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This study examined psychoanalytic, physiological, 

and social learning models of depression in terms of etiology 

and symptomatology. Emphasis was placed on social learning 

theories of depression. First, Beck's cognitive approach 

stated that the root of depression was a negative cognitive 

set. Depressive episodes might be externally precipitated, 

but it was the individual's perception and appraisal of the 

event that rendered it depression inducing. Secondly, 

Seligman's learned helplessness model explained reactive 

depression in terms of a belief in one's own helplessness. 

Specifically, Seligman stated belief in the uncontrollability 

of outcomes resulted in depression, irrespective of the 

correspondence of such beliefs to objective circumstances. 

Additionally, depression resulted from noncontingent aversive 

stimulation and noncontingent positive reinforcement. Thirdly, 

Lewinsohn's model was based on these assumptions: a low 

rate of response-contingent positive reinforcement which 

acted as an eliciting stimulus for depressive behaviors. This 

low rate of response-contingent positive reinforcement cons-

tituted an explanation for the low rate of behaviors observed 

in the depressive. Total amount of response—contingent 

positive reinforcement is a function of a number of events 



reinforcing for the individual, availability of reinforcement 

in the environment, and social skills of the individual that 

are necessary to elicit reinforcement. 

These approaches, while describing the topographies of 

depressed responding, did not deal with controlling variables 

that were empirically manipulable. These models maintained 

that the depressed person suffered from distorted cognitions 

which caused him to view the world negatively. Skinner's 

analysis of emotional behavior recognized two events—the 

emotional behavior and the manipulable conditions of which 

that behavior was a function—as comprising the proper subject 

matter of the study of emotion. In a Skinnerian analysis, 

Glenn and Whaley (1977) analyzed depression as being composed 

of two events: an internal stimulus configuration and the 

labelling of those events. The occurrence of the labelling 

behavior under control of this internal stimulus configuration 

was the "experience" of depression. 

In line with Glenn and Whaley's analysis, the present 

study was designed to bias peoples' responses in one direc-

tion or another to see if this response bias had an effect 

on peoples' moods over time. If nondepressed persons could 

produce changed profiles on state and mood measures of 

depression after bringing their verbal behavior under control 

of labelling external environmental events, the functional 

analysis of depression might be enlarged to include selective 

monitoring of external events as a possible etiology for 

depression in the normal population. 



Independent variables were instructions given to three 

groups of subjects to record daily all negative, positive or 

total events that occurred over a 3-week period. Pre and 

postexperimental scores on the Beck Depression Inventory and 

the Depression Adjective Checklist comprised the dependent 

variables. The 27 subjects in the negative events group, 

30 subjects in the positive events group, and 22 subjects in 

the total events group completed a demographic data sheet 

and a postexperimental questionnaire in addition to the 

Beck and Depression Adjective Checklist. Subjects were 

paid $10 for pariticpating and the money was distributed on 

a conjugated schedule over the 3-week period. The data 

were analyzed using two unequal n analyses of covariance, 

wherein the final Beck and Depression Adjective Checklist 

scores were adjusted for differences in initial levels. No 

significant differences were found between groups on either 

measure. Supplemental analyses yielded trends that tended 

to lend support for effect? of monitoring, per se, in that 

number of events monitored in positive and negative events 

groups increased over time. 
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EFFECTS OF MONITORING POSITIVE AND NEGATIVE 

EVENTS ON MEASURES OF DEPRESSION 

Despite the fact that depression has been recognized 

as a clinical syndrome for over 2000 years, there are still 

major unresolved issues regarding its nature, classification, 

and etiology (Diethelm, 1975). As a mood or affect or 

emotional state, Klerman (1977) stated that depression is 

part of normal human experience. Feelings of sadness and 

disappointment are within the boundaries of the normal 

human condition. As a pathological symptom, depression 

often occurs in conjunction with other psychiatric and medi-

cal illnesses; it often poses difficult diagnostic problems 

(Klerman, 1977? Mendels, 1968). 

Despite the vicissitudes of diagnosing depression, Rush 

(1975) reported that in the United States 251,000 individuals 

were hospitalized v/ith an admitting diagnosis of depression, 

which accounted for 23.8% of all psychiatric hospitalizations 

in 1970. An additional 20,000 depressed patients were 

estimated to have received outpatient treatment that same 

year. Rush estimated that 1 in 5 depressed persons receive 

treatment; 1 in 50 are hospitalized and that 1 in 200 commit 

suicide. Klerman (1976), Schwab (1971) and Rush agreed that 

there appears to be a rising incidence of suicide, possibly 

a gross indicator of the incidence of depression, in the 

population ages 16-24. In fact, suicide is now considered 



the second most common cause of death in this age group, 

according to Rush. Klerman (1976) added, "There is a strong 

probability that, based on current epidemiological trends, at 

least 10 to 20% of today's youth will experience a clinical 

depression at some time in their adult lives" (p. 318). 

Radloff and Rae (1979) and Weissman and Klerman (1977) 

reported that depression is more common among women than 

men. Garland's data (1976) from Europe verified these 

conclusions as rates that are in general higher for females 

than for males, especially in the age group 25-4 0 years. 

Psychotic depression predominates over neurotic depression 

above the fifth decade, and the converse relationship is 

apparent in the age groups below the fifth decade. In 

Sweden, prior to age 50 the rate of onset in women was more 

than twice that observed in men, whereas, after that age, the 

rates were much closer between sexes. New cases of depres-

sion were noted in both sexes beyond age 60 and at least in 

men, beyond age 70. Winokur (1973) presented data showing 

that 6.3% of the combined male and female population who 

suffered from depression had reported previous depressive 

disorders. Evidence points not only to the clinicial 

importance of depression, but also to its prevalence. How-

ever , there are no reliable prevalence figures for all the 

various types of depression (Spicer, Hare, & Slater, 1979). 

Bosse, Croghan, and Greenstein (1975) summarized much 

of the existing literature on demography of depression when 



they reported that depression has been identified as the 

"most common psychological disorder in this country" (p. 746). 

Rush's commentary appears justified that "It's rather amazing 

that we can't agree on what depression is" (p. 47). Akiskal 

and McKinney (1975) believed that a major source of confusion 

in the area stems from the fact that psychiatrists use the 

label "depression" with different meanings. As an example, 

the nosology of depression would include psychotic which is 

clinically distinct from neurotic (Bhrolchain, Brown, & 

Harris, 1979; Kendell & Gourlay, 1970; Klerman, Endicott, 

& Spitzer, 1979); neurotic; depression without mania (known 

also as unipolar affective disorder according to Dorzab, 

Baker, & Cadoret, 1971); reactive; psychotic reactive; 

involutional, agitated; endogenous (used also synonymously 

with manic-depression according to Wright and McDonald, 1974); 

exogeneous; psychogenic; symptomatic; presenile; senile; 

acute; chronic; manic-depressive psychosis (also referred to 

as bipolar affective disorder according to Dorzab et al., 

1971); and melancholia (minor and major); as well as depres-

sion in sexual perversion; alcoholic depression; and 

depressive symptoms resulting from organic disorder. The 

categories appear to vary depending on the background of 

the classifier (Kessell, 1968). A possible reason for 

these varigated divisions could lie in the fact that today 

depression, mania, and the mood disorders are, according to 

Klerman (1971, p. 306) "clearly areas of vigorous (research) 

activity." 



Klerman (1975) attempted to delineate depression as a 

normal mood, as a symptom, and as a group of syndromes. As 

a mood, affect, feeling state or emotion, depression is a 

pervasive feature of normal human experience. Feelings of 

sadness, disappointment, frustration, discouragement are 

often concomitants of events in a human's world. Klerman 

stated that often psychologists and psychiatrists tend to 

minimize the severity of depressive reactions when the life-

stress percipitants seem apparent, and it may be desirable 

for the classification of clinical states to be derived 

independently of environmental circumstances. 

In defining depression as a symptom, beyond the bound-

aries of normal mood, there is the problem of classification 

again, since depression can occur in association with many 

other psychological and medical illnesses (somatic and psycho-

social impairments). Robins, Munoz, Martin, and Gentry 

(1972) distinguished between primary and secondary disorders. 

Primary affective disorders refer to disorders in patients 

who have been well or whose only previous episodes of mental 

illness were mania or depression. Secondary affective dis-

orders occur in persons who have had another psychiatric 

illness. Secondary depressions often involve endocrine 

disorders and an interrelationship between thyroid, adrenal, 

and gonadic hormones. 

The depressive state, as a syndrome, is usually mani-

festly obvious, even to the untrained observer (Klerman, 

1975). Patients usually present multiple symptoms, 



including the abnormal and persistent changes associated 

with feelings of worthlessness, guilt, helplessness and 

hopelessness, anxiety, crying suicidal tendencies, loss of 

interest in work and other activities; impaired capacity to 

perform everyday social functions, and hypochondriasis 

(accompanied by such physical problems as anorexia, weight 

change, constipation, psychomotor retardation or agitation 

and headache). Kendell (1977) classified depression accord-

ing to simple and complex typologies. Miller (1975) added 

an additional group of depressives—"depressives in normal 

populations" (p. 239). This is a group of subjects (gener-

ally college students) who are identified as depressed on the 

basis of either psychometric criteria or experimental mood 

induction procedures. Although these subjects are not 

usually clinically depressed, they may manifest deficits 

similar to those exhibited by a clinically depressed popula-

tion. 

