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Thesis abstract 

This thesis is concerned with cognitive biases in depression, with particular 

focus on attentional and interpretive biases. It reviews cognitive theories of 

depression, such as those of Beck (1976) and Bower (1981), who predicted that 

depressed individuals will selectively attend to negative in6)rmation and will 

show an enhanced tendency to impose negative interpretations on ambiguous 

in&rmation. In contrast, Williams, Watts, MacLeod, and Mathews (1997) argue 

that depression is more strongly associated with a bias for negative information 

in memory, and that depression is not associated with an attentional bias. The 

methodologies developed for assessing attentional and interpretive bias are 

described, and research into these biases in depression are reviewed. More 

recently, attentionai bias has been considered in relation to the diSering 

attentional processes of shift, hold and disengagement. It has been suggested that 

depression may be associated with difficulties in disengaging attention from 

negative information. Evidence of attentional and interpretive biases in 

depression is mixed, and further research is required, particularly using clinically 

depressed samples. 

The empirical study examined attentional and interpretive biases in 

clinically depressed participants and non-depressed controls. The study used: (a) 

an attentional cueing task, (b) a homophone task, and (c) a morphed faces task. It 

was predicted that an attentional bias for negative in&rmation, and a negative 

interpretive bias for ambiguous information, would be found in clinically 

depressed participants. Neither of these predictions was supported. While the 

present study did not detect attentional and interpretive biases in depression, 

these biases may be found in future research using diSerent methodologies. 
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j\ba&act 

This review considers ± e key cognitive theories of depression and their predictions 

insgafcUiyg t)uw%es in information pHnocessiry; in deijpressioî  vvidi fwirtkxiLar focus ()n 

atteidicwial arwi interiMnedT/e tuaaxx; for iiegadivt; iofbrinaticHi. I&scJc (197(5) aiwj Ilonver 

(1981) iprofHosed tbad: cogpihive Ibiases jar/oiuiry; iwsgzUive uiGormatiori opa%wk; 

1#ux)uĝ ioi# liu: coygnid\%s system in ckypressior̂  aaid that tiiese t%kuM%5 noyght cause and 

maintain depressive episodes. Williams, Watts, MacLeod, and Mathews (1997) suggest 

that an attendonal bias for negative information is not a feature of depression and that 

depression is more strongly associated with a negative memory bias. The research on 

attentional and interpretive bias in depression is reviewed. For each type of bias, the 

(UffereiA ]3arauii|gms iised Ik) uives&igfKk: iprcwzessing; (]f eaiiotioiud iaiRirmatioii iune 

described, followed by an evaluation of research findings regarding the presence of 

these biases in depression. 

Key words; depression, interpretation, attention, information processing 
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Depression 

Depression is a mood disorder characterised by feelings such as sadness, guilt, 

hopelessness, anhedonia, and suicidal thoughts. There are often physiological 

symptoms, such as insomnia, decreased appetite and loss of libido. There is often 

impairment of social or occupational functioning. In milder episodes, such functioning 

may require markedly increased eSbrt to maintain normal levels (American Psychiatry 

Association; [APA], 1994). 

It is estimated that at any one time, 15-20% of adults experience depression. At 

least 12% experience depression severe enough to require treatment at some time in 

their lives. Depression is purported to be twice as common in women as in men, and is 

more prevalent in areas of lower socio-economic class (Davison & Neale, 1998). It is 

typically a recurrent disorder; 80% of individuals who have an episode of depression 

will rel^se within a year (Coryell et al., 1994). It is estimated that the prevalence has 

increased over the last 50 years, and that the age of onset has decreased (Klerman, 

1988). 

Depression is divided into two main categories in DSM-IV (APA, 1994): 

unipolar and bipolar. Bipolar depression refers to when the individual also experiences 

periods of mania or hypomania. This paper will be concerned with unipolar depression, 

and will hence&rth be referring to unipolar depression when the term depression is 

used. For a diagnosis of depression to be made, the individual needs to meet 6ve of the 

following criteria, including one or both of the Grst two, 6)r the past two weeks: 



Are there attentioiial and interpretive biases for negative information in depression? 

Sad or depressed mood for most of the day, nearly every day 

Loss of interest and pleasure in their usual activities 

(Zhamge La skxsp pattern (eidier i&Ttheajdy mnming wmHng inmhility ik) 

eep or increased sleep) 

Shift in activity level (lethargy or restlessness) 

Change in appetite 

Loss of energy, fatigue 

Negative self-concept, self-reproach, self-blame, worthlessness or guilt 

DifGcuIty in concoitrating (e.g. slowed thinking, indecisiveness) 

Recurrent thoughts of death or suicide 

If the individual has been depressed for more than two years, they may meet 

criteria for dysthymic disorder. 

Cognitive approaches to depression focus on the role of thoughts and biases in 

information processing as moderators of an individual's mood. As cognitive approaches 

will be central to this review, the key theories within the cognitive approach are covered 

separately. 

'j: A/eAf/orA 

Bower was primarily concerned with the relationship between mood and 

memory. He used the structure of memories as the basis for bis theory, and proposed 

that memories are represented in a network of semantic concepts and schemata (Bower, 

1981, 1987). Events are encoded in memory through a process of establishing new 
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associative connections between representations of incoming information and existing 

concepts. When a concept is activated by an event or by novel information, the 

associative linkages with representations or existing knowledge function to make sense 

of the event. This process leads to learning, in that encoding allows the memory to be 

processed and stored, such that it is available for access at a later point. Emotions are 

also represented within the memory network as 'emotion nodes', thus the spread of 

activation &om an 'event node' may lead to an emotion node, so that the event is coded 

with the relevant emotion attached in memory. Each emotion node (e.g. fear, 

depression, joy) has a cluster of associated autonomic correlates, such as those elicited 

when the emotion node is activated. 

Some emotion nodes are inhibitoiy towards other nodes, for example, when the 

depression node is activated; the joy node will be inhibited (Bower, 1981). Bower gives 

an example of this process: if a person is asked to think about "kindergarten days", this 

proposition may combine with activation from an emotion unit to bring the proposition 

into consciousness, by exceeding a set threshold at which point this will h^pen. 

Therefore, a sad person becomes conscious of thinking about kindergarten days and will 

recall a sad memory from those days. This constitutes reactivation of a sad memory and 

sends feedback to the sadness node, which maintains activation of the emotion (Bower, 

1981). Furthermore, Bower proposes that once an emotion node is activated, it prompts 

recall of mood-congruent memories. Hence, when a person is sad, they will recall sad 

memories, which make them sadder. This process illustrates a vicious cycle of 

depression in Bower's theory. 

Bower's theory has implications for several cognitive processes, including 

associative processes, interpretative processes and the attentional salience of mood-

congruent material (Bower, 1981, 1987). With respect to associative processes. Bower 
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found that an individual's mood aSected which 6ee associations were made in response 

to neutral stimuli. For example, if a happy person was given Zz/e as the stimulus word, 

they associated words such as andycy. In comparison, when an 

angry person was given A/e as a stimulus, they associated words such as 

and (Bower, 1981). Bower also postulated that mood aSects the way 

people elaborate on or draw inferences S-om events. In addition, he thought that mood 

state would aSect an individual's predictions about the future. As an example, the 

ambiguous setting is given: "John came home late &om an ofBce party to 6nd bis wife 

waiting up for him" An angry reader may interpret the situation as negative, whereby 

John's wife is angry and they are likely to have a nasty interaction. However, a reader 

who feels happy and secure may infer that John's wife waited up for him because she 

was keen to see him, thus predicting a happy interchange (Bower, 1981). 

These emotion-related biases are also likely to influence the interpretation of 

interpersonal interactions. Bower posits that social interactions, by their nature, are 

ambiguous, and as a result, an individual has to make sense of the interaction by reading 

the situation and intentions of the other party using available clues. Therefore, 

interpretive bias is likely to operate in a similar manner to that described above for 

predictive inferences. 

The processes underlying these biases may be viewed as a type of top-down 

processing (e.g. Williams, Watts, MacLeod, & Mathews, 1997). This means that when 

information should be processed bottom-up, that is, the interpretation should be driven 

by the available information incoming via the senses, this does not inevitably happen. 

Instead, the emotion node and its associations prime the individual, so that the incoming 

information is interpreted to 6t the emotion currently being experienced, rather than 

being interpreted in an unbiased fashion (Bower, 1981). 
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Another implication of this theory relates to the attentional salience of mood-

congruent material. The model predicts that individuals will exhibit selective attention 

for material that is consistent with their mood state. Bower (1981) gives the example of 

watching a scene between a happy and a sad character. If all other factors are equal, the 

sad individuai might be expected to spend more time concentrating on the sad character, 

and vice versa with the happy person. Related to this is the notion of 'perceptual pop-

out'; a colourful description for the experience whereby an emotion should cause mood-

congruent words to 'pop out' at the perceiver (Bower, 1981). Furthermore, individuals 

are purported to have a lower recognition threshold for emotion congruent material, 

such that if a tachistoscope is used to record the time an individual takes to respond to 

given words, those that are congruent with the mood of the individual will be processed 

and responded to more quickly than those that are mood incongment. 

The link with depression. 

An individual's tendency to make negative predictions based on their mood state 

would account for the themes of pessimism and hopelessness often encountered in 

depression. Thus, when the individual is depressed, their depressed emotion node is 

activated, which is manifested in the autonomic and behavioural elements of depression, 

such as tearfulness, low motivation and anhedonia. This activation leads to the recall of 

sad memories. In addition, when the individual contemplates doing something to try to 

ameliorate their low mood, their negative predictions about the outcome may inhibit this 

tendency. In addition, the individual's tendency to interpret ambiguous information in a 

negative manner would continue to activate the depressed emotion node when it need 

not necessarily be activated, hence continuing the depressive episode in the vicious 

cycle manner described earlier. 
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Based on Bower's assertions, several assumptions may be made: 

1. There exists an attentional bias in depression, whereby 

individuals selectively attend to mood congruent material; 

2. There exists a negative interpretive bias in depression, whereby 

when an individual is &ced with an ambiguous situation, they will tend to make 

a negative interpretation; 

3. There exists a bias in memory, whereby memories recalled will 

be congruent with the current mood state. 

It is assumed that these processes serve to maintain an individual's depressive 

mood. 

Beck (1967, 1976, 1987) proposed a model for understanding depression based 

on the notion of a faulty information processing system. At several points in the 

sequence of information processing, it was proposed that there are biases and distortions 

that serve to exacerbate and maintain the depressive state. The broad ^amework of 

information processing may be conceptualised as a continuum (Beck, 1987), 

encompassing: eaiiy stages of perception and attention —̂  working manory —» 

interpretation —»recall —̂  long-term memory. 

Beck (1967, 1976, 1987) suggests that an individual's experience leads them to 

6)rm schemata that help them organise their experiences of themselves, their future and 

the world. Schemata serve to organise perception and to govern and evaluate behaviour 

(Fennell, 1989). Schemata lead to the development of assumptions, which are used to 

predict the experiences that individuals may encounter, and which reflect the 

individual's enduring orientations, rules and behavioural inclinations (Beck, 1987). 
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Such templates for understanding are necessary and helpful for the individual's 

functioning. However, in some people, these assumptions become rigid* extreme, and 

'dysfunctional' (Fennell, 1989). 

Dysfunctional assumptions tend to lay dormant until activated following a 

critical incident; that is, an incident which is congruent with an individual's negative 

schemas and which supports the individual's negative predictions. Once dysfunctional 

assumptions have been activated, they give rise to negative automatic thoughts (NATs, 

Beck, 1976). NATs may take the form of thoughts, images or memories. They are 

automatic, in that they tend to appear at the fbre&ont of a person's thinking, without 

being consciously summoned. It is hypothesised that NATs underpin the behavioural, 

emotional, cognitive, physical and motivational manifestations of depression (Fennell, 

1989), by way of dominating the thinking of the individual, and leading to symptoms 

such as withdrawal, anhedonia, loss of sleep, poor concentration and anxiety. 

Beck proposed that central to a depressive episode is a sense of loss: the notion 

that the individual is lacking an attribute that they consider essential for happiness. This 

may include: competence in attaining goals, attractiveness to others, closeness to family 

and Mends, tangible possessions, and good health or status (Beck, 1976). Such self-

appraisals reflect the way the person perceives their life situation. Beck posited that the 

experience of depression revolves around specific cognitive distortions. Beck 

conceptualised these as a negative cognitive triad, encompassing a negative view of 

themselves, the world around them and their fliture (Beck, 1976). In this way. Beck felt 

that depressed people are victims of their own illogical selfjudgements (Davison & 

Neale, 1998). 
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Beck (1976) proposed that depressed individuals have speciSc cognitive biases 

or distortions in their thinking which result in them manipulating information in their 

environment, such that it 5ts their schemas. Beck felt that such misinterpretations could 

be labelled as a 'deviant' web of incorrect meanings attached to situations. It is 

hypothesised that the information upon which these misinterpretations are made is often 

neutral or ambiguous in its actual meaning. 

He divided these into aberrant thinking styles that include: 

ferjOMaAzoAoM." whereby the individual attributes external events and others' 

behaviour as being inextricably linked to themselves. Beck terms this a form of'tasic 

egocentric colouring" in that the individual has a &ame of reference that enables them to 

view all events as pivoting around them (Beck, 1976). Personalization may be seen in 

the depressed individual's tendency to compare themselves with others, for exanple, 

assuming everyone else is happier than himself or herself when they have no evidmce 

to support this. 

Dichotomous thinking: (Nueringer, 1961) whereby the thinking of depressed 

individuals is polarized, such that everything is good or bad, wonderful or horrible. 

Themes of'never' and 'always' are common (Beck, 1976). It appears that depressed 

individuals are unable to tolerate ambiguity or neutrality. Such thinking may have a 

catastrophic nature, in that the worst-case scenario will be assumed. These global 

judgments may then lead to specific distortions or misinterpretations, including: 

* Arbitrary influence: whereby the individual draws a conclusion in 

the absence of suMcient evidence; 
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# Selective abstraction: the process of drawing a conclusion based 

on one of many elements in a situation, with this usually being the element that 

supports the individual's dysflmctional assun^)tion in that situation; 

* Overgeneralization: the tendency to make conclusions based on 

one event, making the resulting view congruent with their negative predictions. 

Underpinning these errors are often processes of roagniGcation of negative 

evidence, such that it eclipses all other evidence and reasoning; and the minimization of 

positive evidence that is incongruent with the individual's depressive schemata (Beck, 

1976). 

Beck (1987) felt that specific cognitive errors underpin the behavioural, 

aSective and motivational syn^toms of depression. For example, the thought that 

"Nothing will work out" will lead to loss of initiative and, ' I t ' s not worth the effort" 

promotes fatigability. This leads to a decreased participation in pleasurable activities, 

which allows more time for negative rumination. Thus, a self-fulfilling prophecy starts 

to emerge. 

Haaga, Dyke, and Ernst (1991) summarise the testable hypotheses generated by 

Beck's theory. One hypothesis concerns the information processing biases considered 

inherent in depression. They felt that this could be broken down into several stages, at 

which biases may be encountered in the depressed person's thinking: 

* Biased attention deployment: a tendency to show more negative 

self-fbcused attention than non-depressed controls; 

* Attentionai bias for external negative information; 
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# Biased recognition memory: enhanced recognition of negative 

words, compared to positive ones; 

# Biased recall, speciGcally an increased probability and speed of 

retrieving negative memories; 

# Biased manipulation of information, such that strong negative 

conclusions are drawn, going beyond the information available; 

# Distortions caused by overestimation of negative events and 

underestimation of positive events. (Haaga et al., 1991) 

jiKTM/Moyy 

Beck's Schema Theory and Bower's Network Theory have a number of similar 

predictions regarding the negative cognitive biases in depression. That is, depressed 

individuals should show attentional, interpretive and memory biases for negative 

information. Moreover, their predictions apply to both anxiety and depression in a 

similar manner. They predict that cognitive processing is biased in emotional disorders, 

with depressed individuals having a bias for depression-related information whereas 

anxious individuals have a processing bias for anxiety-related (danger-relevant) 

information. These theoretical views diGer 6om models that suggest that these diSerent 

emotions have dif&rent patterns of cognitive bias, as discussed next. 

WUliams et al. (1988, 1997) propose that anxiety and depression are 

fundamentally diSerent in the ways in which the information processing biases operate. 

Given the nature of the disorders, they posit that it is unlikely for them to have the same 
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types of underlying cognitive errors. For example, anxiety is characterised by fear and 

threat, resulting in increased attentional vigilance. It is also associated with escape and 

avoidance behaviour. In contrast, depression is characterised by themes of loss, sadness, 

and rumination. Depression is not particularly known for associated avoidance 

behaviour. 

Williams et al. suggest that anxious people are more vigilant for threat and 

exhibit primarily biases in preattentive processes (i.e. in early processing, prior to 

awareness). In comparison, depressed individuals are more likely to have a bias in 

postattentive elaborative processes, thus facilitating the recall of negative memories 

(A^^ams et al., 1997). 

Williams et al. (1988, 1997) draw on the distinctions in in&rmation processing 

to inform their model, such as the distinction between automatic and strategic 

processing (Schneider & SchrifBin, 1977). Automatic processing can occur without 

awareness, is rapid, is unconstrained by capacity and may occur in parallel, whereas 

strategic processing is capacity limited, relatively slow and usually serial in nature 

(Williams et al., 1997). 

Two processes deemed central to the understanding of information processing 

biases are priming and elaboration. Priming involves automatic activation of multiple 

components involved in the representation of the stimulus. Priming strengthens the 

internal representation of the stimulus in memory and makes it easier and faster to 

access. In contrast, elaboration is a strategic process, and involves activation of the 

representation of the stimulus in relation to associated representations, to form new 

linkages and activate old ones. This means that when the stimulus is presented, the 

internal representation is easily retrievable due to increased paths of access, via the 

associations made (WHUiams et al., 1997). 
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Williams et al. (1997) propose a model of information processing bias in 

emotional disorders, which takes account of these differences. They suggest that 

depression is mainly associated with a bias in strategic elaborative processes favouring 

negative information (i.e. a negative recall bias). However, anxiety is mainly associated 

with a bias Ar threat in automatic processes, including priming and early aspects of 

attentional processes. 

There are diSering schools of thought on the biases in information processing in 

anxiety and depression, those of Beck (1976) and Bower (1981), and that of Williams et 

al. (1988, 1997). Beck and Bower's models predict attentional and interpretive biases in 

depression (as well as in anxiety). However, Williams et al. (1997) does not predict a 

depression-related attentional bias, and the prediction of an interpretive bias in 

depression is not entirely clear from this model. An implication of Williams et al. is that 

you would see an interpretive bias in depression if the task involved elaborative 

processes. AH three models predict a negative memory bias in depression. 

With the aim of evaluating these theories, research into information processing 

biases in anxiety and depression has focused on the three main types of bias: attentional 

bias, interpretive bias and memory bias. These have been researched with di6erent 

types of emotional disorders, such as depression, post-traumatic stress disorder and 

anxiety disorders, including generalised anxiety disorder (GAD) and social phobia. The 

anxiety literature appears to have lead the Seld in terms of methodologies used and has 

generated the m^ority of research into attentional and interpretive biases. There has 

been less research into these biases in depression, and studies have often used 

methodologies from the anxiety literature. Therefore, relevant anxiety research wiU be 
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considered initially Wien describing the methodologies used to study a#entional and 

interpretive biases, before research into depression is discussed. 

This review will focus on attentional bias and interpretive bias in depression, 

because the theories considered above make diSering predictions about these biases and 

the evidence for them is controversial and less clear-cut. In contrast, there has been a 

considerable amount of research that has demonstrated memory biases for negative 

information in depression, so the presence of this type of bias is widely accepted (e.g. 

reviews by Blaney, 1986; Williams et al., 1997). Thus, partly due to space limitations, 

research into memory biases will not be reviewed here, and the review will focus 

instead on the primary questions of whether there are attentional and interpretive biases 

in depression. 
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Attentional Bias: Concepts and Methods 

Attentional bias occurs when there is a consistent tendency to allocate (or 

switch) attentional resources to certain types of stimuli, such as negative or threatening 

information (Williams et al., 1997). This bias is well documented in anxiety, whereby 

individuals are constantly vigilant for signs of threat, but it is suggested that this is 

much less the case in depression (Fox, Russo, Bowles, & Dutton, 2001). 

Williams et al. (1997) make several assumptions in the conceptualisation of 

attentional bias, in that the attentional switch can occur in any sense modality; that the 

switch is perceived as being involuntary and that it is perceived as being contingent 

upon a change in the individual's internal or external environment (e.g. in their own 

body, or in the external vicinity). This implies that attentional bias is a unitary concept. 

Williams et al. (1997) propose two broad ways of examining this attentional 

bias; (a) by studying how attending to salient information may facilitate performance, 

and (b) by assessing how the same mechanism may debilitate performance on another 

task. In facilitation of performance, the task requires participants to attend to negative 

information; they might be expected to perform better on this task if they have a 

negative attentional bias, compared to an individual who does not have this pre-existing 

bias. Conversely, if they are asked to perform a task that requires them to attend to other 

information in the presence of negative information, whereby they need to prevent 

themselves being distracted by the negative information, it is predicted that individuals 

who selectively attend to negative information will perform worse than those who do 

not. 

Interference tasks may be used to assess the extent to which negative distractor 

words interfere with task pafbrmance. A commonly used task is the Emotional Stroop, 

where words are written in colours and individuals are asked to name the colour as 
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quickly as possible, and disregard the word meaning. Colour-naming latency is taken to 

reflect the extent to which the word has been processed. This approach has been used in 

a range of disorders, including anxiety disorders and depression (Williams, Mathews, & 

MacLeod, 1996). For example, Gotlib and McCann (1984) used the emotional Stroop 

task with mildly depressed students. They presented the participants with 50 neutral, 50 

positive and 50 depressive words, of which they were asked to name the colour. They 

found that the participants with mild depression were signiScantly slower at naming the 

negative words than the positive or neutral words, \\niliams et al. (1996) conducted a 

review of the studies using the emotional Stroop task. They conclude that for patients 

who are emotionally disturbed, performance on colour naming is particularly disrupted 

when the words they have to colour-name are related to their specific psychopathology. 

They also considered whether the emotional Stroop was more sensitive to trait or state 

eniotion. They conclude that individual differences in trait emotion are commonly 

associated with individual differences in Stroop interference, but that trait differences 

require some activation by state emotion to show the disruption. They also examined 

the extent to which the results may be due to artifactual issues, and conclude that 

findings are not attributable to interitem priming, repetition of items or conscious 

strategies (Williams et al., 1996) and therefore appear to reflect interference by salient 

emotional stimuli. 

Visual probe tasks are examples of tasks that rely on effects of facilitation, 

(rather than interference with a simultaneous competing task) to reveal attentional 

biases. This methodology has been adapted ffom experimental cognitive psychology 

paradigms that have shown that the deployment of visuo-spatial attention can be 

assessed ffom manual response times (MacLeod, Mathews, & Tata, 1986; Mogg & 

Bradley, in press). 
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In a typical study of attentional bias in emotional disorders, pairs of words are 

presented one above the o±er (e.g. MacLeod et al., 1986). One word will be 

emotionally salient (e.g. a negative word) and one will be neutral. When the words 

disappear, a probe (e.g. a dot) will appear in one of the positions. If a person has an 

attentional bias for negative information, it is expected that will be faster to 

respond when the probe appears in the same location as the negative word, as this is 

where their attention is 6)cused (6cilitation; Williams et al., 1997). Conversely, it is 

expected that they will be slower to respond when the probe appears in the opposite 

location, due to having been focused on the threat word (Fox et al., 2001; Fox, Russo, & 

Dutton, 2002). 

Fox et al. (2001) argue that the information gained in visual probe methodology 

is still unclear, in that such results are often taken as a measure of attentional shift 

towards the negative stimuli. They argue that the stimulus pair is often presented within 

foveal or para-foveal vision (i.e. peripheral to the point of focus, but within the visual 

area), which means that it is possible to attend to both at the Same time. It is unclear 

whether the negative information is drawing and holding attention or whether the 

person is having difGculty disengaging attention &om the negative in&rmation ̂  order 

to redirect attention to the probe). This argument arises ftom the proposition that 

attentional bias is not a unitary concept, but a series of stages: attentional shift, 

attentional holding and attentional disengagement (Fox et al., 2001, Posner, Inhof^ & 

Friedrich, 1987). 

