
delik dlgek kullamilmistir,

Belirti Tarama Listesi (SCL
90-R}. Goéruntliste ‘normal’ kisilerdeki be-
lirti diizeyini saptama amactyla gelistiril-
mistir. Olgegin gelistirilmesinde normal
kisilerde gbzlenen psikopatoloji diizeylerinin
ve buniarda kisa zaman araliklarmdaki
degisimlerin gozlemlenmesi amaclanmistir,
SCL 90R o6lcegi 90 ciimleden ve 9 alt test ile
bir ek olgekten olugsmaktadir. Denekler,
cimlelerdeki belirtilerin son bir ay icinde
kendilerinde olup olmadifina gére, Hic (0},
Gok Az (1), Orta Derecede (2) Oldukea Fazla
(3) ve lleri Derecede (4) olarak puanlamak-
tadirlar, Bu Slgekten alinan 0 ile 0.99 aras:
Genel Semptom Indeksi (GSI) puanlan
normal olarak kabul edilirken, 1.0'm s-
tindeki puanlar pataloji belirtisi olarak
degerlendiritmektedir {Dag, 1990). Dag ta-
rafindan yapilan c¢alismada dlgek glivenilir
ancak, yalmzca GSI ydéniinden gecerli bu-
lunmustur,

Cok Yonlii Depresyon Envan-:

teri (CDE). Olgek toplam 118 cumleyi
icermektedir. Denekler her climleyi Dogru’
{Genellikle gegerli} ve <Yanls’ (Genellikle
gecersiz) boyutunda kendi kendilerine de-
gerlendirmektedirler. CDE; Diisiik Enesji
Diizeyi, Biligsel Gugliik, Suc¢luluk, Diisiik
Kendilik Degeri, Sosyal Igedéniiklilk, K&-
tiimserlik, Huzursuziuk, Kederli Duygu
Durum, Aragsal Caresizlik ve Ogrenilmis
Caresizlik olmak {izere 10 alt dlcekten oiu-
san bir digcektir. CDE'deki climlieler depres-
yonun varlifa dogrultusunda puanlanmak-
tadir. Yani bir maddede verilen "Dogru" ya
da "Yanlis" yamtian depresyonun varhgin:
gbsterivorsa, bir puan verilmektedir.
CDE'den alinabilecek en distk toplam pu-
an 0, en yilitksek toplam puan 118'dir. OI-
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cekten alinan puanin ylksekligi depresyo-
nun ciddiyetini, dlistik puan ise depresyo-
nun yoklugunu belirtmektedir. Olgekle ilgili
yapilan ¢alismalar dlgegin glivenir ve gegerli

‘oldugunu gostermektedir (Aydin ve Demir,

1988).
Islem

Bilgi toplama aract ve dlgekler ku-
rumda girev yapan psikeologlar tarafindan
uygulanmsgtir. Uygulamada birligi sagla-
mak amaciyla tiim psikologlara bir ydnerge
gonderilmistir. Uygulamalar bireysel olarak
yapilmistir, Uygulamada Kisisel Bilgi For-
mu, Genel Saghk Anketi, Belirti Tarama
Listesi ve Cok Yénlil Depresyon Envanteri
tiim denekiere ayni sira takip edilerek ve-
rikmistir.

Bulgular

Bu calismada hiikiimlilerin g ayn
dleekten aldiklan genel puanlarin ortalama
ve standart sapmalarn belirlenmistir. Yag ve
alinan ceza sliresi ile dlgek puanlar arasin-
daki iligkiye korelasyon ile bakilmigtir, Cin-
siyet, egitim dilizeyi, medeni durum ve sug
tiiriine gore Qg ayn dlgekten aldiklar: genel
puanlarin ortalama ve standart sapmalan
her. degisken icin ayri ayn hesaplanmistir.
Gruplar aras: ortalama farklarmin anlamh
diizeyde olup olmadigina ikili gruplarda t-
testi, ikiden ¢ok gruplarda tek yonli
varyans analiziyle bakilmigtir. Anlamh far-
lkan bulundugu degigkenlerde bu farklihfin
hangi gruplar arasinda oldugu Tukey testi
kullanilarak belirlenmisgtir.

Arastirmaya katilan tim hiikimiti-
lerin her bir dlgekien aldiklan toplam puan
ortalamalart hesaplandifinda, GSA puan
ortalamasi 4.37 ve standart sapmas1 3.29,
SCL 90R puan ortalamas: 0.92 ve standart
sapmast 0.61 ve CDE puan ortalamast
44.87 ve standart sapmasi 22.21 olarak
bulunmustur.

Yas ile SCL 90R (r = -.13; p < .009)
ve CDE (r = -.12; p < 0.005} puanlan ara-
sinda anlamb ve negatif bir iligki bulun-

mugtur, GSA puanlar: ile yag arasinda an-
lamis bir iliski olmachgi saptanmigtir (r =

-.05). Alinan ceza stiresi ile ii¢ 6lgek puan-

lar1 arasinda anlamli bir ilisgki bulunma-
magtir.

Hitktimltlerin cinsivet, egitim dtze-
yi, medeni_durum ve sug tirune gére 6l-
ceklerden aldiklan puan ortalama ve stan-
dart sapmalar1 hesaplanmig ve Tablo 1’ de
sunulmustur.

Tablo 1 incelendiginde kadm ht-
kiimbilerin her 1i¢ odlgekten de erkeklere
gore daha yiiksek ortalamaya sahip olduk-
larn gbritlmektedir. Kadm hiitktimlilerin (N
= 23) erkek hiikiimlilerden (N = 368) ol-
dukca az sayida olmasl nedeniyle,
varyanslarin homojen olup olmadift test
edilmis, elde edilen degerin (Fi,380 = 1.26, p
> .05) anlamh diizeyde olmadig gbriilmits-
tiir. Iki grup arasmndaki farkin t testiyle test
edilmesinin uygun oldugu kararna varil-
mustir. Yapilan t test analizi bu, farkliligin
GSA {t = 2.08, p < .05), SCL 90°R (t = 2.2],
p < .03) ve CDE (t=3.07, p < .01) i¢in an-
lamh diizeyde oldugunu gostermektedir.

Egitim diizeyi agsindan GSA igin en
yliiksek ortalamaya okur-yazar grup X =
5.27) en disiik ortalamaya ise lise mezunu
(X = 3.65) grup sahiptir. Diger gruplann
ortalamaliari birbirine yakindir. Yapian
varyans analizi sonuglari gruplar arasinda
anlaml bir fark olmadigim gostermektedir
(P85 = 1.51, p > .05). SCL 90R puan orta-
lamalar incelendiginde en ylksek ortala-
maya ilkokul mezunu (X = 1.0) grubun, en
diistik ortalamaya ise yliksek okul mezunu
(X = 0.57) olan grubun sahip oldugu diger
grup ortalamalarmin birbirlerine vakin ol-
dugu gdzlenmektedir. Varyans analizi so-
nucu, SCL 90R igin epitim duzeyine gore
grup ortalamalar1 arasmdaki farkin anlaml:
dtizeyde olmadigmi gostermigtir (Fasss =
1.83, p > .05). Hikumlilerin egitim du-
rumlarma gore CDE puanlarma bakildigin-
da egitim diizeyindeki artmaya paralel ola-
rak CDE puanlanmin da distagl gorul-
mektedir. Varyans analizi sonucu da grup-
lar arasindaki farkm aniamh diizeyde oldu-
gunu gdstermistir (Fasss = 6.37, p < .01}, Bu
farklthgin hangi gruplar arasmda oldugu-
nun belirlenmesi .amaciyla yapian Tukey
testi sonuclart okur-yazar (X = 57.4), ilko-
kul mezunu (X = 53.7) ve ortaokul mezunu
(X = 45.7) gruplarin tniversite mezunu X =
29.1) grubundan, aym sekilde okur-yazar
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CDE ortalamasina sahip oldugunu_gbéster- laz
mektedir. wo dy

ve ilkolkul mezunu gruplann lise mezunu (X
= 37.2) grubundan anlamh diizeyde yiiksek

. tw
Tablo 1 _ nn
Deneklerin Cinsiyet, Egitim Drizeyi, Medeni Durum, Sug¢ Tiirtine Gére GSA, SCL 90R ve CDE’den bu
Aldiklart Puanlann Ortalamalart ve Standart Sapmalar : 6111

3 GSA SCL 90R CDE 3 T
Degigkenler — — _ & (Fs
n X S8 X S8 X 58 : grv
Cinsiyet ‘ ) cly.
Kadin 23 5.95 3.28 1.16 0.54 58.4 219 i X
. Erkek 368 448 . 3.28 .90 0.61 440 22.0 ) xsrga
Egitim Diizeyi , § dat
Ckur-Yazar 33 5.27 342 0.77 0.37 57.4 . 199 E gur
itkokul 32 4,68 297 1.00 052 537 18.0 % :
Ortaokul 233, 4T 3.31 0.87 0.65 45.7 215 3
Lise 47 . 365 324 0.85 0.63 37.2 214 :
Y. Okul 45 4.24 3.31 0.57 043 29.1 17.5
Medeni durum 7
Bekar 163 4.26 3.15 0.90 0.58 44 .4 21.2
Evii 193 4.66 3.40 0.93 0.65 43.8 22.8
Dul 35 5.57 3.80 1.10 0.43 52.3 235
Sug flirii
QOldiirme 86 3.92 341 0.8¢ 0.58 43.5 21.9
Yaralama 48 4.86 342 .0.96 0.69 45.7 21.6
Cinsel Sug 30 423 3.49 0.86 0.55 43.0 245
Hirsizitk 90 5.28 2.77 1.07 0.64 52.3 214
Uyusturucy Madde 38 4.58 XY 0.83- .53 39.1 184
Dolandiricilik 38 4.42 3.61 0.74 0.59 36.2 20.1
Diger 62 4.56 3.3 0.89 0.61 45.4 239

Medeni durum agisindan bakildigin-
da GSA puan ortalamalan arasinda bekar
{X = 4.26) grubun en diisiik ve dul grubun
(X = 5.57) en yiiksek ortalamaya sahip ol-
dugu gériilmektedir. Varyans analizi so-
nuglan gruplar aras: farklihdin anlaml di-
zeyde olmadigini gostermistir (Fazss = 2.89,
p > .05). SCL 90R puanlan incelendiginde,
bekar (X = 0.90) grubun en diistik ve dul X
= 1.10) grubun en yiiksek ortalamaya sahip
oldugu gdrulmektedir. Varyans analizi so-
nucunda gruplar arasinda anlamh bir far-
kin oimadig bulunmustur {(Fa,388 = .91, p >
-05). CDE puam: agisindan en yiiksek puan
dul (X = 52.3) grupta en diisitk puan evh (X
= 43.8) gruptadir. Gruplar arasindaki fark-

i
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larm CDE agisindan anlamhb olﬁadlgl bu-
lunmustur (Fo,3ss = 2.19, p > .03).
Sug tiirline gére, GSA'da en yiiksek

ortalamaya {X = 5.28) hirsizhk sugundan
hiiklim giyenlerin, en disik ortalamaya {X -3