Attempts to classify depressive disorders has proved 

confusing because depressive disorders are conceptualized 

along specialized frames of reference that largely depend on 

the training and indoctrination of the clinician or researcher 

(Akiskal & McKinney, 1975). The models covered in this 

review will be those based on psychoanalysis, psychobiology, 

and learning theory. From the psychoanalytic viewpoint, 

depression represents the introjection of hostility result-

ing from the loss of an ambivalently loved object or a 



reaction to separation from a significant object of attach-

ment (Akiskal & McKinney, 1975). The physiological model 

conceptualizes depression as the behavioral output of a 

genetically vulnerable central nervous system depleted 

from biogenic amines and characterized by hyperarousal" 

(Akiskal & McKinney, p. 258). The social learning theorist 

focuses on those aspects of depression dealing with helpless-

ness, lowered self-esteem, and negative cognitive set. The 

behaviorist looks at depression as a set of maladaptive 

behaviors maintained by the secondary rewards and caused 

by uncontrollable aversive stimuli or by loss of reinforce-

ment. 

Although Adolph Meyer first introduced the term "depres-

sion" into American psychiatry, psychoanalytic formulations 

of depression began with Karl Abraham (Gray, 1978). In 

1911, Abraham stressed that agressive (sadistic) impulses 

toward the loved object are repressed and directed toward 

the ambivalent introject. He identified the dynamics that 

ksgan with feeling hatred for the environment (projection) 

This, in turn, evoked guilt and anxiety, whereupon the 

agression was turned inward (the introject) and this led to 

self-reproach and depression. In 1917, Freud hypothesized 

that depression was similar to the process of mourning, and 

that both conditions were a response to the loss of a love 

object (Bellak & Berneman, 1971; Masserman, 1970; Rado, 1951). 

Grief, in contrast to melancholia, involved the withdrawal 



of love into the patient's self and abandonment of the object 

cathexis. Thus, there was an ambivalent identification of 

self with the lost object and a narcissistic regression. This 

desire to incorporate the love object was fixed at the oral 

stage. The ambivalence which represented unresolved hostile 

feelings was turned inward and resulted in despair, worth— 

lessness, at times suicide, and other depressive symptoms. 

Abraham (1924) defined the depressed person as simulta-

neously regressed to the anal-sadistic level where hostile 

and sadistic impulses were prevalent and to the oral level 

where ambivalence predominated. The etiological factors which 

Abraham considered important were a constitutional predisposi-

tion to oral eroticism, a special fixation at the oral level, 

a severe narcissistic injury, a disappointment in love before 

resolving the oedipal complex, and a repetition of this 

disappointment in later life. Flynn (1968) and Arieti and 

Bemporad (1978) pointed out that while Freud indicated the 

depressed patient was orally fixated and his dominant mode 

of unconscious relationships was characterized by introjec-

tion, Abraham believed that the depressive went beyond 

incorporating the psychic object. He felt that there was 

an unconscious tendency to "devour and demolish the object" 

(Arieti & Bemporad, 1978). Additionally, it was unconscious 

desire to destroy the object orally that accounted for two 

of the major symptoms of depression: "the refusal to take 

food (that is, equating food with the love object that the 
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individual fears he will destroy) and the fear of starvation 

(again resulting from a fear of realizing the oral—destructive 

wishes) (Arieti & Bemporad, 1978, p. 18). As these authors 

were quick to point out, this view represents a drifting away 

from empirical observation and a subtle tendency to force 

clinical data to fit preexisting theory. 

In moving from the analytic formulations of depression 

toward more current, empirically based explanations of this 

concept, the physiological model ushered in the data-based 

approach to analysis of the problem of depression. McKinney, 

Suomi, and Harlow (1971) stated that the most prevalent 

experimental model for human depression at present is a bio-

chemical one the reserpine model. According to Arieti and 

Bemporad, the modern biochemical view of depression resulted 

serendipitously from clinical observations that later were 

backed up with animal research. 

In the early 1950's, it was found that some hypertensive 

patients treated with reserpine developed episodes of depres-

sion. Reserpine had been shown to deplete the brain of 

norepinephrine (NE) and serontonin or 5—hydroxyptryptamine 

(5-HT). At the same time, in another study, clinicians noted 

that some tubercular patients treated with Isoniazid showed 

unexpected mood elevations. Dunlop (1970) explained that 

Isoniazid blocked the destruction of NE and 5-HT by inhibiting 

the effect of monozmine oxidase (MAO), an enzyme that meta-

bolizes these amines. It was further disclosed in animal 

studies that other compounds which blocked the action of MAO 



could reverse the depression-like syndrome caused by reser-

pift®• These clinical observations and the subsequent on—going 

research have singled out these two compounds, NE and 5-HT, 

as specifically related to depression. These amines are 

believed to be neurotransmitters (conducting excitation from 

one neuron to another). Researchers have postulated that an 

excess of either one or both of these amines leads to mania, 

and a depletion, to depression (Arieti & Bemporad, 1978). 

However, other investigators suggest that this conclusion is 

oversimplistic and many recent studies indicate inconsis-

tencies with this model (Burns & Mendels, 1977; Baldessarini, 

1975; Post & Goodwin, 1975; Weiss, Stone, & Harrell, 1970). 

Schwab (1971) conceptualized depression as a sociomedical 

disturbance which has five main characteristics (p. 386). 

1. Lowered mood or similar affective distress. 

2. Negative self-evaluation with diminished self-. 

esteem, self—accusation, and self—punitive wishes usually 

associated with a sense of guilt. 

3. Any of a number of vegetative changes or disturb-

ances in basic biological patterns related to food and diges-

tion, sleep, and/or sexual activity. 

4. Behavioral and interpersonal manifestations ranging 

from apathetic withdrawal to agitated, clinging dependence. 

5. An existential dimension typified by pessimism and 

despair. 

the great majority of cases, this depressive syndrome is 

precipitated by loss and frequently it is compounded with 
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with medical illness. In Schwab's definition of depression, 

there are empirically based characteristics which differ from 

the psychoanalytic internally postulated causes and effects 

of depression. In a move toward even more empirically defined 

models of depression, the learning theorists have generated a 

number of theoretical models to explain, define and ultimately 

to provide a therapeutic rationale for alleviating depressive 

behaviors. 

However, it is only within the last decade that behav-

iorally oriented psychologists have concentrated heavily on 

depression (Rippere, 1976). Previous to this period, the lead-

ing psychological formulations of depression were psychodynamic 

and experimental work was restricted to seeking deficits in 

the performance of depressed patients on various tests and 

laboratory tasks. The emphasis, prior to 1965, was on topo-

graphies of depressed responding rather than on controlling 

variables. Social learning theory is one formulation based 

on empirically postulated concepts. Rotter (1975) defined 

social learning theory as "a molar theory of personality 

that attempts to integrate two diverse but significant trends 

in American psychology—the stimulus response, or reinforce-

ment theories . . . and the cognitive, or field, theories" 

(p. 57). Rotter explained that social learning theory 

attempts to deal with complex human behavior using operation-

ally defined constructs and empirically testable hypotheses. 

Social learning theorists deal with four classes cif 

variables behaviors, expectancies, reinforcements, and 
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psychological situations. In its most basic form, the 

general formula for behavior, according to social learning 

theory, is that the potential for a behavior to occur in any 

specific psychological situation is a function of the expec-

tancy that the behavior will lead to a particular reinforce-

ment m that situation and the value of that reinforcement 

(Prociuk, Breen & Lussier, 1976; Rotter, 1975; Tennen, 1976). 

According to Blaney (1977), recent social learning literature 

on the psychology of depression is dominated by studies 

addressing Beck's cognitive theory, Seligman's helplessness 

model or Lewinsohn's theory, which attributes depressive states 

to a low rate of response-contingent positive reinforcement. 

All three theorists have proposed their models as accounts 

for neurotic, exogenous depression. 

The essence of Beck's (1968; 1970; 1971) theory is that 

the root of depression is a negative cognitive set. The 

depressed person is seen as having a negative view of himself, 

of the world, and of the future. The depressed affective 

state is secondary to these negative cognitions. Depressive 

episodes may be externally precipitated, but it is the individ-

ual s perception and appraisal of the event that render it 

depression inducing. Kovacs and Beck (1978) defined cogni-

tions as a term that encompasses both thought content and 

processes involved in thinking. Cognitive structures are 

relatively enduring characteristics of a person's cognitive 

organization. They are organized representations of prior 

experience—different aspects of experience are organized 
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through different schemata. Thus, a schema allows a person 

to screen, code, and assess the full range of internal or 

external stimuli and to decide on a subsequent course of 

action. When the person is faced with a particular situation, 

it is assumed that a schema is activated that is relevant to 

that stimulus configuration. Kovacs and Beck explained that 

the different schemata in the cognitive organization may vary 

as to their specificity and detail and the range of stimuli 

or patterns to which they apply. 

Beck (197 0) has referred to the thematic content of 

depressive cognitions as the negative cognitive triad: pre-

occupation with self-derogatory and self-blaming thoughts; 

projections into the future of real or imagined losses; 

pessimism and hopelessness along with the belief that the 

current discomfort will be unending and unalterable. In 

addition to this triad, Beck (1968) noted that the depressed 

patient is especially prone to disqualify prior positive 

experiences and to personalize experiences of failure. The 

latter are often interpreted as indicative of his or her 

blameworthiness. Kovacs and Beck summarized the current view 

of depressed cognitions as "depressogenic schemata." The 

depressive's characteristic stereotypical conclusions and 

assessments reflect not only a combination of negative 

cognitive themes, but also a characteristic error in thinking 

drawing conclusions in the absence of or contrary to evidence. 

Kovacs and Beck (1978) postulated that the schemata 

which are active in depression are "previously latent 
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cognitive structures. They are reactivated when the patient 

is confronted with certain internal or external stimuli. Once 

reactivated, the depressogenic schemata gradually replace more 

appropriate ways of organizing and evaluating information" 

(p. 529). In essence, Beck's theory is an attempt to explain 

in terms of intervening variables (depressogenic schemata) the 

topographies and etiology of depression. 

Whereas Beck's theory was derived from clinical obser-

vations of depressed patients, Martin Seligman's model of 

depression as a result of learned helplessness originated in 

observations of the behavior of animals after they were exposed 

to experimental manipulations (Abramson & Sackeim, 1977). 