Fox et al. (2001) studied the eSect of attentional cueing as a way to understand 

further the process of attentional bias. In a typical cueing task, participants were asked 

to detect a target (e.g. a square) that appeared to the left or right of a central ftxation 

point. On some trials, a cue (e.g. a flashing light) would appear. If this cue accurately 
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predicts the location of the target, then it is termed a cue. This condition is 

assumed to be sensitive to 'shift and hold' components of attention,^ the probe appears 

in the same location as the cue. If the target appears in a different location to the cue, 

then the cue is This condition is sensitive to "disengagement," as attention has 

to disengage &om the location of the cue and be redirected to the probe (Fox et al., 

2001). It is generally found that valid cues lead to faster response times, and invalid 

cues lead to slower response times than an uncued condition would. This is known as a 

cz/g W/aGrf)/ (Fox et al., 2001). 

Some studies (e.g. Stolz, 1996) have led to the suggestion that attentional 

direction (the 'shift towards' component) is encapsulated, that is, it is not affected by 

higher cognitive variables, such as salience of words. However, the disengagement of 

attention is not thought to be encapsulated, that is, it is affected by higher order 

cognitive variables. Thus, emotion-related attentional biases may operate primarily in 

disengagement processes, rather than in attentional shifting, as suggested by Fox et al. 

(2001). To address this issue, Fox et al. (2001) conducted a series of experiments with 

anxious participants and non-anxious controls. They used positive, negative and n^tral 

words and &ces as cues. On each trial, a single cue appeared, and was followed by a 

neutral target. The results supported the attentional disengagement hypothesis, in that 

anxious participants took longer to detect a target on invalid trials when the cue 

stimulus was negative (i.e. when the probe was in the opposite location to the negative 

cue). They did not 6nd support 6)r the attentional drawing (shift towards) hypothesis, in 

that anxious participants were not faster on valid trials when the cue was negative (i.e. 

when the probe was in the same location as the negative cue). However, they gave a 

caveat, that the cue is likely to attract attention, irrespective of its emotional content, 

thus as reaction times are generally fast on valid trials, it might be hard to increase them. 
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and so the task may not be very sensitive to emotion-related attentional shiAs. Fox et al. 

(2001) interpreted their results in terms of a difficulty in disengaging attention Aom 

negative cues in anxiety. However, they did not measure depression, so it is unclear 

whether this bias was speciGc to anxiety. 

One of the Grst studies to compare attentional biases in clinical anxiety and 

depression was a visual probe study by MacLeod et al. (1986). They used a sample of 

depressed participants in their study, as well as groupjs of patients with generalised 

anxiety and non-clinical controls. They found no evidence for an attentional bias for 

negative information in depression, whereas there was in anxiety. 

Hill and Button (1989) used the visual probe methodology, following on from 

MacLeod et al., (1986). They felt that MacLeod et al. &iled to 6nd an attentional bias in 

depression because they had used a stimulus presentation time (500ms) that is too short 

for depressives to be able to process the material, due to cognitive slowing in 

depression. They increased the stimulus presentation time (to 750ms) and used words 

associated with threat to self-esteem and neutral words. They did not find an attentional 

bias for depression-relevant words in depressed participants, thus supporting the 

findings of MacLeod et al. (1986). 

Gotlib, McLachlan, and Katz (1988) used a colour perception task (which is 

conceptually similar to the wsual probe task) to explore attentional deployment in 

depression. They showed mildly depressed participants and non-depressed controls 

pairs of words, difkring in emotional valence. The two words were presented together, 

and then simultaneously replaced by two coloured bars. Participants were asked which 

bar had appeared first. Whichever they identified was taken to indicate which word they 



Are there attentional and interpretive biases for negative information in dqiression? 21 

had been attending to. They found that non-depressed participants showed an attentional 

bias for positive words, whereas mildly depressed participants showed unbiased 

attention, suggesting an "even-handedness" in deployment of attention. 

Mogg et al. (1991) also used the colour perception methodology in a series of 

experiments with anxious and depressed participants. They were unable to Gnd an 

attentional bias for threatening information in anxious participants, and were unable to 

replicate the findings of Gotlib et al. (1988). They questioned the use of the colour 

perception task, suggesting that it may not be an appropriate methodology for studying 

attentional biases. For example, Mogg et al. noted that a substantial number of 

participants said that the task was "impossible" because the coloured bars seemed to 

appear simultaneously (which they did) and some participants expressed a reluctance to 

guess. They also argued that the colour perception task forces participants to make 

contrived decisions and it is unclear which specific cognitive mechanisms might 

mediate such guessing responses. Given the failure to replicate Gotlib et al.'s (1988) 

findings, Mogg et al. suggested that the colour perception task might not provide a 

reliable measure of the direction of attention to the word stimuli. Given the mixed 

findings in this area of research, it is important that the methodologies used are reliable 

and valid, such that findings can be used as a basis for further research. Failure to 

replicate findings therefore casts doubt on the reliability of this methodology and the 

criticisms made suggest that the colour perception task may not be a reliable method of 

studying attentional biases. 

McCabe and Gotlib (1995) used clinically depressed females in their study and 

repeated the deployment of attention methodology as above, and 6)und that depressed 

females did not show any bias for negative, positive or neutral words, supporting the 

notion of an even-handedness of attention deployment. Furthermore, the non-depressed 
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females avoided attending to the negative stimuli, which may suggest a protective bias 

against focusing on negative stimuli. On the basis of this, they suggest that Mogg et al. 

(1991) were "too hasty" in dismissing the deployment of attention task as unreliable, 

suggesting that stimulus exposure times may be a relevant factor in the discrepancy of 

Gndings. However, their arguments did not explain why the task seems to be insensitive 

to anxiety-related attentional biases. Nevertheless, these studies suggest that stimulus 

exposure times are particularly important in studies of depression, which links to 

Williams et al.'s hypotheses around the need for elaborative processing and a reliance 

on longer exposure times. 

Therefore, the studies so far have failed to 6nd consistent evidence supporting 

the existence of a negative attentional bias in depression, thus-supporting Williams et 

al.'s theory, and arguing against Beck and Bower. Two further studies, using emotional 

Stroop tasks, also failed to find evidence of attentional biases for negative information 

in depression; Mogg, Bradley, Williams, & Mathews (1993) used subliminal and 

supraliminal presentation of words on a background patch of colour. Anxious, 

depressed and control participants were asked to give the colour of the background 

patch. Depressed participants did not show any bias for negative information. 

Furthermore, the depressed participants had high levels of anxiety, which might have 

been expected to cause an attentional bias for negative information, as the effect was 

found in the anxious group. They suggested that the presence of depression might have 

suppressed the preconscious bias for negative information (Bradley, Mogg, Millar, & 

White, 1995). Bradley et al. (1995) repeated the methodology with participants with a 

diagnosis of GAD, those with a combined diagnosis of GAD and depression, and 

controls. The Gndings replicated those ofMogg et al. (1993). 
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Mogg, Bradley, and Williams (1995) conducted a study of clinical anxiety and 

depression, with the aim of looking at attentional bias in both, pre-attentive processes, 

and in later aspects of attentional processing (i.e. using a longer stimulus duration which 

is more likely to be sensitive to strategic processing). They used the probe-detection 

methodology with depressed, anxious and control participants. They presented negative 

words (with depression and anxiety-relevant themes), neutral words and positive words. 

Half of the word pairs were presented supraliminally (1 second presentation) and half 

were presented subliminally (very brief presentation and masking]̂ . Participants were 

asked to decide whether the probe had appeared in the upper or lower half of the screen. 

They found that anxious participants showed an attentional bias towards the spatial 

location of the negative stimuli in subliminal and supraliminal presentation, compared 

with controls. This supports the previous findings of attentional bias in anxiety. They 

also found that depressed individuals showed an attentional bias for supraliminally 

presented negative information (whether for anxiety and depression relevant words). 

The depressed participants did not show any bias for subliminal negative words or for 

positive words in either presentation condition (Mogg et al., 1995). The findings of an 

attentional bias &)r negative stimuli in depressed participants were uneq)ected, as they 

had not been found in previous studies (Mogg et al., 1995). 

Mathews, Ridgeway, and Williamson (1996) also used the visual probe 

methodology to assess the impact of threatening words on the attention deployment of 

clinically depressed individuals. They found that clinically depressed participants were 

more attentive to socially threatening words than amdous participants (consistent with 

the Gndings of Mogg et al., 1995). However, the depressed participants had equal or 

higher levels of trait anxiety than the anxious group, thus reducing reliability of the 

Gndings when applied to depression. The attentional bias in depression was apparent in 
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the longer exposure condition (500ms) only (Mathews et al., 1996) and not in a 

subliminal masked condition, which further suggests that this bias is not pre-attentive. 

Overall, this study provides some partial support for Beck's (1976) Schema and 

Bower's (1981) Network theories in supporting the existence of a negative attentional 

bias in depression. 

Bradley, Mogg, and Lee (1997) conducted two studies using induced and 

naturally occurring depression. Using visual probe methodology, participants were 

shown two types of negative words: depression relevant and anxiety relevant. In 

addition, neutral and positive words were used as Gllers. Words were presented for 

14ms (masked), 500ms and 1000ms, to allow consideration of pre-attentive (pre-

conscious) and elaborative processes. With the induced depression group, participants 

showed an increased vigilance for depression relevant words in the 500ms exposure 

condition and a similar near-significant trend in the 1000ms exposure condition. There 

was no evidence of a depression-congruent bias for stimuli in the 14ms masked 

exposure (Bradley et al., 1997). The procedure was then repeated with naturally 

occurring dysphoria. It was found that increased state anxiety of the depressed 

participants was associated with a greater bias to shift attention towards the location of 

negative words in the 14ms (masked) condition. Correlations indicated that severity of 

depression was associated with greater vigilance for negative stimuli presented for 

1000ms. This suggests that anxiety, but not depression, is associated with pre-conscious 

biases. When depression and anxiety are co-morbid, this may result in pre-conscious 

attentional biases being detected because of the anxiety. It also provides support for the 

suggestion that attentional bias in depression is found at longer presentations of 

negative words, supporting the notion of a difGculty to disengage &om negative stimuli. 

Thus, depression may not draw an individual's attention to negative information, but 
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once it is engaged, it is diGScult to disengage. This is supported by the tendency of 

depressed individuals to ruminate over sad thoughts (Bradley et al., 1997). 

Bradley et al. (1997) suggest that the future focus of research on attentional bias 

in depression should concern itself not with whether an attentional bias exists in 

depression, but which components of selective attention processes are implicated. 

Mogg, Millar, and Bradley (2000) used visual probe methodology combined 

with eye movement tracking technology to explore this. They presented anxious, 

depressed and control participants with sad, happy or threatening faces, paired with a 

neutral expression of the same 6ce, before a probe appeared in one location. They 

found that individuals with GAD shifted their initial gaze more frequently and quickly 

to the threatening &ces, compared to the normal and depressed participants. This further 

supports the evidence for an initial orienting of attention towards threat in anxiety. 

Depressed participants did not show a bias in eye movement for sad faces, which may 

be taken as support for Williams et al.'s model (1997), which predicts that depression 

will not be associated with specific attentional biases in initial orienting. However, it is 

noted that the depressed group bad equivalent levels of anxiety to the anxious group, 

suggesting that the presence of depression may inhibit the attentional orienting 

predicted by the anxiety. 

Koster et al. (2004) looked specifically at attentional disengagement in 

depression, following on from work on anxiety by Fox et al. (2001). Using a cueing task 

methodology, they presented dysphoric participants and controls with negative, positive 

and neutral words. A single cue appeared on each trial, followed by a probe in the same 

location (valid) or diSerent location (mvalid). Their results suggested that the dysphoric 

participants had difSculty disengaging attention from negative words at a longer 

presentation time of 1500ms. In addition, they did not find an aMentional holding eSect 
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(i.e. there was no increase in response times for valid trials when the cue was negative). 

They suggest that these results may reflect a tendency in dysphorics to monitor negative 

information without being able to disengage from it. A significant problem in their 

Endings is that that their dysphoric participants bad a higher level of trait anxiety than 

the controls, suggesting that the trait anxiety may be moderating some of the attentional 

bias eSects. The frequent co-morbidity of ^ixiety and depression makes this a diScult 

problem to overcome in this type of research, as it is estinmted that 72% of individuals 

with depressive disorders have a current additional diagnosis of GAD (Brown, 

Campbell, Lehman, Grisham, & Mancill, 2001). 

As noted in the literature on anxiety and attentional bias, there are inherent 

diGSculties in determining attentional bias from manual response times when using 

visual probe methodology (e.g. Fox et al., 2001). This has particular relevance for 

depression, as it is known that depressives often exhibit slowed thinking and motor 

responding (DSMIV; APA, 1994). Furthermore, with emotional Stroop methodology, 

there may be interference caused by the stimuli triggering negative thoughts, which may 

compete for attentional resources, particularly for depressed participants (e.g. Mogg & 

Bradley, in press). In addition, the emotional Stroop and the visual-probe methodologies 

only provide information concerning a snapshot view of attentional bias, rather than 

information about the deployment of attention before or after measurement (Mogg & 

Bradley, in press; Eizenman et al., 2003). 

Eizenman et al. (2003) have attempted to overcome these diScuIties by using 

eye-tracking technology showing the exact pattern of point of gaze. They showed 

dysphoric and control participants' sets of four images, comprising categories of threat 

and anxiety, loss and sadness, interpersonal attachment and social contact, and neutral 

themes. They found that dysphoric participants Gxated on the dysphoric-themed 
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pictures for longer, compared to threat, neutral or social contact pictures, and compared 

to controls. They found that dysphoric participants were able to disengage attention 

from the other pictures, but found it more difficult with the dysphoric-themed pictures. 

This suggests that depression inf uences later elaborative stages of processing, rather 

than early attentional processes (Eizenman et al., 2003). More generally, this provides 

support for the existence of attentional biases in depression, with a speciGc bias for 

depression-relevant information, rather than negative material in general. 

Gotlib, Krasnoperova, Yue, and Joorman (2004) summarised the Gndings so far 

with regard to attentional bias in depression, in respect of the role of attentional bias in 

the causation or maintenance of depression. They put forward three hypotheses: 

a. Depressed individuals exhibit selective attention for negatively valenced 

stimuli; 

b. Depressed individuals have lost the positive attentional bias 

charactaising non-depressed individuals; 

c. Attentional biases do not exist in depression. 

To further explore this, Gotlib et al. used samples of clinically depressed and 

anxious participants and normal controls, all of whom were female. They used the 

visual probe methodology with pairs of faces (neutral expression versus sad, angry or 

happy). The faces were presented for 1 second before the probe appeared. They found 

that individuals with a diagnosis of major depressive disorder selectively attended to sad 

faces. The non-psychiatric controls allocated their attention evenly between the sad and 

neutral faces. The individuals with a diagnosis of GAD did not show a bias for sad 

faces. The results from the depressed group contradict the Gndings of Mogg et al. 

(2000) who did not 6nd an attentional bias for sad 6ces in depression. However, in this 

study, the depressed individuals did not have the high levels of GAD found in Mogg et 
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al.'s study, suggesting that if sad stimuli are presented for longer times (1 second) and 

the depression is not confounded by high levels of anxiety, an attentional bias for 

depression-relevant stimuli will be found in depressed individuals. This supports the 

existence of a in depression (Gotlib et al., 2004; cf 

Mathews et al., 1996). 

With the emotional Stroop and visual probe studies, several have failed to 6nd 

an attentional bias in depressed pardcipants (e.g. MacLeod et al., 1986; Bradley et al., 

1995). When bias has been found, it is under conditions of longer presentation times of 

negative information, which are more likely to allow elaborative processing (e.g. Mogg 

et al., 1995). Thus, it may be that unless the stimulus is negative and elaboratively 

process^ there will not be an attentional bias in depression. 

CoMC/WjTOM 

The findings concerning attentional bias are mixed. With anxiety, the consensus 

seems to be that there is an attentional bias for information containing threat. It may be 

that this occurs in the attentional shift towards stimuli and in pre-conscious stages of 

processmg. 

In depression, it seems likely that there is an attentional bias for negative 

information, which occurs in the disengagement of attention, in that depressed 

individuals become 'stuck' on negative information and are unable to move their 

attentional resources away &om the negative stimuli. This is seen most consistently 

when information presented is negative and presented for a long enough duration for 

elaborative processing to occur. 
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Interpretive Bias: Concepts and Methods 

Interpretive bias in depression has attracted far less research interest than 

attentional bias or memory bias. 

In the study of interpretive bias in emotional disorders, 6ve key methodologies 

have been developed and used in the study of interpretive bias in anxiety and 

depression. These methodologies will be reviewed briefly, before the evidence base Ibr 

interpretive biases in depression is discussed. 

Firstly, rating tasks have been used, such that participants are given an 

ambiguous scenario, and are asked to rate the probability of negative events occurring, 

based on their interpretation of the scenario (e.g. Butler & Mathews, 1983). Participants 

may then be asked to generate possible e)q)lanations or rate possibilities and assess the 

associated risk. 

Secondly, homophone tasks have been used (e.g. Eysenck, MacLeod, and 

Mathews, 1987), Homophones are words that have one pronunciation, but two spellings 

that infer different meanings; e.g. one negative and one neutral (e.g. die/dye, guilt/giit). 

The homophone words are presented in auditory form and participants are asked to 

write them down or use them in a sentence (e.g. Richards, Reynolds, & French, 1993). 

Their spelling or use of the words is taken as an indication of the interpretation made. If 

an individual has a negative interpretive bias, it is expected that they will make a higher 

number of threat interpretations. 

However, Lawson and MacLeod (1999) discuss the methodological flaws upon 

which the claims of interpretive bias are made in studies using rating and homophone 

tasks. In particular, most tasks rely on individuals giving their interpretation to the 

researcher. This has an inherent problem of being unable to determine whether 
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interpretive bias is being measured or whether the results are due to response bias ̂ .e. 

the tendency to emit a negative response). 

A third method of studying interpretive bias is the use of signal detection 

methods. Signal detection analysis allows for the patterns of responding to be analysed, 

such that it can be determined if an individual's responses reflect negative interpretive 

biases or patterns of negative responding. Thus, it is possible to distinguish sensitivity 

60m response bias. For example, Eysenck, Mogg, May, Richards, and Mathews (1991) 

presented ambiguous sentences to clinically anxious, recovered anxious and control 

participants. Each sentence could be interpreted in a threatening or non-threatening way. 

Participants were later asked to identic each sentence f-om a choice of four, reflecting a 

threatening and non-threatening interpretation of the ambiguous sentence and two 

distractor sentences. Their results were consistent with an anxiety-related interpretive 

bias. 

The fourth area is the use of priming methodologies, as discussed in the 

attentional bias literature. These also have strengths in overcoming the problem of 

response bias. For example, MacLeod and Cohen (1993) used the RSVP (Rapid Serial 

Visual Presentation) paradigm, whereby participants are presented with sentences, one 

at a time, by their self-paced pressing of a button, and are then asked questions about 

the sentences. Participants are measured covertly on the time taken to press the button, 

which reflects their reading time of the sentences (which include ambiguous and non-

ambiguous information). This avoids response and e:q)erimenter bias ejects. The time 

taken to press the button is inferred to be a measure of comprehension latency 

(MacLeod & Cohen, 1993). 

The 6fth methodology incorporates the use of measures of autonomic correlates 

associated with cognitive biases. For example, eye-blink magnitude has been used to 



Are there attenlional and interpretive biases for negative information in depression? 31 

measure negative interpretative bias (e.g. Lawson, MacLeod, & Hammond, 2002). 

Similarly, Mathews, Richards, and Eysenck (1989) modiSed the homophone task to 

include a measure of skin conductance to try to assess psychophysiological responses to 

ambiguous emotional stimuli. 

Using the rating methodology, Butler and Mathews (1983) gave anxious and 

depressed patients and control participants ambiguous scenarios to consider (e.g. you 

wake with a start in the ni^t, thinking you heard a noise, but all is quiet). They were 

asked what th^ thought might have woken them up, and were then given three possible 

explanations to arrange in order of likeliness (e.g. was it a burglar or a cat?). They found 

that anxious and depressed participants made more threatening interpretations than 

controls, suggesting that a negative interpretive bias may be common to both types of 

mood disorder in a similar manner. It is noted that the depressed group had equivalent 

levels of anxiety to the anxious group, suggesting that the anxiety could have caused the 

negative interpretive bias. However, their Endings suggested that depressed participants 

assessed all negative events as being more likely to occur (comipared with controls), 

consistent with the global nature of the negative cognitive triad proposed by Beck. 

Lawson and MacLeod (1999) argue that the use of priming methodology has 

confirmed the existence of a negative interpretive bias in anxiety. However, they noted 

that such methodology has been "conspicuously absent" 60m depression research. 

Therefore, it was uncertain whether depressed individuals have a negative interpretive 

bias or merely a negative response bias. Lawson and MacLeod (1999) applied the 

priming methodology to participants with depression. They did not Gnd evidence of an 

interpretive bias in depressed participants and suggested that they found evidence for 
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the reverse of depression-linked interpretive bias, in that participants with high BDI 

scores had a rgf&cef/tendency to activate negative meanings of ambiguous prime 

stimuli (Lawson & MacLeod, 1999). This supports the assertion that depression and 

anxiety have diSerent patterns of information processing, thus supporting Williams et 

al. (1997). Lawson and MacLeod suggest that depression may be associated with a 

negative response bias, rather than a negative interpretive bias. A signiGcant 

methodological limitation with this study is the use of undergraduate psychology 

students as the depressed population. 

Bradbury (2001) used the RSVP paradigm (MacLeod & Cohen, 1993) with a 

clinically depressed sample of patients. The results did not give any evidence of a 

negative interpretive bias in depression, thus agreeing with the Gndings of Lawson and 

MacLeod (1999). However, all participants also completed the homophone task 

(Mathews, Richards, & Eysenck, 1989), the results of which supported the notion of a 

negative interpretive bias in depression. However, Bradbury notes that the findings may 

be due to response bias rather than interpretive bias, as discussed by MacLeod and 

Cohen (1993). Of the two methodologies for studying interpretive bias in depression, 

i.e. the RSVP task and homophone task, the former may be considered to have more 

credibility due to its lack of response bias ejects. Therefore, these results may be 

consistent with the notion that a negative interpretive bias does not exist in depression. 

Lawson, MacLeod, and Hammond (2002) sought a method of investigation that 

would not rely on manual response time and would not be subject to e@ects of response 

bias and demand characteristics. They employed a method to investigate interpretive 

bias in depression drawing on the literature that has investigated emotional modulation 

of the eye-blink reflex. When participants make a negative interpretation of a stimulus, 

they exhibit a relatively larger blink re^ex magnitude, compared to when they make a 
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neutral interpretation (Lawson et al., 2002). The task was conducted using groups of 

individuals with high and low BDI scores. Participants were played a list of words that 

sounded similar, but diSered in emotional valence (e.g. and They were 

asked to write down what they heard and their blink magnitude was measured as they 

heard the words. They found that both groups displayed augmented blink magnitudes 

when negative interpretations of ambiguous stimuli were made. Furthermore, the high 

BDI group displayed disproportionately larger blink magnitudes than the low BDI 

group. The authors conclude that this provides support for the proposition that "an 

elevated tendency to impose negative interpretations on ambiguous information is 

associated with increased levels of emotional symptomatology specific to depression" 

(Lawson et al., 2002). 

They suggest that this is the first study to show support for the existence of a 

negative interpretive bias in depression that is not confounded by problems of self-

report, response bias or reaction time measures, thus providing strong support for the 

theories of Beck (1976) and Bower (1981). However, the authors note that this was not 

conducted on a clinical population, which limits the generalisability of the results to 

clinically depressed individuals. In addition, they did not investigate positive 

interpretations of ambiguous material. Thus, another future research question is whether 

depressives may be less likely to make positive interpretations of ambiguous stimuli. 

Evidence is mixed on the topic of interpretive bias in depression. Several studies 

that have found a negative interpretive bias have been criticised for their methodology, 

and studies with improved methodology have found mixed results. 
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Future research needs to continue to use me±odologies that do not have 

experimenter bias or response bias eSects. In addition, more research with clinically 

depressed participants is required. 

With regard to the ±eories of Beck and Bower, and Williams et al., the research 

Endings of attentional and interpretive biases are mixed. That is, there is some evidence 

for a negative attentional bias in depression (supporting Beck and Bower), but this bias 

does not seem to occur in all aspects of attentional processing (e.g. it may occur mainly 

in maintained attention, Gotlib et al., 2004). Overall, the biases are far more speciGc 

than suggested by Beck and Bower, and as such are more reflective of the speciScity of 

Williams et al.'s model. 

