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ABSTRACT

The present study investigated the relationships between negative 
cognitive errors and self-reported symptoms of anxiety and depression in 
a community sample of Greek adolescents, aged 12 to 18 years (A/ = 883). 
The Children’s Negative Cognitive Error Questionnaire was used to 
measure four types of cognitive errors, namely, catastrophising, 
overgeneralisation, personalisation, and selective abstraction, and two 
self-report scales of anxiety and depression (i.e., the STAI and the CES-D) 
were used to assess anxious and depressive symptoms. As hypothesised, 
results indicated that high levels of negative cognitive errors correlated 
positively with greater frequency and intensity of anxious and depressive 
symptoms among adolescents. Hierarchical regression analyses indicated 
that the cognitive errors of overgeneralisation and catastrophising, as well 
as, overall cognitive distortion scores predicted a change in adolescents’ 
self-reported anxious and depressive symptoms. Furthermore, 
overgeneralisation and catastrophising were both strong predictors of 
anxiety and depression, indicating that the two emotional disorders 
probably share the same types of cognitive distortions. A decrease on 
scores of overall cognitive distortion over the age groups from early 
adolescence to late adolescence was found, suggesting that cognitive 
errors during early adolescence may reflect normal developmental trends, 
and that with increasing age, adolescents are less likely to adopt a 
negative cognitive bias. Finally, late adolescents reported more anxious 
and depressive symptoms than younger ones, highlighting the contention 
that the transitional years from middle to late adolescence tend to mark a 
major increase in risk for psychopathology. Consistent with previous 
studies, the findings from this investigation confirmed that cognitive 
distortions are a common and pervasive attribute of adolescents who 
reported depressive and / or anxious symptoms and demonstrated the 
generalisability of the association between cognitive distortions and 
depression and anxiety in Greek adolescents. The role of dysfunctional 
cognitive processing in anxiety and depression during adolescence, 
implications for Beck’s cognitive therapy, the limitations of the current 
study, and suggestions for further research are discussed.

Keywords: cognitive errors/distortions; anxiety; depression; adolescence.
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INTRODUCTION

"By exposing yourself to reading, research, continuing 
professional education, supervision and reflection on 
your work and on the counselling profession, you 
inevitably seek to make sense of contradictions and to 
hone your practice to serve each of your clients more 
effectively”

(Dryden and Feltham, 1994, p. 108)

The Doctor of Psychology (DPsych) is a professional doctorate, which 

provides an alternative route for a doctoral qualification, not only focusing 

on applied research at an advanced level, but also on the enhancement of 

teaching, supervisory and consultancy skills and on the extension of 

understanding of psychological theories (Research Studies Handbook, 

City University, 2005). By engaging in this research programme, my 

overriding goal was to develop the skills and knowledge one requires in 

order to make a contribution to research and clinical practice as a 

chartered psychologist.

In 1998, Michael Rutter wrote that “research is the lifeblood of clinical 

practice in all fields of medicine, including child psychiatry”, highlighting 

the need for professionals to bridge the gap between research and clinical 

practice. Research, in addition to related academic and clinical work, 

provided a framework within which a climate of learning was established, 

bringing together different but fundamental aspects of the expertise 

required by a counselling psychologist. This process required a significant 

amount of work, determination and commitment, while at the same time 

encouraging continuous personal and professional development.

The research itself triggered a rich and fruitful exploration on a wide 

variety of issues. It facilitated an in-depth examination and clarification of
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psychological theory; the ability to critically reflect and evaluate ideas; 

creativity; flexibility of thinking and professional competence. Research 

seminars on a range of professional issues were also a source of 

invaluable critical thinking and group discussion, which not only 

contributed to the attainment of knowledge but also enhanced judgement, 

critical reflection and confidence. On the other hand, clinical practice 

involved linking theory to practice, utilizing a variety of theories to 

techniques, and developing a personal and professional style of working 

effectively with clients, staff members and other professionals. Working 

with clients, which included engaging in intense encounters and 

processing powerful feelings, fostered the development of professional 

skills and led to increased introspection, personal reassessment, change 

and growth.

The practitioner doctorate in psychology has proven to be a demanding 

and challenging experience. Johns (1996) argues that: “all counselling 

training involves both a task -becoming a competent worker- and a 

process -a journey of personal learning for individuals” (p. 14). It is 

essential to recognise that, during training, individuals learn and change, 

and that any change, in knowledge, skills, attitudes or awareness, will 

influence the whole person. In particular, any learning, almost inevitably, 

involves both excitement and anxiety, with its accompanying need for both 

support and challenge (Clark, 1991). Being a DPsych research student 

was like being on a journey allowing oneself to trace the roots of one’s 

own counselling role back to its earliest experiences and make sense of 

the different territories and obstacles encountered on the way (McLeod, 

1998). When it is viewed from the perspective of a unique, personal 

journey, the doctorate in psychology has proven to be full of challenges, 

anxieties and opportunities for learning, as well as an opportunity for 

professional development, self-exploration and change.

The present thesis comprises of three sections: an empirical research 

study, two case studies, and a critical review of literature. Section B forms 

the main part of the thesis and consists of a report on an original piece of

16



research. The present study investigated the relationships between 

negative cognitive errors and self-reported symptoms of anxiety and 

depression in a large community sample of Greek adolescents, aged 12 to 

18 years (N = 883). Although there is evidence of the existence of 

cognitive errors in anxiety and depression in childhood and adolescence in 

the United States, the existence of dysfunctional cognitive processing in 

Greek adolescents is less certain. A primary purpose of the present study 

was to evaluate the linkage between negative cognitive errors, as 

described by Aaron T. Beck (1976; Beck, Rush, Shaw, & Emery, 1979), 

and anxious and depressive symptoms among adolescents in a way 

similar to that which has been used to examine these errors in children. A 

major emphasis was to further increase knowledge about cognitive 

distortions and emotional disturbances, an issue that is quite prevalent 

among adolescents.

Section C consists of two case studies, which indicate appropriate 

professional practice. The therapeutic approaches used in the 

aforementioned case studies were based on person-centred therapy and 

cognitive behavioural therapy, respectively. Both clients were referred to 

the Hornchurch Community Mental Health Team, North East London 

Mental Health NHS Trust by the Consultant Psychiatrist, where I was 

employed as a counselling psychologist. The present case studies were 

chosen because they represented a good balance of process and content, 

demonstrating the skills and knowledge required to be a reflexive scientist 

-  practitioner.

Section D comprises of a critical literature review on personal construct 

theory relating to marriage and marital therapy. In the first part of the 

review, one of the most important changes in marriage, namely, the shift 

towards the companionship type of marriage is briefly discussed. In the 

main part of the review, the personal construct theory and research 

relating to marriage and marital therapy is critically evaluated. In such a 

way, a number of theoretical assumptions and therapeutic principles are 

defined, as well as, the goals and implications of the personal construct
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approach to marital therapy. In conclusion, some basic issues of personal 

construct therapy as applied to working with couples are examined.

Over the course of the last ten years, I have been encouraged to travel 

along the long and arduous road to becoming a competent and effective 

counselling psychologist, with the capacity to accept others; belief in the 

potential for change; and sensitivity to the values held dear by the client 

and self. It is now my responsibility to continue this journey, no matter how 

difficult, painful or challenging it may appear at times. To date, I have 

struggled and faced crises of confidence, persevering through periods of 

confusion and debilitating self-doubt. However, these struggles pale in 

comparison to the joy and excitement I feel when therapy proves to be 

successful for a client. Such a rewarding experience gives me the 

determination, strength and motivation to strive for my ongoing personal 

and professional development in order to be an effective counselling 

psychologist. Ultimately, I must concur with Aveline (1996), who states 

that: “training may occur in phases, but is a lifelong process” (p. 391).
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CHAPTER 1 
INTRODUCTION

A basic premise of cognitive models of psychopathology is that faulty or 

negatively biased thinking styles are significant features in the 

development and maintenance of emotional disturbances such as anxiety 

and depression (Beck, 1976; Ellis, 1962). The maladaptive cognitive 

patterns that characterise these emotional disturbances have been 

referred to as cognitive errors (Beck, Rush, Shaw & Emery, 1979). 

Cognitive errors are defined as systematic errors in processing through 

which perceptions and interpretations of experience are distorted, in 

response to ambiguous or negative life events (Beck et al., 1979). Various 

types of cognitive errors have been described, including catastrophising 

(i.e., anticipating the worst possible scenario), overgeneralisation (i.e., 

taking one single incident as representative of all others), personalisation 

(i.e., attributing to oneself excessive, unfounded responsibility for external 

events) and selective abstraction (i.e., forming conclusions based on an 

isolated detail of an event).

Over the past two decades, evidence has emerged supporting linkages 

between dysfunctional cognitive processing and various forms of 

psychopathology during childhood and adolescence. Consistent with most 

adult studies (Lefebvre, 1981; Smith, O’Keeffe, & Christensen, 1994; 

Butler & Mathews, 1983; Muran & Motta, 1993), findings from studies with 

children and adolescents have provided confirmation of the association 

between negative cognitive errors and depression and anxiety in children 

and adolescents (Leltenberg, Yost, & Carroll-Wllson, 1986; Leung & Poon, 

2001; Leung and Wong, 1998; Kempton, Van Hasselt, Bukstein, & Null,
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1994; Stewart, Kennard, Lee, Hughes, Mayes, Emslie, & Lewinsohn, 

2004; Terns, Stewart, Skinner, Hughes, & Emslie, 1993; Thurber, Crow, 

Thurber, & Woffington, 1990; Weems, Berman, Silverman, & Saavedra, 

2001). For instance, Leitenberg and his associates (1986) were the first 

ones who specifically evaluated certain negative cognitive errors (via the 

Children’s Negative Cognitive Error Questionnaire, CNCEQ), as well as, 

the relations between cognitive distortions and self-reported symptoms of 

depression and anxiety in school children. Results indicated that children 

with self-reported symptoms of depression and those with evaluation 

anxiety endorsed all four types of cognitive errors significantly more than 

did their non-depressed and non-evaluation-anxious counterparts. 

Although the theoretical basis of the reported association over time has 

been questioned (Coyne & Gotlib, 1983), such findings have contributed in 

extending applications of cognitive therapy with children and adolescents 

(Kendall, 1993).

Despite evidence for the existence of cognitive errors in anxiety in 

childhood and adolescence in the United States (Leitenberg et al., 1986; 

Weems et al., 2001), there is less certainty, however, as to the existence 

of dysfunctional cognitive processing in Greek adolescents, as well as, 

whether negative cognitive errors, and specifically which of the four types 

of cognitive errors, are related to self-reported symptoms of anxiety and 

depression. A primary purpose of the present study was to evaluate the 

linkages between negative cognitive errors, as described by Aaron T. 

Beck (1976; Beck et al., 1979), and anxious and depressive symptoms 

among adolescents in a way similar to that which has been used to 

examine these errors in children. More specifically, it aimed to investigate 

which types of cognitive errors are associated with self-reported symptoms 

of anxiety and depression in an adolescent community sample, whether 

endorsement of negative cognitive errors and anxious and depressive 

symptoms change over the course of adolescence and whether any 

gender differences exist.
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There are several important reasons for examining the linkages between 

cognitive errors and anxiety and depression in adolescents. One reason is 

that testing the cognitive theories in a younger sample with consequently 

different cognitive, social and emotional development to an adult 

population will demonstrate the degree to which cognitive theories (Beck, 

1976; Ellis, 1962) can be generalised to a younger population. Evidence of 

generalisability would strengthen the validity of the cognitive theories, 

indicating possible future research into the preventative and therapeutic 

interventions of emotional disturbances in adolescents. On the other hand, 

failure to replicate would highlight the limits of the cognitive theories and 

provide a potential focus on different cognitive processes, which might be 

more related to this younger client group as well as on other specific 

cognitive techniques.

Another reason for examining the specific linkages among adolescents’ 

cognitive errors and anxiety and depression is the paucity of empirical 

information about whether age or gender influences the relation between 

anxiety and depression and cognitive errors. The target of the present 

study was adolescence, which is considered a critical developmental 

period, in light of the numerous normative transitions and the significant 

cognitive development that unfolds during these years (Santrock, 2003). 

Children and adolescents are in the process of developing ways to view 

the world. Logically, this implies that in cognitive models of childhood, 

cognitive dysfunction is conceptualised as being a normal part of the 

developmental process (Kendall, 1993; Kendall & Lochman, 1994). 

However, the influence of developmental factors on the endorsement of 

cognitive errors has not been sufficiently well examined (Garber, Weiss, & 

Shanley, 1993; Nolen-Hoeksema, Girgus, & Seligman, 1992). An 

appreciation of the effect of developmental stage on cognitive processes is 

required for adolescents. Also, in terms of gender, with the exception of 

Leitenberg et al.’s (1986) and Weems et al.’s (2001) investigations, none 

of the existing studies examined the effect of gender on cognitive 

distortions.
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Finally, it is important further to assess the relation between cognitive 

distortions and anxious and depressive symptoms in a community sample 

of adolescents as an attempt to detect vulnerability factors, before a 

clinical presentation is apparent. There is more point to finding predictors 

in what could be a pre-clinical population (i.e., a school population) than in 

a clinical population, which has already been diagnosed and thus has 

some known underlying pathology.

The present research paper comprises of eight chapters. The first two 

chapters deal with the theoretical frameworks, namely, Beck’s cognitive 

theory and the developmental period of adolescence, within which the 

work was conducted. In particular, the chapter on cognitive theory 

provides a critical overview of Beck’s cognitive theory, focusing on the 

cognitive models of depression and anxiety. Next, the transitional period 

of adolescence is discussed, including biological, psychological, and social 

dimensions with specific attention on the influence of developmental 

factors on the evolution of cognitive processes. Jean Piaget’s theory of 

cognitive development is reviewed at length due to the importance of 

cognitive components as the keystones to understanding much of 

adolescence and to its relevance to the present study. In addition, the 

psychological disorders of anxiety and depression during adolescence are 

briefly considered, together with some epidemiological aspects. In chapter 

four, an evaluative review of existing work is presented along with 

identifying aspects, which have been somewhat overlooked. Furthermore, 

the specific research focus of the current study is elaborated and the 

major research questions are delineated. The fifth chapter describes the 

methodology of the present research study, providing information on the 

design of the research, the sample, the measures used and the procedure 

for recording the data. The results chapter consists of a full record of the 

statistical analyses of the data. In the discussion, the results and their 

significance are interpreted, while noting their relation to previous studies. 

Finally, in the conclusion chapter, the author draws together and 

summarises the main findings of the current study, and poses questions 

for future research efforts.
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CHAPTER 2

COGNITIVE THEORY: THEORETICAL CONSIDERATIONS AND 

RESEARCH

“Men are disturbed not by things but by 
the views which they take on them. ”

Epic tet us , Enchiridion

This chapter is divided into five sections. The first three sections deal 

respectively with the evolution of cognitive theories, a brief synopsis of 

Ellis’s rational emotive theory, and a detailed overview of Beck’s cognitive 

theory, since it is the underlying psychological theory of the present study. 

Moreover, the cognitive models of depression and anxiety are further 

elaborated. In the fourth section, cognitive theory is critically evaluated 

from the perspective of a number of studies, which have investigated the 

relations between cognitive errors and anxiety and depression. Finally, the 

variety of psychological disorders to which cognitive therapy has been 

applied is reviewed and there follows a brief discussion on the efficacy of 

cognitive therapy for depression and anxiety disorders.

2.1 The evolut ion  of  c ogn itive  the ories

Cognitive theories have evolved out of behavioural psychology, which was 

primarily oriented towards the study of observable events and 

phenomena. Behaviourists, like Guthrie, Spence and Skinner proposed 

that “all the habits and beliefs which people exhibit must be learned and so 

the most important task for psychology is to find out how people learn”
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(McLeod, 1993, p. 46). Behavioural theories were firmly rooted in empirical 

research and had an immense influence in the study of psychology. 

Pavlov’s classical conditioning explained how people acquire emotional 

responses and Skinner’s (1953) model of operant conditioning 

demonstrated how consequences, such as reinforcement, extinction and 

punishment, shape behaviour. However, later on, within the behaviourist 

movement, it was acknowledged that a stimulus-response analysis of all 

human action is insufficient, which resulted in the study of inner mental 

events, or cognitive processes (Hawton, Salkovskis, Kirk, & Clark, 1989). 

McLeod (1993) asserts that this new interest in cognition can be reflected 

in the work of Piaget, who studied the development of thinking in children 

and of Bartlett, who examined the ways in which individuals reconstruct 

the events they recall from long-term memory.

Cognitive theories, therefore, emerged out of behaviourism in order to 

focus on the cognitive processes through which people perceive and 

control their behaviour. In agreement with the general movement within 

psychology towards a more cognitivist approach, Beck’s (1976) cognitive 

therapy and Ellis’s (1962) rational emotive therapy have made an 

important contribution to these developments and promoted an expanded 

and clearer understanding of human behaviour.

2.2 El li s ’s r a t io n a l  e mo t iv e  t h e o r y

The rational-emotive therapy (RET) model (Ellis, 1962; Ellis & Grieger, 

1977) emphasises cognitive mediation1 as an explanation of emotional 

disorders. The ABC model, the central tenet underlying Ellis’s RET, 

suggests that C, the emotional consequence of A, the activating event, is 

mediated by B, the person's belief about the event rather than the event

1 A mediatorial model postulates that the effect of the first variable (i.e., A) on the 
outcome variable (i.e., C) is translated through a mediator variable (i.e., B). According to 
Baron and Kenny (1986, as cited in Cole & Turner, 1993), the mediator variable is jointly 
perceived as being a consequence of the first variable and a cause of the outcome 
variable.
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itself. It therefore postulates that people’s emotional reactions to life 

events result mainly from their beliefs about events. In Ellis's theory, 

irrational thinking, which is characterised by irrational beliefs, is seen as 

the core of much emotional disturbance (Ellis, 1962).

Ellis (1962) identified a number of irrational beliefs2, which most people 

hold unconsciously, such as “I must have approval of everyone” and “I 

must do well at all times", generating catastrophic thinking and emotional 

disturbance. The rational emotive model of therapy proposes a strong 

correlation and even a causal relationship between irrational beliefs and 

emotional response. For instance, RET suggests that depressive 

symptoms are initiated by types of events that can be related to loss or 

rejection and that irrational or non-empirical interpretation of these events 

perpetuates the depressive state (Walen, DiGiuseppe, & Wessler, 1980). 

Consequently, rational emotive therapy maintains that altering a person’s 

patterns of irrational thinking can help him or her to reduce maladaptive 

emotions and behaviour.

Aaron T. Beck’s cognitive therapy has a number of similarities to RET. 

Both therapeutic approaches are active, directive, time-limited, 

collaborative and structured approaches, which focus on recognising and 

altering negative thoughts and maladaptive beliefs (Beck et al., 1979).

2.3 Bec k ’s cognitive  th eor y

Aaron Beck, who was originally trained in psychoanalysis, developed 

cognitive theory as a result of his research on depression. Beck initially 

explored the dreams and thoughts of depressed patients, attempting to 

gather empirical evidence to support the psychoanalytic hypothesis of 

depression as repressed hostility. Instead, he discovered a systematic

2 Beck (1976) and Ellis (1962) have described independently a wide variety of cognitive 
contents, which were referred to by the former as dysfunctional or automatic thoughts 
and by the latter as irrational beliefs.
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negative bias in depresseci individuals’ cognitive processing (Beck, 1967). 

Beck (1967) suggested that the pervasive negative thinking, which he 

frequently observed in depression, is not just a symptom, but plays a 

fundamental role in the maintenance and the development of the disorder. 

Beck’s cognitive theory (1967, 1976) focused on patients’ automatic 

thoughts and resulted in the reformulation of concepts of depression, 

anxiety, phobias and obsessive-compulsive disorders in terms of cognitive 

distortions. With continued clinical observations and research, Beck 

developed his cognitive theory as well as a relatively effective treatment 

for unipolar depression and extended the application of cognitive therapy 

to a variety of emotional disorders (Beck et al., 1979; Beck, 1993). Hawton 

and his colleagues (1989) reflect on the value of cognitive therapy, “the 

more sophisticated cognitive therapy described by Beck, which is similar in 

many respects to Ellis’s rational emotive therapy..., has now become the 

most important of the cognitive approaches.” (p. 11 ).

Beck (1967, 1976; Beck et al., 1979) proposes that cognitive therapy is 

based on a theory of personality which maintains that how one thinks 

largely determines how one feels and behaves. At the heart of cognitive 

therapy is the theoretical rationale that “an individual’s affect and 

behaviour are largely determined by the way in which he structures the 

world” (Beck et al., 1979, p. 3). The emotional and behavioural difficulties 

that people experience are not caused by events but by the way they 

interpret these events. Therefore cognitive therapy is based on the view 

that cognitive processing influences and may play an aetiological role in 

mental health problems such as anxiety and depressive disorders. This is 

in accord with Ellis’ (1962) rational emotive therapy, which maintains that 

there is a strong correlation between irrational beliefs and emotional 

response. Beck (1976) points out that psychological problems:

may result from commonplace processes such as faulty learning, 
making incorrect inferences on the basis of inadequate or incorrect 
information, and not distinguishing adequately between imagination and 
reality. Moreover, thinking can be unrealistic because it is derived from 
erroneous premises; behaviour can be self-defeating because it is 
based on unreasonable attitudes, (p. 19-20)
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Consequently, cognitive models of psychological disorders focus on the 

way people think about themselves, others and the world (Beck et al., 

1979; Ellis, 1962) and on the effect of distorted thought processes that 

result in psychopathology.

It is worth making two general points about the cognitive model. Firstly, the 

cognitive distortion model of cognitive processing corresponds, in part, to 

the Freudian notion of primary processing (Beck, 1993). McLeod (1993) 

points out this similarity and explains that Freud regarded individuals as 

capable of engaging in rational, logical thought, which was termed 

secondary processing, but also as highly prone to reverting to the 

developmentally less mature primary processing, in which thought is 

dominated by emotional needs. He writes “the crucial difference between 

the primary process and cognitive distortion models Is that in the former 

emotion controls thought, whereas in the latter thought controls emotion” 

(McLeod, 1993, p. 55).

Secondly, several factors are important in explaining dysfunction from a 

cognitive perspective. Beck (1991) in his article “Cognitive therapy: A 30- 

year retrospective" has noted that cognitive theory has been frequently 

misunderstood, mistakenly assuming that cognitions cause psychological 

disturbance. However, psychological disorders are ultimately caused by a 

range of biological, developmental, environmental, social and 

psychological predisposing and precipitating factors (Beck and Weishaar, 

1995; Hawton et al., 1989). Cognitions and negative thinking influence 

mood but they do not cause depression. This is in agreement with Robins 

and Hayes (1993), who have argued “the cognitive model recognises that 

mood influences cognition, as well as the reverse, and that cognitions also 

influence behaviour In ways that may generate stressful situations about 

which individuals, in turn, will have upsetting cognitions. Thus, cognition 

plays just one role in an interwoven, dynamic sequence of influences” (p. 

206). In accordance with their influence in cognitive theory, maladaptive 

thoughts, dysfunctional beliefs and cognitive distortions are a primary
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focus of treatment in cognitive therapy. They form a prime target of 

intervention because cognitive theory proposes that they have some 

temporal priority in the development of mood disturbance and they can act 

to activate and maintain other symptoms (Beck and Weishaar, 1995; 

Beck, Butler, Brown, Dahlsgaard, Newman, & Beck, 2001; Hawton et al., 

1989; Robins & Hayes, 1993).

2.3.1 Cognitive Model of Depression

The cognitive model of depression postulates three specific concepts 

(Beck, 1967; Beck et al., 1979): (1) the cognitive triad, (2) schemas, and 

(3) cognitive errors. While the cognitive model was first developed for 

depression, it is relevant and has been applied to a range of psychological 

disorders (Beck, 1993).

The cognitive triad refers to the notion that the individual views the self, 

current experiences and the future in an idiosyncratic way (Beck, 1967; 

Beck et al., 1979). This cognitive triad is reflected in the content of 

depressive thinking in distorted negative views of the self (e.g. “I am 

worthless”), current circumstances (e.g. “It is my entire fault”) and the 

future (e.g. “I will be alone forever”).

The second concept of the cognitive model refers to schemas, which can 

be considered stable, enduring, cognitive structures that consist of a 

person’s fundamental beliefs and assumptions. Schemas, which may be 

adaptive or dysfunctional, develop early in life from personal experiences 

and are used to organise perception and to evaluate behaviour. Schemas 

may lay dormant for long periods of time (for example, nonstressful 

periods) but can be triggered by specific circumstances, such as stressful 

situations or negative life events. Beck and his associates (1979) maintain 

that “the schemas activated in a specific situation directly determine how 

the person responds. In psychopathological states such as depression,
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patients’ conceptualizations of specific situations are distorted to fit the 

prepotent dysfunctional schemas” (p. 13).

The third concept of the Beck’s cognitive model refers to cognitive errors, 

collectively referred to as cognitive distortions. Cognitive errors are defined 

as systematic errors in processing through which perceptions and 

interpretations of experience are distorted (Beck et al., 1979). Beck, Rush, 

Shaw and Emery (1979) originally identified seven typical cognitive errors:

Arbitrary inference refers to the process of drawing a specific 
conclusion in the absence of evidence to support the conclusion or 
when the evidence is contrary to the conclusion.

Selective abstraction consists of focusing on a detail taken out of 
context, ignoring other more salient features of the situation and 
conceptualizing the whole experience on the basis of this fragment.

Overgeneralisation refers to the pattern of drawing a general rule or 
conclusion on the basis of one or more isolated incidents and applying 
the concept across the board to related and unrelated situations.

Magnification and minimization are reflected in errors in evaluating the 
significance or magnitude of an event that are so gross as to constitute 
a distortion.

Personalisation refers to the patient’s proclivity to relate external events 
to himself when there is no basis for making such a connection.

Absolutistic, dichotomous thinking is manifested in the tendency to 
place all experiences in one of two opposite categories; for example, 
flawless or defective, immaculate or filthy, saint or sinner. In describing 
himself, the patient selects the extreme negative categorization.
(Beck et al., 1979, p. 14).

Ellis’s (1962) irrational beliefs also reflect the operation of a number of 

distorted cognitive processes, such as overgeneralisation. Other cognitive 

distortions, such as dichotomous thinking, arbitrary inference, and 

personalisation are also evident in irrational beliefs. Cognitive theory 

utilises the concept of dysfunctional attitudes and cognitive errors as 

vulnerability factors to depression that are activated by negative life 

events.
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In summary, Beck (1967, 1976) and his colleagues (Beck et a!., 1979) 

proposed that depressed individuals endorse specific cognitive errors, 

which result in systematic misinterpretation of the meaning of events. This 

is reflected in the observation that the depressed person tends to have a 

negative view of himself, make sense of events and experiences in a 

negative way and have a pessimistic view of the future (i.e., negative 

cognitive triad). These negative cognitive patterns once activated, lead on 

to the other behavioural, motivational, and physical symptoms of 

depression.

2.3.2 Cognitive Model of Anxiety

The behavioural models of anxiety suggest that fear and anxiety are 

acquired by conditioning or other learning processes, and that these 

acquired fear responses in turn bring about escape and or avoidance 

behaviour (Rachman, 1998). Both Eysenck (1957) and Wolpe (1958) 

developed theories of anxiety and although their interpretations of anxiety 

differ in detail, they shared a common belief that anxiety is essentially 

learned. These ideas were later revised and expanded in order to include 

important cognitive components, which resulted in the cognitive theory of 

anxiety.

The theoretical analyses set out originally by Beck and Emery (1985), and 

subsequently by Clark (1986), Barlow (1988) and Salkovskis (1985) have 

promoted an expanded and clearer understanding of anxiety. Cognitive 

theory accounts of anxiety agree with the assumption that anxiety is a 

product of learning but they emphasise on the affected person’s 

interpretation of the events. Beck’s work has been particularly influential in 

the way anxiety is currently construed:

It is hypothesised that a precipitating event (or series of events) elicits 
or magnifies an underlying attitude of fear. These events may impinge 
on the patient’s specific vulnerabilities to elicit such danger-related 
ideation. Subsequently, the patient is overtly vigilant of danger. He 
scans internal and external stimuli for “dangerous” properties. When
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new situations with possibilities of unpleasant outcomes are 
encountered, they are construed as dangerous. That is, the patient 
magnifies the possibility and intensity of unpleasant outcomes in his 
cognition of the situation (Beck & Rush, 1985, p. 365).

It is maintained that anxiety reactions persist mainly as a result of the 

enduring maladaptive cognitions. Beck (1976) suggests that an individual 

suffering from an anxiety disorder systematically overestimates the danger 

inherent in a given situation, which, in turn, activates a set of physiological 

responses that prepare the body for escape or self-defence. Danger is 

thus exaggerated, with a bias to apprehend events as catastrophic and 

hypothetical threats are equated with actual ones. Since the perception of 

danger arises from false or excessive assumptions, the responses 

activated are inappropriate for the situation and they are interpreted as 

further sources of threat. Thus, cognitive distortions prevent normal 

affective or behavioural responses (Klein, 1994). This reaction results in a 

series of vicious circles which tend to maintain or exacerbate the person’s 

anxiety state. Hence, anxiety disorders are associated with viewing the 

world as dangerous and uncontrollable and viewing the self as helpless 

(Beck & Emery, 1985). Moreover, Beck, Laude and Bohnert (1974) 

reported that some of the negative cognitive errors, which were described 

in relation to depression - most notably catastrophising- are associated 

with anxiety disorders in adults.

In sum, a prominent feature of the cognitive theory of psychopathology is 

that emotional disturbances such as anxiety and depression are 

associated with distorted and maladaptive cognitions (Beck, 1976; Beck et 

al., 1979; Beck & Emery, 1985; Ellis, 1962).

2.4 Eval ua t io n  o f  Bec k ’s Cogn itive  Theo ry

Cognitive theory is based on the fundamental idea that the way people 

structure situations determines how they behave or feel (Beck, 1987).
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Salkovskis (1996) promoted and refined Beck’s ideas:

The fundamental idea is that emotions are experienced as a result of 
the way in which events are interpreted or appraised. It is the meaning 
of events that triggers emotions rather than the events themselves. The 
particular appraisal made will depend on the context in which an event 
occurs, the mood the person is in at the time it occurs, and the person’s 
past experiences. Particular types of emotions depend upon this 
specific interpretation. Effectively this means that the same event can 
evoke a different emotion in different people, or even different emotions 
in the same person on different occasions (Salkovskis, 1996, p. 48).

A central theme of Beck’s (1967, 1976) cognitive theory is the salience of 

maladaptive cognitive patterns, and in particular cognitive distortions as 

significant features in the development and maintenance of emotional 

disturbances, such as depression and anxiety. In particular, it is proposed 

that there exists a negative systematic bias in the cognitive processing of 

information that is critical in the symptomatology of the various 

psychological disorders (Beck & Weishaar, 1995). Thus, the theory 

suggests that individuals who are either depressed or anxious will make 

more negative information processing errors and that those individuals 

who tend to endorse more cognitive distortions should tend to experience 

more negative affect when encountering a negative situation (Beck, 1967, 

1976; Beck & Rush, 1985; Henriques & Leitenberg, 2002). It is also 

postulated that cognition may have causal priority over emotions and thus, 

may predispose and place one at risk for depression (Beck, 1967). For 

instance, Beck (1967) has promoted the notion that the depression-prone 

individual is a person who makes logical errors in interpreting reality. Beck 

and Weishaar (1995) explain further that “ ...an individual whose thinking 

selectively synthesises themes of loss or defeat is likely to be 

depressed...in anxiety there is a systematic shift toward selectively 

interpreting themes of danger...” (p. 230). Hence, according to Beck’s 

model (1967, 1976) and to other leading cognitive theories (Abramson, 

Metalsky, & Alloy, 1989; Abramson, Seligman, & Teasdale, 1979; Ellis, 

1962), dysfunctional thoughts and cognitive distortions tend to contribute 

to a number of common disorders (Beck, 1967, 1976, 1993; Kovacs & 

Beck, 1978).
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Over the past three decades, the cognitive distortion model elaborated by 

Beck (1967) has received considerable clinical and investigative attention 

and has generated extensive laboratory and clinical studies (see reviews 

by Beck, 1991, 1993). Many studies have reported significant relationships 

between measures of cognitive dysfunction and a wide array of 

psychological problems including depression (Cook & Peterson, 1986; 

Hyer, Jacobsen, & Harrington, 1985; Rohsenow & Smith, 1982; Van Den 

Bout, 1986; Vestre, 1984), anxiety (Butler & Mathews, 1983; Malouf, 

Schutte, & McClelland, 1992; Tobacyk & Downs, 1986; Vandervoort, 

Divers, & Madrid, 1999; Warren, Zgourides, & Jones, 1989; Zwemer & 

Deffenbacher, 1984), social phobia (Foa, Franklin, Perry, & Herbert, 

1996), agoraphobia (McNally & Foa, 1987), posttraumatic stress disorder 

(Warda & Bryant, 1998), low self-esteem (Nielsen, Horan, Keen, Peter, 

Ceperich, & Ostlund, 1996), anger (Rohsenow & Smith, 1982; Zwemer & 

Deffenbacher, 1984), poor problem-solving (Heppner, Reeder, & Larson, 

1983; Tobacyk & Milford, 1982), personality disorders (Beck et al., 2001) 

and even schizophrenia (Newmark & Whitt,1983). The presumption that 

dysfunctional cognitive processing plays a prominent role in the aetiology 

of these psychological problems is implicit in most of the reported 

correlations. However, it should be noted that the cross-sectional, 

correlational design of most of the above mentioned studies precluded 

causal interpretations.

On the other hand, Silverman and his colleagues (1984) conducted a 

longitudinal study of depressed patients to examine the relation between 

maladaptive attitudes, as measured by the Dysfunctional Attitude Scale 

(Weissman, 1979) and depression. Results indicated that maladaptive 

thinking was more prominent during depression and thus appeared to be a 

symptom or an effect of the depressed persons’ illness rather than a 

character trait (Silverman, Silverman, & Eardley, 1984). However, this 

finding should be treated with caution because it involved a rather small 

sample (N=35), and the decrease in the depressed patients’ dysfunctional
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thinking could be a consequence of the supportive psychotherapy which 

they received between assessments.

In an attempt to clarify the role of cognitive distortions in the aetiology and 

maintenance of dysphoric mood, Henriques and Leitenberg (2002) 

conducted an experimental analysis of the role of cognitive errors in the 

development of depressed affect following negative social feedback in a 

non-clinical population. Results indicated that negative cognitive errors 

significantly predicted a change in depressed mood following a negative 

event. Hence, it was demonstrated that individuals who tended to endorse 

more cognitive distortions experienced an increased depressed mood 

after receiving negative social feedback.

Generally, although doubts have been raised about the etiologic role 

hypothesised for cognitive variables in depression (Coyne & Gotllb, 1983), 

there is evidence from the literature that depressed individuals show 

greater pessimism, more negative thoughts, more dysfunctional attitudes, 

greater attributional biases and more cognitive distortions than do 

nondepressed individuals (Dobson & Breiter, 1983; Eaves & Rush, 1984; 

Hamilton & Abramson, 1983; Hollon, Kendall, & Lumry, 1986; Krantz & 

Hammen, 1979).

In an attempt to provide further empirical support for Beck’ s proposition of 

the impact of faulty cognitive processing (e.g., distortions) on behaviour 

and affect, a emerging body of research3 has focused specifically on the 

association between cognitive distortions (i.e., catastrophising, 

overgeneralisation, personalisation, and selective abstraction) and 

depression and anxiety disorders in adults. There is strong evidence for a 

significant positive relationship between cognitive errors and depression 

(Krantz & Hammen, 1979; Lefebvre, 1981; Smith et al., 1994), even

3 This increase is related to the development of specific measures of cognitive processes 
associated with affective distress (e.g., CEQ by Lefebvre, 1981; ASI by Seligman, 
Abramson, Semmel, & von Baeyer, 1979; CNCEQ by Leitenberg at al., 1986).
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though the theoretical basis and nature of this association has been 

questioned.

One of the earliest studies to measure cognitive bias was conducted by 

Krantz and Hammen (1979), who reported that depressed individuals 

endorse more depressed cognitive alternatives than non-depressed 

individuals. Lefebvre (1981), who developed the first cognitive error 

questionnaire that reliably measured specific cognitive distortions, showed 

that, compared with non-depressed patients with or without low back pain, 

all depressed patients endorsed significantly more strongly all cognitive 

errors. In another study, Smith and his associates (1994) found that 

depressed chronic pain and depressed non-pain patients reported 

significantly more cognitive distortion than did non-depressed pain patients 

and normal controls.

Similar results have been obtained with a wide range of anxiety disorders 

(Butler & Mathews, 1983; Foa et al., 1996; Muran & Motta, 1993; McNally 

& Foa, 1987; Warda & Bryant, 1998; Warren et al., 1989). More 

specifically, Butler and Mathews (1983) found that anxious patients 

endorsed cognitive distortion in that these patients interpreted ambiguous 

events as more threatening and estimated the probability of these events 

as more likely to happen to them than did non-psychiatric controls. 

McNally and Foa (1987) compared patients with untreated agoraphobia 

and those with agoraphobia treated with cognitive behaviour therapy and 

non-psychiatric controls. As expected, results indicated the presence of 

cognitive distortions in agoraphobic individuals. In particular, it was shown 

that patients with untreated agoraphobia exaggerated the probability and 

interpreted events related to physiological arousal as more threatening 

and dangerous. In another study, which compared anxiety disordered 

clients, clinic outpatients and controls, Warren and his associates (1989) 

reported evidence suggesting that cognitive factors and in particular 

catastrophic cognitions and irrational beliefs are associated with 

agoraphobic avoidance. Muran and Motta (1993) conducted a study, 

which compared the dysfunctional cognitions (including cognitive errors)
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found in a PTSD group, a clinical group (anxiety or depression) and a non- 

clinical group. Results revealed that individuals in the clinical group 

endorsed significantly more cognitive distortions and more irrational beliefs 

than individuals in the non-clinical group and in particular, the clinical 

group demonstrated more selective abstraction than the non-clinical 

group. However, in this study findings also indicated that although there 

was a strong positive relationship between dysfunctional cognitions and 

negative emotions, cognitions did not appear to be antecedents of 

emotional disturbance (Lewinsohn, Steinmetz, Larson, & Franklin, 1981).

Overall these studies have supported the proposition of Beck’s cognitive 

theory that cognitive variables play an important role in the development 

and maintenance of depression and anxiety disorders (Beck, 1967, 1976; 

Beck et al., 1974; Beck et al., 1979). In addition, these results offer strong 

support for the association of cognitive errors and although their precise 

role Is still ambiguous, they provide impetus for continued evaluation of 

cognitive distortions associated with depression and anxiety disorders in 

adults.

2.5 App lic at ion s  o f  Cognitive  Thera py

Cognitive therapy has been applied to a wide range of adult disorders 

including depression, anxiety, panic disorder, personality disorders, 

substance abuse (see review by Beck, 1993). As already mentioned, 

cognitive therapy has been one of the most extensively researched 

models of psychotherapy and outcome trials have demonstrated its 

efficacy in a number of common disorders (Beck, 1991; Beck, 1993; 

Dattilio, 2000; Robins & Hayes, 1993). Although cognitive therapy initially 

gained recognition for the treatment of depression (see review by Haaga, 

Dyck, & Ernst, 1991), extensive research has also been devoted to the 

study and treatment of anxiety disorders, as well as, recently to a wide 

variety of other disorders, including eating disorders, drug abuse, 

obsessive-compulsive disorder, schizophrenia, delusional disorders,
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bipolar disorder and various personality disorders (Beck, 1993; Leahy, 

2002). Beck (1991) has argued with regard to the application of cognitive 

therapy to the field of psychotherapy, “each disorder has its own specific 

cognitive conceptualisation and relevant strategies that are embraced 

under the general principles of cognitive therapy” (p. 368). The focus of 

the present study is on the application of cognitive therapy for depression 

and anxiety. Consequently these disorders alone are further elaborated in 

the following outcome literature.

