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ABSTRACT. The authors evaluated the effects of participating in a group course,
using integrated psychodramatic and cognitive-behavioral techniques, on participants’
(N = 40) changes in the number of core beliefs, number of automatic thoughts, moods,
and alleviation of depression. The results of the study showed that the average Beck
Depression Inventory (BDI-II) scores from the first 3 and last 3 weeks of the course
did not differ significantly. That lack of difference may be attributed to the use of stu-
dents as participants in the study; their BDI-II scores, already low in the first 3 weeks
of the course, had little, if any, room for improvement. The average mood ratings,
before and after writing balanced thoughts, differed significantly (p < .05) for each
time period of analysis (i.e., separately for the first and last 3 weeks). Thus, there were
immediate positive effects from writing balanced thoughts but no significant differ-
ences between the average mood ratings across the 2 time periods, whether the ratings
were obtained before or following the writing of the balanced thoughts. The lack of
generalization during the initial practice (first 3 weeks) of writing balanced thoughts
across new situations was evident later in the course. The BDI-II scores significantly
correlated with the number of automatic thoughts, core beliefs, and different types of
core beliefs. That finding suggests Beck’s assumption that negative thought content
characterizes depression (see D. A. Clark, A. T. Beck, & B. A. Alford, 1999).
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THE COGNITIVE MODEL IS BASED ON THE ASSUMPTION that
thoughts influence emotions and behaviors and assumes that dysfunctional
thoughts are frequently associated with psychological distress. The dysfunc-
tional thoughts are provoked by the individual’s core belief or beliefs
acquired during early childhood experiences (A. T. Beck, Rush, Shaw, &
Emery, 1979; J. S. Beck, 1995). Core beliefs (see J. S. Beck, 1995) consist of
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28 beliefs that are divided into two categories, helpless and unlovable. The
following are the helpless core beliefs: helpless, powerless, out-of-control,
weak, vulnerable, needy, trapped, inadequate, ineffective, incompetent, fail-
ure, disrespected, defective (i.e., I do not measure up to others), and not good
enough (in terms of achievement). The following are the unlovable core
beliefs: unlovable, unlikable, undesirable, unattractive, unwanted, uncared
for, bad, unworthy, different, defective (i.e., so others will not love me), not
good enough (to be loved by others), bound to be rejected, bound to be aban-
doned, and alone.

Some authors use the terms schemas and core beliefs interchangeably, as if
they were the same concept. A. T. Beck (1964), however, makes a distinction
between the two constructs. He states that core beliefs are the actual content
of the cognitive structures within the mind. Thus, the cognitive structures are
the schemas, and the content represents the core beliefs. Young (1990, p. 9)
referred to Early Maladaptive Schemas (EMSs) as “stable and enduring
themes that develop during childhood and are elaborated upon throughout an
individual’s lifetime.” EMSs are composed of many characteristics, which are
self-perpetuating and tend to be more difficult to change. EMSs may cause
psychological distress because they are known to be dysfunctional. When
EMSs are activated, usually by some environmental stimuli, they tend to pro-
voke high affect levels. EMSs are beliefs about oneself that are unconditional
and are usually the result of encounters with important individuals (parents,
siblings, peers) within the first few years of one’s life (Schmidt, Joiner, Young,
& Telch, 1995; Young, 1990).

A prominent hypothesis of the cognitive theory of depression (A. T. Beck,
1987) is the cognitive triad (Figure 1), which specifies that depressed individ-
vals have negative thoughts revolving around themselves, the world (their
experiences), and the future. Individuals who are depressed misinterpret facts
and experiences in a negative fashion, limiting their focus to the negative
aspects of situations, thus feeling hopeless about the future. A direct relation-
ship is postulated between negative thoughts and severity of depressive symp-
toms. Specifically, the more frequently that negative thinking occurs, the
greater severity of other depressive symptoms (Haaga, Dyck, & Ernst, 1991).
In a study of women, Dent and Teasdale (1988) found that persistence of
depression 5 months later was predicted by the severity of the initial depres-
sion and the frequency of the global negative trait adjectives that the women
used to describe themselves at initial assessment. Women with equal depres-
sion, but with more global evaluative thinking, were slower to recover.

Kumari and Blackburn (1992) had normal and depressed participants
record their negative automatic thoughts over a 2-week period, using the Daily
Record of Dysfunctional Thoughts Form (A. T. Beck et al., 1979). A thought-
content analysis showed that the “affective state associated with negative
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FIGURE 1. The Cognitive Triad.

thought is different in normal and depressives. The two main emotions regis-
tered were anger and anxiety by normal subjects, and depression and anxiety
by depressed individuals” (p. 173). They found the themes related to self-dep-
recation, hopelessness, rejection, and illness more prominent in the depressed
than in normal individuals. Madonna and Philpot (1996) found the ratio of
positive to negative self-statements (as reported on the Automatic Thought
Questionnaire-Revised of Kendall, 1989) to differentiate the low, medium,
and high depression groups of undergraduate students, as determined by their
scores on the Beck Depression Inventory (BDI), developed by A. T. Beck,
Brown, and Steer (1987).

The cognitive model specifies that depression is maintained by negative
thoughts. Thus, to reduce depression, one needs to reduce the frequency or
intensity of such thoughts. In other words, to create a positive change in one’s
mood and behavior, one needs to evaluate and modify dysfunctional thoughts.
Cognitive-behavioral therapy (CBT) focuses on evoking change in a person’s
thinking and underlying beliefs to bring about lasting emotional and behav-
ioral change (A. T. Beck et al., 1979; J. S. Beck, 1995).