As a general point, more research needs to be conducted with clinically 

depressed samples, as results based on studies using students, or with mood-induction 

procedures have limited generalisability. With regard to attention, the current 

conclusion is that an attentional bias may be found in depression when stimuli are 

negative, content-speciGc, (i.e. depression-relevant), and presented for long enough to 

allow elaborative processing to occur. This conclusion is largely an amalgamation of 

research acrpss diSerent studies. 

With regard to interpretive bias, the current conclusion is uncertain. Future 

researA needs to take account of the Endings &om research on attentional biases, in 

terms of the speciEcity required in the stimuli to bring about an interpretive bias for 

negative information. Again, future research needs to employ methodologies that are 

unaSected by experimenter demand and response bias. Furthermore, there is veiy little 
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research conducted into integretive bias in clinical depression, with most studies using 

student samples. 

C/zwcg/ 

The use of cognitive behavioural therapy for the treatment of depression has a 

comprehensive evidence base and is increasingly the treatment method of choice (e.g. 

Padedcy & Greenberger, 1995). However, the approach assumes the existence of 

negative cognitive biases, such as attentional and interpretive biases, as an inherent 

factor in depression, in terms of causation and maintenance of the depressive episode. 

Therefore, the existence of ŝ ch biases needs to be clariSed using objective scientiGc 

methods. A better theoretical understanding of cognitive biases in depressed individuals 

may help in the development of more ejSective treatments in the longer term, which are 

derived directly from cognitive theories of depression. 



Are there attentional and interpretive biases for negative information in depression? 3 g 

References 

American Psychiatric Association (1994). q/'A^nz'a/ 

DMordkrf (4^ Ed) (DSM-IV). Washington DC. 

Beck, AT. (1967). cozwef Philadelphia P.A. University of 

Pennsylvania Press 

Beck, A.T. (1976). CogM/f!h;g cAforderf. Penguin books 

Beck, AT. (1987). Cognitive models of depression. JbwTKz/ q/" 

/ (1), 5-37 

Blaney, P.HL (1986). AjSect and Memory: a review. jP̂ Ao/og%ca/BW/e;:%M, 99, 229-246 

Bower, G.H. (1981). Mood and Memory. 36 (2), 129-148 

Bower, G.H. (1987). Commentary on Mood and Memory, .RgfgorcA 

7%grqpy, 2 J, 443-455 

Bradbury, K. (2001). Information processing biases in emotional disorders. 

Unpublished thesis. Doctorate in Clinical Psychology. University of Southampton 

Bradley, B P., Mogg, K., & Lee, S C. (1997). Attentional bias for negative information 

in induced and naturally occurring dysphoria. Behaviour, Research and Therapy, 

(10), 911^927 

Bradley, B.P., Mogg, K., MUar, N., & White, J. (1995). Sel^::tive processing of 

negative information: effects of clinical anxiety, concurrent depression, and 

awareness. 70^(3), 532-536 

Brown, T.A., Campbell, L A, Lehman, C.L., Grisham, J.R_, & Mancill, R.B. (2001). 

Current and lifetime co-morbidity of DSM-IV anxiety and mood disorders in a 

large clinical sample. JbwTza/ ffycAoZogy, -̂̂ 0, 585-599 



Are there attentional and interpretive biases for negative iidbnnation in depression? 3 

Butler, G., & Mathews, A. (1983). Cognitive biases in anxiety. m .gg/zarWow, 

oW TTzgrapy, J, 51-62 

Coryell, W., Winokur, G., Shea, T., Maser, J.W., Endicott, J., & Akiskal, H.S. (1994). 

The long-term stability of depressive sub-types. Jowroa/ 

yjy, 199-204 

Davison, G.C., & Neale, J.M. (1998). Ed. Wiley & Sons 

Eizenman, M., Yu, L.H., Grupp, L., Eizenman, E., EUenbogen, M., Gemar, M., et al. 

(2003). A naturalistic visual scanning approach to assess selective attention in 

m^or depressive disorder. 77^, 117-128 

Eysenck, MW., MacLeod, C., & Mathews, A. (1987). Cognitive functioning and 

anxiety. P̂, 189-195 

Eysenck, M.W., Mogg^ K., May, J., Richards, A, & Mathews, A. (1991). Bias in 

interpretation of ambiguous sentences related to threat in anxiety. Journal of 

Abnormal Psychology, 100 (2), 144-150 

Fennell, M. (1989). Depression. In K. Hawton, P.M. Salkovskis, J. Kirk, & D.M. Clark 

(Eds.), Cognitive Behaviour Therapy for Psychiatric Problems (pp. 169-234). 

Oxford University Press. 

Fox, E., Russo, R_, Bowles, R., & Dutton, K. (2001). Do threatening stimuli draw or 

hold visual attention in sub-clinical anxiety? Vowmo/ 

730 (4), 681-700 

Fox, E., Russo, R., & Dutton, K. (2002). Attentional bias for threat: evidence for 

delayed disengagement &om emotional faces. Emo/foM, 76 (3), 

355-379 



Are there attendonal and interpretive biases for negative information in depression? 3 8 

Gotlib, I.H., & McCann, C.D. (1984). Construct accessibility and depression: an 

examination of cognitive and aSective factors. Jbw/Tza/ 

f -̂ 7̂  427-439 

Gotlib, I.H., Krasnoperova, E., Yue, D.N., & Joorman, J. (2004). Attentional bias for 

negative interpersonal stimuli in clinical depression. Jcwmo/ 

y/3 (1), 127-135 

Gotlib, I.H., McLachlan, A.L., & Katz, A.N. (1988). Biases in visual attention in 

depressed and non-depressed individuals. CogMZ/zoM 2 (3), 185-200. 

Haaga, D.A.F., Dyke, M.J., & Ernst, D. (1991). Empirical status of cognitive theory of 

depression. 7/0 (2), 215-236 

Hill, A.B., & Dutton, F. (1989). Depression and selective attention to self-esteem 

threatening words, f ow/Trndhrdka/ 70 (8), 915-917 

Klerman, G.L. (1988). The current age of youthful melancholia. VbifmaZ q/" 

4-14 

Koster, E.H.W., Franck, E., Goeleven, E., De Raedt, R_, & Crombez^ G. (2004). 

Disengagement of attention &om negative words in dysphoria. Unpublished 

manuscript. 

Lawson, C., & MacLeod, C. (1999). Depression and the interpretation of ambiguity. 

TZgfearcA a/K/ 37, 463-474 

Lawson, C., MacLeod, C., & Hammond, G. (2002). Interpretation revealed in the blink 

of an eye: depressive bias in the resolution of ambiguity. Jcwmo/ 

777 (2), 321-328 

MacLeod, C., & Cohen, I.L. (1993). Anxiety and the interpretation of ambiguity: a text 

comprehension study. JiwfTKz/ 702 (2), 238-247 



Are there attentional and mteipretive biases for negative information in depression? 3 9 

MacLeod, C., Mathews, A., & Tata, P. (1986). Attentional bias in emotional disorders. 

Jbwma/ PJ, (1), 15-20 

Mathews, A., Richards, A., & Eysenck, M. (1989). Interpretation of homophones 

related to threat in anxiety. (I), 31-34 

Mathews, A., Ridgeway, V., & Williamson, D.A. (1996). Evidence for attention to 

threatening stimuli in depression. 07%/ TTzgrapy, 3^ (9), 695-

705 

McCabe, S.B., & Gotlib, I.A (1995). Selective attention and clinical depression: 

performance on a deployment of attention task, VbwTzo/ f jycAo/ogy, 

70^ (I), 241-245 

Mogg, K., & Bradley, B.P. (m press). Attentional bias in generalised anxiety disorder 

versus depressive disorder. CogwAve TTierqpy oW 

Mogg, K., Bradley, B P , & Williams, R. (1995). Attentional bias in anxiety and 

depression; the role of awareness. British Journal of Clinical Psychology, 34, 17-

36 

Mogg, K., Bradl^, B.P., & Williams, R., & Mathews, A. (1993). Subliminal processing 

of emotional inArmation in anxiety and depression. 

702 (2); 304-311 

Mogg, K., Mathews, A., May, 1, Grove, M, Eysenck, M, & Weinman, J. (1991). 

Assessment of cognitive bias in anxiety and depression using a colour perception 

task. CogMzfzoM OTK/EmoAoM, J (3), 221-238 

Mogg, K., Millar, N., & Bradley, B.P. (2000). Biases in eye movements to threatening 

6cial expressions in generalised anxiety disorder. Joz/zTza/ 

f jycWogy, yOP (4), 695-704 



Are there attenlional and interpretive biases for negative information in depression? 40 

Nueringer, C. (1961). Dichotomous evaluadons in suicidal individuals. JbwTza/q/" 

c o f i w A z M g 4 4 5 - 4 4 9 

Padesky, C.A., & Greenberger, D. (1995). fo /oWovgr mooc/. 

Guildford Press 

Posner, M.I., Inhof^ A.W., & Friedricb, F.J (1987). Isolating attentionai systems: a 

cognitive-anatomical analysis. 7 J (2), 107-121 

Schneider, W., & SchrifBin, R.M. (1977). Controlled and automatic human information 

processing: (1) Detection, search and attention. jkWgw/, 1-66 

Stolz, J. A. (1996). Exogenous orienting does not reflect an encapsulated set of 

processes. JbwTzaZ f o w f 

fgyyoTTMOMCg, 22,187-201 

Williams, J.M.G., Mathews, A, & MacLeod, C. (1996). The emotional Stroop task and 

psychopathology. /20, 3-24 

Williams, J.M.G., Watts, F.N., MacLeod, C, & Mathews, A. (1988). 

oW fAe . John Wiley & Sons 

Williams, J.M.G., Watts, F.N., MacLeod, C., & Mathews, A: (1997). 

ow/ fAg EmofwW Dzwrdigrf, (2^ Ed). John W l ^ & Sons 



41 

Rimnin^ heAfl- CogMzY/vg m cd^rgajzoM 

Cognitive bias in clinical depression 

Lynda Pamham-Ormandy' 

School of Psychology, University of Southan^ton 

(Prepared for submission to British Journal of Clinical Psychology - see 
Appendix B for instructions to authors) 

* Requests for reprints should be addressed to Lynda Pamham-Ormancfy, Doctoral programme in 
Clinical Psychology, School of Psychology, Building 44, University of Southampton, Highfield, 
Southampton, S017 IBJ, UK. E-mail: ljp201@soton.ac.uk 

mailto:ljp201@soton.ac.uk


42 

Abstract 

Objectives: Cognitive models of depression (Beck 1976, Bower 1981) predict that 

attentional and interpretive bias will be evident in clinically depressed participants. 

Previous research investigating these biases has yielded mixed Gndings. 

Design: Clinically depressed (» = 20) and control (» = 23) participants took part in the 

study, which used a cross-sectional design, in which the groups were compared on 

their performance on three cognitive tasks. 

Method: Participants completed three tasks: (a) an attentional cueing task based on 

Fox, Russo, BoWes and Dutton (2001) in which n^ative, positive and neutral words 

were used as cues. Participants had to respond to a target after each cue, appearing in 

the same or opposite location; (b) a homophone task assessing interpretive bias 

(Eysenck, MacLeod, & Mathews, 1987), in which participants heard words with one 

pronunciation but two meanings (negative and neutral) and wrote down the word; (c) 

a morphed 6ces task assessing interpretive bias, in which participants were presented 

with ambiguous faces (containing a mixture of two emotional expressions, e.g. sad 

and happy) and had to classify the emotion of the face. Participants also completed 

questionnaire measures of anxiety and depression and a diagnostic interview. 

Results; The results did not find any significant group differences in performance on 

any of the cognitive tasks. 

Conclusion: While this study did not Gnd evidence of attentional and interpretive 

biases in depression, these biases may be detected in future research using different 

methodologies. 
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Introduction 

A controversy in cognitive theories of depression concerns the role and nature 

of information processing biases. Beck's Schema Theory (1976) and Bower's 

Network Theory (1981) propose that there are information processing biases, 

including perception, attention and memory biases, which serve to cause and 

maintain the depressive episode. These two models predict that depressed 

individuals will exhibit an attentional bias for negative information. It is suggested 

that attention will be drawn to negative information in the environment, as a 

consequence of the information being congruent with their mood state. The negative 

information then makes the individual feel more depressed and this process 

continues in a vicious cycle. Furthermore, when depressed individuals are presented 

with ambiguous information, such that there are several ways to interpret the 

information, it is predicted that depressed individuals will impose a negative 

interpretation on to the information, a tendency described as having a negative 

interpretive bias. Williams, Watts, MacLeod, and Mathews (1988, 1997) have 

disagreed with this view, and suggest that depression is more strongly associated 

with memory bias (due to enhanced elaborative processing of negative information), 

and is not necessarily associated with an attentional bias. The prediction from the 

latter model regarding interpretive bias in depression is not well specified. 

Given that cognitive models of depression, such as Beck's (1967) and Bower's 

(1981) theories, predict the presence of attentional and interpretive biases in clinical 

anxiety and depression, these biases have been investigated using a variety of 

experimental tasks and paradigms. Many of these tasks have been used in research 

with anxiety disorders, and have been adapted for use with depression. The 

following section will briefly describe some of the tasks that have been used to 
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assess attentional and interpretive biases in emotional disorders and will identify 

some unresolved issues, which the present study aimed to address. One m^or aim of 

the present study was to test the prediction, which was derived 6om Beck's (1967) 

model, that depressed individuals would have greater difBculty in disengaging 

Mention 6om negative information, compared with controls. This was investigated 

using a modiGed cueing task, which was selected because previous research by Fox, 

Russo, Bowles, and Dutton (2001) indicates that it is particularly sensitive to biases 

in disengaging attention &om emotional information. With respect to interpretive 

biases, the present study used two tasks: a homophone task and an ambiguous faces 

task. The homophone task is an established methodology for assessing interpretive 

biases in anxiety, as discussed later; whereas the ambiguous f ^ s task is a relatively 

novel paradigm which uses signal detection methodology to assess interpretative 

bias separately from response bias. The present study used two different tasks in 

order to provide converging evidence of interpretive biases in depression, 

irrespective of the type of methodology used. Before describing these tasks in detail, 

previous research into attentional and interpretive biases in depression will briefly be 

reviewed. 

With regard to previous research into attentional biases in depression, this has 

often used the emotional Stroop task or the visual probe task. A typical emotional 

Stroop task consists of presenting words to participants, which may be emotionally 

salient or neutral. The words are presented in coloured writing, and participants are 

asked to name the colour and disregard the meaning of the word. The time taken to 

name the colour is taken as an indication of to what extent the word has been 

processed. From the models of Beck (1976) and Bower (1981), it is predicted that 

negative words would interfere with colour-naming ability. Research Gndings have 
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been mixed, with some studies Gnding evidence to support this (e.g. Gotlib & 

McCann, 1984), and other studies failing to Gnd any evidence of interference (e.g. 

Mogg, Bradley, Williams, & Mathews, 1993; Bradley, Mogg, Millar, & White, 

1995). A typical version of the visual probe task involves presenting pairs of words 

one above the other. One word is emotionally salient (e.g. negative) and the other is 

neutral. When the words disappear, one word is replaced by a target (e.g. a dot) 

appearing in one of the locations previously occupied by the words. Participants are 

required to respond to the target probe (e.g. by classifying it or identifying its 

location). The use of this methodology to investigate attentional bias in depression 

has yielded mixed results. Some studies have found evidence to support the notion of 

a negative attentional bias in depression (e.g. Mogg, Bradley, & Williams, 1995; 

Mathews, Ridgeway, & Williamson, 1996). Other studies have found evidence of an 

even-handedness of attention deployment in depression (e.g. Hill & Dutton, 1986; 

MacLeod, Mathews, & Tata, 1986), suggesting that there is no attentional bias in 

depression. Furthermore, some studies have suggested that there is an attentional 

bias for positive information in non-depressed individuals, which is lacking in 

depressed individuals (e.g. Gotlib, McLachlan, & Katz, 1988; Mogg et al., 1991). A 

recent review of attentional bias in depression suggested that attentional biases are 

more likely to be found in depression when stimuli are presented for relatively long 

durations (one second or more), which allows greater elaborative processing (Mogg 

& Bradley, in press). Elaborative processing is strategic and involves new material 

being processed such that associations are made with existing information. During 

this, new linkages are made and old linkages are reactivated. This makes this 

information faster and easier to access due to the availability of pathways to it. This 

may be viewed as a type of top-dovm processing, such that when new information is 
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perceived, and it should be processed bottom-up (i.e. via the information coming in 

through the senses) it is instead processed using the existing templates (Williams et 

al., 1997). 

Recent work into attentional bias has distinguished between diSerent aspects 

of attentional processes, such as shift, hold and disengagement (e.g. Fox, Russo, 

Bowles, & Dutton, 2001; Fox, Russo, & Dutton, 2002). It has been suggested that 

the disengagement aspect of attention (i.e. the ability to refbcus the attention away 

&om current material and towards new information) is not an encapsulated process 

(e.g. Stolz, 1996). That is to say that it may be af&cted by higher order cognitive 

variables. Therefore, emotion-related attentional biases may operate primarily in 

processes of disengagement, rather than the shifting of attention towards salient 

stimuli (e.g. Fox et al., 2001). This means that if individuals with depression engage 

their attention onto information that is negative and hence, relevant to their concerns, 

they may find it diCBcult to 'unhook' their attention from the negative information in 

order to direct it elsewhere. Research into the disengagement component of attention 

has involved the use of cueing tasks (e.g. Posner, Inhof^ & Ffiedrich, 1990; Fox et 

al., 2001). This has been necessary because the visual probe task, as described 

earlier, does not distinguish between these diSerent components of attention. In a 

typical cueing task, a cue (which may be negative, positive or neutral) is presented 

on one side of a central cross. When the cue disappears, a target appears in one of the 

two locations. If the location of the cue is the same as the location of the target, the 

cue is If the location of the cue is opposite to the target, the cue is ZMvaW. The 

time taken to respond to the target rejects where attention was directed immediately 

before the target appeared. If participants shift and hold their attention on the cue, 

they should be faster to respond to targets that replace the cue (i.e. valid trials). If 
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participants have difGculty in disengaging attention &om the cue, they should be 

slower to respond to targets that appear in the opposite location (i.e. invalid cues). 

as suggested earlier, there is enhanced elaboration of negative information in 

depression, then depressed individuals may show a difBculty in disengaging 

attention &om negative information. Variations of the methodology for the cueing 

task are: (a) the type of cue used: in previous studies, cues used have been words 

(Fox et al., 2001), and schematic faces (Fox et al., 2001, Fox et al., 2002); and (b) 

the type of target and response required. In the Fox et al. (2001) study, the target 

appeared to the left or right of a central Gxation cross, and participants had to 

identify where it had appeared. A potential problem of this is that responding may 

reflect a motor or localization bias, such that participants may attend to one area of 

the screen and respond using a present/absent response (Fox et al., 2002). In further 

studies, participants had to classify the target (e.g. categorise the target, by indicating 

whether it was a square or a circle) (Fox et al. 2002). Fox et al. posit that the 

introduction of a categorisation task is important, as any cue validity effects could 

then not be attributed to response preparation effects. 

In the current study, the cueing task was used with clinically depressed 

participants and non-depressed controls to investigate attentional biases for negative 

information. The cues consisted of words, which were negative (depression-

relevant), positive or neutral. It is suggested that words may be salient for depressed 

individuals due to the nature of depressive rumination oAen being in the form of 

words (e.g. negative automatic thoughts. Beck, 1976). The words were displayed for 

two stimulus durations: (a) 200ms, which has been found to be sensitive to anxiety-

related biases in disengaging attention &om negative cues, and (b) 1000ms, which 

has been shown to be sensitive to depression-related biases using the visual probe 



task (e.g. Mogg et al., 1995). Following on &om Fox et ai. (2002) the target was an 

arrow, of which participants were required to classify the direction. 

As regards interpretive bias in depression, there has been far less research. Of 

thteirbidiescxMwlucakxi sofsw, scKneibai/e fbimd (evidence cdTzi n̂eygative interpretive 

bias in depression (e.g. Butler & Mathews, 1983; Lawson, MacLeod, & Hammond, 

2002) whereas others have found no evidence of such a bias (e.g. Lawson & 

MacLeod, 1999). Moreover, few studies have used clinical samples, and have tended 

to use student samples, which cannot be assumed to be representative of clinically 

depressed individuals. Thus, the present study used two drG&rent paradigms to 

investigate interpretive bias in clinical depression; a homophone task and an 

ambiguous &ces task. 

Thfe homophone task has been used in studies of interpretive bias in anxiety 

and has been found to be a sensitive measure of interpretive bias (e.g. EysencK 

MacLeod, & Mathews, 1987; Mathews, Richards, & Eysenck, 1989). A homophone 

is a word with one pronunciation, but two spellings inferring two different meanings, 

one negative and one neutral (e.g. die/dye). Participants are asked to write down the 

word that they hear, and their chosen spelling is taken to reflect the interpretation 

made. The homophone task was used in the current study as it seems to be a robust 

index of interpretive bias, and allows comparison with previous studies. 

Some previous interpretive bias studies have been criticised for their reliance 

on asking participants to report the interpretations they impose on ambiguous 

situations. For example, participants are given the ambiguous scenario: you wake 

with a start in the night, thinking you heard a noise, but all is quiet. What do you 

suppose woke you up? (Butler & Mathews, 1983). This has the inherent problem of 

being unable to distinguish whether a negative answer reSects a negative interpretive 
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bias or a negative response bias; i.e. the participant may consider several responses 

but report a negative one, possibly because of experimenter demand eSects, whereby 

they feel that a negative answer is expected of them. Research in interpretive biases 

has attempted to overcome this problem by using covert measurements, such as 

response latency (e.g. MacLeod & Cohen, 1993, with the use of priming 

methodologies in anxiety research); or by measuring autonomic correlates of 

cognitive biases (e.g. Mathews et al, 1989; Lawson et al., 2002), or signal detection 

approaches (e.g. Eysenck, Mogg, May, Richards, & Mathews, 1991). Morphed faces 

have been used in research into interpretive bias in social anxiety, whereby 

participants are presented with ambiguous faces comprising blends of two motional 

expressions (e.g. a dominant angry &ce blended with a 'weak' happy face) in the 

same picture. Participants are asked to classify the emotion of the face (e.g. 

Richards, et al., 2002). The current study used a modiGed version of this task, which 

allowed the results to be analysed using signal detection analysis, such that it can be 

established whether eSects are due to the ability to discriminate between emotional 

expressions (i.e. interpretive bias) or to response bias. In the current study, the 

morphed &ces paradigm will be applied to depression, with the use of sad, happy 

and angry &ces. 

The main hypotheses for the current study are as follows: 

For the attentional cueing task, it is predicted that: 

" Depressed individuals will show diGBculty in disengaging attention &om 

the location of negative words. That is, when the cue word is negative 

(depression-related), and the cue iS invalid, the depressed participants will 



Cognitive bias in clinical depression 50 

be slower to respond to the target on invalid trials, relative to valid trials, 

in comparison with normal controls. 

In the homophone task assessing interpretive bias 6)r ambiguous words, it is 

predicted that: 

" Depressed participants will make more negative interpretations of 

homophones than non-depressed participants will. 

In the morphed faces task assessing interpretive bias for ambiguous 6ces, it is 

predicted that: 

" Depressed individuals will show a bias in enhanced discriminatioii of sad 

6ces, relative to angry or happy 6ces, compared with controls. 

" Depressed individuals may also show a response bias favouring the selection 

of sad faces than angry or happy 6ces, compared with controls. 
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Method 

DgfZgM 

The attentional cueing task had one between-subject variable of Group 

(depressed versus non-depressed). There were three within-subject variables: Word 

type (depression-relevant, neutral, positive). Cue Validity (valid versus invalid) and 

the Stimulus Onset Asynchrony (SOA), i.e. the interval between onset of cue and 

onset of target (200ms versus 1000ms). The dependent variable was response time to 

classi^ a probe target. The homophone task had one between-subject variable: 

Group (depressed versus non-depressed). The dependent variable was the percentage 

of negative interpretations of homophones. The morphed faces task had one 

between-subject variable of Group (depressed versus non-depressed). The main 

within-subject variable was Continuimi (happy-sad, sad-angry, happy-angry), which 

refers to which two emotions were blended together in each face. The dependent 

variables were non-parametric signal detection measures of discrimination (A) and 

response bias (B). 