= 3.92} oldirme sugundan hitklim giyenle-

rin sahip oldugu ve diger gruplarin ortala- 4

malarinin birbirlerine yakin oldugu goriil-

mektedir. Gruplar arasinda yapilan varyans - E

analizi sonucu GSA agsindan gruplar ara-
sinda anlamli bir fark olmadipim gdster-
migtir (Fe,s83 = 1.38, p > .05). SCL 90R i¢in
en yliksek ortalama (X = 1.07) hirsizlik gru-

bunda, en diisiik ortalama (X = 0.74) do-
landineiik grubunda olup, diger gruplarin §
ortalamalart birbirine yakindir. Grup orta- 4
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lamalari arasindaki farklarin anlaml olma-
dif1 yapilan varyans analizinde bulunmug-
tur (Fs.as3 = 1.68, p > .05). CDE ortalamala-
nnim en yitksegi (X = 52.3 ) hirsizhk gru-
bunda, en diisiigi de (X = 36.2) dolandin-
cilik grubundadir. Gruplar arasi ortalama
farklart CDE acismdan anlamh dtizeydedir
(Fsa83 =3.29, p < .05). Bu farklihgin hangi

gruplar arasinda oldugunu belirlegek ama-

ciyla yapilan Tukey testi sonuglart, Hirsizhik
(X = 52.3) sugu igleyen grubun Uyusturucu
madde (X = 39.1) sucu ve Dolandiricilik X=
36.2) sugu isleyen gruptan anlambh diizeyde
daha yliksek CDE ortalamasma sahip oldu-
gunu gostermektedir.

Tartisma

Hiiktimliilerde psikiyatrik belirtilerin
yaygmlgma bakilan bu calismada; genel
belirti Olgekleri agsindan hikdmlilerin
aldiklar1 puan ortalamalarmin yliksek ol-
dugu gorillmektedir. Ulkemizde GSA ile
ilgili olarak yapilan ¢aligmalarda degigiktik
gostermekle birlikte, genellikle ruhsal bo-
zuklugu gosterdigl kabul edilen kesme
noktast 3.00 ve Tistil puandir (Iren-Akbiyik,
Onder, Gokkurt ve Stmbuloglu, 1996).
GSAmin hikimli grubundaki puan orta-

" lamasimin 4.37 oldugu géritlmektedir. SCL

90R icin patalojivi gdsterdigi kabul- edilen
1.0n Ustindeki ortalama puan, hiukimlil

-grubunda 0.92 olarak bulunmustur. Bu

sonuglar lilkemizde ve yurtdiginda yapilan
calismalarda oldugu gibi, hitkiimiti grupla-
rinda psikiyatrik belirtilerin yaygmn oldugu-
nu gostermekiedir. Henliz dnemsenmeme-
sine karsmn, cezaevine kapatilan ruhsal bo-
zukluk gosteren kisilerin sayisiun artmasi
beraberinde bir stril sorunu da getirecek-
tir. Bu nedenle, cezaevlerine alinan kigilerin
iyi bir psikolojik degerlendirmeden gegiril-
mesi yoluyla kendileri veya digerleri igin
varolan tehlikenin azaltilabilecegi dusi-
nilmektedir.

Aydin ve Demir (1988) CDE ile yap-
tiklan ¢aligmalannda normal grubun orta-
lamasim 36.22 've norotik depresyon tamnst
almig grubun ortalamasimu 64.12 olarak

- bulmuslardir. Bu calsmada hitkiimltlerin

CDE'den ealdiklari ortalama puan 44.87
olarak bulunmustur. Bu sonuca gére, hii-

kiimlii grubun ortalamasiun normal gru-
bun ortalamasindan yiliksek; depresif gru-
bun ortalamasindan diisiitk oldugu soyle-
nebilir. Suclular lizerinde ylrlUtillen ¢alig-
malarda suclularin biyik bir lkasminn sug
igledigi anda duygusal ¢okuntll igerisinde
oldugu, hiikiimltlerde depresif belirtilerin
yaygin oldugu ve bundan da hikiimlilerin
daha depresif oldugu sonucuna ulagabile-
cegi belirtilmektedir (Lucas ve Newmark,
1993). Ulkemizde Oy ve arkadaslan (1989)
tarafindan Ankara Yanacik Cezaevinde
bulunan 174 hikiimlit Gzerinde yuriitilen
calismada da depresif belirtiler yliksek bu-
lunmustur. Gordon {1983) bu yaygmnlign
hiiktimliiliik sfirecinde aileden, arkadaglar-
dan aynima, is ve ‘prestij kaybiyla ilgili ola-
bilecegi gibi, daha onceden de varolan
depresif belirtilerden kaynaklandigim ileri
strmektedir. T

Yasa iliskin sonug¢ incelendifinde,
yag arttikca SCL 90R ve CDE puanlarinin
anlaml bir sekilde duistiigin gérilmektedir.
Yas ve suc konusunda cesitli gruplar ile
yapilan aragtirmalar ve istatistikler su¢lann
blylik bir ¢ogunlugunun ergenlik caginda
iglendigini, ergenligin baslangici ve bitisi
arasmmda en siddetli devreye ulagtifim, otuz
yasindan sonra sug¢ isleme egiliminde da-
siis basladigimi, kirk yasindan sonra bu
dustisin hizlandigmm1 gostermektedir. Bu
nedenle, yasin genclik bunalimlarnin bir
yansimasi olarak sugta etken oldugu kabul
edilmektedir {(Millham, 1993,
O’Shaugnessy, 1992). Psikiyatrik belirtilerin
yaygmligina iligkin arastirma sonuclari da

ruhsal bozukluklarin genel olarak en sik

25-44 yaslari arasinda gorildiigini, bu
yastan sonra belirtilerin azaldigim goster-
mektedir (Oztlirk, 1994). Bu calismada yas
ve psikiyatrik belirtiler arasinda bulunan
iliski belirtilen gorislerle tutarhlik gbster-
mektedir.

Hitktimliilerin aldiklar ceza sliresi
acisindan yapilan analizler yurtdiginda ya-
pilan ¢ahisma bulgulariyla tutarhlik goster-
memektedir. Yurtdisindaki g¢alismalarda
(Clark, 1972; Kalinch, Embert ve Senese,
1990; Robertson ve ark., 1994; Teplin,
1984) uzun siire ceza alanlarda psikiyatrik
belirtiler daha fazla bulunurken, bu calig-
mada her fic Slgek ile alinan ceza sliresi
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arasinda bir iliski bulunamamistir. Bu so-
nucun cezaevi yasantisindaki olumsuziuk-
larin yansimamasi amaciyla, uygulamalarnn
hikitm kesinlestikten sonra yapilmasindan
kaynaklandigi  ddstni(lmektedir. Erem
(1977), hiiklim giydikten sonraki ilk giinle-
rin zor oldugunu ve cezatin en etkili déne-
minin bu ilk ghnler oldugunu belirtmekte-
dir. Erem'e gbre, blitlin insanlarda varolan
en zor kosullara uyvum yetenefi, cezamn
etkisinin hiikimlilik sliresince aym sid-
dette duyulmasin engellemekiedir.

Cinsiyet agisindan yapilan analizler
kadin hikiimlilerin GSA, SCL 90R ve CDE
ortalama puanlarinin anlamh bir sekilde
erkeklerin -puanlarindan yitksek oldugunu
gostermektedir. Kadin hiktmbilerin erkek
htikiimitilere gore, daha fazla psikolojik
sikantilara sahip olduguna isaret eden bu
bulgu, cinsiyet farkhligim arastiran ¢alisma
buigulariyla tutarlihik gdstermektedir
(Hodgins, 1992; Levis ve ark., 1991;
Lindovist ve Alebeck, 1990; Wessely,
Castle, Douglas ve Taylor, 1994}. Kadmn
~suglulugu konusunda yapilan caligmalarda,
kadmlarin dnceden planli ve bilingli olma-
dan ve daha ¢ok kendilerini savunmaya
yoénelik anhk suglar igledigi ve suc isledik-
ten sonra pismanlik diizeyleri ile ruhsal
sorunlara sahip olma orammn yiksek ol-
dugu belirtitmektedir (i¢li, 1995; 11, 1990).
Aynica, psikiyatrik belirtilerin  yaygnlhg
konusunda yapilan tarama cahsmalar ka-
dinlarin psikiyatrik hastaliklara daha egi-
Limli olduklarimi ortaya koymaktadir
(Ozttrk, 1994). Bu durumda bu arastirma-
da goézlenen cinsiyetler arasmndaki ortalama
puan farklarmin yalnmizea hitiktimliiliik du-
rumuna bagh olarak yorumlanamayacagl
distunilmektedir., Kadiniarin toplumsal
degerlerden daha fazla etkilenmekte oldugu
ve cezaevinin kadinlar acisindan daha
olumsuz olan kosullan géz éntinde bulun-
duruldugunda, kadmnlarin daha fazla psiki-
yatrik belirti gdstermeleri ve her tic lcekten
de erkeklerden daha ylksek ortalamaya
sahip olmalar agiklanmaktadir.

Egitim ditzeyi GSA ve SCL 90R pu-
anlan acismdan bir fark yaratmamaktadir.
Ancak, CDE agsindan yiiksek okul me-
zunlari “okur-yazar”, “ilkokul” ve “ortaokul”
mezunu gruplardan anlamh diizeyde daha
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‘ digtik CDE puan ortalamasina sahiptirler.