Research on the Effectiveness of Cognitive-Behavioral Therapy

Considerable research dedicated to testing the effectiveness of CBT, sup-
ports the use of CBT as an effective treatment for clinical depression (A. T.
Beck et al., 1979; Dobson, 1989; Haaga et al., 1991). At the least, CBT has
been found to be as effective as other major treatments for depression, includ-
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ing pharmacotherapy, behavior therapy, and interpersonal therapy. Dobson
(1989) conducted a meta-analysis of published research to evaluate the effec-
tiveness of Beck’s cognitive therapy for depression. The analysis included 28
studies in which cognitive therapy had been used on depressed individuals and
the BDI (A. T. Beck et al., 1979) was used as an outcome measure. Ten of the
studies compared a group treated with cognitive therapy and a wait-listed or
no-treatment control group. From the findings, Dobson concluded that the
cognitive therapy group, on average, did better than 98% of those in the con-
trol group. Recognizing that there is much support for the effectiveness of
CBT, we present the following section in which we review in more detail the
aspects of the meta-analysis that are most relevant to our study.

Wierzbicki and Bartlett (1987) compared the effects of group and individ-
ual cognitive therapy with the outcome of an untreated wait-listed control
group. Eighteen individuals were assigned to either group or individual ther-
apy, whereas 20 people were assigned to the control group. Six weekly group
sessions lasted 90 min each, and there were six weekly individual sessions
that lasted 60 min each. Both the individual and the group therapy sessions
had the same structure, consisting of homework assignments to be discussed
with the therapist. The outcome measures used in the study to measure depres-
sion were the BDI and BDI-II Depression Scales (Dempsey, 1964). Those in
individual therapy showed a greater reduction in depressive symptoms than
those in the group therapy and the control groups. Although the results from
the latter two did not differ significantly, those who attended group therapy
tended to show greater improvement.

Reynolds and Coats (1986) compared CBT with a relaxation-training group
and a wait-listed control group. Thirty adolescents were assigned to one of the
groups. Treatment for both groups consisted of ten 50-min sessions that met
twice weekly. Techniques used with the CBT group included self-monitoring,
positive mood and activity log, an explanation of the cognitive triad, self-eval-
uation, homework assignments, and self-reinforcement. During the relaxation
sessions, the participants learned specific relaxation exercises to relax numer-
ous muscle groups and how to generalize those learned skills to tension-pro-
ducing situations. Both the CBT and relaxation groups had a greater improve-
ment in the BDI scores, when compared with that of the control group;
however, there was no significant difference between the two treatment
groups.

In eight studies, cognitive therapy and pharmacotherapy were compared.
On average, the participants who received cognitive therapy had a better out-
come than 70% of the individuals who received the drug therapy (Dobson,
1989). Rush, Beck, Kovacs, and Hollon (1977) compared cognitive therapy
with pharmacotherapy in 41 depressed individuals. Participants in the cogni-
tive therapy group attended a maximum of 20 individual sessions over a 12-
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week period, whereas individuals assigned to the pharmacotherapy condition
had a maximum of 12 sessions over a 12-week period. The measures used in
the study were the BDI, the Raskin Depression Scale (Raskin, Schulterbrandt,
Reatig, & McKeon, 1970), and the Hamilton Rating Scale for Depression
(HRS-D), devised by Hamilton (1960). Participants in the cognitive therapy
group were given homework assignments and were taught how to recognize
the connection between feelings, thoughts, and behaviors; regulate negative
thoughts; explore evidence for and against those negative automatic thoughts;
replace the negative cognitions with reality-oriented interpretations; and iden-
tify, dispute, and change dysfunctional beliefs. Patients in the pharmacother-
apy condition attended 20-min weekly sessions in which the side effects of the
medication were monitored and supportive therapy was provided. Results
showed a reduction in depressive symptoms in both treatment groups. The
cognitive therapy group showed a significantly greater reduction in HRS-D'
and BDI scores than the pharmacotherapy group did.

Finally, there were seven studies that contrasted cognitive therapy with a
number of different therapies not previously mentioned. Those findings
showed that on average, the individuals who received cognitive therapy did
better than those in the alternative therapy groups: psychodynamic, interper-
sonal, assertion training, and relaxation (Dobson, 1989). Steuer et al. (1984)
examined whether depressed geriatric patients would be responsive to CBT
and psychodynamic group therapy. Twenty-six participants were divided into
four groups: two cognitive-behavioral and two psychodynamic. The groups
met for 46 sessions over a period of 9 months. The cognitive-behavioral tech-
niques involved the participants in keeping weekly activity schedules, main-
taining a pleasure log, completing task assignments, keeping a record of neg-
ative automatic thoughts, using empirical reality testing of those thoughts,
examining distortions, and creating different ways to view one’s life. The psy-
chodynamic techniques used were support, direction, confrontation, and inter-
pretation. Specifically, the leaders aimed to develop cohesion within the group
and to encourage the development of insight into patterns of socially mal-
adaptive behaviors in order to alleviate depression and to prevent a relapse.
The instruments used were as follows: The Hamilton (1967) Rating Scale for
Depression (HRS-D), which concentrates on the vegetative symptoms of
depression; the Zung (1965) Self-Rating Depression Scale (SDS), which has
been used extensively with the elderly population; and the Beck Depression
Inventory (BDI). Results showed significant decreases in measures of depres-
sion for both groups. On the BDI, however, the cognitive—behavioral group
showed a greater improvement than the psychodynamic group.

