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A Self-Control Model of Depression


Lynn P. Rehm


This paper outlines a behavioral self-control model for the study of
depression. Contemporary models focus on different subsets of depressive
phenomena. The self-control model organizes and relates these phenomena and has
its own implications for symptomatology, etiology, and therapy.


CONTEMPORARY MODELS OF DEPRESSION


Depression has certain properties which make the development of a
model particularly difficult. In the clinical literature, the term depression
refers to a syndrome which encompasses a broad set of symptoms with diverse
behavioral referents (cf. Beck, 1972; Levitt & Lubin, 1975; Mendels, 1970;
Woodruff, Goodwin, & Guze, 1974). Especially notable is the diversity among
cognitive symptoms. Aside from manifest subjective sadness, depressed persons
show clinical symptoms such as guilt, pessimism, low self-esteem,
self-derogation, and helplessness. Accounting for these distinctive cognitive
behaviors and integrating them with the various overt-motor behaviors
characteristic of depression are desirable features of any model of depression.
At this time, a focus limited to verbal-cognitive and overt-motor variables is
appropriate since no reliable physiological index has been clearly identified
as a symptom of depression (cf. Bruder[1]; Mendels, 1970). A model
should also provide a framework for hypotheses about causes of depression and
should serve as a heuristic device for the development of means of treating the
disordered behavior.


A recent resurgence of interest in psychological aspects of depression
has become evident in the last 5 to 10 years and, with it, new and innovative
models have been advanced. Behavioral and cognitive models proposed by
Lewinsohn (1974a, 1974b), Seligman (1974), and Beck (1974) have been most
prominent and influential in behavioral research and clinical application.


Lewinsohn


Lewinsohn (1974a, 1974b; Lewinsohn, Weinstein, & Shaw, 1969) has
developed a clinical and research program which looks at depression as an
extinction phenomenon. A loss or lack of response contingent positive
reinforcement results in reduced rates of common overt-motor behaviors and also
elicits a basic dysphoria. All other cognitive-verbal symptoms of depression
are secondary elaborations of this basic dysphoria. Susceptibility to
depression and ability to overcome depression are related to social skill, the
range of events which are potentially reinforcing to the person, and
reinforcement availability. The etiology of depression is therefore the joint
function of external environmental changes and individual differences in
reinforcement potential and social skills. Therapy procedures are aimed at
identifying potential sources of reinforcement in the person’s environment and
developing strategies to increase their frequency of occurrence (Lewinsohn, 1976;
Lewinsohn & Shaffer, 1971; Robinson & Lewinsohn, 1973a, 1973b). In
other instances, therapy consists of isolating deficits in social interaction
and training subjects in modifying these social skill behaviors (Lewinsohn,
Biglan, & Zeiss, 1976; Lewinsohn & Shaw, 1969; Lewinsohn, Weinstein,
& Alper, 1970).


Seligman


Seligman has proposed a model of depression based on a laboratory
paradigm of learned helplessness (Seligman, 1974, 1975). A situation in which
the probability of the consequence given a response is equal to the probability
of the consequence given no response produces the phenomenon of learned
helplessness. Noncontingent punishment has been the situation most studied.
Learned helplessness has properties which parallel the symptoms of depression:
(1), lowered response initiation (passivity); (2), negative cognitive set
(belief that one’s actions are doomed to failure); (3), dissipation over time;
(4), lack of aggression; (5), loss of libido and appetite; and (6),
norepinephrine depletion and cholinergic activity (Seligman, Klein, &
Miller, 1974). Cognition is given a central position in this model in that
“depressive retardation is caused by a brief in response-reinforcement
independence” (Seligman et al., 1974, p. 48). Other cognitive symptoms are held
to be elaborations on this central belief. No therapy studies have been
directly generated by this model to date, but Klein and Seligman (1976) have
demonstrated the reversibility of learned helplessness and depression following
experience with solvable problems.