Ethical approval was obtained from a Local Research Ethics Committee, 

three separate NHS Trust Research and Development Governance organisations and 

University of Southampton Ethics Committee (see Appendix C for letters of 

approval). 

Recruitment of depressed participants was either done directly, by 

approaching group members of "Coping with Depression" groups (see Appendbc D 
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for standardised script), run by the Primary Care Psychology Service, or &om 

assistant psychologists, counsellors and counselling psychologists. A letter was sent 

to psychologists, asking them to refer patients whom they felt might be interested in 

participating in the research (see Appendix E). They were requested to return a 

referral form (see Appendix F), which included the patient's details and a 

conSnnation that the clinician bad discussed the referral with them. Once this had 

been received, an information letter was sent to the individual, which detailed the 

purpose of the study and what th^ would be required to do if they chose to 

participate (see Appendix G). They were then a^ked to return a slip conGrming that 

they would like to participate in the research (see Appendix H). On receipt of this, 

the person was contacted to arrange an appointment time for the testing session to 

take place. 

Control participants were recruited from staff at a local general hospital. This 

setting was chosen as it was anticipated to contain a representative cross-section of 

age, and educational level, with a possible bias towards female staffing, which was 

to be matched with the expected bias towards females in the depressed sample. 

Recruitment was by way of flyers, which were circulated to staff-only areas of the 

hospital, and by e-mail to all staS" (see Appendix I). StaS" were asked to 611 out a slip 

and return it if they were interested in the research. They were then sent an 

information sheet (see Appendix J), They were asked to return an opt-in slip if they 

wished to participate (see Appendix K). When this had been received, they were 

contacted to arrange an appointment for the testing session. 

There were two groups of participants, as follows: 

I. (/% = 20). All individuals met the two inclusion 

criteria, which were (a) a primary diagnosis of M^or Depressive 
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Disorder or Dysthymia as determined by the DSM-IV (American 

Psychiatry Association; [APA], 1994) based interview (adapted G-om 

the Anxiety Disorders Interview Schedule, ADIS-R, Brown, Dinardo, 

& Badow, 1994) (see Appendix L), and (b) a score of 14 or over on 

the Beck Depression Inventoiy n (BDI-II: Beck, 1996). The group 

comprised 11 females and 9 males, of which 16 individuals were 

recruited &om Primary Care settings (l e. non-psychiatric patients) 

and a fiirther four who responded to recruitment information intended 

for the control sample, but who met criteria &)r inclusion in the 

depressed group. 

2. gro&p (« = 23) had no known histoiy of 

depression, and a current BDI score of 13 or below (indicatiag no or 

minimal depression; Beck, 1996). The group comprised 21 females 

and 2 males. 

A further six people participated in the research, all of whom met criteria for a 

diagnosis of Major Depressive Disorder or Dysthymia, but their BDI-II score 

was less than 14. Therefore, these data are excluded &om aiialysis. All 

participants were aged between 18 and 60. 

A laptop computer was used to present the task to participants (Sony 

Notebook, Model PCG-F305) using an Inquisit programme (Inquisit version 1.33 

software). The words were taken G-om Mogg et al. (1993) (see Appendix M). There 

were three word lists (negative, positive and neutral) each consisting of 40 words. In 
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Mogg et al/s study, the negative words were selected as depression-relevant if three 

judges rated them as three or more out of Sve for relevance to depression and less 

than three for relevance to anxiety. The words types were matched for word length 

and &equency using Carroll, Davies, and Richman's (1971) norms. The words were 

also matched on ratings of emotionality by three judges (Mogg et al., 1993). 

Participants made their responses using a 2-button response box. The buttons were 

labelled with a left or right arrow (*- or —*-). 

A list of words taken G-orn Matthews et al. (1989) (see Appmdix N) was 

played to participants through the computer audio system. The list comprised 4 

practice words, 14 homophone words (e.g. die/dye) and 14 neutral Slier words. The 

homophone and filler words were presented in a fixed random order. A response 

sheet was given for participants to write down their answers (practice list and main 

list, see Appendix O). 

Faces were taken &om the MacArthur Foundation Research Network on 

Early Experience and Brain Development (2002). Eight models were used, 

comprising four males and four females. For each model, there was a happy, sad and 

angry facial expression. These prototypes were used to create the three continua: 

happy-sad, sad-angry and angry-happy; with each continuum consisting of 16 

blended faces. For each continuum, two prototypes (e.g. happy and sad) were 

blended to create morphed (computer-manipulated) images in which one emotion 

was dominant and the other was weak. Therefore, each image contained 60% of one 
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emotion and 40% of another. Therefore, for the happy-sad continuum, there were 

eight faces that were 60% happy and 40% sad, and eight faces that were 40% happy 

and 60% sad. The preparation of each continuum used Gryphon Morph v2.5 

software (Gryphon Software Corporation, 1994) and was simnar to the methods of 

delineation and interpolation used in studies investigating categorical perception of 

emotional expression (e.g. Young et al., 1997). The resulting colour images were 

presented to participants on a laptop computer (Sony Notebook, Model PCG-F305). 

Participants made their responses using a 2-button response box. 

For the cueing and morphed faces tasks, the computer was positioned such that the 

stimuli were presmted at eye-level, one metre S-om the participant. The overhead 

light was switched ofT during the computer-based tasks to aid concentration and 

increase the visibility of the stimuli on the screen. 

A standardised verbal script was used for all participants, containing the 

structure of the session, an introduction to the tasks, informed consent, and the 

debrieGng statement (see Appendix P, versions c and p). All participants were asked 

for informed consent (see Appendix Q) and then Section A of the personal 

information sheet was then completed, detailing their name, age, occupation and 

number of years in foil-time education (see Appendix R; Section A). 

Standardised instructions were read out by the researchei; (see Appendix P). 

Participants were told that they would hear a series of words, and were asked to write 

down each word once on the response sheet. They then heard 4 practice words Grst, 
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followed by the main list, which comprised 28 words. Each word was heard once 

and there was a fve second delay between the presentation of each word. 

Attentional Cueing task 

The task was similar to that used by Fox et aL (2001, experiment 1). Each 

trial began with two boxes appearing one above, and one below, a central Sxation 

cross, which was presented for 1000ms. A cue word (negative, positive or neutral) 

appeared in one of the boxes 200ms or 1000ms, depending on the SO A 

condition, and was then replaced by an arrow pointing left or right. Participants were 

asked to indicate the direction of the arrow by pressing one of the two corresponding 

response buttons, as quickly and accurately as possible. There was then an inter-trial 

interval of 1000ms before the next cue appeared. Standardised instructions were 

presented on screen (see Appendix S). All stimuli were presented using white 

lettering in capitals or arrows (font Ariel 14) with a grey border on a black 

background. The boxes were 15mm x 90mm, words 5mm high. A typical trial is 

depicted in Figure 1. 

/'Xgwe 7 

Aw* 

DESPAIR 

Fixation display 1000ms Presentation 200ms/l000ms Until response (or 9 sees) 
.A/bfg: Not to scale 
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There were 12 practice trials and then 192 experimental trials. Each trial was 

presented in a new random order for each participant. 

Standardised instructions were given on the screen (see Appendix T). The 

stimuli appeared agmust a black background, with lettering in white. Each trial 

presented a colour photograph (110mm x 140mm) of a morphed face on the screen. 

The two response options were written at the bottom left (e.g. "sad") and the bottom 

right of the screen (e.g. "happy"). There were three blocks of trials in which 

participants were required to decide whether each face was (a) happy or sad, (b) 

happy or angry, or (c) sad or angiy. The blocks were given in randomised order and 

each block contained 2 practice trials and 48 experimental trials, during which each 

of the 16 6ces was presented three times in a randomised order. Participants had to 

press the corresponding (left or right) button on the response box to classify each 

face. If there was no response, after 15 seconds, the trial timed out and a new face 

appeared. 

The questionnaires were then completed by all participants in the following 

order ProGle Of Mood States - short form (to measure state anxiety and depression) 

(POMS, McNair, Lorr, & Doppleman, 1989), Beck Depression Inventory-H (BDI-II, 

Beck, 1996), Beck Anxiety Inventory (BAI, Beck & Steer, 1993) and ProSle Of 

Mood States - short form (to measure trait anxiety and depression). Next, depressed 

individuals were asked for details of their current episode of depression, previous 

episodes and any treatment received (see Appendix R: section B). Non-depressed 

controls were asked if they had experienced any episodes of emotional upset 

(pertaining to depression and anxiety) that had required them to seek treatment in the 
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past. This was completed after the tasks, to avoid biasing their responses. All 

participants were then administered the DSM-IV diagnostic interview. Finally, the 

debrieGng statement was read out to participants (see Appendix P). This explained 

the purpose of the study, and clariEed that there was no deception used. It also 

conSrmed the anonypiity of their results. In addition, following recommendation by 

the ethics committees, depressed individuals were asked for their permission for their 

GP to be in&rmed of their participation in the study, by way of a standardised letter 

(see Appendix U). If consent was given, GP details were requested and recorded on 

the in&rmation form. At this point, controls were paid a f5.00 fee. 
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Group characteristics are summarised in Table 1. The depressed group scored 

signif cantly higher on all questionnaire measures, compared to controls (BDI-II, 

BAĴ  POMS state depression, POMS trait depression, POMS trait anxiety and POMS 

state anxiety). The groups were matched for educational level, but not fbr gender 

ratio, (1) = 10.26, /? < .01, as there were more women than men in the control 

group. In the depressed group, eight participants also met criteria fbr dysthymic 

disorder. In addition, 17 participants also met criteria for one or more diagnoses of 

an anxiety disorder (14 participants met criteria for a diagnosis of GAD, 11 

experienced panic attacks, Gve had social phobia, six had agoraphobia, four had 

post-traumatic stress disorder, and five had claustrophobia). The mean number of 

anxiety diagnoses per participant in the depressed group was 2.5 (range 0-5). 

Duration of the current episode of depression ranged fi"om four months to five years. 

As regards treatment in the depressed group, 12 participants were taking 

prescribed anti-depressant medication, two were receiving cognitive therapy, eight 

were receiving counselling, and 10 were attending group interventions (didactic 

sessions with a cognitive behavioural focus on depression and stress management). 
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Table 1 

Group 

Depressed Non-depressed 

Measure Mean (6D) Mean (5D) t df 

n 20 23 

Age 43.90 (9.70) 40.87 (10.85) 0.96 42 

Gender ratio, m/f 9/11 2/21 

BDI 31.40 (11.26) 3.83 (2.61) 10.71** 42 

BAI 22.70 (14.28) 4.22 (4.21) 5.58** 42 

POMS State depression 6.90 (5.87) 0.83 (1.80) 4.45** 42 

POMS State anxiety 5.85 (4.86) 1.39 (1.67) 3.91** 42 

POMS Trait depression 9̂ 85 (6.13) 1.04 (1.43) 6.28** 42 

POMS Trait anxiety 6.95 (5.45) 1.65 (1.91) 4.13** 42 

Duration of current episode of 22.07 (19.54) 

depression (months) (range: 4-60) 

Number of previous episodes of 4.86 (6.67) 

depression (range: 0-20) 

<.01. **/) < .001. 

Using the same criteria as Fox, Russo, Bowles, & Dutton (2001), the 

response time (R.T) data were excluded 6om trials with errors. Also, RTs less than 

100ms or more than 2000ms were excluded, and then response latencies that were 

more than 2.5 SDs above each participant's mean RT were excluded as outliers. 

Mean RT data for each SO A condition are included in Figures 2 and 3. 
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The RT data were subjected to a 2 (Group: depressed and non-depressed) x 3 (Word 

type: negative, positive, neutral) x 2 (SOA: 200ms and 1000ms) x 2 (Validity: valid 
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and invalid) ANOVA (see Figures 2 and 3 for mean RTs in each condition). There 

was a non-significant trend of Group, F (1,41) = 3.56,/) = .07, as the depressed 

group were slower in responding across ail conditions (as shown in Figures 2 and 3). 

There was a signifcant main eSect of SOA, F (1,41) = 5.2,^ = .03, as the 1000ms 

SOA condition yielded faster responses than the 200ms SOA condition (means: 

601ms [<S0 = 97] and 614 = 110] respectively). There was also a signiGcant 

main e@ect of Validity, F ( 1,41) = 70.19, /? < .01, as the valid trials yielded 6ster 

responses than the invalid trials (means: 587ms = 105] and 628ms [jiD = 102] 

respectively). There was a highly signiGcant interaction between Validity and SOA, 

F (1,41) = 90.9,/) < .01. Post-hoc comparisons revealed that when SOA was 200ms, 

the validly cued condition was signiGcantly 6ster than the invalidly cued condition, f 

(42) = 17.83,/? < .01. When the SOA was 1000ms, there was no significant 

dif&rence between valid and invalid trials, f (42) = 1.23, p = .23 (see Figure 4). 

There were no other significant effects (all lvalues < 2.24). 

' Asthecuevalidity sSect was present al an SOA of ZOOms only, the RT data were analysed 
sqiarately, 6om each SOA In the SOA 200nis condition, there was only a main eSect of Validity on 
RT, f (2,40) = 312.3,/> < .01. There were no other significant effects (all/^values <3.4). In the SOA 
1000ms condition, there were no significant effects found (all Fvalues < 3.54). 
^ The data were also analysed using alternative exclusion criteria such that the participants in the 
depressed group who had been recruited in response to the information intended for the control 
sample were removed from the depressed group. This analysis did not reveal any further results of 
interest. 
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The neutral (filler) words were disregarded in the analysis of results, leaving 

data &om 14 homophone words for each participant. Following on 60m Mathews et 

al. (1987), the number of spellings corresponding to the negative interpretations of 

each homophone was calculated for each participant, and converted into a percentage 

of all homophones that were spelt correctly. The spellings that did not correspond to 

either meaning were eliminated so that the negative spellings score was a percentage 

of the total of correctly spelled homophones. The depressed group (m = 20) had a 

mean negative interpretation score of 72% (<SD 12). The control group (» = 23) had a 

mean negative interpretation score of 70% (̂ SD 12). An independent /-test showed 

that these means were not signiScantly diSerent, / (41) = 0.69, = .49. The mean 

number of negative interpretations was 50% or above for both groups, indicating that 
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the negative interpretation was dominant in all cases. A one-sample Mest showed 

that this diSerence was signijGcant for all participants, f (42) = 11.2,^ < .01. 

Correlations were calculated between the percentage of negative spellings on 

the homophone task and the questionnaire measures of depression and anxiety (see 

Table 2). There were no signiGcant results for the whole sample. However, there was 

a signiScant positive correlation in the depressed group between BDI and 

homophone scores, r = .47, p = .04; and between state depression and homophone 

scores, r = .45, = .05. There were no other signiGcant correlations (see Table 2). 

Table 2 

r values 

Measure Whole sample Depressed Non-depressed 

(« = 43) Group (» = 20) Group (« = 23) 

BDI .23 .47* -.26 

BAI .26 .33 .16 

POMS state anxiety .22 .20 .27 

POMS state depression .29 .45* -.06 

POMS trait anxiety .25 .30 .17 

POMS trait depression .22 .33 -.07 

JVbfg * Correlation is significant at the .05 level (2-tailed) 

The data &om each continuum were subjected to a signal detection analysis. A 

hit (EI) denotes an accurate classiGcation of the dominant emotion (e.g. a "sad" 

classiScation of a face that was 60% sad and 40% happy) and a false alarm (FA) 



denotes Ae classiGcation of the weak emotion (e.g. a "sad" classiEcation of a face 

that was 40% sad and 60% happy). FoUowing from Donaldson (1996), using the 

distribution-free non-parametric model, the discrimination index A' was computed 

using the formulae: 

(i) For H >= FA: A = 0.5 + [(H - FA)(1 + H - FA)]/[4H(1 - FA)] 

(ii) For FA > H: A = 0.5 - [(FA - H)(l + FA - H)]/[4FA(1-H)]. 

The bias indexB'owas calculated using the formula: 

B"D = [(1 - H)(l - FA) - (H)(FA)]/[(1 - H)(l - FA) + (H)(FA)]. 

The discrimination scores range between 0 and 1. When H = FA (i.e. performance is 

at chance). A' = 0.5. A score above 0.5 indicates above chance discrimination 

between faces. Response bias measures the ranges between —1 and +1, with positive 

values reflecting conservative performance and negative values indicating liberal 

response bias (Donaldson, 1996). A zero value indicates a neutral bias. 

The means for the sad classifications are shown in Table 3, which were obtained 

from the two continua that used sad emotional blends, i.e. sad-happy and sad-angry. 
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Table] 

Group 

Depressed Non-depressed 

Continuum Mean(jD) Mean(6Z)) 

Sad-happy 

Sad-angry 

Sad-happy 

Sad-angry 

Sad-happy 

Sad-angry 

Sad-happy 

Sad-angry 

Hit (60% sad) 

.83 (.10) .V5(.13) 

.68( 18) .62 (.18) 

False alarm (40% sad) 

.25 (.15) .24 (.12) 

.29 (.17) .24 (.14) 

Discrimination (A) 

.87 (.07) .84 (.06) 

.80 (.05) .78 (.09) 

Response bias (B) 

-.20 (.50) .00 (.49) 

.04 (.59) .26 (.50) 

A Group (2: depressed and non-depressed) by Continuum (2: sad-happy and 

sad-angry) ANOVA was performed on the discrimination (A) scores for sad faces. 

There was no main eGect of Group, 7^(1,41) = 1.65, p = .21, and no interaction 

between Group and Continuum, (1,41) =. 15,p = .70. However, there was a main 

e9ect of Continuum, F (1,41) = 24.31, = < .01. From the means, it can be seen that 



the sad-happy faces ̂ e more easily discriminated than the sad-angry faces, across 

groups (mean A scores: sad-happy = .85, sad-angry = .79). 

A Group by Continua ANOVA was performed on the response bias scores 

(B) for sad 6ces. There was a non-signif cant trend 6)r a main eSect in Group, F 

(1,41) = 3 . 2 9 , = .08, as the depressed group tended to make more sad 

classiScations than the control group (mean B score for non-depressed group =13, 

6)r depressed group = -.08). There was a signiEcant main e8ect of Continuum, F 

(1,41) = 4.90,/? = .03. From the means, it can be seen that more sad classiScations 

were made for the sad-happy continuum than the sad-angiy continuum (mean B 

score for sad-angry = . 15, for sad-happy = -.10). There was no interaction between 

Continuum and Group, F (1,41) = .01, /? = .92. 

The means for the happy classiGcations are shown in Table 4, which were 

obtained from the two continua including happy face blends; happy-sad and happy-

angiy .̂ 

^ It should be noted that data from the happy-sad continuum are included in the analyses of both sad 
classifications and happy classifications. This means that the results of the two analyses are not 
independent of each other. However, this ^iproach was preferred to a s^arate analysis of the ha^^-
angry faces, as this would not have indicated whether there was an elfect of Continuum on happy 
classiGcations. 
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Table 4 

Group 

Depressed Non-depressed 

Continuum Mean(6D) Mean(jD) 

Hit (60% happy) 

Happy-sad .75 (.15) .76 (.12) 

Happy-angry .65 (.22) .74 (.17) 

False alarm (40% sad) 

Happy-sad .17 (.10) .25(13) 

Happy-angry .17(.15) .21 (.15) 

Discrimination (A) 

Happy-sad .87 (.07) .84 (.06) 

Happy-angiy .84 (.08) .85 (.07) 

Response bias (B) 

Happy-sad -.20 (.50) -.00 (.49) 

H^py-angry .34 (.63) .07 (.61) 

A Group by Continuum ANOVA was performed on the discrimination of (A) 

scored for happy 6ces. There were no significant ejects, f ' ( 1,41) < 1.91 

A Group by Continuum ANOVA was performed on the response bias (B) 

scores for happy faces. There was a non-signiGcant trend for a main e%ct of Group, 

F(1,41) = 3.18,/) = .08, as the non-depressed group tended to make more happy 

classi6cations than the depressed group (Mean for non-depressed group = .04, for 

depressed group = .27). There were no other signiGcant ef&cts, f (1,41) < 3.18 



Cognitive bias in clinical depression gg 

Discussion 

None of the experimental hypotheses Was supported. That is, there was no 

evidence of an attentional bias for negative words in depressed individuals, 

compared with controls. There was also no evidence of an interpretive bias, as the 

depressed group did not signiEcantly diSer 6om the control group, either in their 

performance on the homophone task or the morphed faces task. More detailed 

aspects of the results will now be considered 6)r each task in timi. 

There was no signiScant interaction eSect of word type and group on response 

times. Therefore, the results do not support the hypothesis that negative cues had a 

selective effect on the attentional processes of the depressed participants, and as 

such, do not lend support to the prediction of a negative attentional bias in 

depression. This finding is consistent with several previous studies that also failed to 

find an attentional bias in depression. For example, MacLeod et al. (1986) found that 

their depressed group did not show an attentional bias for negative material. This 

was also found by Gotlib et al. (1988), HU and Dutton (1989), and McCabe and 

Gotlib (1995). Several studies using emotional Stroop tasks, have found no evidence 

of selective inter&rence 6om negative words on the responding of depressed 

participants (e.g. Mogg et al., 1993; Bradley et al., 1995). Mogg, MUar, & Bradley 

(2000) used eye-tracking methodology in addition to the visual probe task and did 

not 6nd an attentional bias for negative faces in their depressed participants. 

However, other studies have found evidence of an attentional bias for negative 

material in depressed mdividuals (e.g. Mathews et al., 1996; Mogg et al., 1995). 

Therefore, the current results add to a literature that has very mixed Gndings. On one 
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hand, the present results seem consistent with the theory of Williams et al. (1997) 

who suggested that depression is not associated with a negative attentional bias. This 

prediction is in contrast to those &om the theories of Beck (1976) and Bower (1981), 

which predict attentional biases in depression. 

On the other hand, in interpreting the present results, it is important to consider 

whether there are methodological 6ctors that might explain the non-signifcant 

Endings. For example, one important question is whether the task was a sensitive 

measure of attentional cuang e@ects. Thus, it is helpful to note that the results 

showed basic cueing eGects (irrespective of word type and group), in the 200ms 

exposure condition, as RTs in valid trials were faster than those on invalid trials (this 

was also found by Fox et al., 2001). This suggests that this condition was sensitive to 

attentional effects. However, although there was a basic cueing effect at 200ms 

SO A, the stimulus presentation duration may have been too short to allow 

elaborative processing of negative information in depressed participants, which may 

explain why no attentional bias was found in this condition (e.g. Williams et al., 

1997). In the 1000ms SO A condition, there was no evidence that the RTs were 

affected by the validity of the cues. This might explain why the predicted attentional 

bias was not found, as this condition seems to be insensitive to basic attentional 

effects of shift/hold versus disengagement. 

Of note, the use of response times as the dependent variable has been criticised 

by some authors. For example, Lawson et al. (2002) discuss the use of response 

latency with regard to the study of interpretive bias in depression. Lawson et al. 

(2002) consider the use of response times an unsuitable method of examining 

cognitive bias in depression due to the slowing of reaction times to execute voluntary 

responses in depression, and the increased variability of response latencies (Lawson 
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et al., 2002). It was found that there was a non-signiScant trend for the depressed 

group to be slower to classic the direclion of the arrows across all conditions. This 

trend is consistent with other research findings (e.g. Byrne, 1975). This is discussed 

by Williams et al. (1997) who suggest it could be due to motor slowing and/or 

cognitive slowing in individuals with depression. Payne and Hewlett (1960) (as cited 

in Williams et al., 1997) suggest that cognitive slowing may be caused by depressive 

rumination, by way of the rumination 'using up' processing resources that would 

otherwise be allocated to the task. Alternatively, it is suggested that the slowing may 

be due to lowered arousal or lowered motivation levels in depression (Williams et 

al., 1997). The presence of such slowing eSects may complicate the assessment of 

attentional biases in depression when using tasks that rely on response time data. 

There was no significant difference between the depressed and non-depressed 

groups in the interpretations of the homophone words. In addition, the mean number 

of negative interpretations for both groups was above 50%, which has been found in 

previous studies (e.g. Mathews et al., 1989). This might be partly explained by a 

word fi-^uency eSect th^ mediated responding (e.g. Mathews et al., 1989). 