Aym gekilde lise mezunu grup, “okur-yazar”
ve “ilkokul” mezunu gruplardan daha du-

stk CDE ortalamasma sahiptir. Genel ola-

rak hitklmlillerde egitim dlzeyi artt:kg:a :
CDE puanlan azaimaktadir. Bu bulgu ;
Oztirk’in (1994) egitim diizeyi diistitkce E
ruhsal bozukluklarin arttifn saptamasiyla *
tutarhlik gdstermektedir. Bu sonug¢ aym !
zamanda depresif belirtilerin bilissel acidan - =
daha net bir sekilde kabul edilmesinin egi- %
timle saglandif seklinde yorumlanabilir. f

Gortildigli gibi demografik degis-
kenlere iligkin analizlerden elde edilen bul-- é
gular, genel psikiyatrik belirtilerin toplum- z

daki daghmlarivla benzerlik gostermekte--; 3

dir. Bu benzeriik de bu sonuclarm hii- -
kiimlli olmaktan bagimsiz olarak toplurnda‘ :
var olan sosyal egilimleri yansittifini akla
getirmektedir,

Sug tirll agisindan gruplar ara81 ;
ortalama puanlara bakildiginda, GSA, SCL
90R ve CDE’de en yiiksek ortalamaya hir-
sizlik sucundan hukiim giyenierin sahap
oldugu gérilmektedir. Yapilan varyans
analizinde dlgeklerden sadece CDE acisin-%§
dan hirsizhk sucundan hiikfim giyenier ileif
uyusturucu madde ve dolandimeciik sugla-3
rindan hiktm giyenler arasinda bu farkj
anlaml bulunmustur. Uyusturucu madde}
kullammminin  ruhsal bozukluklara neden
oldugu kabul edilmektedir (Oztirk, 1994). 3
Uyusturucu madde bagimlihi konusunda
yvapllan calismalarda baz kisiiik bozuklu-:i
Buna sahip kigilerin bu maddeleri kullan- _-?
maya daha yatlkan oldugu saptanmistir (Oz—_‘,,
den, 1992}, Bu bilgiler 1:1@inda daha yiuk-3
sek belirti gbstermesi dlslnilen bu suc#
tirtinde elde edilen puan ortalamalarininy
diistkliglintn nedeninin, arastirmada kul-3
lanilan genel belirti ve depresyonu sapta-
maya yonelik o¢lgeklerle kigilik bozukluguid
grubunun tammlanamamas: oldugn dusu-‘
nitlmektedir. =

Aragtirmada dolandiniciik sug til-.
rinde siniflandmilan  bireylerin  ortalama
puanlart da diiglik olarak bulunmustur.3
Organize sug¢ kapsaminda degeriendirilen;
dolandiriciigin kamu yénetiminin zayifladi-g§
& ve yasal yollardan ulagilamayan maddij
degerlere, yasal olmayan yoltardan ulagmaj
olanaklarimm arttijn sosyal c¢ozllme do
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nemlerinde goriildiign belirtilmektedir (Y-
cel, 1994). Dolandiricilik grubunda bqlu-
nan kisilerin psikiyatrik belirtileri nedeniyle
degil, bilingli ve istemli olarak bu suglan

. isledikleri, ayrica kendilerini bu suglar

iglemede hakh gordikleri ve bu ruhsal du—l
rumlartun  Sleeklerden . atdiklar: puanlara
yansidig diigintimektedir.

Mala yonelik suglardan olan hirsiz-
lik, bircok riski olmasma ragmen, cahsma-
dan ve toplum tarafindan para kazanma
icin kabul edilen becerilere sahip olmadan
para kazanma yoludur. Suclular Tizerinde
yapilan istatistik caligmalannda en fazla
tekrarlanan su¢ tiirtniin hirsizhk oldugu
gorilmektedir. Hirsizhgn heyecan, baska-
larmin malim ve parasiu kullanma gibi
kisiye psikolojik getirilerinin bulundugu
belirtilmektedir (icli, 1994). Hikiim aldifin-
da hirsizlik sugunu isleyen kisi maddi ka-
zancin yanisira, bu isten sagladit psiko-
lojik getirileri de kaybetmektedir. Buna ila-
ve olarak, cezaevlerinde varoldugu soylenen
hiikimlil alt kiltirinde adam o6ldarme,
yaralama gibi bazi suglar daha kabul go-
riirken, hirsizhk sucu kabul gérmeyen ve
horlanan suglar arasmndadir. Bu yénlerden
bakildiginda hirsizhk sucu isgleyenlerin,
diger gruplardan daha fazla depresif belir-
tiler gostermesi agiklik kazanmaktadir.

Ruh saghf alaninda galisanlar ruh-
sal bozukluklann yayginlifimn ve bunun

‘toplumsal yasantiya yansimalannin arttigi-

na dikkati cekmekiedirler. Yurtdisinda ya-
pilan ¢calismalar ruhsal bozukluklan olanla-
min daha cok adli sistem iginde sorunlar
yagadiklarimi  gdstermektedir. Ulkemizde
saglikh istatistik bilgiler olmamas1 nede-
niyle, suc isleyip de cezaevi yerine akil
hastanelerine kapatlan, hatta savunmasini
yapamayacagl gerekcesiyle yargilanamayan
ruhsal bozuklupgu sahip kigiler hakkinda
bilgilere erisilememektedir. Yalnizca sug
islemis ve bu sugtan hikam giymis bireyler
Uzerinde yiratiillen bu arastirmada hu-
kiimliilerde genel psikiyatrik belirti ve dep-
resyon puanlarmm ylksek oldugu goéril-
mektedir.

Ruhsal bozukluklar olanlarin sug-
lulugu kavramina agiklik getirilebilmesi i¢in
daha kapsamli arastirmalara gerek vardir.
Ozellikle hitkiimli gruplan Gizerinde bu tar

tarama calgmalanna daha fazla yer veril-
mesi gerektigi dUstntilmektedir. Toplumu-
muzda varolan genel kani nedeniyle, cezae-
vindeki kisilerin ¢oguniugu da sorunlarini
gbrmezden gelmekte ya da kendi kendileri-
ne coziim bulmaya cahismaktadirlar. Bu
durum gercekten yardima gereksinimi olan
bireylerin bagvuruda bulunmamas1 nede-
niyle, yardim almasim engellemektedir. Bu
tip tarama ¢ahsmalanyla ruhsal bozukluk
nedeniyle su¢ isleme konusuna bir agkhk
getirilebilecegdi gibi, olduk¢a yapay bir ortam
olan cezaevinde gelisme ¢aglarmin en kritik
dénemlerini geciren ¢ocuk ve genclerle, en
verimli yillarini gegirmek zorunda olan ye-
tigskinlere koruyucu ruh saghg hizmetleri-
nin gdtiirilmesini ve adalet sistemi iginde
psikologlarin hak ettikleri yeri almalarim
saglayacag umut edilmektedir.
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Assessment of Psychological Symptoms
of Prisoners

Giilcin DEMIR"
Ministry of Justice

Introduction

Different sciences have tried to ex-
plain and resolve the phenomenon of crime,
which is considered to be one of the most
important problems of society. One of the
branches of science that has contributed to
the understanding of criminal behavior is

psychology. Throughout the history of psy- -

chology certain theories like mental disor-
ders, psychological structures or personal-
ity problems have been inferenced to reveal
crime. Although each theory has different
explanations, the point they have in com-
mon suggests that crime be taken up as a
reaction or a call for help; and that the
criminal be defined as an "ill", "incompati-
ble" or "pathological” person. {Gibbons,

- 1970}

One of the issues that is investigated
in crime research is the evaluation of the
criminals in terms of their psychiatric ap-
pearances or in other words the symptoms.
Studies have shown that the people with
these symptoms have a greater crime rate
than those who do not {Fido et. al., 1992;
Jerell & Komisaruk, 1990; Robertson et.al. ,
1994).

Recently, instead of locking up those
people with mental disorders, they are
placed in society provided that their incli-
nation to heal in society develops. The term
"the guilt of those with mental disorders”,
which has been adapted by many mental
health specialists in the U.S.A and Great
Britain, is used to emphasize the fact that
the frequency of committing crime in those

with mental disorders has risen (Teplin,
1983).

Ayhan DEMIR
Middle East Technical University

Studies on the reasons of commit-
ting crimes or the evaluation of criminals in
terms of their psychological profiles in Tur-
key have emphasized the prevalence of the
psychiatric symptoms (Aydm et al., 1990;
Birsdz et al., 1988; Kaya, 1993;-Oy et al.,
1990; Yavuzer, 1981). The present study
was carried out to investigate the presumed
link between crime and the prevalence -of
the psychiatric symptoms. In addition, the
relationships between psychiatric symp-
toms and the duration of the sentence re-
ceived, the type of crime committed, and
demographic factors (age, sex, level of edu-
cation, marital status) were investigated.

Method

Subjects

The study took place in 35 prisons
with large numbers of inmates and psy-
chologists on staff. Because the literature
indicates that living in prison has a nega-
tive effect on people in terms of their physi-
cal and mental health, prior prison experi-
ence was seen as a possible confounder for
this study. Therefore, prisoners with a
prior conviction were not included in this
study. The subjects of this study were 391
convicts who had only been convicted once.

Measures

All of the personal data obtained
from the convicts were collected using a
questionnaire. In order to measure psychi-

. atric symptoms, General Health Question-

naire, Symptom Check List 90R (SCL 90R)
and Multiscore Depression Inventory were

Address for correspondence: Dr. Gligin Demir, Adki Psikolog, Adaiet Bakanhg: Egitim Birimi Sube Midirl, Ankara, TURKEY.
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used. All of these measures have been
adapted into Turkish and there is evidence
to support their reliability and validity.

Procedure

The psychologists working in the in-
stitution were - asked to administer the
questionnaire to each convict individually.
The questionnaire included a demographic
form, the General Health Questionnaire, the
Symptom Check List and the Multiscore
Depression Inventory which were adminis-
tered to all subjects in the same order.

Results and Discussion

The average scores in terms of the
general symptom scales that the convicts
got in this study were noticeably high.
Taking 3.00 as a cutoff indicating a general
tendency to have a mental disorder in Tur-
key (Iren-Akbiyik et al.,, 1996), the convicts
in this sample averaged above the cutoff (X
= 4.37). The convicts’ mean score on the
SCL 90 (X = 0.92) was also just below the
score of 1.0, the cutoff above which scores
are taken to indicate pathology. In studies
carried out in Turkey and abroad it is
shown that psychiatric symptoms are
prevalent among the convict groups. The
present findings agree with findings from
other studies indicating a close relationship
between crime and the prevalence of psy-
chiatric symptoms.

The psychiatric symptoms in the
long-term convicts are found to be greater
in studies done abroad (Clark, 1972; Ka-
linch et al., 1990; Robertson et al., 1994,
Teplin, 1984). In the present study, there
was no relationship between the length of
the convicts'
symptoms.