Researchers have found cognitive-behavioral therapy to be an effective form
of treatment for other disorders and problems as well as for depression. Bau-
com, Sayers, and Scher (1990) found cognitive-behavioral techniques, specifi-
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cally cognitive restructuring, to be effective in marital therapy. Sixty couples
were assigned to one of the following five groups: behavioral marital therapy
(BMT), BMT plus cognitive restructuring (CR), BMT plus emotional expres-
siveness training (EET), cognitive restructuring, and emotional expressiveness
training, or a wait-listed control group. Before treatment, each couple complet-
ed self-report measures, including the Relationship Beliefs Inventory (RBI) of
Epstein and Eidelson (1981) and the Irrational Beliefs Test (IBT) of Jones
(1968). Although both the RBI and IBT measure unrealistic standards held by
individuals, the RBI measures dysfunctional cognitions toward marital relation-
ships, and the IBT focuses on unrealistic standards held for individuals instead
of relationships. Couples in the treatment groups were then provided therapy for
12 weekly sessions. The BMT group used problem-solving techniques, along
with communication skills, to aid in the problem solving and contracting. The
CR group focused on identifying each individual’s concerns within the marriage
and assisting the couples in developing more realistic views of their mutual per-
ceptions. In addition, the CR group concentrated on the unrealistic standards
held by each person toward the relationship and how those standards might con-
tribute to marital distress. The EET group focused on the expression of emo-
tions and being empathetic. The couples were also taught how to switch back
and forth from the role of the speaker to that of the listener. Results showed that
the treatment groups that included cognitive restructuring were as effective in
increasing marital adjustment as the other two groups.

CBT has been effective in the treatment of bulimia nervosa. The therapy
consists of changing the participants’ negative beliefs concerning their weight
and body shape and of helping them to develop normal eating habits and cop-
ing skills that can be used to prevent binge eating and purging (Wilson & Fair-
burn, 1993).

Cognitive-Behavioral Therapy in Croups

Group therapy has been shown to be not only be an effective form of treat-
ment but also a cost-effective therapy. A meta-analysis conducted by
McRoberts, Burlingame, and Hoag (1998) examined 23 studies that compared
group and individual therapies. In the studies included in the meta-analysis no
difference was found between the outcomes of the group and individual for-
mats.

Oei and Sullivan (1998) evaluated whether changes in cognitions led to a
reduction of depressive symptoms in recovered and nonrecovered mood-dis-
ordered patients. Cognitive—behavioral procedures were implemented in 12
weekly group sessions, each lasting 2 hr. Outcome measures used in the study
were the BDI, the Automatic Thoughts Questionnaire (ATQ) of Hollon and
Kendall (1980), the Dysfunctional Attitudes Scale (DAS) of Weissman and
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Beck (1978), and the Beck Hopelessness Scale (BHS) of A. T. Beck, Weiss-
man, Lester, and Trexler (1974). They found several results “consistent with
the proposition of cognitive theory (i.e., the remediation of negative cognition
plays a significant role in recovery from depression during CBT)” (p. 407).
Their results were as follows: (a) The mean BDI score showed a faster
improvement in recovered mood disordered .group than in the nonrecovered
group, (b) the mean ATQ scores showed an increase in differences between
the two groups as the treatment progressed, (c) the mean DAS scores revealed
an increase in difference between the two groups as the treatment progressed,
and (d) although there was no significant difference in the rate of change in
the BHS scores between the two groups, a significant difference was found
between the two groups as a function of the treatment.

Leung, Waller, and Thomas (2000) evaluated the effectiveness of group
CBT on 20 women diagnosed with bulimia nervosa. Another focus of their
study was the role of core beliefs in changing eating attitudes and behaviors.
Specifically, they had predicted that the women having fewer healthy core
beliefs would show less improvement from treatment. They used the Young
{1994) Schema Questionnaire (Y SQ) to measure the women’s core beliefs and
the Mizes Anorectic Cognition scale (MAC) of Mizes and Klesges (1989) to
measure cognitions related to typical anorexic and bulimic behaviors. The
women attended 12 group sessions of CBT, in which they learned about their
disorder and received support and understanding from the other group mem-
bers. They were also trained in behavioral techniques to control their binge-
ing and purging behaviors and were taught cognitive skills to contradict their
dysfunctional thoughts surrounding food, weight, and size. The results
showed a 59% reduction in the frequency of bingeing and a 53% reduction in
vomiting. The results supported the researchers’ assertion that the frequency
and intensity of negative core beliefs will be related to the extent of improve-
ment as a function of the treatment. They found that women who showed a
lack of improvement in bulimic attitudes demonstrated a stronger belief in 10
of the 16 negative core beliefs—schemas (abandonment, dependence~incom-
petence, defectiveness—shame, enmeshment, failure to achieve, subjugation,
self-sacrifice, social undesirability, unrelenting standards, and vulnerability to
harm). Women with stronger social undesirability belief tended to have less
reduction in the frequency of bingeing. They also found that the greater the
defectiveness—shame and social undesirability beliefs, the less improvement
in vomiting behaviors.