Most of the earlier studies have been concerned with unipolar depression 

(e.g., Rush, Beck, Kovacs, & Hollon, 1977; Shaw, 1977). Dobson’s (1989) 

meta-analysis of 27 different studies of the treatment of depression 

showed that cognitive therapy was significantly more effective than other 

forms of therapies, including behaviour therapy, psychodynamic therapy, 

pharmacotherapy and other psychotherapies. However, Hollon, Shelton 

and Loosen (1991) have pointed out that some of these studies did not 

include a control group and that the pharmacotherapy in some studies 

may have actually been inadequate. Thus, it would be more appropriate to 

propose that cognitive therapy is at least equivalent to pharmacotherapy.

Since its initial development, cognitive therapy has been successfully 

applied to anxiety disorders, including generalised anxiety disorder and 

panic disorder (Beck, 1991, 1993). Findings from a number of studies 

have provided support for the efficacy of cognitive therapy in generalised 

anxiety disorder (Butler, Fennell, Robson, & Gelder, 1991; Lindsay, 

Gamsu, McLaughlin, Hood, & Elpsie, 1984; Power, Jerrom, Simpson, 

Mitchell, & Swanson, 1989; Power, Simpson, Swanson, Wallace, Feistner, 

& Sharp, 1990; Sanderson & Beck, 1990) and panic disorder (Sokol, Beck, 

Greenberg, Wright, & Berchick, 1989; Clark, 1997). In summary, a body of 

clinical and empirical data significantly support the efficacy of cognitive 

therapy to both depression and anxiety disorders, as well as to a variety of 

frequently occurring disorders (see review by Beck, 1993). Beck (1993) 

writes with regard to the value of the cognitive approach:
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I conclude that cognitive therapy has fulfilled the criteria of a system of 
psychotherapy by providing a coherent, testable theory of personality, 
psychopathology, and therapeutic change; a teachable, testable set of 
therapeutic principles, strategies and techniques that articulate with the 
theory; and a body of clinical and empirical data that support the theory 
and efficacy of the theory (p. 194).

The cognitive model, which was originally developed for psychotherapy 

with adult patients, has been extended to child and adolescent 

psychopathology (see Kendall, 1993). In adolescence, however, 

theoretical assumptions are complicated by developmental issues 

(Cicchetti, 2001). The transitional period of adolescence is discussed 

further, including biological, psychological, and social dimensions with 

specific focusing on the effect of developmental factors on the evolution of 

cognitive processes.
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CHAPTER 3
ADOLESCENT TO ADULT: THE TRANSITION PERIOD

In this chapter the focus is on the nature of adolescent development, and 

in particular, on the biological, cognitive, socioemotional and psychological 

processes. Our objectives are to provide some information about the many 

facets of development and to refer to theories that attempt to explain 

adolescent development. Jean Piaget’s theory of cognitive development is 

discussed at length due to the importance of cognitive components as the 

keystones to understanding much of adolescence and to its relevance to 

the present study. Finally, the psychological disorders of anxiety and 

depression during adolescence are briefly considered, together with some 

epidemiological aspects.

3.1 The na tur e o f  adolesc en t  develop ment

Adolescence as a stage in development is a period of great biological 

changes and emotional development together with social, psychological 

and intellectual transformations. The term adolescence comes from the 

Latin verb adolescere, which means “to grow up” or “to grow to maturity". 

By exploring the nature of adolescent development and the forces that 

shape it, a better insight into the developmental period bridging childhood 

and adult self-realisation can be gained.

Important aspects of adolescent development may be seen in the writings 

of some of the early philosophers and scientists who wrote about 

adolescents, even though their ideas were largely based on subjective
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opinion rather than on objective data. Plato (fourth century b .c .) 

emphasised the emergence of rational and logical thought during the 

years we now call adolescence, perhaps a precursor to Piaget’s view of 

adolescence as a time of increased cognitive competence. He believed 

that the change in thinking signalled the time to teach science and 

mathematics as opposed to music and art. Aristotle (fourth century b .c .), 

who called the years from 14 to 21 manhood, emphasised the 

adolescent's ability to make choices and recognised that this self- 

determination becomes a hallmark of maturity. Aristotle also

acknowledged adolescents’ egocentrism, noting that adolescents believe 

they know everything and are positive about it. Finally, G. Stanley Hall4 

(1904 as cited in Santrock, 2003) viewed adolescence as a turbulent 

period charged with conflict and mood swings and explained adolescent 

behaviour as reflecting the emotional difficulty of this stage of 

development.

Adolescence is the one developmental period that is formally known as a 

transition, specifically, between childhood and adulthood. Adolescent 

development is determined by biological, cognitive and socioemotional 

processes (see Santrock, 2003). Biological processes involve physical 

changes in an individual's body, cognitive processes involve changes in 

an individual’s thinking and intelligence and socioemotional processes 

refer to changes in an individual’s relationships with other people, 

emotions, personality, and social contexts. All these processes are 

intricately interwoven as the adolescent develops.

The onset of adolescence is signalled by two significant changes in 

physical development (Santrock, 2003). The first change refers to the 

growth spurt, that is, the rapid increase in height and weight that marks the 

beginning of adolescence. The second significant change refers to the 

attainment of reproductive capability. Puberty is defined as a period of

4 Historians label G. Stanley Hail (1844-1924) the father of the scientific study of 
adolescence. Hall’s ideas were first published in the two-volume set A d o le sce n ce  in 
1904.
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rapid physical maturation involving hormonal and bodily changes that take 

place primarily in early adolescence5. It is the point in life at which a 

person enters sexual maturity and progressively becomes physically 

capable of fathering or conceiving a child. Both these biological changes 

represent developmental markers signalling the onset of adolescence. 

Girls typically enter puberty earlier than boys at around 10 to 12 14 years 

of age. Boys typically begin their growth spurt by age 12 1/2  to 13. Hence, 

on average, the peak of the growth spurt that characterises pubertal 

change occurs 2 years earlier for girls than for boys. There is clear 

evidence that these boundaries are not absolute and there may be wide 

individual variations in the onset and progression of puberty, with recent 

developmental researchers supporting an even earlier onset for both girls 

and boys (i.e., 8-14 for girls, 10-16 for boys) (Santrock, 2003).

In a similar vein, it is difficult to ascribe an exact age range to 

adolescence, as both boundaries are dependent to individual variation as 

well as to socio-cultural factors6. Hence, adolescence is broadly defined as 

a time of transition between childhood and adulthood, acknowledging that 

the timing and pace of development will vary from individual to individual 

(Durkin, 1995). It is important to note that adolescence also is increasingly 

described by many developmentalists in terms of early and late periods 

(Santrock, 2003). Early adolescence refers to the developmental period 

that corresponds roughly to the middle school or junior high school years 

and includes most pubertal change (i.e., 10-15 years of age), whereas late 

adolescence corresponds roughly to the latter half of the second decade 

of life (i.e., 15-20 years of age).

Adolescence is a time when the child can acquire the cognitive, social, 

emotional and personal skills necessary to enter the adult world of the 

society. According to Coleman (1989) and Hamburg and Takashini (1989),

5 At the start of puberty, a combined neural and hormonal signal, sent to the 
hypothalamus causes the body to become more sensitive to certain hormones, resulting 
in increased physical growth and sexual development (Santrock, 2003).
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it is an especially important transition because, with the exception of 

infancy, biological changes occur more rapidly than at any other point in 

the life span. As a result of these biological changes, others’ expectations 

for the individual’s behaviour change and the individual’s views of the self 

change. Moreover, the biological changes themselves (e.g., hormonal 

balances) may exert an almost direct influence on behaviour, resulting in 

mood fluctuations and other psychological states (Petersen, 1988). 

Therefore, the biological changes that occur in adolescence influence 

psychological, social and personal development (Brooks-Gunn & Paikoff, 

1992; Durkin, 1995).

Adolescence also evolves within a social and cultural context and, 

therefore, the society in which the adolescent grows up has a very 

significant impact on individual development. The nature of the social 

structure defines what is expected of adolescents and in a way, the tasks 

of adolescence (Havighurst, 1951). According to the developmental theory 

of Havighurst (1951), there are a number of developmental tasks that 

adolescents have to overcome. Examples of the developmental tasks with 

respect to adolescence, include accepting one’s physical makeup and 

achieving a masculine or feminine sex role; establishing appropriate 

relationships with peers; acquiring emotional independence of parents; 

developing cognitive skills important for social competence and achieving 

socially responsible behaviour; selecting and preparing for an occupation. 

Successful achievement of these tasks produces a well-adjusted 

individual, who should be competent and capable of dealing with future 

levels of development, whereas failure to acquire these developmental 

skills can often result in maladjustment and increased anxiety. Similarly, 

the nature of the transition depends on the natures of childhood and 

adulthood, which vary across cultures (Rogoff, 1990). As culture changes, 

the nature of adolescence will change. For example, industrialisation and 

mandated public education in most of the Western societies are two of the 6

6 Santrock (2003) acknowledges that in most cultures, adolescence begins at 
approximately 10 to 13 years of age and ends between the age of 18 and 22 for most 
Individuals.
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several factors that have influenced the type of adolescence. Furthermore, 

in many Western societies, adolescence has been extended into the early 

adulthood years (i.e., post-adolescence) as a result of the continuing 

university education (Santrock, 2003). More than any other developmental 

stage, adolescence is socially and culturally determined, which is reflected 

In the postulation that it constitutes a soclo-cultural construct (Zillkis, 

2003).

As mentioned previously, adolescent development is determined not only 

by biological processes but also by cognitive and socioemotional 

processes (see Santrock, 2003). Cognitive processes refer to changes in 

a person’s thinking and socioemotional processes refer to changes in 

one’s relationships with others, emotions, personality, and social contexts. 

Hence, a number of qualitative changes occur during the adolescent 

years, such as significant changes in cognition, peer relations, moral 

thinking, self-concept and decision-making. The study of adolescence 

development is, thus, critical to understanding development during the 

adult years since these qualitative changes are viewed as significant 

indicators of adulthood (Coleman, 1989; Hamburg & Takashini, 1989).

It is evident that to understand the nature of the developmental changes 

that occur in adolescence, it is necessary to study the biological, cognitive, 

psychological, social and cultural factors that Influence it. There is a 

diversity of theories that attempt to explain the complex and multifaceted 

subject of adolescent development. However, the intention here is not to 

explore all aspects of adolescent development, but rather to gain some 

understanding on the various important influences on adolescence, that 

appear to directly bear on the adolescent's way of thinking. 

Psychodynamic theories of adolescent development, which focus on 

personality development in general and Identity issues in particular and 

Piaget’s cognitive-developmental theory, which attempts to answer some 

important questions on the evolution of thinking patterns are of particular 

relevance to the present study. For example, how is a child’s thinking 

different from that of an adolescent? What does adolescents’ thinking look
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like? Finally, is adolescence a particularly sensitive period, which could 

justify the establishment of faulty reasoning patterns which may then make 

individuals vulnerable to cognitive errors?

3.2 Theo ries  o f  Ado lescence

3.2.1 Psychodynamic Theories

Freud’s psychosexual theory (1905) specifies that three components of 

personality -  the id, ego and superego -  develop and gradually become 

integrated in a series of five psychosexual stages (i.e., oral, anal, phallic, 

latency and genital). The period of adolescence corresponds to Freud’s 

fifth and final stage of psychosexual development, the genital stage (age 

12 onward). During the genital stage, puberty triggers a reawakening of 

sexual urges and of oedipal feelings, which threaten to cause damage to 

the established defences. Although Freud referred to the general tasks of 

adolescence, the greater one being the individual’s endeavour of 

independence, it was his daughter, Anna Freud (1948), who made many 

of the first contributions to the psychoanalytic study of adolescence.

According to Anna Freud’s view (1948), adolescents experience a 

recurrence of oedipal feelings and conflicts (due to the increase of 

sexuality which is due to the biological changes that occur at this time), 

which once again must be resolved but with the difference now that the 

resolution is through attraction to opposite-sex peers. Both Anna Freud 

(1948) and Peter Bios (1962) acknowledge that defense mechanisms 

provide considerable insight into adolescent development, since the 

upsurge of sexuality that adolescents experience produces stress and 

anxiety, which, in turn, must be defended against. According to Anna 

Freud, the most important defence mechanisms for understanding 

adolescent behaviour are asceticism and intellectualization. The former 

refers to efforts to reject all physical pleasure, whereas the latter refers to
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attempts to transfer the issues of sex and aggression onto an abstract, 

intellectual level as a way to deal with painful personal conflicts.

Although a detailed discussion of psychodynamic theories of adolescence 

is inappropriate here, it is worth noting Blos’s view of adolescence. Bios

(1962) concentrated on adolescence as adjustment to sexual and 

biological maturation and proposed that it occurs in a series of stages, with 

each stage having a unique emphasis. Thus, he divided adolescence into 

the preadolescent stage, in which there is a quantitative increase in drive; 

early adolescent stage, which starts with puberty and there is an emphasis 

on same-sex friendships and on attitudes and values that are exactly the 

opposite of those of the parents; adolescent stage, in which the major 

focus is on intimate relationships and on the self; late adolescent stage, 

with an emphasis on identity and self-esteem issues; and finally the post-

adolescent stage, which includes entrance into the adulthood roles of 

marriage and parenthood.

Finally, Erikson’s (1963, 1968) psychosocial theory revises and extends 

Freud’s theory by placing less emphasis on the sex instinct and more 

emphasis on important social and cultural determinants of human 

development. According to Erikson, at each stage of life, people must 

cope with social realities in order to adapt successfully to their 

environments and to display a normal pattern of development. Erikson

(1963) asserts that individuals face eight major crises or conflicts during 

their life span. Each conflict emerges at a distinct time dictated by both 

biological maturation and social demands and it must be resolved 

successfully in order to prepare for a satisfactory resolution of the next life 

crisis. Identity versus identity confusion is Erikson’s fifth developmental 

stage, which individuals experience during the adolescent years. At this 

time adolescents are faced with finding out who they are, what they are all 

about, and where they are going in life. They must establish basic social 

and occupational identities, or they will remain confused about the roles 

they should play as adults. Therefore, the construction of a clear and 

stable sense of identity is the focal task of adolescence. The adolescent
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has to meet crisis-like situations in which choices have to be made in 

order to resolve the identity issue and to defeat identity diffusion. Although 

Erikson's theory has captured many of the central issues of life, it has 

been criticised for being vague about the causes of development.

This brief presentation of these psychodynamic theories of adolescence is 

intended to point out aspects of personality development in general and 

identity issues in particular. They all, to a degree, are historical in nature, 

that is, adolescents’ behaviour can be explained through reference to early 

experiences. In this perspective, psychoanalytically oriented authors 

consider the latency period, preceding adolescence and characterised by 

the strengthening of the ego and the defense mechanisms, as a 

prerequisite for a successful adolescent passage (Bios, 1962; Zilikis, 

2003). These theories also stress the value of unconscious thoughts and 

consider adolescence as a period of adjustment guiding the individual into 

adulthood roles and responsibilities. On the other hand, cognitive- 

developmental theories place great emphasis on adolescents’ conscious 

thoughts and on the potential importance of cognitive components in the 

understanding of adolescent development. Piaget’s cognitive- 

developmental theory is discussed next by describing its basic nature and 

the cognitive processes involved, as well as, the cognitive stages, 

concentrating on the concrete operational and formal operational periods 

of cognitive development, which span the adolescent years.

3.2.2 Piaget’s Cognitive-Developmental Theory

Jean Piaget (1896-1980) created a detailed theoretical model that guided 

and continues to guide much cognitive-developmental research. Piaget 

viewed human cognition as a specific form of biological adaptation of a 

complex organism to a complex environment (Flavell, 1963). His model 

provides a valuable general conception of how children’s cognitive 

systems might interact with their external environments, as well as, how
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their cognitive systems gradually evolve with maturation and experience 

(Piaget, 1952, 1970).

In Piaget’s (1970) theory, the cognitive system actively selects and 

interprets environmental information as it constructs its own knowledge. 

According to Flavell (1963), the Piagetian mind builds its knowledge 

structures by taking external data and interpreting them, transforming 

them, and reorganising them. Knowledge, thus, arises through an 

individual's actions on objects. Piaget (1972) provided understanding of 

cognitive development through the mechanism of equilibration, by which 

children balance assimilation and accommodation in understanding new 

concepts. Equilibration is the central construct in Piaget’s theory (1970, 

1971, 1985), and enables a child to progress through levels of knowing or 

of mental organisation, broadly those of infancy (based on action), 

childhood (based on representational thought), and adolescence (based 

on formal understanding). Assimilation refers to the process of adapting 

external stimuli to one’s own internal mental structures, whereas 

accommodation refers to the converse or complementary process of 

adapting these mental structures to the structure of the same stimuli 

(Flavell, 1963). In other words, assimilation essentially means applying 

what one already knows, whereas accommodation roughly means 

adjusting one’s knowledge in response to the special characteristics of an 

object or event. Through the assimilation and accommodation 

mechanisms the individual forms schemas, or cognitive structures, which 

are in continual states of change. These changes define the level of 

cognitive development of the individual. Moreover, changes in cognitive 

structures reflect qualitative differences in the modes of thinking, and it is 

these differences that define stages or periods of development (Flavell, 

1963, 1977; Kessen, 1970; Wohlwill, 1970). Piaget (1970) supported that 

the stages of cognitive development are not genetically determined, and 

that they simply represent increasingly comprehensive ways of thinking. 

Children are constantly exploring, manipulating and trying to make sense 

out of the environment, and in this process they actively construct new and 

more elaborate structures for dealing with it (Kohlberg, 1968).
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Development, then, is an active construction process, in which individuals, 

through their own activities, build increasingly differentiated and 

comprehensive cognitive structures.

Piaget’s theory (1952) postulates four general periods or stages of 

cognitive development. Before briefly outlining the basic characteristics of 

each developmental stage, it is worth noting two important theoretical 

points. First, Piaget believed that children pass through the stages at 

different rates, and he therefore attached little importance to the ages 

associated with them (Flavell, 1963). Age is not a good representation of 

stage (Kessen, 1970; Wohlwill, 1970) as individuals progress through 

various stages of development at different rates. This basically means that 

one might find two individuals of the same chronological age whose 

competencies reflect different structural development (stages). Second, 

Piaget maintained that children move through the stages in an invariant 

sequence. This implies that all individuals progress through the same 

sequence of stages in the same order (Flavell, 1963).

Piaget's theoretical model (1952) of cognitive development consists of the 

following four stages:

Period I. The s e n s o rim o to r p e rio d  (b irth  to tw o years ).

Infants understand the world by overtly acting on it. Their motor actions 

reflect sensorimotor schemes-generalised action patterns for 

understanding the world, such as a sucking scheme. Schemes gradually 

become more differentiated and integrated, and at the end of the period 

infants can form mental representations of reality.

Period II. The p re o p e ra tio n a l p e rio d  (tw o to seven  years ).

Children can use representations (mental images, drawings, words, 

gestures) rather than just motor actions to think about objects and events. 

Thinking now is faster, more flexible and efficient, and more socially 

shared. Thinking is limited by egocentrism, a focus on perceptual states, 

reliance on appearances rather than underlying realities, and rigidity (lack
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of reversibility). The preoperational period is conceived as a period of 

preparation for concrete operations.

Period III. The c o n cre te  o p era tio n a l p e r io d  (seven  to 11 years ).

Children acquire operations-systems of internal mental actions that 

underlie logical thinking. These reversible, organised operations allow 

children to overcome the limitations of preoperational thought. 

Conservation, class-inclusion, perspective taking, and other concepts are 

acquired. Operations can be applied only to concrete objects-present or 

mentally represented.

Period IV. The fo rm a l o p era tio n a l p e rio d  (11 to adu lthood).

Mental operations can be applied to the possible and hypothetical as well 

as the real, the future, and the present, and to purely verbal or logical 

statements. Adolescents acquire scientific thinking, with its hypothetico- 

deductive reasoning, and logical reasoning with its interpropositional 

reasoning. They can understand highly abstract concepts.

Although the above age norms are only rough indicators of developmental 

level, it is postulated that the periods of concrete and formal operational 

thinking span the late childhood and adolescent years of development. 

Operational thinking, the use of logical thought processes, is epitomised 

by an integral cognitive system by which the individual organises and 

cognitively manipulates the world around him or her. Operations are 

defined as mental actions, which are applied first to concrete, present 

objects and events and later to mental operations themselves, the 

thoughts about thoughts of formal operations (Piaget & Inhelder, 1966). 

There are, thus, two stages of operational thinking: concrete and formal. 

As mentioned previously, the former covers the later childhood and pre-

adolescent years and the latter the adolescent years.

According to Piaget (1964), during the concrete-operational period, 

children develop logical thought processes (logical operations), that can 

be applied to concrete problems. Concrete refers to problems that are tied
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to reality. In other words, children can think logically and systematically in 

terms of “mental actions”, as long as they refer to tangible objects that can 

be subjected to real activity. Their thinking is attached to the reality of the 

here and now, as personally experienced and have difficulty dealing with 

hypothetical situations, that is about the possible as well as the real. 

Moreover, children at the concrete operational level are unable to deal 

with problems with more than two dimensions (Elkind, 1968). Although 

children’s thinking makes significant advances during the concrete 

operational period, their thinking is still limited because of their inability for 

abstract reasoning. In other words, children are not yet competent to think 

in the abstract and to think of hypothetical situations with several 

dimensions.

The period of formal operations is characterised by the ability to use both 

abstract and concrete thinking skills (Inhelder & Piaget, 1958). Formal 

understanding is defined as the construction of abstract objects whose 

contextualisation is not restricted to the actual world which is merely one 

part of reality (Piaget, 1970). Adolescents are capable for abstract 

reasoning, and can order their thoughts in their minds alone (Piaget, 

1964). Formal operational thought enables the adolescent to 

conceptualize all of the possible combinations in a system, which, in turn, 

allows him or her to construct contrary-to-fact hypotheses and to reason 

about such propositions “as if” they were true (Inhelder & Piaget, 1958; 

Elkind, 1967).

Inhelder and Piaget (1958) have pointed out the critical features of formal 

operations. These refer to the individual’s ability to deal with the possible 

and hypothetical, as well as, the real, to reason with respect to 

hypothetical possibilities, acknowledging that many factors might influence 

a particular situation and to acquire scientific thinking, with its hypothetico- 

deductive reasoning. Piaget attempts to explain the logical thinking 

abilities of the adolescent by relying on concepts from formal logic theory 

(Flavell, 1963; Inhelder & Piaget, 1958). Hypothetico-deductive reasoning 

was used as a term by Piaget to reflect the fact that formal operations
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allow adolescents to conceive of different propositions about the same set 

of factors and to work out means of testing them to achieve a resolution. 

Formal-operational thinkers, for example, can test the effects of varying a 

factor while holding other factors constant keeping track of the different 

manipulations and possibilities. They can contemplate the range of 

possible combinations, formulate hypotheses, and test them sequentially 

(see Inhelder & Piaget, 1958). They are able to formulate abstract 

hypotheses about possible outcomes.

In sum, considering that formal operational thinking is content-free, that is, 

it is a way of thinking about any given concern, it represents a way of 

perceiving all aspects of the world. It influences adolescents’ perception 

and evaluation of all that happens to and around them. Adolescence is, 

therefore, a time during which cognitive functioning reaches a peak in the 

sense of becoming competent in abstract thinking ability7. Furthermore, it 

is characterised by a qualitative change in cognitive development, which 

relates to the way in which the individual perceives both the self and the 

social environment (Kohlberg, 1969).

The implications of Piaget’s theory on the relationship between cognitive 

structures that are distinct at a specific level of development, and the 

dynamics of personality peculiar to that particular stage are examined in 

more detail below.

3.3 Impl icat ion s  o f  Pia g et ’s theory  f o r  a do l es ce nt  dev elopment

Piaget's cognitive-developmental theory has a number of implications for 

understanding all aspects of adolescent development. Elkind (1967) 

acknowledges that cognitive development and in particular, formal

7 Piaget (1950) maintained that at each period there is a general correspondence 
between scientific and social thinking. For example, this is reflected in the observation of 
concrete-operational thinkers, who are able to consider two aspects of a problem 
simultaneously, and in their social interactions, they consider both their own and others’ 
perspective.
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operational thinking can provide insights with respect to the personality 

characteristics of adolescence. Firstly, the change from concrete to formal 

operational thinking results in the adolescent viewing the social world in 

new and different ways that were not previously possible. As adolescents 

become capable of formal operational thinking, their cognitive abilities, as 

well as, their views about the external world change. They can deal with 

many aspects of the world more profoundly and have now access to more 

abstract ideas and principles. In contrast to children at the concrete- 

operational level, who are bound to the here and now, adolescents begin 

to think about their futures and the nature of the society they will enter. For 

the first time adolescents become adept at generating ideas about the 

world as it could be. It becomes clear that adolescents’ formal operational 

thinking is characterised by possibilities and an ideal view of the world. In 

other words, adolescents begin to consider ideal qualities they desire in 

themselves, others and the world and they often compare themselves and 

others in regard to such ideal standards.

Secondly, as cognitive changes allow new conceptualisations of the self, 

adolescents are capable of not only asking, but also of coming up with 

vital answers to such abstract questions as “Who am I?” and forming a 

stable identity. Erikson (1963) theorised that the major developmental 

difficulty that adolescents face is establishing a firm and coherent sense of 

who they are. Erikson’s term of identity crisis reflects adolescents’ 

uncertainty and confusion about their present and future roles in life. 

Cognitive development appears to strongly influence identity achievement. 

Adolescent self-descriptions become more abstract and adolescents 

appear able to describe the self in more substantive ways than children 

(Montemayor & Eisen, 1977). On the other hand, adolescents are also 

realising that they may use different selves in different situations, which 

initially may puzzle them. Harter and Monsour (1992) investigated the 

oppositional attributes reported by 13-, 15-, and 17-year-olds and whether 

they felt confused by these inconsistencies in their self-portraits. Results 

indicated that 13-year-olds reported few inconsistencies while 15-year- 

olds listed many inconsistencies in their self-portraits and were often
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confused about them and concerned about finding their “real self”. In 

contrast, 17-year-old adolescents appeared to have a more coherent view 

of themselves and were not bothered by oppositional attributes, which 

they had integrated into a higher-order. Thus, formal operations may pave 

the way for comparing abstract traits and for ultimately integrating them 

into a coherent self-concept. Consequently, adolescents who have 

achieved a consolidation of formal operational thought appear more likely 

to raise and resolve identity issues than peers who are less cognitively 

mature.

Finally, the role of formal operations in the adolescent’s social life is also 

reflected in adolescent egocentrism. Elkind (1967) postulated that 

adolescent egocentrism, which is defined as the tendency to view the 

world from one’s own perspective while failing to separate one’s thoughts 

from the thoughts of others, is brought about by early formal operational 

thought. According to Elkind (1967), “one consequence of adolescent 

egocentrism is that, In actual or impending social situations, the young 

person anticipates the reactions of other people to himself. These 

anticipations, however, are based on the premise that others are as 

admiring or as critical of him as he is of himself” (p. 1030). Adolescent 

egocentrism, thus, refers to the heightened self-consciousness of 

adolescents and to the attribution of unlimited power to their own thoughts, 

without attempting to test them out in reality. Subsequently, during early 

adolescence, when social perception becomes again egocentric, 

adolescents may be somewhat more likely to endorse cognitive errors in 

their thinking. For instance, younger adolescents may be more likely to 

blame themselves for bad outcomes (personalisation). Adolescent 

egocentrism tends to decline by approximately the age of 15 or older, 

when formal operational thought becomes firmly established. More 

specifically, it is overcome as the young person starts gradually to 

differentiate between his own preoccupations and the thoughts of other 

people due to the conflict among the reactions that he expects and those 

that actually occur (Elkind, 1967).
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It is crucial to note that there is evidence of considerable individual 

variation in the development of formal operational thought (Neimark, 

1982). Piaget (1972) himself revised his theory and suggested that formal 

operations are not completely achieved until later in adolescence, between 

approximately 15 and 20 years of age. Broughton (1983) proposed a 

division of formal operational period into an early and late sub-period. 

According to this perspective, although early formal operational thought 

enables adolescents to think in hypothetical ways, which produces 

unconstrained thoughts with unlimited possibilities, abstract thinking is still 

cumbersome. This type of thought submerges reality, as the world is 

perceived too subjectively and idealistically. During late formal operational 

thought, which is expected to appear during the middle adolescent years, 

the difficulty is overcome and adolescents check out their reasoning 

against experience and accommodate to the cognitive development that 

has occurred. If we accept the division of formal operational thinking into 

two sub-periods, we may assume that the younger adolescents will be 

more prone to cognitive distortions than older adolescents. This 

hypothesis is based on the assumption that during early formal operations 

(i.e., from 11 to 15 years), young adolescents still have difficulty with 

abstract thinking and may stubbornly cling to ideas that already have been 

discounted, a possible characteristic of adolescent egocentrism. On the 

other hand, late formal operational thought, which is postulated to emerge 

during the middle of adolescent years, makes older adolescents’ thought 

processes more flexible, realistic and applicable to a range of novel 

situations. It is therefore hypothesised in the present study that older 

adolescents will be less vulnerable to cognitive errors.

Piaget created a detailed theoretical model that guided and continues to 

guide much cognitive developmental research. However, there are many 

criticisms of Piaget’s theory. Although Piaget seems to have adequately 

described general sequences of intellectual development, his tendency to 

infer underlying competencies from intellectual performances often led him 

to underestimate children’s cognitive capabilities. Some investigators have 

challenged Piaget’s assumption that development occurs in stages
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(Flavell, 1977; Gelman & Baillargeon, 1983), and others have criticised his 

theory for underestimating social and cultural influences on intellectual 

development (Rogoff, 1990). Furthermore, a number of psychologists 

have reported findings which demonstrate that a large proportion of 

adolescents and most adults do not regularly demonstrate the highest 

stage of formal operational thinking on Piaget's standard tasks (Neimark, 

1975; Kuhn, Langer, Kohlberg, & Haan, 1977). Flowever, these findings do 

not necessarily challenge Piaget’s theory since there is no theoretical 

reason why all individuals should reach his highest stage. Piaget (1972) 

conceded that most people acquire some level of formal operational 

thinking, but this is evident primarily in their areas of strongest interest or 

ability.

3.4 Depres sion  and  anx ie ty  dur ing  ado lescence

Adolescence is a period of transformation and change in many spheres of 

development. The changes in biological, cognitive, psychological and 

social development, as well as, the changes in parent and peer 

relationships produce a degree of stress on the adolescent. Adjusting and 

coping with these developmental challenges can sometimes be a struggle 

for adolescents (Weisz & Flawley, 2002). Although most adolescents are 

able to cope with the stressful events related to adolescence, some face 

great degrees of difficulty which may lead to behavioural and emotional 

disorders.

Results from epidemiological studies report that depression and anxiety 

disorders represent two of the most prevalent mental health problems in 

adolescents (Graham, 1993; Lewinsohn, Flops, Roberts, Seeley, & 

Andrews, 1993; Madianos, 1997). Summary reviews of epidemiology 

findings show higher psychopathology rates for adolescent samples 

compared to those of child samples (Dopheide, 2006; Flarrington, 1994; 

Roberts, Attkinson, & Rosenblatt, 1998). By and large, depressive 

symptoms and disorders increase sharply in adolescence, particularly in
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girls, with prevalence rates among girls doubling those for boys (Angold, 

Costello, & Erkanli, 1999; Costello, Mustillo, & Erkanli, 2003; Dopheide, 

2006; Graham, 1993; Harrington, 1994; Kazdin, 1993; Madianos, 

Madianou, & Stefanis, 1993). According to Harrington (1994), the 

increased frequency of depression in female adolescents may be possibly 

explained by “an increase in risk factors (e.g. hormonal changes, genetic 

factors, increased adverse life events), a decline in protective factors (e.g. 

loss of social support, changes in the ability to experience depressive 

cognitions) and measurement artefacts” (p. 332).

In adolescence, both anxious and depressive symptoms appear to be 

rather common and persistent, and they are also found to be highly 

interrelated (Ollendick, & Yule, 1990; Ollendick, Yule, & Ollier, 1991). With 

reference to depression, it has been estimated that about 5-10 % of 

adolescents may at some point show symptoms of primary depression, 

including depressed mood, reduced interest or pleasure, fatigue or loss of 

energy, problems in thinking, lack of concentration, crying spells and 

suicidal thoughts (Costello et al., 2003; Weiner, 1980). It has been 

theorised that during adolescence there are some other symptoms of 

depression such as extreme fatigue, extreme preoccupation with physical 

development, and alienation from others (Dopheide, 2006; Weiner, 1980). 

The reasons for this may be related to the specific developmental tasks 

faced by adolescents, such as accepting one’s physical makeup, 

establishing appropriate relationships with peers, developing cognitive 

skills important for social competence and achieving socially responsible 

behaviour (Havighurst, 1951).

Of note is that depressive disorders are rather difficult to diagnose in 

adolescents, due to the fact that they often show mood swings, ruminate 

in introspective ways, express boredom with life and indicate a sense of 

hopelessness (Angold, 1988). It is a possibility that some of these 

behaviours might simply be normal transitory phenomena, which reflect 

normal adolescent behaviours and thoughts rather than dysfunctional 

personality traits (Santrock, 2003). For instance, during puberty
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adolescents are faced with the developmental task of integrating distinct 

components of identity to achieve a balance between self definition and 

the role expectation by their family and society (Erikson, 1963). More 

specifically, adolescents around the age of 14, feel divided into different 

selves (Harter, 1983), which results in a loss of familiarity with both the 

environment and the self and produces feelings of identity diffusion 

(Rosenberg, 1987). Noonan (1983) nicely parallels the active and 

emotionally energetic process of mourning to the adolescent transition 

since both can be viewed as attempts to achieve a sense of personal 

continuity out of the confusion of drastic disruption. However, reasonable 

caution is required in defining what is “normal” as it can be rather broad 

and inclusive. Kendall (1993) argues that adolescence is a period filled 

with opportunities for a diversity of thoughts, feelings and actions, which 

may be defined as abnormal only when they are maladaptive for the 

individual or interfering or destructive for others.

On the other hand, anxiety is considered to be a normal and adaptive 

response to a wide range of situations, but it is thought to be maladaptive 

when it is excessive, occurring often and with great severity and disrupts 

the individual’s life (Herbert, 1994; Kendall & Lochman, 1994; Klein, 1994). 

Anxiety states in adolescence have many similarities to those seen in 

childhood, with some important differences8 (Graham, 1993). Anxiety 

adolescent states are more likely to include social anxiety, free-fioating 

anxiety (i.e., a general sense of mental unease without being attached to a 

particular object or situation), existential anxiety (i.e., an acute sense of 

uncertainty about personal identity and an unusual distress for the reality 

of his or her own personal existence, and about the meaning of life) and 

hypochondriasis (i.e., unusual worry over bodily health and over personal 

appearance) (Graham, 1993; Klein, 1994).

8 According to Klein (1994), Piaget’s theory of cognitive development has been invoked 
as explanatory of the reported age-related differences in anxiety states. As cognitive 
development proceeds, anxiety-provoking situations appear to change from 
undifferentiated to specific, on to abstract sources.
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The aetiology and occurrence of emotional disturbances in adolescence is 

beyond the scope of this discussion. However, clinicians and researchers 

explain depression and anxiety as resulting from an interaction between 

many different factors, including biological, environmental, psychosocial 

and cognitive variables (Graham, 1993; Weisz & Hawley, 2002). With 

reference to cognitive models of anxiety and depressive disorders, 

dysfunctional cognitive processing, and particularly cognitive distortion, is 

associated with various forms of psychopathology in children and 

adolescents (Kendall, 1993; Kendall & Lochman, 1994). According to Klein 

(1994), “...cognitive distortions prevent normal affective or behavioural 

responses. Ensuing dysfunction causes inaccurate and relatively rigid 

schema that, in turn, induce a variety of symptoms..." (p. 352). The nature 

of cognitive dysfunction in anxious youth includes thoughts of being 

scared or hurt, self-critical thoughts, thoughts of excessive danger and 

social and evaluation fears (Barrios & Hartmann, 1988; Kendall, 1993), 

while depressed adolescents have been found to exhibit distortions in 

attributions, self-evaluation, and perception of past and present events 

(Curry & Craighead, 1990). Growing evidence has also emerged linking 

distorted thinking to anxiety and depression in adolescents (see Chapter 4 

for a review of relevant studies). Therefore, an overriding goal of the 

present study was to examine the linkages between negative cognitive 

errors and self-reported anxious and depressive symptoms in a general 

population sample of Greek adolescents, including an estimate of the 

prevalence and incidence of anxiety and depression in adolescence.

In sum, depression and anxiety disorders are significant problems among 

adolescents, being neither uncommon nor necessarily harmless. Thus, 

clinicians and researchers are faced with the major task of how to best 

intervene to reduce the cognitive, behavioural and emotional difficulties in 

adolescence that are associated with emotional disturbance and 

psychopathology.
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CHAPTER 4
COGNITIVE ERRORS IN ADOLESCENCE: RELATED LITERATURE

4.1 Ove r v iew

The basic premise of cognitive models of emotional disturbances, such as 

anxiety and depression, is the idea that it is not events per se but rather 

individuals’ expectations and interpretations of events, which are 

accountable for the formation of negative emotions (Beck, 1976; Beck et 

al., 1979; Beck & Emery, 1985; Ellis, 1962). Thus, initially depression and 

later anxiety disorders have been associated with faulty or negative ways 

of thinking, in response to ambiguous or negative life experiences (Beck et 

al., 1979). The patterns of faulty or negative thinking that characterise 

these emotional disturbances have been referred to as “cognitive errors” 

(Beck et al., 1979). Major types of cognitive distortions include 

catastrophising (i.e., anticipating the worst possible scenario),

overgeneralisation (i.e., taking one single incident as representative of all 

others), personalisation (i.e., attributing to oneself excessive, unfounded 

responsibility for external events) and selective abstraction (i.e., forming 

conclusions based on an isolated detail of an event).

Negative life events and stressful experiences over the course of 

development may also have a significant impact on the cognitive 

processing in childhood and adolescence, particularly if these experiences 

are pervasive and severe (Abramson et al., 1978; Abramson et al., 1989; 

Cole & Turner, 1993). Chronically aversive life circumstances, (e.g., 

abuse, poverty, parental discord) or traumatic life events (e.g., parental 

loss, physical assault) are likely to influence adolescents’ sense of 

themselves, their world and their future and can provide the foundation for
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the formulation of negative beliefs, increasing the risk of a wide range of 

emotional and behavioural difficulties (Garber & Flynn, 2001; Spence, 

Sheffield, & Donovan, 2002). Thus, adolescents who have experienced 

negative life stress recently may have a more negative view of their world, 

based on their real-life experiences. According to cognitive models (e.g., 

Beck, 1972; Abramson et al., 1978), dysfunctional schemas reside in 

almost latent form within depression-prone individuals, which may then be 

activated by later negative life events. For instance, in a 5-year 

longitudinal study of children, Nolen-Hoeksema et al. (1992) found that 

children who had experienced stressful life events had a more negative 

view of themselves, the world, and the future.