It was found that with increasing
age the SCL 90R and MDI scores decrease.
Also, female convicts have higher scores in
GSA, SCL 90R, and MDI than male convicts
do. This finding, which is a prominent indi-

sentences and psychiatric

cator of the fact that female convicts face
greater psychiatric symptoms than male
convicts, is in line with other findings on
the differences between sexes (Hodgins,
1992; levis et al.,, 1991; Lindovist & Alle-
beck, 1990; Wessely et al., 1994). :

Level of education is not signifi- =+
cantly related to the GSA and SCL 90R
scores. However, it is related to the MDI
scores. Convicts with a college degree
earned lower scores on MDI than those who
are literate with no formal education and
those with primary school or middle school
education. Similarly, convicts with high -&
school education have lower scores than -
those who are literate with no formal edu- if‘
cation or those with primary school educa- %
tion. In general, as the level of education of #
a convict increases the MDI score de-
creases. This finding is in line with Oztlrk’s E
(1994) finding that there is an increase in %
psychiatric symptoms as level of education %
decreases. z

It is evident that the relationship 2
between psychiatric symptoms and the &
demographic variables in the present sam- %,
ple are similar to the relationship observed =
in the general non-convict population. This g
similarity suggests that the present results 3
also reflect general trends in the society “§
that affect convicts and non-convicts alike. E

The relationship between psychiatric £
symptoms and the type of crime committed =&
reflects a general teridency of those con- 4
victed of theft to have higher scores on all §
three scales. In the ANOVAs, however, the §
only significant difference was found for:}
MDI: Post-hoc analyses indicated that con-:
victs convicted of theft have higher scores ;
than those who were convicted of narcotic &
charges or of swindling.

This study, which was carried out
only on individuals who committed and %
were convicted of a crime, indicates that §
there is a relationship between general psy- 4
chiatric symptoms and committing a crime.
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Cognitive Therapy For Depression:
Conceptual and Empirical Issues

Barbara J. BACKS
University of Calgary

Keith S. DOBSON*
University of Calgary

Abstract
The guiding principle of cognitive models of depression is that the way in which an indi-

vidual interprets an event determines how he/ she will respond to that event. In the most
well-known cognitive model of depression, Beck and his colleagues propose four specific
cognitive processes to explain the phenomenon of depressior: The cognitive triad, cogni-
tive errors, depressogenic cognitive schemata, and the cognitive-personality vulnerability
factors of sociotropy and autonomy. Cognitive therapy has been proven effective in
treating a wide vartety of psychopathological conditions, and ils scope continues_to
broaden. However, Dobson and Pusch (1993) also raised two fundamental issues with
respect to cognitive therapy. First, they expressed concern about the empirical status of
cognitive therapy. Second, they expressed concern that applications of cognitive therapy
may be pushing beyond the conceptual boundaries. This article will provide an updated
review of the first issue with respect to unipolar depression. The purposes of this article
are to review the empirical status of cognitive therapy for unipolar depression, to ad-
dress theoretical issues regarding cognitive therapy;- and to recommend areas and is-
sues which require further study and consideration.

Key words: Cognitive therapy, research status, depression.

The guiding principle of cognitive
models of depression is that the way in
which an individual interprets an event
determines how he/she will respond to that
event. That is, one's affect and behavior are
largely determined by the way in which one
structures the world via cognitive proc-
esses. Cognitive processes, such as negative
or distorted thinking, are proposed to be
related to the onset, maintenance, and/or
alleviation of depression (Beck, 1963, 1964;
Beck, Rush, Shaw, & Emery, 1979; Kovacs
& Beck, 1978). In the most well-known
cognitive model of depression, Beck and his
colleagues propose four specific cognitive
processes to explain the phenomenon of
depression: The cognitive triad, cognitive
errors, depressogenic cognitive schemata,
and the cognitive-personality vulnerability
factors of sociotropy and autonomy {Beck,
1983; Beck et al., 1979).

Cognitive therapy is an active, di-
rect, structured, short-term, psycho-

educational psychotherapy based upon the
theoretical rationale that cognitive proc-
esses largely determine one's affect and
behavior (Beck et al., 1979). Cognitive ther-
apy attempts fo identify, evaluate, and
modify faulty information processing and
cognitive processes, as a core assumption
of cognitive therapy is that the way in
which an individual processes information
must be modified in order to effect real
change in psychological functioning and
prevent the recurrence of psychopathology.
In cognitive therapy, clients are taught that
the content and process of their thinking
style mediates emotional distress, that they
can learn to systematically evaluate their
beliefs and information-processing styles,
and that modification of their thoughts can
make them more objective and result in
therapeutic changes in affect and behavior.
Cognitive therapy focuses on assisting cli-
ents to examine and understand the way in
which they perceive themselves, their

* Address for correspondence: Keith S. Dobson, University of Calgary, Departrent of Psychology Canada.
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world, and the future, and to experiment
with more adaptive ways of responding in
cognitive, emotional, and behavioral modes.
Although a variety of cognitive models have
been proposed, therapy models within the
cognitive tradition share the following basic
assumptions: "(1) Cognitive activity affects
behavior; (2) Cognitive activity may be
monitored and altered; (3) Desired behavior
change may be affected through cognitive
change” (Dobson, & Block, 1988, p.4).

Dobson and Pusch (1993) clearly
articulated the reasons for the rapid growth
of cognitive therapy. These arguments have
not changed, and clearly cognitive therapy
continues to enjoy overwhelming popularity
and success. Cognitive therapy has been
proven effective in treating a wide variety of
psychopathological conditions, and its
scope continues to broaden {Alford, & Beck,
1996). However, Dobson and Pusch (1993)
also raised two fundamental issues with
respect to cognitive therapy. First, they ex-
pressed concern about the empirical status
of cognitive therapy. Second, they ex-
pressed concern that applications of cogni-
tive therapy may be pushing beyond the
conceptual boundaries. This article will
provide an updated review of the first issue
with respect to unipolar depression. The
purposes of this article are to review the
empirical status of cognitive therapy for
unipolar depression, to address theoretical
issues regarding cognitive therapy, and to
recommend areas and issues which require
further study and consideration.

The Empirical Status of
Cognitive Therapy for Unipolar
Depression

Cognitive therapy for unipolar de-
pression is undoubtedly the most popular
and most studied of the psychotherapies.
This interest likely stems from the fact that
cognitive therapy for depression details a
well-defined model of the psychopathology,
specifies a well-defined therapeutic ap-
proach, and has been empirically validated
as an effective treatment for unipolar de-
pression (Alford, & Beck, 1996; Blackburn,
& Davidson, 1995; Chambless et al. 1996;

HAZIRAN 1998, CILT 13, SAY! 41

Dobson, 1989; Dobson, & Pusch, 1993;
Scott, 1996).

The present state of knowledge sug-
gests that cognitive therapy is as effective, if
not more effective, than other modes of
psychotherapy and pharmacotherapy. Em-
pirical studies have consistently demon-
strated that cognitive therapy of depression
is comparable to or superior to other forms
of therapy and even pharmacotherapy
(DeRubeis, & Feeley, 1990; Dobson, 1989;
Evans et al.,, 1992). Although more recent
research indicates that the initial reports of
clear superiority of cognitive therapy may
need to be attenuated, it remains to be seen
whether cognitive therapy holds promise in
preventing relapse and that this may be
where the superiority les (Blackburn, Eun-
son, & Bishop, 1986; Dobson, Pusch, &
Jackman-Cram, 1991; Simons, Murphy,
Levine, & Wetzel, 1986). Even more encour-
aging has been the growing consensus that
cognitive therapy is effective even for se-
verely depressed individuals (Bowers, 1990;
Miller, Norman, Keitner, Bishop, & Dow,
1989; Thase, Bowler, & Harden, 1991).

Cognitive Therapy vs. Other Psycho-
therapy

Results of recent studies indicate
that cognitive therapy is at least as suc-
cessful, if not more successful, in the
treatment of unipolar depression as com-
pared to other modes of psychotherapy.
Shapiro et al. (1994} assigned depressed
individuals with varying severity of symp-
toms to either & or 16 weeks of cognitive-
behavioral therapy or psychodynamic-
interpersonal therapy to compare the ef-
fects of therapeutic modality, length of
treatment, and severity of depressive
symptomatology on the effectiveness of the
treatments. They found that cognitive-
behavioral therapy and psychodynamic-
interpersonal psychotherapy both produced
substantial improvement in depressive
symptomatology, and were equally effective
in treating depression, regardless of severity
of the depression. This study also found
that cognitive-behavioral therapy did not
produce more rapid treatment effects than
psychodynamic-interpersonal psychother-
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apy, nor did the effectiveness of therapy
differ as a result of the number of sessions.
However, the authors caution that it is pos-
sible that therapy may have been adjusted
to fit the time available. Additionally, im-
provement was stable and relatively
equivalent at a 3-month follow-up after
completion of treatment. Consistent with

previous studies, cognitive-behavioral ther-

apy demonstrated a significant advantage
when the Beck Depression Inventory (BDI)
was used as the outcome variable, with
cognitive-behavioral ~ therapy preducing
greater reductions in BDI scores than psy-
chodynamic-interpersonal therapy.

Gallagher-Thompson and Steffen
(1994} compared the efficacy of cognitive-
behavioral and brief psychodynamic psy-
chotherapy with a group of depressed fam-
ily caregivers. Both groups demonstrated
substantial reductions in  depressive
symptomatology upon completion of ireat-
ment, with no significant difference between
the two treatment conditions. However,
there was a significant interaction of treat-
ment condition and length of time -as &
caregiver. That is, individuals who had been
involved in long-term caregiving (i.e., more
than 44 months) exhibited a better treat-
ment response to cognitive-behavioral ther-
apy, whereas individuals who had been
involved as caregivers for a relatively short
period of time {i.e., less than 44 months)
exhibited a better treatment response to
brief psychodynamic therapy. The results of
this study indicate the need to further
evaluate client characteristics which predict
differential treatment response.

The NIMH collaborative study (Elkin
et al., 1989) compared the efficacy of cogni-
tive therapy, interpersonal therapy, phar-
macotherapy plus clinical management,
and placebo plus clinical management in
the treatment of depression. Results indi-
cated that all four treatment conditions
produced equivalent rates of improvement
of depressive symptomatology. However, a
number of cautions have been voiced re-
garding these results. For example, the rate
of improvement in the placebo condition
was considerably higher in this study than
in other comparable studies, whereas the

average rates of improvement for the active
treatments were comparable to other stud-
ies. Also, questions have been raised about
the competence of the therapists across the
sites involved in this study. It has been rec-
ommended that until these issues are ad-
dressed in future research, the results of
the NIMH collaborative study on depression
should be interpreted with caution (Hollon,
Shelton, & Davies, 1993; Scott, 1996).