Seligman (1975) proposed that the laboratory phenomenon of 

learned helplessness modeled reactive depression in man. 

Eastman (1976) explained that learned helplessness and reac-

tive depression have in common a belief in one's own helpless-

ness. In particular, Seligman argued that beliefs in the 

uncontrollability of outcomes resulted in depression, 

irrespective of the correspondence of such beliefs to objec-

tive states. Additionally, depression can result not only 

from noncontingent aversive stimulation but also from 

noncontingent positive reinforcement. Depressed, successful 

people believe, (according to Seligman's theory) that they 

are currently rewarded not for what they are doing, but for 

who they are or what they have previously achieved. 

Lewinsohn (1975) summarized the main psychological 

phenomena of learned helplessness. 
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1. Passivity in the face of later trauma; 

i.e., the organism is slower to initiate response 

to alleviate trauma and may not respond at all. 

2. The organism is retarded in learning that 

his responses produce relief; i.e., if he makes a 

response that produced relief, he may have trouble 

"catching on" to the response-relief contingency. 

Inability to control trauma not only disrupts shock 

escape, but also debilitates adaptive behavior in 

situations not involving shock. 

3. Lack of aggressiveness and competiveness. 

4. Weight loss and undereating. (p. 33) 

Abramson, Seligman, and Teasdale (1978) critiqued Seligman's 

original model and found two major deficits. Learned 

helplessness did not discriminate between cases wherein out-

comes were uncontrollable for all people and cases in which 

they were uncontrollable only for some people (universal 

versus personal helplessness); and the theory does not 

explain when helplessness is general and when specific, or 

when chronic and when acute. 

In a reformulation of the learned helplessness concept, 

Abramson, Seligman, and Teasdale (1978) based their new model 

on a revised attribution theory. Once people perceive non-

contingency, they attribute their helplessness to a cause. 

This cause can be stable or unstable, global or specific, and 

internal or external. The attribution chosen influences 

whether expectation of future helplessness will be chronic 
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or acute, broad or narrow, and whether or not helplessness 

will lower self-esteem. Beck's and Seligman's theories point 

to a trend toward a view of depression that emphasizes the 

cognitive reactions of persons to certain learning experiences 

Kuesmann (1978) saw in this trend a movement toward more 

complex models of depression that will be even more difficult 

to test than the original learned helplessness and cognitive 

distortion models. 

Lewinsohn (1974) proposed an alternative model to the 

cognitive concept of depression. Lewinsohn's model was based 

on three major assumptions. First, a low rate of response-

contingent positive reinforcement acts as an eliciting stimu-

lus for depressive behaviors. Secondly, this low rate of 

response-contingent positive reinforcement constitutes a 

sufficient explanation for the low rate of behavior observed 

in the depressive. Third, the total amount of response-

contingent positive reinforcement is a function of the number 

of events that are reinforcing for the individual, the 

availability of reinforcement in the environment, and the 

social skills of the individual that are necessary to elicit 

reinforcement. According to Shaw (1977) and Blaney (1977), 

Lewinsohn is explicit in claiming that it is not rate of 

reinforcement, per se, but rate of response-contingent 

positive reinforcement that is crucial. 

Lewinsohn, Biglan, and Zliss (1976) also eliminated 

the distinction between "abnormal mood states" (depression) 
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and "normal mood states" (sadness in the face of setbacks 

and other losses, mourning and loneliness). They focused on 

the investigation of specific variables affecting "depressive" 

behaviors. Lewinsohn and Libet (1972) defined a depressed 

patient according to certain criteria (selected MMPI scales 

and interview factors). Lewinsohn (1975) classified depres-

sive behaviors into five major categories: (a) dysphoria 

(feelings of constant fatigue; loss of interest in primary 

reinforcers food, drink, sex; feelings dominated by sadness 

and blueness; etc.); (b) behavioral deficits (inability to 

do ordinary work; psychomotor retardation; neglect of groom-

ing and personal appearance; minimal social participation, 

etc.); (c) behavioral excesses (indecisiveness; suicidal 

behavior; crying, screaming; inability to concentrate; 

complaints about noise, material losses, being lonely, etc.); 

somatic symptoms (headaches; sleep disturbances; tachy-

cardia; generalized pain; urinary disturbances; etc.); 

^ cognitive manifestations (low self-evaluation; negative 

expectations; self-blame and self criticism). Lewinsohn's 

major goal was to identify the socioenvironmental contin-

gencies that control depressive behaviors, and modify these 

contingencies to produce desired behavior changes. These 

specific behaviors shown by depressives (listed above) are 

presumed to be explicable within the general framework of a 

social learning theory and schedules of reinforcement. 

Eastman (1976) believed that the formulation of depres-

sion centered around the notion that it is a function of 
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inadequate reinforcement (reduction in overall reinforcement 

and reduced frequency of social reinforcers). This concept 

is currently producing the most extensive research. Lazarus, 

Costello, and Ferster have defined depression in terms of 

functional relationships, which represent a more strictly 

behavioral-type approach to analyzing depression. Lazarus 

(1968) presented three formulations of depression dealing 

with relationship of reinforcement of depression. He defined 

depression as a "function of indequate or insufficient rein-

forcers" (p. 84) (i.e., money, position, love, health). He 

saw depression as a consequence of "anxiety that is unusually 

intense or prolonged" (p. 84). Lastly, Lazarus believed 

that depressed patients needed to learn a way of recognizing 

and using the reinforcers at their disposal. 

Costello (1972) proposed that the depressed person's 

general loss of interest in the environment could be a func-

tion of a general loss of reinforcer effectiveness rather 

than a function of type of reinforcer. He suggested that two 

antecedents explain this loss of effectiveness: endogenous 

biochemical and neurophysiological changes in the person 

or disruption of a behavioral chain, such disruption resulting 

from, for example, loss of one reinforcer in that chain. 

Costello suggested that "reinforcer effectiveness of all 

the components of the chain of behavior is contingent upon 

the completion of the chain at either an overt or a covert 

level" (p. 241). He used as an example the withdrawal 
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of a reinforcer, or removal of a discriminative stimulus for 

behavior, disrupts an ongoing chain of behavior, giving rise 

to a general loss of reinforcer effectiveness. For Costello, 

loss of reinforcer effectiveness is the fundamental mechanism 

underlying depression. 

Lazarus (1972) disagreed with Costello's formulation on 

the grounds that it is difficult to establish whether loss 

of reinforcer effectiveness is a cause or an effect of depres-

sion. While Lazarus and Costello have analyzed depression 

in terms of reinforcers, their positions reflect or imply the 

need for mediators such as cognitions or distorted perceptions. 

In the functional analysis of depression presented by 

Ferster (1973), there is more emphasis on directly observable, 

specified relationships between behavior and its consequences. 

Ferster's analysis represents a more radical behavioral view 

of depression and its associated environmental events. Skinner 

(1953) laid the groundwork for such an analysis when he 

stated: 

As long as we conceive of the problem of emotion 

as one of inner states, we are not likely to 

advance a practical technology. It does not 

help in the solution of a practical problem to 

be told that some feature of a man's behavior is 

due to frustration or anxiety; we also need to be 

told how the frustration or anxiety has been 

induced and how it may be altered. In the end, 

we find ourselves dealing with two events—the 
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emotional behavior and the manipulable conditions 

of which that behavior is a function—which com-

prise the proper subject matter of the study of 

emotion. (p. 167) 

Ferster's analysis emphasized the frequency of behavior 

as the primary focus and viewed depression as reduced fre-

quency of adjustive behavior with a concomitant increase in 

preemptive, nonproductive responding (i.e., escape and avoid-

ance behaviors; bizarre and irrational behaviors) under control 

of negative reinforcers. The behavioral repertoire of the 

depressive is likely to be passive—derived from prompts, 

commands or other aversive initiatives from other persons. 

The remforcer in the interaction is more likely to be appro-

priate to the other person's repertoire than to the depressed 

person. Ferster pointed out that a topographic description 

of a depressed person's behavioral repertoire does not distin-

guish it from a normal one. What does discriminate normal 

from depressed is the relative frequency of these performances 

in the total repertoire. 

This seminal analysis also described the basic behav-

ioral processes that contribute to or reduce the freuqency of 

the depressive's conduct: low frequency of positive rein-

forcement due to inappropriate responding and factors that 

block that development of a repertoire that can be positively 

reinforced (i.e., intermittent schedules of reinforcement for 

appropriate behaviors; large and sudden changes in the 
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depressive s internal and external environments; generalized 

and suppressed anger leading to a loss of social reinforce-

ment) . 

In yet another more Skinnerian behavioral analysis, 

Glenn and Whaley (1977) analyzed depression (with overlapping 

anxiety) as being composed of two events: (1) an internal 

stimulus configuration and (2) the labelling of those events. 

The occurrence of the labelling behavior under control of 

this internal stimulus configuration was the "experience." 

According to Glenn and Whaley (1977): 

Following Goldiamond's application of signal 

detection and perception, the labelling 

event may be viewed as a "detection response" 

and the internal stimulation as the signal for 

the detection to occur. Thus, the experience 

can be seen as directly under control of a pay-

off matrix. This pay—off matrix would account 

for just how much internal stimulation would 

produce a detection response. (p. 5) 

With conceptual models of depression ranging from a 

focus of intrapsychic constructs to an emphasis on environ-

mental antecedents and consequences, the behaviors we term 

depression appear to have received the attention and 

analysis the problem warrants, based on the demographic data 

presented earlier in this paper. However, the problem of 

objective measurement of behaviors labelled "depressive" 



21 

arises. Criterion measures of depression are necessary to 

enable the researcher and/or therapist to begin his investi-

gations. The value of any clinical research into depression 

ultimately depends to what extent it can be demonstrated that 

the subjects were actually suffering from depression, and on 

how reliably the findings can be generalized to other groups 

of depressed patients. Mowbray (1972) reported that the 

ordinary methods of clinical diagnosis result in disagree-

ment between observers (and to some extent within observers) 

because of differing criteria regarding what is to be observed 

and what importance should be attached to an observation. 