Over the past two decades, Beck's theory has prompted research for 

investigating the association between forms of cognitive distortions and 

psychopathology. Although the majority of the studies have been 

conducted with adults9, empirical investigations of cognitive distortions and 

psychological disturbances with children and adolescents in both 

community (Cole & Turner, 1993; Leitenberg et al., 1986; Leung & Wong, 

1998; Stewart et al., 2004) and clinic samples (Kempton et al., 1994; 

Terns et al., 1993; Thurber et al., 1990; Weems et al., 2001 )10 have 

recently increased. The aforementioned studies generally have been 

consistent with adult studies and appear to support the association 

between negative cognitive errors and anxious and depressive symptoms 

in children and adolescents. Although the theoretical basis and nature of 

this association over time remains to be answered (Coyne & Gotlib, 1983), 

such findings have extended applications of cognitive therapy with children 

and adolescents (Kendall, 1993; Kendall & Lochman, 1994).

9 See discussion and review of relevant studies in Chapter 2.
10 The aforementioned studies have all assessed cognitive errors via the Children’s 
Negative Cognitive Error Questionnaire (CNCEQ; Leitenberg et al., 1986) (see Chapter 5 
for a detailed description of the development and psychometrics of the CNCEQ), which is 
a downscaled version of the adult Cognitive Error Questionnaire (CEQ; Lefebvre, 1981). 
Leitenberg, Yost and Carroll-Wilson (1986) developed the CNCEQ in accordance to 
cognitive theory in that items of the CNCEQ reflect the four cognitive errors.
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However, the work to date has not thoroughly considered four important 

issues. First, as far as the author is aware, no studies on negative 

cognitive errors and anxious and depressive symptoms in Greek 

populations have appeared in the international literature. It is a possibility 

that culture may influence the frequency of cognitive processing distortions 

and may also play a role in differences in exhibition of anxious and 

depressive symptoms in different groups. A primary purpose of this 

research study was to investigate Beck et al.’s (1979) set of cognitive 

errors in Greek adolescents in a way similar to that which has been used 

to examine these errors in children (Leitenberg et al., 1986) and adults 

(Lefebvre, 1981). Thus, the first question of concern in the present study 

was to determine the extent to which these negative cognitive errors were 

endorsed by adolescents from 12 to 18 years old from a relatively large 

community sample. In addition, were certain cognitive errors endorsed 

more frequently than others and how is this affected by the context (i.e., 

social vs. athletic vs. academic) in which these errors were endorsed?

Second, some evidence, although not conclusive, has emerged 

suggesting that negative cognitions predict both depressive symptoms 

(Nolen-Hoeksema, Girgus, & Seligman, 1986; Nolen-Hoeksema et al., 

1992; Stewart et al., 2004) and anxious symptoms (Weems et al., 2001) in 

children and adolescents. Thus, the second question of concern in this 

study was to determine whether negative cognitive errors were associated 

with subsequent increases in signs of anxious and / or depressive 

symptoms and the extent to which adolescents’ cognitive distortion 

predicted change in the levels of self-reported symptoms of anxiety and 

depression.

Third, despite increasing evidence for the existence of cognitive errors in 

anxiety and depression in youth, it remains unclear whether certain 

cognitive errors are endorsed more than others and whether different and 

separate types of cognitive distortions are related to anxiety and 

depression. Thus, the third question of concern in this study was whether
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certain types of cognitive errors are specific and may differentiate the 

symptomatology of anxiety and depression.

Fourth, cognitive development in adolescence is marked by salient 

changes in the way adolescents process information (Kendall, 1993). 

However, the effect of age, as adolescents’ cognitive capabilities increase, 

on the endorsement of cognitive errors in youth has not been sufficiently 

well examined. Thus, the fourth question of concern in this study was 

whether different developmental periods (i.e., early vs. late adolescence), 

as determined by age group, influence the extent to which adolescents 

endorse cognitive errors. Finally, we were Interested to examine whether 

any gender differences exist.

To address these questions, the present study investigated the 

interrelationships among negative cognitive errors and levels of self- 

reported symptoms of anxiety and depression in a relatively large sample 

of Greek adolescents in the general population.

4.2 Cognitiv e  erro rs  in adolescence

The first question of concern was to determine the extent to which 

negative cognitive errors, as described by Beck (1976), were exhibited by 

adolescents from a community sample. Our first hypothesis is related to 

this question. Despite growing evidence for the existence of cognitive 

errors in anxious and depressed children and adolescents from both 

community and clinic samples in the United States (e.g., Leitenberg et al., 

1986; Weems et al., 2001), there is less certainty, however, as to the 

endorsement of dysfunctional cognitive processing in Greek adolescents, 

as well as, whether negative cognitive errors (and specifically which of the 

four types of cognitive errors) are related to self-reported symptoms of 

anxiety and depression. A review of the research revealed a significant 

gap, since none of the existing studies have used a Greek sample of 

adolescents to examine cognitive errors and self-reported symptoms of
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anxiety and depression concurrently. Thus, an overriding goal was to 

provide some of the first empirical data concerning cognitive distortions in 

a relatively large community sample of Greek adolescents.

Leitenberg and his colleagues (1986) constructed the first self-report 

questionnaire (CNCEQ) to measure in children four types of cognitive 

errors as derived by Beck's cognitive theory (1967, 1976). After 

administration of this questionnaire to a normative sample of 637 children, 

results indicated that in general these children did not endorse any of the 

four types of negative distortions to any large extent. As expected, most 

children did not appear to frequently endorse the types of cognitions 

assessed by the CNCEQ, which reflect a negative bias on interpreting 

events. From this initial report, it was predicted that Greek adolescents 

from a general population would similarly not exhibit any of the four types 

of cognitive errors to any large extent in their thoughts. Furthermore, 

would certain cognitive errors be endorsed more frequently than others 

and would the area (i.e., social vs. athletic vs. academic) in which these 

errors were endorsed be significant? In Leitenberg’s study, it was found 

that selective abstraction was endorsed most and catastrophising was 

endorsed least, while total distortion score was significantly higher in the 

social context than in either the academic or athletic contexts.

4.3 Linka ges  between  c ogn itive  er ro rs  a nd anx ious  a nd de pre ss ive

SYMPTOMS

The second question of concern in this study was to determine the extent 

to which adolescents' negative cognitive errors are associated with 

subsequent increases in signs of anxious and / or depressive symptoms, 

as well as, whether total cognitive distortion would predict change in the 

levels of self-reported symptoms of anxiety and / or depression. The 

second and third hypotheses in this study relate to this question.
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As already mentioned, the cognitive theory asserts that dysfunctional 

schemas, negative automatic thoughts and cognitive distortions are 

central to the development and maintenance of emotional disturbances, 

such as depression and anxiety (Beck, 1976; Beck et al., 1979). The 

cognitive model, initially developed with adult patients, has been extended 

to child and adolescent psychopathology (Kendall, 1993). An important 

next step toward understanding adolescent emotional disturbances is to 

verify that processes related with anxious and depressive symptoms in 

adults are also found in adolescents. Investigating the cognitive theories in 

a younger sample with consequently different cognitive, social and 

emotional development to an adult population will demonstrate the degree 

to which cognitive theories (Beck, 1976; Ellis, 1962) can be generalised to 

a younger population.

Findings from studies with children and adolescents generally have been 

consistent with adult studies. They have provided confirmation of the 

association between dysfunctional cognitive processing (i.e., negative 

cognitive errors, maladaptive attitudes, explanatory style) and depression 

(Garber et al., 1993; Haley, Fine, Marriage, Moretti, & Freeman, 1985; 

Leitenberg et al., 1986; Stewart et al., 2004; Thurber et al., 1990), and 

dysfunctional cognitive processing and anxiety (Canterbury, Golden, 

Taghavi, Neshat-Doost, Moradi, & Yule, 2004; Leung & Poon, 2001; 

Ostrander, Nay, Anderson, & Jensen, 1995; Weems et al., 2001) in 

children and adolescents. For instance, Garber and her associates (1993) 

conducted a study, which examined the validity and generalisability of 

cognitive models of depression to a nonclinical sample of adolescents and 

explored developmental differences with regard to depressotypic 

cognitions (i.e., automatic thoughts, attributions, dysfunctional attitudes). 

Results indicated that negative cognitions were strongly associated with 

self-report measures of both depressive and anxious symptoms in 

adolescents. In particular, greater levels of depressive symptoms were 

significantly associated with more negative automatic thoughts, 

dysfunctional attitudes, hopelessness, and a more helpless attributional 

style.

66



Leitenberg et al.’s (1986) study was the first one that specifically 

investigated certain negative cognitive errors with the Children Negative 

Cognitive Error Questionnaire (CNCEQ), as well as, the relations between 

cognitive distortions and self-reported symptoms of depression and 

anxiety in school children. As already mentioned above, results from an 

administration of the CNCEQ to a normative sample of children, indicated 

that in general these children did not endorse any of the four types of 

negative distortions to any large extent. However, results from two 

subsequent studies indicated that children with self-reported symptoms of 

depression and those with evaluation anxiety endorsed all four types of 

cognitive errors significantly more than did their non-depressed and non- 

evaluation-anxious counterparts.

Since Leitenberg et al.’s (1986) initial report, a number of studies have 

provided confirmation of the association between anxiety and / or 

depression and negative cognitive errors in youth using the CNCEQ 

(Kempton et al., 1994; Leung and Wong, 1998; Stewart et al., 2004; Terns 

et al., 1993; Thurber et al., 1990; Weems et al., 2001). More specifically, 

Weems and his colleagues (2001) investigated the relationships between 

three measures of anxiety and a measure of depression and negative 

cognitive errors in a clinical sample of children and adolescents. They 

found that all four types of cognitive errors were significantly correlated 

with the self-report measures of anxiety and depression. Kempton et al. 

(1994) compared inpatient adolescents with depression to adolescents 

with conduct disorder, and reported that the former exhibited greater levels 

of cognitive distorting. In another study, Beck’s cognitive distortion model 

of depression was investigated with 110 psychiatrically hospitalised 

adolescents (Thurber et al., 1990). Results provided support for Beck’s 

model since cognitive distortions, as measured by the CNCEQ, were 

found to be significant concomitants of depression. Leung and Wong 

(1998) investigated the association between negative cognitive errors and 

internalising and externalising syndromes in a large community sample of 

adolescents (N=405). They found that the various types of cognitive
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errors, as evaluated via the CNCEQ, were specifically associated with 

internalising (i.e., anxiety and depression) but not externalising (i.e., 

conduct disorder) problems.

Review of the literature reveals considerable support for a cognitive model 

of psychopathology in youth, which asserts that emotional disturbances, 

such as anxiety and depression, are characterised by faulty or negative 

ways of thinking. Thus, our second hypothesis in this study was that 

adolescents who showed cognitive errors in their cognitive processing 

would exhibit more depressive and / or anxious symptoms concurrently 

than adolescents who took a more realistic approach in interpreting 

negative events.

Our third hypothesis about the predictors of anxiety and depression comes 

from Beck’s (1967, 1976) theoretical position that negative cognitive 

processing distortions may predispose individuals toward a depressive 

disorder should they later experience negative stressful events. More 

specifically, Beck’s cognitive theory of depression postulates that cognition 

may have causal priority over emotions and thus, individuals who endorse 

cognitive errors in their thinking may be at increased risk for depression 

(Beck, 1967). From this theory, it was predicted that adolescents’ cognitive 

distortion would predict change in the levels of self-reported symptoms of 

anxiety and / or depression.

Empirical investigations of the aetiological role of cognitive variables in 

youth have reported at best conflicting results. On the one hand, there is 

some support from longitudinal studies that the cognitions that have been 

proposed to underlie depressive symptoms may in fact be reflective of 

depression (Cole, Martin, Peeke, Seroczynski, & Hoffman, 1998; McGrath 

& Repetti, 2002). For instance, Cole and his colleagues (1998) examined 

schoolchildren’s negative self-evaluation errors and symptoms of 

depression over 3 years. Results indicated that negative self-distortions 

appeared to be more reflective than predictive of depression. In another 

longitudinal study with a non-clinical sample of children, McGrath and
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Repetti (2002) reported that self-reported symptoms of depression 

predicted future negative views of the self, whereas negative self-

perceptions were much less effective at predicting increases in depressed 

affect over time.

On the other hand, at least two studies have provided some support that 

negative cognitions predict depressive symptoms (Nolen-Hoeksema et al., 

1986; Nolen-Hoeksema et al., 1992) in children and adolescents. For 

instance, in a 5-year longitudinal study of children in the general 

population, Nolen-Hoeksema and her associates (1992) investigated the 

relationship among levels of depressive symptoms and negative life 

events and explanatory style. They found that a pessimistic explanatory 

style significantly predicted depressive symptoms, alone and in 

conjunction with negative events. In an earlier investigation by Nolen- 

Hoeksema et al. (1986), cross-sectional correlations revealed that children 

exhibiting a pessimistic explanatory style had higher levels of concurrent 

depression than children with an optimistic explanatory style. In the study 

reported here, our third hypothesis was that adolescents’ cognitive 

distortion would predict change in the levels of self-reported symptoms of 

anxiety and / or depression. This seems appropriate for the reason that 

that all of the studies cited above have not examined the specific types of 

negative cognitive errors, as measured by the CNCEQ. It is also a 

possibility that they have provided mixed results due to methodological 

constrains such as the many different measures that have been used.

Consistent with the adult literature, the aetiological role of cognitive 

patterns over time remains to be answered. However, the author decided 

to test the hypothesis that adolescents’ cognitive distortion would predict 

change in the levels of self-reported symptoms of anxiety and / or 

depression through a cross-sectional design as an initial step. The 

phenomena under investigation develop over time and longitudinal studies 

are required to clarify whether cognitive distortions constitute risk factors 

for future episodes of clinical depression and / or anxiety. Nevertheless, 

cross-sectional studies can be highly informative especially in the early
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stages of investigation (e.g., Nolen-Hoeksema et al., 1986), since 

inferences based on cross-sectional data can reflect longitudinal 

phenomena.

4.4 The gen er al  sp ecif icity  hypot hes is

The third question of concern in this study was whether certain types of 

cognitive errors are specific and may differentiate the symptomatology of 

anxiety and depression. The fourth hypothesis relates to this question. A 

growing body of research on cognitive theory has further developed the 

model by examining the content-specificity hypothesis. According to the 

cognitive content-specificity hypothesis, anxiety and depression can be 

distinguished by the content and form of dysfunctional schemas and 

processes related with these disorders (Beck, 1967, 1976). In particular, it 

is postulated that failure and loss dominate the contents of depression 

schemas (Beck et al., 1979), whereas fear of physical or psychological 

harm and danger control the contents of anxiety schemas (Beck & Emery, 

1985). Depressive and anxious thinking can be differentiated in that the 

former is characterised by pervasive, absolute statements about personal 

loss or failure (Clark & Beck, 1989), while the latter tends to be more 

situational and future-oriented to the perception of anticipated threat and 

danger (Beck & Clark, 1988). Therefore, according to the content- 

specificity hypothesis, anxiety and depression have each a specific 

cognitive profile (Clark, Beck, & Stewart, 1990).

Empirical evidence with respect to the content-specificity hypothesis 

between anxiety and depression has been somewhat inconsistent to be 

considered as conclusive. A number of studies have provided positive 

support (Beck, Brown, Steer, Eidelson, & Riskind, 1987; Clark, Beck, & 

Brown, 1989; Clark et al., 1990; Hollon et al., 1986; Joiner, Metalsky, Lew, 

& Klocek, 1999; Jolly & Dykman, 1994; Ohrt, Sjodin, & Thorell, 1999). For 

instance, in an investigation of 470 psychiatric outpatients, Clark, Beck 

and Stewart (1990) found that specific cognitive content was apparent in

70



anxiety and depression. Particularly, results showed that the depressed 

sub-sample reported significantly more hopelessness, lower self-worth 

and negative thoughts involving loss and failure, whereas anxious patients 

endorsed more thoughts of anticipated harm and danger. On the other 

hand, some studies provided only partial support because anxiety 

cognitions failed to differentiate between depression and anxiety11 (Epkins, 

1996; Greenberg & Beck, 1989; Jolly, 1993; Laurent & Stark, 1993; 

Lerner, Safren, Henin, Warman, Heimberg, & Kendall, 1999). Further 

research is thus needed to draw a firm conclusion on the content- 

specificity hypothesis, taking also into consideration the issue of high 

correlation between measures of anxiety and depression.

Moreover, little empirical or theoretical work has been conducted on the 

possibility that cognitive errors, in addition to dysfunctional schemas, may 

also be disorder specific, and thus extending the content-specificity 

hypothesis to become a general specificity hypothesis. For instance, it has 

been postulated that personalisation may be specific to depression while 

external attribution may be specific to aggression (Leung & Poon, 2001). 

Only a few studies have investigated the general specificity hypothesis 

and, with one exception (Leung & Poon, 2001), they failed to provide clear 

evidence that different and separate types of cognitive distortions are 

apparent in depression and anxiety (Epkins, 1996; Johnson, Johnson, & 

Petzel, 1992; Leitenberg et a!., 1986; Leung & Wong, 1998). Nevertheless, 

the author attempted to examine the general specificity hypothesis in 

relation to adolescents’ self-reports of depression and anxiety. Thus, in the 

present study, a fourth hypothesis, that is, that different types of cognitive 

errors would be related to anxiety and depression and would differentiate 

the symptomatology of anxiety and depression was tested. 11

11 It is worth noting that, In the above-mentioned studies, the depression cognitions could 
differentiate between depression and anxiety.

71



The fourth question of concern in this study was whether different 

developmental periods (i.e., early vs. late adolescence), as determined by 

age, influence the extent to which adolescents endorse cognitive errors 

and whether any gender differences exist. The fifth hypothesis relates to 

this question. At the heart of cognitive-behavioural theory is the 

assumption that people perceive and make sense of the world through 

their cognitive structures, which in turn have a direct influence on what is 

perceived and how it is processed and understood (Beck, 1976; Kendall, 

1993; Kendall & Lochman, 1994). Children and adolescents are in the 

process of developing ways to view the world. Logically, this implies that in 

cognitive models of childhood, cognitive dysfunction is conceptualised as 

being a normal part of the developmental process. However, the existence 

of cognitive errors and their evolution over the course of adolescence is an 

area that has not been sufficiently investigated.

Few studies that examined endorsement of cognitive errors in children and 

adolescents have explored whether age has an effect on negative 

cognitive distortions and have yielded conflicting results. Cole and Turner 

(1993), who compared schoolchildren attending the fourth, sixth and 

eighth grades, found that children's inclination to make cognitive errors 

increased between the sixth and eight grades. In contrast, Leitenberg et 

al. (1986), in a similar sample of children (i.e., fourth, sixth and eighth 

graders) found that younger children (i.e., fourth graders) had a higher 

total distortion score than older children (i.e., sixth and eight graders) and 

sixth and eighth graders did not differ from each other. The closest 

comparison group available to the present study consisted of a sample of 

adolescents investigated by Garber et al. (1993), where no relation was 

found between age and any of the cognitive measures. In the absence of 

conclusive evidence, the question of whether age influences cognitive 

errors remains to be answered.

4.5 The ef fect  o f  a g e a nd gend er  on neg a tiv e cog nitive  er ro rs
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Possibly, it can be postulated that while cognitive errors may be 

developmental^ appropriate in childhood and early adolescence, they are 

expected to gradually decrease as adolescents grow older, giving way to 

rational thinking processes. More specifically, cognitive dysfunctional 

processes are expected to be influenced by the maturational thinking 

process of formal operational thought, which is hypothesised to be 

consolidated during the middle of adolescence (Inhelder & Piaget, 1958; 

Piaget, 1964, 1972).

Although Piaget believed that formal operational thought is the best 

description of how adolescents think, some theorists have proposed a 

division of formal operational period into an early and late subperiod to 

make a distinction of the numerous cognitive structures of this specific 

level of development (Broughton, 1983). According to this perspective, 

early formal operational thought enables adolescents to think in 

hypothetical ways, which produces unconstrained thoughts with unlimited 

possibilities. This type of thought submerges reality, as the world is 

perceived too subjectively and idealistically. On the other hand, during late 

formal operational thought -which is expected to emerge during the middle 

adolescent years (Lapsley, 1990)- intellectual balance is restored, as 

adolescents check out their reasoning against experience and 

accommodate to the cognitive development that has occurred. Similarly, 

Elkind (1967) suggested that adolescents’ egocentrism (i.e., the belief that 

one is the centre of others’ attention and that his/her experiences are 

essentially unlike anyone else’s) re-emerges during early adolescence and 

then diminishes with increasing cognitive maturity. Hence, there is reason 

to assume that the re-emergence of egocentrism may affect a person’s 

cognitive style and may even explain an increased tendency to commit to 

specific kinds of cognitive errors.

Consistent with these theories, the fifth hypothesis was that adolescents, 

during early adolescence period (i.e., from 11 to 15 years) would show 

higher levels of cognitive errors in interpreting events than older 

adolescents (i.e., during late adolescence period, from 16 years and over)
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who took a more realistic approach. Therefore, it was predicted that during 

the middle of adolescence, a consolidation of formal operational thought 

would take place, making older adolescents (i.e., >15 years old) less 

vulnerable to cognitive distortions.

Finally, a review of the literature revealed a gap in that, with the exception 

of two studies (Leitenberg et al., 1986; Weems et al., 2001), which 

indicated that gender did not have a significant effect on cognitive 

distortions, none of the existing studies that investigated the linkages 

between cognitive errors and emotional disturbances in youth reported 

whether there were any gender differences. Thus, in the present study the 

effect of gender on cognitive distortions was examined.

4.6 P r e s e n t  S t u d y

The primary purpose of this study was to provide some of the first 

empirical data concerning cognitive distortions in a relatively large 

community sample of Greek adolescents. In particular, the author 

examined in the same sample of adolescents the degree of endorsement 

of cognitive errors, namely, catastrophising, overgeneralisation, 

personalisation and selective abstraction, and the contribution of the 

overall cognitive distortion and the four types of cognitive errors to the 

prediction of adolescents’ self-reported anxious and depressive 

symptoms.

The target of the present study was adolescence, which is considered a 

critical developmental period, in light of the numerous normative 

transitions and the significant cognitive development that unfolds during 

these years. The influence of developmental factors on the endorsement 

of cognitive errors has not been sufficiently well examined (Garber et al., 

1993; Nolen-Hoeksema et al., 1992). An appreciation of the effect of 

developmental stage on cognitive processes is required for adolescents.
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Four major questions were addressed:

1. To what extent do adolescents from a Greek community sample 

endorse negative cognitive errors in their thinking processes and are 

negative cognitive errors associated with subsequent increases in 

signs of anxious and / or depressive symptoms?

2. To what extent are adolescents’ self-reported symptoms of anxiety and 

depression predicted by their cognitive distortions?

3. To what extent are adolescents’ self-reported symptoms of anxiety and 

depression differentiated by different types of cognitive errors?

4. To what extent does endorsement of negative cognitive errors and 

anxious and depressive symptoms change over the course of 

adolescence and do any gender differences exist?

This study adds to present literature by expanding investigation of 

cognitive theories to Greek adolescents, examining the linkages of 

negative cognitive errors and anxious and depressive symptoms, as well 

as, assessing the effect of age and gender on cognitive errors and 

including epidemiological data on self-reported symptoms of anxiety and 

depression.
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CHAPTER 5 

METHOD

This chapter describes the methodology of the present study and is 

divided into three sections: (1) participants, (2) measures used, and (3) 

procedure.

5.1 Partic ipan ts

The sample comprised of 883 Greek adolescents recruited from twelve 

schools in Thessaloniki. The age range of the participants was 12 to 18 

years. The mean age was 14.7 (SD = 1.692). The sex distribution was 

representative of the school population with 398 boys (45.1%) and 485 

girls (54.9%).

The schools Included were four public secondary schools, four public high 

schools, two private secondary schools and two private high schools. The 

age range of Greek students attending a secondary school is from 12 to 

around 1 4 - 1 5  years, whereas the age range of students in a Greek high 

school is from 15 to 17 -  18 years. The recruitment of participants was 

limited by the availability of schools willing to participate. However, the 

spread of schools involved in the study yielded a representative cross 

section of the local adolescent population.

76



5.2 Mea su re s

The availability of reliable and valid cognitive measures is central to the 

testing of cognitive models of anxiety and depression in children and 

adolescents. There are a variety of ways to assess cognition in children 

such as think-aloud procedures, thought-listing procedures, structured 

interviews, inventories or self-statement measures (see, for reviews, 

Kendall & Chansky, 1991; Spence, 1994). The two most frequently used 

methods of cognitive assessment in children are the thought listing and 

the questionnaire approaches. When thought listing is used, the child is 

asked to verbalise his or her thoughts and these thoughts are then scored 

for certain categories of response. On the other hand, self-statement 

measures or questionnaires have preformulated thoughts which children 

read and then report the frequency of a particular thought over a period of 

time. Kendall and Chansky (1991) provided a detailed account of 

differences between these two basic methods of cognitive assessment 

with children. Their review was based in part on empirical data from child 

participants and in part on inferences from the literature with adults. They 

raised concerns about the validity of the thought-listing procedure and 

concluded that the questionnaire approach, despite its limitations, is the 

best method available to assess cognition, since it appeared to have 

greater construct validity. In another study on cognitive assessment, Prins 

and Hanewald (1997) also suggested that the questionnaire method 

should be favoured over the thought-listing method because of higher 

validity and easier administration and scoring. In particular, these findings 

indicated that the questionnaire approach proved to be more powerful to 

the thought listing in predicting task performance.

Since there is evidence from the literature that the benefits of self-

statement inventories outweigh their limitations, it was decided, in the 

current study to use the questionnaire approach, in order to measure 

cognition, anxiety and depression in adolescents.
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Test materials consisted of:

1. Children’s Negative Cognitive Error Questionnaire (CNCEQ) 

(Leitenberg et al., 1986).

2. State-Trait Anxiety Inventory (Form Y) (STAI) (Spielberger, 1983).

3. Center for Epidemiological Studies Depression Scale (CES-D) 

(Radloff, 1977) (see also Appendix I).

5.2.1 Children’s Negative Cognitive Error Questionnaire (CNCEQ)

The Children’s Negative Cognitive Error Questionnaire (Leitenberg, 2002; 

Leitenberg et al., 1986) was developed by Leitenberg, Yost and Carroll- 

Wilson (1986) to measure cognitive distortions. This questionnaire was 

modelled after Lefebvre’s Adult Cognitive Error Questionnaire (1981). 

Lefebvre (1981) initially devised a measure with separate subscaies for 

the specific seven cognitive errors identified by Beck et al. (1979). This 

measure was then revised to a scale with four reliably discriminative 

negative cognitive error categories, because considerable overlap 

between the seven-error categories was discovered.

The four resulting categories are;

a. Catastrophising: predicting that the outcome of an experience will 

be catastrophic or misinterpreting an event as a catastrophe.

b. Overgeneralisation: anticipating that the outcome of one 

experience will apply to slightly similar experiences in the future,

c. Personalisation: assuming personal responsibility for negative 

events or interpreting such events as having a personal meaning 

and

d. Selective abstraction: selectively attending to the negative 

aspects of an event.

The CNCEQ (Leitenberg et al., 1986) is composed of 24 vignettes (2 to 3- 

line descriptions of hypothetical situations or events), that reflect different 

examples of each of the four types of cognitive errors in three areas of
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children’s life- social, academic and athletic. The hypothetical situations 

are followed by statements, namely automatic negative thoughts that 

represent one of the four negative cognitive errors. Participants are asked 

to rate on a five-point scale from not at all like I would think (1) to almost 

exactly like I would think (5) the similarity of each statement to their own 

thought when they imagine being in that situation or experiencing that 

event.

Examples of some of these vignettes follow:

You invite one of your friends to stay overnight at your house. Another 
one of your friends finds out about it. You think, “He/She will be real 
mad at me for not asking them and never want to be friends again." 
(catastrophising related to a social situation)

Some of your friends have asked you if you’re going to try out for the 
school soccer team. You tried out last year but did not make it. You 
think, “What's the use of trying out, I couldn’t make it last year." 
(overgeneralisation related to an athletic situation)

You play basketball and score 5 baskets but missed two real easy 
shots. After the game, you think, “I played poorly”.
(selective abstraction related to an athletic situation)

Last week you had a history test and forgot some of the things you had 
read. Today you are having a math test and the teacher is passing out 
the test. You think, “I will probably forget what I studied just like last 
week.” (overgeneralisation related to an academic situation)

You are with two of your friends. You ask if they would like to go to a 
movie this week-end. They both say they can’t. You think, “They 
probably just don’t want to go with me.”
(personalisation related to a social situation)

The first draft of the CNCEQ (Leitenberg et al., 1986) initially generated 49 

items that reflected different examples of each of the four types of 

cognitive errors. These items were reduced to 24, which had the best 

inter-rater agreement and range of scores. Hence the final form of the 

questionnaire produced is a 24-item scale which can be split into four 

subscales that correspond to each of the four types of cognitive errors. 

Each error type subscale is 6 items in length. The CNCEQ can thus
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produce a total cognitive distortion score ranging from a minimum score of 

24 to a maximum score of 120, (the five possible responses are scored 

from 1 to 5) and four sub-scores for each type of cognitive errors (i.e., 

Catastrophising; Overgeneralisation; Personalisation; Selective 

abstraction) ranging from a minimum score of 6 to a maximum score of 30. 

According to Leitenberg and his associates (1986), the CNCEQ can also 

be split into three content area subscales that reflect different cognitive 

distortion scores in three distinct areas of children’s life. In such a way, it 

would be possible to explore whether a child tends to endorse more 

cognitive errors in situations related to his or her school life rather than in 

situations related to his or her social life. In sum, the CNCEQ was 

developed for children and adolescents to assess cognitive errors in the 

areas of academics, social relations and athletics.

The CNCEQ has shown good psychometric properties, particularly for the 

total scale (Robins & Hinkley, 1989). Leitenberg and his associates (1986) 

have reported test-retest reliability of .69 and internal consistency of .89. 

Hence the CNCEQ has demonstrated acceptable internal consistency, 

test-retest reliability and construct validity estimates. Further studies 

indicate that it reliably predicts depression, test anxiety and low self-

esteem (Kempton et al., 1994; Messer, Kempton, Hasselt, Null, & 

Bukstein, 1994; Thurber et al., 1990; Weems et al., 2001).

In the present study, Cronbach’s alpha coefficient of internal consistency 

was calculated for the total score, for each error type subscale and for 

each content area subscale. The alpha for the total score was .84, the 

alphas for the four error types ranged from .45 to .66 (i.e., .45 selective 

abstraction, .57 catastrophising, .65 personalisation and .67 

overgeneralisation) and the alphas for the three content areas ranged from 

.62 to .72 (i.e., .62 athletics, .65 academic and .72 social). The internal 

consistency of the four error types and three content areas subscales can 

be considered adequate for research purposes, although it is far from 

optimal. However, the CNCEQ would be limited as a clinical instrument.
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5.2.2 State-Trait Anxiety Inventory (Form Y) (STAI)

The State-Trait Anxiety Inventory (STAI) (Spielberger, 1983) is a well-used 

scale designed to measure a general tendency to experience anxiety, and 

in particular, state and trait anxiety. Spielberger (1972, 1983) identified the 

need to distinguish between state and trait anxiety, noting the practical 

implications of the concept of anxiety proneness. Anxiety states are 

viewed as transitory, recur when evoked by threatening stimuli and 

generally persist for a limited period of time after the disappearance of the 

threat. Trait anxiety is viewed as a relatively stable, individual difference 

between individuals in anxiousness or anxiety proneness. According to 

Spielberger (1983), trait anxiety may be perceived as a latent disposition 

to respond anxiously.

The STAI consists of two subscales -a state and a trait scale-, which 

reflect Spielberger's distinction between state and trait anxiety. Each scale 

is 20 items in length. On the state scale, respondents rate how they feel at 

the very moment of completing the questionnaire, using statements such 

as “I feel upset” and “I feel nervous”. These items are ranked from one 

(Not at all) to four (Very much so). On the trait scale, respondents rate the 

intensity of more typical feelings of tension, apprehension and 

nervousness. It contains statements such as “I lack self-confidence” and 

the respondent is asked to endorse one of four degrees of agreement 

ranging from “Almost never" which scores one, to “Almost always” which 

scores four.

The STAI has been used extensively with high school and college 

students, working adults and psychiatric patients. It has also been 

administered to twelve- to fifteen year-olds since the key words in most of 

the items are at the sixth grade reading level or below (Spielberger, 1983). 

It is a widely used, well-researched measure with satisfactory reliability 

and validity estimates (Speilberger, 1983). The internal consistency 

(Cronbach’s alpha) of the two anxiety subscales was found to be good, .87
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for the trait anxiety subscale and .88 for the state anxiety subscale, 

respectively.

5.2.3 Center for Epidemiological Studies - Depression Scale (CES-D)

The Center for Epidemiological Studies-Depression Scale (CES-D) was 

developed as part of a National Institute of Mental Health study to 

measure depressive symptoms in the general population (Radloff, 1977). 

A study by Gotlib and Cane (1989), which compared eight widely used 

self-report measures of depression using DSM-III criteria, concluded that 

the BDI and CES-D should be the scales of choice. The CES-D is a 20- 

item self-report scale designed to measure depressive symptoms among 

adults and adolescents. The CES-D has been used with adolescent 

populations (Radloff, 1977; 1991; Schoenbach, Kaplan, Grimpson, & 

Wagner, 1982).

The CES-D has four separate factors, which are depressive affect, 

somatic symptoms, positive affect, and interpersonal relations (Radloff, 

1977). The 20 items include depressed mood, feelings of guilt and 

worthlessness, feelings of helplessness and hopelessness, loss of energy, 

and sleep and appetite disturbances. Respondents rate the frequency of 

symptoms (over the past week), ranging from rarely or none of the time (0) 

to most or all of the time (3). Total scores on the CES-D (Radloff, 1977) 

can range from 0 to 60. High scores on the CES-D indicate higher levels 

of depression. The CES-D has been standardized for high school 

populations (Radloff, 1991), with a score of 19 or higher indicating 

depressed mood. It has demonstrated adequate test-retest reliability, 

internal consistency, and concurrent validity (Radloff, 1977, 1991; 

Schoenbach, Kaplan, Wagner, Grimpson, & Miller, 1983; Wells, Klerman, 

& Deykin, 1987). In the present study, Cronbach’s alpha coefficient of 

internal consistency for the total score was .88.
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5.3 Procedu re

The present study was conducted after obtaining approval from the 

Ministry of Education in Greece. Following the approval, all participating 

schools were sent letters introducing the aims of the study and requesting 

permission to include their students in the study. Thus, the schools’ and/or 

teachers informed consent was obtained. In the next phase, the 

researcher arranged a convenient date and time to conduct the study with 

each school director. All necessary steps were taken to protect the privacy 

of participants and the need for anonymity.

It was agreed to gather participants in small groups (<30) in a classroom 

situation at their respective institutions to complete the questionnaires. 

Participants did not receive an information sheet describing the aims of the 

study as this could affect their responses. It was essential that participants 

remain naive when answering the questions. Participants then completed 

the questionnaires, which were presented in random order. In addition, 

they were requested to fill out two demographic questions on sex and age. 

Completion of the entire battery took approximately one hour. After 

completion of questionnaires, participants were de-briefed. The researcher 

was present during the study.

The questionnaires were administered with standardised verbal 

instructions, as well as, sample items, which were read and demonstrated, 

to the participants by the researcher, in addition to the original written 

instructions on the questionnaires. All questionnaires were in Greek. The 

STAI and the CES-D had already been translated and checked for 

reliability and validity. Both Greek versions of these questionnaires were 

found to be suitable for clinical and research use with satisfactory 

properties (Fountoulakis, lacovides, Kleanthous, Samolis, Kaprinis, 

Sitzoglou, Kaprinis, & Bech, 2001; Fountoulakis, Papadopoulou, 

Kleanthous, Papadopoulou, Blzeli, Agori, Nimatoudis, lacovides, & 

Kaprinis, 2003). The CNCEQ had not previously been used with Greek 

participants. After obtaining permission from H. Leitenberg, first author of
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the scale, it was translated from English by Tairi and Zilikis and its Greek 

version was cross-checked by back-translation. It was also considered 

necessary to modify a few of the wordings to ensure the scale’s 

adjustment and appropriateness for distribution to a Greek population 

(e.g., softball was replaced by basketball).
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CHAPTER 6 

RESULTS

6.1 Outline  of  Ana lyt ic  Strate gy

Firstly, the internal consistency of all measures was examined since some 

were being used for the first time with a Greek adolescent population12. 

Secondly, the responses on the CNCEQ were examined, including the 

four types of errors and the three different content areas, as well as the 

responses on the anxiety and depression measures for the total sample, 

for boys and girls separately, and for two age groups (i.e., 12-15-year olds; 

and 16-18-year olds) separately. Pearson product-moment correlations 

were computed between the CNCEQ subscale scores and the symptom 

measures to evaluate the relative associations of all variables. Thirdly, a 

series of hierarchical regressions were conducted to determine whether 

overall scores on the CNCEQ would predict change in levels of 

adolescents’ self-reported anxious and depressive symptoms. Fourthly, 

hierarchical regression analyses were conducted to determine whether 

different types of cognitive errors would predict change in levels of anxiety 

and depression. Finally, one-way analyses of variance (ANOVAs) were 

conducted to evaluate the effect of age and gender separately for the 

CNCEQ subscale scores and for the anxiety and depression measures.

12 The results regarding the internal consistency of all measures (i.e., CNCEQ; STAI-S; 
STAI-T; CES-D) have already been discussed In Chapter 5, and thus have been 
excluded from this chapter.
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6.2 Des crip tiv e  Resul t s

A total of 883 participants were included in the analysis. Nine participants 

were excluded from the analyses due to incomplete questionnaires. The 

sample consisted of 398 boys (45.1%) and 485 girls (54.9%). The age 

range of the participants was 12 to 18 years. The mean age was 14.7 (SD 

= 1.692). Depending on the statistical analyses, age was either used as a 

continuous or as a categorical variable. When used as a categorical 

variable, age was divided in two groups. In particular, the first group 

included all adolescents from 12 to 15 years old (N= 558) and the second 

from 16 to 18 years old (N - 325). The two age groups reflected the early 

adolescence period and the late adolescence period, respectively, since 

adolescence is often described by many developmentalists in terms of 

early and late periods (Elkind, 1967; Santrock, 2003).