Nixon and Singer (1993) examined the effects of group CBT in reducing
self-blame and guilt in parents of children with severe disabilities. Both the
BDI and ATQ were used in that study. Thirty-four mothers were randomly
assigned to either group therapy treatment or to a wait-listed control group.
The participants in the treatment group attended five 2-hr sessions focusing on
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techniques to help them deal with cognitive distortions that provoke self-
blame and guilt. During the sessions, the women learned how to conceptual-
ize automatic thoughts and cognitive distortions by becoming aware of them
through daily monitoring. The therapists then contradicted those thoughts and
distortions by providing evidence that refuted those beliefs. The therapists
explained to the group that their beliefs allowed them to continue feeling
blame and guilt. They taught the women strategies to change their cognitive
distortions and automatic thoughts and told them that modifying their think-
ing could help change how they felt about themselves. Following the treat-
ment, the therapists found a significant difference between the treatment
group and control group in reduction of guilt, self-blame, negative automatic
thoughts, and depression.

Researchers have also examined whether group CBT is effective in the
treatment of panic disorders. Otto, Pollack, Penava, and Zucker (1999) found
that CBT is an effective, alternative treatment for those individuals who are
not responding well to pharmacotherapy. They taught participants about the
CBT model of panic disorder and its treatment. Then, the individuals attend-
ed 12 group sessions that focused on cognitive restructuring, exposure inter-
vention, and relaxation training.

The Present Study

We report on an exploratory study that we designed to examine the effects of
completing the Thought Record Forms (TRF) on a weekly basis in a group
course, in which we integrated psychodramatic and cognitive-behavioral tech-
niques as a means to alleviate depression. In the group course, the students were
specifically trained to complete the TRFs, identify their core beliefs, list and rate
their moods, practice writing balanced thoughts, and to re-rate their moods after
writing the balanced thoughts. In addition, we examined the relationship among
a number of variables derived from the TRFs (e.g., automatic thoughts, core
beliefs—schemas, balanced thoughts, moods) and depression.

The study derives its major impetus from A. T. Beck’s (1967, 1976, see also
Clark, Beck, & Alford, 1999) theorizing that one’s negative automatic thoughts
reflect a general negativity about oneself and a cynicism, both of which are
symptomatic of depression. When depressed (clinical as well as nonclinical), a
person has a “significant elevation in negative thought content about the self,
future, and possibly to a lesser extent, personal world” (p. 405). Beck later
applied his cognitive model to the understanding of anxiety (A. T. Beck, Emery,
& Greenberg, 1985) and personality disorders (A. T. Beck, Freeman, & Associ-
ates, 1990). If negative automatic thoughts and other cognitive errors in think-
ing are a type of information processing, then therapy, which brings awareness
of negative thought processes, should decrease depression. That notion encom-
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passes recognizing various errors of perception and interpretations of one’s
interaction with oneself and others and learning to develop new ways of think-
ing (that is balanced thoughts). Beck, however, does not assume in his theory
that negative thinking causes depression, but it does “contribute to the patho-
genesis of depression” (see Clark et al., 1999, p. 412).

Given that assumption, it seems reasonable to expect that a course integrat-
ing psychodramatic procedures with cognitive therapy techniques (primarily
a psychoeduational model, see Greenberger & Padesky, 1995) should be help-
ful in reducing depression. The cognitive therapy model is focused on identi-
fying upsetting situations, automatic negative thoughts, and triggered moods,
on writing balanced thoughts to counter negative automatic thoughts, and on
recognizing distortions in thinking and interpretations of difficult situations
(see for example, J. S. Beck, 1995; Greenberger & Padesky, 1995, for exer-
cises). The psychodramatic procedures of role playing, role reversal, and mir-
roring should facilitate the process of examining various conflicting situations
that individuals experience within the context of a group so that they can
understand better the nature of negative thoughts triggered by situations and
their effects on moods. In essence, the procedures illustrate the psychodra-
matic triad (Hollander, 1978; Karp, 1998), as shown in Figure 2.

Furthermore, a group environment provides a supportive climate to practice
new thinking and behaviors. Thus, we hypothesized that, as a result of partic-
ipating in the course, the students would show a lowering of depression
scores, as measured by the BDI-II.

The TRF yields a number of variables, such as frequencies of the stressful sit-
uations mentioned earlier and of automatic thoughts, the number of dysphoric
moods, mood ratings, implied core beliefs, different types of implied core

Psychodramatic Triad

Intensity of Emotion

‘Warm-up Action Closure

Figure 2. The Psychodramatic Triad.
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beliefs-schemas, and the number of balanced thoughts written, and the resultant
reduction in moods. Given that negative thought content is symptomatic of
depression (Clark et al., 1999), we expected that many of those variables would
be significantly correlated with the BDI-II scores and among themselves.

Methods

Participants

The participants were 40 undergraduate and graduate students (24 women
and 16 men) enrolled in one of five group psychodrama courses taught at West
Chester University between fall 1997 and fall 1999. Each course lasted 14
weeks, and the class sessions were 3 hr in duration. The same professor, who
had extensive training in psychodrama, group therapy, and CBT, taught all
five psychodrama courses.

The instructor typically began each class session by examining TRFs com-
pleted by students for that week and helping them to identify their core
beliefs—schemas from their automatic thoughts and cognitive errors in thinking
(. S. Beck, 1995; Greensberger & Padesky, 1995). During the first and second
group session, the instructor gave the students an explanation of their automat-
ic thoughts and showed them how to identify them. Once that was accom-
plished, the instructor focused on the core beliefs that were prominent that week
and used those to focus on a specific situation by using psychodramatic (e.g.,
role playing, role reversal, doubling) and cognitive-behavioral techniques (e.g.,
downward arrow technique; and specific homework, Socratic questioning,
reframing, and advantage—disadvantage analysis; see J. S. Beck, 1995). Our
main intent in using psychodrama procedures was to allow a protagonist, iden-
tified either by using sociometric methods combined with TRFs or by having
someone volunteer, to examine a stressful situation that he or she had faced in
the past week. The instructor guided the protagonist to an understanding of the
source of his or her automatic thoughts and to ways of coping with both the neg-
ative automatic thoughts and comparable situations. Each class ended, follow-
ing the psychodramatic model, with the sharing phase of personal experiences.
Group members, in addition to the protagonist, identified similar tensions and
reported how they coped or failed to cope with their situations.