Beck


From a different perspective, Beck (1970, 1972, 1974) has evolved a
cognitive model of depression which holds that depression consists of a primary
triad of cognitive patterns or schema: (1), a negative view of the world; (2),
a negative view of the self; and (3), a negative view of the future. These
views are maintained by distorted modes of cognition such as selective
abstraction, arbitrary inference, and overgeneralization. The overt-behavioral
symptoms of depression follow from cognitive distortion. Distorted schema
develop in early childhood and leave individuals susceptible to depression in
the face of stress. Therapy involves the identification of distortions and
their confrontation with the evidence of objective experience. Case studies
employing these methods have been described by Beck (1972) and Rush, Khatami,
and Beck (1975). Group studies have shown that therapy based on a Beck’s
cognitive behavior modification model is superior to a program based on
Lewinsohn’s model, a nondirective control therapy and a waiting list control
(Shaw[2])
and is more effective than treatment with imipramine hydrochloride (Rush, Beck,
Kovacs, & Hollon)[3].


Each model focuses on a different set of behaviors or symptoms of
depression and each presents a different perspective on the relationship
between cognitive and over-behavioral processes, on etiology, and on therapy.
It may be argued that a behavioral model of self-control provides a broader
framework for considering depression and in doing so subsumes many of the
conceptions contained in the prior models, but first it is necessary to outline
a specific behavioral model of self-control.


A SELF-CONTROL MODEL


Self-control has recently become an important focus of behavioral
research (Goldfried & Merbaum, 1973; Mahoney & Thoresen, 1974; Thoresen
& Mahoney, 1974). Models of self-control have been used to analyze various
forms of normal and deviant behavior and have generated self-administered
behavior change programs applicable to various target behaviors. With slight
modification the model used in this paper is one described by Kanfer (1970,
1971; Kanfer & Karoly, 1972). Kanfer sees self-control as those processes
by which an individual alters the probability of a response in the relative absence
of immediate external supports. Three processes are postulated in a feedback
loop model: self-monitoring, self-evaluation, and self-reinforcement.


Self-Monitoring


Self-monitoring involves observations of one’s own behavior along
with its situational antecedents and its consequences. For instance, in self-control
therapy procedures, smokers may note the places in which they smoke, socially
anxious males may record the number of contacts they have with females, and
overweight persons may count calories. Internal events in the form of
proprioceptive, sensory, and affective responses may also be self-monitored.
For example, smokers may be asked to rate their anxiety level at the time of
smoking a cigarette. Self-monitoring involves not only a passive perceptual
awareness of events but a selective attention to certain classes of events and
the ability to make accurate discriminations. Deficits in self-control may
therefore exist in the manner in which individuals customarily self-monitor.
Specific deficits in self-monitoring behavior represent on potential form of
maladaptive self-control.


Self-Evaluation


Self-evaluation refers to a comparison between an estimate of
performance (which derives from self-monitoring) and an internal criterion or
standard. For example, the dieter compares the day’s calorie count to a goal
and judges whether or not the criterion has been met. Standards may be derived
from a variety of sources (cf. Kanfer, 1970; Bandura, 1971). Individuals may
set their internal criteria by adopting externally imposed standards (e.g., a
diet calorie chart based on sex and height), or they may self-impose criteria
which are more stringent than external standards (e.g., not just an A but 100%
correct on every test). Criteria may or may not be realistic and, thus, inappropriately
selected internal criteria may represent another specific type of deficit in
self-control behavior.


Self-attribution and self-evaluation attributional processes play a
role in self-evaluation and can be incorporated into Kanfer’s model. Bandura
(1971) notes that in self-evaluation research, judgement that a response is
accurate or successful is often confounded with judgement that the response is
commendable. In fact, these judgements are not always equivalent. Adults might
perceive themselves as accurate and successful on a child’s task and not
evaluate their performance as commendable in any way. Similarly, people might
perceive themselves as inaccurate and failing on a task outside their own area
of expertise and not condemn themselves for it. Bandura suggests selecting
tasks which minimize these confounding effects, but there are further
implications of the problem.


The larger issue is that positive or negative self-evaluation
implies more than a comparison of performance to criteria of success or
failure. Such comparisons are modified by the manner in which people perceive
themselves as capable of, and responsible for the behavior. That is, the cause
of the behavior must be internally attributed. In that Kanfer (1970, 1971)
refers to self-control as occurring in the relative absence of external
control, efforts to control one’s behavior are premised on at least the
perception of internal control.