Table 6.1 summarises the responses on the CNCEQ, including the four 

types of errors and the three different content areas, as well as the 

responses on the STAI-S, STAI-T and CES-D for the total sample, for 

boys and girls separately, and for the two age groups (i.e., 12-15-year 

olds; and 16-18-year olds) separately. The mean cognitive distortion score 

for the total sample was 55 (Range of total cognitive distortion score: 

min=24, max=120), which is consistent with those reported elsewhere in 

the literature (Leitenberg et al., 1986). More specifically, after obtaining 

normative data, Leitenberg and his associates reported a mean cognitive 

distortion score of 57. This finding is in agreement with the assumption 

that the types of cognitive distortions, which are assessed by the CNCEQ, 

are thoughts that would not be commonly endorsed by adolescents from a 

community sample.
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Table 6.1
Data for CNCEQ and Symptom Measures

Measure Total sample 12 to 15 16 to 18

M SD Min Max Boys Girls
years
old

years
old

CNCEQ 55.32 13.684 24 110 54.48 55.29 55.85 53.44

CNCEQ-CT 14.12 4.085 6 29 13.77 14.23 14.28 13.62

CNCEQ-OG 13.50 4.684 6 30 12.62 13.98 13.40 13.30

CNCEQ-PS 13.96 4.499 6 30 14.35 13.43 14.41 12.95

CNCEQ-SA 13.79 3.817 6 27 13.74 13.58 13.77 13.47

CNCEQ-SOC 19.15 5.943 8 39 18.71 19.18 19.58 18.00

CNCEQ-ATH 17.90 5.076 8 39 17.13 18.23 17.74 17.72

CNCEQ-ACA 18.31 5.323 8 37 18.64 17.81 18.54 17.63

STAI-S 37.76 10.526 20 74 35.80 39.22 36.54 39.46

STAI-T 43.89 10.305 20 80 40.78 46.35 42.72 45.61

CES-D 17.17 10.539 0 59 14.52 19.11 16.13 18.48

Note. N = 883. CNCEQ, Children’s Negative Cognitive Error Questionnaire; CT, 
Catastrophising; OG, Overgeneralisation; PS, Personalisation; SA, Selective abstraction; 
SOC, Social content; ATH, Athletic content; ACA, Academic content; STAI-S, State-Trait 
Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety Inventory-Trait subscale; CES- 
D, Center for Epidemiological Studies-Depression Scale.

Intercorrelations among the CNCEQ, including the four types of errors and 

the STAI-S, STAI-T and CES-D and age are presented in Table 6.2. 

Throughout this chapter p values are indicated as follows:

•  p> 0.05 ns

•  0.01<p<0.05 *

•  0.001<p<0.01 **

•  p<0.001 ***
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Table 6.2
Pearson Intercorrelations of the Cognitive and Symptom Measures and Age

Measure Age CNCEQ CNCEQ-
CT

CNCEQ-
OG

CNCEQ-
PS

CNCEQ-
SA

STAI-S STAI-T CES-D

Age

CNCEQ -.133***

CNCEQ-CT -.150*** .799***

CNCEQ-OG -.025 .816*** .575***

CNCEQ-PS -.2 1 0 *** .800*** .523*** .495***

CNCEQ-SA -.055 .773*** .483*** .507*** .536***

STAI-S .153*** .350*** .263*** .409*** 2 2 4 *** .213***

STAI-T .151*** .405*** .327*** 452*** .225*** .269*** .629***

CES-D .109** .389*** .309*** .420*** .235*** .270*** .602*** .720***

Note. CNCEQ, Children’s Negative Cognitive Error Questionnaire; CT, Catastrophising; OG, 
Overgeneralisation; PS, Personalisation; SA, Selective abstraction; STAI-S, State-Trait 
Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety Inventory-Trait subscale; CES- 
D, Center for Epidemiological Studies-Depression Scale.
* *p < .01. ***p<.001.

Results indicated that the CNCEQ, as well as, each of the four types of 

cognitive errors were significantly correlated at the p < .001 level with each 

of the self-report measures of anxiety and depression and in the expected 

directions providing empirical support to a general cognitive model of 

psychopathology. Consistent with previous findings, as cognitive errors 

increased, reported anxious and depressive symptoms also increased. 

The range of the correlations was from .21 to .45. Intercorrelations among 

the four types of errors (range of rs = .48 to .58) were consistent with 

Leitenberg’s study, which reported almost an exact same range of 

intercorrelations (range of rs = .49 to .56) (Leitenberg et al., 1986). Of note 

was that the measure of depression was also significantly correlated with 

both the state and trait anxiety measures (range of rs = .60 to .72). This 

was somewhat expected due to the limitations of the self-report 

questionnaires for anxiety and depression in children and adolescents, in 

that the questions included are not often those with good discriminatory 

power (Brady & Kendall, 1992). On the other hand, another possible 

explanation is that, consistent with previous findings where depression



and anxiety were highly interrelated (Ollendick & Yule, 1990; Ollendick et 

al., 1991), children who report high levels of depression also report high 

levels of anxiety, reflecting their possible contribution to the more global 

construct of negative affectivity (Watson & Clark, 1984).

Adolescents’ age was negatively and significantly associated to the total 

cognitive distortion score (r = -.133***), and to the type of errors of 

catastrophising (r = -.150***) and personalisation (r -  -.210***). Despite 

being significant, these correlations were low. No significant age 

difference was found in relation to the other two types of errors of 

overgeneralisation (r = -,025ns) and selective abstraction (r = -,055ns). 

Hence, these results indicate a possible inclination that the youngest 

adolescents endorsed more cognitive errors than did older adolescents. In 

particular, they appeared to endorse catastrophising and personalising 

cognitions more strongly. This finding provides some support for our 

hypothesis that cognitive errors are expected to be endorsed more 

frequently during early adolescence than during middle and late 

adolescence. More specifically, it was anticipated that the maturational 

thinking process of formal operational thought would somewhat influence 

older adolescents’ cognitive style (Inhelder & Piaget, 1958; Piaget, 1964, 

1972).

Similarly, Pearson product-moment correlations were conducted to 

examine the effects of age on the symptom measures of anxiety (STAI-S; 

STAI-T) and depression (CES-D). The correlations between age and state 

anxiety, trait anxiety and depression are also presented in Table 6.2. Age 

was generally related to all dependent variables. There was a small but 

significant tendency for both types of self-reported anxiety and depression 

to increase with increasing age.

It should be emphasized that when drawing conclusions from a correlation 

matrix where there are large numbers of correlations, one should be 

aware of the fact that, at the 0.05 level of significance, these may not be 

valid since one in twenty would be significant just by chance. However, the
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reported correlations of the current study (see Table 6.2) are significant at 

the 0.001 level, meaning that it is very unlikely that they have occurred 

simply as a product of chance.

6.3 Linkag es  betw een  t ot al  c ogn itive  distortion  scores  a nd a nxi ou s

AND DEPRESSIVE SYMPTOMS

A primary purpose of this study was to test the degree to which overall 

scores on the CNCEQ would predict an increase in participants’ anxious 

and depressive symptoms, as measured by the STAI-S, STAI-T and CES- 

D. A series of hierarchical regressions were used to examine the assumed 

relationships, in which the total cognitive distortion score (CNCEQ) was 

the independent variable, while STAI-S, STAI-T and CES-D were the 

criterion variables. The three hierarchical regression analyses results are 

summarized in Table 6.3 and 6.4.

Table 6.3
Hierarchical Regression Analyses Using CNCEQ as Independent Variable: Change in 
R2, F Change Values and Overall Ratios___________________________________

CNCEQ Overall
R i  Change Fuse Change R i '  5 .7 9 6

STAI-S .008 12.145*** .457 133.942***

STAI-T .016 33.069*** .614 253.256***

CES-D .004 8.073** .561 203.731***

Note. Every time one of the three symptom measures was used as the criterion 
variable, the remaining two symptom measures were entered in the first step along 
with gender and age to serve as control variables in all analyses.
CNCEQ, Children’s Negative Cognitive Error Questionnaire; STAI-S, State-Trait 
Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety Inventory-Trait subscale; 
CES-D, Center for Epidemiological Studies-Depression Scale.
**p< .0 1 . ***p<.0 0 1 .
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Table 6.4
Hierarchical Regression Analyses Using CNCEQ as Independent Variable: Beta 
Values of Standardised Regression Coefficients and t Values_______________

CNCEQ
Beta t

STAI-S .103 3.485**

STAI-T .142 5.751***

CES-D .076 2.841**

Note. CNCEQ, Children’s Negative Cognitive Error Questionnaire; STAI-S, State-Trait 
Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety Inventory-Trait subscale; 
CES-D, Center for Epidemiological Studies-Depression Scale.
**p<.01. ***p<.001.

For the application of hierarchical regressions the following procedure was 

used. Every time one of the three symptom measures was used as the 

criterion variable, the remaining two symptom measures were entered in 

the first step along with gender and age to remove their influence. This 

was done because significant, high correlations were found between the 

three symptom measures (i.e., STAI-S, STAI-T and CES-D) (See Table 

6.2). Therefore, when STAI-S was the criterion variable, STAI-T and CES- 

D scores were entered in the first step with gender and age serving as 

control variables. In the next step, CNCEQ total score was entered to 

assess the proportion of variance attributable to it (R2 change) after 

removing influence of the STAI-T, the CES-D and all control variables.

The first regression analysis on the CNCEQ, estimating its contribution to 

the prediction of the STAI-S scores was significant, F (5,796) = 133.942, 

échange  = .008, p < .001. It is important to highlight that all regression 

analyses were rather conservative, that is, in all analyses the remaining 

two symptom measures and gender and age were entered as control 

variables in the first step in order to remove their influence. Thus, in the 

first regression analysis, in the first step, the contribution of the four control 

variables to the prediction of STAI-S scores was highly significant, F 

(4,797) = 162.124, R2 = .449, p < .001 (see Appendix IV). In the second 

step, the remaining contribution of the total distortion score (CNCEQ) to 

the prediction of the STAI-S scores (i.e., F (5,796) = 133.942, change =
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.008, p < .001), despite being low13, was significant, indicating that the 

tendency to make negative cognitive errors was associated with a 

tendency toward a more anxious state (see summary of results in Table 

6.3).

Next, two hierarchical regression analyses similar to the one conducted 

with STAI-S scores as the criterion variable were conducted using STAI-T 

scores and CES-D scores as criterion variables, respectively. Every time 

the remaining two dependent variables were entered in the first step. 

Hence, when STAI-T was the criterion variable, STAI-S and CES-D were 

entered in the first step with gender and age and when CES-D was the 

criterion variable, STAI-S and STAI-T were entered in the first step. The 

second regression analysis with the CNCEQ and the contribution of the 

CNCEQ to the prediction of the STAI-T scores, F (5,796) = 253.256, R2 

change = .016, p < .001, and the third regression analysis with the 

CNCEQ and the contribution of the CNCEQ to the prediction of the CES-D 

scores F {5,796) = 203.731, R2 change = .004, p < .01, all were significant 

in the prediction of the dependent variables scores (see summary of 

results in Table 6.3 and 6.4). Of note is that these results Indicate that the 

contribution of the total cognitive distortion score (i.e., CNCEQ) to the 

prediction of both anxiety measures appeared to be stronger than to the 

prediction of depression.

6.4 L in k a g e s  b e t w e e n  t h e  f o u r  t y p e s  o f  c o g n it iv e  e r r o r s  a n d

ANXIOUS AND DEPRESSIVE SYMPTOMS

Another goal of this study was to determine which of the four types of 

cognitive errors (i.e., CNCEQ-CT; CNCEQ-OG; CNCEQ-PS; CNCEQ-SA) 

were the strongest predictors of each of the measures of anxiety (STAI-S;

13 In a review of psychological research of the last few decades, Rutter (1999) pointed out 
that such a problem (i.e., low R2) was frequently encountered, concluding that each 
variable individually had small contribution to the prediction of psychopathology, while 
only the combined effect of many factors could account for a larger proportion of 
variance.
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STAI-T) and depression (CES-D), as well as, to analyze their predictive 

power. In the first phase, preliminary analyses included three stepwise 

multiple linear regression analyses which indicated which of the four types 

of cognitive errors were related to each of the symptom measures, and 

which should be excluded. Following the preliminary analyses, a series of 

hierarchical regressions were used to examine the assumed relationships, 

in which each time one type of cognitive error separately was the 

independent variable, while STAI-S, STAI-T and CES-D were the criterion 

variables, respectively.

In the first stepwise regression, STAI-S scores were used as the criterion 

variable and overgeneralisation (CNCEQ-OG), catastrophising (CNCEQ- 

CT), personalisation (CNCEQ-PS) and selective abstraction (CNCEQ-SA) 

were entered in the equation. Overgeneralisation was the only predictor 

retained in this first analysis with STAI-S scores as the criterion variable. 

Next, two stepwise multiple regression analyses similar to the one 

conducted with STAI-S scores as the criterion variable were conducted 

using STAI-T scores and CES-D scores as criterion variables, 

respectively. In the second regression, STAI-T scores were used as the 

criterion variable and overgeneralisation and catastrophising were the two 

predictors retained. In the final regression, CES-D scores were used as 

the criterion variable. Overgeneralisation and catastrophising were the two 

predictors retained in this final stepwise regression analysis. In summary, 

the results of the stepwise regression analyses indicated that 

overgeneralisation was the strongest predictor of state anxiety; 

overgeneralisation and catastrophising were the strongest predictors of 

trait anxiety and depression (see summary of results In Table 6.5). Hence, 

only these types of cognitive errors were used in the following hierarchical 

regression analyses.
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Table 6.5
Summary of Stepwise Regression Analyses.

Predictor variable R2 Beta t

Dependent variable = STAI-S
1 CNCEQ-OG ,163a .403 12.915***

Dependent variable = STAI-T
1 CNCEQ-OG .205 .392 10.515***
2 CNCEQ-CT .212b .105 2.829**

Dependent variable = CES-D
1 CNCEQ-OG .174 .356 9.185***
2 CNCEQ-CT .182° .106 2.743**
Note. Beta = Values of Standardised Regression Coefficients. CNCEQ, Children’s 
Negative Cognitive Error Questionnaire; CT, Catastrophising; OG, Overgeneralisation; 
STAI-S, State-Trait Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety 
Inventory-Trait subscale; CES-D, Center for Epidemiological Studies-Depression Scale. 
aF (1,858) = 166.788***. bF (2,851) = 114.760***. CF(2,815) = 90.453***.
**p< .01. ***p<.001.

As already explained, a series of hierarchical regressions were used to 

examine the assumed relationships, in which specific types of cognitive 

errors were the independent variable, while STAI-S, STAI-T and CES-D 

were the criterion variables. The results of the stepwise regression 

analyses indicated which types of cognitive errors would be used as the 

independent variables for each of the measures of anxiety (STAI-S; STAI- 

T) and depression (CES-D). Therefore, five hierarchical regression 

analyses were conducted and the results are summarized in Table 6.6 and 

6.7.
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Table 6.6
Hierarchical Regression Analyses: Change in R2, F Change Values and Overall Ratios

Predictor
Variable R2change d f F change R2

Overall 
d f F

Dependent variable = STAI-S
1 CNCEQ-OG .014 1,806 21.236*** .463 5,806 138.710***

Dependent variable = STAI-T
1 CNCEQ-OG .016 1,806 33.739*** .613 5,806 254.969***
2 CNCEQ-CT .011 1,809 23.253*** .608 5,809 250.705***

Dependent variable = CES-D

1 CNCEQ-OG .003 1,806 5.515* .561 5,806 205.993***
2 CNCEQ-CT .002 1,809 4.487* .556 5,809 202.936***
Note. Every time one of the three symptom measures was used as the criterion variable, 
the remaining two symptom measures were entered in the first step along with gender 
and age to serve as control variables in all analyses.
CNCEQ, Children’s Negative Cognitive Error Questionnaire; STAI-S, State-Trait Anxiety 
Inventory-State subscale; STAI-T, State-Trait Anxiety Inventory-Trait subscale; CES-D, 
Center for Epidemiological Studies-Depression Scale.
*p < ,05.***p < .001.

Table 6.7
Hierarchical Regression Analyses: Beta Values of Standardised Regression 
Coefficients and t Values

Predictor Variable Beta t

Dependent variable = STAI-S

1 CNCEQ-OG .136 4.608***

Dependent variable = STAI-T
1 CNCEQ-OG .145 5.808***
2 CNCEQ-CT .114 4.822***

Dependent variable = CES-D
1 CNCEQ-OG .063 2.348*
2 CNCEQ-CT .054 2.118*'
Note. Every time one of the three symptom measures was used as the criterion 
variable, the remaining two symptom measures were entered in the first step along 
with gender and age to serve as control variables in all analyses.
CNCEQ, Children’s Negative Cognitive Error Questionnaire; CT, Catastrophising; OG, 
Overgeneralisation; STAI-S, State-Trait Anxiety Inventory-State subscale; STAI-T, 
State-Trait Anxiety Inventory-Trait subscale; CES-D, Center for Epidemiological 
Studies-Depression Scale.
*p < .05. ***p<.001.

For the application of hierarchical regressions the following procedure was 

used. Each time one of the three symptom measures was used as the 

criterion variable, the other two were entered in the first step with gender 

and age to remove their influence. This was done because significant high 

correlations were found between the three symptom measures (i.e., STAI-
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S, STAI-T and CES-D). In the first regression, when STAI-S was the 

criterion variable, STAI-T score and CES-D scores were entered in the first 

step with gender and age serving as control variables. In the next step, 

CNCEQ-OG was entered to assess the proportion of variance attributable 

to it (R2 change) after removing influence of the STAI-T, the CES-D and all 

control variables. We ran the first regression analysis on the CNCEQ-OG, 

and its contribution to the prediction of the STAI-S scores was significant, 

F (5,806) = 138.710, échange  = .014, p < .001. No other hierarchical 

regression analysis was ran with STAI-S as the criterion variable, since 

CNCEQ-OG was the only predictor retained in the preliminary stepwise 

regression analysis. The same format was used repeatedly with the other 

dependent variables as well.

In the second and third hierarchical regression analyses, STAI-T was the 

criterion variable and overgeneralisation (CNCEQ-OG) and 

catastrophising (CNCEQ-CT) were entered as independent variables 

separately, since they were the only significant predictors retained in the 

preliminary analyses. Both the second regression analysis with the 

CNCEQ-OG and the contribution of the CNCEQ-OG to the prediction of 

the STAI-T scores, F (5,806) = 254.969, F2 change = .016, p < .001, and 

the third regression analysis with the CNCEQ-CT and the contribution of 

the CNCEQ-CT to the prediction of the STAI-T scores F (5,809) = 

250.705, R2 change = .011, p < .001, were significant in the prediction of 

STAI-T scores.

In the fourth and fifth hierarchical regression analyses, CES-D was the 

criterion variable and overgeneralisation (CNCEQ-OG) and 

catastrophising (CNCEQ-CT) were again entered as independent 

variables separately. Both the third regression analysis with the CNCEQ- 

OG and the contribution of the CNCEQ-OG to the prediction of the CES-D 

scores, F (5,806) = 205.993, R2 change = .003, p < .001, and the fifth 

regression analysis with the CNCEQ-CT and the contribution of the 

CNCEQ-CT to the prediction of the CES-D scores F (5,809) = 202.936, R2 

change = .002, p < .001, were significant in the prediction of CES-D
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scores (see summary of results in Table 6.6 and 6.7). However these 

results indicate that the contribution of overgeneralisation (CNCEQ-OG) 

and catastrophising (CNCEQ-CT) to the prediction of both anxiety (STAI-S 

and STAI-T) subscales was stronger than to the prediction of depression 

scores. This finding suggests that the tendency to endorse 

overgeneralisation (CNCEQ-OG) and catastrophising (CNCEQ-CT) was 

more associated with a tendency toward a more anxious rather than 

depressed state.

6.5 Diff ere nce s  on the  co gn it ive measu res  a nd anx iety  and

DEPRESSION MEASURES AS A FUNCTION OF AGE

Participants were divided by age into two groups on the basis of early 

adolescence period and late adolescence period (Elkind, 1967; Santrock, 

2003), to investigate differences between early and late period 

adolescents. In particular, group composition was as follows: early 

adolescence, 12 to 15 years old (N= 558) and late adolescence, 16 to 18 

years old (N= 325).

To determine whether the two age groups differed with regard to all 

relevant cognitive variables, that is, to total distortion score, to four types 

of cognitive errors and to three content areas, a one-way analysis of 

variance (ANOVA) was conducted. After application of the Bonferroni 

alpha correction procedure, the alpha level was adjusted to .0045 in 

interpreting significance (.05/11 = .0045). The results for these cognitive 

measures are presented in Table 6.8.
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Table 6.8
One-way Analysis of Variance (ANOVA) on Cognitive Variables and Adolescents’ Age

Criterion
Variable

Early
Adolescence 

12 to 15 years old 
M

Late
Adolescence 

16 to 18 years old 
M

d f F Eta*

CNCEQ 56.44 53.42 1,865 10.001**** .011

CNCEQ-CT 14.44 13.57 1,878 9.460**** .011

CNCEQ-OG 13.61 13.31 1,877 .831 .001

CNCEQ-PS 14.52 13.00 1,879 24.002**** .027

CNCEQ-SA 13.94 13.54 1,874 2.260 .003

CNCEQ-SOC 19.78 18.08 1,873 17.143**** .019

CNCEQ-ATH 18.01 17.71 1,878 .731 .001

CNCEQ-ACA 18.72 17.61 1,876 8.835**** .010

Note. **** The alpha level was adjusted to .0045 in interpreting significance, after 
application of the Bonferroni alpha correction procedure (.05/11 = .0045).
CNCEQ, Children’s Negative Cognitive Error Questionnaire; CT, Catastrophising; OG, 
Overgeneralisation; PS, Personalisation; SA, Selective abstraction; SOC, Social 
content; ATH, Athletic content; ACA, Academic content.

No significant differences between groups were found for the types of 

errors of overgeneralisation and of selective abstraction and for the 

athletic area. However, significant differences were found between groups 

for total distortion score (CNCEQ), F (1,865) = 10.00, p < .0045, for the 

types of errors of catastrophising, F (1,878) = 9.46, p < .0045 and 

personalisation, F (1,879) = 24.00, p < .0045, and for both the social and 

academic areas, F (1,873) = 17.14, p < .0045 and F (1,868) = 13.36, p < 

.0045, respectively. Thus, these results indicate a possible inclination that 

the youngest adolescents endorsed more cognitive errors than did older 

adolescents. In particular, they endorsed catastrophising and 

personalising cognitions more strongly. This finding provides some 

support for our hypothesis that cognitive errors are expected to be 

endorsed more frequently during early adolescence than during late 

adolescence because they may be influenced by the maturational thinking 

process of formal operational thought (Inhelder & Piaget, 1958; Piaget, 

1964, 1972). In addition, the finding that adolescents endorsed more
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strongly the cognitive error of personalisation during the developmental 

period of early adolescence is consistent with Elkind’s (1967) postulation 

that during early adolescence, young persons’ egocentrism re-emerges, 

affecting their cognitive style.

The two age groups were also compared on the STAI-S, STAI-T and CES- 

D, with analysis of variance (ANOVA). The alpha level was again adjusted 

to .0045, after application of the Bonferroni alpha correction procedure. 

The results for these symptom measures are presented In Table 6.9. No 

significant difference between early and late period adolescents was found 

for the depression measure (CES-D). For the anxiety measures, the 

ANOVA indicated significant group differences (p < .0045). More 

specifically, adolescents aged 12 to 15 years reported significantly less 

anxious symptoms and less (but not significant) depressive symptoms 

compared to adolescents aged 16 to 18 years. This finding confirms 

previous findings (e.g., Angold, 1988; Kashani, Carlson, Beck, Hoeper, 

Corcoran, McAllister, Fallahl, Rosenberg, & Reid, 1987; Rutter, Taylor, & 

Hersov, 1994) of an increased prevalence of anxious and depressive 

symptoms in older adolescents.

Table 6.9
One-way Analysis of Variance (ANOVA) on all Symptom Measures and Adolescents’
Age

Criterion
Variable

Early
Adolescence 

12 to 15 years old

Late
Adolescence 

16 to 18 years old

d f F Eta '

M M

STAI-S 36.77 39.43 1,873 13.120**** .015

STAI-T 42.91 45.54 1,868 13.366**** .015

CES-D 16.39 18.43 1,831 7.374 .009

Note. **** The alpha level was adjusted to .0045 in interpreting significance, after 
application of the Bonferroni alpha correction procedure (.05/11 = .0045).
STAI-S, State-Trait Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety 
Inventory-Trait subscale; CES-D, Center for Epidemiological Studies-Depression Scale.
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6.6 D if f e r e n c e s  o n  t h e  c o g n it iv e  me a s u r e s  a n d  a n x ie t y  a n d

DEPRESSION MEASURES AS A FUNCTION OF GENDER

The effect of gender on each of the CNCEQ subscale scores was 

examined by a one-way analysis of variance (ANOVA) (Table 6.10), 

similarly with the previous analyses. The alpha level was again adjusted to 

.0045, after application of the Bonferroni alpha correction procedure.

Table 6.10
One-way Analysis of Variance (ANOVA) on Cognitive Variables and Adolescents’
Gender_____________________________________________________________

Criterion Boys Girls d f F  Eta7
Variable

M M

CNCEQ 55.16 55.45 1,865 .091 .000

CNCEQ-CT 13.98 14.23 1,878 .789 .001

CNCEQ-OG 12.85 14.03 1,877 14.069**** .016

CNCEQ-PS 14.47 13.53 1,879 9.668**** .011

CNCEQ-SA 13.99 13.62 1,874 2.077 .002

CNCEQ-SOC 19.02 19.26 1,873 .354 .000

CNCEQ-ATH 17.35 18.35 1,878 8.525**** .010

CNCEQ-ACA 18.93 17.81 1,876 9.738**** .011

Note. **** The alpha level was adjusted to .0045 in interpreting significance, after 
application of the Bonferroni alpha correction procedure (i.e., a = .05/11 = .0045). 
CNCEQ, Children’s Negative Cognitive Error Questionnaire; CT, Catastrophising; OG, 
Overgeneralisation; PS, Personalisation; SA, Selective abstraction; SOC, Social 
content; ATH, Athletic content; ACA, Academic content.

There were no significant gender differences in relation to total cognitive 

distortion scores, catastrophising and selective abstraction and social 

area. Results indicated a significant main effect for the cognitive errors of 

overgeneralisation (F (1,877) = 14.06, p < .0045), personalisation (F 

(1,879) = 9.66, p < .0045) and for the athletic (F (1,878) = 8.52, p < .0045) 

and academic (F (1,876) = 9.73, p < .0045) areas. Hence, these results 

indicate that female participants endorsed overgeneralisation significantly
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more often than male participants did and they appeared to make more 

cognitive errors in relation to the athletic areas. On the other hand, boys 

reported personalising cognitions more strongly than girls and they 

endorsed more cognitive distortions in relation to the academic area (see 

summary of results in Table 6.10). Although it is rather difficult to explain 

these differences, this finding could reflect a tendency for adolescents to 

manifest cognitive errors in areas where they may be experiencing more 

stressful events and in circumstances where they feel less confident. 

Nonetheless, it is noteworthy that the observed gender differences may 

have significant implications for monitoring and treatment.

Finally, a one-way analysis of variance (ANOVA) was conducted to 

determine the effect of gender on ail symptom measures, that is, to STAI- 

S, STAI-T, and CES-D (Table 6.11). There was a significant main effect for 

state anxiety (F (1,873) = 20.68, p < .0045), trait anxiety (F (1,868) = 

57.77, p < .0045) and depression (F (1,831) = 40.17, p < .0045). More 

specifically, results indicated that girls scored significantly higher on all 

symptom measures than did boys (see summary of results in Table 6.11). 

Consistent with previous findings, girls showed greater levels of anxious 

and depressive symptoms than boys did.

Table 6.11
One-way Analysis of Variance (ANOVA) on Symptom Measures and Adolescents' 
Gender

Criterion
Variable

Boys Girls d f F EtaJ

M M

STAI-S 35.99 39.21 1,873 20.681**** .023

STAI-T 41.03 46.20 1,868 57.771**** .062

CES-D 14.69 19.23 1,831 40.176**** .046

Note. **** The alpha level was adjusted to .0045 in interpreting significance, after 
application of the Bonferroni alpha correction procedure (i.e., a = .05/11 = .0045). 
STAI-S, State-Trait Anxiety Inventory-State subscale; STAI-T, State-Trait Anxiety
Inventory-Trait subscale; CES-D, Center for Epidemiological Studies-Depression Scale.
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CHAPTER 7 

DISCUSSION

This research study examined cognitive errors and self-reported 

symptoms of anxiety and depression in a community sample of Greek 

adolescents using a cross-sectional design. Four major questions were 

explored. The first question was whether adolescents endorse negative 

cognitive errors in their thinking processes and whether these negative 

cognitive errors are associated with subsequent increases in signs of 

anxious and / or depressive symptoms. The second question was whether 

adolescents’ self-reported symptoms of anxiety and depression are 

predicted by their overall cognitive distortions. The third question was 

whether different types of cognitive errors differentiate adolescents' self- 

reported symptoms of anxiety and depression. Finally, the fourth question 

was whether endorsement of negative cognitive errors and anxious and 

depressive symptoms change over the course of adolescence and 

whether any gender differences exist.

The findings from this investigation confirmed that cognitive distortions are 

a common and pervasive attribute of adolescents who reported depressive 

and / or anxious symptoms and demonstrated the generalisability of the 

association between cognitive distortions and depression and anxiety in 

Greek adolescents.
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7.1 Relations  be twe en  co gn it ive  erro rs  a nd an xio us  a nd de pr ess ive

SYMPTOMS

Results of the present study Indicated that, consistent with previous 

findings (e.g., Leltenberg etal., 1986), most adolescents did not frequently 

endorse any of the four types of negative cognitive errors (see Table 6.1). 

This was expected in that the CNCEQ, in accordance with cognitive 

theory, assesses dysfunctional thoughts that children and adolescents 

from a community sample should not typically manifest in their thinking. 

Thus, most adolescents did not seem to make negatively biased 

Interpretations of external events.

On the other hand, results indicated that cognitive distortions in general, 

as well as all four types of cognitive errors were significantly associated 

with greater levels of anxious and depressive symptoms. In particular, the 

present study Indicates a significant, although mild, correlation between 

overall cognitive distortion and anxiety and depression (approximately, r = 

.40 and r = .39, respectively). The correlations analysis reported in Table

6.2 provides empirical support for a cognitive model of depression and 

anxiety, given that all cognitive errors included in this study were 

significantly related to the two adolescent emotional problems. The 

correlations were comparable with what has been reported elsewhere in 

the literature with children and adolescents (Garber et al., 1993; Kempton 

et al., 1994; Leitenberg et al., 1986; Leung & Wong, 1998; Stewart et al., 

2004; Terns et al., 1993; Thurber et al., 1990). As hypothesised, negative 

cognitive errors were associated with significant increases in signs of 

anxious and / or depressive symptoms. The above findings confirm the 

notion that cognitive errors are valuable constructs for understanding both 

depression and anxiety in adolescents. Beck et al. (1979) have argued 

that cognitive structures, including cognitive errors, may act as 

vulnerability factors, putting individuals at risk for developing depression in 

response to negative life events. In a similar vein, cognitive distortions 

may make adolescents vulnerable to experiencing depressive and / or 

anxious symptoms, particularly if they are combined with stressful
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circumstances, which are prevalent in various important areas of 

adolescents’ lives (Garber & Flynn, 2001; Garber et al., 1993). However, it 

should be emphasised that the findings from the present study support 

only the concomitant status of cognitive distortions in relation to self- 

reported symptoms of anxiety and depression. The presumed, antecedent, 

causal nature of such cognitions remains to be demonstrated in future 

longitudinal research studies.

The present study found that overall cognitive distortion, as measured by 

the CNCEQ, was a significant predictor of both anxious and depressive 

symptoms (see Table 6.3). Consistent with previous studies (Stewart et 

al., 2004; Weems et al., 2001), the finding that self-reported anxious and 

depressive symptoms were predicted by overall cognitive distortion 

supports the prominent role of cognitive errors in cognitive theories of 

anxiety and depression (Beck, 1976; Beck & Emery, 1985; Beck et al., 

1979). Moreover, this finding is consistent with Beck’s (1993) proposition 

that distorted processing of information, which Beck (1967, 1976) originally 

described as characteristic of depressed patients is not specific to this 

disorder, but rather it is apparent to various forms of psychopathology.

It should be emphasised that overall cognitive distortion consistently 

displayed a stronger relationship with self-reported anxiety than with 

depression. That is, cognitive distortion was, in fact, a stronger predictor of 

anxious symptoms than it was of depressive ones. This is not surprising 

given that it has been suggested that depression and anxiety may be a 

part of a more global dimension of negative affectivity (Watson & Clark, 

1984). Even in the adult literature, where the distinction between anxiety 

and depression has been widely investigated, it has not been clearly 

determined whether anxiety and depression are discrete overlapping 

disorders or part of a larger more general internalising syndrome (Lucas, 

1993). Similarly, it has been speculated that negative cognitive errors may 

not be specific to depression (Robins & Hinkley, 1989), but may more 

generally reflect a larger more general internalising syndrome, such as
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negative affectivity (Ronan, Kendall, & Rowe, 1994; Watson & Clark, 

1984).

7.2 Over g en era li sat io n  a nd Cat astro phising  pre dict  anxious  and

DEPRESSIVE SYMPTOMS

An important goal of this investigation was to determine which of the four 

types of cognitive errors, namely, overgeneralisation, catastrophising, 

personalisation and selective abstraction, were the strongest predictors of 

anxiety and depression. Moreover, to what extent did different types of 

cognitive errors differentiate between anxious and depressive symptoms?

Results indicated that the types of cognitive errors of overgeneralisation 

and catastrophising predicted a change in adolescents’ self-reported 

anxious and depressive symptoms. More specifically, overgeneralisation 

was the strongest predictor of self-reported symptoms of state anxiety, 

whereas overgeneralisation and catastrophising were the strongest 

predictors of self-reported symptoms of both trait anxiety and depression 

(see Table 6.6). These findings indicated that adolescents’ tendency to 

take one single negative event as representative of all others and to 

anticipate the worst possible outcome for an event predicted an increase 

primarily in anxious symptoms and secondarily in depressive ones. These 

results confirm the previous findings by Leitenberg et al. (1986), who 

found that overgeneralisation was the most strongly endorsed cognitive 

error in both the depressed group and the high-evaluation-anxiety group. 

Moreover, Weems et al. (2001) found that overgeneralisation and 

catastrophising scores were the strongest predictors of each of the 

measures of anxiety and overgeneralisation and selective abstraction 

were the strongest predictors of depression. Although it is interesting to 

compare the results of the present study with those of other researchers, it 

must be borne in mind that there are several methodological differences 

that prevent direct, valid comparisons. The present sample was restricted 

to adolescents from a community sample, whereas Leitenberg et al.
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(1986) studied a nonclinical sample of school children from 9 to 13 years 

of age (grades four, six, and eight) and Weems et al. (2001) a sample of 

children and adolescents referred for anxiety problems (aged 6-17 years).

Overgeneralisation, catastrophising and the overall score from the 

CNCEQ were stronger predictors of anxiety scores than depression scores 

on the outcome measures. In other words, adolescents’ tendency to 

manifest the cognitive distortions of overgeralisation and catastrophising 

was more associated with a tendency toward a more anxious rather than 

depressed condition. Perhaps overgeneralisation and catastrophising are 

more reliably associated with a change in anxiety symptoms. With regard 

to anxiety, Beck had suggested that some of the negative cognitive errors, 

such as catastrophising, are associated with anxiety disorders in adults 

(Beck et al., 1974). Moreover, Rachman (1998) had noted that 

“paradoxically, the recent extension of cognitive ideas into the study of 

anxiety and its disorders has been more successful, and more quickly 

successful, than the original work on depression“(p. 1). In any case the 

overall pattern of results (i.e., overall cognitive distortion and separate 

types of cognitive errors) provides support for the strong association 

between cognitive factors and anxiety.

Interestingly, no evidence emerged for a general specificity hypothesis in 

the present study. According to the general specificity hypothesis, 

cognitive distortions are postulated to be disorder specific and thus 

different and separate types of cognitive distortions should be related to 

depression and anxiety (Leung & Poon, 2001). Results indicated that both 

anxiety and depression were related to all types of cognitive errors, 

providing empirical support to a general cognitive model of 

psychopathology (see Table 6.2). Further analysis revealed that 

overgeneralisation and catastrophising were the strongest predictors to 

both anxiety and depression (see Tables 6.5 and 6.6). Thus, each 

emotional problem did not appear to have its specific type of cognitive 

errors. Adolescents who were frequently taking one single negative event 

as representative of all others and who were dwelling on the worst
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possible outcome of any stressful event appeared to exhibit increased 

signs of both anxiety and depression. It would appear therefore that 

anxiety and depression share the same types of cognitive distortions.

7.3 Dev el o pmen t al  diffe ren ce s

This study adds to the literature by providing information on the influence 

of age (i.e., early vs. late adolescence) on endorsement of cognitive 

distortions. An important contribution of this study is in the wide age range 

included in the sample. This broader range indicated significant 

differences in the evolution of cognitive errors and anxious and depressive 

symptoms during this period. As hypothesised, results indicated that 

cognitive errors were endorsed significantly more frequently during early 

adolescence than during late adolescence period. In other words, younger 

adolescents showed a greater tendency to cognitively distort than did 

older adolescents. More specifically, adolescents aged 12 to 15 years 

manifested significantly more frequently overall cognitive distortion and the 

cognitive errors of catastrophising and personalisation in their thoughts 

than did adolescents aged 16 to 18 years (see Table 6.8). Such findings 

are consistent with the notion discussed in Chapter 3 that adolescents, 

during the early adolescence period, may exhibit higher levels of cognitive 

errors in interpreting events compared to adolescents during the late 

adolescent period, who are more likely to have achieved a consolidation of 

formal operations, making them less vulnerable to cognitive distortions 

(lnhelder& Piaget, 1958; Piaget, 1972).

A possible explanation of such a finding may be that the reported cognitive 

errors during early adolescence may be related to normal cognitive 

development. Cognitive developmental theories (Flavell, 1963; Piaget, 

1970) have established that adolescent thought processes are 

qualitatively different from those of younger children. The structures of 

formal operational thinking can be applied successfully to a great variety of 

problems, which make them much more flexible than those of the concrete

107



operational thinking. Hence, late adolescents in particular are able to think 

of a number of possible alternatives to a problem and are less likely to be 

puzzled or perplexed by outcomes that are unexpected. Although most 

adolescents’ thinking makes significant advances due to the development 

of formal operations, (i.e., from 11 years to adulthood) (see Inhelder & 

Piaget, 1958; Piaget, 1970), Piaget (1972) later suggested that formal 

operations are not completely achieved until later in adolescence, between 

approximately 15 and 20 years of age. Hence, it has been proposed that, 

during early formal operations, the young adolescent may still face 

difficulty with abstract thinking, perceiving his or her experiences too 

subjectively and persisting to ideas that already have been discounted 

(Piaget, 1972). Therefore, consistent with the cognitive developmental 

theory, young adolescents’ inclination to endorse cognitive errors more 

frequently in their thinking may be conceptualised as developmentally 

appropriate in early adolescence.

Additional support for the proposition that cognitive errors may reflect 

normal developmental trends comes from Elkind (1967), who pointed out 

the re-emergence of egocentrism during early adolescence. Adolescent 

egocentrism signifies that young adolescents tend to believe that they are 

the centre of others’ attention and have difficulty separating their thoughts 

from the thoughts of others. An expected consequence of adolescent 

egocentrism is that the adolescent may be highly self-conscious, while 

attributing unlimited power to his or her thoughts, without attempting to test 

them out in reality. Subsequently, a possible explanation of the observed 

increased tendency of young adolescents to endorse cognitive errors is 

that their cognitive style might be influenced by the re-emergence of 

egocentrism. In a similar vein, the finding that young adolescents 

endorsed personalisation significantly more strongly, that is, they 

appeared more likely to blame themselves for bad outcomes, reflects this 

tendency (i.e., adolescent egocentrism), in that early adolescents tend to 

become focused on themselves and fail to adopt others’ perspective, while 

taking on self-value criteria about their physical appearance or social 

experiences.
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Finally, further support for the “normality” of young adolescents’ cognitive 

dysfunction Is found in the result of the present study that adolescents 

aged 12 to 15 years reported significantly less anxious symptoms and less 

(but not significant) depressive symptoms (see Table 6.9) compared to 

adolescents aged 16 to 18 years. In particular, as is consistent with the 

existing literature (e.g., Angold, 1988; Kashani et al., 1987; Rutter et al., 

1994), a preponderance of anxious and depressive symptomatology was 

found in older adolescents. These significant differences between the two 

age groups provide some evidence that the cognitive distortions 

manifested during the early adolescence period may not necessarily be 

related to anxious or depressed symptoms, but may be related to normal 

cognitive development.