Furthermore, in the present study, the control group were staff in a general hospital, 

which may have increased their fi^equency of use of the some of the homophone 

words (for example, die, &)ul, pain, weak, skull and flu), particulaHy as many 

controls were nursing staff or medical secretaries, who would naturally have greater 

exposure to these words in their working environment. This may have led to an 

increased number of negative spellings in the control group, which may have 

obscured any depression-related group diSerence. Therefore, in flirther studies, it 
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would be beneGcial to have a control group who would not have such a possible bias 

(e.g. non-hospital staG). In addition, some of the homophones had a neutral meaning 

that would appear to be used in&equently in the general population (e.g. lyre, scull, 

gilt and teas). 

Furthermore, it has been questioned whether the specificity of material is 

important in eliciting an interpretive bias. The homophone task contains generally 

negatively themed homophones, and may not be sensitive to the speciGc concerns of 

depressed individuals (e.g. Gotlib, Krasnoperova, Yue, & Jborman, 2004). In flirther 

studies, it would be beneGcial to modi^ the homophone task to include a greater 

number of depression-relevant themes, (e.g. poor/pour, whine/wine). However, it is 

of interest to note that the depressed group's homophone data was positively 

correlated with their depression scores, suggesting that the homophone task was 

sensitive to depression levels in depressed participants. 

With the homophone task, there is an inherent problem of response bias, such 

that participants may have considered both alternative meanings of a homophone, 

but chose to report the negative meaning. Furthermore, this may be affected by 

experimenter bias, such that thq^ &lt that they were aware of the purpose of the 

experiment and tried to respond accordingly, by either deliberately giving a 

"depressed" answer, or trying to avoid giving a depressed or negative answer (e.g. 

MacLeod & Cohen, 1993). In flirther study, the inclusion of a measure of social 

desirability may be beneGcial (e.g. Mogg et al., 1994). In addition, it may be the case 

that participants interpreted the homophones in one way, but (mis)spelt it the other 

way. In further research, it would be interesting to use a methodology described by 

Richards, Reynolds, and French (1993) whereby participants are asked to use the 

homophone in a sentence, to avoid being reliant on their spelling. This would also 
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decrease ± e error rate caused by responses consisting of spellings that did not match 

either interpretation, because it would be possible to score the meaning &om the 

sentence. In discussing the limitations of the homophone paradigm, Eysenck et al. 

(1991) note that a constraint of the task is that participants may access both meanings 

of a homophone, but they can only write down one. This has the implication that 

participants have to make a conscious choice about which interpretation to write 

down, thus, their response may be more reSective of a response bias than an 

interpretive bias. In relation to this, comments &om participants in the present study 

suggested that most of them were aware of two meanings of some of the words, but 

they reported that they wrote down the Grst interpretation that came to mind. 

Interestingly, this did not seem to be the experience of Mathews et al. (1989), wiio 

report that their participants hardly ever had awareness of both meanings of the 

homophones. As a general point, Eysenck et al. (1991) also note that in everyday 

life, words are usually encountered in a context, which will have an ef&ct on the 

interpretation made. Therefore, the design of the homophone task, in which words 

are presented in isolation, decreases the ecological validity of the task. In their study, 

Eysenck et al. (1991) presented sentences with ambiguous meanings (e.g. after 

applying for a job that you really want, you receive a letter that contains the answer 

you had expected). The ambiguity in this type of sentence is more representative of 

the ambiguity that may be encountered in eveiyday life, where individuals are 

required to make an interpretation of events. Furthermore, this may be more 

representative of the negative cognitive style of a depressed individual, as predicted 

by Beck (1976). 

Williams et al. (1997) propose that ambiguous material will only elicit a 

negative interpretive bias if the material is processed elaboratively. The homophone 
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task is assumed to involve automatic processing. This may account for the lack of 

dif&rence between groups, as if the depressed group had elaboratively processed the 

homophones, they may have made a greater number of negative interpretations. 

There are no published studies using the homophone task with depressed 

individuals with which to compare these results. However, Bradbury (2001-

unpublished manuscript) used the homophone task in a study with clinically 

depressed individuals, and found a signlGcant diSer^nce between the depressed and 

non-depressed group's negative interpretation score. The depressed group in 

Bradbury's study had a higher mean negative interpretation score, indicating that 

they made more negative interpretations of the homophones than the participants in 

the present study (81% compared to 72%). Furthermore, Bradbury's control group 

made fewer negative interpretations than in the present study (63% compared to 

70%). The difference in findings between the studies does not appear to be due to the 

level of depression in the two studies. Bradbury's depressed sample had similar 

mean BDI scores to the participants in the present study (33 compared to 31). State 

depression was not measured in Bradbury's study. Therefore, there appear to be no 

obvious reasons for the difference in findings between these two studies, particularly 

with regard to the scores of the depressed groups. Further research may help to 

clarify this discrepancy. Of interest, Bradbury also used the RSVP paradigm 

(MacLeod & Cohen, 1993), the results of which did not find any evidence of a 

negative interpretive bias in depression. The RSVP paradigm is not aGected by many 

of the criticisms of the homophone task (such as response bias), and thus may be 

considered to be a more accurate measure of interpretive bias. 



There was no evidence of a bias in ± e discriminatioa of sad 6ces in depressed 

participants. This Ending seems to be consistent with that of Lawson & MacLeod 

(1999) who failed to fnd a negative interpretive bias in depression. They suggested 

that when methodologies are employed which are not confounded by response bias; 

there is no negative interpretive bias to be found in depression. 

The depressed group bad a non-signiGcant trend for a greater response bias 

&vouring sad classiGcations and against happy classLScations, compared to controls. 

Several possible underlying mechanisms contribute to this trend, for example, (a) 

depressed participants may be more likely to favour making 'sad' responses, or (b) 

non-depressed participants may be exhibiting a stimulus-independent response bias, 

such that they do not consider each 6ce in turn, but consistently report that faces are 

happy. 

As regards the use of the morphed f^es task, this is the Grst study to use this 

paradigm to study interpretive bias in depression. Emotional faces have also 

previously been used in research into attentional bias in depression and this research 

has shown evidence of selective attention to sad faces in depressed patients (Gotlib 

et al., 2004). Gotlib et al. (2004) discuss contemporary research &om experimental 

cognitive psychology, which suggests that perception and processing of words is 

governed by a diSerent executive system than that used in the processing of pictures 

and objects. It is suggested that pictures may be more salient as they access the 

system where aSective material is stored. This may mean that the 6ces may be more 

likely to elicit biases in processing. In addition, the use of &ces has links to the 

difSculties of social inta-actions often experienced by individuals with depression. 

Related to this. Bower (1981) discusses the ambiguity of social interactions and the 
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reliance on cues &om others, often derived 6om 6cial expression. It may be argued 

that tasks using faces have good ecological validity, as sad faces are a naturaJistic 

source of depression-relevant information. However, some authors have suggested 

that self-referential material may be more efEecHve in eliciting cognitive biases in 

depression (e.g. Mogg & Bradley, in press). The importance of self-referential 

processing has also been discussed in relation to memory (Bradley & Mathews, 

1983) and attention (Segal, Gemar, Truchon, Guirguis, & Horowitz, 1995). Thus, it 

would seem helpful for future studies of interpretive bias to consider whether the 

stimuli can be presented in a way that encourages self-referential processing (i.e. in 

relation to the selQ, as this might be more likely to reveal a depression-related bias. 

A significant strength of this study is that it was conducted on a clinical 

population. Much of the research to date into depression-related attentional and 

interpretive biases has been based on findings with mildly depressed students, which 

may not be representative of clinically depressed patients. However, clinical studies 

may have their difSculties, for example, as discussed by Mogg and Bradley (in 

press), many studies of clinically depressed participants have an inherent problem of 

high levels of anxiety, co-morbid with depressed mood. It is estimated that 72% of 

individuals with depressive disorders have a current additional diagnosis of GAD 

(Brown, Campbell, Lehman, Grisham, & Mancill, 2001). Therefore, it is di&cult to 

obtain "pure" cases of depression, thus, interpretation of results must bear in mind 

that although depression was the primary problem reported by all participants in the 

depressed group, many of the depressed participants also had higher state and trait 

anxiety scores than the control group. Moreover, the m^ority of the depressed group 
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also met criteria {or a diagnosis of GAD, which may have confounded results. As 

only six participants in the depressed group did not meet diagnosis for GAD, there 

were too few participants to analyse the eSects of secondary diagnoses. 

As a general issue, it would have been pre6rable for the groups to have been 

matched for gender. It was anticipated that the depressed group would have a higher 

number of females than males, as depression is purported to be twice as common in 

women as in men (Davison & Neale, 1998). Therefore, the general hospital was 

chosen for the control sample as it was expected that there would be a higher 

percentage of &male than male stafT. 

Furthermore, as regards the depressed sample, many depressed participants 

self-referred to the study, after being approached in "coping with depression" 

groups. It may be that those depressed individuals who are able to attend groups and 

feel well enough and motivated enough to take part in a study may not be typical of 

other individuals with depression, who are not at a level they can do this, 

because of their low levels of motivation and energy. Thus, the cognitive styles of 

the depressed group in this study may not have been reflective of individuals with 

depression more generally, or compared to those with more seva-e depression. 

None of the tasks in the present study provided signiGcant Gndings of 

cognitive biases in depression. This raises the question of whether the study has 

sufGcient power to reveal the predicted biases. However, the groups were considered 

to have sufScient numbers of participants to detect these biases, as previous clinical 

studies in which cognitive biases in depression have been found have had similar or 

fewer participants in the depressed and control groups (e.g. Gotlib et al., 2004; 

Mathews et al., 1996; Mogg et al., 1995). 



(]ogpith%;tHasiacluik%U depressioa /& 

In summary, ±e present results did not provide support 6)r Schenia Theory 

(Beck, 1976) or Network Theory (Bower, 1981), both of which predict that there are 

biases for negative infbrmatidn in attention and interpretive processes in depression. 

While the range of tasks used in this study did not detect these predicted biases, 

which may be due to methodological reasons noted earlier, it may well be that future 

research with other tasks may reveal them. 
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1) All manuscripts must be submitted online at http://bicp.edmgr. c-om/. 

FirRt-timA n.%r.(i' click the REGISTER button fi-om the menu and 
enter in your details as instructed. On successfiil registration, an 

http://bicp.edmgr
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email will be sent in&irming you of your user name and password. 
Please keep this email for &ture reference and proceed to LOGIN. 
(You do not need to re-register if your status changes e.g. author, 
reviewer or editor). 
Registered users; click the LOGIN button from the menu and enter 
your user name and password for immediate access. Click '/Wthor 
Login'. 

2) Follow the step-by-step instructions to submit your manuscript. 

3) The submission must include the following as separate files: 

o Title page consisting of manuscript title, authors' &ill names and 
afSliations, name and address for corresponding author. 

o Abstract 

o Full manuscript omitting authors' names and aGGliations. Figures 
and tables can be attached separately if necessary. 

4) If you require further help in submitting your manuscript, please consult 
Tutorial for Authors' (PCf. noKb). 

Authors can log on at any time to check the status of the manuscript. 

Manuscript requirements 

0 Contributions must be typed in double spacing with wide margins. All 
sheets must be numbered. 

• Tables should be typed in double spacing, each on a separate page with a 
self-explanatory title. Tables should be comprehensible without reference 
to the text. They should be placed at the end of the manuscript with their 
approximate locations indicated in the text. 

e Figures can be included at the end of the document or attached as separate 
files, carefully labelled in initial capital/lower case lettering with symbols 
in a form consistent with text use. Unnecessary background patterns, lines 
and shading should be avoided. Captions should be listed on a separate 
page. The resolution of digital images must be at least 300 dpi. 

# For articles containing original scientiGc research, a structured abstract of 
up to 250 words should be included with the headings: Objectives, Design, 
Methods, results. Conclusions. Review articles should use these headings: 
Purpose, Methods, Results, Conclusions. 

* For reference citations, please use AP A style. Particular care should be 
taken to ensure that references are accurate and complete. Give all journal 
titles in full. 

* SI units must be used for all measurements, rounded ofTto practical values 
if appropriate, with the Imperial equivalent in parentheses. 
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" In normal circumstances, e@ect size should be incorporated. 

» Authors are requested to avoid the use of sexist language. 

* Authors are responsible for acquiring written permission to publish 
lengthy quotations, illustrations etc &)r which they do not own copyright. 

For Guidelines on editorial style, please consult thev4A4 
published by the American Psychological Association, Washington DC, USA 
fbttp://www.apastvle.ora/). 

6. Brief reports and comments 
These allow publication of research studies and theoretical, critical or 
review comments with an essential contribution to make. They should be 
limited to 2000 words, including references. The abstract should not 
exceed 120 words and should be structured under these headings; 
Objective, Method, Results, Conclusions. There should be no more thmn 
one table or Sgure, which should only be included if it conveys 
information more eSdently than the text. Title, author and name and 
address are not included in the word limit. 

7. Publication ethics 
Code of Conduct 
Principles of Publishing: 

8. Supplementary data 
Supplementary data too extensive for publication may be deposited with 
the British Library Document Supply Centre. Such material includes 
numerical data, computer programs, fuller details of case studies and 
experimental techniques. The material should be submitted to the Editor 
together with the article, for simultaneous refereeing. 

9 . P o s t a c c e p t a n c e 

PDF page proofs are sent to authors via email for correction of print but 
not for rewriting or the introduction of new material. Authors will be 
provided with a PDF file of their article prior to publication for easy and 
cost-effective dissemination to colleagues. 

10. Copyright 
To protect authors and journals against unauthorised reproduction of 
articles. The British Psychological Society requires copyright to be 
assigned to itself as publisher, on the express condition that authors may 
use their own material at any time without permission. On acceptance of a 
paper submitted to a journal, authors will be requested to sign an 
appropriate assignment of copyright form 

11. Checklist of requirements 

» Abstract (100-200 words) 

" Title page ^clude title, authors' names, afniiations, full contact details) 

" Full article text (double-spaced with numbered pages and anonymised) 

" References (APA style). Authors are responsible for bibliographic 

http://www.apastvle.ora/
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accuracy and must check every reference in the manuscript and proo&ead 
again in the page proofs. 

» Tables, Ggures, captions placed at the end of the article or attached as 
separate files. 
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D e p a r t m e n t o f 
Psychology 

5 0 1 7 I B ; 
UnzW Xz'ng&mi 

Tgkp^TK +44 m;23 8059 5000 
f a z + 4 4 rO)23 8059 4597 

Eniail 

1 2 " " A u g u s t 2 0 0 3 

T o W h o m I t M a y C o n c e r n 

D e a r S i r s 

Re. Lynda Parnham 

I a m w r i t i n g t o c o n f i r m t h e a p p r o v a l o f L y n d a P a r n h a m ' s a p p l i c a t i o n t o t h e e t h i c a l 

c o m m i t t e e f o r h e r s t u d y t i t l e d ' A s t u d y o f m o o d , t h i n k i n g a n d j u d g e m e n t ' . A p p r o v a l 

w a s g i v e n o n t h e 2 0 t h J u n e 2 0 0 3 . 

Y o u r s s i n c e r e l y 

' m k x x c a s 

M r s K a t h r y n L u c a s 

E t h i c a l C o m m i t t e e S e c r e t a r y 
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JLM . 

Swindon Local R e s e a r c h Ethics Committee (LREC) 
K e n n e t a n d N o r t h W i l t s h i r e P r i m a r y C a r e T r u s t 

S o u t h g a t e H o u s e 

P a n s L a n e 

D e v i z e s 

W i l t s h i r e 

SN10 5BQ 

Direct Line: 01380 733767 
Fax: 0-1380 733779 

GF kp SW 33/2003 

1 1 D e c e m b e r 2 0 0 3 

M i s s L y n d a P a r n h a m 

T r a i n e e C l i n i c a l P s y c h o l o g i s t 

D e a r M i s s P a r n h a m 

SW 33/2003 

A study of mood, thinking and judgement: Does a negative interpretative bias 
exist in depression? 

A t i t s m e e t i n g o n 9 D e c e m b e r 2 0 0 3 S w i n d o n R e s e a r c h E t h i c s C o m m i t t e e r e c e i v e d 

y o u r l e t t e r d a t e d 3 0 O c t o b e r 2 0 0 3 r e g a r d i n g a m e n d m e n t s ' w h i c h w a s a p p r o v e d . ? 

A n y c h a n g e s o r e x t e n s i o n s t o t h e p r o t o c o l , o r a d d i t i o n a l i n v e s t i g a t o r s , s h o u l d b e 

n o t i f i e d t o t h e C o m m i t t e e f o r a p p r o v a l . A d v e r s e e v e n t s s h o u l d a l s o b e r e p o r t e d t o 

t h e C o m m i t t e e . M a y w e r e m i n d y o u o f t h e D a t a P r o t e c t i o n A c t 1 9 9 8 , a n d t h e n e e d t o 

c o n d u c t t h e t r i a l i n a c c o r d a n c e w i t h t h e G o o d C l i n i c a l P r a c t i c e g u i d e l i n e s . 

T h e C o m m i t t e e i s r e q u i r e d t o a u d i t p r o g r e s s o f r e s e a r c h a n d t o p r o d u c e a y e a r l y 

r e p o r t t o t h e A v o n G l o u c e s t e r s h i r e a n d W i l t s h i r e S t r a t e g i c H e a l t h A u t h o r i t y a n d 

D e p a r t m e n t o f H e a l t h . Y o u a r e t h e r e f o r e r e q u i r e d t o p r o v i d e a b r i e f y e a r l y r e p o r t a n d 

a s h o r t f i n a l r e p o r t . 

T h e S w i n d o n R e s e a r c h E t h i c s C o m m i t t e e i s f u l l y c o m p l i a n t with t h e I n t e r n a t i o n a l 

C o n f e r e n c e o n H a r m o n i s a t i o n / G o o d C l i n i c a l P r a c t i c e ( I C H ) G u i d e l i n e s f o r t h e 

C o n d u c t o f T r i a l s I n v o l v i n g t h e P a r t i c i p a t i o n o f H u m a n S u b j e c t s a n d u n d e r t a k e s t o 

a d h e r e t o t h e r e l e v a n t c l a u s e s o f t h e g u i d e l i n e s f o r c l i n i c a l p r a c t i c e a d o p t e d b y t h e 

E u r o p e a n U n i o n i n J a n u a r y 1 9 9 7 . 

Y o u r s s i n c e r e l y 

Godfrey Fowler (Mr) 
Chairman 
Swindon Local Research Ethics Committee 

A n adv i so ry c o m m i t t e e t o Avon , G l o u c e s t e r s h i r e a n d Wi l t sh i r e S t r a t e g i c H e a l t h A u t h o r i t y 
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re 
Mental Health Partnership NHS Trust 

Miss Lynda Pamhann 
T r a i n e e C l i n i c a l P s y c h o l o g i s t 

Research and Development 
Avon & Wiltshire Mental Health Partnership NHS Trust 

Centre for Research, UWE 
Gienside Campus, Blackberry Hill 

Bristol S161DD 

Tel:0117 344 8839 
Fax:0117 344 8848 

Email: tony.soteriou@uwe.ac.uk 

06 August 2003 

Dear Lynda 

Re: A Study of Mood:Thinking and Judgement 
Start date: 1"̂  August 2003 End Date: 3 f * August 2004 
D a t e R & D p r o j e c t f o r m r e c e i v e d a t R & D o f f i c e : 3 1 ^ J u l y 2 0 0 3 

Thank y o u f o r t h e u p d a t e d R & D f o r m f o r t h e a b o v e p r o j e c t - t h i s h a s b e e n r e v i e w e d b y t h e R & D O f f i c e 

a n d I a m v e r y p l e a s e d t o b e a b l e t o c o n f i r m t h a t y o u r p r o j e c t h a s b e e n APPROVED TO PROCEED. I t 

w a s c o n s i d e r e d t h a t f o r t h i s p a r t i c u l a r R & D p r o j e c t , a p p r o v a l c o u l d b e g i v e n w i t h o u t t h e n e e d f o r 

a d d i t i o n a l r e v i e w o f s c i e n t i f i c q u a l i t y b y t h e R & D c o m m i t t e e , a s t h e p r o j e c t i s p a r t o f a D C I i n P s y c h w i t h 

f o r m a l s u p e r v i s o r s P r o f e s s o r M o g g a n d B r a d l e y , a t t h e U n i v e r s i t y o f S o u t h a m p t o n . A p p r o v a l i s 

s u b j e c t t o your s u p e r v i s o r h a v i n g r e v i e w e d a n d a p p r o v e d f o r m a l l y y o u r p r o t o c o l . 

• Trust approval is given subject to the appropriate NHS research ethics committee approval 
P l e a s e f o r w a r d c o n f i r m a t i o n o f f u l l L R E C a p p r o v a l t o t h e R & D O f f i c e a s s o o n a s p o s s i b l e . 

• It is unclear from your protocol where clients are being recruited from, the GP surgeries or 
from AWP. This needs to be clarified. If it is the CP's then appropriate R&D approval will 
be needed. 

• C o n s i d e r a t i o n n e e d s t o b e g i v e n t o e n s u r i n g p a t i e n t c o n f i d e n t i a l i t y a n d t o e n s u r i n g t h a t i n f o r m e d 

c o n s e n t f o r t h e p a r t i c i p a n t s ' i n v o l v e m e n t i n t h e r e s e a r c h i s i n i t i a l l y m a d e b y t h e d i r e c t c l i n i c a l t e a m . 

This w i l l a l s o n e e d y o u n o t t o s e e a n y p a t i e n t i d e n t i f i a b l e i n f o r m a t i o n o r r e c o r d s p r i o r t o f u l l c o n s e n t 

b e i n g g i v e n . Y o u r p r o t o c o l c u r r e n t l y i n d i c a t e s t h a t y o u , t h e r e s e a r c h e r , w i l l c o n t a c t c l i e n t s 

f o l l o w i n g r e f e r r a l f r o m t h e G P . T h i s m a y n o t b e a p p r o p r i a t e . 

• Y o u h a v e i n d i c a t e d t h a t o u t c o m e m e a s u r e s a r e n o t a p p l i c a b l e t o t h i s s t u d y , w h i c h I d o n o t t h i n k i s 

t h e a p p r o p r i a t e . 

• I f t h e r e a r e a n y c h a n g e s t o t h e s t u d y p r o t o c o l t h e n p l e a s e e n s u r e t h a t a r e v i s e d protocol is 
i m m e d i a t e l y f o r w a r d e d t o t h e A W P R & D o f f i c e w i t h t h e a m e n d m e n t s h i g h l i g h t e d , t o g e t h e r w i t h 

confirmation that the amendments have been favourably reviewed by the appropriate research 
e t h i c s c o m m i t t e e . 

• I f t h e e n d d a t e c h a n g e s f r o m t h a t s h o w n a b o v e t h e n p l e a s e i n f o r m m e . T r u s t a p p r o v a l w i l l c e a s e 

o n t h i s e n d d a t e , p l e a s e c o n t a c t m e t o d i s c u s s a n d r e q u e s t a n y e x t e n s i o n . 

• Please ensure that both you and your supervisor are aware of the Department of Health's 
Research Governance Framework (available from the Internet: http://www.doh.gov.uk/research), 
Trust Intranet and the R&D Office). 

Best wishes and I hope the research proceeds well. 

1 
Dr Tony Soteriou, 
Associate Research and Development Director 

mailto:tony.soteriou@uwe.ac.uk
http://www.doh.gov.uk/research
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Committee 

Swindon and Marlborough 
NHS Trust 

Commoohead OfGces 
Great Western Hospital 

Marlborough Road 
Swindon SN3 6BB 

4 November 2003 

Miss L Pamham 

Dear Lynda 

APPROVAL OF RESEARCH PROJECT: 2003HR0001 
A study of mood, thinking and judgement 

Thank you for returning the completed R&D project form. As you have successfully 
obtained Trust approvd and LREC approval you may proceed with your research 
project/trial. 

In accordance with the Research Governance Framework all researchers must be aware of 
their obligation to comply with the Data Protection Act and the Health & Safety Act. You 
are also required to inform the Data Protection Officer of your intended project prior to the 
start of research. 

After 6/12 months into your trial (depending on the duration of research) you will be asked 
to complete a short form in order to report progress and any changes to your project. 
Please also note that the R&D department will conduct a random audit of 10% of all 
research trials/projects being conducted within the Trust each year and your research may 
be included. 

Please noti^ the R&D department when your research as been completed and of any 
resulting publications. 

Finally good luck with your research and please contact the R&D department again if you 
have any further queries. If you have not already received one, a Researcher's In&miation 
Pack is available 6om the R&D department; this pack is full of useful advice on how to 
conduct a research project. 

Thank you for your co-operation. 