Lorr, Sonn, and Katz (1967) reported that to assess 

depression it seems necessary to go beyond the observation of 

overt behavior. "It seems evident that a broader understand-

ing of the depressive disorders can result from the combined 

use of manifest behavior and self-report" (p. 186). Williams, 

Barlow, and Agras (1972) pointed out that treating depression 

as one broad entity may create problems of communication, 

interfere with comparisons of results between studies, and 

prevent assessment of results of therapy. Lewinsohn (1975) 

concurred when he stated that the behaviors making up the 

depression syndrome are so very diverse. 

Few attempts had been made to quantify depression using 

completely objective behavioral measures until 1963. Bunney 

and Hamburg (1963) developed a method for observing and 

recording behavioral data on a psychiatric ward. These 
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investigators used the nursing personnel on a research unit 

to observe and record depressed bheavior. Their observations 

relied heavily on verbal behavior and required the nursing 

staff to make global estimates of mood and feelings at the 

end of an 8-hour shift. Schwab, Bialow, and Holzer (1967) 

complained that diagnosing depression in medical patients 

depended too heavily on clinicians' subjective evaluations. 

When the clinical interview was judged to be no longer 

sufficient as the sole diagnostic tool, rating scales were 

introduced to remove some of the inconsistencies in clinical 

observation by specifying what features were observed and how 

the observations were to be made (Mowbray, 1972) . A measure 

that provides a numerical score might facilitate comparison 

with quantitative data. Snaith, Ahmed, and Mehta (1971) 

pointed out that rating scales are economical in terms of 

personnel; they can easily be used repeatedly by the patient, 

thereby giving information on changes in his condition. 

Lewinsohn (1975) stated that the Beck Depression Inventory 

is easy to administer and more closely related to clinical 

definitions of depression than are interview rating scales. 

The Beck was developed by Aaron Beck (1961) to provide 

a "standardized, consistent measure that would not be sensi-

tive to the theoretical orientation, the idiosyncracies, or 

the inconsistencies of the individual administering it" (Beck, 

1970, p. 187). Beck selected 21 categories of symptoms and 

attitudes which characterized the over behavioral manifesta-

tions of depression. This inventory was developed to assess 
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the severity of depression; it was not designed to distinguish 

between diagnostic categories. The 21 items cover various 

aspects of depression. Each item is subdivided according to 

severity so that the patient may score 0 to 3 on any item 

(range of scores is from 0 to 63). 

The Beck has been clinically validated on populations 

ranging from undergraduate psychology students to severely 

depressed inpatients (Bumberry, Oliver, & McClure, 1978; Depue 

& Monroe, 1978; Golin, Terrell, & Johnson, 1977; Lebow, 1974; 

McDonald, 1978; Murdoch-Kitt, 1976; Nystedt, 1976; Rehm, 1977; 

Rizley, 1977; Roth, 1978; Schwab, Bialow, & Holzer, 1967). 

Seligman, Abramson, and Semmel (1979) reported on addi-

tional advantages of using the Beck. It is relatively short, 

capable of providing quantitative information for assessing 

depth of enduring depression, and is relatively well vali-

dated. It has been reported reliable and valid when adminis-

tered to nearly 1,000 clinically depressed people. Beck 

(1970) found significant differences in mean Beck scores 

between groups of psychiatric inpatients and outpatients 

rated as exhibiting none, mild, moderate, or severe depres-

sion. Recently, Bumberry et al. (1978) found Beck scores 

m a college population correlated .77 with clinical ratings 

of depression derived from psychiatric interviews. 

Additionally, Becker (1974) stated that the Beck corre-

lated well with other measures of depression, such as the 

Depression Adjective Checklist. The Beck is sensitive to 

clinical change. Scores are unrelated to age, race, and 
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intelligence; however, females and the less well-educated 

tend to obtain higher scores. Becker also reported on reli-

ability (split-half Spearman-Brown corrected Pearson r = .93) 

all items significantly related to total score at the p < .001 

level per item; and "highly significant test—retest correla-

tions with clinicians' independent severity of depression 

rating. Validity data are likewise encouraging. Clinicians1 

ratings of severity of depression were made independently of 

knowledge of scale scores, which were categorized as none, 

mild, moderate, and severe. Mean scale scores for each 

respective category were 10.9, 18.7, 25.4, and 30.0, respec-

tively. These differences are significant at the p < .001 

level (p. 25). Bosse et al. (1975) agreed with Becker and 

also used the Beck with a college freshman population. 

While instruments are available for measuring chronic, 

more enduring depression, there was a need for an instrument 

to measure transient depressive mood, feeling, or emotion. 

According to Lubin (1965) this need arose when designing an 

investigation of mood changes during pregnancy and the post-

partum period. Masterson (1975) described the adjective 

checklist as an assessment technique that presents the subject 

with a list of descriptive terms covering the behavior(s) 

under consideration. The list is such that it can be filled 

in either by the subject himself or an observer who records 

his reactions to the person (or stimulus) under consideration. 

Emphasis is placed on obtaining a maximum amount of descrip-

tive information with minimal emphasis on the mechanics of 
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response. Checklists present the subject with a task which 

is meaningful and nonthreatening, resulting in a minimal 

amount of test-taking resistance. 

Taub and Berger (1974) described checklists as being 

sensitive to changes in mood under experimental conditions 

and in real-life situations. These investigators found 

checklists detected systematic fluctuations in mood under 

relatively unstructured situations such as variations in 

time of day. The Depression Adjective Checklist is a state 

measure of depressive mood with alternate forms whose reli-

ability, validity, and other characteristics have been 

reported by Lubin (1966), Lubin and Himelstein (1976), and 

by Lubin, Roth, and Dean (1978). 

Giambra (1977) noted using Lubin's Depression Adjective 

Checklist and described the instrument as having seven forms 

each containing 32-34 adjectives. Each adjective of a list 

has significantly differentiated, based on overall group 

endorsement, a depressed from a nondepressed group. Addi-

tionally, Giambra stated that the lists were constructed to 

be equivalent forms and to provide brief measures of self-

reported depressive mood. Thus, each Depression Adjective 

Checklist reflects only the depressive mood aspect of 

depression with greater depressive mood indicated by more 

frequent endorsements of negative adjectives and/or failures 

to endorse positive adjectives. 

Turner, Ward, and Turner (1979) used the Depression 

Adjective Checklist as a selection instrument in their study 
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of normal persons with depressive mood problems. Their cut-

off for inclusion was at or above T = 70. Yenney (1973) 

described the scoring procedures for the Depression Adjective 

Checklist as used in his study. A score of "1" is given for 

each positive adjective checked and any negative adjective 

which is NOT checked. On the Lubin scale, higher scores show 

less depression. Buchwald (1977), Calhoun, and Dawes (1974), 

Weintraub and Segal (1974) as well as Hornstra and Klassen 

(1977) reported using the Depression Adjective Checklist and 

found it to be sensitive to changes in depressed mood over 

time. This scale also emphasizes change and asks how the 

respondent feels "right now, today" (Hornstra & Klassen, 

1977; p. 121). 

Levitt and Lubin (1975) explained that test-retest 

method for estimating reliability is inappropriate for a 

state measure because in the normal person depression is 

largely reactive. Its occurrence reflects various events in 

the daily life of the person that cause mood to fluctuate 

up and down for relatively short time periods. Thus, the 

particular moment in the individual's life at which he com-

pletes the Depression Adjective Checklist may influence his 

score. However, scores on Form E of the Depression Adjective 

Checklist correlate between .5 and .6 with the Beck and MMPI 

D scale. Split-half reliability of Form E was determined by 

correlating the two columns of adjectives. Each column 

contained 11 positive adjectives and 6 negative adjectives. 
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Reliability coefficients were obtained separately for 566 

normal subjects and 295 patients and for males and females 

within each group. These coefficients ranged from .84 to 

.89. Internal consistency for Form E was computed by a two-

way ANOVA. For male normals the correlation was .83 and for 

female normals, .88. 

Prushoff, Klerman, and Paykel (1972) pointed out that 

checklists are not useful with psychotic and other severely 

ill patients. Christenfeld, Lubin, and Satin (1978) indicated 

that correlations between the Depression Adjective Checklist 

and the Beck, for example, were higher for men than for women. 

Thus, it has been determined that depression can be objec-

tively described by various clinical measures. Despite the 

proliferation of measuring instruments and conceptual models 

for depression, Arieti and Bemporad (1978) noted that the 

clinical nature of depression itself has changed over the 

decades. They reported that most depressions appear to be 

milder than those described in the early psychoanalytic litera-

ture. 

Chodoff (1972) called for research in the area of predis-

posing factors in depression. Arieti and Bemporad (1978) 

criticized current models of depression in terms of neglect 

of etiological factors. Beck actually described results but 

not the cause of depression. Seligman (1976) took "the 

results of a depressive episode to be its cause" (p. 48). 

Blatt, D'Affitti, and Quinlan (1976) found "a need to explore 
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further aspects of depressive experiences in both clinical 

and nonclinical samples" (p. 388). 