Thus, self-evaluation should be considered to be the comparison of internally attributed performance to a
standard or criterion. Performance is commendable only if it is both attributed
internally and judged to exceed a
criterion of success. Performance is condemnable only if it is both attributed
internally ant/judged to fall below a criterion for failure. Degree of internal
attribution interacts with perceived success or failure to determine the value
of self-evaluation. Weiner, Heckhausen, Meyer, and Cook (1972) demonstrated
this relationship in a correlational study of the tendency to make internal attributions
and magnitude of self-reward and self-punishment in normal subjects. Because
individual differences in making internal attributions exist,
self-attributional deficits are another potential type of maladaptive
self-control behavior.


Self-Reinforcement


A basic assumption in behavioral conceptions of self-control is that
individuals control their own behavior by the same means that one organism
might control a second organism and that the same principles apply. Thus, the
administration of covert or overt contingent reward or punishment to oneself is
postulated as a mechanism of self-control. The self-control model suggests that
self-reinforcement supplements external reinforcement in controlling behavior,
As Bandura (1976) has argued, self-reinforcement must be conceptualized in a
context of external reinforcement. That is, while behavior must generally be
seen as directed by and toward gaining external reinforcement, self-reinforcement
(overt or covert) functions to maintain consistency and bridge delay when
external reinforcers are delayed and immediate reinforcement for alternative
behavior is available.


Self-reinforcement has been a major focus of self-control research
and many clinical uses of self-administered reward and punishment programs have
been described (cf. Thoresen & Mahoney, 1974). Rates of self-reward and
self-punishment yield relatively stable individual differences (Kanfer,
Duerfeldt, & LePage, 1969; Marston, 1964) and do not necessarily correlate
with one another (Kanfer et al., 1969). Self-control may be maladaptive in
terms of either self-reward or self-punishment patterns.


SELF-CONTROL IN DEPRESSION


The model of self-control which has been outlined above can serve as
a heuristic model for studying depression in regard to its symptoms, etiology,
and therapy. Specific deficits at different stages of self-control may be seen
as the basis for specific manifestations of depression.


Self-Monitoring in Depression


There are at least two ways in which the self-monitoring of
depressed persons can be characterized. First, depressed persons tend to attend
selectively to negative events, and second, depressed persons tend to attend
selectively to immediate versus delayed outcomes of their behavior. The term
“negative event” is intended to include stimuli which are aversive and other
stimuli which are perceived as cues for aversive stimuli. The term has a
converse correspondence to Lewinsohn’s (1974a) “pleasant event.” From complex
experience including both positive and negative events, depressed persons
selectively attend to negative (unpleasant) events to the relative exclusion of
positive (pleasant) events. Ferster (1973) has argued that depressed persons
devote disproportionate time to avoidance of or escape from aversive events.
This behavior precludes positively reinforced behavior. Beck (1972) includes in
his discussion of cognitive distortions the concepts of “selective abstraction”
and “arbitrary inference,” both of which describe similar processes of
attention to negative events. Selective abstraction involves focusing on a
detail taken out of a more salient context and using it as a basis for
conceptualizing an entire experience. In depression, the detail attended to is
usually a negative event embedded in an array of more positive or neutral
events. Arbitrary inference involves a personal interpretation of an ambiguous
or personally irrelevant event. In depression, a negative quality of the event
is selectively attended to. An inappropriate attribution may also be involved.


Although no research has been aimed at this specific formulation as
yet, there are studies which are interpretable in these terms. The negative
perceptions which occur in response to projective stimuli (e.g., Weintraub,
Segal, & Beck, 1974) could easily be seen as due to selective attention.
Wener and Rehm (1974) found that depressed persons underestimated the
percentage of positive feedback they received. A relative inattention to these
positive events could be inferred.


Selective attention to immediate versus delayed outcomes is related
to Lewinsohn’s (1974a) concept that depressed behavior functions to elicit
immediate reinforcement from the social environment at the expense of more
important forms of delayed reinforcement. Also related is Lazarus’ (1968, 1974)
suggestion that depressed persons lose their future perspective. They may be
seen as attending to immediate outcomes instead.