One hypothesis worth exploring in future studies is whether cognitive level, 

independent of age, is associated with the degree of endorsement of 

cognitive errors. For example, to investigate if concrete operational 

thinking and early formal operational thinking predict an increase in 

cognitive errors, and late formal operational thinking predicts a decrease in 

cognitive errors, as well as the relationships among cognitive distortions 

and anxious and depressive symptoms. On the other hand, as Maughan 

(2001) has argued in a recent review of lessons from longitudinal studies, 

future longitudinal research projects are urgently needed to identify the 

biological, psychological and social factors that contribute to the sharp 

increase of anxious and depressive symptoms in the late adolescence 

period.

7.4 Gende r  dif ferences

Results indicated that gender did not have a significant effect on cognitive 

distortions. In particular, there were no significant differences between 

boys and girls in the endorsement of cognitive errors in general, and the 

cognitive errors of catastrophising and selective abstraction (see Table
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6.10). This finding is consistent with previous studies (Epkins, 1998; 

Leitenberg, 1986; Weems et al., 2001), suggesting that gender does not 

appear to affect the degree of dysfunctional cognitive processing in 

adolescents. Interestingly, it was found that boys reported personalising 

cognitions more strongly than girls and they endorsed more cognitive 

distortions in relation to the academic area. On the other hand, girls 

endorsed overgeneralisation significantly more often than boys did and 

they appeared to make more cognitive errors in relation to the athletic 

areas. In other words, boys appeared to take excessive responsibility for 

the occurrence of negative events and more so for events related to their 

academic life. In contrast, girls tended to take one single event as 

representative of all others, especially in athletic experiences. While many 

interpretations are possible to explain these differences, this finding could 

reflect a tendency for adolescents to manifest cognitive errors in areas 

where they may be experiencing more stressful events and in 

circumstances where they feel less confident due to explicit feedback. 

However, future research studies are needed to disentangle these 

differences, providing a better understanding of the different types of 

cognitive errors among boys and girls, as well as, the various contexts that 

these are manifested. In general, these findings support a 

recommendation that therapists evaluate the content and the type of 

adolescents’ cognitive distortions, especially as they may relate to major 

themes in the adolescent’s life and may have important implications for 

treatment programmes.

Also similar to results from previous research studies is the observation 

that the level of anxious and depressive symptoms is higher for girls than 

for boys (see Table 6.11). Finding that adolescent girls had an increased 

prevalence of anxious and depressive symptoms as assessed by the STAI 

and the CES-D, is consistent with the differences in the level of anxiety 

and depression between the two sexes reported in most prior studies 

(Cheng & Furnham, 2003; Dobson & Breiter, 1983; Haarasilta, Marttunen, 

Kaprio, & Aro, 2001; Kandel & Davies, 1982; Lewinsohn, Gotlib, 

Lewinsohn, Seeley, & Allen, 1998; Seligman, Kaslow, Alloy, Peterson,
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Tanenebaum, & Abramson, 1984). For example, in a study conducted by 

Seligman et al. (1984), girls tended to report more depressive symptoms 

than did boys, suggesting that the adult sex difference in depression 

(Radloff, 1975) may be present as early as 8 to 13 years of age. Kandel 

and Davies (1982) also found that female adolescents (13 to 19 years of 

age) reported significantly more depressive symptoms than their male 

counterparts. The transitional period of adolescence seems to have a 

different effect on boys and girls, consisting of possibly fewer advantages 

for girls than for boys. Different explanations have been proposed in the 

literature to explain these differences (Lewinsohn et al., 1998; Rutter, 

1986). Among others, an increase in risk factors, such as hormonal 

changes, genetic factors and increased adverse life events and a decline 

in protective factors, such as decrease of social support have been 

discussed (Harrington, 1994). Of note is that in a study conducted by 

Lewinsohn et al. (1998), results were more consistent with the formulation 

that the female vulnerability to emotional disturbances were associated 

with some type of genetic, rather than purely environmentally determined, 

gender difference. Continued study in these important areas will shed 

more light on the role of gender in adolescence and emotional problems.

7.5 Limitations

It is important to consider the methodological limitations of the present 

study that restrict the conclusions able to be drawn and because they 

provide directions for future research. Firstly, the current study has the 

general limitations of a cross-sectional design. Most importantly, causal 

inferences cannot be made. The cross-sectional design of this study does 

not allow an examination of the causal direction between cognitive 

variables and psychological disorders. Nonetheless, this study does 

succeed in establishing the presence of significant relationships between 

anxiety and depression and cognitive errors. However, it could also be that 

anxious and depressive symptomatology may lead to the development of 

maladaptive beliefs and cognitive distortions (see Cole et al., 1998).
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Therefore, the present findings need to be replicated and should be further 

explored in future longitudinal research of adolescents to determine the 

extent to which cognitive errors are vulnerability factors in development of 

depression and anxiety. As cautioned by Leung and Poon (2001), “a 

longitudinal design is required to examine these rival but not necessarily 

mutually exclusive hypotheses, considering the possibility of an 

interactive, reciprocal relationship between cognitions and 

psychopathology” (p. 764). Although cross-sectionals studies cannot be 

used to confirm a causal relationship between variables, they may 

propose new hypotheses that could be later on be examined 

longitudinally.

Secondly, the present investigation used a student population rather than 

a clinical population and dealt with anxious and depressive symptoms 

rather than anxiety and depressive diagnoses. Participants were not 

severely anxious and/or depressed. Whether these results generalise to 

more seriously disturbed adolescents remains to be seen. Student 

populations may not demonstrate the same characteristics as clinical 

populations (Kazdin, 1978). In addition, doubts have been raised about the 

similarity of mild and severe anxious and depressive symptoms (Depue & 

Monroe, 1978), but the issue is an empirical one, at least with regard to 

specific correlates such as cognitive errors. Although the percentage of 

adolescents in this sample experiencing mild and moderate levels of 

anxious and depressive symptoms was substantial, it would be necessary 

to replicate and extend these findings in a clinical sample of adolescents 

with mood disorder and anxiety diagnoses before any strong conclusions 

are drawn regarding the validity of cognitive theory and practice. 

Nevertheless, the value of detecting vulnerability factors, before a clinical 

presentation is apparent, is noteworthy. There is more point to finding 

predictors in what could be a pre-clinlcal population (i.e., a school 

population) than in a clinical population, which has already been 

diagnosed and thus has some known underlying pathology.
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Another methodological consideration in the present study involves the 

use of self-report measures, which allowed the inclusion of a larger 

sample than more comprehensive interviews would yield. However, the 

instruments are vulnerable to the disadvantages, which are common to all 

self-report questionnaires. These include Individual differences in how the 

same items are interpreted and the influence of participant expectancy 

effects. Moreover, self-report measures have the problem of item overlap, 

which may inflate correlations. For example, it has been argued that self- 

report measures of depression have poor discriminant validity, especially 

with respect to anxiety (Gotlib & Cane, 1989; Lewinsohn, Roberts, Seeley, 

Rohde, Gotlib, & Hops, 1994). This could be dealt with a careful item 

analysis or avoiding solely self-report methods. However, it could turn out 

that clinician, teacher or parent reports of anxious and / or depressive 

symptoms of adolescents might indicate different relationships to the 

CNCEQ. The current investigation relied on self-report measures, which, 

although reliable, cannot replace clinical interviews and diagnoses. Future 

investigations of the linkages of cognitive errors and anxiety and 

depression could be extended to clinical populations with groups of 

carefully diagnosed adolescents.

These limitations not withstanding, it is proposed that the evidence of 

cognitive distortion demonstrates the importance of developing a better 

understanding of the relations between cognitive errors and anxious and 

depressive symptoms in adolescents, ultimately leading to improvements 

in primary prevention and intervention efforts.

7.6 Clinical  implications

This preliminary support for a cognitive model of anxiety and depression 

has implications for future research into the preventative and therapeutic 

interventions of emotional disturbances in adolescents. The clinical 

implications of the results are threefold.
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Firstly, the types of cognitive distortions (i.e., catastrophising, 

overgeneralisation, personalisation and selective abstraction), as 

evaluated by the CNCEQ, appear to be at least common concomitants of 

anxiety and depression across adolescents. The present results provide 

some evidence of generalisability of Beck’s cognitive theory to a Greek 

adolescent population thus providing a focus of treatment (e.g., cognitive 

restructuring) for which cognitive therapy is quite effective (see review by 

Beck, 1993). It has been suggested that cognitive restructuring produces 

changes in specific rationality, that is, the teaching of specific rationality 

results in increased general rationality (Nielsen et al., 1996). These 

findings support a recommendation that psychologists working with 

adolescents be alert to the content and type of cognitive errors of 

adolescents’ thinking, systematically evaluating and modifying them in 

therapy. Hence, the current study provides some information to help 

researchers developing treatment interventions for anxiety and depressive 

disorders in adolescence. Future research should address the efficacy of a 

cognitive restructuring intervention based on the same principles of Beck’s 

cognitive therapy with adolescents. Furthermore, future studies designed 

to evaluate Cognitive Behavioural therapy of anxiety and depression in 

Greek adolescents are warranted. This is important because of the 

significant impairment (e.g., poor school achievement, difficulties with 

intimate relationships) associated with both of these disorders in 

adolescence (Harrington, 1994; Klein, 1994).

Secondly, although assessment of clients’ dysfunctional beliefs and 

maladaptive cognitions is mainly achieved through clinical interviewing 

techniques (see Beck, 1995), self-report cognitive style rating scales, such 

as the CNCEQ can ease this process. The CNCEQ has the advantages of 

being developed for children and adolescents and for being related to a 

theoretical model (Winters, Myers, & Proud, 2002). Its validity is supported 

by correlations with depression and anxiety (Leitenberg et al., 1986; 

Thurber et al., 1990; Weems et al.,2001), as well as with self-esteem 

(Leitenberg et al., 1986) and hopelessness (Thurber et al., 1990). For 

example, the CNCEQ may be used to help identify the specific cognitive
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errors that underlie an adolescent’s thinking in various areas and thus can 

have unique therapeutic value as an assessment tool. Moreover, the 

CNCEQ may offer sound measurement and high utility for understanding 

the diverse aspects of children’s and adolescents’ functioning with a 

variety of psychiatric disorders (Winters et al., 2002). Of note is that the 

scale’s rapid completion and scoring offer initial access to information, 

which may not be readily noticed during direct interview. The identification 

early in therapy of the key cognitive errors assessed by the CNCEQ can 

help the therapist focus treatment more efficiently.

Finally, some theorists (Kendall, 1993; Weisz & Hawley, 2002) have 

argued that the major biopsychosocial changes of adolescence make this 

a developmental stage in life in which intervention, and in particular 

prevention programmes, can have exceptionally enduring impact. 

According to a recent practice parameter for psychiatric consultation to 

schools of the American Academy of Child and Adolescent Psychiatry 

(2005), there is a growing interest for clinicians to improve the mental 

health of students by developing programmes designed to prevent 

emotional disturbances. Recent evidence has emerged of the 

effectiveness of school-based prevention programmes targeted at mood 

and anxiety symptoms (Clarke, Hawkins, Murphy, Sheeber, Lewinsohn, & 

Seeley, 1995; Dadds, Spence, Holland, Barrett, & Laurens, 1997; 

Ehntholt, Smith, & Yule, 2005; Gillham, Reivich, Jaycox, & Seligman, 

1995). For instance, the Coping With Stress Course for high school 

students (Clarke et al., 1995) and the Depression Prevention Programme 

for elementary school students (Gillham et al., 1995), which focused on 

helping students develop cognitive skills to identify and challenge negative 

thoughts related to depressed affect, as well as the Coping Koala 

Programme (Dadds et al., 1997) for students with symptoms of anxiety, 

which included a cognitive restructuring component in addition to 

relaxation exercises and exposure, have all been evaluated for evidence 

of effectiveness in school settings. All programmes were found to 

significantly reduce depressive and anxious symptoms among students 

receiving the prevention programmes. It will be important in future studies
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to examine whether similar positive findings for school based prevention 

programmes with a focus on cognitive restructuring are obtained with 

Greek adolescent populations.

In a stimulating article, Albert Ellis (1993) provides some excellent 

reflections on possible future directions of rational-emotive and cognitive- 

behavioural therapy. Although he refers to a number of potential 

applications in many fields (i.e., business, management, politics, 

economics etc), he stresses that the main future of RET and cognitive- 

behavioural therapy will be in their psychoeducational applications. He 

argues that RET and CBT are already being, and can continue to be, 

applied in educational settings and introduced to large numbers of people 

in books, workshops, lectures as well as other audio-visual presentations. 

He further predicts:

Better yet, perhaps, it will help literally millions of people who never 
have had any form of individual or group treatment to clearly see some 
of the ways in which they are needlessly disturbing themselves; to work 
at overcoming their self-constructed emotional, cognitive, and 
behavioural problems; and to achieve a more self-actualised and self- 
fulfilled existence. (Ellis, 1993, p. 200)

Finally, a recent report for depression and anxiety by the Centre for 

Economic Performance’s Mental Health Policy Group (2006) is 

noteworthy. More specifically, the “Depression report: a new deal for 

depression and anxiety disorders” (2006) advocates an expansion of 

training facilities for cognitive-behavioural therapists to substantially 

increase the number of such people available to the general population, 

and declares the need to give people with mental illness the choice of 

psychological therapy.

...we have now evidence-based psychological therapies that can lift at 
least a half of those affected out of their depression or their chronic fear. 
These new therapies are not endless nor backward-looking treatments. 
They are short, forward-looking treatments that enable people to 
challenge their negative thinking and build on the positive side of their 
personalities and situations. The most developed of these therapies is 
cognitive behaviour therapy (CBT). The official guidelines from the 
National Institute for Clinical Excellence (NICE) say these treatments 
should be available to all people with depression or anxiety disorders or 
schizophrenia, unless the problem is very mild or recent (p. 1).
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CHAPTER 8 

CONCLUSIONS

The main purpose of this investigation was to examine the extent to which 

cognitive errors were endorsed by adolescents from a Greek community 

sample as well as the linkages among four types of cognitive errors and 

anxiety and depression. A fundamental premise of Beck’s (1967, 1976) 

cognitive theory is the salience of maladaptive cognitive patterns, and in 

particular cognitive distortions as significant features in the development 

and maintenance of emotional disturbances, such as depression and 

anxiety. It is also proposed that individuals who tend to endorse more 

cognitive errors should tend to experience more negative affect, especially 

when encountering negative life events (Beck, 1967, 1976; Beck & Rush, 

1985). The findings of this study support this contention and provide 

confirmation of Beck’s cognitive theory (Beck, 1967, 1976).

In particular, results of this study support the hypothesis regarding the 

association of cognitive errors and anxious and depressive symptoms, and 

highlight the presence of a relationship between cognitive distortions and 

anxiety and depression in adolescence observed in previous studies (e.g., 

Leitenberg et al., 1986; Weems et al., 2001). Overgeneralisation, 

catastrophising and overall cognitive distortion scores predicted a change 

in adolescents’ self-reported anxious and depressive symptoms, 

demonstrating the prominent role of cognitive errors in cognitive theories 

of anxiety and depression (Beck, 1976; Beck & Emery, 1985; Beck et al., 

1979). Furthermore, the finding that overgeneralisation and 

catastrophising were both strong predictors of anxiety and depression 

indicates that they share the same types of cognitive distortions.
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On the other hand, the observed decrease on scores of overall cognitive 

distortion over the age groups from early adolescence to late adolescence, 

suggests firstly that cognitive errors during early adolescence may reflect 

normal developmental trends, and secondly, that with increasing age, 

adolescents are less likely to adopt a negative cognitive bias. These 

findings may be interpreted in the context of the cognitive development 

changes arising during this developmental phase. The adolescent 

gradually becomes able to check out his or her reasoning against 

experience and accommodate to the cognitive development that has taken 

place. Nevertheless, of note is that late adolescents reported more 

anxious and depressive symptoms than younger ones, consistent with 

previous findings that the transitional years from middle to late 

adolescence tend to mark a major increase in risk for psychopathology 

(see review by Maughan, 2001).

This study contributes to the growing body of literature documenting 

relations between adolescent symptoms of anxiety and depression and 

cognitive errors and extends cognitive theories of depression and anxiety 

to a Greek adolescent population. Viewed in a larger context, these results 

should encourage further exploration of possible linkages of cognitive 

errors (the theory underlying Cognitive Behavioural Therapy) with 

adolescent emotional disturbances. Furthermore, the findings from the 

present investigation provide information to help professionals designing 

treatment interventions, as well as, educational interventions for anxiety 

and depressive disorders in adolescence. It is generally acknowledged 

that a primary goal of research is to help mental health professionals have 

a more informed and scientifically based practice and perhaps to 

subsequently improve patient outcomes. Hence, psychotherapy 

researchers have recognised the importance of matching treatment to 

specific patient characteristics (Beutler, 1991; Kazdin, 1993). The present 

research findings provide some of the first empirical data on the role of 

dysfunctional cognitive processing and emotional disturbances among 

Greek adolescent students, possibly identifying some primary targets for



intervention and prevention programmes for adolescents, as well as, 

highlighting the value of tailoring treatment approaches to the 

developmental stage of the adolescent (Cicchetti, 2001). The results 

suggest that it is important that attention is paid to cognitive restructuring 

as a component of programmes designed to prevent emotional and 

behavioural difficulties in youth.

In conclusion, the current study supported the existence of cognitive 

distortions in Greek adolescents, as well as, the association between 

negative cognitive errors and anxiety and depression, especially for the 

types of errors of overgeneralisation and catastrophising. All cognitive 

errors, as evaluated by the CNCEQ, appeared to be at least common 

concomitants of anxiety and depression across adolescents. The present 

results provide some evidence of generalisability of Beck’s cognitive 

theory to a Greek adolescent population thus providing a focus of relevant 

intervention and prevention efforts for which cognitive therapy is quite 

effective and posing questions for future research studies. Although the 

findings from the present study are novel, a replication of this research 

with a larger sample size, including a wider age range, with other 

measures, which ideally should include an adolescent-based interview 

measure of cognitive variables, would be necessary to confirm these 

findings. It will also be important in future studies to incorporate measures 

of life events to assess their association to cognitive style and 

psychopathology.

Exciting and essential research efforts are under way, bringing together 

scientists from different yet interrelated disciplines to develop a better 

understanding of the linkages between dysfunctional cognitive processing 

and psychopathology In youth. Such works can serve to continue to bridge 

the gap between research and clinical practice treatment and thus to 

inform primary prevention efforts, along with refining the continuing 

intervention practices.
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APPENDIX I Que stionnaires

1. Children’s Negative Cognitive Error Questionnaire (CNCEQ) 
Greek version

2. State -Trait Anxiety Inventory (Form Y) (STAI)
Greek version

3. Center for Epidemiological Studies-Depression Scale 

(CES-D) Greek version
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CNCEQ

HIiKÍa:

«Dúiro (kuk^ióoxe): A 0

Oôpyiuç

Auto  to EpcoxppaxoÀóyio nepiypacpsi pia oeipá KaxaoxáaECúv nou propri va 

avTip£TCü7rícouv xa naióiá. Ká0s Kaxáoxaop aKO/Un)0£ÍTai anó pía OKÉipp xpv onoía xo 

7iai5í p7iop£Í va kóvei ge auxp xpv Kaxáoxaop. Auxp p OKÉ\|/p EÍvai ge «EioayioyiKá». 

©é^oupE va pá0oup£ Kaxá 7ióoo ópoia EÍvai auxí) p GKÉ\(/p p£ auxó nou eoeîç 0a 

OKEtpxóoaoxav oxp uuyKEKpipévp Kaxáoxaop.

FlapaKaXró SiaßacxE óXeq xiç nspurxcüOEiç Kai ipavTaaTEÍTE òri ouußaivouv pe eoác, 

aKÓaa k i av 8 ev  év o uv  o u iiBeí 7To t é o t o  TrapEXOóv. Mexó öiaßdoxs xpv OKÉipp nou EÍvai 

G£ «ElOayCOyiKÓ». KuKÁÓOTE xpv Ôpllûop Káxco a7lÓ KÓ0E OKEipp 7I0U VOpí̂ ETE Ó TI 

7i£piypá(p£i KaÁúxEpa auxó nou eoeîç 0a OKEipxôoaoxav oxpv ouyKEKpipévp 7r£pÍ7rxiúGp.

rla 7iapáS£iypa aç SiaßdooupE auxó:

A. Eíoai o T£ppaxoipù)axKaç xpç noSooipaipiKpç opàSaç xou oxoàeîou. O aycbvaç 

xe êicûvei p£ loonaMa 1-1. IVlExà xov ayróva okoûç évav anó xouç aupTiaÎKTEç aou va tó:i 

ó xi p opâSa aou EnpEnE va KEpSioEi oppEpa. SKÉipxEGai, iiAuxôç/auxp nioxEiÎEi ôxi pxav 

SlKÓ pou M0OÇ 7TOU 6eV KEpSioapE».

Auxp p oK£i|/T| Eivai:
5 4 3 2 1

aKpißcoq auxó apKETá KOVTÓ Káxl 7T£pÎ7rOU pOlá̂ El TTOlÙ EVXËÂIÙÇ ÓO/EXO
Trou 0a G£ ai)TÓ 7T0D 0a oav auxó nou líyo p’ auxó pE auxó nou 0a
OKEipxÔpOUV <7K£(pT0|10DV 0a OKEipxÔpOUV 7T0U 0a OKEipxÔpOUV

OKEipxÔpOUV

Av p OKÉyp «Auxôç/auxp nioxEÚEi óxi pxav 8ikô  pou M0oç nou 8ev KEpSioapE» pxav 

Kàxi TtEpinou oav auxó nou 0a OKEipxôoouv o£ auxp xpv Kaxáoxaop, 0a npénEi va

KUK̂CÙOEIÇ:

3

Kàxi nEpinou 
oav auxó nou 
0a OKEipxôpouv
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B. B/X7rciç Suo ipiXouç god va piXávE ot o Siá^Eippa rpç 7rpo7iôvpopç. KuOmç  jrXpoiàÇEiç, 

p7taivouv gt o yp7i£8o Kai apxiÇouv t ic  7iào£ç. ZKÉcpTEoai, «'Iooûç EÍvai OupmpÉvoi paÇi 

pou yia KÔTi».

A o x p  h  (t kév j /î ] E Ívai:

5

aKpißto«; auTÓ 

7TOD 0a

OKEipTÓpODV

4

apKExá Kovrá 

g e auro Trou 0a

OKEipTÓpODV

3

KÓTl 7TEpÌ7rOD
oav a u ro  7TOD 
0a OKEipTÓpODV

2

pOlà̂ El 7ToXu 
Xiyo p ’ a u ro  

7TOU Ou 
OKEipTÓpODV

1
EVTE/.01Ç ÚfT/EXO
p£ auxó 7TOU 0a

OKEipTÓpODV

A v  p cKEipp «'Iarnç EÍvat Bupoipévoi paÇi pou yta Kan» p rav  k ó t i  apKExá k o v t ó  g e  auro 

t i od  0a GKEiprÓGODV o£ a u li i  xpv K a ià o ia o ri, 0a 7ip£7i£i va k d k ^ oj oe iç :

4

apKExá Kovxá 

o£ auxó 7TOD Oa

OKEipXÓpOUV

1) ripooKaÀEÎç Evav anó touç  ipiÀouç o ou va pEivEi rp  v ù y ja  o ît ît i g  o d . 'Evaç àXXoç 
ipiÀoç ooD paOaivEi y ia  auro. X té iprEcai, « 0 a  Éy_£i OopcooEi 7ioXu 7iou 5ev  tov  
KàXeoa Kai 8ev  0a 0e^ e i va EipaoiE 7iia (p&oi».

A u r i] r| OKÉipp EÍvai: 5 4 3 2 1

2) E rpv tupa rpç yupvaoTiKpç k ô v e t e  aycova oicuTaXoSpopiaç. H opáSa oou yâvEi. 
iKE ip iEoai, «A v  lipoDV Wyo yppyopÔTEpoç, 8ev  0a yávapE».

A u rp  r| aKEipp Eivai: 5________4___________3___________2___________1________

3) AoKipâÇEiç va £7ti).£y£Îç orpv c/oA-iKp opáSa p7iàoK£T. Ee 10 7rpooü)7riK£ç ßoA.£<; 
ÉyEiç 5 EDoroyEÇ Kai onç 5 aoroyEÎç . EKÉipTEoai, «A ev  ÉKava ralp 7rp07rôvpop».

A d t i î p GKSipp sivai: 5________4___________3___________2___________ 1________

4) OavraoTEÍxE on orpv  ràÇp ywpR/.GTE oe  opâSEç t c üv 7ie v t e  paOprdiv 7iou 
GDvaycoviÇoviai o rpv  opBoypaipía.H opáSa g o d  yúvEi. EKÉipTEcai, «A v ppoov 7iio 
£^D7rvoç, Sev  0a yavaps».

A d t i î 0 OKÉipp siva i: 5 4 3 2 1
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Kót t o io i ano t ouç  ipiXouç oou os pcDTOÚv av 8a SoKipâoEtç va E7û eyeiç yia Tpv 
oxô ucp opáSa 7roSoaipaípou auTpv rr|v xpoviá. Eîxeç 7rpoo7ra0iio£i 7iÈpuoi aXXà 
Sev xa Kaiacpepeç. SKÉcpTEoai, «A ev éxei vóppa va 7tpoG7ia0poa>, acpou 5ev ia 
KaiàcpEpa 7tÉpuoi».

Aulii r| OKÈij/p Ei'vai: 5 4 3 2 1

TpÀEipcovEÎç Èva ouppa0pTp oou yia va ouÇpTpoETE yia t iç aoKpoEiç 
paOppaTiKióv 7tou éxete yia to o7tm. Autôç è̂ e i: Aev p7iopó) va oou piÀpoai 
icopa, o naTÉpaç pou 7i£pipÈv£i TpÀEipcóvppa. EKÉcpTEoai, «A ev p0EÀ£ va pou 
pi^poEi».

Aut iì r| oKÉ\|/r| Eivai: 5 4 3 2 1

Eg ù Kai à>Aoi TpEiç ouppa0pTÈç oou KávaiE pia opaSiKp Epyaoia oe Èva ßaoiKO 
pá0r)pa. O Ka0pypTÎ|ç oaç vopí^Ei ó t i Sev EÍvai 7toW> raXp Kai oaç ßâ Ei xapp^ó 
ßa0po. SKÉiptEoai, «Av 5ev EÍxa kóve i t óoo 7tpóx£ipp Soû Eiá, 0a EÍxapE 7iáp£i 
Ka>iÚTspo ßa0po».

Aut ií r| o ké i|/i] EÍvai: 5 4 3 2 1

OaviaoiEÍiE ó t i ÓTav K07i:oioç yiopTÓ̂ Ei OTpv Tixiçp, o Ka0pypTpç t ou 5íve i to 
SiKaícopa va Siâ ÉÇsi t ov ouppa0pTp t ou p£ t o v 07toío 0a Éxouv pía copa 
EÁEÚ0EPP va kó vo uv  ó,t i 0ÉÀOUV. Tpv 7ipor|yoúpEvr| cpopá 71 ou Èvaç cpftoç oou 
yiópTâ E Siá̂ Ê E KÓ7roiov áM.ov. Tiópa 7iou 7iáXi Èvaç ipiloç oou yiopTix̂ Ei, 
OKÉcpTEoai, «MáWaiv oút e auTÔç 0a p£ SiaXÉ̂ Ei».

Aut í) p OKÉij/p EÍvai: 5 4 3 2 1

SuppETÉxEiç OTpv opáSa p7iáoKET Kai p£TÓ Tpv 7ipo7róvpop o yupvaoTpç - 
7rpo7rovpTpç oou ÀÈEi ó t i 0ÉÀ.EI va oou pdpoEi. SKÉipTEoai, «A ev Eívai 
EuxapioTppÉvoç p£ auTÓ 7T0U Kávco Kai Sev p£ 0ÉÀ.EI áXXo OTpv opáSa».

Aut ií p OKÉ\|/p EÍvai: 5 4 3 2 1

ripyEÇ oe Èva 7tápTU, p£ Évav anó t ouç cpiXouç oou. Me t o  7iou ipTáoaTE ekeí o 
cpiAoç oou ÉKavE 7iapÉa p£ áXXa naióiá avxí va EÍvai paíp oou. Met ó  to  7iápTU, 
a7iocpaoíoaT£ va OTapaTpoETE ot o  07iít i t ou yia Myo 7ipiv £7iioTp£\|/£iç ot o  o íiít i 
oou. ApyÓTEpa OKÉcpTEoai, «O cpiÀoç pou Sev p0£>x Tpv 7iapÉa pou anó\¡/e».

Auti í p OKÉi|/p sívai: 5 4 3 2 1

SÉxaoEÇ va kô ve iç  o t o  07tÍTi t iç  aoKpoEiç yia Èva pá0ppa. O Ka0pypTpç ÇpTÔEi 
anó óXovq t ouç  pa0pTÉç va 7rapaSü)oouv t iç  aoKpoEiç. ÜKÈipTEoai, «O KaOpypTpç 
0a vopiÇsi ó t i EÍpai aSiâipopoç Kai 0a p£ kô \(/£i».

Aut ií p OKÉ\j/p EÍvai: 5 4 3 2 1



12) 'OXa 7ri)yav KaXá ot o oxoXeío péxpi xpv TsXsoxaía ápa 7ioo eíxüt e t eot  
paOppaTiKióv. Aev xa 7ir|y£q KaXá Kai oKÉcpxEoai «To oxoXeío EÍvai ayyapsía, t i 
Xáoipo xpóvoo».

Aoxq ii oké\|/t| Eívai: 5 4 3 2 1

13) 'Ercai^Eq p7iáoK£T Kai ¿PaXsq 5 KaXáOia, aXXá ÉxaoEq 2 ooox Káxco a7ró xr| 
|T7raoK£xa apapKápioxoq. Met ó  t o  m i^víSi OKEipxsoai, «Aev  ¿Traiga KaXá».

Aoxp r| aKÉ\|/p EÍvai: 5 4 3 2 1

14) Tr)v 7tpopyoóp£vr| p5opá5a sí/Eq t eo t  loxopíaq Kai ^¿xaaEq pEpucá arcó xa 
rcpáypaxa rcoo EÍxsq SiapáoEi. ZppEpa ÉXEiq xsox paOripaxiKcóv, Kai xriv ópa rcoo 
o KaOpypxriq poipá^Ei xiq £pa>Tr|G£iq OKÉipxEoai, «MáXXov §ev  0a 0opr|0(í) aoxá 
rcoo Stápaaa, órcxoq ÉyiVE xr]V rcpopyoópEvri p8opá5a».

A o t i) i] oKEij/r] EÍvai: 5 4 3 2 1

15) rispváq pía pépa o to  otuít i t oo  ipíXoo ooo. Tpv TEXsoxaía copa 7tpiv ipóyEiq 
Papiéoai. SKÉipxEoat, «ZípiEpa 5e TtÉpaoa KaXá ».

Aoxp t) OKÉi(/r| sívai: 5 4 3 2 1

16) riaípvEiq pépoq oe  paOppaxa KoprcioóxEp. O Ka0r|yr|TT|q Xeei  oxr|v xá^r| óxi 
Kárcoioi exo o v  psívEi rcíacü Kai 8ev  0a 7tpoxcopíjo£i o e si5iKÓT£pa 7tpoypáppaxa. 
SKEipxsoai, «Av páOaiva 7110 yppyopa, 5ev  0a £prcó8i¿px Kai xooq áXXooq va 
o o v exío o u v».

Aoxp r| o k e\|/t| EÍvai: 5 4 3 2 1

17) H xáE,r| ooo apxí^Ei Éva véo KEipáXaio oxa pa0r|paxiKá. To rcpopyoópEvo i)xav 
rcoXó Só o k o Xo . Tr)v épa t o o  pa0fipaxoq oKÉipxEoai, «To 7rpor|yoóp£VO KEipáXaio 
f)xav xóoo Só o k o Xo , 7X00 é̂pco óxi 0a ¿xco rcpopXppaxa Kai p£ aoxó».

Aoxr) p OK£i|/r| EÍvai: 5 4 3 2 1

18) T ía  t o  xapx^pXÍKi ooo ápxiosq va SooXEÓEiq Xíysq cópEq xa Sáppaxa PoriOcóvxaq 
xov Traxépa ooo oxr| SooXsiá t o o . E^aixíaq aoxoó 5óo cpopéq 8ev  rcpyEq ps xooq 
(píXooq ooo yia rcaixvíSi. SKÉipxEoai, «FIoXó oóvxopa, 0a ^ek ó \|/oov  arcó péva ».

Aoxp p oKÉyp EÍvai: 5 4 3 2 1
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Tr|v 7rpopyoópsvp ßSopaSa Éva anó xa 7rai§iá Tpç TàÇpç e k o v e  éva 7rápru oto  
07roío 5ev as KáÁ£0£. Kará ir) SiápKEia Tpç pSopâôaç ô k o o o e ç  evav áXko 
aoppa0pTp ooo va (aî ÓEi oe  k ó o t o io v  npoTEÎvovTaç va 7ipooKa^Éooov pepirá 
7iai5iá va 7ráv£ va So ó v e  paip pia Taivía. LicéipiEoai, «0a oopßei to  íSio  pe t t )v  
7tpopyoópEvp ß§opd§a, §ev  0a pe Ka^éaouv»

Ao t ií p OKÉ\|/p EÍvai: 5 4 3 2 1

'E k o v e ç  p ia  Epyaoía, p orcoía 0a ßa0poXoyp0£i. O KaOpypTpç ooo, ooo á é e i ó t i 
0ÉA.EI va ooo piXpcEi y ia  Tpv Epyaoía. ZKÉcpTeoai, «riioTEÓsi ó t i ÉKava 7ipóx£ipp 
Soo^eiá oTpv Epyaoía Kai 0a poo Sc o g ei k ü k ó  ßa0po».

AoTp p OKÉ\|/p EÍvai: 5 4 3 2 1

E íoa i pE 5óo anó tooç  cpilooç ooo Kai too ç  pGnâç av Oé^oov va nane o to  oiVEpá 
to  oaßßaToicüpiaKO. K a i oí 5óo anavTOov ó t i ôe v  0a p7iopÉaoov. SKÉipTEoai, 
«M áW iov ÔEV 0é loov  va 7iáv£ paíp poo».

Aut ií p oKÉ\|/p EÍvai: 5 4 3 2 1

O Çdôepcpôç ooo, ooo TpÁ.£(pcov£Í Kai o e  pcoTÓEi av 0e1e iç  va 7táT£ y ia  pía psyáÁ.p 
ßo^Ta pE Ta 7io8p^aTa. iKÉcpTSoai, «MáM.ov 8ev  0a KaTaipépcj va t oo ç  
aKo>,oo0po(o Kai 0a p£ KopoiSéyoov ».

Ao t p p oKÉ\|/p EÍvai: 5 4 3 2 1

H opáóa ooo pôXiç éxaoe oe éva S iayioviopó opOoypacpiaç. ÀoKipdoTpKEç 
TEÀEOTaioç Kai e v ó  Éypai|/eç o c o o t ó  4 ÀéÇeiç, ÉKaveç Id0oç OTpv TE^EOTaia, 7ioo 
8ev pTav sÓKOÀp. M etó  to  S iayam opó OKSipTEoai, «YoTEpcó OTpv opOoypaipía ».

A o t i î p OKÉvj/p eívai: 5 4 3 2 1

Tpv 7ipopyoóp£vp ßöopdöa ÉJiaiÇeç píiáoKET Kai ôe v  oKÔpapsç. Sppepa Kánoia 
7iai5iá anó Tpv Tá^p ooo, ooo ÇpTÔve va TtaiÇeiç no5óo(paipo. SKÉipTEoai, «A ev  
éxei vóppa va naíiqa, 5ev s ípa i Ka^ôç o t o  a0ÁppaTa».

A ot t ) p oKÉyp eívai: 5 4 3 2 1



STAI - Y 1

OAHTIEE: naparáxco undpxouv cppdosiç noi) oí ávGpconoi ouvr|0iÇoi)v va 

Xpr|oiponoioúv yia va nepiypái)/0Dv tov eauxó xouç. Aiaßdoxe icáGe cppáar) Kai 

pexá ßdXxs os kúkAx) xov avxíoxoixo apiGpó oxa Sê ux xr|ç cppâoecoç yux va Seltene 

tcooç aioGdveoxe xcbpa, Sr|À,a8ii aprii xn oxmni. Aev undpxouv ocooxéç fj 

^avGaopéveç anavxr]aeiç. Mr|v ôSeùsxe noÀ,À,f] copa yia Ká0e pía cppdop, aûsi 

Scooxe xpv andvxr|or| noi) cpaivsxai va xuipidÇci nio KaXà o ’ auxó noi) aio0dvsoxe 

râpa.

k o iGó Xo d /Ayo péxpia noXú

1. A io G d v o p a i ripepoç. 1 2 3 4

2. A io G d vo p a i aacpaÀ,f|ç. 1 2 3 4

3. N  UÍ)0(0 p ia  80fflX£plKf| 

évxaor).

1 2 3 4

4. A io G d v o p a i ocpiypévoç. 1 2 3 4

5. A io G d v o p a i dvexa. 1 2 3 4

6. A io G d v o p a i avaoxaxcopévoç. 1 2 3 4

7. A v p o o x ®  ctDxf) xr| ox iyp fi y ia  

evSexôpsveç axuxieç.

1 2 3 4

8. A io G d v o p a i ucavonovripévoç. 1 2 3 4

9. A io G d v o p a i cpoßiopsvoc. 1 2 3 4

10. A io G d v o p a i ßoXiKd. 1 2 3 4

11. A io G d v o p a i ai)xonenoiGpor|. 1 2 3 4

12. A io G d v o p a i vei)piKÔxr|xa. 1 2 3 4

13. Tpépco anó v&.upiK'óxpxa. 1 2 3 4

14. E ip a i avanocpdoioxoç. 1 2 3 4

15. E ip a i xa^apropévoç. 1 2 3 4

16. A io G d v o p a i euxap ioxppévoç. 1 2 3 4

17. A v p o o x ® . 1 2 3 4

18. E ip a i pnepSepévoç. 1 2 3 4

19. A io G d v o p a i oxaGepôxr|xa. 1 2 3 4

20. A io G d vo p a i eoyap ioxa . 1 2 3 4

STAI - Y 2

OAHTIEE: üapaKàx© undpxouv cppdoeiç nou oí áv0pconoi ouvpGiÇouv va 

Xpx|oiponoioùv yia va nspiypdipouv xov eauxó xouç. Aiaßdoxe Kd0e (ppdor| Kai 

psxd ßdXxe os kúkA,o xov avxíoxoixo api0pó oxa Sŝ id xpç cppâoecoç yia va Seî exs 

ncoç aio0dveoxs auviiOcoc. Aev undpxouv ocooxéç f| JaxvGaopéveç anavxf|oeiç.
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M t|v  ÇoSeùexe 7roXXp œpa yia KáOe pia cppáap, aXXá Sróoxe rpv ü7rávxpop 7ioi) 

(paívexai va xaipuxÇei 7iio KaXá a ’ auxó 7iou aioOáveoxe yeviKá.