O'Leary and Beach (1990) compared
the effectiveness of cognitive therapy, be-
havioral marital therapy, and a no-
treatment control group in treating couples
who presented with both marita! distress
and depression. Results indicated that both
active treatments were more effective than
the no-treatment control group, however,
behavioral marital therapy was more Suc-
cessful than cognitive therapy in reducing
marital distress.

Jacobson, Dobson, Fruzzetti,
Schmaling, and Salusky (1991) compared
the effectiveness of cognitive-behavioral
therapy, behavioral marital therapy, and a
combination of these two therapies in the
treatment of depression in the wives of
maritally distressed and nondistressed
couples. Results indicated that all three
treatments produced both clinically and
statistically significant reductions in de-
pressive symptomatology, as measured by
both the Beck Depression Inventory and the
Hamilton Rating Scale for Depression.
However, using the Beck Depression In-
ventory as the outcome variable, it was
found that cognitive-behavioral therapy was
more effective than behavioral marital ther-
apy in reducing depressive symptoms of
wives in maritally nondistressed couples,
whereas in maritally distressed couples the
effectiveness of the therapies for depression
were equivalent. Jacobson et al. (1991)
raise the possibility that the effectiveness of
the combined therapy condition may have
been limited by the way in which the two
component treatments were combined.

Teichman, Barel, Shor, Sirota, and
Elizur (1995) suggest that previous studies
(i.e., Jacobson et al, 1991; O'Leary, &
Beach, 1990} indicate that cognitive ther-
apy and behavioral marital therapy are
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equally effective in alleviating depression,
but that the difference appears to arise as a
function of marital distress. That is, be-
havioral marital therapy seems to be more
effective in treating maritally distressed
couples. Further, Teichman et al. {1995)
recognized the limitations of the combined
cognitive and behavioral marital therapy
condition featured in the Jacobson et al
(1991) study, and proposed and tested an
integrated cognitive marital therapy fea-
turing both a cognitive and a systemic fo-
cus. This study compared the effectiveness
of individual cognitive therapy, cognitive
marital therapy, and a no-treatment control
group in the treatment of depression in
maritally distressed couples. Results indi-
cated that cognitive marital therapy was
more effective in reducing depressive
symptomatology than either cognitive ther-
apy or the no-treatment control group,
which did not significantly differ upon com-
pletion of treatment. However, at the 6-
month follow-up assessment, rates of re-
covery for cognitive therapy and cognitive
marital therapy were roughly equivalent,
and both active treatments were superior io
the control group. The authors of this study
suggest that cognitive marital therapy ap-
pears to provide the same results as stan-
dard cognitive therapy in maritally dis-
tressed couples, but effects this change
within a shorter time frame.

Beach and O'Leary (1992} randomly
assigned couples who were reporting mari-
tal discord and in which the wife met diag-
nostic criteria for major depressive disorder
or dysthymia to either behavioral marital
therapy or cognitive therapy. Results indi-
cated that both therapeutic modalities were
effective in reducing the wives' depression
compared to the waiting list control group,
with no significant advantage of .one ther-
apy modality over the other. Also, only the
behavioral marital therapy treatment pro-
duced significant improvements in the
wives' ratings of marital satisfaction, with
cognitive therapy and behavioral marital
therapy producing similar increases in the
husbands' ratings of marital satisfaction.

The US Department of Health and
Human Services {1993, as cited in Scott,
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1996} conducted a meta-analysis compar-
ing the efficacy of cognitive therapy, behay-
ior therapy, interpersonal therapy, and
waiting list controls. Cognitive therapy was
found to be roughly equivalent in efficacy to
behavior therapy and interpersonal ther-
apy, whereas cognitive therapy did have a
slight advantage to treatment using phar-
macotherapy alone. Individual cognitive
therapy was effective in treating acute de-
pression in approximately 50% of cases,
while group cognitive therapy was effective
in approximately 39% of cases. '

In a review of the literature,
Matheney, Brack, McCarthy, and Penick
(1996) conclude that the effectiveness of
cognitively-based ireatment approaches to
depression is similar to the effectiveness of
psychotherapy in general. However, they
argue that the strength of the cognitively-
based approaches lies in their applicability
o managed carc situations, by virtue of
their structured, short-term approach and
long-lasting maintenance of change.

Stuart and Bowers (1995) conducted
a meta-analytic review of research on cog-
nitive therapy with depressed inpatients to
evaluate its applicability to this population.
Results suggest that. cognitive-behavior
therapy is an effective treatment, both on
its own and as an adjunct to pharmaco-
therapy, for depressed inpatients. The
authors concur with Matheney et al. (1996)
that cognitive-behavioral treatments are
well-suited- to the current demands of inpa-

tient and managed care settings. However, -

the authors also recommend that further
controlled outcome studies be conducted
with this population to confirm their find-
ings.

(1994} developed a modified form of cogni-

tive therapy in an abbreviated format to :
determine whether the addition of this

treaiment to standard freatment for de-
pressed inpatients substantially improved
the recovery of these individuals. The seven

individuals involved in this pilot study -
demonstrated moderate success, with only
one. of the seven continuing to meet diag- &
nostic criteria for depression upon comple- -
tion of treatment. The authors are currently -

Scott, Scott, Tacchi, and Jones
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evaluating the effects of this abbreviated
treatment package within a randomized
clinical trial.

Cognitive Therapy vs. Pharmaco-
therapy '

Studies have also compared the ef-
fectiveness of cognitive therapy to pharma-
cologic interventions using antidepressant
medications in the treatment of unipolar
depression. Bowers (1990} compared the
effectiveness of pharmacotherapy alone,
relaxation plus pharmacotherapy, and cog-
nitive therapy in combination with pharma-
cotherapy (i.e., nortriptyline} in the treat-
ment of a group of depressed inpatients.
Results indicated that the combined cogni-
tive therapy and pharmacotherapy treat-
ment was superior to relaxation plus phar-
macotherapy, and to pharmacotherapy
alone in the reduction of depression.

Hollon, (1992) and Evans et al
(1992) compared the effectiveness of cogni-
tive therapy, pharmacotherapy (using imip-
ramine}, and a combination of cognitive
therapy and pharmacotherapy in the treat-
ment of depression. Results indicated that
there was no significant difference in the
effectiveness of cognitive therapy and
pharmacotherapy, and also indicated that
combining these two approaches did not
result in significantly enhanced efiective-
ness. Further, initial severity of depression
was not related to outcome. That is, the
common conception that more severely de-
pressed patients respond better to pharma-
cotherapy than to cognitive therapy was not
supported.

In their reviews of research com-
paring psychological with pharmacological
treatments of depression, Antonuccio,
Danton, and DeNelsky (1995) and Hollon,
Shelton, and Loosen (1991} concluded that
cognitive-behavioral therapy is at least as
effective as anti-depressant medication in
the treatment of depression, and more ef-
fective in reducing the risk of relapse of
depression, regardless of depression sever-
ity. Antonuccio et al. {1995) conclude that
both cognitive-behaviora!l and interpersonal
psychotherapy should be considered the

treatments of choice for depression.

The US Department of Health and
Human Services (1993, as cited in Scott,
1996) meta-analysis indicated that com-
bining cognitive therapy with antidepres-
sant medication does not produce signifi-
cantly improved results compared to either
treatment alone. However, the attrition rate
decreases significantly (i.e., by 50%]) with
this combined therapy compared to phar-
macotherapy alone, a finding that should
be evaluated further.

Issues Regarding Cognitive
Therapy for Depression
A variety of issues have been raised
with respect to cognitive therapy for de-

pression. These are summarized in the ta-
ble below, and will be discussed further.

Table 1
Theoretical Issues Regarding Cognitive
Therapy of Depression '

1. Applicability of cognitive therapy to severe cases of
depression

2. Active ingredients of cognitive therapy

3. Declining effect sizes for cognitive therapy over
fime

4. Role of ciient characteristics

5. Role of fife stress in depression

6. Adaptations of cognitive therapy which take cogni-
tive-personality modes into account

7. Role of protective factors in preventing a depressive
shift )

8. Role of cognitive therapy in preventing or reducing
relapse of depression

8. Methodological issues and limitations of current
research

Severity of Depression

A debate has evolved regarding the
applicability of cognitive therapy to more
severe cases of depression. Research has
produced conflicting results in this regard.
For example, a number of well-controlled
studies have demonstrated that cognitive
therapy is as effective with severe cases as
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with more moderate cases of depression
{Antonuccic et al., 1995; Bowers, 1990;
Evans et al., 1992; Hollon et al., 1991;
Hollon et al., 1992).

However, at least two studies con-
tradict the above findings. Elkin et al
(1995) provided additional analyses of the
original NIMH data, and found that initial
severity of depression predicted differential
response to treatment, with more severely
depressed patients responding better to
pharmacotherapy (i.e., imipramine} than to
cognitive therapy or interpersonal therapy.
Also, more severely depressed patients ex-
hibited better responses to interpersonal
therapy thamn to cognitive therapy on some
outcome measures. However, two caveats
must be considered in regard to these
findings. First, the finding of differential
treatment effects was dependent upon the
outcome criterion. This analysis used the
Global Assessment Scale (GAS) to define
severity, rather than wusing a standard
measure of depressive symptomatology.
Previous research that has found support
for the effectiveness of cognitive behavioral
therapy has typically relied on the Hamilton
Rating Scale for Depression (HRSD) or the
Beck Depression Inventory (BDI) as the
outcome criterion. These authors argue
that the GAS differs from the HRSD or BDI
by taking impairment in functioning into
account, and that this may be the reason
for the difference in results from the origi-
nal analysis. Second, the differential treat-
ment effects do not extend beyond the
treatment period. That is, at an 18-month
follow-up assessment, there were no differ-
ences across groups in terms of who recov-
ered and remained recovered.

The second study which contradicts
the findings that severity is not relevant to
the effectiveness of cognitive therapy for
depression (Thase, Simons, and Reynoids,
1993) suggests that there are subtypes of
depressive symptom presentations that
predict poor response to cognitive-
behavioral therapy. Specificaily, they found
that extremely severe symptomatology as
manifested by a Hamilton Depression score
of 20 or above, disturbed EEG sleep pro-
files, and/or hypercorticolism, was predic-
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tive of poor response to cognitive-behavior
therapy. The authors suggest that the com-
bination of increased symptom severity and
such neurobiological markers may serve as
an indication for the use of pharmacother-
apy, either alone or in combination with
cognitive-behavior therapy.