Lewinsohn and Amenson (1978) supported the idea of 

longitudinal studies of the sequence of events leading to 

depression. In 1968, Velten undertook to induce a depressive 

mood in normal college students. He found that subjects 

who read depressing statements reported significantly more 

depression on a depression adjective checklist than did his 

demand control subjects. Velten also included a third group 

reading elating self—referent statements. The data supported 

Velten s hypothesis that reading mood—induction statements had 

induced moods of elation and depression. Hale and Strickland 

(1976) and Strickland, Hale, and Anderson (1975) data supported 

Velten s findings that affective states could be manipulated 

in a laboratory setting. In one study, Lewinsohn and Shaw 

(1969) went one step further and asked a depressed client to 

rate her mood on the Depression Adjective Checklist at the 

end of each day during therapy for a 6-week period. In a 

later study, Lewinsohn and Amenson (1978) asked depressed 

and nondepressed subjects to monitor occurrences of specified 

(pleasant and/or unpleasant) events and to relate their mood 

on a daily basis for 30 days. Rehm (1978) also reported 

that selective self-monitoring of negative events can lead to 

negative self-evaluation. In a reversal of depression induc-

tion, Lewinsohn and Libet (1972) found an association between 

pleasant activities engaged in and mood level. 



29 

Weintraub and Segal (1974) investigated the correlation 

between measures of mood and cognition in normal males. 

Their results disclosed a positive correlative relationship 

between negative thought content and depression. Underwood 

(1974) proposed that mood states determined the extent to 

which attention is given to aspects of the external environ-

ment. Wener and Rehm (1975) underscored the significance 

of experimentally manipulating depression score differences 

in normals when they wrote that such a manipulation "should 

be considered a potential model for the development of patho-

logical depression" (p. 222). 

Lewinsohn and Amenson (1978) noted: 

In the laboratory, it has been a relatively straight-

forward procedure to arrange and study behavior-

contingent stimulus events that serve to increase 

decrease the probability of future occurrences 

of the behavior. (p. 644) 

Snadowsky and Belkin (1974) asked subjects to keep journals 

of their behavior in group therapy. These reserachers 

reported that maintaining a formal journal forced their 

subjects "to both cognitize their feelings and to maintain 

a permanent record of actions, potential actions, and 

interactions" (p. 511). Wright and McDonald (1974) recom-

mended longitudinal record keeping by subjects so that 

impressions could be kept. Nelson, Lipinski, and Black (1975) 

reported that the primary therapeutic effect of self-recording 

is that self-monitoring causes reactive changes in behavior, 
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usually in the desired direction. Nelson, Lipinski, and 

Black (1976) warned that self-recording is a reactive process 

and looked for the variables controlling this reactance. 

Rehm (1978) used monitoring of pleasant events over a 6-week 

period as a therapeutic device to increase positive mood 

occurrence and concomitant positive self-evaluation. 

Kanfer (1970) , in a critique of self-monitoring proce-

dures, questioned the reliability of self-reports for events 

which have no external referents (i.e., private events to 

which only the subject himself has access). Therefore, Kanfer 

concluded that the choice of a response class and of instruc-

tions are critical variables. These criteria might apply 

regardless of whether or not private events are the data of 

interest. Cognitive theories of depression such as that of 

Beck (1970) and Seligman (1976) suggest that either depres-

sing thoughts or learned helplessness (the result of failure 

in a variety of situations) cause depressed mood. They define 

depression as caused by attributions, expectancies, distorted 

perceptions in summary, "mediational cognitions" (Klein, 

1974, p. 453). 

Consistent with the cognitive theory, a number of studies 

have shown that student volunteers report depressed mood 

after reading depressive statements (Coleman, 1975; Hale & 

Strickland, 1976; Strickland et al., 1975; Welgan & Fazio, 

1973); monitoring events and taking daily estimates of mood 

fluctuations (Johnson, 1977; Wessman et al., 1960) engaging 

in unsolvable tasks (Klein, 1974). None of these studies 
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of depression induction has kept the subjects naive as to 

the purpose of the investigation and/or allowed enough time 

to pass to be able to determine whether or not subjects would 

come under control of external events without awareness of 

feeling happy or sad about such events. 

The current cognitive models of depression (Abramson, 

Seligman, & Teasdale, 1978; Beck, 1970) hold that the depres-

sive is predisposed to overreact to negative events and/or 

quickly learn helplessness (Teasdale & Bancroft, 1977). it 

seems that depression could be seen as a pervasive affective 

state that could be the result of a response bias toward 

the labelling of events in the environment as negative. Con-

versely, happiness, positive affect could be viewed as the 

end result of response bias toward labelling environmental 

events as positive or good. 

The purpose of the present study is to bias peoples' 

responses in one direction or the other to see if this res-

ponse bias has an effect on peoples' moods over time. If 

nondepressed persons can produce changed profiles on state 

and mood measures of depression after bringing their verbal 

behavior under control of labelling external environmental 

events, the functional analysis of depression might be 

enlarged to include selective monitoring of external events 

as a possible etiology for depression in a normal population. 

The hypotheses tested in this study are as follows. 

1. When depressed or nondepressed individuals are given 

a neutral rationale and instructions to record daily 
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for 3 weeks all negative or bad events that happen to them, 

there will be a negative change in their scores on trait and 

mood indices of depression. 

2. When depressed and/or nondepressed individuals are 

given a neutral rationale and instructions to record daily 

for 3 weeks all positive or good events that happen to them, 

there will be a positive change in their scores on trait and 

mood indices of depression. 

3. When depressed and/or nondepressed individuals are 

given a neutral rationale and instructions to record daily 

for 3 weeks events that happened to them daily, there will 

be no change in their scores on trait and mood indices of 

depression. 

Method 

Subjects 

Subjects were drawn from among 95 undergraduate students 

enrolled in evening division classes at a community college 

in a large southwestern city. Subjects voluntarily responded 

to notices about the project that were read in the following 

classes: government, Spanish, and psychology. The final 

79 subjects (46 females and 33 males) used in the study 

were those who completed the data requirements. There were 

27 subjects in the negative events group, 2 2 subjects in 

the total events group and 30 subjects in the positive events 

group. 
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Instruments 

A demographic data sheet (Appendix A) was utilized to 

collect pertinent information concerning the subjects. Forms 

A and D of the Depression Adjective Checklist (Lubin, 1966) 

were used to pre- and postexperimental measures of depressive 

affect or mood. Beck Depression Inventory (Beck, 1961) 

served as the other pre- and postexperimental measure. A 

daily log was required to be kept according to the instruc-

tions in Appendix B. A postexperimental questionnaire 

(Appendix C) was the last form requirement of the subjects. 

Procedure 

All subjects were offered the following rationale at 

the outset of the study. 

I am interested in looking at commitment behavior. 

Namely, when agreeing to take data over a period 

of time, how consistent are people in following 

through when there is a response cost involved. 

Any student who volunteered was told the following. 

I appreciate your interest and willingness to 

take part in this study. You will be paid for 

keeping the data—$2.00 for the first week's 

data, $3.00 for the second week's data, and 

$5.00 for the third week's data. Please fill 

out this sheet. I will be back next week with 

your instructions. 

The subjects were randomly divided into three groups: 

negative events group consisting of those who recorded only 
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negative events that happened to them daily; positive 

events group consisting of those who recorded only positive 

events that happened to them daily, and total events group 

consisting of those who recorded everything that happened 

to them daily. This group served as a control for the 

reactive effects of self-monitoring. 

The following week each subject was given the appropriate 

instruction sheet and a notebook. On the first and last 

sessions all subjects took the Beck and the Depression Adjec-

tive Checklist. Sequence effects were controlled by distribut-

ing the instruments in a random order. This procedure was 

adapted from Giambra (1977). At the end of each week, the 

experimenter returned to each class, collected data, and paid 

each subject according to a previously described conjugated 

schedule. On the last evening after completion of the post-

experimental questionnaire the total-events-group members 

were requested to place a positive or negative value on each 

event they had recorded over the 3-week period. Subjects 

were debriefed after turning in their data. Those in the 

negative events group were offered the opportunity to record 

positive events for 3 weeks (for no pay). None of these 

subjects chose to do so. At the completion of the study, 

before the data were analyzed, three independent evaluators 

rated each subject's responses to two questions on the 

postexperimental questionnaire (Appendix D). 
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Results 

The data are analyzed using two unequal n analyses of 

covariance, wherein the final Beck and Depression Adjective 

Checklist scores are adjusted for differences in initial 

levels (see Table 1). No significant differences between 

groups on either the Beck or the Depression Adjective 

Checklist are found (See group means, Appendix E, Table 2)f 

Table 1 

Differences Between Groups on the Postexperimental 
Beck Depression Inventory and 
Depression Adjective Checklist 

Source df MS 

Group 

Pre-Depression Adjective 
Checklist 

Error 

1 217.6966 

75 19.6502 

Depression Adjective Checklist ANCOVA 

2 0.308967 0.02 0.9844 

11.08 0.0014 

Beck Depression Inventory ANCOVA 

Group 2 5.5112 0.37 

Pre-Beck 1 463.674 31.40 

E r r o r 75 14.767 

0.6878 

0.0001 

Three independent judges rate each subject's understand-

ing of the purpose of their data taking. Interrater reli-

ability is 93.5%. In only one case did two or more raters 

believe that a subject understood the true purpose of this 

study. Whether or not the data taking has an effect on the 
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subject is also rated and the criterion for agreement uses 

majority opinion rather than perfect agreement. Under this 

condition 51.95% are affected by the procedure and 48.05% are 

not affected. 

Supplemental analyses of the data (i.e., correlations and 

ANOVAs) are obtained to determine if the independent variable 

did, indeed, produce any changes, other than those predicted, 

in the dependent variable. Correlations are computed on 

relevant combinations of experimental and categorical vari-

ables. The purpose is to discover incidental relations which 

might help account for the lack of hypothesized results. The 

outcome of these supplemental analyses are given. There is 

a small but significant relationship (r = 0.24; p = 0.03; 

n — 79) between sex and pre—Beck scores. Females are more 

likely to have higher pre-Beck scores. 

There is a negative relationship between preexperimental 

Depression Adjective Checklist and Depression Adjective Check-

list change scores. The higher the prescores, the bigger the 

decrease in the persons' postscores (r = -0.53; p = 0.0001; 

n = 79). This same relationship exists for the Beck pre and 

change scores (r = -0.52; p = 0.0001; n = 79). There is a 

significant relationship between the pre-Beck scores and 

subsequent numbers of negative events monitored. In both the 

negative and total-events groups, the higher the preexperi-

mental Beck score, the more negative events are monitored 

(r = 0.351; p = 0.0135; n = 49). The pre-Beck also relates 
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to subjective verbal behavior about the effects of monitoring. 