KaOôXou X iyo p éx p ia 7ToXl)

21. A ia O á v o p a i cuyápioxa. 1 2 3 4

22. A ia O á v o p a i veupucôç Kai 

avpou xoç.

1 2 3 4

23. E íp a i iKavo7roir|pévoç pe xov 

eauxó pou.

1 2 3 4

24. E u yo p a i v a  p7iopoúaa v a  

e íp a i x óao  euxuxiopévoç ó g o  

o í  áXXoi cpaívovxai v a  eíva i.

1 2 3 4

25. A io O á v o p a i uTioxuxppevoç. 1 2 3 4

26. A io O á v o p a i uvuTruupévoç. 1 2 3 4

27. E íp a i ppepoç , \|/ôxpaipoç Kai 

ouyKevxp® pevoç.

1 2 3 4

28. A io O á v o p a i 7t®ç o í 

ôuoKoX ieç ou oo® p eú ovxa i 

cooxe v a  pp p7top® v a  xiç 

Çe7iepào®.

1 2 3 4

29. A vp o u x ®  im cp ß oX im  j io Xú  

y ia  Kàxi 7ioi) oxpv 

TipaypaxiKÔxpxa 5ev éxei 

a p p a o ia .

1 2 3 4

30. E íp a i xap oôpevoç . 1 2 3 4

31. K àvo ) Suoâpeoxeç OKéi|/eiç. 1 2 3 4

32. M o i) XeÎ7iei p 

ai)xo7ie7ioi0pap.

1 2 3 4

33. A io O á v o p a i aocpaXpç. 1 2 3 4

34. I laipVÛ) eÙKO/.U U7lO(p(XG8lÇ, 1 2 3 4

35. A io O á v o p a i aveTiapKpç. 1 2 3 4

36. E íp a i iKavi)7 ioippévoç. 1 2 3 4

37. K à7 io ia  a op p a vxp  OKéipp 

pou 7iepvá a7tó xo puaXó Kai 

pe evoyXei.

1 2 3 4

38. E la ipv©  xiç a7royopxeôoeiç 

x óo o  7ioXù axa  o oß a p ä  © oxe 

8e p7iop® v a  xiç 8i©Ç© anó  

xp GKéi|/p pou.

1 2 3 4

39. E íp a i evaç  oxaOepôç 

XapaKxppaç.

! 2 3 4

40. 'E p xo p a i o e  p ía  K axáoxaap  

evxàoew ç p avaoxaxœ oeroç 

ôxav oKé7ixopai xiç 

xpéxouoeç aoyoX ieç  K a i xa 

evôiacpépovxà pou.

1 2 3 4
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CES-D

OAHriEE: IlapaKaXd) m)p7rXi]pámT£ éva x oto Terpáyaivo 7tov 0£(op£ÍT£ ót i 
avra7roKpív£Tai ato 7rà>ç aiaGavóaaarav Kará t í] óiápK£ia Ti]ç 7t£pacp£vi]ç 
Eßöopdöaq (Kai óyi póvo 7rcoç aia0áv£trr£ avTfjv t í] <myprj).

pO
:= ‘g
<§ N'£ O Qv— Q- 'W“ w 32 -S =
•ê Í

LP T/Ì‘W ¿¿
g- Q-o ,w9- SLLP ST
^ C-

LP _ ‘WQ. wo a.9- ‘W 
LP g:‘W ~ ■±
Q. J
S. w

'lpl_T W‘3 ®-Ni
2 &
g Tin

<
Uo<o
s
©<cc

1. Me EVoy).oi)aav ;rpáypaTa nov ovviiOtoç Se 
pE EvoyXoív.

2. Aev 8Í/a óiá0£<rii va (páto. H ópÊ i] poi) î xav
KaKi'i.

3. AiaOavópouv óti óe 0a piropoóaa va 
Ê(póya) anó tiç paôpsç poi), anópa oóte koi 

pE Ti] poij0Eia Tijç oiKoyévEiâç poi) tj TCOV 
(pílaov poi).

4. AiaOavópoov óti EÍpai to íóio KaXá ôttcdç oí 
áWvOi ávOpiorcoi.

5. Eíya 7ip0ß).npa oto va KpaTiíaw to pvâ ó 
poi) ouyKEVTpiopÉvo a’ ai)TÓ 7roi) ÉKava.

6. AiaOavópoov KaTáOXiv|/i],

7. AiaOavópoov óti otióií^ote ÉKava 
aJtaiTOÓaE p£yá).p 7rpoa7rá0Eia.

8. AiaOavópoov yEpÔTOÇ /r| E>Jiíóa yia to 
péXXov.

9. ílÍGTEDa ÓTI T] ÇC0T| poi) OlOK̂ pi] T\7a\ pía 
a7TOT\)/ía.

10. AioOavópoov yEpÔTOÇ /t| <poßo.

11. O 07rvoç poo i]Tav aviiaoyoç.

12. 'Hpoov yapoôpEvoç /i|.

13. MiXoóaa XiyÓTEpo a;ró to auviiOiapÉvo.

14. AiaOavópovv povâ iá.

15. Oí áv0po)7TOi ÔEV rjTav cpi/.iKoí pai¡í poi).

16. A7io).0pßava tij Çioij.

17. HEC7roóaa ce K̂ ápa.

18. AiaOavópoov Xonripévoç /t|.

19. 'EviwOa óti oí áX>.oi pE avTiwaOoôaav.

20. Ae pjropoóaa va xa KaTaipépco va êkiviîgco 
va Kava) 7 rp à yp a T a .
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E T H I C S  R E L E A S E  F O R M

A ll  students planning to undertake research in the Department o f  Psychology for 
degree or other purposes are required to complete this Ethics Release Form and have 
it signed by their supervisor and one other member o f  staff prior to commencing the 
investigation. Please note the following:

An understanding o f  ethical considerations is centra! to planning and conducting
research.

• The published Code o f Ethics'of the British Psychological Society (1997) Code o f  
Conduct, Ethical Principles and Guidelines. BPS. Leicester and American 
Psychological Society (1992) Ethical Principles o f Psychologists and Code o f  
Conduct. American Psychologist, 47, no 12, 1597-1611 should be referred to
when planning your research..

» Approval to carry out research does not exempt you from Ethics Committee 
approval from institutions within, which you may be planning to conduct the 
research, eg: Hospitals.. NHS Trusts, HM  Prisons Service, etc.

* Completed and signed ethics, release forms must be submitted as an appendix in
the final .dissertation

Please answer all o f  the following questions:

1. Has a research proposal been completed and submitted to the Yes V No 1
supervisor? 1 ‘ Ì

W ill the research involve either or both o f the following: 
2.1 A  survey o f  human subjects/participsnts

2.2 An  intervention with a cohort’ o f  human subjects/ participants, 
and/or an evaluation o f outcome o f an intervent ion?

Is mere any risk, o f  physical or psychological harm to participants 
tin either a control or experimental group)? v/

W ill ail participants receive an information sheet describing the 
aims, procedure and possible risks involved, in easily understood 
language? (Attach a copy o f  the participants information sheet)

Yes No

Will my person’s treatment or care be in any way prejudiced i f Yes No v
they choose not to participate in the study?
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W ill all participants be required to sign a consent form» stating that Yes 
they understand the purpose o f  the study and possible risks ie will 
in formed consent h<? given?

Can participants freely withdraw from the study at any stage Yes
without risk o f  harm or prejudice?

W ill the study involve working with or studying minors (ie  <1 6 Yes
years)?

I f  yes, w ill signed parental consent be obtained? Yes

A re  any questions or procedures likely to be considered in any Yes
way offensive or indecent?

W ill all necessary steps be taken to protect the privacy o f  Yes
participants and the need for anonymity?

Is there provision for the saíeLtecping o f  video/audio recordings Yes.
o f  participants? •

i f  applicable, is there, provision for de-briefing participants after Yes 
the intervention or study?

I f  any psychometric instruments are to be employed, will, their use Yes 
be controlled and supervised by a qualified psychologist’/

[ v H No

EZ3n°

□ * *  

0 ‘ l Z  

□ “ C  
S ' - C  
ED“ C

I f  you  have placed an X  in arty o f  the double boxes
further' information below:

P  U  c 'a  se, 5 e  tí., <x H~ci ct^e-cC «-m  «,

provide
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SukIäjw’s ï'f&.ine: V aTJ ¿\rJPv 1 c* {
D e g re e  C o u rse : “D  P 5 V c. M

T it le  O f  R e s e a rc h  P ro je c t: «L B m r o r s .V:r« f'f'tSr v-a u(of)ni i* Ve fitV'öiSS upervls&r:* i?N/rvi V̂> ̂ t̂ \ *0
i'n foúol etos n. *rv?_ : “7 
«SHY-̂cJ ioVAV Ci-*-*, «ô

h  V» t í <3 ̂

S ig m U w c  o f  S tudent:

Signature o f  Sapervi:

S ign a tu re  o f  a 2nd Psych o lo gy  Departm ent mem 

D a te : ..¡S.'S.-. ! . * . .......

Ç'ïsysi?•' AD*'-’ *) ■ 
.....cttftf-pe-t-J

Any further ‘comments:
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Further Information for Ethics Release Form 
Questions 2, 4, 6 and 8

2) The research will involve a survey of Greek students between 12 and 
18 years old from at least three junior and three senior high schools in a 
moderate-size community. A detailed plan of the research, including the 
specific research focus and the methodology will be submitted to the 
Ministry of Education in Greece requesting permission to conduct research 
in schools. In addition, all participating schools will be sent letters 
introducing the aims and procedures of the study and requesting 
permission to include their students in the study. Thus, the schools’ and / 
or teachers’ informed consent will be obtained. Participants will be tested 
in small groups (<30) in a classroom situation at their respective 
institutions. All necessary steps will be taken to protect the privacy of 
participants and the need for anonymity.

4) Participants will not receive an information sheet describing the aims of 
the study as this could affect their responses. It is essential that 
participants remain naïve when answering the questions. However, as it 
was mentioned above, all participating schools will be sent letters 
introducing the aims and procedures of the study and requesting 
permission to include their students in the study. Thus, the schools’ and/or 
teachers’ informed consent will be obtained. In addition, there are no 
foreseeable risks from participating in the study. Participants will be tested 
in small groups (<30) in a classroom situation at their respective 
institutions. The researcher will read the instructions for each measure and 
demonstrate sample items. Participants then will complete the 
questionnaires, which will be presented in random order. After completion 
of questionnaires, participants will be de-briefed. The researcher will be 
present during the study.

6) Participants will not be required to sign an informed consent as this 
could affect their responses. It is essential that participants remain naïve 
when answering the questions. However, as the research will take place in 
a school environment, all necessary steps will be taken to obtain the 
required permission from the Ministry of Education as well as the schools' 
informed consent.

8) As mentioned above the research will involve a survey of Greek 
students between 12 and 18 years old. Parental consent will not be 
necessary as the research will take place in a school environment and 
therefore all necessary steps will be taken to obtain the required 
permission from the Ministry of Education as well as the schools’ informed 
consent.
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APPENDIX III G r e e k  d o c u me n t s

1. Application for permission to conduct research study in 

Greek schools

2. Approval for conducting research study
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A  1 T  H  £  U

EDftNYMÖ:
OiNOMA:
ONOMA I1ATPOE: 
HMEP. rENNHXUX: 
EITAPrEAMA:

AIEY0 YNEH:

E-MAIL:

TAÏPH
TATIANA
fflANNHL
2 6 / 0 1 / 7 5
K A IN IK H 7
SY'MBOY'AEYTLKH
YŶXOAOrOE
APOLLA 0EPMH
570 01
QEL/NIKH
Tt|X- 2310 471934
<fa§: 2310 868363
Kiv: 6947 791566
latjanata.iri@hotmail,com

Lipo; -ni AurüOuvrni Hnouôiàv 
AcutepoßäOpiac EK7rai5cumiç

<cAin]<ni éyKpiofiç Sisvepyewu; 
EpEuvijTiKrjç Epyttmaç n i:  Pupvâma —
AtiKEta»

Saç srapaicaXeó va  pou eyKprvete tT| 
8ievépyera épeovaç erra avacpepópeva 
Fupvàm a Kai Auserà to u  Napoù  
0 E0aaLovÎKt)ç erro sÀaimo trp;

©BocsaXovÎKTi, 10 tfießpouapioo 2003 8waKtopud)ç pou Siaxpißi^;, E uw i]|iéva
aaç UitoßdXra t a  îrapaKÔtci) irpaßi-errcipeva 
SuraroÀoyiitiKà ójtou «paívetai avaí.utiKxl o 
ayeSutapóc Kai t) peòoSoXayta tijc  
épeuvaç.

1. EpomipatoXóyta
2. Bioypa<piKÓ
3. BeßaiüXjT| eîrtpXÉTtouoaç

E3titpojtr¡c
4. K .atàioyoç aryoXeúuv ó tou  

yivsta i i] épeuva
5. AeXtio èpeovaç; ae é v t iw t i irai 

ilÀ6»rtpoviCT| poprpi] (S iaxèta)
6. AvaXutrKÔ oyéSio épeovaç

M e tipó ,

T a tiá v a  Ta ip ii
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Na ôiaTqpqëEi ,uc;<pi

E A A H N IK H  A H M O K P A T IA  
V n O Y P r E lO  E G N .H A IA E IA I  & © P H IK E Y M A T O N  

E N ÌA IO S  A IO IK H T IK O I  T O M E A I  G E M A T Q N  
S n O Y A D N , E n iM O P O > O r H I K A I K A IN O T O M IO N  
A iE Y 0 Y N IH  l í lO Y A O N  A / 0 M I A I  E K n A lA E Y E H I  

T M H M A  A'

B aS uóq ACTîpaÀsiaç........

A 8 q v a  14  -4 -0 3
A piB . n p ü j f  3 6 7 2 6  /P 2  
B a 6 . ripoTE p.

E p p o u  1 5  101 8 5  A 6 r |v a
TqÁ£(pajvo : 3 2 3 5 7 2 2  
F A X  : 3 2 2 4 2 4 9
riÀ qpo<popi£ç : A v . n a c rx a A iö o u  _____________________________________________

1. k . Tornava Tdípq  
Apocriá OépMn

n P O I  : 57001 0 EcrcraAovÍKr|
2. A i£u 8ûvcteiç  AturEpoPàÛpiaç Eurricrriç 

AvaToAiKrjç Kai AuTiKqç QccrcraAoviKriç

G E M A  : 'E y u p io q  ô iE Ç ayo jy riç  é p fu v a ç .

A T ra v rw v ra ç  o e  ffxsTiKr¡ a i îq a q  craç ¡caí u o à  rq  yvojpoôÔ Tqaq t o u  T u q p a io ç  Epeuviôv  

T ïK p q p iü 'o q ç  sai EKtTaiÔEUTiKqç TcxvoA oyioç rou  n a iC a y w y iK o ij Iv ö t it o ü t o u  rrpàÇri 

3 /2 0 0 3  eras yvuipiÇoupE òri £ t t  i t  p i  rr o u p £ Tr¡ öiESjaywyq s p e u v a ç  a n d  ir jv  T o n a v a  

T a ïp n  s a rà  in  ô iàp K & a  rou axoAixoú é t q u ç  2 0 0 2 -2 0 0 3  k q i 20 03-2004 j j e rrjv  e ïn ç  

rrpoüTrôeeCTq; T a  EpuiTqpaTOÀóyia va eivai a vw vu p a .

E m aqpa ivE Tat ô t i q auppETOxq errnv ip e u v a  ôev Eivai UTroxptoJTiKq.

H Épcuva ÉxEi Sepa: « T v u ia r iK à  ÀàOq a r q v  ¿ (pqß z ia : R id a v i)  o ù v ô z a q - ' ysTcr/jù 

a p v q r tK ù iv  y v o j o t i k îû v  A a 8 ù jv  y c  a y x ù ô q  Kai K a ra d Á in r iK á  a u fjiT T Ú jya ra .»

sa i cTTEuStiverai a ro u ç  paSqTÉç to jv  o x o Aik u j v  jjo v a ö w v  A tuTEpopaG piaç E x ira iS cuonç 

Trou avaypácpovra i o t o  o o vqppe vo  n ivaK a.

H a  rq v  TrpaypûTOTTOÎqari Tqç Épeuvaç 8a t ìd é t t e i :

Ot STTiaKéqiaç c it o  oxoA eía  v a  yivoov p e t ó  p it ó  a u vE vvó n an  u e  t o u ç  A ie ü Ou v t é ç  t o u ç  

ra i c e  a u v e p ya a ia  pc t o  oùAAoyo KaSqyqTWV o j o t e  va  pq iropepT roöK era i q opaAq 

ö iE ^ayo jyq  rtov  pq0qpcnu¡v.

2. T a  aTTOTcAÉcruaia Tqç É ptuvaç p e t ó  Tqv oAoKAqpojaq Tqç va  KOivoTrciqSoùv cnqv 

YTTqpeoia paç «.ai o to  n a ió avo jy iK ó  Iv o t i t o Ot o .
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.. Oi û ie u &uvtcç  t ùüv ûieuSûvosujv âsuî£popc9piaç EKu/orjç AvatoÂiKiiç Kai Aurrnq^ 

0£ooaAovÏKr)ç va EvqpEpwaouv o x 'î!i<à tquç  AiEuQuvTtç rwv axoAdaw £u0úvr¡¡; t o uç  

w ars va & e ukô àùv o uv  rr>v evôiatpEpôpcvn arqy TTpayMaTOTToiqaq iqç Épeuvaç aufqç.

O AIEYGYNTHT

Euv. T z K .  1

IQANNHÏ nPOBHI
E o a jr . A iavouñ

'Y’vorj Erföuötiiv A.E, 

I uòpo A!
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1. HIERARCHICAL REGRESSION ANALYSES USING CNCEQ

1.1 Regression: Dependent variable STAI-S

Variables Entered/Removed’

Variables Variables
Model Entered Removed Method
1 CES-D ,

age,
gender, Enter
TRAIT
ANXIETY

2 CNCEQ3 Enter
a- All requested variables entered, 
b. Dependent Variable: STATE ANXIETY

Model Summary

Change Statistics
Adjusted 5td. Error o' R Square

Mode R R Square R Square he Estimate Change r Change df1 df2 ig. F Changi
1 ,670a ,449 ,446 7,846 ,449 162,124 4 797 ,000
2 ,676b ,457 ,454 7,791 ,008 12,145 1 796 ,001

a-Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY 
b-Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY , CNCEQ

ANOVAc

Model
Sum of 
Squares df Mean Square F SIg.

1 Regression 39918,776 4 9979,694 162,124 ,000a
Residual 49059,979 797 61,556
Total 88978,754 801

2 Regression 40656,032 5 8131,206 133,942 ,000b
Residual 48322,722 796 60,707
Total 88978,754 801

a- Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY 
b- Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY , CNCEQ 
c- Dependent Variable: STATE ANXIETY
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Coefficients1

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 9,353 2,709 3,453 ,001

age ,357 ,166 ,057 2,146 ,032
gender -,330 ,578 -,016 -,570 ,569
TRAIT ANXIETY ,421 ,039 ,415 10,709 ,000
CES-D ,298 ,038 ,296 7,781 ,000

2 (Constant) 4,723 3,000 1,574 ,116
age ,478 ,169 ,077 2,830 ,005
gender -,125 ,577 -,006 -,217 ,829
TRAIT ANXIETY ,386 ,040 ,380 9,543 ,000
CES-D ,279 ,038 ,278 7,287 ,000
CNCEQ ,080 ,023 ,103 3,485 ,001

a- Dependent Variable: STATE ANXIETY

Excluded Variable^1

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ ,103a 3,485 ,001 ,123 ,775

a- Predictors in the Model: (Constant), CES-D , age, gender, TRAIT ANXIETY 
b. Dependent Variable: STATE ANXIETY

1.2 Regression: Dependent variable STAI-T

Variables Entered/RemovedP

Variables Variables
Model Entered Removed Method
1 STATE

ANXIETY,
gender, Enter
a9e' a
CES-D

2 CNCEQ3 Enter

a- All requested variables entered, 
b. Dependent Variable: TRAIT ANXIETY
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Model Summary

Mode R R Square
Adjusted 
R Square

5td. Error o' 
he Estimatr

Chanqe Statistics
R Square 
Change r Chanqe df 1 df2 lg. F Changi

1
2

,773a
,784b

,598
,614

,596
,612

6,603
6,474

,598
,016

296,377
33,069

4
1

797
796

,000
,000

a.Predictors: (Constant), STATE ANXIETY, gender, age, CES-D 
b-Predictors: (Constant), STATE ANXIETY, gender, age, CES-D , CNCEQ

ANOVAc

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 51693,859 4 12923,465 296,377 , 0 0 0 a

Residual 34753,069 797 43,605
Total 86446,928 801

2 Regression 53080,056 5 10616,011 253,256 , 0 0 0 b

Residual 33366,872 796 41,918
Total 86446,928 801

a- Predictors: (Constant), STATE ANXIETY, gender, age, CES-D 
b Predictors: (Constant), STATE ANXIETY, gender, age, CES-D , CNCEQ 
c- Dependent Variable: TRAIT ANXIETY

Coefficient#

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 16,394 2,222 7,378 ,000

age ,282 ,140 ,046 2,012 ,045
gender 2,187 ,480 ,105 4,553 ,000
CES-D ,507 ,028 ,512 18,000 ,000
STATE ANXIET ,299 ,028 ,303 10,709 ,000

2 (Constant) 9,663 2,473 3,907 ,000
age ,442 ,140 ,072 3,150 ,002
gender 2,371 ,472 ,114 5,021 ,000
CES-D ,468 ,028 ,473 16,469 ,000
STATE ANXIET ,266 ,028 ,270 9,543 ,000
CNCEQ ,109 ,019 ,142 5,751 ,000

a. Dependent Variable: TRAIT ANXIETY

Excluded Variable#3

Model Beta In t Sig.
Partial

Correlation

Colllnearity
Statistics
Tolerance

1 CNCEQ ,142a 5,751 ,000 ,200 ,795
a. Predictors in the Model: (Constant), STATE ANXIETY, gender, age, CES-D 
b- Dependent Variable: TRAIT ANXIETY

162



1.3 Regression: Dependent variable CES-D

Variables Entered/RemovedP

Model
Variables
Entered

Variables
Removed Method

1 TRAIT 
ANXIETY ,
age, 
gender, 
STATE a 
ANXIETY

Enter

2 CNCEQ3 Enter
a- All requested variables entered, 
b- Dependent Variable: CES-D

Model Summary

Mode R R Square
Adjusted 
R Square

ltd. Error o 
ie  Estimatf

Change Statistics
R Square 
Change : Change df1 df2 ig. F Chang

1
2

,746a
,749b

,557
,561

,555
,559

7,003
6,972

,557
,004

250,423
8,073

4
1

797
796

,000
,005

a predlctors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY 
b Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY, CNCEQ

ANOVAc

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 49122,353 4 12280,588 250,423 , 0 0 0 a

Residual 39084,370 797 49,039
Total 88206,723 801

2 Regression 49514,751 5 9902,950 203,731 , 0 0 0 b

Residual 38691,972 796 48,608
Total 88206,723 801

a- Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY 
b. Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY, CNCEQ 
c- Dependent Variable: CES-D
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Coefficient#

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) -17,537 2,355 -7,447 ,000

age -,020 ,149 -.003 -,132 ,895
gender ,607 ,516 ,029 1,178 ,239
STATE ANXIET\ ,237 ,030 ,238 7,781 ,000
TRAIT ANXIETY ,570 ,032 ,564 18,000 ,000

2 (Constant) -20,645 2,587 -7,980 ,000
age ,073 ,152 ,012 ,480 ,632
gender ,747 ,516 ,035 1,449 ,148
STATE ANXIET\ ,224 ,031 ,225 7,287 ,000
TRAIT ANXIETY ,543 ,033 ,537 16,469 ,000
CNCEQ ,059 ,021 ,076 2,841 ,005

a- Dependent Variable: CES-D

Excluded Variable#1

Model Beta In t Sig.
Partial

Correlation

Colllnearlty
Statistics
Tolerance

1 CNCEQ ,076a 2,841 ,005 ,100 ,771
a- Predictors in the Model: (Constant), TRAIT ANXIETY , age, gender, STATE 

ANXIETY
b- Dependent Variable: CES-D
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2. STEPWISE REGRESSION ANALYSES

2.1 Regression: Dependent variable STAI-S

Variables Entered/Removecf

Model
Variables
Entered

Variables
Removed Method

1

CNCEQ-
OG

Stepwise
(Criteria:
Probabilit
y-of-
F-to-enter 
<= ,050, 
Probabilit 
y-of-
F-to-remo 
ve >= 
,100).

a. Dependent Variable: STATE ANXIETY

Model Summary

Model R R Square
Adjusted 
R Square

Std. Error of 
the Estimate

1 ,403a ,163 ,162 9,608
a. Predictors: (Constant), CNCEQ-OG

ANOWt?

Model
Sum of 

Squares df Mean Square F Sip.
1 Regression 15395,842 1 15395,842 166,788 ,000a

Residual ^9200,180 858 92,308
Total 14596,022 859

a. Predictors: (Constant), CNCEQ-OG 
b- Dependent Variable: STATE ANXIETY

Coefficients’

Unstandardized
Coefficients

Standardized
Coefficients

Model B Std. Error Beta t Sip.
1 (Constant) 25,515 1,001 25,484 ,000

CNCEQ-OG ,906 ,070 ,403 12,915 ,000
a- Dependent Variable: STATE ANXIETY
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Excluded Variable^

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ-CT ,047a 1,230 ,219 ,042 ,671
CNCEQ-PS ,032a ,897 ,370 ,031 ,762
CNCEQ-SA ,013a ,360 ,719 ,012 ,741

a- Predictors in the Model: (Constant), CNCEQ-OG 
b- Dependent Variable: STATE ANXIETY

2.2 Regression: Dependent variable STAI-T

Variables Entered/Removed"

Model
Variables
Entered

Variables
Removed Method

1

2

CNCEQ-
OG

CNCEQ-
CT

Stepwise
(Criteria:
Probabilit
y-of-
F-to-enter
<= ,050,
Probabilit
y-of-
F-to-remo
ve >= 
,100). 
Stepwise 
(Criteria: 
Probabilit 
y-of-
F-to-enter 
<= ,050, 
Probabilit 
y-of-
F-to-remo 
ve >= 
,100).

a- Dependent Variable: TRAIT ANXIETY

Model Summary

Model R R Square
Adjusted 
R Square

Std. Error of 
the Estimate

1 ,453a ,205 ,204 9,225
2 ,461b ,212 ,211 9,187

a- Predictors: (Constant), CNCEQ-OG 
b. Predictors: (Constant), CNCEQ-OG , CNCEQ-CT
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ANOVAc

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 18696,819 1 18696,819 219,714 ,000a

Residual 72501,824 852 85,096
Total 91198,643 853

2 Regression 19372,092 2 9686,046 114,760 ,000b
Residual 71826,551 851 84,403
Total 91198,643 853

a- Predictors: (Constant), CNCEQ-OG
b. Predictors: (Constant), CNCEQ-OG , CNCEQ-CT
c. Dependent Variable: TRAIT ANXIETY

Coefficients’

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 30,430 ,964 31,572 ,000

CNCEQ-OG 1,002 ,068 ,453 14,823 ,000
2 (Constant) 28,473 1,183 24,064 ,000

CNCEQ-OG ,867 ,082 ,392 10,515 ,000
CNCEQ-CT ,268 ,095 ,105 2,829 ,005

a- Dependent Variable: TRAIT ANXIETY

Excluded Variable^

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ-CT ,105a 2,829 ,005 ,097 ,666
CNCEQ-PS ,002a ,060 ,952 ,002 ,760
CNCEQ-SA ,053a 1,475 ,140 ,051 ,732

2 CNCEQ-PS -,034b -,920 ,358 -,032 ,677
CNCEQ-SA ,027b ,742 ,458 ,025 ,679

a- Predictors in the Model: (Constant), CNCEQ-OG 
b- Predictors in the Model: (Constant), CNCEQ-OG , CNCEQ-CT 
c. Dependent Variable: TRAIT ANXIETY
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2.3 Regression: Dependent variable CES-D

Variables Entered/Removecf

Variables Variables
Model Entered Removed Method
1

CNCEQ-
OG

Stepwise
(Criteria:
Probabilit
y-of-
F-to-enter 
<= ,050, 
Probabilit 
y-of-
F-to-remo 
ve >= 
,100).

2

CNCEQ-
CT

Stepwise
(Criteria:
Probabilit
y-of-
F-to-enter 
<= ,050, 
Probabilit 
y-of-
F-to-remo 
ve >= 
,100).

a- Dependent Variable: CES-D

Model Summary

Model R R Square
Adjusted 
R Square

Std. Error of 
the Estimate

1 ,417a ,1/4 ,173 9,617
2 ,426b ,182 ,180 9,579

a- Predictors: (Constant), CNCEQ-OG 
b- Predictors: (Constant), CNCEQ-OG , CNCEQ-CT

AN OVA

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 15908,077 1 15908,077 172,010 ,000a

Residual 75466,642 816 92,484
Total 91374,719 817

2 Regression 16598,230 2 8299,115 90,453 ,000b
Residual 74776,489 815 91,750
Total 91374,719 817

a- Predictors: (Constant), CNCEQ-OG 
b. Predictors: (Constant), CNCEQ-OG , CNCEQ-CT 
c- Dependent Variable: CES-D
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Coefficient#

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 4,490 1,024 4,386 ,000

CNCEQ-OG ,946 ,072 ,417 13,115 ,000
2 (Constant) 2,462 1,259 1,955 ,051

CNCEQ-OG ,807 ,088 ,356 9,185 ,000
CNCEQ-CT ,276 ,101 ,106 2,743 ,006

a- Dependent Variable: CES-D

Excluded Variables

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ-CT ,106a 2,743 ,006 ,096 ,668
CNCEQ-PS ,036a ,979 ,328 ,034 ,755
CNCEQ-SA ,081a 2,201 ,028 ,077 ,737

2 CNCEQ-PS ,001b ,039 ,969 ,001 ,665
CNCEQ-SA ,059b 1,549 ,122 ,054 ,688

a- Predictors in the Model: (Constant), CNCEQ-OG 
b- Predictors in the Model: (Constant), CNCEQ-OG , CNCEQ-CT 
c- Dependent Variable: CES-D
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3. HIERARCHICAL REGRESSION ANALYSES

3.1 Regression: Independent variable CNCEQ-OG; Dependent 
variable STAI-S

Variables Entered/RemovedP

Variables Variables
Model Entered Removed Method
1 CES-D ,

age, 
gender, 
TRA|T a 
ANXIETY

Enter

2 CNpEQ-
OG Enter

a. All requested variables entered.
b. Dependent Variable: STATE ANXIETY

Model Summary

Mode R R Square
Adjusted 
R Square

3td. Error o 
ne Estimate

Change Statistics
R Square 
Change : Change df 1 df2 ig. F Chang

1
2

,670a
,680b

,448
,463

,446
,459

7,853
7,757

,448
,014

163,967
21,236

4
1

807
806

,000
,000

3-Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY 
b-Predlctors: (Constant), CES-D , age, gender, TRAIT ANXIETY , CNCEQ-OG

ANOVAc

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 40451,067 4 10112,767 163,967 ,000a

Residual 49772,345 807 61,676
Total 90223,413 811

2 Regression 41728,764 5 8345,753 138,710 ,000b
Residual 48494,649 806 60,167
Total 90223,413 811

a- Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY 
b. Predictors: (Constant), CES-D , age, gender, TRAIT ANXIETY , CNCEQ-OG 
c- Dependent Variable: STATE ANXIETY
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Coefficients’

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 9,770 2,689 3,633 ,000

age ,341 ,165 ,055 2,060 ,040
gender -,401 ,575 -,019 -,698 ,486
TRAIT ANXIETY ,418 ,039 ,410 10,647 ,000
CES-D ,305 ,038 ,303 8,011 ,000

2 (Constant) 7,242 2,712 2,670 ,008
age ,409 ,164 ,066 2,492 ,013
gender -,439 ,568 -,021 -,773 ,440
TRAIT ANXIETY ,369 ,040 ,362 9,167 ,000
CES-D ,282 ,038 ,281 7,449 ,000
CNCEQ-OG ,309 ,067 ,136 4,608 ,000

a. Dependent Variable: STATE ANXIETY

Excluded Variable^3

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ-OG ,136a 4,608 ,000 ,160 ,765
a- Predictors in the Model: (Constant), CES-D , age, gender, TRAIT ANXIETY 
b. Dependent Variable: STATE ANXIETY

3.2 Regression: Independent variable CNCEQ-OG; Dependent 
variable STAI-T

Variables Entered/RemovedP

Variables Variables
Model Entered Removed Method
1 STATE

ANXIETY,
gender, Enter
a9e’ a
CES-D

2 CNpEQ-
OG Enter

a- All requested variables entered, 
b. Dependent Variable: TRAIT ANXIETY
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Model Summary

Mode R R Square
Adjusted 
R Square

5td. Error o 
ne Estimate

Chanqe Statistics
R Square 
Change : Change df1 df2 ig. F Chang*

1
2

,772a
,783b

,596
,613

,594
,610

6,593
6,463

,596
,016

298,180
33,739

4
1

807
806

,000
,000

apredictors: (Constant), STATE ANXIETY, gender, age, CES-D 
b-Predictors: (Constant), STATE ANXIETY, gender, age, CES-D , CNCEQ-OG

ANOVAc

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 51847,337 4 12961,834 298,180 ,000a

Residual 35080,134 807 43,470
Total 86927,472 811

2 Regression 53256,770 5 10651,354 254,969 ,000b
Residual 33670,701 806 41,775
Total 86927,472 811

a. Predictors: (Constant), STATE ANXIETY, gender, age, CES-D
b. Predictors: (Constant), STATE ANXIETY, gender, age, CES-D , CNCEQ-OG
c. Dependent Variable: TRAIT ANXIETY

Coefficient#

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 16,172 2,204 7,339 ,000

age ,307 ,139 ,050 2,210 ,027
gender 2,170 ,477 ,104 4,551 ,000
CES-D ,506 ,028 ,513 18,057 ,000
STATE ANXIETY ,295 ,028 ,300 10,647 ,000

2 (Constant) 13,147 2,222 5,917 ,000
age ,374 ,137 ,061 2,742 ,006
gender 2,032 ,468 ,098 4,343 ,000
CES-D ,470 ,028 ,476 16,710 ,000
STATE ANXIET\ ,256 ,028 ,261 9,167 ,000
CNCEQ-OG ,322 ,055 ,145 5,808 ,000

a. Dependent Variable: TRAIT ANXIETY

Excluded Variable#

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ-OG ,145a 5,808 ,000 ,200 ,776

a- Predictors in the Model: (Constant), STATE ANXIETY, gender, age, CES-D 
b. Dependent Variable: TRAIT ANXIETY
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3.3 Regression: Independent variable CNCEQ-CT; Dependent
variable STAI-T

Variables Entered/RemovedP

Variables Variables
Model Entered Removed Method
1 STATE

ANXIETY,
gender, Enter
age, a 
CES-D

2 CNCEQ-a
CT Enter

a. All requested variables entered.
b. Dependent Variable: TRAIT ANXIETY

Model Summary

Mode R R Square
Adjusted 
R Square

$td. Error o 
ne Estimate

Change Statistics
R Square 
Change : Change df 1 df2 ig. F Chang'

1
2

,772a
,780b

,596
,608

,594
,605

6,600
6,511

,596
,011

>99,345
23,253

4
1

810
809

,000
,000

a Predictors: (Constant), STATE ANXIETY, gender, age, CES-D 
b-Predlctors: (Constant), STATE ANXIETY, gender, age, CES-D , CNCEQ-CT

ANOVAc

Model
Sum of 
Squares df Mean Square F Sig.

1 Regression 52162,901 4 13040,725 299,345 ,000a
Residual 35287,009 810 43,564
Total 87449,909 814

2 Regression 53148,795 5 10629,759 250,705 ,000b
Residual 34301,114 809 42,399
Total 87449,909 814

a- Predictors: (Constant), STATE ANXIETY, gender, age, CES-D
b. Predictors: (Constant), STATE ANXIETY, gender, age, CES-D , CNCEQ-CT
c. Dependent Variable: TRAIT ANXIETY
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Coefficients?

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) 15,540 2,193 7,085 ,000

age ,342 ,138 ,056 2,473 ,014
gender 2,131 ,476 ,102 4,474 ,000
CES-D ,502 ,028 ,507 17,923 ,000
STATE ANXIETY ,300 ,028 ,306 10,905 ,000

2 (Constant) 10,626 2,392 4,443 ,000
age ,469 ,139 ,077 3,372 ,001
gender 2,179 ,470 ,105 4,637 ,000
CES-D ,476 ,028 ,481 16,932 ,000
STATE ANXIETY ,282 ,027 ,288 10,292 ,000
CNCEQ-CT ,291 ,060 ,114 4,822 ,000

a. Dependent Variable: TRAIT ANXIETY

Excluded Variable^1

Model Beta In t Sig.
Partial

Correlation

Collinearity
Statistics
Tolerance

1 CNCEQ-CT ,114a 4,822 ,000 ,167 ,868
a. Predictors in the Model: (Constant), STATE ANXIETY, gender, age, CES-D 
b- Dependent Variable: TRAIT ANXIETY

3.4 Regression: Independent variable CNCEQ-OG; Dependent 
variable CES-D

Variables Entered/Removed*

Variables Variables
Model Entered Removed Method
1 TRAIT 

ANXIETY ,
age, 
gender, 
STATE g 
ANXIETY

Enter

2 CNÇEQ-
OG Enter

a. All requested variables entered, 
b- Dependent Variable: CES-D
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Model Summary

Mode R R Square
Adjusted 
R Square

ltd. Error o 
ne Estimati

Change Statistics
R Square 
Change : Change df 1 df2 Ig. F Chang'

1
2

,747a
,749b

,558
,561

,556
,558

6,989
6,970

,558
,003

254,688
5,515

4
1

807
806

,000
,019

a. Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY
b. Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY, CNCEQ-OG

ANOVAc

Model
Sum of 
Squares df Mean Square F Slg.