Two other studies investigating the
effects of biological markers alone in pre-
dicting treatment response have produced
conflicting results. McKnight, Nelson-Gray,
and Barnhill (1992} examined the utility of
a proposed biological marker, the dexa-
methasone suppression test (DST}, in pre-
dicting differential responsiveness to phar-
macological and cognitive therapies. Re-
sults indicated that DST was not useful in
predicting differential response to treat-
ment, but was useful in predicting response
to treatment in general. That is, abnormal
DST results predicted poor response to both
treatment modalities, and the two treat-
ments were equally effective in normalizing
DST response at the end of treatment. This
finding suggests that DST response may
serve as an indication of poor response to
treatment in general, one not specific to
cognitive therapy.

Simons and Thase ({1992) investi-
gated the effects of cognitive therapy on
individuals with four types of sleep EEG
abnormalities, and found that therapeutic
outcome was not associated with any of
these characteristics. This finding lends
further support to the possibility that bio-
logical markers, such as sleep EEG abnor-
malities, are not associated with response
to cognitive therapy. Whisman (1993) also
concludes that research has not supported

the hypothesis that endogenous types of -

depression are related to poorer outcome
with cognitive therapy. Results to date pro-

vide conflicting information regarding the

issue of the effectiveness of cognitive ther-

apy for more severe cases of depression. -

Further research is required to clarify this
issue.

Active Ingredients of Cognitive
Therapy

A second issue involves the ingredi-

ents of cognitive therapy which are respon-
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sible for its effectiveness. The cognitive the-
ory of depression specifies components of
cognitive therapy which are hypothesized to
be responsible for the successful outcomes
of cognitive therapy for depression. Factors
which have been investigated include as-
pects of cognitive therapy, including be-
havioral activation, provision of coping
skills to deal with negative automatic
thoughts, and schema-focused interven-
tions. Other factors include common thera-
peutic factors such as therapeutic alliance,
client involvement in therapy, therapist
competence, snd adherence to the thera-
peutic framework.

Unique aspects of cognitive
therapy. Jacobson et al. {1996) conducted
a component analysis of cognitive-
behavioral therapy for depression to deter-
mine the active ingredient(s) responsible for
successful outcome. The following coimpo-
nents were examined: 1) Behavioral activa-
tion alone; 2) behavioral activation plus
modification of automatic thoughts, but not
including components of cognitive therapy
aimed at modifying core schemas; and 3)
full cognitive therapy treatment (involving
behavioral activation, modification of auto-
matic thoughts, and meodification of core
schemas). Results indicated that the full
cognitive therapy package was no more
successful in treating depression or reduc-
ing short-term rates of relapse than the two
components of cognitive therapy {behavioral
activation alone, and behavioral activation
plus modification of automatic thoughts).
These findings do not suppoert the cognitive
model of depression proposed by Beck,
which emphasizes the importance of modi-
fying the core depressogenic schema in or-
der to successfully treat depression. How-
ever, interpretation of the longer-term fol-
low-up data will be important to evaluate
the effect of the three treatment conditions
on longer term relapse of depression.

Hayes, Castonguay, and Goldfried
(1996) evaluated the role of therapist focus
on cognitive, interpersonal, and develop-
mental or vulnerability factors for depres-
sion in the outcome of cognitive therapy.
Results indicated that therapeutic inter-

ventions which focused on changing in-
trapersonal and interpersonal cognitions
were not associated with improvement in
depressive symptomatology. In fact, a focus
on changing interpersonal cognitions was
associated with poorer global functioning,
whereas a focus on behavioral change in
the interpersonal domain was associated
with better global functioning upon com-
pletion of treatment. Finally, a focus on
developmental origins of depression (i.e.,
experiences with parents) was associated
with better outcome both in terms of re-
ductions in depressive symptomatology and
in terms of global functioning at a two year
follow-up. The authors conclude that a fo-
cus simply upon changing one's cognitions
about the self and others is too superficial
to produce lasting change, and that a focus
on the schema level or developmeéntal ori-
gins of such cognitions seems to be the
active ingredient for successful outcome of
cognitive therapy for depression. This find-
ing suggests that integration of therapeutic
moedalities which emphasize developmental
factors (e.g., cognitive, interpersonal, psy-
chodynamic) may represent a logical next
step for research in this area.

The issue of mediators and mod-
erators of change in cognitive therapy has
been examined. Whisman (1993} concludes
that changes in cognition not only covary
with changes in depression, but also pre-
cede changes in depressive symptomatol-
ogy. Therefore, cognitive change is sup-
ported as a mediator or mechanism of
change in cognitive therapy of depression.
With respect to the specificity of this rela-
tionship, Whisman has evaluated the re-
sults of studies which have compared be-
havioral and cognitive components of cog-
nitive therapy, as well as cognitive therapy
and other treatments. Although results of
these comparisons indicate at least limited
support for the specificy of the relationship,
Whisman concludes that methodological
difficulties inherent in the available litera-
ture limit the conclusions that can be
drawn, and proposes that stronger support
would be found if, for example, studies pos-
sessed greater power to detect true differ-
ences.
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An extension of this issue involves
an evaluation of the empirical evidence for
the cognitive theory of depression as evi-
denced in studies evaluating cognitive ther-
apy of depression. That is, does the cogni-
tive therapy of depression validate the cog-
nitive theory of depression? Qei and Free
(1995) investigated three questions with
respect to this issue: 1) Is cognitive change
produced by cognitive therapy? 2) If so, is
improvement in depression associated with
this cognitive change? 3) Is the relationship
between cognitive change and symptom
alleviation specific to cognitive therapies?
Data from outcome studies published be-
tween 1970 and 1990 on the treatment of
depression (including cognitive-behavior
therapy, pharmacotherapy, other psycho-
logical treatment, and wait list control) were
analysed. Resulis indicated that all treat-
ments, including the wait list control, were
associated with reductions in maladaptive
cognitions, although the active {reatments
were associated with significantly greater
reductions than the wait list control. How-
ever, there were no significant differences in
amount of change of maladaptive cognitions
among the active treatments. Further
analyses revealed that cognitive change was
positively associated with reductions in
depressive symptomatology for the cogni-
tive-behavior therapy and other psychologi-
cal treatments groups, but not for the drug
treatment or wait list control groups. Qei
and Free conclude that although cognitive
change does occur in cognitive therapy, it
also occurs in other psychological treat-
ments and pharmacological treatment.
Whether the active ingredient in producing
cognitive change varies across these active
treatments, or whether there is a common
"third factor" remains to be seen. They sug-
gest that each of these treatments may
simply be intervening at different points of
the same circular process model, with
change at one point effecting change at the
other points as well, They also recommend
that future research evaluate the mecha-
nisms of cognitive therapy that produce
change in cognitions, whether these
mechanisms are the most effective means of
producing cognitive change, and whether
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cognitive change is the common crucial
factor in recovery from depression across
active treatments for depression.

Barber and DeRubeis (1989) review
a variety of models of cognitive therapy and
evaluate the rescarch evidence for each
model. They propese a compensatory skills
model of cognitive therapy in which the
active ingredient respomsible for effective-
ness is the provision of a set of metacogni-
tive and planning or problem-solving skills
which can be used by clients to deal with
and to halt negative thinking both during
the depressive episode and following remis-
sion. Research is required to evaluate this
model empirically.

Nonspecific factors in cogni- -

tive therapy. The equivocal results re-
garding the unique factors of cognitive
therapy may be due, at least in part, to the

moderating influence of nonspecific thera- =

peutic factors. The roie of common or non-
specific therapeutic factors such as thera-
peutic alliance, client involvement in ther-
apy, therapist competence, and adherence

to the therapeutic framework has been in- -

vestigated to determine their contribution
to the effectiveness of cognitive therapy.
Therapeutic alliance has been found
to be predictive of successful outcome
across a variety of different types of psy-
chotherapy (Horvath, & Luborsky, 1993;
Horvath, & Symonds, 1991). Krupnick et al.
(1996) analysed data from the NIMH col-
laborative study to investigate the role of

therapeutic alliance in treatment outcome
with depressed outpatients. The treatment
outcomes for cognitive-behavior therapy, -

interpersonal therapy, pharmacological
treatment with clinicai management, and
placebo with clinical management were

compared. Resulis indicated that thera-.

peutic alliance had a significant impact on

outcome in all treatment conditions. The
authors conclude that therapeutic alliance
is an important nomspecific factor which .

deserves further study.
Carroll, Nich,

o

and Rounsaville-
(1997) investigated the role of the thera-
peutic alliance in a comparison of cognitive- 3§
behavior therapy for cocaine abusers and a '
clinical management control condition. Re-*
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cults indicated that therapeutic alliance
was rated as significantly higher in the cog-
nitive-behavior therapy condition than in
the clinical management conditionn. More
importantly, outcome was not significantly
associated with the unique cognitive ther-
apy interventions. Rather, there was an
interaction of level of cognitive interventions
and therapeutic alliance. Although this
study used a sample of cocaine abusers,
the findings of this study suggest that the
relationship between unique and common
factors is a valuable area of research and
needs to be investigated further with de-
pressed subjects.

Further evidence for the relationship
between therapeutic alliance and cognitive
therapy interventions comes from a study
by Raue, Goldfried, and Barkham (1997).
They compared the quality of the therapeu-
tic alliance 'in cognitive-behavior therapy
and psychodynamic-interpersonal therapy
and found that the quality of the therapeu-
tic alliance was rated as significantly higher
in the cognitive-behavior therapy condition.
This finding suggests that the strength of
cognitive therapy may be due, at least
partly, to the quality of therapeutic alliance
attained.

Burns and Nolen-Hoeksema (1992)
examined the role of therapeutic empathy
in the outcome of cognitive therapy of de-
pression. Results indicated that therapist
empathy was significantly associated with
reduction in depression, even after control-
ling for relevant factors such as initial de-
pression severity and homework compli-
ance.

Castonguay, Goldfried, Wiser, Raue,
and Hayes (1996) investigated the role of
therapist attention to the client's intraper-
sonal functioning on outcome of therapy. A
focus on intrapersonal functioning involves
the therapist assisting the client to make
links between distorted thoughts and de-
pressive symptoms, as well as between the
client's behavior and mood. Attention to
intrapersonal functioning, 2 halimark of
cognitive therapy, was compared with two
nonspecific therapy factors, that of thera-

peutic alliance and the client's emotional

involvement in, or experiencing of; the ther-
apy process. Results indicated that both
therapeutic alliance and the level of client's
experiencing of treatment were positively
correlated with improvement of depressive
symptomatology and overall functioning
across all treatment groups. However, at-
tention to intrapersonal functioning was
negatively correlated with reduction in de-
pressive symptomatology. Thus, two factors
thought to be common to most forms of
psychotherapy (i.e., therapeutic alliance,
client experiencing) were positively associ-
ated with outcome, whereas a factor spe-
cific to cognitive therapy fi.e., focus on in-
trapersonal consequences) was negatively
associated with outcome. The latter finding
may be explained by a mediating factor of
poor therapeutic alliance, as the relation-
ship became nonsignificant once therapeu-
tic aliiance was controlled.