Instruments

The instruments used for the study were the Thought Record Form (TRF) of
Greenberger and Padesky (1995) and the Beck Depression Inventory II (BDI-
II) of A. T. Beck, Steer, and Brown (1996). The TRF consists of seven columns
and is used to identify negative thoughts evoked by a particular situation. To
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complete the TRE, the participant identifies a situation, along with recognizing,
listing, and rating every mood on a scale of 0 to 100%. Following that, the par-
ticipants record their automatic thoughts (very often those thoughts can be in the
form of images, which can be visual); identify a hot thought; offer evidence that
supports the hot thought as well as confirmation that does not support the hot
thought; recognize alternative-balanced thoughts; and re-rate their moods on a
scale of 0 to 100%. The TRF also lists guidelines (questions, statements, or
both) within each column to help in the completion of each column.

The TRF yielded several variables of interest to the present study. We
assessed the measures during the first three and the last 3 weeks of each
course. The variables of the present study were as follows:

1. Number of distressing situations identified.

2. Number of negative moods identified (initial moods).

3. Average initial mood rating.

4. Number of automatic thoughts.

5. Number of implied core beliefs. .

6. Number of implied different types of core beliefs.

7. Number of balanced thoughts.

8. Number of moods reported after completing the balanced thoughts (new
moods).

9. Average new mood rating.

Average mood ratings were computed for the periods at the beginning of
the TRF (i.e., initial moods, the column after situation) and at the end of the
TRF (i.e., new moods, the column after balanced thoughts). We calculated the
average mood ratings by adding all the ratings for each reported mood and
dividing by the number of identified moods. In the situation in which an indi-
vidual identified a positive mood (i.e., happy goals = 35%), we calculated the
percentage of the opposite of the reported mood (i.e., not happy = 65%) to be
consistent with the notion of negative moods, which was the variable of inter-
est to the present study.

The BDI-I is a 21-item self-report measure of state of depression. Each item
is followed by four statements that are ranked from 0-3. One determines a total
score by adding the ratings corresponding to statements chosen for each item.
The clinical cut-off scores for the BDI-II are as foliows: Minimal depression =
0-13, mild = 14-19, moderate = 20-28, and severe = 29+. In a recent study
with undergraduate psychology students, Dozois, Dobson, and Ahnberg,
(1998) suggested new cut-off scores: Nondepressed = 0-12, dysphoric =
13-19, and dysphoric-depressed = 20-63. The BDI-II (and its predecessor
instrument the BDI) is popularly used in studies on depression and is used
widely in clinical settings. Many studies support its reliability and validity (see
Dozois et al., 1998; A. T. Beck, Steer, & Brown, 1996; A. T. Beck, Steer, &
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Garbin, 1988). For the purposes of this study, we computed an average BDI-II
score for the first 3 weeks and again for the last 3 weeks of the course.

Procedure

The students completed the BDI-II weekly at the beginning of each class.
An exception to that routine was the fall 1997 class, which did not complete
the BDI-II weekly. The students were introduced to the TRF gradually to
ensure proper understanding of the terms involved and how to complete the
form. For the first 3 weeks (not including the first day of the course, which
was an introduction and explanation of the TRF), the students completed only
the first three columns of the TRF in which they identified a potentially neg-
ative situation, recorded and rated the intensity of the emotions (moods) that
they felt during the situation, and identified the automatic thoughts they expe-
rienced. For the remainder of the course, they completed the entire TRFs (all
seven columns). Students, instructed to finish as many TRFs as needed, com-
pleted them as part of their weekly homework assignment.

Results and Discussion

We had two main purposes in this study. Our first purpose was to evaluate
whether the group classes had any impact on changes in the number of core
beliefs, automatic thoughts, moods, and the BDI-II scores. Specifically, our
aim was to determine whether the group class resulted in a decrease in the pre-
viously mentioned variables from the first 3 weeks to the last 3 weeks of the
course. The final scores were the averages of the scores in the first and last 3
weeks, rather than just the first and the last week of the course because some
students missed a class in the beginning or towards the end. More important,
we believed that the average of the first 3 weeks would function as a better
baseline period, given that that was the period during which the students
received instructions on how to complete the TRFs. Furthermore, we assumed
that the average data from the last 3 weeks would provide us with a more real-
istic assessment of change, especially because the last week of a course dur-
ing any semester can be a source of stress for many students. Our second pur-
pose in the study was to examine the correlation among the various measures
derived from the TRFs and BDI-II scores.