1 Regression 49767,772 4 12441,943 254,688 ,000a
Residual 39423,355 807 48,852
Total 89191,127 811

2 Regression 50035,698 5 10007,140 205,993 ,000b
Residual 39155,429 806 48,580
Total 89191,127 811

a- Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY
b. Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY, CNCEQ-OG
c. Dependent Variable: CES-D

Coefficients’

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Slg.B Std. Error Beta
1 (Constant) -17,339 2,334 -7,428 ,000

age -,044 ,148 -,007 -,300 ,764
gender ,665 ,511 ,032 1,301 ,194
STATE ANXIETY ,242 ,030 ,243 8,011 ,000
TRAIT ANXIETY ,569 ,031 ,561 18,057 ,000

2 (Constant) -18,274 2,362 -7,738 ,000
age -,008 ,148 -,001 -,057 ,954
gender ,638 ,510 ,030 1,252 ,211
STATE ANXIETT ,228 ,031 ,229 7,449 ,000
TRAIT ANXIETY ,547 ,033 ,540 16,710 ,000
CNCEQ-OG ,143 ,061 ,063 2,348 ,019

a- Dependent Variable: CES-D

Excluded Variable^1

Model Beta In t Slg.
Partial

Correlation

Colllnearity
Statistics
Tolerance

1 CNCEQ-OG ,063a 2,348 ,019 ,082 ,750
a. Predictors In the Model: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY 
b- Dependent Variable: CES-D
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3.5 Regression: Independent variable CNCEQ-CT; Dependent
variable CES-D

Variables Entered/RemovedP

Variables Variables
Model Entered Removed Method
1 TRAIT 

ANXIETY,
age, 
gender, 
STATE g 
ANXIETY

Enter

2 CNCEQ-a
CT Enter

a- All requested variables entered.
b- Dependent Variable: CES-D

Model Summary

Mode R R Square
Adjusted 
R Square

3td. Error ol 
he Estimate

Chanqe Statistics
R Square 
Change r Change df 1 df2 iig. F Changi

1
2

,744a
,746b

,554
,556

,552
,554

7,010
6,995

,554
,002

251,466
4,487

4
1

810
809

,000
,034

a.Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY 
b-Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY, CNCEQ-CT

ANOVAc

Model
Sum of 

Squares df Mean Square F Sig.
1 Regression 49430,919 4 12357,730 251,466 , 0 0 0 a

Residual 39805,663 810 49,143
Total 89236,582 814

2 Regression 49650,499 5 9930,100 202,936 , 0 0 0 b

Residual 39586,082 809 48,932
Total 89236,582 814

a. Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY 
b- Predictors: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY, CNCEQ-CT 
c. Dependent Variable: CES-D
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Coefficients?

Model

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.B Std. Error Beta
1 (Constant) -16,648 2,328 -7,150 ,000

age -,082 ,148 -,013 -,557 ,578
gender ,739 ,511 ,035 1,445 ,149
STATE ANXIETY ,238 ,030 ,241 7,890 ,000
TRAIT ANXIETY ,566 ,032 ,560 17,923 ,000

2 (Constant) -18,694 2,516 -7,430 ,000
age -,017 ,150 -,003 -,111 ,911
gender ,786 ,511 ,037 1,539 ,124
STATE ANXIETY ,232 ,030 ,235 7,677 ,000
TRAIT ANXIETY ,550 ,032 ,544 16,932 ,000
CNCEQ-CT ,139 ,066 ,054 2,118 ,034

a- Dependent Variable: CES-D

Excluded Variable^5

Model Beta In t Sig.
Partial

Correlation

Collinearlty
Statistics
Tolerance

1 CNCEQ-CT ,054a 2,118 ,034 ,074 ,848
a. Predictors in the Model: (Constant), TRAIT ANXIETY , age, gender, STATE ANXIETY 
b- Dependent Variable: CES-D
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4. FREQUENCIES: AGE

EARLY LATE ADOLESCENCE

Frequency Percent Valid Percent
Cumulative

Percent
Valid 12-15 558 63,2 63,2 63,2

16-18 325 36,8 36,8 100,0
Total 883 100,0 100,0

Means

Case Processing Summary

Cases
Included Excluded Total

N Percent N Percent N Percent
CNCEQ * EARLY LATi 
ADOLESCENCE 867 98,2% 16 1,8% 883 100,0%

CNCEQ-CT ‘ EARLY 
LATE ADOLESCENCE 880 99,7% 3 ,3% 883 100,0%

CNCEQ-OG ‘ EARLY 
LATE ADOLESCENCE 879 99,5% 4 ,5% 883 100,0%

CNCEQ-PS * EARLY 
LATE ADOLESCENCE 881 99,8% 2 ,2% 883 100,0%

CNCEQ-SA * EARLY 
LATE ADOLESCENCE 876 99,2% 7 ,8% 883 100,0%

CNCEQ-SOC * EARLY 
LATE ADOLESCENCE 875 99,1% 8 ,9% 883 100,0%

CNCEQ-ATH ‘ EARLY 
LATE ADOLESCENCE 880 99,7% 3 ,3% 883 100,0%

CNCEQ-ACA ‘ EARLY 
LATE ADOLESCENCE 878 99,4% 5 ,6% 883 100,0%

STATE ANXIETY * EAF 
LATE ADOLESCENCE 875 99,1% 8 ,9% 883 100,0%

TRAIT ANXIETY * EAF 
LATE ADOLESCENCE 870 98,5% 13 1,5% 883 100,0%

CES-D ‘ EARLY LATE 
ADOLESCENCE 833 94,3% 50 5,7% 883 100,0%
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Report

EARLY U  
ADOLESC V J z o m

__

4CEQ-CJCEQ-C JCEQ-F JCEQ-i ICEQ-SCICEQ-A'

<iOLUO STATE
NXIET

TRAIT
NXIET 3ES-D

12-15 Mean 
N
Std. De

56,44
545

3,856

14,44
555

4,203

13,61
556

4,634

14,52
556

4,700

13,94
552

3,796

19,78
551

6,016

18,01
555

5,188

18,72
555

5,242

36,77
551

0,292

42,91
547

0,384

16,39
517

0,620
16-18 Mean 

N
Std. De

53,42
322

3,192

13,57
325

3,819

13,31
323

4,769

13,00
325

3,959

13,54
324

3,846

18,08
324

5,664

17,71
325

4,881

17,61
323

5,395

39,43
324

0,723

45,54
323

9,970

18,43
316

0,298
Total Mean 

N
Std. De

55,32
867

3,684

14,12
880

4,085

13,50
879

4,684

13,96
881

4,499

13,79
876

3,817

19,15
875

5,943

17,90
880

5,076

18,31
878

5,323

37,76
875

0,526

43,89
870

0,305

17,17
833

0,539
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ANOVA Table

Sum of 
Squares df lean Squari F Sig.

CNCEQ * EARLY L Between Groi (Combined] 853,473 1 1853,473 10,001 ,002
ADOLESCENCE Within Groups 60306,7 865 185,326

Total 62160,1 866
CNCEC-CT * EARL Between Groi (Combined] 156,389 1 156,389 9,460 ,002
LATE ADOLESCEN Within Groups 514,556 878 16,531

Total 670,944 879
CNCEC-OG * EARl Between Groi (Combined] 18,243 1 18,243 ,831 ,362
LATE ADOLESCEN within Groups 241,504 877 21,940

Total 259,747 878

CNCEC-PS * EARL' Between Groi (Combined] 473,422 1 473,422 24,002 ,000
LATE ADOLESCEN within Groups 337,851 879 19,725

Total 811,274 880
CNCEQ-SA * EARL' Between Groi (Combined] 32,890 1 32,890 2,260 ,133
LATE ADOLESCEN Within Groups 718,461 874 14,552

Total 751,352 875
CNCEQ-SOC * EAF Between Groi (Combined] 594,414 1 594,414 17,143 ,000
LATE ADOLESCEN Within Groups 270,370 873 34,674

Total 864,784 874
CNCEO-ATH * EAF Between Groi (Combined) 18,833 1 18,833 ,731 ,393
LATE ADOLESCEN within Groups 629,166 878 25,774

Total 647,999 879
CNCEQ-ACA * EAF Between Groi (Combined] 248,091 1 248,091 8,835 ,003
LATE ADOLESCEN within Groups 597,645 876 28,080

Total 845,736 877
STATE ANXIETY * E Between Groi (Combined] 433,833 1 1433,833 13,120 ,000
LATE ADOLESCEN within Groups 405,317 873 109,284

Total 839,150 874
TRAIT ANXIETY * E Between Groi (Combined] 399,555 1 1399,555 13,366 ,000
LATE ADOLESCEN Within Groups 884,951 868 104,706

Total 284,506 869
CES-D * EARLY LA Between Groi (Combined] 812,832 1 812,832 7,374 ,007
ADOLESCENCE Within Groups 604,973 831 110,235

Total 417,806 832
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Measures of Association

Eta Eta Squared
CNCEQ * EARLY LATE 
ADOLESCENCE ,107 ,011
CNCEO-CT * EARLY 
LATE ADOLESCENCE ,103 ,011
CNCEQ-OG * EARLY 
LATE ADOLESCENCE ,031 ,001
CNCEO-PS * EARLY 
LATE ADOLESCENCE ,163 ,027

CNCEO-SA * EARLY 
LATE ADOLESCENCE ,051 ,003

CNCEQ-SOC * EARLY 
LATE ADOLESCENCE ,139 ,019

CNCEC-ATH * EARLY 
LATE ADOLESCENCE ,029 ,001
CNCEC-ACA * EARLY 
LATE ADOLESCENCE ,100 ,010
STATE ANXIETY * EARLY 
LATE ADOLESCENCE ,122 ,015

TRAIT ANXIETY * EARLY 
LATE ADOLESCENCE ,123 ,015

CES-D * EARLY LATE 
ADOLESCENCE ,094 ,009
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5. FREQUENCIES: GENDER

gender

Frequency Percent Valid Percent
Cumulative

Percent
Valid male 398 45,1 45,1 45,1

female 485 54,9 54,9 100,0
Total 883 100,0 100,0

Means

Case Processing Summary

Cases
Included Excluded Total

N Percent N Percent N Percent
CNCEQ * gender 867 98,2% 16 1,8% 883 100,0%
CNCEQ-CT * gender 880 99,7% 3 ,3% 883 100,0%
CNCEQ-OG * gender 879 99,5% 4 ,5% 883 100,0%
CNCEQ-PS * gender 881 99,8% 2 ,2% 883 100,0%
CNCEQ-SA * gender 876 99,2% 7 ,8% 883 100,0%
CNCEQ-SOC * gender 875 99,1% 8 ,9% 883 100,0%
CNCEQ-ATH ‘ gender 880 99,7% 3 ,3% 883 100,0%
CNCEQ-ACA * gender 878 99,4% 5 ,6% 883 100,0%
STATE ANXIETY * gend 875 99,1% 8 ,9% 883 100,0%
TRAIT ANXIETY ‘ gend 870 98,5% 13 1,5% 883 100,0%
CES-D * gender 833 94,3% 50 5,7% 883 100,0%
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ANOVA Table

Sum of 
Squares df lean Squan F Sig.

CNCEQ * gender Between Groi (Combined) 17,034 1 17,034 ,091 ,763
Within Groups 32143,1 865 187,449
Total 32160,1 866

CNCEQ-CT * gend Between Groi (Combined 13,171 1 13,171 ,789 ,375
Within Groups 357,773 878 16,695
Total 370,944 879

CNCEQ-OG * gene Between Groi (Combined) 304,089 1 304,089 14,069 ,000
Within Groups 355,658 877 21,614
Total 259,747 878

CNCEQ-PS * gendf Between Groi (Combined 193,766 1 193,766 9,668 ,002
Within Groups 317,507 879 20,043
Total 311,274 880

CNCEQ-SA * gend< Between Groi (Combined) 30,227 1 30,227 2,077 ,150
Within Groups 721,125 874 14,555
Total 751,352 875

CNCEQ-SOC * ger Between Groi (Combined) 12,498 1 12,498 ,354 ,552
Within Groups 352,286 873 35,341
Total 364,784 874

CNCEQ-ATH * ger Between Groi (Combined) 217,799 1 217,799 8,525 ,004
Within Groups 430,200 878 25,547
Total 347,999 879

CNCEQ-ACA * ger Between Groi (Combined) 273,159 1 273,159 9,738 ,002
Within Groups 572,577 876 28,051
Total 345,736 877

STATE ANXIETY * Between Groi (Combined) 241,006 1 2241,006 20,681 ,000
Within Groups 598,144 873 108,360
Total 339,150 874

TRAIT ANXIETY * > Between Groi (Combined) 758,883 1 5758,883 57,771 ,000
Within Groups 525,622 868 99,684
Total 284,506 869

CES-D * gender Between Groi (Combined) 262,040 1 4262,040 40,176 ,000
Within Groups 155,766 831 106,084
Total 417,806 832
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Measures of Association

Eta Eta Squared
CNCEQ * gender ,010 ,000
CNCEQ-CT * gender ,030 ,001
CNCEQ-OG * gender ,126 ,016
CNCEQ-PS * gender ,104 ,011
CNCEQ-SA * gender ,049 ,002
CNCEQ-SOC ‘ gender ,020 ,000
CNCEQ-ATH ‘ gender ,098 ,010
CNCEQ-ACA * gender ,105 ,011
STATE ANXIETY‘ gender ,152 ,023
TRAIT ANXIETY * gender ,250 ,062
CES-D * gender ,215 ,046
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SECTION C CLINICAL PRACTICE
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CASE STUDY 1 A PERSON-CENTRED PERSPECTIVE APPLIED TO
THE CASE OF ROSE

1.1 Int ro duc tio n  a nd the  star t  o f  t he rap y  

The rationale for the choice of case
This work was chosen because it represented a good balance of process 

and content. In addition, this case shows the virtues of a person-centred 

approach emphasising the philosophy of Carl Rogers, who suggested that 

empathy was one of the necessary and sufficient conditions for personal 

change (Rogers, 1961).

In describing a case a major problem is deciding what to leave out. In the 

account which follows, only material that had been of particular 

significance was retained, thus, allowing more space for exploring 

moments which radically affected the process.

Summary of theoretical orientation
The theoretical framework used in the following case study was based on 

the person-centred model (Rogers, 1951, 1961). The person-centred 

approach is grounded on the assumption that individual human beings 

have within themselves vast resources of development. It challenges each 

person to accept responsibility for his or her own life and to trust the inner 

resources so as to move toward self-awareness, self-acceptance and 

wholeness (Rogers, 1951). The personal qualities of the therapist rather 

than the therapeutic techniques are emphasised, because the primary 

function of the therapist is to create a fertile and healing climate. The focus 

is on truly listening to and deeply understanding the clients’ world from
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their internal reference (Corey, 2005; Thorne, 1992). According to Rogers 

(1986), this therapy is best considered as a “way of being” rather than a 

“way of doing".

Biographical Details

Rose14 was a 63-year-old woman of English origin. At the time of the 

referral, she had been retired from work for two years. Previously, she was 

employed as a nurse for older people. She was the mother of three adult 

children, John, 31 years old, Sue, 30 years old and Jane, 26 years old. 

Sue was married and had a baby girl who was one year old at the time 

and she was also four months pregnant. Rose lived with her husband in a 

privately own house. John and Jane were still living with them. Rose was 

married at the age of 21 and left home to be with her husband, who at the 

time was in the armed forces, stationed in Ireland. She reported having a 

very good and caring relationship with her husband, who was also retired. 

However, she mentioned that her husband was quick-tempered and that 

she had nobody to confide in. She was the middle of five children. She 

had two older brothers and two younger sisters. She reported being very 

close to her sisters who never got married and in particular to her 

youngest sister, who had suffered from agoraphobia for most of her life. 

Her father died in 1993 from a heart condition and her mother died 

suddenly and unexpectedly in recent years. She described her relationship 

with her parents as good, although during her childhood, she remembered 

that they were rarely at home because they were always working. She 

described her childhood as happy.

The context for the work and the referral
Rose was referred to Hornchurch Community Mental Health Team, North 

East London Mental Health NHS Trust by the Consultant Psychiatrist, 

where I was employed as a counselling psychologist. In his letter, Dr. T. 

suggested that Rose had been suffering from a depressive disorder.

14 This is not the client's real name; it is an alias to ensure that the confidentiality agreed 
upon in the client-therapist relationship is maintained.
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Although the consultant psychiatrist had already prescribed anti-

depressant medication, he was of the opinion that additional psychological 

therapy was required to lift the client out of her depression.

The beginning of therapy

At our first meeting, Rose arrived on time and presented as an 

appropriately dressed and well-kept lady. She had poor eye contact but 

was co-operative. Her speech was normal in content, volume and rate. I 

tried to make, as clear as possible to her from the beginning, that this was 

her hour and that she had the freedom to use it for her own needs 

(Mearns & Thorne, 1988). I told her that she should talk about what she 

wished and that I was "very ready to hear" whatever she chose to bring 

up. In such a way, I would be able to redress the power balance between 

the therapist and the client, as well as initiate dialogue at a level 

comfortable for the client (Mearns & Thorne, 1988; Corsini & Wedding, 

1995).

Almost immediately after Rose began to recount her story, she became 

very tearful and wept throughout the session. She expressed her sense of 

hopelessness in what she described as “not being herself and not coping 

very well with the difficulties she was experiencing”. She explained that a 

lot of things that had happened had left her feeling low, distressed and 

emotionally drained. Rose described how her mother’s death had left her 

feeling devastated. Shortly after that, she retired from her job, which she 

really enjoyed and felt that her life had no meaning anymore. She felt 

hopeless and helpless with nothing to look forward to. She had lost 

interest and pleasure in “almost everything" and spent most days sitting at 

home doing nothing. This was making her feel even worse, as she used to 

be a very active person. In addition, she described herself as always being 

slightly anxious but the last few months she felt that she could no longer 

control her anxiety, worrying excessively about “every little thing”, which 

made her feeling low in mood as well as frustrated and angry with herself. 

Near the end of our meeting, I quite gently stopped Rose’s flow of speech 

and I responded with a strongly affirming statement to show my interest,
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warmth and understanding. I felt that it was very important to communicate 

my respect and understanding to strengthen her trust and our relationship 

(Natiello, 1987). Generally, throughout the session, I tried to create a 

suitable psychological climate based on safety and trust, which would 

enable Rose to experience the freedom necessary to initiate constructive 

personality change (Rogers, 1951; 1957). I tried to be authentic, genuine 

and present for her, as well as, empathic and I almost related to her 

feelings of distress. I strived to use myself as an instrument of change, 

which is in accordance to Rogers's belief (1961) that the attitudes and 

personal characteristics of the therapist, as well as, the quality of the client 

/ therapist relationship are the prime determinants of the outcome of 

therapy. At the end of our session, Rose said that she had found the 

session helpful and we agreed on an appointment in the following week.

At our second appointment, an incident happened which seemed to 

contribute immeasurably to the trust between Rose and myself and 

marked the end of the “beginning” of therapy (Mearns & Thorne, 1988). 

Rose explained that since her mother died, she had no one to talk to, as 

she did not want to burden her husband with her problems. She always 

saw herself in the family as someone who had been strong and had 

managed everything quite well, and now she was let down by herself. She 

went on to describe how she was always the one who listened and cared 

for others and that now she was unable to do so. She was terrified that her 

family would desert her. I attempted to empathically reflect Rose's feelings 

surrounding her sense of fear and guilt. The goal was to "open up the 

client's experience and provide the client with a process where by he / she 

can form progressively more accurate constructions of his / her own 

experiences" (Rice, 1989, p. 290). This moment was somewhat critical for 

the development of the therapeutic relationship because it demonstrated 

that Rose had taken the risk of voicing her fear of rejection and the 

therapist had responded in a way that showed accepting, understanding 

and valuing. The trust in the therapeutic relationship appeared to have 

been generated to the extent that significant progress could be made and 

therefore, therapist and client were ready to enter the “middle” phase of
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therapy. As Mearns and Thorne (1988) acknowledge “the development of 

trust is the point where we want to draw our arbitrary line to separate the 

beginning and the middle of the counselling process, because it is only 

when this trusts develops that the client is prepared to take more risks in 

the relative certainty that the therapist’s acceptance and commitment will 

endure” (p. 117). In this case, it appeared that trust developed quite 

rapidly due to the presence of a number of factors, which suggested the 

client’s high “state of readiness” for therapy (Mearns & Thorne, 1988). It 

became clear, from the beginning that Rose wanted to change; that she 

was willing to take considerable responsibility fro her own self in life; and 

that she was willing to recognise and explore her feelings.

Contract and counselling plan
Following Rose’s assessment, we agreed to meet for 10 sessions of 

person-centred therapy to help her deal with her difficulties, which would 

be followed by a review to assess progress and arrange further sessions if 

necessary. Sessions would be of sixty minutes duration. Confidentiality 

and its limits were explained and agreed upon (Corey, 2005; Corey, 

Corey, & Callanan, 2003; Herlihy & Corey, 1997). Rose was made aware 

that I receive supervision by a chartered counselling psychologist and 

thus, I would be reviewing her records with him from time to time. 

Moreover, I mentioned that I would be contacting the consultant 

psychiatrist with a brief report of our meeting together, as well as at 

termination of therapy, as this was standard practice in the CMHT. Rose 

was also made aware that, should I believe that a risk of harm existed 

towards either herself or others, I would consult my supervisor and that 

confidentiality might then have to be breached (Herlihy & Corey, 1997). 

Boundaries were also explained (Corey et al., 2003).
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1.2 The DEVELOPMENT OF THERAPY

Subsequent Sessions
At our third meeting, Rose talked about how much better she felt after our 

last meeting. She explained that she felt better because she knew that she 

could now talk to someone about her thoughts and feelings, without the 

fear of rejection. She next described how shortly after her mother’s death, 

she retired from her job. Since then her life changed dramatically in that 

she felt that her life had no meaning anymore. She stopped socializing 

and wanted to be on her own. She felt miserable and could not be 

bothered to do anything. She had difficulty sleeping and she felt tired most 

of the time. She worried about everything as if “it was the end of the world” 

as she reported. At this point, I tried to summarize what we had been 

talking about to share my understanding of not just the surface meanings, 

but of the "meanings just below the surface" (Corey, 2005). I did that in 

order to "...present the client with the larger panorama to deal with, and if 

the connections were there to be made, or the contradictions to be 

resolved, then the client could do it" (Martin, 1989). Rose found my 

remarks quite helpful and she continued to focus on her feelings and 

experiences of that time.

During our fourth and fifth session, Rose was as negative about herself 

and her situation as since our first meeting. She repeated phrases such: 

“Nothing will change”; “There is no point trying”; “I am worthless”; “Nobody 

likes me anymore”. Her regression reflected in a way an integral part of 

the process (Wexler & Rice, 1974), and it would be more valuable for 

therapy, if Rose was enabled to experience her position at its worst before 

she could move on through it. According to Wexler and Rice (1974), the 

person-centred therapist knows that the client’s movement is likely to 

include periods of stuckness and that these are natural aspects of the 

freeing of the client’s healing process. During these sessions, I felt that 

Rose needed to gain further strength before moving on. Although it was 

not easy for me to be certain about what was happening at these 

moments, I strongly believed that if I could consistently offer the
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therapeutic conditions as fully as possible, the overall direction and effect 

would be positive (Mearns & Thorne, 1988). I was concerned in creating a 

climate that was psychologically safe for Rose, giving signals of warmth, 

genuineness and acceptance. My role was to be without a role (Natiello, 

1987). I also relied on her self-report of the way she saw herself and as 

she revealed her feelings, I adopted an empathic attitude, in order for 

Rose to feel deeply understood and cared for. I attempted not to just listen 

to her words, but to focus on the way she was expressing them through 

her body language and her non-verbal vocalizations (Corey, 2005).

When this issue was brought up in supervision, my decision was validated 

and I was advised that an essential aspect of therapy is to "stay with" the 

client and to react to the needs of the client. Later during therapy, Rose 

reflected back on these sessions saying that it was very important for her 

that I was willing to just be with her in her hopelessness and did not try to 

take her out of it.

At our sixth and seventh session, Rose started recounting various 

memories and thoughts, which had come flooding during the previous 

week. She spoke at length about her childhood and how, while her mother 

was at work, she looked after her younger sisters. She reflected how 

difficult but also rewarding it was to have so many responsibilities from 

such a young age. She said that her mother never asked her to do 

anything but she always did her best to please her, especially since her 

mother seemed to be working very hard to provide for her family. She said 

that she always saw herself in the family as someone who was strong and 

was able to manage everything quite well, and now she was let down by 

herself and felt worthless. I tried to encourage her to speak freely and 

even express those feelings, which were too negative to accept and 

incorporate in her self-structure. Accepting her without judgment enabled 

Rose to move to greater acceptance and integration of conflicting and 

confusing feelings. As Rogers (1961) affirmed "when a therapist prizes the 

client in a total rather than a conditional way, forward movement is likely" 

(p. 33). Near the end of that meeting, it became rather obvioust that Rose
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was greatly in charge of her own progress and that she was more able to 

take responsibility for herself. The therapeutic relationship had moved 

forward from a state of “trust” to a state of “mutuality” (Mearns & Thorne, 

1988). According to Mearns and Thorne (1988), the establishment of 

mutuality is seen as a central process of person-centred therapy, as it 

means that the therapist and the client drop any forms of human 

defensiveness and can trust each other's commitment to achieve and 

maintain genuineness in relation to each other.

When Rose came to our eighth appointment, she spoke about how she 

had decided to start taking again an active role in her life rather than a 

passive one. She said that she had already started waking up early in the 

morning as she used to and walking her dogs. She went on to describe all 

the things that she would like to start doing during the day now that she 

had so much free time. She also said that she would like to spend more 

time with her granddaughter and how much she loved children. During the 

session Rose appeared to be regaining an interest in the things that she 

used to like and do in the past. The fact that she had began to think about 

making changes in her daily life, suggested that she started to feel more 

confident and in control and that she had some volition over her future. 

She also said that she was starting to "recognise" herself again and she 

explained that before she was not behaving "appropriately" because she 

felt depressed and she could not manage her emotions. Rose’s decision 

was reinforced by asking her to think more constructively about how she 

might improve her situation. Of note is the therapist’s non-directive and 

empathic attitude, to allow “the client to go through the problem-solving 

process, since it is not just the truth that makes the client free and strong; 

it is the process of finding the truth” (Martin, 1989).

193



1.3 The CONCLUSION OF THE THERAPY

The end of therapy and evaluation of the work
The end of the therapeutic process came around during sessions nine and 

ten. The issues to which she was attending during these sessions focused 

on taking control of her life and were characterised by action. It became 

clear, through the client’s progression, that Rose had largely faced and 

had overcome the emotional blockages, such as her lack of awareness of 

feelings, paralysing self-doubt and self-rejection as well as social isolation, 

which had been inhibiting the process of her life. Through the therapeutic 

relationship, it seemed that Rose was no longer so isolated socially and 

emotionally and her fear diminished as her trust increased. The reduction 

in fear is crucial in enabling the client to face the difficulties, which up until 

now he or she had to deny (Thorne, 1987). Rose appeared to be ready to 

take risks by facing situations, which she would previously had avoided 

and to be open to feelings of which she had earlier been afraid. During 

our work together, the therapist attempted to provide a therapeutic 

relationship where Rose could feel deeply valued in order to make it 

increasingly difficult for her to deny her own worth and therefore begin to 

overcome self-doubt and self-rejection (Rogers, 1980). Rose seemed to 

begin to achieve self-acceptance and she could now be freer to move 

forward in her life. As Mearns and Thorne (1988) state: “An important part 

of the healing process... is that he (client) begins to accept himself in the 

sense that he starts to cherish himself as a person of worth” (p. 131).

When our last session (session 11) had come to an end, I asked Rose to 

tell me her thoughts of the therapeutic process and to give me some 

feedback. She told me that she had found it very helpful and she really felt 

that I was there for her and had actually "listened to her story". She also 

said that it was as if she “had woken up from a bad dream” and that she 

felt happier because as she described: “I feel myself again”.
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Difficulties in the work and making use of supervision
During the counselling sessions, I encountered a number of difficulties in 

working with Rose. However, these difficulties and concerns were dealt 

with by making use of supervision, which proved to be extremely valuable 

and helpful.

One of the difficulties was that I worked in a Community Mental Heath 

Team where policy dictated that clients can only have a certain number of 

sessions. In person-centred therapy, this can take away power from both 

the therapist and the client (Mearns & Thorne, 1988). However, after 

consulting my supervisor, Rose and I were able to work constructively 

together by acknowledging and accepting this shared powerlessness from 

the beginning of therapy.

Another difficulty was that, at times, I felt restricted by the theoretical 

framework I was using, since person-centred therapy does not "allow" 

directive interventions and direct questioning (Rogers, 1951). At some 

point during the second session, I felt "stuck" and I ended up using a direct 

question, in order to clarify what she meant. However, during supervision, 

we discussed that the therapist should allow himself or herself to ask 

questions if clarification is needed (Corey, 2005).

Finally, in the early stages of therapy, I was aware of Rose’s expectations 

of therapy to provide her with answers and solutions to her problems and 

dilemmas, which left me feeling anxious. I knew that this was not my role 

and to be placed in such a role could be counterproductive. However, with 

the help of my supervisor, I was able to gently unravel these expectations 

and dispel honestly and clearly the illusion that I would assume the role of 

expert in Rose’s life. I find myself in agreement with Rogers’ assertion 

(1961) that it is the client's responsibility to find the best way to resolve his 

or her life struggles and it is the therapist’s responsibility to help the client 

help himself / herself. As Rogers (1961) acknowledged "...it is the client 

who knows what hurts, what direction to go, what problems are crucial, 

what experiences have been deeply buried..."
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Learning from the case about myself as a therapist and about 

psychotherapeutic practice and theory
The most important learning experience from the current case was that, 

when a therapeutic climate is established by the therapist’s creating a 

relationship based on certain attitudes such as genuineness, acceptance, 

empathic understanding and warmth, clients can drop their defences and 

work toward personally meaningful goals, a process that will eventually 

lead to self-acceptance and personal development (Corey, 2005).

Through Rose’s reactions to therapy, whether these were commitment or 

stuckness, I was encouraged to continuously improve and reflect on my 

personal and professional development, in accordance to McLeod’s 

(1998) suggestion of a developmental model of competence, which 

reminds therapists both of the unique strengths, weaknesses, gifts, and 

deficits that they bring with them into therapy, and of the fact that the 

development is never complete.
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CASE STUDY 2 COGNITIVE BEHAVIOURAL THERAPY APPLIED TO 

THE CASE OF EMMA

2.1 Intr o du ct io n  a nd the  sta r t  of  therap y  

The rationale for the choice of case
This work was chosen because it underlies the author’s philosophy of 

practice, in that it shows the virtues of a cognitive-behavioural approach 

informed by Roger’s core conditions. In particular, the therapeutic 

framework is based on the cognitive behavioural model (Beck, 1976), 

highlighting to some extent the philosophy of Carl Rogers, who proposed 

that empathy was one of the necessary and sufficient conditions for 

personal change (Rogers, 1961). In addition, this work stressed the value 

of cognitive restructuring (Beck & Emery, 1985), in tackling the client’s 

self-defeating beliefs about his or her anxiety.

Summary of theoretical orientation
The theoretical framework used in the following case study was based on 

the cognitive-behavioural model (Beck, Rush, Shaw, & Emery, 1979). 

According to the cognitive behavioural approach, anxiety and panic 

usually result from thoughts of perceived or real danger (Beck & Emery, 

1985). These may take the form of a physical danger such as having a 

heart attack, or a social danger such as fear of being rejected and / or of 

not being able to function (Beck, 1976; Beck & Emery, 1985). Beck (1976) 

suggests that an individual suffering from an anxiety disorder 

systematically overestimates the danger inherent in a given situation, 

which, in turn, activates a set of physiological responses that prepare the 

body for escape or self-defence. Danger is thus exaggerated, with a bias
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to apprehend events as catastrophic and hypothetical threats are equated 

with actual ones. Since the perception of danger arises from false or 

excessive assumptions, the responses activated are inappropriate for the 

situation and they are interpreted as further sources of threat. Thus, it is 

maintained that anxiety reactions persist mainly as a result of the enduring 

maladaptive cognitions, which prevent normal affective or behavioural 

responses (Salkovskis, 1996). This reaction results in a series of vicious 

circles which tend to maintain or exacerbate the person’s anxiety state. 

Hence, anxiety disorders are associated with viewing the world as 

dangerous and uncontrollable and viewing the self as helpless (Beck & 

Emery, 1985). Cognitive behavioural therapy attempts to treat anxiety 

states by helping patients to identify, evaluate and modify their unrealistic 

appraisals of danger and the behaviours which may be maintaining these 

appraisals (Clark, 1989).

According to Rippere (1994), the decision on what treatment to offer “rests 

on what problems the client presents, the client’s attributes and resources, 

his circumstances and preferences, the therapist’s skills and knowledge of 

the literature, and the amount of time participants have available to devote 

to the treatment” (p. 105). Cognitive-behavioural therapy seemed to fulfil 

the above propositions and meet the client’s needs in this instance. In 

addition, cognitive behavioural therapy for anxiety disorders has been 

subjected to extended scientific testing and it has been found to be a 

highly successful treatment (Beck, 1991, 1993; Borkovec, Mathews, 

Chambers, Ebrahimi, Lytle, & Neloson, 1987; Butler, Fennell, Robson & 

Gelder, 1991; Clark, 1997; Power, Simpson, Swanson, Wallace, Feistner 

& Sharp, 1990).

Biographical Details
Emma15 was a 50-year-old lady of English origin. She was born in 

Darlington of a normal full-time pregnancy. She described her childhood 

as happy. She started school at the age of 5. She reported being very

15 This is not the client’s real name, it is an alias to ensure that the confidentiality agreed upon in 
the client/therapist relationship is maintained.
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nervous at school. She said that she had no friends until senior school and 

she has never had any close friends. Following school she went to college 

and attained 2 A’ Levels. She then went to university and has a BSc in 

Zoology and a PhD in Physiology. She started work in 1984 as a research 

technician at St. Thomas Hospital, where she continued to work for the 

last 13 years. At the time of the referral, she was working as a research 

analyst in a pharmaceutical company. Emma met her present husband, 

John when she was 21 years of age and subsequently married him when 

she was 28. She reported having a very understanding and a good, caring 

relationship with her husband. They did not have any children because 

they never wished for any. Her husband worked as a primary school 

teacher. Emma reported that she was not close to either of her parents, 

who both lived together in Upminster.

The context for the work and the referral
Emma was referred to Hornchurch Community Mental Health Team, North 

East London Mental Health NHS Trust by the Consultant Psychiatrist, 

where I was employed as a counselling psychologist. In his letter, Dr. T. 

suggested that Emma had been suffering from a mixed anxiety and 

depressive disorder. He explained that Emma had been complaining of 

feeling low in mood and worrying excessively over trivial matters for the 

last four weeks. Dr. T. reported that Emma appeared eager to have 

psychological therapy and he felt that she would benefit from it.

Presenting Problem
When I first saw Emma she presented as an appropriately dressed, well- 

kept, middle-aged lady. She had poor eye contact but was co-operative. 

She was tearful and tremulous on occasions. Her speech was normal in 

content, volume and rate. She was stammering intermittently and lowering 

her voice. Emma said that her main problem was anxiety, which was 

affecting her mood. She described herself as always being an anxious and 

nervous person with a pessimistic outlook and low self-esteem. However, 

these days she felt that she could no longer control her anxiety, 

experiencing frequent panic attacks, which made her feeling hopeless and
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low in mood. She explained that she started thinking that if her husband 

were to die suddenly she would not be able to cope. She was also worried 

about losing her job, although she said that her employers were very 

pleased with her work. Finally, she was worried about old age.

At this stage, the client is usually asked to talk about the difficulties that 

brought him or her to seek help by means of an open and unstructured 

style of exploration (Corey, 2005; Yalom, 2003). This gives the client the 

opportunity to tell his or her own story in his or her own way and facilitates 

the foundation of a good collaborative client / therapist relationship. It also 

enables the client to take an active, rather than passive role in counselling 

(Beck & Emery, 1985; Trower, Casey & Dryden, 1998). Moreover, the use 

of basic counselling skills, particularly reflecting and paraphrasing, as well 

as, attending behaviour (Mearns & Thorne, 1988), facilitates the 

establishment of a safe therapeutic climate. Finally, the therapist’s 

empathic attitude, namely, giving signals of warmth and acceptance, help 

the client to feel understood and cared for.

Initial assessment and formulation of the problem

In the first two sessions of cognitive behavioural therapy, Emma was 

encouraged to explain the problem as she saw It and explore what it 

meant for her, what impact it had had upon her life and her outlook for the 

future. The goal of the assessment was to gain an overall picture of the 

present situation as the client sees it (Fennell, 1989; Williams, 1984). It 

involved exploring Emma’s major difficulties, gathering information about 

their onset, development and context, as well as, associated negative 

automatic thoughts and dysfunctional beliefs. During the sessions, I briefly 

summarised what had been said and asked for feedback to ensure that I 

accurately reflected what Emma meant to convey. In such a way, I was 

able to work with Emma in clarifying the nature of her problems and in 

agreeing on an initial formulation, guided by the cognitive model of anxiety 

as described by Beck and Emery (1985). Such a formulation is essentially 

a hypothesis, to be validated during therapy, as more information 

becomes available and to be reviewed as treatment progresses (Trower et
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al., 1998). Various factors seemed to have been implicated in Emma’s 

anxiety. Her husband’s poor physical health appeared to be the critical 

incident. However, other factors, such as Emma’s early experience, 

including the sense of being neglected as a child and her lack of 

confidence seemed to have been related to her concerns. In addition, 

compounding her anxiety were her self-criticism and her self-defeating 

way of thinking. The preliminary formulation, as agreed with Emma, is 

described at Figure 2.1.

Figure 2.1: Initial Formulation

Early experience (Emma’s perception)

N eg lec ted  as a ch ild

W ha teve r she d id  was n e ve r goo d  enough  

L a ck  o f con fidence

Dysfunctional assumptions

I m ust be success fu l, com p e te n t and  ach iev ing  in eve ry th ing  I do  i f  I am  to  be w orthw hile  

I m u s t be like d  by  e ve ry  im p o rta n t p e rso n  in m y  life

i
Critical Incident

H u s b a n d ’s  p o o r p/j^s/ca/ hea lth

Negative Automatic Thoughts

I do no t have  con tro l o ve r the  s itua tion  

I canno t cope w ith o rd in a ry  life  d e m a n d  

I f  so m e th in g  happens to  John, it w ill be  e n tire ly  m y  fau lt

Behavioural:
Cognitive:

Affective:

Somatic:

Avoidance, social withdrawal.

Low self-esteem, poor concentration, self-criticism, fear of losing control, 

fear of being rejected.

Tense, frightened, unable to relax.

Heart racing, difficulty catching breath, dizzy feeling.
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A second aim of the assessment was to inform Emma about the therapy 

and agree on a treatment plan, as well as begin therapy. Emma was 

informed that many of her symptoms appeared to be suggestive of an 

anxiety disorder and she was given as much detail as possible about the 

background, symptoms and treatment options of anxiety. In this respect, a 

rather educational approach was adopted, which would hopefully appeal 

to Emma, in that it focused on concrete and practical treatment options 

(Beck et al., 1979; Corey, 2005). Moreover, providing clients with details of 

their emotional disturbances and therapeutic interventions can also act in 

itself as a source of symptom relief for them (Williams, 1984), and 

subsequently help to increase rapport, therapeutic collaboration and 

confidence in the efficacy of the therapy (Beck et al., 1979). A handout 

about anxiety (see Beck & Emery, 1985, Appendix I, pp. 315-322) was 

therefore given to Emma, which described cognitive therapy for anxiety, to 

give her an understanding of what therapy would entail and to provide her 

with background information and useful hints about the treatment (Bradley, 

1994).

Contract and counselling plan

Following Emma’s assessment, a therapeutic plan consisting of 8 

sessions of cognitive behavioural therapy towards tackling her anxiety was 

initially agreed upon, which would be followed by a review to assess 

progress and arrange further sessions if necessary. Sessions would be of 

sixty minutes duration. An initial brief explanation of cognitive behavioural 

theory was presented to ensure Emma’s understanding of this particular 

model of emotional problems and how it fitted with her own case. Emma 

seemed pleased with this way of looking at her difficulties and appeared 

motivated and willing to engage to therapy. The primary aim of therapy 

was to help Emma restructure her thinking by first becoming aware of her 

thought processes, recognising their effects on feelings and finding 

alternative, more rational thoughts (Beck et al., 1979).