The higher the pre-Beck scores, the more likely the subjects 

are to say that they have been affected by recording events 

(r = 0.275; p = 0.0154; n = 77). 

In general, the more negative events monitored, the more 

likely a person will be to say recording has an effect (r = 

0.4949; p = 0.0004; n = 47). The converse is also true; i.e., 

the more positive events subjects monitor, the less likely 

they are to say recording has an effect (r = -0.3092; p = 

0.0289; n = 50). 

ANOVA's for the negative group attest to the fact that 

there are some changes occurring related to time and event 

recording. Some of these data are shown in Table 3. Namely, 

Table 3 

Mean Number of Events of Subjects Who Monitored 
Only Negative Events 

Time 1 Time 2 Time 3 

No Effect 14.83 19.16 21.83 

Yes Effect 21.81 24 .19 25.95 

the 21 subjects who claim monitoring has an effect tend to 

record more total events than those 6 who say monitoring has 

no effect (F (1,25) = 3.86, p = 0.0607). Inspection of 

Table 2 shows that over time the negative-events group did 

monitor increasing numbers of negative events (Time main effect 
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F (2,50) = 6.78, p = 0.0025). The Duncan Multiple Range 

pinpoints the difference as follows. Time 1 is less than 

Time 2 and 3 (df = 50, p £ .05); however, Times 2 and 3 are 

not statistically different (df = 50, p > .05). 

Table 4 indicates the changes in recording that occur 

over time between those subjects who are noting only negative 

happenings and those who are given the option of monitoring 

both positive and negative events (total-events group). Time 

is significant (F (2, 95) = 3.20, p = 0.0453) and group is 

significant (F (2, 46) = 30.99, p = 0.0001). Additionally, 

the interaction is not significant (F (2, 95) = 2.85, 

p - 0.0627). Negative and total-events groups are discrimin-

Table 4 

Mean Number of Negative Events Recorded by Negative Group 
versus Negative Data from Total Events Group 

Time 1 Time 2 Time 3 

Negative 20.26 23.07 25.04 

Total Events (-) 10.09 11.81 10.05 

Average 15.69 18.02 18.31 

ably different in numbers of events monitored (Duncan (46) 

p < .05). In terms of events being recorded, Time 1 is not 

the same as Times 2 or 3 (Duncan (95), p _< .05). Visual 

inspection of cell means in Table 4 suggests that the 

negative-events group continues to monitor increasing numbers 

of events over time while the total-events group does not. 



39 

Table 4 displays the means from both the positive group 

and those positive events being recorded by subjects in the 

total events group. Group differences are significant 

Table 4 

Mean Number of Positive Events Recorded by Positive Group 
versus Positive Data from Total Events Group 

Time 1 Time 2 Time 3 

Positive 24.26 24.1 27.8 

Total Events (+) 37.23 42.95 42.41 

(F (1, 50) - 13.75, p - 0.0005) while time is not, although 

the direction of the trend is correct (F (2, 100) = 2.02, 

p - 0.1378). While the total events group is obviously taking 

note of more positive events than is the positive group, the 

number of events being recorded by the positive group is 

gradually increasing each week, while the number being moni-

tored by the total events group is not. Unlike the changes 

present in the negative group in terms of effects of monitor-

ing, there is no difference between "Yes Effect" and "No 

Effect" groups (F (1, 28) = 0.68, p = 0.4153) nor between times 

(F (2, 56) = 2.25, p = 0.1152). 

Discussion 

The results fail to confirm the hypotheses that label-

ling external negative or positive events in the absence of 

depression will cause a change in scores in trait and mood 
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indices of depression. The third hypothesis concerning the 

total events group is confirmed, namely that there will be 

no change in their scores on trait and mood indices of depres-

sion. However, trends seen in the supplemental data analyses 

of this study tend to lend support for the effects of monitor-

ing , per se, although the methodology obscured these possible 

effects. 

Visual inspection of the data reveals the trend toward 

recording more and more events in both experimental groups. 

In line with these directions, Nelson, Hay, and Hay (1977) 

report that self—monitoring of negative verbal behavior tends 

to increase the frequency of negative verbal statements. So, 

too, in this study did the negative events monitored increase 

over time. While no effects of the monitoring on the dependent 

variable are noted, the increase in events monitored over time 

does suggest the possibility that an effect might come to 

exist given longer recording parameter. These data also point 

changes in monitoring behavior over time as possibly a more 

sensitive indicator of subclinical changes in behavior than 

either the Beck or the Depression Adjective Checklist. 

In this study, differences in number of events monitored 

between subjects who are instructed to monitor only negative 

happenings and those given a choice to record positive or 

negative events also supports other experimental findings. 

Kanfer (1976) suggests that attending to undesirable behaviors 

produces negative self-evaluation and actual avoidance of the 
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monitoring. Nelson et al. (1976) confirms this suggestion. 

In the present study those monitoring only negative events are 

recording more events over time. On the other hand, those 

subjects in the total events group who had the choice of 

noting positive and/or negative events did not monitor more 

negative happenings over time. So, in essence, the effect 

that is substantiated by Kanfer and Nelson might be seen as 

occurring in this investigation: given a choice of types of 

events to monitor, negative events are not attended to as 

consistently as positive ones. 

In addition to the need for a longer recording period, 

other design deficiences are extant in this investigation. 

One problem may lie in the lack of bidirectional sensitivity 

of one of the dependent measures. The Beck has a floor effect, 

thus not allowing for changes in a positive direction for one 

of the experimental groups. A score of zero on the Beck 

indicates neutrality in terms of depression but should a 

person become happier (more positive over time) there is no 

way to reflect this change using the Beck. 

The lack of a behavioral measure more closely correlated 

with and more sensitive to the effects of the independent 

variable may account for paucity of evidence of change 

effects. There are questionnaires that call for rating of 

changes m eating and sleeping behaviors (as well as numbers 

of interpersonal encounters). These measures would have 

provided additional sources for evidence of change effects. 
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The dependent measures in this study are necessary, perhaps, 

but apparently not sufficient. 

Another weakness lies in the reward system used in this 

project. When the last data were turned in, the subjects 

filled in the Beck and Depression Adjective Checklist, answered 

the postexperimental questionnaire and immediately thereupon 

received their third payment. Subsequent perusal of the raw 

data indicates that almost without exception, knowledge of 

receiving the money has an effect on the last written entries 

of the subjects. Responding to measures of depression might 

easily have been biased by the anticipated receipt of $5.00. 

There are some changes that might help clarify and extend 

the trends that are already present. 

1. Run the study for at least 6 weeks. 

2. Use a pre- and postbehavioral baseline for each 

subject similar to what each subject will be asked to record 

during the experimental phase; ask the subjects to rate events 

during this baseline as positive, negative, or neutral. This 

procedure might avoid the mistake in the present study which 

forces subjects in the total events group to label each 

happening as positive or negative with no allowance for 

neutrality. Examine changes in absolute numbers of positive, 

negative neutral events before and after the experimental 

phase. 

3. Place an absolute minimum on the number of events 

to be monitored during baseline and thereafter, but no limit for 

maximum number. 
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4. Present the personality measure in concert with 

other less transient measures (e.g., eating and sleeping 

habits) and look for changes in these data also. 

5. Change the reward system to one in which the money 

is mailed to each subject 2 weeks after the data are collected 

or grade points given for participation at the end of the 

semester (not throughout the data-collection period). 

In summary, this study has endeavored to examine the 

possible link between a person's response biases and subse-

quent mood variables; arrange the response bias, and note 

changes in mood. The assumption underlying this study is 

that monitoring an increasing number of certain types of events 

over time is indicative of a developing response bias and 

that response bias in and of itself may produce a generalized 

mood. In whatever way the responses are biased, it appears 

from the trends in this invetigation that the response (posi-

tive or negative) is becoming more and more biased over time 

as evidenced by the increasing number of events monitored. 

Therefore, at the very least the response bias is accelerating. 

Given more time and if this trend continues, the biased 

response would perhaps have given a good test of the hypo-

theses. Whether or not such changes might produce more 

definitive answers remains an empirical question. 
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Appendix A 

Demographic Data Sheet 

LAST 4 NUMBERS OF SOCIAL SECURITY NUMBER: 

S E X : MARITAL STATUS: (S M D W) : 

RACK: EDUCATION (HSD/GED): 

(White American) 

(Black American) 

(Indian American) 

(Hispanic American) 

(Other—new immigrant; naturalized citizen: 
foreign student; etc.) 

INCOME (JOINT IF MARRIED: YOURS ALONE IF YOU ARE SINGLE): 

(Less than $4,000) 

($4,000-$6,000) 

($6,000-$8,000) 

($8,000-$10,000) 

($10,000-$12,000) 

($13,000 or more) 

Thank you for filling out the above information. Now, if you 

will, please turn this page over and begin to read the instruc-

tions for the few pages that follow. As soon as you have 

read the instructions, please begin to check the items that 

best describe you. If you have any questions, please raise 

your hand and I will come to your seat and answer your ques-

tion. 
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Appendix B 

Instructions for Keeping Your Daily Log 
Positive Events Group 

You have agreed to take part in this study and the only 

requirement asked of you will be to keep a daily log of cer-

tain events that happen to you each day for the next 3 weeks. 

These logs must be retained by the author of this study. How-

ever, they will not be identifiable as a record of any 

particular person as the only identifying data on the log will 

be the last four digits of your social security number. 

Your specific assignment is: You are being asked to 

record each day in your log (dating each page at the top) every 

event that happens to you that you call "positive" or "good." 