Youis sincerely 

Wendy GiifGths 
R&D Manager 
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Direct Line: 01793 708706 
Fax:: 01793 708701 
Email: jane.leaman@swindon-pct.nhs.uk 

Swi ndon 
Primarv Care Trust 

IVIs Lynda Pamham, 

Public Health Directorate 
North Swindon District Centre 
Thamesdown Drive 
Swindon 
Wiltshire 
SN254AN 

19.12.03. 

D e a r M s Pamham, 

Re: A Study of Mood, Thinking and Judgement. Protocol No: MWP/S/001/03/04 
Thank you for submitting your proposal to the Swindon PCT for research 
m a n a g e m e n t a n d g o v e r n a n c e e v a l u a t i o n . T h e p r o p o s a l t o r e c r u i t a n d e n t e r p a t i e n t s 

f r o m S w i n d o n p r i m a r y c a r e p r a c t i c e s ( P r o t o c o l N u m b e r M W P / S / 0 0 1 / 0 3 / 0 4 ) a s 

d e t a i l e d i n t h e a p p l i c a t i o n f o r m a n d p r o t o c o l s u p p l i e d b y y o u w a s a p p r o v e d . T h i s 

a p p r o v a l i s s u b j e c t t o t h e r e s e a r c h b e i n g c o n d u c t e d i n a c c o r d a n c e w i t h G C P 

S t a n d a r d s b a s e d o n a d h e r e n c e t o t h e p r o j e c t p r o t o c o l a n d t h e s t u d y m e e t i n g a l l t h e 

r e q u i r e m e n t s o f t h e D o H R e s e a r c h G o v e r n a n c e F r a m e w o r k ( R G F ) . T h e 

r e s p o n s i b i l i t i e s o f t h e p r i n c i p a l i n v e s t i g a t o r a n d l o c a l lead r e s e a r c h e r , u n d e r t h e R G F 

a r e a t t a c h e d f o r your i n f o r m a t i o n a n d a c t i o n w h e r e a p p r o p r i a t e . A p p r o v a l w a s f o r a 

l o c a l s t a r t d a t e o f 1 ^ D e c e m b e r 2 0 0 3 . a n d a l o c a l e n d d a t e o f 3 1 ® ' D e c e m b e r 2 0 0 4 . 

T h e P C T ( a n d t h e R e s e a r c h E t h i c s C o m m i t t e e ) , r e q u i r e n o t i c e o f a n y a m e n d m e n t s 

a n d s e r i o u s a d v e r s e e v e n t s . I n a d d i t i o n t h e P C T r e q u i r e r e g u l a r , s u c c i n c t r e p o r t s o n 

p r o g r e s s , s p e c i f i c a l l y i n c l u d i n g d e t a i l s o f l o c a l r e c r u i t m e n t , s i m i l a r t o t h a t c u r r e n t l y 

r e q u i r e d b y R E C s . T h i s a p p r o v a l a p p l i e s t o t h e p r o j e c t f o r t h e d u r a t i o n a s d e f i n e d i n 

t h e p r o t o c o l a n d a p p l i c a t i o n form. A f i n a l r e p o r t s h o u l d b e p r o v i d e d t o t h e P C T w i t h i n 

1 2 m o n t h s o f p r o j e c t c o m p l e t i o n . 

T h e D e p a r t m e n t o f H e a l t h r e q u i r e t h a t t h e P C T a n d t h e P C T R M & G ( b a s e d i n 

S o u t h a m p t o n ) , m a i n t a i n a d a t a b a s e o f p r o j e c t d e t a i l s , w h i c h i n c l u d e s c o m m e r c i a l 

t r i a l s . H o w e v e r , n o t r i a l d e t a i l s w i l l b e p a s s e d t o t h i r d p a r t i e s , w i t h o u t p r i o r 

a g r e e m e n t w i t h y o u r s e l v e s . W e n o t e t h a t y o u h o l d a c o n t r a c t w i t h T a u n t o n & 

S o m e r s e t T r u s t , w h i c h e n a b l e s y o u t o w o r k w i t h i n A v o n & W i l t s P s y c h i a t r i c H e a l t h 

T r u s t , w h i c h i n t u r n r o u t i n e l y p r o v i d e s p s y c h o l o g y s e r v i c e s i n t h e S w i n d o n P C T a r e a 

a n d , t h a t y o u w i l l b e c o n d u c t i n g t h e p r a c t i c a l p a r t o f t h e r e s e a r c h u n d e r t h e 

s u p e r v i s i o n o f D r H o w e l l s o f A W P . W e n o t e t h a t U n i v e r s i t y o f S o u t h a m p t o n i s 

providing indemnity insurance in addition to the responsibility that the NHS holds in 
this sphere. Finally, the PCT would like to wish the project success. 

Y o u r s 

Jane Leaman 
Director of Public Health, Swindon PCT 
C c : W R E N , U n i v e r s i t y o f S o u t h a m p t o n . 

Chief Executive: Jan Stubbings 
Acting Chair: Michelle Howard 

mailto:jane.leaman@swindon-pct.nhs.uk
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Verbal script for recruitEnent ̂ om Coping with Denressinn sroup 

My name is Lynda Pamham and I am a Trainee Clinical Psychologist &om 

University of Southampton. I am conducting research into the effect of mood on 

thinking and judgment. 

I am hoping to recruit people to take part in this research. 

If you would be interested in participating, it would involve meeting with me at 

the Victoria Hospital 6)r about 1-^ hours at an arranged time. 

During that time, I would be asking you to 611 out some questionnaires, and do 

some simple tasks, such as looking and faces and words on a screen and mmking 

a rating about them, and listening to some words on a tape and writing them 

down. 

If you think you would be interested in participating, I will give you an 

information sheet that will tell you more about it, and an opt-in slip, which you 

can return to me if you would like to take part. 

I will be available during the break and at the end of this evening's class if you 

would like any further information. 
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Avon and Wiltshire 
Mental Health Partnership NHS Trust 

D e p a r t m e n t o f C l i n i c a l P s y c h o l o g y 

V i c t o r i a H o s p i t a l 

Okus Road 
S w i n d o n 

SN14HZ 

Tel:01793 437538 

January 2004 

D e a r 

My name is Lynda Pamham and I am a Trainee Clinical Psychologist, currently 
based at the Victoria Hospital in Swindon. I am conducting a study, under the 
s u p e n / i s i o n o f D r . L i z H o w e l l s , ( C o n s u l t a n t C l i n i c a l P s y c h o l o g i s t ) , i n t o t h e e f f e c t 

of mood oh thinking and judgement. 

I w o u l d l i k e t o recruit p a t i e n t s with a c u r r e n t d i a g n o s i s o f c l i n i c a l d e p r e s s i o n , 

who would be willing to participate in this research. 

If y o u w o u l d b e willing t o a s s i s t m e with t h i s , I w o u l d b e a s k i n g y o u t o p r o v i d e m e 

w i t h n a m e s a n d c o n t a c t d e t a i l s o f p a t i e n t s w h o f i t t h e s e c r i t e r i a a n d w o u l d b e 

h a p p y t o b e i n v i t e d t o participate i n t h e r e s e a r c h . 

E a c h p a t i e n t w o u l d b e s e n t a n i n f o r m a t i o n l e t t e r a s k i n g h i m o r h e r t o a t t e n d a 

s e s s i o n with m y s e l f , which w i l l l a s t a p p r o x i m a t e l y V/z h o u r s . D u r i n g this time, 
t h e y would b e a s k e d t o c o m p l e t e s o m e q u e s t i o n n a i r e s a b o u t t h e i r m o o d , a n d 

t h e n u n d e r t a k e s o m e t a s k s i n v o l v i n g s p e l l i n g , j u d g e m e n t a n d c o m p r e h e n s i o n . 

If you were able to assist in the recruitment of participants, I would be grateful if 
you could fill out the following sheet for any patients that you would like to refer. 

S u c h a r e f e r r a l w o u l d n o t c o n s t i t u t e a r e f e r r a l t o t h e p s y c h o l o g y s e r v i c e f o r 

assessment o r t r e a t m e n t . F o r any p a t i e n t s w h e r e t h i s i s r e q u i r e d , please 
c o n t i n u e t o u s e t h e e x i s t i n g r e f e r r a l system. 

I f y o u require a n y f u r t h e r information, p l e a s e contact m e a t the a b o v e address. 

Yours sincerely, 

Lynda Pamham 
Clinical Psychologist in Training 

Chair Central Offices Chief Executive 
Christine Reid Bath NHS House Roger Pedley 

Newbrldoe Hill. Bath. BA1 3 0 E BSc fHonsl. CQSW 
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Avon and Wiltshire 
Mental Health Partnership NHS Trust 

mtmm 

Department of Clinical Psychology 
Victoria Hospital 

Okus Road 
Swindon 

SN14HZ 

Tel:01793 437538 

Referral to Study on Mood. Thinking and Judgement 

Patient Details 

Name: Date of Birth: 

Address: 

Telephone Number: 

Please add any information that you feel is relevant: 

Has this referral been discussed with the patient? 

YES / NO (please circle) 
if no, please justify: 

Referrer details 

Name: 

Practice/Base: 

Signature: Date:. 

Chair Central Offices Chief Executive 
Christine Reld Bath NHS House Roger Pedley 

Newbridge Hill, Bath, BA1 3QE BSc (Hons), 
COSW 
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Avon and Wiltshire 
Mental Health Partnership NHS Trust 

Department of Clinical Psychology 
Victoria Hospital 

Okus Road 
Swindon 

SNl 4H2 
Tel:01793 437538 

J a n u a r y 2 0 0 4 

I n f o r m a t i o n S h e e t f P ) 

A Study of Mood, Thinking and Judgement 
Y o u have b e e n i n v i t e d t o t a k e p a r t i n a research s t u d y . B e f o r e y o u d e c i d e w h e t h e r y o u 

w a n t t o t a k e p a r t , t h i s s h e e t w i l l g i v e y o u s o m e i n f o r m a t i o n a b o u t w h y t h i s s t u d y i s b e i n g 

d o n e a n d w h a t i t w i l l i n v o l v e . Y o u m a y w i s h t o d i s c u s s i t w i t h y o u r c l i n i c i a n , o r w i t h t h e 

r e s e a r c h e r , o r w i t h a n y o n e e l s e . Y o u m a y t a k e t i m e t o d e c i d e w h e t h e r o r n o t y o u w i s h 

t o t a k e p a r t . 

What Is the purpose of the study? 
T h i s s t u d y a i m s t o d e v e l o p a n u n d e r s t a n d i n g o f t h e r e l a t i o n s h i p b e t w e e n m o o d , t h i n k i n g 

a n d j u d g e m e n t . 

Why have I been chosen? 
h a s w r i t t e n t o m e t o s a y t h a t y o u h a v e l o w , s a d o r d e p r e s s e d m o o d s a l l o r 

s o m e o f t h e t i m e . H e o r s h e s h o u l d h a v e t a l k e d t o y o u a n d a s k e d y o u r p e r m i s s i o n 

b e f o r e w r i t i n g t o m e . T h e r e w i l l b e a n o t h e r 2 3 p e o p l e w i t h s i m i l a r p r o b l e m s t o y o u w h o 

w i l l b e t a k i n g p a r t i n t h e s t u d y . 

Who is organising the study? 
T h e s t u d y i s b e i n g c a r r i e d o u t b y L y n d a Pamham, w h o i s a T r a i n e e C l i n i c a l 

P s y c h o l o g i s t i n S w i n d o n . S h e i s d o i n g this s t u d y a s part o f a D o c t o r a t e i n C l i n i c a l 

P s y c h o l o g y w i t h U n i v e r s i t y o f S o u t h a m p t o n . T h e s t u d y w i l l t a k e 1 8 m o n t h s t o c o m p l e t e 

o v e r a l l . 

What will happen to me if I take part? 
T h e s t u d y w i l l i n v o l v e m e e t i n g w i t h m e f o r a b o u t 1 3 4 h o u r s t o c o m p l e t e s o m e 

q u e s t i o n n a i r e s a n d t a l k a b o u t y o u r c u r r e n t s i t u a t i o n . A t t h a t p o i n t , y o u w i l l b e a s k e d i f 

y o u a r e w i l l i n g t o c a r r y o u t s o m e s i m p l e t a s k s i n c l u d i n g l i s t e n i n g t o s o m e w o r d s o n a 

t a p e a n d l o o k i n g a t s o m e p i c t u r e s o f f a c e s , a n d w o r d s o n a s c r e e n . Y o u w i l l b e u n d e r 

n o o b l i g a t i o n t o d o s o a n d c a n w i t h d r a w f r o m t h e s t u d y a t a n y t i m e w i t h o u t t h i s h a v i n g 

a n y e f f e c t o n y o u r c u r r e n t t r e a t m e n t 

Your results will later be compared with other people who do not suffer with long-
s t a n d i n g s a d m o o d s o r d e p r e s s i o n , t o s e e i f there a r e a n y d i f f e r e n c e s i n h o w p e o p l e 

t h i n k when t h e y a r e d e p r e s s e d . 

Chair Central Offices Chief Executive 
Christine Reid Bath NHS House Roger Pedley 

Newbridge Hill, Bath, BA1 3QE BSc (Hons), 
c o s w 
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A r e t h e r e a n y d i s a d v a n t a g e s o r r i s k s i n t a k i n g p a r t I n t h i s s t u d y ? 

Sometimes, people can find it upsetting to talk about how they feel. If this happens, 
Lynda will ask you what would be useful to help you to feel better, and talk to you about 
this. Lynda has experience of talking to people who sometimes get upset, and there is 
no need to w o r r y i f t h i s happens. 
Sometimes people f i n d e x p e r i m e n t s e s s i o n s a bit s t r e s s f u l . If y o u w e r e t o f i n d this, w e 

w o u l d stop and h a v e a b r e a k , o r t r y s o m e t h i n g e l s e , o r w e c a n stop t h e a s s e s s m e n t , 

a n d t h i s w i l l n o t a f f e c t a n y t r e a t m e n t y o u receive i n t h e f u t u r e . 

What are the possible benefits of taking part in this study? 
P e o p l e o f t e n f i n d i t very h e l p f u l t o talk t o s o m e o n e a b o u t h o w t h e y f e e l , e s p e c i a l l y w h e n 

t h e p e r s o n i s v e r y i n t e r e s t e d . O f t e n p e o p l e f i n d t h a t b y t a k i n g p a r t i n s t u d i e s , t h e y f e e l 

v e r y p l e a s e d o r p r o u d a f t e r w a r d s , k n o w i n g t h a t t h e y h a v e p l a y e d a n i m p o r t a n t p a r t i n 

f i n d i n g o u t m o r e a b o u t a p s y c h o l o g i c a l p r o b l e m . 

In the long run, we hope that the information gained will be able to increase our 
u n d e r s t a n d i n g o f h o w p e o p l e t h i n k w h e n t h e y a r e d e p r e s s e d . W e m i g h t b e a b l e t o 

i m p r o v e t h e w a y w e t r e a t d e p r e s s i o n . 

I f , a f t e r y o u h a v e p a r t i c i p a t e d , y o u t h i n k t h a t y o u might like t o s e e a p s y c h o l o g i s t t o talk 
a b o u t h o w y o u f e e l , y o u w i l l n e e d to talk t o y o u r GP, w h o m a y b e a b l e t o r e f e r you t o a 

p s y c h o l o g i s t o r c o u n s e l l o r . Y o u w i l l n o t b e a b l e t o automatically s e e L y n d a f o r 

p s y c h o l o g y s e s s i o n s a f t e r y o u haVe t a k e n p a r t i n t h e s t u d y . 

Will my GP be paid for Including me in the study? 

N o h e a l t h c a r e p r o f e s s i o n a l s w i l l b e p a i d a s a r e s u l t o f your i n v o l v e m e n t i n t h e s t u d y . 

Confidentiality 

A l l i n f o r m a t i o n c o l l e c t e d d u r i n g t h e c o u r s e o f t h e s t u d y will b e k e p t s t r i c t l y c o n f i d e n t i a l 

a n d w i l l b e u s e d o n l y f o r t h i s s t u d y . I d e n t i f y i n g i n f o r m a t i o n ( e . g . y o u r n a m e ) w i l l b e 

d e l e t e d t o e n s u r e a n o n y m i t y . I d e n t i t y n u m b e r s w i l l b e u s e d i n s t e a d s o t h a t y o u c a n n o t 

b e r e c o g n i s e d b y t h e a n s w e r s y o u g i v e , i f y o u a r e h a p p y f o r y o u r G P t o k n o w t h a t y o u 

h a v e c h o s e n t o p a r t i c i p a t e i n t h e s t u d y , t h e n a l e t t e r w o u l d b e s e n t t o t h e G P t o t h e m , 

h o w e v e r , t h e y w o u l d n o t b e g i v e n y o u r r e s u l t s . 

Ethical Approval 
T h i s s t u d y h a s b e e n a p p r o v e d b y t h e S w i n d o n L o c a l R e s e a r c h E t h i c s C o m m i t t e e . 

What will happen to the results of the study? 
T h e r e s u l t s o f t h e s t u d y w i l l b e w r i t t e n u p b y t h e r e s e a r c h e r a s p a r t o f a t r a i n i n g c o u r s e 

i n c l i n i c a l p s y c h o l o g y , i f y o u w o u l d l i k e a s u m m a r y o f the r e s u l t s , t h e n p l e a s e feel f r e e 

t o c o n t a c t m e a t t h e e n d o f t h e s t u d y ( S e p t e m b e r 2 0 0 4 ) a n d I w i l l b e h a p p y t o p r o v i d e a 

s u m m a r y . 

I f y o u d e c i d e t o t a k e p a r t , p l e a s e fill i n t h e s h e e t a t t a c h e d a n d r e t u r n it t o m e a t t h e 

a b o v e a d d r e s s . A meeting w i l l b e a r r a n g e d when I h a v e r e c e i v e d t h i s . I n t h e m e a n t i m e , 

i f y o u h a v e a n y q u e s t i o n s a b o u t t h e s t u d y , p l e a s e c o n t a c t m y s e l f ; L y n d a P a r n h a m , 

T r a i n e e C l i n i c a l Psychologist at t h e V i c t o r i a Hospital, a s a b o v e . 

T h a n k you for t a k i n g the t i m e t o r e a d this, a n d I h o p e t o h e a r f r o m y o u s o o n . 

Lynda Parnham 
C l i n i c a l Psychologist in T r a i n i n g 



Appendix G Infbrimtion letter to patients (recruited 6om groups) 101 

Avon and Wiltshire 
Mental Health Partnership NHS Trust 

Department of Clinical Psychology 
Victoria Hospital 

Okus Road 
Swindon 

SN14HZ 
Tel: 01793 437538 

J a n u a r y 2 0 0 4 

Information Sheet (P) 

A Study of Mood, Thinking and Judgement 
You have been invited to take part in a research study. Before you decide whether you 
w a n t t o t a k e part, this s h e e t will g i v e y o u s o m e i n f o r m a t i o n a b o u t w h y t h i s s t u d y i s b e i n g 

d o n e a n d w h a t i t w i l l i n v o l v e . Y o u m a y w i s h t o d i s c u s s i t w i t h y o u r c l i n i c i a n , o r w i t h t h e 

r e s e a r c h e r , o r w i t h a n y o n e e l s e . Y o u m a y t a k e t i m e t o d e c i d e w h e t h e r o r n o t y o u w i s h t o 

t a k e p a r t . 

What is the purpose of the study? 
T h i s s t u d y a i m s t o d e v e l o p a n u n d e r s t a n d i n g o f t h e r e l a t i o n s h i p b e t w e e n m o o d , t h i n k i n g 

a n d j u d g e m e n t . 

Why have I been chosen? 
Y o u h a v e r e q u e s t e d f u r t h e r i n f o r m a t i o n a f t e r h e a r i n g a b o u t t h e s t u d y d u r i n g a c o u r s e r u n 

b y t h e S w i n d o n P s y c h o l o g y S e r v i c e , T h e r e w i l l b e a n o t h e r 2 3 p e o p l e w i t h s i m i l a r 

p r o b l e m s t o y o u w h o w i l l b e t a k i n g p a r t i n t h e s t u d y . 

Who is organising the study? 
T h e s t u d y i s b e i n g c a r r i e d o u t b y L y n d a P a r n h a m , w h o i s a T r a i n e e C l i n i c a l P s y c h o l o g i s t 

i n S w i n d o n . S h e i s d o i n g t h i s s t u d y a s p a r t o f a D o c t o r a t e i n C l i n i c a l P s y c h o l o g y w i t h 

U n i v e r s i t y o f S o u t h a m p t o n . T h e s t u d y w i l l t a k e 1 8 m o n t h s t o c o m p l e t e o v e r a l l . 

What will happen to me if I take part? 
T h e s t u d y w i l l i n v o l v e m e e t i n g w i t h L y n d a f o r a b o u t V / z h o u r s t o c o m p l e t e s o m e 

q u e s t i o n n a i r e s a n d t a l k a b o u t y o u r c u r r e n t s i t u a t i o n . A t t h a t p o i n t , y o u w i l l b e a s k e d i f y o u 

a r e w i l l i n g t o c a r r y o u t s o m e s i m p l e t a s k s i n c l u d i n g l i s t e n i n g t o s o m e w o r d s o n a t a p e 

a n d l o o k i n g a t s o m e p i c t u r e s o f f a c e s , a n d w o r d s o n a s c r e e n . Y o u w i l l b e u n d e r n o 

o b l i g a t i o n t o d o s o a n d c a n w i t h d r a w f r o m t h e s t u d y a t a n y t i m e w i t h o u t t h i s h a v i n g a n y 

e f f e c t o n y o u r c u r r e n t t r e a t m e n t 

Y o u r r e s u l t s w i l l l a t e r b e c o m p a r e d w i t h o t h e r p e o p l e w h o d o n o t s u f f e r w i t h l o n g -

s t a n d i n g s a d m o o d s o r d e p r e s s i o n , t o s e e i f t h e r e a r e a n y d i f f e r e n c e s i n h o w p e o p l e 

t h i n k w h e n t h e y a r e d e p r e s s e d . 

Chair Central Offices Chief Executive 
Christine Reid Bath NHS House Roger Pedley 

Newbridge Hill, Bath, BA1 3QE BSc (Hons), 
cosw 
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Are there any disadvantages or risks in taking part in this study? 
Sometimes, people can find it upsetting to talk about how they feel. If this happens, 
Lynda will ask you what would be useful to help you to feel better, and talk to you about 
this. Lynda has experience of talking to people who sometimes get upset, and there is no 
n e e d t o w o r r y i f this h a p p e n s . 

S o m e t i m e s p e o p l e f i n d e x p e r i m e n t s e s s i o n s a b i t s t r e s s f u l . I f y o u w e r e t o f i n d this, w e 

w o u l d s t o p a n d h a v e a b r e a k , o r t r y s o m e t h i n g e l s e , o r w e c a n stop t h e a s s e s s m e n t , a n d 

t h i s w i l l n o t a f f e c t a n y t r e a t m e n t y o u r e c e i v e i n t h e f u t u r e . 

What are the possible benefits of taking part in this study? 
P e o p l e o f t e n f i n d i t v e r y h e l p f u l t o t a l k t o s o m e o n e a b o u t h o w t h e y f e e l , e s p e c i a l l y w h e n 

t h e p e r s o n i s v e r y i n t e r e s t e d . O f t e n p e o p l e f i n d t h a t b y t a k i n g p a r t i n s t u d i e s , t h e y f e e l 

v e r y p l e a s e d o r p r o u d a f t e r w a r d s , k n o w i n g t h a t t h e y h a v e p l a y e d a n i m p o r t a n t p a r t i n 

f i n d i n g o u t m o r e a b o u t a p s y c h o l o g i c a l p r o b l e m . 

I n t h e l o n g r u n , w e h o p e t h a t t h e i n f o r m a t i o n g a i n e d w i l l b e a b l e t o i n c r e a s e o u r 

u n d e r s t a n d i n g o f h o w p e o p l e t h i n k w h e n t h e y a r e d e p r e s s e d . W e m i g h t b e a b l e t o 

i m p r o v e t h e w a y w e t r e a t d e p r e s s i o n . 

I f , a f t e r y o u h a v e p a r t i c i p a t e d , y o u t h i n k t h a t y o u m i g h t l i k e t o s e e a p s y c h o l o g i s t t o talk 
about how you feel, you will need to talk to your GP, who may be able to refer you to a 
p s y c h o l o g i s t o r c o u n s e l l o r . Y o u w i l l n o t b e a b l e t o a u t o m a t i c a l l y s e e L y n d a f o r 

p s y c h o l o g y s e s s i o n s a f t e r y o u h a v e t a k e n part i n t h e s t u d y . 