Confidentiality and its limits were explained and agreed upon (Corey, 

2005; Corey, Corey, & Callanan, 2003; Herlihy & Corey, 1997). Emma was
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made aware that I receive supervision by a chartered counselling 

psychologist and thus, I would be reviewing her records with him from time 

to time. Moreover, I mentioned that I would be contacting the consultant 

psychiatrist with a brief report of our meeting together, as well as at 

termination of therapy, as this was standard practice in the CMHT. Emma 

was also made aware that, should I believe that a risk of harm existed 

towards either herself or others, I would consult my supervisor and that 

confidentiality might then have to be breached (Herlihy & Copey, 1997). 

Boundaries were also explained (Corey et al., 2003), that is, client / 

therapist discussion of Emma’s situation would be confined to the given 

sessions only, and concerns would not usually be discussed over the 

phone, except from a case of need (Corey, 2005).

2.2 The DEVELOPMENT OF THERAPY 

The pattern of therapy

In all, I saw Emma on nine occasions. The first two sessions were spent in 

establishing a good therapeutic relationship, history taking, 

psychoeducational input regarding CBT, negotiating a contract and 

therapeutic plan as well as providing Emma with symptom relief (Beck et 

al., 1979; Trower et al., 1998). Therapy then concentrated (sessions 3 to 

6) on Emma’s symptoms paying attention to the content and pattern of her 

thinking (see figure 2.1: Initial formulation). In particular, the focus was on 

cognitive restructuring, which is central to cognitive therapy, since it helps 

client to learn more helpful and realistic ways of thinking, leading to better 

ways of coping emotionally and behaviourally to events (Trower et al., 

1998). The aim was to teach Emma how to recognize her negative 

automatic thoughts and underlying cognitive distortions as well as to train 

Emma on how to respond to her distorted thoughts with logic, reason and 

empirical testing. During the later sessions (7 to 9), both the therapist and 

the client identified and attempted to modify her long-held dysfunctional 

assumptions underlying her major concerns.
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Key content issues and main techniques used
Early in therapy, Emma was familiarized with the proposal of setting an 

agenda, in order to make sure that major issues are not neglected and to 

ensure that her needs are being met (Beck & Emery, 1985; Hawton, 

Salkovskls, Kirk, & Clark, 1989). Emma thought that it was a good idea 

and we identified a number of tasks that should be included in each 

session, such as pressing problems, feedback on therapy, homework 

report, exploration of one or two main client concerns and setting the next 

homework. Setting an agenda is a valuable structure for ensuring that 

major topics are not overlooked and that time is allocated in a planned 

way(Trower etal., 1998).

As previously mentioned, the emphasis of therapy was directed towards 

cognitive restructuring. We initially practised identifying Emma’s negative 

automatic thoughts during the session, and subsequently she was asked 

to develop her skills through self-monitoring homework tasks. Of note is 

that Emma had at first difficulty keeping a diary of her thoughts and 

feelings for a number of reasons. She explained that she found it rather 

difficult to complete and that, because she knew what she would write, she 

felt embarrassed by her personal beliefs and the way she saw herself. I 

tried to understand and uncover the reasons why Emma had not 

completed the task, so as to help her overcome this block. I then educated 

Emma on ways of testing and challenging her negative thoughts and on 

patterns of biased thinking, i.e. catastrophising, overgeneralisation, 

personalisation and selective abstraction (Beck, 1976; Beck et al., 1979). 

According to Butler (1999), it is important for clients to first learn to identify 

these cognitive errors in order to get more realistic alternatives to their 

negative automatic thoughts. Furthermore, the value of homework 

assignments was emphasized, namely, that it ensures that clients know 

how to apply the procedures learned in therapy to the situations they meet 

in everyday life outside of therapy. As Beck and Emery (1985) point out, 

“homework reinforces and supplements the educational aspects of 

cognitive therapy” (p. 189).
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Once this block to treatment was overcome, Emma engaged well in 

therapy. We initially practiced together in finding rational responses to her 

negative thinking and she seemed to be making good progress. I was 

impressed that Emma had been very motivated in carrying out the agreed 

homework assignment for every session. She worked hard in identifying, 

testing and challenging her negative automatic thoughts and appeared 

safe enough to share painful issues in therapy. During sessions, I was 

praising Emma's efforts and particularly how well she was working with the 

cognitive model of change (Beck, 1976), so as to empower her 

independence.

Another technique that Emma found very beneficial was behavioural 

experiments. Behavioural experiments are considered one of the most 

effective ways of changing behaviour, as these help clients to check out 

the validity of their negative thoughts (Clark, 1989). During session 6, 

Emma and I explored her negative automatic thoughts regarding 

enrolment to a stained glass workshop. Some of her thoughts included: “I 

will not cope", “They will notice that I am anxious”, “I will be embarrassed”, 

“They will not accept me”, “I am a failure”. I then asked her to use the skills 

she had learnt in therapy to test and modify her negative thoughts. I also 

suggested to Emma to try to enrol to this course and find out whether her 

negative thoughts would be validated. At our next session, I was pleased 

that Emma had actually faced the situation rather than avoid it. In such a 

way, she could provide evidence that could be used in the client’s 

disputing and contradicting of negative thinking from her own experience 

(Corey, 2005). The rest of the session was spent in attempting to increase 

Emma’s conviction in realistic thinking by engaging more frequently in 

behaviours that were previously avoided.

At a later stage of therapy, we tried to identify and challenge the 

dysfunctional assumptions, her “core beliefs” which triggered her negative 

automatic thoughts. The purpose of this strategy was to reduce the risk of 

relapse, by undermining the fundamental assumptions on which irrational 

thinking is based (Hawton et al., 1989). The downward arrow technique
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(Burns, 1980) proved to be a rather effective method in identifying Emma’s 

core beliefs.

The therapeutic process and changes in the therapeutic process over 
time

Establishing a sound collaborative therapeutic relationship with the client 

is a necessary condition for effective cognitive therapy (Beck & Emery, 

1985; Beck et al., 1979). The quality of the therapist/client relationship is 

best understood in terms of a gradual growth, in trust and safety. The 

author strongly agrees with Rogers’s (1961) assertion that the personal 

qualities and attitudes of the therapist can affect the therapeutic 

relationship and outcome of therapy. Of particular help to Emma was 

genuineness and accurate empathy, which allowed her to talk openly 

about her difficulties without the fear of embarrassment. While in the 

beginning Emma was reluctant to discuss and explore painful issues, the 

establishment of a warm therapeutic relationship, based on trust and 

acceptance, facilitated Emma’s disclosure of feelings and cognitions. This 

in turn allowed for the challenging of dysfunctional assumptions and 

subsequent supplementation of realistic alternatives.

In addition, asking the client to give to the therapist feedback in each 

session contributed to the development of the therapeutic relationship. In 

particular, feedback was very useful because it enabled me to find out how 

Emma felt about therapy and if anything had distressed her. In such a 

way, misunderstandings were clarified and the therapist was more able to 

respond in accordance with Emma’s needs.

Finally, as Beck and his associates (1979) have pointed out “the 

development and maintenance of a therapeutic relationship... involves 

both the patient and the therapist and is based on trust, rapport and 

collaboration” (p. 50). I feel that Emma and I were able to establish a 

sense of trust and rapport. As a therapist, I was trying not to keep Emma 

waiting, to remember important facts about her, to maintain eye contact 

and to respond to her concerns in a congruent and non-judgmental way.
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The above therapist’ attitudes are considered to facilitate the growth of 

rapport (Beck et al., 1979).

2.3 The CONCLUSION OF THE THERAPY 

Evaluation of the work

Therapy with Emma was based on a cognitive-behavioural approach 

(Beck, 1976), informed with Rogers’s “core conditions” (1951). The 

therapist attempted to create a suitable psychological climate based on 

safety and trust and tried to continuously monitor the therapeutic 

relationship. Throughout the course of therapy, Emma’s condition was 

improving considerably. Her anxiety reduced and her mood lifted 

significantly as did her perspective on the future. She reported feeling 

more confident and being able to deal with difficulties. As the end of 

treatment approached, Emma worried that she would not be able to cope 

alone. We tackle these worries by exploring them and evaluating the 

evidence for their validity. Moreover, we decided on a number of skills that 

could help her to deal with prospective difficult situations. Finally, her plans 

and goals for the future were discussed, to help her accept responsibility 

for her actions and gain control over her life.

It is the author’s belief that the decision in this case to use CBT informed 

by Rogers’ core conditions was appropriate. However, it should be noted 

that the outcome of therapy was most probably influenced not only by the 

theoretical framework, but by a combination of different variables. The fact 

that Emma seemed to be psychologically minded facilitated the progress 

of therapy. In addition, she engaged well to therapy and appeared very 

motivated to help herself. She worked very hard in between sessions to 

identify and challenge her negative thoughts as well as face “her fears”. 

Finally, a good trusting therapeutic relationship was established, where 

Emma was feeling safe to explore painful issues and to move forward.
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Difficulties in the work and making use of supervision

During the present work with Emma, I encountered a number of 

difficulties, which I was able to overcome in consultation and with the 

support of my supervisor. Initially, I found the task of setting an agenda 

and covering everything we had decided rather hard. Occasionally, it felt 

rather uncomfortable being directive and teaching Emma the theory and 

method of change itself. I quickly realised that, in this case, I was offering 

“expertise” in which I was asking Emma to trust. However, the swift 

alleviation in her difficulties more than compensated for my discomfort. 

Finally, supervision was of a facilitative nature during which I was 

encouraged to use my own judgement whilst at the same time being 

aware of the issues involved.

Learning from the case about myself as a therapist and about 
psychotherapeutic practice and theory
One learning experience for me as a therapist occurred while, in 

attempting to grasp Emma’ s subjective world, I could, at times, get 

absorbed in her feelings of frustration and helplessness, resulting in 

feelings of stuckness, frustration and helplessness. During supervision, I 

was encouraged to take a step back, and focus on the process instead of 

the content, as well as on issues such as transference and counter-

transference (McLeod, 1998). I recognise now that, whatever the 

theoretical orientation, transference behaviours will inevitably occur during 

the counselling process, and thus, it is essential that these are consistently 

and effectively addressed.

Secondly, through Emma’s reactions to therapy, whether these were 

commitment or resistance, I was encouraged to continuously improve and 

reflect on my personal and professional development. I find myself in 

agreement to McLeod’s (1998) suggestion of a developmental model of 

competence, which reminds therapists both of the unique strengths, 

weaknesses, gifts, and deficits that they bring with them into therapy, and 

of the fact that the development is never complete.
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Finally, during the last sessions, although I was getting excited for Emma’s 

progress, I prevented my own feelings obstructing my reality and 

therefore, therapy (i.e., very positive interpretation of client’s progress that 

does not reflect reality, unrealistic expectations of therapy), by being 

acutely aware of them (Wosket, 1999). During supervision, the importance 

of therapists’ being aware of and in control of their feelings had been 

highlighted. I had also been encouraged to examine my personal 

responses to clients as a way of developing an internal supervisor 

(Casement, 1985).

This case, as with all my cases, gave me the chance to continue practicing 

and developing the required skills of a counseling psychologist. I have 

found that of equal importance to a sound theoretical practice are my 

sincere efforts to care for and understand clients, and my ability to convey 

to them empathy, respect and desire to be helpful. As Satir (1987) notes, 

the therapist’s ability to be empathic, to “be there” and understand the 

client’s internal experience, will be in itself healing for the client.
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A REVIEW ON PERSONAL CONSTRUCT THEORY RELATING TO 

MARRIAGE AND MARITAL THERAPY

Summary
The purpose of this review has been to illustrate the application of 
personal construct theory in the work with couples. As an initial step the 
shift from the traditional, institutional type of marriage towards the 
companionship type of marriage is briefly discussed. In the main part of 
the review, marital relationships from a personal construct theory 
perspective are presented followed by an elaboration of personal construct 
therapy in the area of couples. Several assessment and therapeutic 
techniques (i.e., the couple characterisation, laddering, the fixed-role 
therapy and several variations of the grid method) are discussed to guide 
the clinical practice of the constructivist therapist working with couples.

Keywords: Personal construct theory; marital therapy.

1.1 Int rod uct ion

“Through c lose  ro le  re la tionsh ips, 
ind iv idua ls  s tr ive  to m ake  the w orld  
m ore  m ean ing fu l, p re d ic ta b le  and  
u n d e rs ta n d a b le ”.
(N e im e ye r & N e im eyer, 1985, p .197)

Though there are different views of marriage in Western society, the 

predominant one is still that marriage remains one of the most important 

goals of the majority of young people (Dominian, 1985a). On the other 

hand the high divorce rate in the last twenty-five years, is a clear indication 

that marital problems are widely experienced (Guttmann, 1993). According 

to Collard & Mansfield (1991), 37% of couples getting married, will seek 

divorce during the course of their relationship. It is also established that 

the divorce rate is higher in the early years of marriage. According to
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Dominian (1985b), during the first years of marriage, marital breakdown is 

more like to occur through failure to establish the necessary minimum 

emotional and physical relationship. This notion is also established by the 

fact that, nowadays marital relationships develop on a basis of personal 

fulfilment, love and happiness. Therefore the absence of these elements is 

considered to be a ground for divorce (Dominian, 1985b). However, 

marital dissatisfaction may not lead to divorce. This is true, particularly in 

the early years of marriage and when marital problems are caused due to 

each partner’s different views and expectations regarding the many 

aspects of marital life. Another path, which the distressed couple may 

choose, is that of marital therapy, to help them deal with their problems, 

and create a fulfilling lifestyle (Guttmann, 1993).

In the first part of the present review, one of the most important changes in 

marriage, namely, the shift towards the companionship type of marriage 

will be briefly discussed. In the main part of the review, personal construct 

theory and research relating to marriage and marital therapy will be 

critically evaluated. In such a way, a number of theoretical assumptions 

and therapeutic principles will be defined, as well as the goals and 

implications of personal construct approach to marital therapy. Finally, in 

the conclusion, some basic issues of personal construct therapy as 

applied to working with couples will be examined.

1.2 Chan ge  in marriage  a nd it s implications

The most fundamental change in marriage is the shift from the traditional, 

institutional type of marriage to the companionship type of marriage 

(Dominian, 1985a). More specifically, the traditional marriage has been 

described as one in which the husband is the provider, the source of 

authority and the head of the household, whereas the wife is the child 

bearer, the caretaker of the children and the manager of the house. Two 

primary features of the traditional marriage were, first, that each spouse 

had clearly delineated roles and second, that they were held together by
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the external pressures of public opinion, laws and morals (Prochaska & 

Prochaska, 1978). On the other hand, the companionship marriage is 

characterised by the development of the couple’s interpersonal 

relationship, based on intimacy, sharing, expressing feelings, affection, 

respect, empathic understanding, communication and mutual decision 

making. The emphasis of this type of marriage is on the personal and the 

affective (Dominian, 1985a). It should be highlighted, however, that this 

distinction does not imply that affective elements were absent from the 

traditional marriage or that the companionship marriage does not have any 

traditional characteristics.

One of the most important implications of the shift towards companionship 

marriage is the increase of the emotional and sexual expectations in the 

marriage. In the presence of material sufficiency, both men, and especially 

women have higher expectations of marriage and expect more personal 

fulfilment from it than previous generations of husbands and wives 

(Collard & Mansfield, 1991). At the heart of the marital conflict, is the 

failure of the couple to meet mutual needs. According to Dominian 

(1985b), “these mutual needs are likely to depend on the expectations of 

the couple, particularly the provision of what is essential for the survival of 

the marriage and its inherent quality” (p. 71). When material needs are 

met in marriage, then the emotional expectations of each spouse, 

particularly these of love and affection, become essential. In Western 

societies, the absence of love or happiness is considered to be a ground 

for dissolution of the marriage (Dominian, 1985b). Another important 

factor, which is linked to the companionship type of marriage and which 

influences marital discord or marital satisfaction, is communication, either 

verbal or non verbal. Many researchers investigating marital

communication concluded that consensus or “good communication” is 

central to a satisfactory marriage (O’Leary, 1987). According to Gottman 

(1979), “of all the relationship variables that could be selected for 

understanding marital satisfaction, the couple’s ability to arrive at 

consensus in resolving differences may be of central importance” (p. 10). 

That is to say, that the ease or difficulty with which the couple
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communicates may have a major impact on the level of marital satisfaction 

and distress. It is noteworthy that love, affection and communication, as 

well as all the other basic characteristics that form the companionship 

marriage, are not the only factors that influence marital satisfaction. 

However, it is beyond the scope of this review to discuss other factors (i.e., 

age at marriage, social class, violence in marriage) which may contribute 

to either marital satisfaction or distress, and thus enhance the risk of 

divorce16.

Clearly, one of the many reasons that explain the increased marital 

breakdown and rate of divorce nowadays is the couple’s increased 

expectations in marriage (Dominian, 1985b). According to Dominian 

(1985b), “both wives and husbands are likely to seek a greater degree of 

fulfilment in emotional and sexual satisfaction and, when this is not 

present, to seek it in a second marriage” (p. 46). In sum, it is really 

important to have in mind that the emergence of the companionship 

marriage out of the traditional one, the changing roles of men and women, 

as well as, the changes in values which might judge the success of 

marriage, reflect and influence the developments in marital therapy that 

have occurred in the twentieth century (Prochaska & Prochaska, 1978).

1.3 A Co nst ru ct iv is t  ap pro ac h  to  mar r ia ge

Personal construct theory (PCT) was strongly orientated towards working 

with the individual (Kelly, 1955). Kelly (1955), however, did extend the 

application of his theory from the individual to the interpersonal level17. 

The commonality and the sociality corollaries, as well as the notion of the 

role relationships of PCT, which were elaborated by Kelly (1955), provide 

the ground for the conceptual understanding of the family and the couple

16 See Carrere and Gottman (1999) for a review on the causal processes that make a marriage work 
and those processes that make a marriage dysfunctional.
17 Neimeyer and Neimeyer (1985) argue that personal construct psychology is inherently a social 
psychology since it builds the significance of interpersonal construing (i.e., commonality between 
individuals and sociality) into its structure and therapeutic techniques.
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(Feixas, 1992). Kelly’s (1955) commonality corollary states that “to the 

extent that one person employs a construction of experience which is 

similar to that employed by another, his psychological processes are 

similar to those of another person” (p. 90), while the sociality corollary 

asserts that “to the extent that one person construes the construction 

processes of another, he may play a role in a social process involving the 

other person” (p. 95). The sociality corollary, in particular, indicates the 

importance of interpersonal relationships in PCT, since if an individual is 

able to understand the other’s construing processes, he or she can 

develop a role relationship with that person, where the construing 

processes of both individuals become interconnected in a way 

characteristic of their relationship (Feixas, 1990b; Feixas, 1992).

The basic philosophical position of PCT is constructive alternativism, 

which asserts that each individual has one’s own unique view of the world 

and that this view is always open to revision and change18 (Kelly, 1955). 

From a PCT perspective, marriage and marital relationships are sought for 

the extension and elaboration of the spouse’s anticipatory system (Feixas, 

1992; Neimeyer & Neimeyer, 1985). Accordingly, Neimeyer and Hudson 

(1985), from the study of close and marital relationship, suggested that 

“marriage is seen as a vital form of intimate colleagueship in which two 

personal scientists develop an enduring collaboration with respect to one’s 

another critical life investments” (p. 129). They also proposed that the 

development and maintenance, as well as, marital problems and 

breakdowns of marriage are influenced by the expected elaboration of 

one’s core construct system. Duck (1973) also noted the central role of 

anticipation in the area of personal relationships. He suggested that 

individuals usually search for partners who not only employ similar 

constructs and who share common constructs for interpreting experience 

to validate their constructions, but also, over and above the search for 

similarity, they are searching for means in which their partner can help 

them elaborate their system for them.

18 See Feixas, 1990a; Fransella, 2005; Kelly, 1969, for more details on Kelly’s constructivism
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When two persons develop a relationship and marry, they do so by 

adopting a shared symbolic understanding of the role relationship and its 

nature (Duck & Condra, 1990). A crucial prerequisite for marital 

satisfaction is for the couple to develop a construct subsystem for the 

anticipation of the other’s view. This is quite similar to the notion of the 

development of a role relationship, where the construing processes of the 

couple are interconnected in a particular way and mutually affect each 

other (Feixas, 1992). According to Kelly (1955), an individual can develop 

a role relationship with another person, if he or she is able to understand 

that person's construing processes. Feixas, Procter and Neimeyer (1993) 

clearly noted that "in a role relationship, each member recognises the 

other as a validating agent, with one person's behaviour becoming 

(in)validational evidence for the other's core constructions and vice versa" 

(p. 148). However, a reason for the absence of a role relationship between 

partners is that one or both of them are unable to understand the other’s 

construing processes and, thus they fail to meet mutual needs (Feixas, 

1992).

Derived from the study of personal and marital relationships, Neimeyer 

and Neimeyer (1985) described a taxonomy of disordered relationships, 

where the nature and causes of marital problems became explicit, as well 

as healthy relationships that led to marital satisfaction. Healthy 

relationships were seen as those, where each spouse attempted to move 

forward another's construction processes and to validate the other's core 

constructs (Neimeyer & Neimeyer, 1985). They stated that:

in the optimum marriage, commonality between partners at the level of 
their superordinate constructs ... provides extensive validation for each 
partner's core constructs, giving rise to the experience of love and 
happiness, (p. 202)

In contrast, they regarded disrupted relationships as those, which had 

once been satisfactory, but were characterised by failure of one or both 

partners to revise their constructions of each other, as they develop or as 

transitions in the relationship are encountered. Disruption of marital
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relationships often occurs in long-standing marriages and is related to the 

dissimilarity in the way partners describe each other, particularly along 

their superordinate constructs (Neimeyer & Neimeyer, 1985). Neimeyer 

and Neimeyer (1985) also described negative relationships, as those 

where each spouse never validated each other’s core structures and 

where mostly negative feelings and emotions were present in the 

relationship. In negative marital relationships "the lack of perceived 

similarity between spouses, at any significant level, robs both partners of 

the direct consensual validation that undergrids healthy relationships" 

(Neimeyer & Neimeyer, 1985, p. 202). It has thus been acknowledged that 

deterioration and dissatisfaction in personal and close relationships might 

be associated with limited capacities for sociality, low levels of 

commonality in partners’ construing and absence of mutual validation of 

their core constructs.

In sum, marital problems from a PCT perspective might be triggered 

because the couple has not developed a construct subsystem for the 

anticipation of the other’s view and thus, they have difficulties 

communicating and understanding each other (Feixas, 1992). Each 

partner is faced with a set of events for which his or her construct system 

is not yet prepared. It is quite clear in PCT that when our system of 

construing (ourselves and others) is in some way inadequate to deal with 

what we have to face, we may need both to modify our ways of 

approaching some things and invent new ways of meeting others (Dalton 

& Dunnett, 1992). The process of personal construct therapy is one of 

reconstruction and experience, as Kelly (1980) clearly stated that 

“psychotherapy needs to be understood as an experience, and 

experience, in turn, understood as a process that reflects human vitality” 

(p. 21). This is based on his notion, that a person changes himself through 

a process called experience that stands in contrast to the idea that, it is 

experience that changes man. In addition, Kelly (1955) described therapy 

as “a psychological process which changes one’s outlook on some aspect 

of life” (p. 186). From this perspective, an overriding aim of marital therapy 

would be to attempt to produce change (and reconstruction) in the
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couple’s construct system, rather than focusing on the construing of an 

individual client, which was one of the aims of individual personal 

construct therapy (Winter, 1992).

1.4 P e r s o n a l  c o n s t r u c t  t h e r a p y  in  t h e  a r e a  o f  c o u p l e s

It has been suggested that a primary goal of marital therapy, particularly 

with couples who are still committed to the marriage, should be to help 

them experience the possibilities of a more satisfying relationship, before 

finally deciding whether to remain together (Budman & Gurman, 1988). 

The focus of marital therapists working with couples is influenced by their 

underlying theoretical framework, which, in turn, will have some bearing on 

discussion of issues, such as, view of marriage, marital relationships and 

marital satisfaction. Within the field of marital therapy there are several 

theoretical frameworks and therapeutic approaches that can deal with 

marital problems of distressed couples. The way that a counselling or 

clinical psychologist would approach the couple and the way he or she 

would try to bring forward change and enhance the couple’s relationship, 

usually reflects the school of psychological thought he or she represents. 

However, in order to better understand marital relationships and therapy, it 

is essential that they be considered within a sound theoretical framework. 

Therefore, the focus of this review is on marital therapy from a personal 

construct psychology perspective.

The initial stage of personal construct therapy in the area of couple 

involves the therapist’s assessment and exploration of the couple’s 

relationship (Neimeyer, 1993). Thus, the therapist must immediately begin 

to understand things from the particular view of the couple, as well as from 

the perspective of each spouse, accommodating to their verbal and non-

verbal language (Feixas, 1992; Procter, 1981). According to Neimeyer and 

Neimeyer (1985) this process also facilitates the therapist’s selection of an 

individual or conjoint therapy format. They suggest that even though a 

conjoint therapy is usually more beneficial, in other cases, for instance,
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where the spouses show ambivalence about the continuity of their 

marriage, individual therapy is recommended. The present review, 

however, has mostly concentrated on the conjoint type marital therapy. 

The initial stage of therapy Is very important, not only for the selection of 

an individual or conjoint therapy format but also, because the therapist 

needs to establish a firm understanding of the couple’s constructs and the 

system in which they organise them, in order to help them deal with their 

marital problems (Neimeyer & Neimeyer, 1985). The therapist uses a 

number of techniques and discussion so as to elicit each partner’s 

personal constructs and fully understand their construct system.

Only after the therapist has achieved progress in the initial stage of 

subsuming, can he or she begin to see what may be going wrong in a 

couple's relationship. After this stage, where the therapist has identified 

some of the marital problems and what might be causing them, he or she 

can move to the second stage; that of assisting change. Therefore, the 

conceptualisation of a couple’s problems provides the strategic ground for 

designing an intervention (Feixas, 1992). It is very important to keep in 

mind that PCT does not have a strict “recipe of actions” to follow, because 

it is personally directed. Thus, it is the therapist’s responsibility to tailor his 

or her approach in such a way that clients could respond to and feel safe 

with (Dalton & Dunnett, 1992).

Assisting change in personal construct therapy does not mean that the 

therapist will advise each spouse how to be, or what constructs to keep or 

to discard, but rather it means that the therapist will help them devise a 

construct subsystem through which they are able to better understand one 

another’s construing processes, a crucial issue for their mutual 

understanding and marital happiness. This is based on Kelly’s (1980) 

notion that, the client “will choose that alternative, aligned to one of his 

construct dimensions which appears to provide the greater opportunity for 

the further elaboration of his anticipatory system” (p. 32). It is also the 

therapist’s responsibility to create experiments that each partner would 

feel safe enough to carrying them out. It is essential to clarify that the
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strategies employed in the area of couples are usually adaptations of 

traditional strategies that are used in individual personal construct therapy 

(Feixas, 1992).

Another aspect of personal construct therapy in the area of couples that 

should be considered is what the couple has to do in therapy. It should be 

noted that the following general considerations derive from individual PCT, 

but could also be employed to PCT with couples. Therefore, in personal 

construct therapy, therapists and clients are seen as partners in an 

enterprise, where clients are experts on themselves and therapists are 

experts on helping them to explore their problems and set up experiments 

for change (Dalton & Dunnett, 1992). Only if each partner accepts 

responsibility of his or her perception of reality and for his or her personal 

construct system, he or she will be able to free the blockages and start to 

see the world through the eyes of the other. In addition, partners who want 

to enhance their marriage should be able to consider and experiment 

alternative patterns of their relationship during therapy, both from their 

current system but also from the development of new ones (Dalton & 

Dunnett, 1992). This process reflects the idea that experimentation is at 

the heart of personal construct psychology, because it is mainly thought 

that “ the development of new experiments carries with it the implication 

that new results will be obtained, and those new results will lead to an 

alteration of the current construct system” (Dalton & Dunnett, 1992, p. 

147).

Some of the primary goals of marital therapy are to help the couple 

question the functioning of their personal construct system, establish a 

role relationship and thus, assist change and enhance the relationship. In 

other words, marital therapy would probably focus on issues such as, 

encouragement of partners’ to see the world through the eyes of the other, 

identification of the central differences of a couple’s opinion as well as of 

agreement and facilitation on construing each other’s constructions 

(Winter, 1992).
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Greg Neimeyer (1985) puts particular emphasis on the development of the 

role relationship between therapists and clients in work with couples, and 

has described the wide variety of techniques and methods derived from 

PCT, which may be employed in such work. Some of the most commonly 

adapted techniques of PCT, to work with couples, are the couple 

characterisation, laddering, the fixed-role therapy and several variations of 

the grid method (Winter, 1992). It is worth noting that, these techniques 

may be employed both in an initial stage of therapy, where the interview 

takes place, as well as, during and in the end of therapy. Particularly, grids 

are often employed to monitor reconstruction during therapy and to 

evaluate the therapeutic outcome in the end of therapy (Winter, 1992).

Various adaptations on the grid procedure have been found to be effective 

in marital therapy, since they encourage exploration of a couple’s ability to 

construe each other’s constructions (Winter, 1992). Childs and Hedges 

(1981) used the grid method by combining the constructs elicited by each 

partner individually. Then, both partners rated the elements in the same 

combined list of constructs. In such a way, they tried to demonstrate that 

even though the couple shared a common language, there were 

significant areas of misperception. Thus, the grid method facilitated them 

to focus therapy on areas which the couple shared common goals. 

Bannister and Bott (1973) employed the repertory grid in a similar way, 

with the only difference being that the combined grid was completed 

conjointly. This method enabled the therapist to understand which 

partner’s construct system had been dominant in determining their 

construct subsystem. In addition, examination of such a grid may indicate 

the extent to which each spouse is able to use the other’s constructs and 

the degree of commonality in their construing (Winter, 1992).

Another adaptation of the repertory grid is the Reptest Interaction 

Technique (RIT) (Bonarius, 1977), which may serve both therapeutic as 

well as diagnostic purposes. The RIT was designed as a “getting 

acquainted” exercise and is often presented in the form of a relatively 

structured game with explicit instructions in the form of rules. In this
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application of grid method, partners interview each other in turns using a 

grid format, in order to facilitate awareness of each other’s construct 

system. Feixas (1992) described the RIT as “a grid procedure especially 

designed to increase mutual knowledge emphasising both intrapersonal 

exploration and interpersonal understanding” (p. 240). Neimeyer and 

Neimeyer (1985) have argued that the RIT may be an effective therapeutic 

technique with individuals who have a few role relationships. Finally, 

another variation of the grid method, which is worth mentioning, is a grid 

where the elicited elements are aspects of the couple’s relationship at 

different points in time (Neimeyer, 1985).

In addition to several variations of the grid method, personal construct 

theorists have adapted a number of techniques, originally used in 

individual personal construct therapy, to their work with couples, such as 

the couple characterisation, laddering and the fixed-role therapy. The 

couple characterisation, an adaptation of Kelly's (1955) self-

characterisation technique, has been employed in marital therapy, where 

each partner was asked to write, in third person, a description of their 

relationship from the perspective of someone who knows the couple 

intimately and sympathetically and then, discuss it with the other 

(Alexander & Neimeyer, 1989; Neimeyer & Hudson, 1985). In such a way, 

the couple would be encouraged to establish an understanding of the way 

that each partner views various aspects of their relationship and thus, 

identify each other’s similar and different expectations of their marriage.

Laddering, on the other hand, which is commonly used for eliciting 

individual’s superordinate constructs, has been employed in marital 

therapy, to help partners discern that, even though they may have 

differences of opinion at a subordinate level, they may have many 

common superordinate values, which were not previously identified 

(Neimeyer, 1985).

Another adaptation of the traditional strategies of PCP is the fixed-role 

therapy for couples (Kremsdorf, 1985). The aim of this experiment is “to
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put partners in the role of scientists who are inquiring into their own marital 

problems and who can experiment with new ways to achieve marital 

satisfaction” (Kremsdorf, 1985, p. 218). In such a way, fixed-role therapy 

enables the couple to experiment with new patterns in their marriage and 

new ways of interacting with each other and therefore, improve the 

communication between them. It may also be of particular value, in that, it 

not only allows the couple to experiment with alternative behaviour but 

also to disengage core constructs from the experimentation by seeing it 

only as acting (Winter, 1992). As Kremsdorf (1985) noted, “more important, 

this treatment technique demonstrated to the couple, that previous rigid 

patterns could be broken through experimentation and adoption of new 

perspectives” (p. 223).

A personal construct therapist working with couples, could also assist 

change, through a process called the Creativity Cycle. Kelly’s belief (1980) 

that new constructs are obviously invented and not discovered reflects this 

process. The Creativity Cycle Is concerned with the development of new 

constructions and consists of two processes, loose and tight construing. It 

starts with loosening constructs, which allows the generation of ideas and 

ends up with a tightened and validated construction (Dalton & Dunnett, 

1992). An adaptation of the Creativity Cycle, in marital therapy, could 

assist the couple to make use of their ability to think both loosely and 

tightly, by focusing, for instance, on specific aspects of their relationship, 

and thus, enable them to employ the two phases of the Creativity Cycle in 

a proper relationship to each other (Winter, 1992).

Since PCT and the systemic therapies share the common epistemological 

stance of constructivism19 (see Feixas, 1995), it is not surprising that, 

constructivist approaches to couples employ a number of methods from 

structural family therapy and systemic approaches, with a view to 

elaboration of a couple’s construct system (Winter, 1992). Enactment,

19 Feixas (1995) notes that PCT, which can be described as a systemic theory, and the systemic 
therapies “ share the view that knowledge results from a construing process rather than from a
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circular questioning, reframing, sculpting, genograms, as well as, 

paradoxical interventions are some of the methods used by personal 

construct therapists working with families and couples (Feixas, 1992). For 

instance, Procter (1981) in his work with families, placed emphasis on the 

use of some additional techniques, from various schools of family therapy, 

to produce particular changes in the family construct system.

In general, marital therapy from a personal construct theory perspective 

aims to assist partners in enhancing their relationship, both by developing 

a construct subsystem for the anticipation of the other’s view and also by 

facilitating a couple’s construing of each other’s constructions. Personal 

construct psychology, unlike most personality theories, does not limit itself 

to a single set of psychotherapeutic techniques. According to Kelly (1980), 

“it calls for an orchestration of many techniques according to the 

therapist’s awareness of the variety and nature of the psychological 

processes by which man works toward his end” (p. 35).

1.5 Some concl udin g  re mar k s

The central philosophical assumption of PCT is constructive alternativism, 

which asserts, "that all of our present interpretations of the universe are 

subject to revision and replacement" (Kelly, 1955, p. 15). According to 

Kelly (1977),

What we think we know is anchored in our assumptions ...and that 
world we seek to understand remains always on the horizons of our 
thoughts... Everything we believe to exist appears to us the way it does 
because of our present construction of it. Thus, even the most obvious 
things in this world are open to reconstruction in the future (p. 6).

From this perspective, personal construct therapy is viewed as a process 

of reconstruction and experimentation, and therefore its focus is to help 

clients question the functioning of their personal construct system and

direct representation o f reality”  (p. 306). See Feixas (1990a, 1992) for a detailed description of 
similarities between current systemic therapies and Kelly’s (1955) PCT.
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assist change (Dalton & Dunnett, 1992). The process of reconstruction 

implies both the development of new constructs, as well as, the 

modification of existing ones (Dalton & Dunnett, 1992). Kelly (1955) put 

particular emphasis on the generation of alternative constructions, "...no 

one needs to paint himself into a corner; no one needs to be completely 

hemmed by circumstances; no one needs to be victim of his biography" (p. 

15).

Constructivist approach to couples employs a number of methods and 

techniques, mostly borrowed from systemic approaches, both to assist the 

development of elaboration of partners' construct systems and also, as 

assessment tools, some of which, were described earlier in the present 

review. According to Feixas (1995) "this model enables the therapist to 

use any technique of hand to generate an alternative (re)construction" (p. 

331). It is thus important to note that, PCT seems to be technically eclectic 

but theoretically consistent (Feixas & Botella, 2004). Particular emphasis 

should be placed on grid procedure, since it is commonly used and has 

been usefully administered to couples or families, allowing the assessment 

of degree of commonality of construing and sociality (Feixas, 1992; 

Winter, 1992). According to Winter (1992), “one of the outstanding 

features of repertory and technique is its flexibility, the major limit on its 

range of application being the ingenuity of the investigator” (p. 65). 

Especially, in the study of the couples, the grid methods allow more 

complex and lengthy designs compared to the ones used for the study of 

families (Feixas, 1992). Aside from their therapeutic use, the grid designs 

have also been employed as assessment methods of research work in the 

area of the families and couples. However, most of the findings in the area 

of couples could not be well established since in most cases the samples 

were too limited or the results contradictory (Feixas, 1992).

Another aspect of PCT is the therapeutic relationship between therapists 

and clients. It becomes clear in PCT that the therapist-client relationship is 

seen as an expert-to-expert relationship, where clients are experts in the 

content of their lives and therapists are experts in the processes of
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construction and thus, in the therapeutic process (Feixas, 1992). Feixas 

(1995) describes the contributions of such a therapeutic relationship.

The aim of this approach is to enable the client to become a better 
scientist by developing more viable hypothesis and controls, regardless 
of their content. This idea of therapy as a "research paradigm" has the 
advantage of limiting the power of both client and therapist to 
circumscribed areas of expertise (p. 328).

This notion of an expert-to-expert relationship also reflects Kelly's (1955) 

credulous approach to therapy "if you don't know what is wrong with a 

person, ask him; he may tell you" (p. 322). In addition, the constructivist 

approach to couples is influenced by the reflexive nature of PCT. 

Originally, Feixas (1995) described PCT as “a way of construing how 

persons construe” (p. 320), reflecting Kelly’s (1969) notion of PCT as in 

itself a construction, and as such, open to revision and change. It thus 

follows that partners are seen as scientists who elaborate theories (and 

hypotheses) to anticipate and predict each other's behaviour (Feixas, 

1995).

On the other hand, the commonality and sociality corollaries, as well as, 

the notion of role relationship of Kelly's (1955) basic theory provide the 

ground for the conceptual understanding of the family and the couple 

(Procter, 2005). PCT allows itself to be extended to wider systems of 

construing, since validation of a personal construct system is mainly 

provided in the family at first, and wider systems later (Feixas, 1995).

It becomes apparent now, why from a PCP perspective, one of the 

prerequisites for marital satisfaction, is that each partner should attempt to 

move forward another's construction processes and to validate the other's 

core constructs (Neimeyer & Neimeyer, 1985). Nonetheless, PCT, in areas 

such as social interaction and personal and family relationships needs 

further elaboration (Neimeyer & Neimeyer, 1985; Winter, 1992). As Procter 

(1981) points out, PCT "has not yet been elaborated in the areas of multi-

person relationships" (p. 354).
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Accordingly, although numerous studies have been carried out to assess 

the effectiveness of personal construct therapy and have indicated positive 

changes on various measures in a range of client groups (Bell, 2005), 

considerably more research needs to be undertaken on the effectiveness 

of therapy conducted from a personal construct theory perspective and 

particularly in the field of personal construct therapy with families and 

couples.

In summary, personal construct psychology and particularly constructivist 

approaches to couples represent a fruitful and growing area of interest, for 

all of the various reasons discussed in this review but also for its 

dedication to consistency among the different levels of theory and 

practice.
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