Whisman (1993) evaluated available
research on the role of therapeutic alliance
as a moderating variable in the context of
cognitive therapy for depression. Despite
the widely accepted notion that a positive
therapeutic alliance is important, if not
necessary, to change in cognitive therapy,
Whisman concludes that the results of re-
search evaluating this notion are as yet
equivocal.

DeRubeis and Feeley (1990) investi-
gated the role of adherence to the cognitive
model of therapy in treatment outcome, and
found that adherence was positively associ-
ated with reduction in depressive sympto-
matology, but only when assessed in the
early stages of therapy. Whisman {1993)
recommends that further research is re-
guired both to confirm this finding and to
further investigate methods of assessing
adherence to the therapeutic model.

Regarding therapist competence, re-
sults of available studies strongly support
the association between competence and
reduced depressive symptomatology
(Whisman, 1993). For example, Burns and
Nolen-Hoeksema (1992} found that treat-
ment outcome for clients of novice cognitive
therapists was worse than for = clients
treated by experienced cognitive therapists.
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Declining Effect Sizes

A third issue involves the decline in
effect sizes for cognitive therapy over time

(Dobson et al., 1991). Gaffan, Tsaousis, and’

Kemp-Wheeler (1995) argue that early
studies (e.g., Dobson, 1989) investigating
the effectiveness of cognitive therapy show
stronger effects than more recent studies.
That is, earlier studies provide evidence for
the clear superiority of cognitive therapy
over other psychotherapies, whereas more
recent studies indicate that cognitive ther-
apy is not always superior. Additionally, in
those cases where cognitive therapy re-
mains superior, the gap has narrowed con-
siderably, especially that between cognitive
therapy and behavior therapy. Dobson and
Pusch (1993) raised two possible issues
that may be responsible for this "sliding
effect size phenomenon" (p. 138), including
researcher allegiance and increasing effec-
tiveness of comparison treatments. Gaffan
et al. (1995) also provide possible explana-
tions for this phenomenon. First, it is pos-
sible that the comparison treatments in
these studies are becoming more effective
than they historically have been. A related
possibility is that with increasing integra-
tion of therapies, pure forms of cognitive
and behavioral therapies no longer exist. If
cognitive and behavioral therapies have
become more alike than they are distinct,
behavior therapy would no longer be a valid
comparison treatment. Second, it is possi-
ble that the widespread adoption of cogni-
tive therapy has produced vast numbers of
researchers who are not as competent in
the provision of cognitive therapy as were
the original group of researchers. Third, it
is plausible that a publication bias existed
for these early studies, such that studies
which demonstrated convincing results for
the effectiveness of cognitive therapy were
more likely to be accepted for publication.
Fourth, researcher allegiance (i.e., the pref-
erence of an author for one therapy over
another) may have been responsible for the
strength of these findings in earlier studies.
However, results from the Jacobson et al.
(1996) component analysis were contrary to
what would be expected according to the

allegiance effect. A final possibility which is
suggested by the Jacobson et al. findings is
that the decline in effect sizes is valid. That
is, it is possible that the effectiveness of

- cognitive therapy is actually decreasing.

Research is urgently needed to address this
possibility.

Client Characteristics

Client characteristics have also been
investigated to determine whether the suc-
cess of cognitive therapy is related to char-
acteristics of the clients it is used with,
rather than to some feature of the therapy
itself. Analysis of such aptitude-by-
treatment interactions could provide infor-
mation about the processes of change in
psychotherapy, and also may allow match-
ing of client characteristics to appropriate
therapeutic components or modalities (Ad-
dis, & Jacobson, 1996). A variety of client
characteristics have been investigated,
most notably personality characteristics,
individual explanations for becoming de:
pressed, and coping styles. An additional
client characteristic that has been investi-
gated is cognitive-personality factor (i.e.,
sociotropy and autonomy), which is dis-
cussed in a later section of this chapter.

In the Treatment for Depression
Collaborative Research Program, Barber
and Muenz (1996} found that cognitive
therapy and interpersonal therapy were
differentially effective according to person-
ality characteristics. That is, depressed pa-
tients who also presented with heightened
levels of avoidant personality characteris-
tics responded better to cognitive therapy
than to interpersonal therapy. Conversely,
depressed patients with heightened levels of
obsessive personality characteristics re- %
sponded better to interpersonal therapy., g

Whisman (1993) found that the 2
available research suggested that the pres-
ence of a personality disorder does seem to
be associated with a poor outcome. How-
ever, more recent studies (e.g., Hardy et al.,
1995; llardi, Craighead, & Evans, 1997)
have not found this relationship. :

Using data from the Jacobson et al.
{1996) component analysis of cognitive i
therapy for depression, Addis and Jacobson E;
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(1996) investigated whether the client's pre-
treatment reasons or explanation for their
depression would predict outcome of cogni-
tive therapy. Results indicated that subjects
who gave "characterological’ reasons (i.c.,
reasons which reflected a stable or in-
grained explanation for their depression)
had worse outcomes both with standard
cognitive therapy and with the behavioral
activation component. On the other hand,
subjects who gave "existential’ reasons (i.e.,
dissatisfaction with the meaning of one’s
life) had better outcomes with standard
cognitive therapy and worse outcomes with
the behavioral activation component. Also,
subjects who gave relationship-oriented
reasons for their depression had worse out-
comes with standard cognitive therapy, but
there was no association between relation-
ship-oriented reasons and outcome with the
behavioral activation component. There was
also no significant relationship between
childhood reasons for depression and out-
come. Although tentative, these findings
suggest that the reasons that clients give
for their depression may have utility in de-
termining the most appropriate treatment.
Beutler et al. (1991) compared the
effectiveness of group cognitive therapy, a
form of group experiential therapy called
focused expressive therapy, and supportive
self-directed therapy in treating individuals
with major depressive disorder. Results
indicated that subjects coping styles and
levels of defensiveness were associated with
the type of therapy that was most effective
in treating their depression. Specifically,
subjects who used externalization as a
coping style or who were low in defensive-
ness responded better to cognitive therapy
than those without such a coping style or
those high in defensiveness '
These findings lend further support
to the recommendation that more research
be conducted which addresses possible
aptitude by treatment interactions (fe.g.,
Barber, & Muenz, 1996; Shohan-Salomon,
& Hannah, 1991). Methodological difficul-
ties inherent in this discussion include
power issues and the small sample sizes
used to test this aptitude by treatment in-
teraction. Further, pure random assign-

ment may not be the most appropriate
method for assigning subjects to treatment
conditions. Stratified random assignment,
in which subjects are pre-selected on the
basis of certain characteristics (e.g., DPer-
sonality, intelligence) and then randomly
assigned to treatment conditions, may pro-
vide a better test of the aptitude by treat-
ment interaction (Barber, & Muenz, 1996}.

Role of Life Stress

Dobson and Pusch (1993} recom-
mended that the role of life stress in de-
pression, as well as the interaction of life
stress and personality factors in precipi-
tating a depressive shift, be considered in
future research. In general, results of re-
search on the role of life events in depres-
sion indicates that risk of onset as well as
risk of relapse of depression is significantly
increased following stressful life events
(e.g., Billings, & Moos, 1985; Paykel, &
Cooper, 1992). The most consistent finding
and strongest relationship appears 1o be
the association of depression with "threat-
ening" or undesirable life events of all types.
That is, severe life events which require
major adjustment, and to a somewhat
lesser extent, severe chronic life difficulties,
predict the onset of clinical depression (An-
drews, & Brown, 1988, Brown, Bifulco,
Harris, & Bridge, 1986; Brown and Harris,
1978; 1989; Dohrenwend et al., 1987;
SQurtees et al., 1986). With respect to re-
lapse, only negative events which occur
after recovery from the index episode of
depression distinguish between relapsers
and non-relapsers (Belsher, & Costello,
1988; Kessler, 1997).

In a review of the role of stressful life
events in depression, Kessler {1997) con-
cludes that an association between expo-
sure to stressful life events and major de-
pressive episodes clearly exists. However,
he also concludes that the strength of the
association between life events and subse-
quent depression varies depending on at
least two factors. The first factor is the
method of assessment of stressful life
events, with use of "contextual’ measures
resulting in stronger associations than use
of life event checklists. Second, more severe
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life events have a stronger relationship with
subsequent depressicn than less severe
events.

Additionally, despite the statistical
significance of the relationship between life
events and depression, the effect is only
moderate to weak, and it is likely that the
simple cause and effect relationship be-
tween life events and depression is over-
simplified (Andrews, 1978; Paykel, 1994;
Paykel, & Hollyman, 1984; Segal, Shaw,
Vella, & Katz, 1992). Also, while stressful
life events are a common occurrence, only a
small proportion of individuals exposed to
stressful life events experience depressive
episodes (Kessler, 1997). Based on these
considerations, it is -important to begin to
look at the possibility of moderating or me-
diating variables in the life event-depression
relationship in order to explore more com-
plex relationships among stressors, cogni-
tive factors, and behavioral and emotional
outcomes,

A second issue with respect to the
role of life stress is the question of how
stress factors interact with personality to
result in a depressive shift. That is, is the
diathesis-stress model proposed by the
cognitive theory of depression supported by
the research literature?

Beck (1983, 1987; Beck, Epstein, &
Harrison, 1983) has proposed a cognitive
diathesis-stress model of depression fea-
turing the cognitive-personality vulnerabil-
ity variables of sociotropy (valuing close
interpersonal relationships) and autonomy
(valuing independence, achievement, and
freedom of choice). Beck's diathesis-stress
model posits that these cognitive-
personality comstructs are predisposing
vulnerability factors for the onset of depres-
sion. Specifically, the constructs of socio-
tropy and autonomy specify the types of
stressors predicted to activate depresso-
genic schemata to result in depression.
Highly autonomous individuals are likely to
become depressed if an event is perceived
as a loss or limitation of independence,
control, or achievement. Highly sociotropic
individuals, on the other hand, are likely to
become depressed in response to an event
that is interpreted as involving threatened

or actual loss of a social nature. Analogous

concepts (i.e., dependency, self-criticism)
have also been evaluated by researchers
interested in this relationship (e.g., Blatt,
Quinlan, Chevron, McDonald, & Zuroff,
1982; Hammen, Marks, Mayol, & deMayo,
1985; Segal, Shaw, & Vella, 1989; Segal et
al., 1992; Zuroff & Mongrain, 1987).