Will my GP be paid for Including me In the study? 

N o h e a l t h c a r e p r o f e s s i o n a l s w i l l b e p a i d a s a r e s u l t o f y o u r i n v o l v e m e n t i n t h e s t u d y . 

Confidentiality 

A l l i n f o r m a t i o n c o l l e c t e d d u r i n g t h e c o u r s e o f t h e s t u d y w i l l b e k e p t s t r i c t l y c o n f i d e n t i a l 

a n d w i l l b e u s e d o n l y f o r t h i s s t u d y . I d e n t i f y i n g i n f o r m a t i o n ( e . g . y o u r n a m e ) w i l l b e 

d e l e t e d t o e n s u r e a n o n y m i t y . I d e n t i t y n u m b e r s w i l l b # u s e d i n s t e a d so that y o u c a n n o t b e 

r e c o g n i s e d b y t h e a n s w e r s y o u g i v e . I f y o u a r e h a p p y f o r y o u r G P t o k n o w t h a t y o u h a v e 

c h o s e n t o p a r t i c i p a t e i n t h e s t u d y , t h e n a l e t t e r w o u l d b e s e n t t o t h e G P t o - t h e m ; 

h o w e v e r , t h e y w o u l d n o t b e g i v e n your r e s u l t s . 

Ethical Approval 
T h i s s t u d y h a s b e e n a p p r o v e d b y t h e S w i n d o n L o c a l R e s e a r c h E t h i c s C o m m i t t e e . 

What will happen to the results of the study? 
T h e r e s u l t s o f t h e s t u d y w i l l b e w r i t t e n u p b y t h e r e s e a r c h e r a s p a r t o f a t r a i n i n g c o u r s e i n 

c l i n i c a l p s y c h o l o g y . I f y o u w o u l d l i k e a s u m m a r y o f t h e r e s u l t s , t h e n p l e a s e f e e l f r e e t o 

c o n t a c t m e a t t h e e n d o f t h e s t u d y ( S e p t e m b e r 2 0 0 4 ) a n d I w i l l b e h a p p y t o p r o v i d e a 

s u m m a r y . 

] f y o u d e c i d e t o t a k e p a r t , p l e a s e f i l l i n t h e s h e e t a t t a c h e d a n d r e t u r n i t t o m e a t t h e a b o v e 

a d d r e s s . A m e e t i n g w i l l b e a r r a n g e d w h e n I h a v e r e c e i v e d t h i s , i n t h e m e a n t i m e , i f y o u 

h a v e a n y q u e s t i o n s a b o u t t h e s t u d y , p l e a s e c o n t a c t m y s e l f ; Lynda P a m h a m , T r a i n e e 

C l i n i c a l P s y c h o l o g i s t a t t h e V i c t o r i a H o s p i t a l , a s a b o v e . 

Thank you for taking the time to read this, and I hope to hear from you soon. 

L y n d a P a m h a m 

Clinical Psychologist in Training 
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Avon and Wiltshire 
Mental Health Partnership NHS Trust 

mmnmm 
I V f O 

D e p a r t m e n t o f C l i n i c a l P s y c h o l o g y 

Victoria Hospital 
Okus Road 

S w i n d o n 

SN14HZ 

761:01793 437538 

A Study of Mood. ThinMna and Judgement fP) 

I would like to participate in the study and have received the information sheet, 
would like to be contacted to arrange a meieting to participate in the study. 

Name: 

Address: 

Telephone Number: 

I would prefer to be contacted by TELEPHONE / LETTER (please circle). 

Please return this slip to Lynda Pamham at the above address. 

Chair Central Offices Chief Executive 
Christine Reid Bath NHS House Roger Pediey 

Newbrldoe Hill. Bath. BA1 30E BSc fHons). COSW 
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Avon and Wiltshire / • 
R/lental Health Partnership NHS Trust 

D e p a r t m e n t o f C l i n i c a l P s y c h o l o g y 

V i c t o r i a H o s p i t a l 

O k u s R o a d 

Svwndon 
SN14HZ 

Tel:01793 437538 

A Study looking at Mood, Tbinkins and Judgement 

My name is Lynda Pamham, and I am a Trainee Clinical Psychologist. 
I am conducting a study into mood, thinking and judgement. I need 
participants to fill in some questionnaires about their mood, and then 
complete some simple tasks including listening to some words on a 
tape and looking at pictures of faces, and words on a screen. You will 
be asked to make some simple ratings. 

Your participation and results will be confidential and will not be made 
available to your employer. 

A payment of E5 will be offered to each participant completing the 
study. 

For more infomiation, please fill in the slip below and return it to me at 
the above address. 

I look fonward to hearing from you. 

A Study looking at Mood, Thinking and Judgement 

I am interested in participating in the above study and would like some more 
i n f o r m a t i o n . 

I am happy for this information to be sent to the address that I have given. 

Name: 

Address: 

Signature: Date: 

Chair Central Offices Chief Executive 
Christine Reld Bath NHS House Roger Pedley 

NeAfbrldoe Hill. Bath. BA1 3 0 E BSc fHons). C08W 
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Avon and Wiltshire 
Mental Health Partnership NHS Trust 

Department of Clinical Psychology 
Victoria Hospital 

Okus Road 
Swindon 

SN14HZ 

Tel:01793 437538 

Janua^f2004 
Information Sheet fC) 

A Study of Mood, Thinking and Judgement 
Y o u h a v e b e e n i n v i t e d t o t a k e p a r t i n a r e s e a r c h s t u d y . B e f o r e y o u d e c i d e w h e t h e r y o u 

want t o t a k e p a r t , t h i s s h e e t w i l l g i v e y o u s o m e i n f o r m a t i o n a b o u t w h y t h i s s t u d y i s b e i n g 

d o n e a n d w h a t i t w i l l i n v o l v e . Y o u m a y w i s h t o d i s c u s s i t w i t h y o u r c l i n i c i a n , o r w i t h t h e 

r e s e a r c h e r , o r w i t h a n y o n e e l s e . Y o u m a y t a k e t i m e t o d e c i d e w h e t h e r o r n o t y o u w i s h 

t o t a k e p a r t . 

What is the purpose of the study? 
T h i s s t u d y a i m s t o d e v e l o p a n u n d e r s t a n d i n g o f t h e r e l a t i o n s h i p b e t w e e n m o o d , t h i n k i n g 

a n d j u d g e m e n t . 

Why have I been chosen? 
Y o u r e t u r n e d t h e s l i p t o o b t a i n f u r t h e r i n f o r m a t i o n a f t e r s e e i n g t h e f l y e r s a t y o u r 

w o r k p l a c e Y o u a r e b e i n g a s k e d t o p a r t i c i p a t e a s a " c o n t r o l p a r t i c i p a n t " o r a h e a l t h y 

v o l u n t e e r , m e a n i n g t h a t y o u d o n o t s u f f e r w i t h d e p r e s s i o n . 

T h i s m e a n s t h a t your r e s u l t s w o u l d b e c o m p a r e d a g a i n s t those o f p e o p l e w h o s u f f e r 

w i t h d e p r e s s i o n T h e r e w i l l b e a n o t h e r 2 3 p e o p l e w h o w i l l b e t a k i n g p a r t i n t h e s t u d y a s 

c o n t r o l p a r t i c i p a n t s . 

Who Is organising the study? 
T h e s t u d y i s b e i n g c a r r i e d o u t b y Lynda P a r n h a m , w h o i s a T r a i n e e C l i n i c a l 

P s y c h o l o g i s t i n S w i n d o n . S h e i s d o i n g t h i s s t u d y a s p a r t o f a D o c t o r a t e i n C l i n i c a l 

P s y c h o l o g y w i t h U n i v e r s i t y o f S o u t h a m p t o n . T h e s t u d y w i l l t a k e 1 8 m o n t h s t o c o m p l e t e 

o v e r a l l . 

What will happen to me if I take part? 
T h e s t u d y w i l l i n v o l v e m e e t i n g w i t h m e f o r a b o u t V A h o u r s t o c o m p l e t e s o m e 

q u e s t i o n n a i r e s a n d t a l k a b o u t y o u r c u r r e n t s i t u a t i o n . A t t h a t p o i n t , y o u w i l l b e a s k e d i f 

y o u a r e w i l l i n g t o c a r r y o u t s o m e s i m p l e t a s k s i n c l u d i n g l i s t e n i n g t o s o m e w o r d s o n a 

tape and looking at some pictures of faces, and words on a screen. You will be under 
no obligation to do so and can withdraw from the study at any time. 

Chair Central Offices Chief Executive 
Christine Reld Batli NHS House Roger Pedley 

Newbrldoe Hill. Bath. BA1 30E BSc fHons). CQSW 
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Your results will later be compared with other people who do not suffer with long-
standing sad moods or depression, to see if there are any differences in how people 
think when they are depressed. 

Are there any disadvantages or risks in taking part in this study? 
S o m e t i m e s , p e o p l e c a n f i n d i t u p s e t t i n g t o talk a b o u t h o w t h e y f e e l . I f this happens, 
L y n d a w i l l a s k y o u w h a t w o u l d b e u s e f u l t o h e l p y o u t o f e e l b e t t e r , a n d t a l k t o y o u a b o u t 

t h i s . L y n d a h a s e x p e r i e n c e o f t a l k i n g t o p e o p l e w h o s o m e t i m e s g e t u p s e t , a n d t h e r e i s 

n o n e e d t o w o r r y i f t h i s h a p p e n s . 

S o m e t i m e s p e o p l e f i n d e x p e r i m e n t s e s s i o n s a b i t s t r e s s f u l . I f y o u w e r e t o f i n d t h i s , w e 

w o u l d s t o p a n d h a v e a b r e a k , o r t r y s o m e t h i n g e l s e , o r w e c a n s t o p t h e a s s e s s m e n t , 

a n d t h i s w i l l n o t a f f e c t a n y t r e a t m e n t y o u r e c e i v e i n t h e f u t u r e . 

What are the possible benefits of taking part in this study? 
O f t e n p e o p l e f i n d t h a t b y t a k i n g p a r t i n s t u d i e s , t h e y f e e l v e r y p l e a s e d o r p r o u d 

afterwards, knowing that they have played an important part in finding out more about a 
p s y c h o l o g i c a l p r o b l e m . 

In the long run, we hope that the information gained will be able to increase our 
understanding of how people think when they are depressed. We might be able to 
i m p r o v e t h e w a y w e t r e a t d e p r e s s i o n . 

I f , after y o u h a v e p a r t i c i p a t e d , y o u t h i n k t h a t y o u m i g h t l i k e t o s e e a p s y c h o l o g i s t to t a l k 

a b o u t h o w y o u f e e l , y o u w i l l need t o t a l k t o your GP, who m a y b e a b l e t o r e f e r you to a 

p s y c h o l o g i s t o r c o u n s e l l o r . Y o u w i l l n o t b e a b l e t o a u t o m a t i c a l l y s e e L y n d a f o r 

p s y c h o l o g y s e s s i o n s a f t e r y o u h a v e t a k e n p a r t i n t h e s t u d y . 

Will my employer be paid for Including me in the study? 
N o e m p l o y e r o r h e a l t h c a r e p r o f e s s i o n a l w i l l b e p a i d a s a r e s u l t o f y o u r i n v o l v e m e n t i n 

t h e s t u d y . 

Confidentiality 
Your e m p l o y e r w i l l n o t b e i n f o r m e d that y o u a r e p a r t i c i p a t i n g i n this s t u d y . A l l 

i n f o r m a t i o n c o l l e c t e d d u r i n g the c o u r s e o f t h e study w i l l b e k e p t s t r i c t l y c o n f i d e n t i a l a n d 

w i l l b e u s e d only f o r t h i s s t u d y . Identifying i n f o r m a t i o n ( e . g . y o u r n a m e ) w i l l b e d e l e t e d 

t o e n s u r e a n o n y m i t y . I d e n t i t y n u m b e r s w i l l b e u s e d i n s t e a d s o t h a t y o u c a n n o t b e 

r e c o g n i s e d b y t h e a n s w e r s y o u g i v e . 

Ethical Approval 
T h i s s t u d y h a s been a p p r o v e d b y t h e S w i n d o n L o c a l R e s e a r c h E t h i c s C o m m i t t e e . 

What will happen to the results of the study? 
T h e r e s u l t s o f t h e s t u d y w i l l b e w r i t t e n u p b y t h e r e s e a r c h e r a s p a r t o f a t r a i n i n g c o u r s e 

i n c l i n i c a l p s y c h o l o g y . I f y o u w o u l d l i k e a s u m m a r y o f t h e r e s u l t s , t h e n p l e a s e f e e l f r e e 

t o c o n t a c t m e a t t h e e n d o f t h e s t u d y ( S e p t e m b e r 2 0 0 4 ) a n d I will b e h a p p y t o p r o v i d e a 

s u m m a r y . 

I f y o u d e c i d e to t a k e p a r t , p l e a s e fill i n the s h e e t a t t a c h e d a n d r e t u r n i t t o m e a t t h e 

a b o v e a d d r e s s . A m e e t i n g w i l l b e a r r a n g e d w h e n 1 h a v e r e c e i v e d t h i s . I n t h e m e a n t i m e , 

i f y o u h a v e a n y q u e s t i o n s a b o u t t h e s t u d y , p l e a s e c o n t a c t m y s e l f : L y n d a P a r n h a m , 

Trainee Clinical Psychologist at the Victoria Hospital, as above. 

T h a n k y o u f o r taking the t i m e to r e a d t h i s , a n d I h o p e t o hear f r o m y o u soon. 

Lynda Pamham 
C l i n i c a l P s y c h o l o g i s t i n T r a i n i n g 



Appendix K Opt-in siip for controls 107 

Avon and Wiltshire 
Mental Health Partnership NHS Trust 

mmm 

Department of Clinical Psychology 
Victoria Hospital 

Okus Road 
Swindon 

SN14HZ 

781:01793 437538 

A Study of Mood. Thinking and Judgement fC) 

I would like to participate in the study and have received the information sheet, 
would like to be contacted to arrange a meeting to participate in the study. 

Name: 

Address: 

Telephone Number: 

I would prefer to be contacted by TELEPHONE / LETTER (please circle). 

Please return this slip to Lynda Pamham at the above address. 

Chair Central OfPces Chief Executive 
Christine Reid Bath NHS House Roger Pedley 

Newbrldoe Hill. Bath. BA1 3QE BSc CHonŝ . COSW 
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1. MAJOR DEPRESSION 

la. Currently, have you been feeling depressed, sad, empty, or have 
you lost interest or pleasure in almost all of your usual activities? YES NO 

lb. Currently, have other people commented to you that you appear 
down or tearful, or that you seem less interested in your usual 
activities? YES NO 

Ic. Have you ever experienced a period of two weeks or more when 
you felt depressed, sad, empty or lost interest or pleasure in your 
usual activities? YES NO 

*** If YES to either la, lb or Ic, or uncertain, continue enquiry. 
If NO to all, skip to DYSTHYMIC DISORDER *** 

Id. Now there's a list of questions about how you have felt nearly 
every day for the past two weeks. So for all of them it is: nearly 
eveiy day in the past two weeks: 

has your sleep been disturbed/changed YES NO 
have you been much more active or so slowed down you could 

hardly move YES NO 
have you felt tired/lacking in energy YES NO 
have you felt worthless or guilty (not just about being ill) YES NO 
have you had difficulty thinking, concentrating or making 

decisions YES NO 
have you had thoughts about death or hurting yourself YES NO 
has your weight or appetite been diSerent in the last two weeks 

from how it is normally YES NO 
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2. DYSTHYMIC DISORDER 

2a. Over the past two years, have you 6equently had days when you 
felt down, blue or depressed &)r most of the day? YES NO 

2b. Over the past two years, have other people commented to you 
that you often appear down, blue or depressed? YES NO 

*** If to 2a or 2b, go to 2c * * * 

2c. Have you ever eTgenenced a period when you felt down, blue or 

depressed more days than not for two years or more? YES NO 

If YES, when was the most recent time this occurred? 

*** If YES to either la, lb or Ic, continue enquiry. 
If NO to all, skip to MANIA *** 

CURRENT EPISODE 

Now, I want to ask you a series of questions about this current 
period of time when you felt down or depressed. 

% 
2d. What percentage of days over the past two years have you 
experienced a depressed mood for most of the day? 

2e. Over the past two years, have you had periods of two months or 
more when your mood was normal? YES NO 

2f Now there's a list of questions about your experiences during the 
past two years. Have you; 

had poor appetite or overeating YES NO 
had trouble sleeping, or sleeping too much YES NO 
felt tired all the time YES NO 
been down on yourself, feeling like a failure YES NO 
had poor concentration or difficulty making decisions YES NO 
feeling pessimistic about the foture YES NO 
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3. MAMA 

3 a. Have you ever experienced a period of several days or more 
when you felt unusually or excessively high or irritable? This 
is very different from being in a good mood or feeling the 
effects of a substance. YES NO 

If YES: 
What I mean is a period when you felt persistent or abnormally 

high or irritable, perhaps along with such things as a decreased need 
for sleep, racing thoughts, distractibility, and an unusual increase in 
the number of activities you were involved in? YES NO 

IfYES: 
When was the most recent time this incurred? 

How long did this period last? 
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4. PANIC DISORDER 

4a. Have you had times when you have felt a sudden tense anxiety, 
fear or discomfort (a panic attack)? YES NO 

4b. Do these &elings ever 'come out of the blue' for no apparent 
reason? 

4c. When in the situation, does the anxiety come on Immediately? 

4d. How long does it take for the anxiety to reach its peak level? 

4e. How long does the 6ar usually last at this p ^ level? 

4f During a panic attack, do you egerience: 
racing heart or palpitations 
sweating 
tranbling or shaking 
shortness of breath 
feeling of choking 
chest pain or discomfort 
feeling hot or cold 
dizziness 
numbness or tingling sensations 
fear of dying 
feeling detached from yourself 
fear of going crazy 

YES NO 

YES NO 

YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 

5. AGORAPHOBIA 

5a. Do you feel panicky about being in places or situations, or avoid 
them? YES NO 

5b. Have you ever felt panicky in any situations or avoided them 
because of panic? YES NO 

5c. Are you worried about entering situations in case you become 
dizzy or vomit, etc? YES NO 
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6. PHOBIA 

6a. Do you have a persistent, excessive fear of a specif c object or 

situation? YES NO 

6b. If YES, what? 

6c. Do you avoid being near the object or situation? YES NO 

6d. If deposed to the object or situation would you e^gerience 
intense anxiety? YES NO 
6e. Does the fear or avoidance interfere with your daily functioning? YES NO 

7. CLAUSTROPHOBIA 

7a. Are you aQ-aid of small, enclosed spaces? YES NO 

7b. Do you experience intense anxiety every time yoii are in a small, 
enclosed space? YES NO 

8. SOCIAL PHOBIA 

8a. In social situations where you might be observed or evaluated by 
others, or when you are meeting new people, do you feel very 
fearful, anxious, or nervous? YES NO 

8b. Are you currently overly concerned that you might do/say 
something that might embarrass or humiliate yourself in front of 
otha-s? YES NO 

8c. Do you avoid social or performance situations, or endure them 
with intense anxiety? YES NO 

8d. Does the distress interfere with normal functioning? YES NO 



Appendix L Diagnostic questionnaire 113 

9. OCD 

9a. Are you bothered by thoughts, images or impulses that keep 
recurring to you that seem inappropriate or nonsensical, but you 
can't stop them coming into your mind? YES NO 

If YES, specif 

9b. Do you 6el driven to repeat some behaviour or to repeat 
something in your mind over and over again to try and feel more 
comfortable? YES NO 

If YES, specify: 

10. PTSD 

10a. Have you personally experienced or witnessed a traumatic or 
life-threatening event? YES NO 

10b. If YES: 
Did you feel intensely helpless or horriGed in that situation? YES NO 
Do you have nightmares or flashbacks of that event? YES NO 
Do you avoid situations that remind you of the event? YES NO 
Do you have persistent symptoms of increased arousal? YES NO 

11. GAD 

I la. Over the last six months, kave you been continually worried or 
anxious about a number of events of activities in your daily life? YES NO 

1 lb. Do you find it hard to control worry? YES NO 

11c. Do you have any of the following six symptoms which have 
been present more days than not in the past six months: 

Restlessness/feeling on edge YES NO 
Easily fatigued YES NO 
Irritability YES NO 
Muscle tension YES NO 
Sleep disturbance YES NO 
Concentration problems YES NO 

lid. Does your anxiety interfere with your daily flmctioning? YES NO 
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12. NON ORGANIC PSYCHOSIS/CONVERSION SYMPTOMS 

12a. Have you ever experienced a loss or change in your physical 
flinctioning such as paralysis, seizure or severe pain? YES NO 

*** If YES, specify details of time and periods *** 

I2b. Has there ever been a period of time when you had strange or 
unusual experiences, such as: 

Hearing or seeing things that otha" people didn't notice YES NO 
Hearing voices or conversations when no one was around YES NO 
Visions that no one else saw YES NO 
Had the feeling that something odd was going on around 

you, that people were doing things to test or hurt you YES NO 
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Depression-relevant Positive Neutral 
BLAME ADORABLE ABSORBS 
BLEAK ADVENTUROUS ADAPTATION 
DEFEATED BELOVED APPLIED 
DEJECTED BLISS BEARINGS 
DEPRESSED CELEBRATION BROCHURE 
DESOLATE CHARMING CELERY 
DESPAIR COMFORT CONSEQUENCE 
DESPERATE COURAGEOUS CONVEY 
DESPOI<DENT COURTEOUS DECADE 
DISCOURAGED DELIGHT DENSITY 
DISMAL DEVOTED DIVERT 
DOWNCAST ECSTATIC DOWNWIND 
DRAINED ELATED ENLARGE 
DREAD EMBRACE EVIDENTLY 
FAIL ENCHANTING EXCHANGE 
FORLORN ENTERTAINING FARMYARD 
FORSAKEN EXOTTC FEDERAL 
GLOOM FROLIC FORMALITY 
GRIEF QQSnnLE GEOMETRY 
GUILT GIFTED HYPHEN 
HELPLESS GOODWILL ESTTEND 
HOPELESS HARMONY JUNCTION 
LISTLESS HEAVENLY MIXTURE 
LONELY HH.PFUL MOLECULE 
MELANCHOLY HUMOROUS NOTION 
MISERY INSPIRED OCCUPATION 
MOURNFUL JOLLY ORBITAL 
PATEIETIC JUBILANT PERIODICAL 
PESSIMISTIC KISSING PORTION 
PITIFUL MERRY PREFIX 
POWERLESS MIRACLE PRODUCER 
SADNESS PARADISE RADAR 
SORROW PRAISE RANGING 
SUICIDE REJOICING REPORTING 
TEARFUL ROMANTIC RESEMBLE 
HRED SANCTUARY REVISE 
TORMENTED SUPERB SENDING 
UNSUCCESSFUL THRELLED SKYLINE 
WORTHLESS TRIUMPH TEIERMAL 
WRETCHED VIBRANT WATERFOWL 
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(yYZkr owf AomcpAone 

1. Mint 

2. Petal 

3. Die/dye 

4. Rabbit 

5. Slay/sleigb 

6. Foul/fbwl 

7. Melon 

8. Rake 

9. Moan/mown 

10. Groan/grown 

11. Stag 

12.Spade 

13. Liar/lyre 

14. Play 

15. Bore/Boar 

16. Pain/pane 

17. Weak/week 

18. Trade 

19. Mobile 

20. WUow 

21. SkuII/scull 

22. Tease/teas 

23. Poodle 

24. Buiy/Beny 

25. Month 

26. Deed 

27. Guilt/gilt 

28. Flu/Qew 



Appendix O Rjesponse sheet for homophone task 

Practice List 

1 1 7 

Please write down the words as you hear them on the tape. 

1 

2 

3 . 