Because the sample sizes from each class were small, we combined data
from all classes for data analysis. Given the small sample size, we made no
adjustment to control for Type 1 error for the number of tests conducted and
we used an alpha of .05 to evaluate significance of each test. Sample sizes var-
ied for different analyses because of the data missing from students who did
not complete the TRFs or the BDI-II.
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Effects of the Group Course

Table 1 contains the means, standard deviations, and results of the r test of
the first 3 weeks and last 3 weeks of a group course on the BDI-II and the var-
ious TRF variables: number of negative situations, number of automatic
thoughts, number of core beliefs, BDI scores, number of moods reported at the
beginning of the TRFs, number of moods reported after the balanced thoughts,
and the average rating of the moods at the beginning of the TRF and after their
balanced thoughts. From the results in Table 1, we concluded that students sig-
nificantly mentioned more situations in the beginning (first 3 weeks) of the
course than at the end (last 3 weeks). The decrease in the number of situations
mentioned by the students in their TRFs might have resulted from the various
activities that the students participated in during the semester (including com-
pleting the TRFs). An explanation for those results could be that the students

TABLE 1
Means, Standard Deviations, and Results of the 7 Tests
of the First and Last 3 Weeks of the Course

First 3 Last 3

weeks weeks
Variable n M SD M SD t p
Situations 40 540 450 3.85 1.42 2.34 .024
Automatic

thoughts 40 693 462 6.50 4.58 510 613

Core beliefs 40 4.70 4.27 4.30 2.88 616 541
BDI-II 33 5.11 6.32 5.02 7.83 104 918

Number of moods

reported at the

beginning of

TRF 40 11.08 10.66 8.30 3.42 1.77 .085
Number of moods

reported at the

endof the TRF 15 413 253 8.20 450 -3.16 .007

. Average mood

rating at the

beginning of

TRF 40 70.13 1474 7217 1781 -718 477
Average mood

rating at the end

of the TRF 15 38.24 20.67 4535 14.01 -1.62 a127

Note. TRF = Thought Record Form. BDI-II = Beck Depression Inventory-II.
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were able to cope with difficult situations in their life and were less likely to
mention them as affecting them emotionally. An alternative explanation for the
finding could be that students were busier at the end of the semester and spent
less time and effort in completing their TRFs.

There were no significant differences in the number of automatic thoughts
and in core beliefs from the first 3 weeks to last 3 weeks of the course (see
Table 1). On the one hand, those results seem contrary to the extent that one
would expect that a decrease in the number of situations should be concomi-
tant with a decrease in automatic thoughts and core beliefs. Furthermore, one
would also expect that completing the TRFs every week would result in
decreases in the frequency of automatic thoughts and implied core beliefs,
because such activities bring about greater awareness of the nature of one’s
maladaptive thinking. On the other hand, it is possible that the situations from
the first 3 weeks were so qualitatively different, from those of the last 3 weeks
that there was no generalization possible from the first to the last 3 weeks. Per-
haps it was unreasonable to expect that the frequency of the automatic thoughts
and implied core beliefs would decrease as a result of completing the TRFs
over an extended period of time. It is possible that habitual patterns of think-
ing may not change but that what changes is the way one deals with them.

Another finding that was contrary to our expectations was that the BDI-II
scores from the first 3 weeks did not differ from those of the last 3 weeks of
the course (see Table 1). Those results might be thought of as somewhat dis-
appointing given that the exercises pertaining to completing the TRFs (identi-
fying situations, moods, automatic thoughts, becoming aware of core beliefs,
completing balanced thoughts, re-rating moods) are specifically designed to
facilitate a decrease in depression. The results might be better understood if
we consider the nature of the sample used in this study—a group of universi-
ty students, not a clinical patient group. More specifically, the BDI-II scores
in the first 3 weeks were already quite low, leaving little, if any, room for
improvement in those scores. We do not imply that the students did not bene-
fit at all from completing the TRFs. They might, in fact, have learned a valu-
able strategy for coping with difficult situations. From the personal observa-
tions of the course instructor (personal communication), we know that many
students made informal comments to him about the value of becoming aware
of their moods, automatic thoughts, and their core beliefs, and of learning how
to modify them in similar negative situations.

The number of moods reported at the beginning of the TRFs, the average
mood rating at the beginning of the TRFs, and the average mood rating after
writing balanced thoughts did not differ significantly from the first 3 weeks to
the last 3 weeks of the course. Results shown in Table 1 suggest that there might
have been less change in moods as a function of writing balanced thoughts in
the last 3 weeks, relative to the first 3 weeks. To evaluate that possibility, we
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computed the percentage change in mood as a result of writing balanced
thoughts for each of the data sets (i.e., the first 3 and the last 3 weeks), using the
formula suggested by Persons and Burns (1985). The formula is as follows:

Percentage in change of mood = Initial Mood-New Mood x 100.
Initial Mood

A paired ¢ test done on the percentage change in mood was significant, #(14)
= 3.40, p < .004; mean percentage change week 1 = 94.18, SD = 3.31; mean
percentage change week 2 = 88.51, SD = 5.48. The smaller reduction in neg-
ative mood at the end of the course, relative to the beginning of the course,
might have to do with novelty effects and expectation effects. In the beginning
of the semester, the exercises are new, and students may exaggerate the effects
of writing balanced thoughts, given that the main reason for writing them was
to obtain a reduction in their negative mood. An 88% reduction, however, in
negative moods as a result of writing negative thoughts could still be consid-
ered impressive, if one can assume that the ratings are valid.