While the research in this area has
produced conflicting results, at present
there is tentative support for the congru-
ence of. sociotropic personality and inter-
personal life events in nonclinical samples
(e.g., Clark, Beck, & Brown, 1992; Hammen
et al., 1985; Robins, & Block, 1988; Zuroff,
& Mongrain, 1987) and for the congruency
of autonomous personality and achieve-
ment life events in clinical samples (e.g.,
Hamimnen, Ellicott, & Gitlin, 1989; Hammen,
Ellicott, Gitlin, & Jamison, 1989; Segal et
al., 1992). It remains for future research to
fully evaiuate the congruency hypothesis
with both clinical and non-clinical samples.

Adaptations of Cognitive Therapy
Which Take Cognitive-Personality
Modes into Account

The relevance of the socio-
tropy/autonomy distinction is found in ad-
aptations of cognitive therapy that are tai-
lored to this distinction. To date, only three
studies have evaluated the utility of tailor-
ing cognitive therapy to these vulnerability
factors. Peselow, Robins, Sanfilipo, Block,
and Frye (1992) found that depressed sub-
jects who were highly autonomous exhib-
ited a better response to antidepressant
medication than did those who were highly
sociotropic, The authors also found that
these cognitive-personality modes were a
stronger predictor of response to pharma-
cotherapy than the endogenous/nonendo-
genous distinction. .

Zettle, Haflich, and Reynolds (1992)
investigated the hypothesis that depressed
subjects who are highly sociotropic would
derive greater therapeutic benefit from

group cognitive therapy, whereas depressed

subjects whe are highly autonomous would
derive greater therapeutic benefit from indi-
vidual cognitive therapy. Although both
groups demonsirated relatively eguivalent
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success in alleviating depression, the hy-
potheses were supported. That is, depres-
sed subjects who were matched to ireat-

ment format (e.g.; sociotropic in group for-

mat) based upon their cognitive-personality

modes achieved greater reductions in dep-
ressive symptomatology than did mis-

matched subjects (e.g., sociotropic in indi-
vidual format). Zettle and Herring (1995)
further evaluated the treatment utility of
matching' individuals to cognitive therapy
according to their cognitive-personality vul-
nerability using more stringent a priori hy-
otheses regarding outcome. Whereas the
Zettle et al. (1992) study randomly assigned
subjects to treatment formats regardless of
their sociotropy/autonomy Score, the Zettle
and Herring (1995) study utilized a strati-
fied random assignment to treatment for-
mats. Results indicate modest effectiveness
of this treatmeni format, as all groups at-
tained significant and statistically equiva-
lent reductions in depressive symptomato-
logy, although marked improvement was
noted in a significant number of matched
subjects.

Role of Protective Factors

Dobson and Pusch (1993) recom-
mended that future research investigate the
role of protective factors in preventing a
depressive shift. The majority of research
on protective factors in depression has in-
vestigated social support and coping strate-
gies.

Social support. Research investi-
gating the role of social support in depres-
sion has found a relationship between di-
minished social support and the presence
of depressive symptomatology in both clini-
cal and community samples (e.g., Barneti,
& Gotlib, 1988; Paykel, & Cooper, 1992).
Studies which have -investigated the role of
social support in onset of depression have
produced mixed results with some studies
finding support for the buffering hypothesis
while others find support for the main effect
of social support (e.g., Bolton, & Oatley,
1987; Brown, Andrews, Harris, Adler, &
Bridge, 1986). Studies which have investi-
gated the relationship between social sup-
port measured during the index episode

and subsequent outcome in terms of recov-
ery or relapse indicate that social support is
predictive of outcome, although the nature
of this relationship (i.e., direct or indirect) is
not always specified (e.g., Brugha et al.,
1090; George, Blazer, Hughes, & Fowler,
1989).

Overall, results indicate that social

support plays a role in depression. Further

research is required to evaluate the role of
social support:in preventing onset and/or
relapse of depression, as well as the rela-
tionship between social support, cognitive
variables, and cognitive therapy interven-
tions.

Coping strategies. Research on

the role of coping strategies in depression

has clearly demonstrated that the way in
which individuals cope with stressful expe-
riences is significantly associated with on-
set, course, and severity of depression
(Abramson, Seligman, & Teasdale, 1978;
Aldwin & Revenson, 1987; Billings & Moos,
1981; Collins, Baum, & Singer, 1983;
Folkman, Lazarus, Gruen, & Delongis,
1986; Fondacaro & Moos, 1987; Pearlin &
Schooler, 1978). A recent focus of research
has béen on the role of coping styles in me-
diating the impact of stressful life experi-
ences on depression. Although few longitu-
dinal studies have examined the role of
coping strategies in the prediction of onset
or outcome of depression, available resulis
provide tentative evidence that coping re-
sponses add significant power to the pre-
diction of subsequent depression [(e.g.
Swindle, Cronkite, & Moos, 1989). For ex-
ample, avoidance coping styles have been
found to be related to recurrence of depres-
sive symptomatology {Sherbourne, Hays, &
Wells, 1995). Further research is required
to clarify those coping strategies which have
protective value in preventing a depressive
shift. Additionally, more complex relation-
ships with other protective factors and life
stressors must be evaluated in the predic-
tion of course and outcome of depression.
Also, the relationship between coping
strategies, cognitive variables, and cognitive
therapy interventions must be addressed.
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Role of Cognitive Therapy in Reduc-
ing Risk of Relapse

An eighth issue involves the possi-
bility that the value of cognitive therapy lies
in its ability to prevent or reduce the likeli-
hood of relapse of depression. As previously
mentioned, cognitive therapy has been
found to be superior to pharmacotherapy in
terms of preventing relapse (Blackburn et
al.,, 1986; Kovacs, Rush, Beck, & Hollon,
1981; Simons et al., 1986). Hollon and Na-
javits {1988) found that at one- and two-
year follow-up, relapse rates for cognitive
therapy were 30%, compared to more than
60% for a pharmacotherapy group. Two
more recent studies (i.e., Evans et al., 1992;
Shea et al. 1992) address this issue, and
conclude that cognitive therapy is nonsig-
nificantly better than maintenance phar-
macotherapy in prevention of depressive
relapse.

Blackburn and Davidson (1995) pre-
sented a table of studies comparing cogni-
tive therapy and tricyciic antidepressant in
the treatment of depression. An analysis of
the data for three studies which featured a
one-year. follow-up revealed a 12-month

weighted average relapse rate of 40% for

cognitive therapy, 33% for combined cogni-
tive therapy and tricyclic antidepressants,
and 66% for tricyclic antidepressants alone.
These findings provide tentative evidence
that cognitive therapy, either alone or in
combination with antidepressant medica-
tion, is more effective than antidepressant
medication alone in terms of presenting
relapse of depression.

Given this finding, future research
should investigate which components of
cognitive therapy are responsible for this
relatively low relapse rate. Results of the
Jacobson et al. (1996) component analysis
of cognitive therapy of depression indicated
that the full cognitive therapy package was
no more successiul in reducing rates of
relapse than the two smaller components of
cognitive therapy (behavioral activation
alone, and behavioral activation plus modi-
fication of automatic thoughts). Further
research is required to clarify this issue. )

HAZIRAN 1998, CILT 13, SAYI 41

Methodological Limitations of Cur-
rent Research Literature

A final issue is the possibility that
methodological limitations in the available
research are responsible for the many
questions that remain unanswered. It is
recommended that these limitations be ad-
dressed In future research in order to ade-
quately investigate the efficacy of cognitive
therapy. Margison and Shapiro {1996} sug-
gest that further manualization of cognitive
therapy needs to occur, as does evaluation
of more integrated therapy models fi.e.,
cognitive-behavioral, psychodynamic-inter-
personal) in order to better reflect actual
clinical practice. Further, they argue that
comorbidity needs to be further investigated
and its impact on outcome studies evalu-
ated. According to Scott (1996), a variety of
methodological changes are required, such
as the inclusion of pill-placebo control con-
ditions, increased sample sizes in each
treatment condition, and better monitoring
of antidepressant medication regimes.

An important limitation of current
research has been the exclusive reliance on
tricyclic antidepressants as the pharmacol-
ogical comparison treatment. Future re-
search should evaluate the newer genera-
tion of antidepressant medications such as
the SSRIs, and the combinations of the
SSRIs and norepinephrine (e.g., effexor).
Further, maintenance treatment with anti-
depressant medications is becoming in-
creasingly common in clinical practice. The
effects of maintenance dosages of antide-
pressants on treatment outcome and re-
lapse rates needs to be investigated in fu-
ture research.

A final methodoiogical limitation in

- the cognitive therapy literature has been

the reliance on self-report measures of cog-
nitive factors. Jacobson et al. {1996) noted
that their findings may have been different
if different measures had been used. Fur-
ther, Segal and his colleagues (e.g., Segal, &
Swallow, 1994) have recommended that
information-processing measures  (e.g.,
modified Stroop task, self-referent encoding
task) may be useful in understanding the
schema notion and its contribution to the
effectiveness of cognitive therapy.
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Conclusions and Future
Directions for Research

Cognitive therapy is an effective
treatment for depression. However, an issue
identified by Dobson and Pusch (1993} was
the application of cognitive therapy to more
chronic forms of disorder and dysfunction.
Logical extensions include application of
cognitive therapy to disorders such as
dysthymia and the depressed phase of bi-
polar disorder. An in-depth assessment of
this issue is beyond the scope of this
chapter. However, it is noteworthy that the
schema-focused therapy developed by Jei-
frey Young (1990) has not yet been empiri-
cally evaluated. This modification of cogni-
tive therapy which focuses on deeper sche-
mas related to psychopathology would seem
to be a good candidate for application to
these more chronic conditions. Controlled
outcome studies of schema-focused therapy
are required.

Further extensions of cognitive ther-
apy include application to more chronic
disorders such as schizophrenia and per-
sonality disorders, as well as multicultural
and religious adaptations of cognitive ther-
apy. Evaluation of such extensions of cog-
nitive therapy continues to be required. The
results of numerous studies indicate that
cognitive therapy is an effective treatment
for depression. Further, it has been found
to work as well or better than other psy-
chotherapies or pharmacological treatment.
However, there are a number of critical is-
sues which must be clarified. We have at-
tempted to identify these critical issues and
provide directions for future research on
cognitive therapy for depression.
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