The only requirement is that these be good or positive events 

from your point of view—you are the sole judge of what goes 

into your log. Examples of good or positive events might be: 

Compliments paid you at work by your friends; a weight loss 

that you note; your child getting a good grade on a test at 

school; your best friend (mate) (boss) (in-laws) giving you a 

present or telling you how much they care for you—any events 

that make you feel good or adds a positive moment to your life. 

There are no limits to the number of events that may be 

recorded each day. 

In return for keeping this daily log for 3 weeks (includ-

ing Saturdays and Sundays), you will receive a total of $10.00. 

The monies will be paid on the following schedule: First week: 

Your log will be checked and if you have it with you and daily 
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entries recorded you will receive $2.00. Second week: Your 

log will be checked and if you have it with you and daily 

entries recorded you will receive $3.00. Third week: Your 

log will be checked and if you have it and daily entries have 

been recorded, the log will be taken up; you will be asked to 

complete the postexperimental questionnaire and you will be 

given your $5.00. 
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Instructions for Keeping Your Daily Log 
Negative Events Group 

You have agreed to take part in this study and the only 

requirement asked of you will be to keep a daily log of cer-

tain events that happen to you each day for the next 3 weeks. 

These logs must be retained by the author of this study. 

However, they will not be identifiable as a record of any 

particular person as the only identifying data on the log 

will be the last four digits of your social security number. 

Your specific assignment is; You are being asked to 

record each day in your log (dating each page at the top) 

every event that happens to you that you call "bad" or 

"negative." The only requirement is that these be bad or 

negative events from your point of view—you are the sole 

judge of what goes into your log. Examples of negative 

events might be: Ice on the road on the way to work; having 

seen a bad wreck on the way to (or home from) work (school); 

having your child get sick; failing a test in school; fighting 

with your best friend (mate) (boss) (in-laws)—any events that 

make you feel bad or engender negative feelings. There are 

no limits to the number of events that may be recorded each 

day. 

In return for keeping this daily log for 3 weeks (includ-

ing Saturdays and Sundays), you will receive a total of $10.00. 

The monies will be paid on the following schedule: First week: 

Your log will be checked and if you have it with you and 

daily entries recorded you will receive $2.00. Second week: 



Appendix B—Continued 4 8 

Your log will be checked and if you have it with you and daily 

entries recorded you will receive $3.00. Third week: Your 

log will be checked and if you have it and daily entries have 

been recorded, the log will be taken up; you will be asked to 

complete the postexperimental questionnaire and you will be 

given your $5.00. 
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Instructions for Keeping Your Daily Log 
Total Events Group 

You have agreed to take part in this study and the only 

requirement asked of you will be to keep a daily log of cer-

tain events that happen to you each day for the next 3 weeks. 

These logs must be retained by the author of this study. 

However, they will not be identifiable as a record of any par-

ticular person as the only identifying data on the log will be 

the last four digits of your social security number. 

Your specific assignment is; You are being asked to 

record each day in your log (dating each page at the top) all 

the things that you do each day—your daily schedule each day. 

Regardless of whether or not it changes from day to day, you 

are asked to record each activity you engage in. Examples of 

these events might be: Toileted and brushed teeth and ate 

breakfast before leaving for work; worked at calling customers 

all day; ate lunch with ; had my afternoon coffee break 

w i t h '* worked until later (earlier) than usual; came 

to school; etc. There are no limits to the number of events 

that may be recorded each day. 

In return for keeping this daily log for 3 weeks (includ-

ing Saturdays and Sundays), you will receive a total of $10.00. 

The monies will be paid on the following schedule: First 

week: Your log will be checked and if you have it with you 

and daily entries recorded you will receive $2.00. Second 

week: Your log will be checked and if you have it with you 
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and daily entries recorded you will receive $3.00. Third 

week: Your log will be checked and if you have it and daily 

entries have been recorded, the log will be taken up; you 

will be asked to complete the postexperimental questionnaire 

and you will be given your $5.00. 
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Appendix C 

Postexperimental Questionnaire 

LAST 4 NUMBERS OF SOCIAL SECURITY NUMBER 

SEX: MARITAL STATUS (S M D W): 

RACE: EDUCATION (HSD/GED): 

(White American) 

(Black American) 

(Indian American) 

(Oriental American) 

(Hispanic American) 

(Other new immigrant; naturalized citizen; foreign 
student; etc.) 

Thank you for having taken part in this experimental study. 

The last document you will be asked to fill out is this post-

experimental questionnaire. When you have completed this 

form, I will give you the remainder of your $10.00. Please 

give some thought to your answers as this data is as impor-

tant to the project as your diaries and the other checklists 

you have just completed. Again, thanks for your cooperation. 

WHAT DO YOU THINK WAS THE PURPOSE OF THIS STUDY? 

WHAT EFFECT, IF ANY, DID YOUR DATA-TAKING HAVE ON YOUR LIFE 
YOUR FEELINGS, YOUR MOODS, OR ON THOSE AROUND YOU? 

IF ASKED TO PARTICIPATE IN A SIMILAR STUDY IN THE FUTURE 

STATE WHY R E F U S E ° R A C C P E T - REGARDLESS OF YOUR ANSWER, PLEASE 
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Appendix D 

Subjects' Verbatim Responses on the 
Postexperimental Questionnaire for 

Independent Evaluation 

Instructions 

The following question was asked as part of this experi-
mental study. 

WHAT EFFECT, IF ANY, DID YOUR DATA-TAKING HAVE ON 
YOUR LIFE, YOUR FEELINGS, YOUR MOODS, OR ON THOSE 
AROUND YOU? 

We are looking for a YES or NO response to whether or not the 
data taking did indeed have an effect based on each subject's 
response to the question. 

Criterion for YES. The effect that would be relevant 
to our data is whether or not the subject labels a relation-
ship between the data he/she took and a change in mood, 
feelings, etc.--i.e., does the subject believe that what 
he/she did changed his/her mood and/or feelings—was the 
change of feeling somehow related to data taking. 

If you believe the answer reflects this effect, please 
mark YES beside the answer. If not, please mark NO. Thank 
you for your cooperation. 

S Code Statement Yes/No 

03681 

08699 

03433 

01314 

07839 

00331 

None 

I became more aware of the negative things 
in my life and realized how trivial most 
of them are. 

I found it pretty hard to remember all the 
bad things at the end of the day. 

The data—taking effected me by helping me 
realize the negative things that happen to 
me that I otherwise wouldn't think of. 

Taking the data didn't really have any 
effect but it seemed that more bad things 
then usual was happening. 

Sometimes made me all mad or upset again 
at end of evening after I brought it back 
up again. 
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S Code Statement Yes/No 

06999 

00028 

05936 

01639 

09024 

03694 

00890 

00274 

07265 

0 3 4 3 3 

02059 

04815 

It made me more alert to my feelings and 
moods. I gave them some thought which I 
usually don't. I don't really recount bad 
feelings if I can help it. 

The effect of this data taking was that it 
made me thing about the events that had some 
effect on me. 

There were not as many negative around me 
as I believed. 

Made me realize that there is basically one 
thing in my life that X am beincr bothered 
by. 

Well I did realize how depressing it was 
to have so many many things happen to you 
in an given situation. 

Made me think about no being angry when 
things happened, my wife read the notes 
also and asked me if she really argued 
with me that many times. (She quit) 

It made me thing of the bad feeling s 
as not being all that inportent. 

I realize I consider how important "time" 
is in my life and how regulated I am by 
a clock which I need to work on. I also 
noticed I'm more impatient than I thought 
I was with my negative moods. 

I wasn't aware of so many negative or bad 
things that happened to me. 

I really found more bad things that had 
happen to me than usually. 

Things that happen in such a spur of mom-
ent that you wouldn't thing could happen 
so quick. That people around you have 
different personality than you have. 

I was amazed at some of the things that 
kept recurring almost daily that were ruin-
ing my day. After a while I tried to 
ignore some little inconviences. 
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S Code Statement Yes/No 

01815 

06312 

01133 

08991 

02366 

01383 

03945 

01387 

01299 

01887 

I was more tense and irritable. 

I don't like thinking of negative things 
and as time went on, I realize I had quite 
a few negatives that before I never paid 
much attention to. 

The data—keeping made me stop to think why 
I was upset of an event or events. It 
mad me wonder how I reacted at the time. 
It made me depressed 

Data taking made me more aware of how 
many things that happened to me were nega-
tive or positive I tried to have more 
control over the negative events and turn 
them into positive events—I couldn't tell 
how it effected anyone else. 

I realized the importance of making the 
entries daily in order to remember. The 
data taking made more more aware of what 
events annoyed me. 

It was apparent to me whether or not some-
thing left an overall negative or positive 
feeling on me. Also brought to my atten-
tion that I need to change certain external 
things in my job. 

I really had to think hard to find negative 
stuff. I am basically a very positive 
person. 

No effect- it just took a little of my 
time. 

It was really strange cuz I never realized 
how great my life really was until I had 
to write down all the bad things that went 
wrong- which I didn't like to think about 
only there weren't to many. 

I had alot of trauna with family illness. 
helped to keep data for going back and 

realizing the progress my mom made. 
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S Code Statement Yes/No 

12547 

13947 

19740 

15826 

12155 

17479 

18251 

15250 

13650 

12394 

11298 

16213 

19854 

18317 

17713 

It had no effect on my life, it made me 
aware of what I was writing, no change in 
moods or the others around me. 

It obviously made me aware of my daily 
events. I felt it helped in several 
respects. It definitely served as a 
reminder. 

Sometimes it became annoying to stop and 
write down my activities but I was used 
to doing this in that I have to keep a 
weekly log for another class. 

No effects that I could see around me. 

It made me reflect more on how I spend 
my time. 

Helped me organize my lifestyle, I've 
realized how disorganized my lifestyle is. 
My moods have changed in that I've realized 
how much I enjoy disorganization. Friends 
seem to see little change. 