The number of moods reported at the end of the TRFs, after writing bal-
anced thoughts (column 7), was significantly lower during the beginning of
the course than in the last 3 weeks (see Table 1). The number of moods report-
ed in the beginning of TRFs was significantly greater than the number of
moods reported after writing balanced thoughts (see Table 2). Although this
was true for both the first and the last 3 weeks of the course, the difference
was more dramatic in the former than in the latter. It is possible that in the
beginning of the course, the students did not fully understand or follow the
instructions on how to complete the TRFs, After they had written the balanced
thoughts, students often failed to rate again every mood they had listed at the
beginning of the TRFs. That may explain the decrease in the number of moods
from the beginning to the end of the TRFs. A possibility exists that the moods
that they mentioned at the beginning of the TRFs but did not repeat after writ-

TABLE 2
Frequency of Moods Reported at the Beginning
and End of the Thought Record Form (TRF)

Beginning End of
Mood of TRF TRF
frequency n M SD M SD t r
First 3 weeks 15 980 443 413 2.53 4.36 .001

Last 3 weeks 40 830 342 7.19 3.57 276 .009
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ing balanced thoughts had dissipated, and consequently they did not list them
again. That possibility suggests that writing balanced thoughts had a positive
and immediate effect on the students in improving their moods.

Table 3 contains the means, standard deviations, and results of the ¢ tests for
the average mood rating at the beginning of the TRFs and at the end, after
writing balanced thoughts. Students were instructed to complete only the first
three columns of the TRF in the beginning of the semester, but 15 students did
complete all seven colummns in the first 3 weeks of classes. In both the first and
the last 3 weeks of the class, the average mood rating improved as a function
of writing balanced thoughts, which was true for both the TRFs completed in
the first 3 weeks and those completed in the last 3 weeks of the course (see
Table 3). The results suggest the positive and immediate impact of writing bal-
anced thoughts on improving students’ moods. It is interesting, however, that
the average mood rating did not change from the first 3 weeks to the last 3
weeks of the course, whether one looked at the average mood rating at the
beginning or at the end of the TRFs. In other words, although there were
immediate effects from writing balanced thoughts, there were no long-term
effects in improving mood ratings as a function of participating in the course
activities. It is possible that the duration of the course was not long enough to
have an impact on improving students’ overall mood.

Correlation Among the Various TRF Measures and the BDI-II Scores

Given that we specifically designed the TRF to bring about improvement
and thereby decrease depression, we wanted to determine if there was a rela-
tionship between each of the TRF variables and the BDI-II scores. Further-
more, because some of the variables derived from the TRFs have not been
used in prior studies, we decided to examine how they correlated with each
other. The variables intercorrelated were as follows: Number of situations

TABLE 3
Average Mood Rating in the Beginning and End
of the Thought Record Form (TRF)

Beginning End of
of TRF TRF
Average mood n M SD M SD t )/
First 3 weeks 15 7090 1455 38.24 20.67 5.23 .000

Last 3 weeks 40 72.17 1781 47.19 1945 7.32 .000
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mentioned, number of initial moods (i.e., listed in the beginning of the TRF),
average initial mood rating, number of automatic thoughts mentioned, num-
ber of implied core beliefs (regardless of type), number of implied different
types of core beliefs, number of balanced thoughts written, number of new
moods (i.e., reported after the balanced thoughts), new mood average, and
BDI-II scores. The intercorrelations, computed separately for the first 3 weeks
and the last 3 weeks of the course, appear in Tables 4 and 5, respectively.

TRF and the BDI-1I

The BDI-1I correlated with four out the nine TRF variables in the analysis
of the first 3 weeks data (see Table 4) and six out of the nine variables in the
analysis of the last 3 weeks data (see Table 5). In the first 3 weeks data, the
BDI-II was correlated significantly (p < .05) with the number of moods list-
ed, the number of automatic thoughts listed, the number of implied core
beliefs, and the number of different implied core beliefs. However, in the last
3 weeks of the course, the BDI-II correlated significantly with the number of
situations mentioned, number of moods listed, number of implied core beliefs,
number of automatic thoughts listed, and the number of new moods, resulting
from writing of balanced thoughts; and with the new mood average, resulting
from writing of balanced thoughts. In evaluating the correlations, one must
keep in mind that some of the correlations might not have been significant
either because of small sample sizes or the restricted range of the BDI-II
scores, or both.

As expected, the number of automatic thoughts listed and the number of
implied core beliefs in those thoughts were correlated significantly with the
BDI-II scores in the first three and the last 3 weeks of the course, supporting
Beck’s theory of depression that a greater number of negative thoughts and
core beliefs is likely to occur in more depressed individuals.

An unexpected finding was that although the BDI-II was significantly cor-
related with number of initial moods mentioned, it was not correlated signifi-
cantly with the average initial mood rating, either in the first three or in the
last 3 weeks. One would expect that higher depression scores should be asso-
ciated with higher negative moods. More than likely, the lack of significance
was a function of restriction of range effects on the BDI-II. Nevertheless, the
BDI-II scores positively and significantly correlated with the number of new
moods and the average new mood rating, suggesting that students with high-
er depression scores reported a higher frequency of negative moods and also
that their average negative mood tended to be higher. Why the BDI-II scores
did not correlate significantly with the initial average mood but did correlate
with the average new mood is not clear. That difference in results could be
attributed to chance.
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Correlations Among the TRF Variables

The number of situations identified was positively and significantly (p <
.05) correlated with the number of moods, automatic thoughts, core beliefs,
and implied different types of core beliefs mentioned in those same weeks.
The number of automatic thoughts, the number of core beliefs, and the num-
ber of different types of core beliefs mentioned were positively and signifi-
cantly correlated with each other. We expected that result because the more
negative situations one identifies, the greater is the opportunity for automatic
thoughts to occur and core beliefs to surface.