4 
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Main List 

Please write down the words as you hear them on the tape 

118 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
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^ Switch ofT speakers 

> Mute PC by double-clickmg on icon and checkiag box 

ZiW 

Attentional Cueing Task 
> Laptop forward 
> Lights ofF 
> Run experiment 2 on laptop (click on icon) 
^ When instructions appear, give verbal instruction 
> Leave cursor in top comer 

fgco/kf yy ^ a /"garAeMfzoA aw/ c0Mcg/zz!rafz0/%. /Aw o/zg, 
W/ ĝg arrcwf worok (%)gan/7g o/z CAg fcrgg/z. IW Mgĝ  fo oMg 
62/̂ 0/z, azKf O T z g O M f/wj Tbz/ryo6 /f wAg/z zAg 
a/T-ow//wzTzẐ  /Ag» /̂ rgiiy zAg 71^ wrcw. zAg a/T-cw pozM/ly (Agyz 

/vg^ fAg rrgA/ WfOM: TTza/':; a// ̂ ozf Aorvg 7%g worak aW ayrowf cg:g?gw ZM 
c&^rg/zf ̂ Azcgf - zzp ^ awf dcw?z (Ag yzzf̂  db ifAm' zAg arrows — prg&r 
/(^ _/b?" awf Mg/zf rzgM TTzgrg arg /vac^cg gog^. 7%zf fgĉ <?7z Zzoiy a6ozzf ^ 
TM̂TZMfgA 

Morphed Faces Task 
> Click on experimait 3 icon - get instructions up on screen 

27zM M zAg zAW &KA for fAzf ozzg, '̂ozz wz/Z wg ao/Mg ̂ zcgâ  ^̂ ygarz/zĝ  o/z zAg fcrgg/z. 
Under the face, there will be two words that are names of feelings that people have. 
fbzfz" yo6 zf fo G&cz(& Aow _yo« zAz/iÂ  f/zg pgrfo/z zf_/gg/z?zg; awf/7rgff z/zg 6ZZA07Z fAâ  zf o/z 
zAg famg ag fAg _̂ g/zRg ̂ yozz zAzzẑ  zA^ Aayg. fPAeyz jyozz dgczd!?, f/zg ^zcg WZ 
(6&]ppgar. 7b« db» 'f Aavg fo - zf M zmorg zm r̂fazẑ  zAaf j)/ozz are wzzA}%%zr 
c/zozgg. dbM 'f z'Azzẑ  â ozzf ẑ  _/br 0̂0 Zozzg - g ^ o _/br w/za/_yozf (Az/ẑ  M TTzM 
task takes about 10 minutes. 

)fg/7 dbzzg. 2%af i; a/Z (Ag cozẑ pzzfgr Jb»g. 

> Move laptop away, to allow room for writing 

Questionnaires 
- Mw / zzegc/̂ yoK f o w z z z e gzzgjfzwzzzazreA 

State POMS 
7%zf fAggf Aag wor<6 o» zf ẑ W (6fcrz6e _/̂ g/zMg3 /7gqp/e Aave. Cazz j/oiz rgâ f eacA 
worcf gar^//x, (zW ^zz czrcZe z'Ag zwzzz6gr ^af mafcAef Acw _y(w _/%g/ rzgAf Mow, Â zf 
ZZZZ/ZKfg. 

BDI 
^ r zAzf o/ze, eacA fgcZzo/z Aay a Aa' q/" fezẑ ezzcef. fewjo6 zf A) czrc/e fAe mzzR̂ gr CAâ  
fAow.; Aowj/oz/ Aave over /Ag w/gg& 
Go through Grst one together 

BAI 
0/z zAzf o/zg, z'/zgre arg -̂or̂ ^ G!gjcrz6yzzg Aow ̂ /ozz zMzgAz" Aaryg _/ggA Cazz _yozz Aow 
ZMzzcA '̂ozz AAe gacA ofzg ovgr zAe wgĝ 7 Tbz/ ca» gg^ wzzzg q/" zAg f̂ /Tẑ ôzzẑ  ̂ r 
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re&yoMj, wTm/gZZ or (^omen onlyj. â rg 
zAgy ore (;&/g ô omr/gfy oW ̂ _yozf (zrg wMfwrg, /̂g<zyg a;A: 
Go through Srst one together 

Trait POMS 
o/zg zj ZzAg zAg OMg yoz/ 6^rg, ô / /o ab zAg ago^, 6:/̂  Ang, 

owM/gr /Z'̂ r Aow}YW z'gW /'o ge/zgraA _̂;̂ ĝ  TMÔ  q/'zAg 

0^ _/br db/TZĝ  ^Aofg. 
> Collect up questionnaires 

Diagnostic interview 
^rg )/o« rgoK^ fo carry OM? 
^rfz; / 7zgg(̂  ̂ o ay^yoK a z A m g y â cwz" wAg» }'cw Aorvg 6ee» wp̂ g/ m zAg 

> Fill out section B 

Mw M/g Mggcf z'o go fArowgA aoMg K̂gĵ ô/zy a6oK^ Aow yow _/gg/ â oMf aî ^̂ rgM̂  zAzngs'. 
Co rg/Mz/ẑ f j;oK - zAzf ^ cozzy/gz'g/y co/̂ d<2»zyâ  A/bfzg q/'zA^ z/̂ rroazyoM wz// 6g 

aryaẑ ẑ̂ /g fo oẑ oMg gZyg. /4/̂ _ygf - »o aRfwgr; K/z/g&y /arA^r morg (&zkzzZ 

> Administer diagnostic interview 

De-briefing statement 
7%g ZMOZM q/ fAg rgfgorcA wo:; fo gap/org Aow j)gcg)/g wAo ̂ e / d!^g&sg(f fgM(f fo 
zzzfg/prgf vogzzg or wMĉ or z/̂ nmafzoM, cozT̂ arĝ f fo ̂ gqpZg ifAo db Mof_;%g/ (%7rgffg<̂  
/y zf g)ygcfg(f zAoC w/Kzz <%7rgffg(y ̂ qp/g arg jzrgjg/zflgar Wz/z zzTzc/gar zygbrzwẑ ozz, 
W/ fg»(f Co /Mo&g a 7zggi3fh;g zzẑ g/prĝ ẑ ozz. 
7%g zẑ zTzza/zoM ^zz g/vg W/ Ag^ zzf fo /Kzvg a 6g%r zz/AjgrfZkzw&zzg q/" Aow pgc^/g 
think and feel while they are depressed, which may help us, in the long run, to provide 
better treatment in the future. 
Ozzcg ogoz/z, CAg rg /̂ziy q/̂  fAiy W// /zof ^/zzok yozzr 7%z/»g of owf / Aavg/z Y 
dkcgrvĝ y or fyfcAgef̂ yozz m az^ 
Tozz COM Am;g a ccgTy q/" ̂ zf .Monzzzary z/'}'oz/ ZzAg. 

Payment of controls 
AW ĵ oK arg ̂ /̂zziAĝ f — / /zgĝ f z'o givg ̂ ozz '̂ozzr ;6J. recgî C Z!Aaf / Aorg pzzô  
};o«, fo zAg zz7zzvgraz(y Azzowf wAgrg zAg mozẑ / Ai%y gozzg/ A if/OM Y 6g wâ gê _/br OTzyzAz/zg 
g&g. Cozz&f ̂ ozz pZgagg &zg7z ô acy CAô yozz Aovg rgcgzvgcf f/zg mozzgy. 

> Hand over £5 note 

TTzozzArjyozẑ r/%zrzyĉ â /zg zzz z'Azâ r̂gfgarcA, /o/zz vg/ygraz'^Z^rjyozzr Ag^. 
Tbzz arg^gg z'o go zzcw, wzz/g&ŷ zz Aavg az ĵizrzAgr ^gfzvozzj". 
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Script 6)r assessment 

> Close blinds, set up room (laptop, 2 chairs, water, plastic cups) 
> Get correct pack ready (patient). 
> Ensure computer is on and working, check response box and speakers. Put 

laptop up on box file 
> Check volume is not muted on laptop 
> Switch CD player ofF (close function - right click, last option) 
> Bring into room and seat at desk, one metre &om screen. 
> Welcome participant and read verbal script 

Verbal Script for Research Participants fP) 
/ /zm fynck fWTzAam, a CAwca/ f Z M TyarwMg: / a/M 

m a aZ mcxx/ awf ^ a;($%cz:y wAâ  z'A/M/r â ozA' 
fAmgs. W/A /rze, aw/ a&wz' a/z awf a 

Tbzz ifz// ayAecf /o ca/ẑ /eẐ g J ZlcwA?. Ozzg z/zvo/vê  &â /zz7%̂  Zo fo/zzg wor(6 ozz a 
6:;% awf ifT-zZmĝ  Z/zezzz dbvm. 77;e fgcoW z/zw/vef /oo<tz7zĝ  af .yozzzg worak o/z a fcreg/z 
azzcf re.^7Z(67^ Zy prgĵ yzm̂  a 6zzZZozz. TTze zAzrcf ziaĝ  /oo^/zg az' fozzze azzâ  
raZzŷ  /Kw e/zzoZzozza/ zAg ̂ /ZzczaZ a^gjgzo/z apygarf z:o 7 W// aZx? aa /̂zg- fozzze 
ĝfZzoTZf a6ozzZ_ycwjg^ a»(f Aow yozz Aava 6ggzz ̂ âZf/zg" awf ĵ wzz Zo 

OZZfW/ZZĝ gfẐ fOTZTZâ gf. 
_y(wr pgryoTzaZ ̂ %/bz7ZzaZzoM wz/7 6g co/̂ aigzzZzâ  cazz o/z^ 6g fee/z Zy zzzg. 

Tbzzr zzazzzg wz^ /zof 6g z/zcAzfW z/z zAg rgj%z/zk 
.y^ozz arg Zo &z&g j)arZ, / Mgĝ /̂ ycw Zo M̂gTz a cozzfgzzẐ /b/Tzz. Tz'jz«Z ZAaZ_yozz arg 
happy to take part and that you understand that it is part of a research project 
Tbzzr parzzc^azyo/z zj g/z^rg/x vo/wTzziaTy, wAzcA zzzgayiy zAaẐ cw cam iiZqp czZ azzy Zzzzzg, azic/ 
yozz cazz /garvg aŷ ẑ /zzg j/ozz wazz/ Zo. (&czc& doM Y wanZ Zo ZAg jgfaozz, 
zAzf wozz 'Z a^cZ ayy ĝaOzzgMZyozz Aavg now or zzz zAg ̂ z/Zz/rg zzz any way. 
Do_yozz Aavg az^ gzzgaYozzf 

> Ask participant to sign consent form 

Personal information form 
/yzzfZ TZgggf Zo ggz a dgZaz/y ̂ -̂ozzẑ yozz 6^/"g wg f̂ orZ... 

> Fill out form 

Esperimeiital Section 
f^z&f wg arg î z/zĝ  zAgfg zZ zf 6g^ //"w/g Jb/z 'Z Zkz% ẑ/z' ifg ca/z Zi3& a/kr. 

7%g /zr^ Zictr̂  / wozz/sT /z^ _yozz Zo db ^zw/ygf f̂â /zz/zg Zo worfA. )% ifz^ Jb ĵ ô g 
procZzcg v̂ /orck_/?rfZL IbzzryoA zfyzwf Zo wrzZg &w7z w/zaZyozz Agar o/z ZAg fAggZ z/z ̂ /̂ -ozzZ q/" 
j/ozz. f ̂ ayg r̂z/zZ ẑ g wor(6, a/ẑ f 'Z wozyy a6ozzZ _yozzr .̂ g/Zzzzg: f/gayg wrzZg (&7W?z 
gacA lyor̂ f o/zcg. J?ga .̂̂  

> Give pen and response sheet 
> Turn speakers on. 
> Click on experiment 1 on laptop 
> Play practice list (will start automatically) 
> Pause laptop (press icon) 
> Check understanding 
> Turn over sheet 
> Play main list 
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> On completion, 51e response sheet 
>» SiRdtcJiiDfFsijpeajcers 
> Mute PC by double-clicking on icon and checking boxes 

fo ak zAg /zarf 

Attentional Cueing Task 
Rim experiment 2 on laptop (click on icon) 
When instructions appear, give verbal instruction 

TMj: (Ae AzgA: a offgRfzoM coMce/zzyafzoAi zAzf ow, _y(w 
wz/7 aee orrtwg aMcTwordk o/z /Ae fcrgg/z. ]W /zge<5̂  fo jwf OMg OM zAzf 
6wAo», owf oTig OM Tkwyo6 K zAzf." wAgM zAe 
aTTOw jwmfg (̂ 014 ,̂ fAen zAa Z(̂  arrcw. ^zAg arrow ziAm 

j?Ag&y ^ ngA/ &«;%)/%. 77^'f arZZ _yoK Aavg fo &». 7%g oMcf (zyrowf (^aar m 
a!^re/zf /̂ Zacef - zg? zAg fqp awf cW?? (Ag 6oAow- yW (&? wAoz' zAg arrows .%9/ - /̂ rgff 

_/br awf ngAf̂ /br rzgAfl 7%grg are ̂ rac/zcg gogf agozM. :$gc/̂ OM a6iwf 

Morphed Faces Task 
> Click on experiment 3 icon - get instructions up on screen 

TTzw" zf ;Ag fAzr̂  6z;A: zAzf omg, _yow wz// &gg ômg _/2zcef <̂ :peanMĝ  om (Ag fcrggTt 
CWSgr zAg _^g, fAgng ̂ V7 & Aw worak (Aaf arg /zamgg q/"yeg/mg? (Aaf /̂ Bqp/g /̂ rvg. 
Taw yoA Zf fa dkcidk Aaŵ /azf (Az/ẑ  ^ /)grso» M_/ggA7% awTpreff ZAe ziAaf M o» 
the same side as the feeling you think they have. When you decide, the face will 
:6&aRpear. Rw don Y Aavg fo - zf zf zwarg zz?;paM5Mf zAâ _ycw arg A(̂ :g:y w/zzA _yaz<r 
cWcg. dbM Y ZAz»̂  a6(w/ zf _/br Zoa /a/^ - yzAyf go W;a:f j/a« zAfn̂  zf rzgAZL TMr 
6MA:fâ fâ OMfy0mz7wZg& 

db?zg. Zkaf Zf a// zAg cozT̂ pzAlgr 

> Move laptop away, to allow room for writing 

Questionnaires 
- Mw / »gg(/_yozz fa oz/Z fo/ng g^/g^owzaygf. 

State POMS 
T̂ zf jAggf Aay war̂ A am zf fW dgfcrz6g _/̂ g/z»g$ zAaf pgap/le Aavg. Can _yazf rgacf gac/z 
ware/ car^/Zx, zAg/z czrc/ls ZAa zzzzzzzAgr fAaf zzzafcAgf Aow jyoz/ _;̂ g/ rzgAf »ow, zAza 
Mzzmzfg. 

BDI 
far zAzf OMg, gacA .ygcZia/z Aay a Zzjf fgyzZgwcĝ  ?az/rya6 zj' fa czrc/g fAg Mz/w6gr fAaf 
fAowf Aowjyazz Aavg ̂ gJf ovgr zAg Ta&f wggA: 
Go through Srst one toge±er 

BAI 
Ow fAzf azzg, f/^rg arg wor<6 akâ crẑ mg Aaw ̂ yazz mzgAf Aavg yggZ Cazz j/az/ fcy Aow 
/Mz/cA ŷaz/ _/̂ /f AAs gacA azzg avgr f/zg &z$f wggA? 7bz/ oa» gef j-az/zg ê zAg .s}?ẑ fazMf _/l)r 
afAgr rgayaMf, A'Ae 6gz/zg zzzwg// ar ̂ /̂ -o/zz /zanzzazzgj' ^omen only .̂ zzza^ f̂ rg 
fA^ arg < ĝ fa am:%gfx a/ztf z/̂ jwzz arg zf/zaz/rg, p/gayg ayt 
Go through Grst one together 



Appendix P Standardised veiW script (patients) 124 

Trait POMS 
zf AAe /Ag oMeyoz/ c&cf 7 w/oMrj/oz/ /o fAg jamg ogozM, Aiz/ zAzf /̂»g, 

wuwgr z / A o w j / o z z z'g/ẑ f /o gg/zamZ/K_/eg^ qy z'̂ g A'/zzg. 

zAoM^̂ /br Jbz/zg zAofg. 
> Collect up questionnaires 

Diagnostic Interview 
ŷ rgj/ozz rgaa^ fo co/Ty o/z? 
frrm; //zgg f̂ A) aŷ _y(W azAz/zgy a6(?zzz'}'0zf/' (%vg&ROM. 

> Fill out section B 

AW wg TZggcf fo go ÂroizgA jozzze gi/g^ozzf aAozzf Aowyozf _/eg/ a6ozff dz^rg/zf /Az7zg% 

^ Administer diagnostic interview 

De-briefing statement 
7%g ZTzaM azzM q/" zAg rgj-gwcA wag zb gap/brg Aow /%qpZe wAo _/%g/ ckpreggĝ f fo 
^gzprg/ vogKg or zz»o/gw ^̂ /TMOfzozz, cozzipwgc/fopgc^/g wAo do »of_/gg/ dl̂ rgĵ ygd 
/C M g:g?gcfg<f zAaf wAgM ^gqp/e org /vg.;g?zfg(f zzMcZgar p /̂Tzzafzo/z, ^gy 
will tend to make a negative intej-pretation. 
The information you give will help us to have a better understanding of how people 
think and feel while they are depressed, which may help us, in the long run, to provide 
êAgr ẑ goẑ TZg/;̂  m zAg ̂ /kAzrg. 

Ozzgg ogozTZ, ziAg yg^Ay q/" zAzf wz// zzof z/zcAzdg _yoz<r mmzzg of a// 07%/ / Aovezz V 
dkcgh%^ or Z/zoAĝ ĵ/ozz m <zẑ  way. 
You can have a copy of this summary if you like. 

GP informing 
^ jwY q^rgfearcA, wg zzfzza/fx /ŵ ĉ xzTZZiy_/br zAgzr /7g/7MZî o/z fo aafwfg z^zr GP 
that they have taken part in a study. 

We do this, in case that participating in this study has raised any issues that you would 
ZzAg fo dz&czz&g_/wr(Agr. Tif a6o zngaRg z:W_yoz/r GP Ayzowj fAaf _);ozz /krvg db?zg zAzf 
A wozzZdh Y Aavg azzy zzggâ h'e ozz j;ozzr A"gaZ)Mg/zf or zAg carg Aâ _yozf rgggzvg awf 
zf wozz&jk Y 6g zz,yg<3̂ ybr az^ o/!Agr ̂ w/pofgf. 

If you are happy about this, I would send this letter to your GP 
> Show letter 

Would it be alright for me to send this to your GP? 
> If yes - can _yozf giwg zzzg ̂ yozzr GP dezlazZs' (name of GP, surgeiy) 
> Insert GP details on Section A: Personal information 

ZAazzÂ /̂OM _/br parfzczpafzMg zzz f/zzly rĝ ygarc/z, y azzz vgzy graf^/_/br}'ozzr Ag^. 
fbz/ arg _̂ eg ô go zzow, org rgaz .̂ 



Appendix Q Informed consent form (patients) 125 

Avon and Wiltshire 
Menta l Health Partnership NHS Trust 

Department of Clinical Psychology 
Victoria Hospital 

Okus Road 
Swindon 

SN1 4HZ 

Tel:01793 437538 

Consent Form (C) 

Title of study: A study of mood, thinking and judgement. 

Name of researcher Lynda Pamham, Trainee Clinical Psychologist 

Please Initial box: 

1.1 confirm that I have read and understood the Information Sheet, 

for the above study and I have the opportunity to ask questions. 

2.1 understand that my participation is voluntary and that I am free 

to withdraw at any time, without giving reason. I understand that 

my participation and any results will not be disclosed to my employer. 

3.1 agree to take part in the above study | j 

Name of participant Date Signature 

Researcher Date Signature 

Chair Central Offices Chief Executive 
Christine Reld Bath NHS House Roger Pedley 

Newbrldae Hdl. Bath. BA1 30E BSc fHonŝ  CQSW 
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Avon and WHtshire FiVA 
Mental Health Partnership NHS Trust 

Consent Form (P) 

Department of Clinical 
Psychology 

Victoria Hospital 
Okus Road 

Swindon 
SN14HZ 

Tel:01793 437538 

Title of study: 

Name of researcher 

A study of mood, thinking and judgement. 

Lynda Pamham, Trainee Clinical Psychologist 

Please initial box: 

1.1 confirm that 1 have read and understood the Information Sheet, 

for the above study and I have the opportunity to ask questions. 

2.1 understand that my participation is voluntary and that I am free 

to withdraw at any time, without giving reason and without 

affecting my medical care. 

3.1 agree to take part in the above study • 

Name of participant Date Signature 

Researcher Date Signature 

Chair 
Christine Reid 

Central Offices 
Bath NHS House 

NmwbridnA Hill Ra th RA1 3 0 F 

Chief ExeQjtive 
Roger Pedley 

C O S W 
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Information about Participants 

(Controls) 

Section A: Personal Details 

Name Number 

Date 

Age 

Occupation 

Number of years in full time education 

Do you wear spectacles for reading? Yes / No 

If yes, do you have them with you? Yes / No 

Do you have any reading difficulties? Yes / No 

If yes: Please give details 
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Sectioa B: Past Emformatiom 

All in&rmation obtained 6-om this form will be treated with absolute 
conGdentiality. 

1. In the past when you have been emotionally upset, has it been so severe that 
you have: 

a. Discussed it with a 6iend? 

b. Visited your GP? 

c. Seen a Psychiatrist? 

d. Received any treatment? 

IF yes: what type of treatment did you receive? 

Yes/No 

Yes/No 

Yes/No 

Yes/No 

Medication 

Counselling 

Cognitive Therapy 

Other 

2. If you have ever received any treatment such as medication or professional 

counselling for an emotional difficulty: 

a. Was the problem predominantly feelings of tension and anxiety, or 

feelings of depression and hopelessness? Anxiety / Depression 

b. Is this still a current problem for you? Yes /No 
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Information about Darticipaats 

(Patients) 

Section A: Personal Details 

Name Number 

Date 

Age 

Occupation 

Number ofyears in full time education 

Do you wear spectacles for reading? Yes / No 

If yes, do you have them with you? Yes / No 

Do you have any reading difficulties? Yes / No 

If yes: Please give details 
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Section B: Details of depression 

1. For how long have you currently been depressed? 

2. Are you currently receiving treatment for your depression? Yes / No 

If yes: Are you receiving any of the following types of treatment and, if 
so, for how long? 

a. Medication 
b. Cognitive Therapy 
c. Other 

Who is treating you? 

3. Have you had any other episodes of depression in the past? Yes / 
No 

If yes: How many? 

Generally, how long did they last? : 

4, Have you had any treatment for depression in the past? Yes / No 

If yes: What sort of treatment did you receive? 

a. Medication. 
b. Cognitive Therapy 
c. Other 

For how long did you receive this treatment? 
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During the next task, you will be presented with some words. Each word will either 

appear at the top or the bottom of the screen. 

Immediately aAer the word, an arrow pointing left or right will be presented in either 

±e same location or in the opposite location. 

Press the appropriate button as fast and as accurately as you can. 
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7. 

During this task, you will be presented with a variety of diSerent faces. 

Your task is to classify the 6ces using the two buttons in &ont of you. 

Throughout the task, make sure you read the instructions carefully, respond as 

accurately as possible, and don't rush your response. 

As soon as the 6ce appears on the screen, classify the &ce by pressing one of the 

buttons in 6ont of you. 

Remember to respond as accurately as possible and don't rush your response. 

The Erst two &ces are for practice. After a pause, the main task will begin. 
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c%rtcl T(/\/ii li:shi i;"e 
Mental Health Partnership NHS Trust 

mm 

Department of Clinical Psychology 
Victoria Hospital 

OkwsRoad 

SN14HZ 

Tel:01793 437538 

Date: 

DearDr 

13k): [)()E3: 

Address: 

I am writing to advise you that the above named patient has participated In a 
study of mood, thinking and judgement, following referral to Lynda Pamham. 

They have given consent for me to write and advise you of this. 

Individual results will not be made available. However, if you have any questions 
about the study generally, please contact me at the above address. 

I would like to advise you that this person has been referred to Lynda Pamham 
for the purposes of this r e s e a r c h only. If a psychologist or counsellor is already 
seeing the person, this will not affect their treatment. If they are not seeing a 
psychologist already, then participating in the research will not constitute a 
referral for assessment for therapeutic input. Therefore, if you feel this person 
needs to be seen by a psychologist for assessment, the existing referral system 
should be used. 

Yours sincerely, 

Lynda Pamham 
Clinical Psychologist in Training 

Cfya/r C&ntral Offices Chief Executive 
Christine Reld Bath NHS House Roger Pedley 

Newbrldoe Hill. Bath. BA1 30E BSc fHonsl. C 0 8 W 