No one else knew but myself and I did not 
mind it in the least. 

None 

The effect was hardly notice; it just 
deciplen me to write everynight. 

It made me realize how busy I am. 

I was more aware of my feelings—rather 
more honest and said what I felt. 

None. 

It left me with good feelings because I 
could read what I've done and thing about 
the things I've done in the past weeks. 

I just had to keep reminding myself-I had 
to up with the data-at times it was a 
hastle. 
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S Code Statement Yes/No 

10665 

12177 No problems at all. I filled in the data 
last thing everyday. 

10216 I hesitated to write my data at the end of 
each day. 

13516 None 

14947 None that I know of. 

17948 The data-taking had no effect that I can 
tell on my life. 

25386 It made me notice things better, not only 
did I look for good but it made me recogniz 
the bad. 

21250 Not much. 

29309 None what so ever— I have good feelinqs 
and moods all the time. 

21981 I noticed the good things that happened 
during the day that I never really thought 
about before I started taking the data. 

26284 None. Everything happened as it would 
have—I just wrote it down after it 
happened. 

22254 My moods have been alot better. I have 
final got things worked out for me. My 
feelings still haven't changed totally, 
but theres something in my life that I want 
and need, and I am going to get it. 

23418 I was almost constantly looking for posi-
tive happenings. When something bad 
happened, I tried to find something that 
was good to me. Even though the actual 
occurrence was in my opion bad. 

20193 This project highlighted many positive 
things that are part of the normal daily 
routine, but taken for granted. 
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S Code Statement Yes/No 

20795 

27288 

21577 

27288 

26512 

20245 

23749 

28566 

21855 

29464 

29412 

23406 

26853 

25157 

21759 

24305 

That I was surrounded with very few posi-
tive compliments. I was the one who had to 
do something good in order to make me feel 
good. Without a thanks most of the time. 

A very positive one. 

I realize my negative points outweight my 
positive points 10 to 1. 

A very positive one. 

It made me realize that even bad days have 
some good events. 

Showed me how little in a day makes me 
happy. 

Aware of good and bad things happening and 
seeing feelings about events. 

I see that most things that make me happy 
are things that happen to me or are given 
to me. Not things I do or give. 

None 

It allow me to realize that more good things 
happen to me than I thought. 

It helped me to pick out the good happen-
ings; tried ignore the negatives. 

I found that I don't have as many good, 
positive feelings as I thought I did. 

It made me realize that I have more negative 
reactions in my life than positives. 

It gave me an opportunity to trace back the 
positive aspect of my daily schedule. 

It made me more aware of the positive things 
that happen to me, and made me dwell more on 
the good things. 

The main effect on me was trying to remember 
to take the data everyday. 
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S Code Statement Yes/No 

24120 This Data was every day life day to day 
I had some very good but looks I had to 
really perform. 

23483 After I got starded I felt a must to do 
it. 

25851 Made me more aware, and made the bad a 
little easier to accept—easier to get 
along with people. 

214 54 The effects made me aware of what I 
was doing. 

22686 It made me think about what was going on 
in my daily life. 

26586 No well effect, the diary afforded me the 
opportunity to express my feelings out-
wardly each day— 

23695 I found my self trying to find good things 
that was happening. My friends were trying 
to do nice things for me so I could have 
something to write down. Today I didn't 
let the little things upset me as I usually 
would. 

22310 I thought more about what actually happened 
during the course of a day. 
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Subjects' Verbatim Responses on the 
Postexperimental Questionnaire for 

Independent Evaluation 
(Understood Yes/No) 

Instructions 

The following question was asked as part of this experi-
mental study. 

WHAT DO YOU THINK WAS THE PURPOSE OF THIS STUDY? 

We are looking for a YES or a NO response to whether or not 
each subject did indeed understand the purpose on each sub-
ject's response to the question. 

Criterion for a YES. Does this answer show any under-
standing that the Experimenter was trying to see if the data 
the subject took changed his/her feeling state—i.e., What 
the person wrote in a log would have an effect on his/her 
mood, attitude, personality. 

If you believe the answer reflects this understanding, 
please mark YES beside the answer. If not, please mark NO. 
Thank you for your cooperation. 

S Code Statement Yes/No 

03681 Degree work 

08699 To find out if people are depressed and 
unhappy with their lives. 

03433 Not really sure, but I hope it was worth 
it to you. 

01314 To determine the moods of people and what 
effects your personality. 

07839 Not what you said it was. 

0331 To see when money or a reward is involved 
how many will complete a duty. 

06999 I don't know. To see how many wacko's 
are walking the campus at night? 

00028 To gather data for a doctorial thesis. 
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S Code Statement Yes/No 

05936 Determine if one would do a job for pay 

01639 For you to gather information on the atti-
tudes and mental outlook of people. 

09024 The Purpose was to determine your stress on 
a bad situation and how you control. 

03694 Determine what effect bad happenings have 
on individual. 

08090 To see if any race is more suisideal then 
the other. 

00274 To see if a person and regularly keep a 
diary of events for 3 weeks in a row. 

01299 To see if payed off would we keep data for 
a set amount of time. 

01887 A study in how consistently people can keep 
data through a few weeks' study. 

07265 For one to know how each day was gained 
or wasted in daily pattern. 

03433 To help you get some data for your program. 

02059 To determine your different personalitys and 
moods. 

04815 To see what affect certain happening have 
on certain people. What irritates one 
person might not affect another. 

01815 To find out why I react the way I do on 
certain days. 

06312 To evaluate how well data is recorded and 
how one feels before and after taking the 
data. 

01133 To learn if you could depend on someones 
behavior by a pay-off. Keeping record 
and being paid. 
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S Code Statement Yes/No 

08991 To determine how many people would respond 
to the same reinforcer. To see if you 
would complete something once you commited 
yourself. 

02366 To determine the correlation between data-
taking and awareness of effects of environ-
ment on emotions. 

01383 What causes negative or positive feelings 

03945 Probably to see how many negative people 
in a class. 

01387 To find out trends of negative occurances 
about individuals. 

12547 To see how well people will follow through 
with responsibility you accept. 

13947 Study behavior in terms of commitment. 

19740 To monitor a person's response to taking 
data daily about his/her activities. 
Money was an incentive. 

15826 

12155 Honeytly don't know. 

17479 To see if people will live up to a com-
mitment when there is a monitary factor 
involved. 

18251 To study habits and lifestyles of the 
older students. 

15250 To see if after starting, I would follow 
through. 

13650 To relate personality, types of activities, 
and consistency of commitments. 

12394 To study human behavior over a perod of 
3 weeks. 
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S Code Statement Yes/No 

11298 

16213 

19854 

18317 

17713 

10665 

12177 

10216 

13516 

14947 

17948 

25386 

21250 

29309 

21981 

To see if people would follow through on 
a commitment. 

To take a study of the average American of 
his daily activities. 

I don't know. 

To see if people could follow through 
on an everyday basis assignment especially 
if money is involved. 

To see if people can follow through on 
a commitment. 

To see if people would keep their word. 

The purpose of this study was to see if 
people will doing what asked to do if 
they are paid in return. 

To see if people would complete committ-
ments when payed. 

To see whether people will honor a commit-
ment they have made, particularly when 
monetary reward is involved. 

To see the responsibilities of people 
under the influence of money. 

To reconize the good or bad things that 
happen during our lives. 

To take data on what makes you happy or 
sad daily. 

Something to do with an individuals out-
look at eveyday life situations, trends 
attitudes and suicides. 

Negative reinforcers against positive 
reinforcers. 
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S Code Statement Yes/No 

26284 

22254 

23418 

20193 

20795 

27288 

21577 

26512 

20245 

23749 

28566 

21855 

29464 

29412 

To see if someone could keep a committ-
ment such as this was. 

To see if there was any change in all the 
good things that happened to me. 

To see how many people interrupt some of 
the same thigs as good or bad. Also, if 
people would respond to a reinforcer. 

The purpose of this study was to evaluate 
the reliability of a select group to full-
fill a commitment. 

How the amount of positive complements 
were paid to you. 

To help us better understand ourselves and 
our environment. 

What some people will do for money. Also 
there is not enough room on this paper for 
me to answer this question. 

To find out what experiences make people 
happy. 

To see what makes people happy in everyday 
life. 

See if we would keep daily data. 

To see how people react to a commitment 
when money is involved. 

To help someone get their Doctorate 
Degree. 

To see if people will keep data with 
instructions and see how many compeletd 
the s tudy. 

To help you complete the work toward your 
doctorate. 
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S Code Statement Yes/No 

23406 

26853 

25157 

21759 

24305 

24120 

23484 

25851 

21454 

22686 

26586 

23695 

Study behavior patterns for doctoral 
dissertation. 

To find out if we have more positive than 
negative stimuli in our lives. 

To obtain positive data on a daily basis. 

To get the data taker to be more conscious 
of the good things that happen to them on 
a daily basis. 

To compare the daily positive happenings 
against the daily negative happenings. 

Maybe it was to see how many students would 
participate in the study. 

Your writting a book. 

To make one more aware of these positive 
attitudes which you easily over-look. 

First of all I believe it is to help you, 
but seconsey it has helped me see myself 
in a days time. 

To design a graph to show a type of 
behavior. 

Differences of personalities. 

The purpose of this study is to gather 
data for a discertation. I am extremely 
interested in how the data will be inter-
ested . 

22310 To survey what things make you feel good. 
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Appendix E 

Table 2 

Mean Scores on the Beck Depression Inventory and 
the Depression Adjective Checklist 

Pretest Posttest 

Positive 

Neutral 

Negative 

Beck Depression Inventory 

7.27 6.10 

5.18 4.09 

6.19 5.22 

Positive 

Neutral 

Negative 

Depression Adjective Checklist 

7.33 7.53 

6.73 7.14 

6.19 7.15 
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