Two correlations were unexpected. The number of situations identified was
negatively and significantly correlated with the number of moods listed and
with the average negative mood in the data of the first 3 weeks, but it was not
correlated in the data of last 3 weeks (see Table 4 and 5). In examining the
data carefully, we found three extreme scores on the situations identified in
the first 3 weeks. When those outliers were dropped from the analysis, the cor-
relations became nonsignificant.

The number of moods was significantly correlated with the frequency of
automatic thoughts, implied core beliefs, and number of implied different core
beliefs. The average mood ratings for the two time periods (see also Table 6)
were significantly correlated. Other than that, the mood ratings were uncorre-
lated with any of the other TRF variables. It is possible that mood ratings
given by the students are not valid, in the sense that the students might not
actually know how they felt in regards to the situations they mentioned. Pos-
sibly we need to consider a new way of assessing mood ratings.

TABLE 6
Correlation Between First 3 Weeks and Last 3 Weeks Measures

Measure n r D
Number of situations 40 374 018
Number of automatic thoughts 40 481 .002
Number of core beliefs 40 393 012
Number of different types of core beliefs 40 408  .009
BDI-II scores 33 750 .000
Number of moods reported at the beginning of the

Thought Record 40 364 021
Average mood rating at the beginning of the

Thought Record 40 504 001

Average mood rating at the end of the Thought Record 15 534 .040

Note. BDI-II = Beck Depression Inventory-II.




Boury, Treadwell, & Kumar 33

We found positive and significant relationships between the number of bal-
anced thoughts and the number of automatic thoughts, and between the num-
ber of core beliefs and the number of different types of core beliefs. That is
understandable because the number of alternative or balanced thoughts pro-
duced was in response to the number of negative automatic thoughts and core
beliefs mentioned in the beginning of the TRF.

Correlations of Variables Between the First and Last 3 Weeks

We did one last analysis to see if the TRF-based variables and the BDI-II
scores from the first to the last 3 weeks were correlated. In Table 6, the num-
ber of situations, automatic thoughts, core beliefs, and different types of core
beliefs in the first 3 weeks of the class has a significant positive correlation
with the corresponding measures in the last 3 weeks of the class. The students
had a tendency to respond similarly in the first 3 weeks and the last 3 weeks.

Summary and Conclusions

Contrary to expectations, the average BDI-II scores from the first 3 weeks
of the course to the last 3 weeks did not differ significantly. That nonsignifi-
cant difference might be attributable to our use of a group whose BDI-II
scores were low to begin with (i.e., before they participated in the course)
leaving little room, if any, for improvement. Students did report a lowering of
negative moods, on the average, as result of writing balanced thoughts in each
time period. The students reported no reduction of negative moods, on the
average, at the end of the course as a function of completing TRFs every
week. In other words, the students’ average initial mood ratings before they
wrote the balanced thoughts in the first 3 weeks and those of the last 3 weeks
did not differ significantly, despite the fact that the students reported fewer
stressful situations in the last 3 weeks than during the first 3 weeks (see Table
1). We concluded that, although the immediate positive effects of writing bal-
anced thoughts did not transfer or generalize to situations reported in the last
3 weeks, possibly much longer-term interventions, longer than 14 weeks, are
needed to see transfer effects. A clinically depressed group might achieve bet-
ter results. The greater reduction in negative mood (about 94%) in the first 3
weeks, as a function of writing balanced thoughts, than in the last 3 weeks
(about 86%), suggested to us that there might be both novelty and expectan-
cy effects operative here. In the first 3 weeks, students learned a new tech-
nique; they knew that its purpose was to reduce the intensity of their negative
mood. That is what they reported. But they failed to generalize that effect over
many weeks in response to new situations. That explanation is also suggested
by the similarity of responding to the TRFs, as indicated by the correlations
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between the first and the last 3 weeks on the different variables (see Table 6).
Those results, however, are not to be construed to suggest that the activity of
writing balanced thoughts was not helpful. Students often indicated to the
course instructor that they were more aware of their negative thoughts and
how to combat them as a result of completing TRFs.

We did not expect that the intensity of moods would not be significantly
correlated with such variables as the BDI-II or the frequency of automatic
thoughts and core beliefs, in either time period (the first and last 3 weeks).
Low sample sizes and the restriction of range effects might have caused the
result. It is possible that the mood ratings might not be fully valid indicators
of students’ actual mood. In this study, the students listed a mood and then
used a 0 to 100 scale to rate each mood. We observed that students did not
often list the same moods before and after completing balanced thoughts. That
response might mean either that they experienced fewer moods after writing
balanced thoughts or simply forgot to include all of the same moods (see
Table 1, particularly in the first 3 weeks). Therefore, modification in the way
mood ratings are assessed might be needed. Perhaps a listing of moods should
be provided, with clear instructions that each mood is connected to the situa-
tion and to their automatic thought. Using the Likert-type scale of 0 to 100 to
assess moods is crucial in completing the TRF.

The result—that BDI-II scores significantly correlated with the number of
automatic thoughts, number of core beliefs, and different types of core beliefs
in both time periods—supports Beck’s assumptions that negative thought con-
tent characterizes depression (see A. T. Beck, 1976; Clark et al., 1999).

We conclude that the results of this exploratory study must be regarded with
caution because the sample size was small and was chardcterized by students
with low initial BDI-II scores. We believe it would be helpful to gather addi-
tional data about how helpful students find the various exercises pertaining to
the TRFs in coping with everyday situations in life, rather than to rely just on
responses given to the TRFs. Researchers may find that completing the TRFs
might not reduce BDI-II scores, participants might find it practicable to com-
plete the TRFs as a useful coping strategy for dealing with upsetting situations.
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