Correlational evidence consistent with this deficit was obtained by
Rehm and Plakosh (1975) who found a greater expressed preference for immediate
as opposed to delayed rewards among depressed as compared to nondepressed
undergraduates and by Wener and Rehm (1975) who found that depressed persons
were influenced to a greater extent by both high and low rates of immediate
reinforcement.


Self-Evaluation in Depression


The self-control of depressed persons can be characterized as
maladaptive in two ways within the self-evaluation phase. First, depressed
persons frequently fail to make accurate internal attributions of causality.
Second, depressed persons tend to set stringent criteria for self-evaluation.


From an attributional point of view a depressed person can be
“helpless” in either of two ways. In the first, the person makes excessive
external attributions of causality and thus generally believes that there is a
high degree of independence between performance and consequences. Such a person
is helpless in Seligman’s sense of the word and would seldom engage in
self-control behavior even in an aversive environment. Such a person would be
passive and apathetic but would not necessarily be self-derogating. Since
aversive consequences are seen as uncontrollable, performance is neither
commendable nor condemnable. In the second form of helplessness, the person
makes accurate or even excessively internal attributions of causality but
perceives himself or herself to be lacking in ability to obtain positive
consequences. Thus, the person believes that the world does contain lawful
performance-consequence relationships but that she or he is incompetent and
ineffective. This person would be self-derogatory and would express
inappropriate guilt, i.e., excessive internal attribution of causality for past
aversive consequences. The use of the term helpless in this latter instance is
somewhat different from Seligman’s use of the term.


The work on learned helplessness in depression can be interpreted as
support for either type of inaccurate attribution. For example, Miller and
Seligman (1973) found that following success on a skill-defined task, depressed
students did not raise their expectancies of success as the nondepressed
students did. No differences in expectancy change were found after failure or
in chance-defined tasks. The authors interpret this finding in terms of a
generalized perception by depressed persons that reinforcement is response
independent. From an attributional framework subjects either perceived the task
outcome to have been due to external causes (i.e., chance, not skill) or
perceived themselves as incapable of repeating or sustaining their success
(i.e., lacking skill). The data admit equally to either interpretation.


Stringent self-evaluative criteria as a characteristic of depression
has been previously suggested by Marston (1965) and Bandura (1971). Self-evaluative
standards may be stringent in more than one sense. Criteria for positive
self-evaluation may be stringent in the sense of a high threshold requiring
great quantitative or qualitative excellence for self-approval. Golin and
Terrel[4]
found that depressed college students tend to set higher goal levels for
themselves. This deficit together with selective monitoring of negative events
results in very few perceived successes. Depressed persons may also have low
thresholds for negative self-evaluation. Although these criteria may be relatively
independent, clinical observation (e.g., Beck, 1972) suggests that for some
depressed persons they may be almost reciprocals. Depressed persons may have
“all or none” self-evaluative criteria, i.e., an effort is either a smashing
success or a dismal failure.


Self-evaluative criteria may also be stringent in the sense of
excessive breadth. Failure in one instance is taken as failure in the entire
class of behavior. For example, failure on one exam is taken as evidence for
failure as a student and, perhaps, as a person. Beck (1972) describes
overgeneralization as one of the primary mechanisms of cognitive distortion in
depression.


Self-Reinforcement in Depression


The self-reinforcement phase of self-control is particularly
important in accounting for depressive behavior. Depression can be
characterized by the self-administration of relatively low rates of self-reward
and of high rates of self-punishment. Low rates of self-reward can be
associated with the slowed rates of overt behavior which typify depression.
Lower general activity level, few response initiations, longer latencies, and
less persistence may all be interpreted as resulting from low rates of
self-reward.


Self-punishment in normals serves to control behavior by reducing
undesirable behavior, often in the presence of external reward (e.g., “kicking
oneself’ for going off a diet). Self-punishment may also serve as a cue for
initiating alternative behavior for approaching a goal (Kanfer & Karoly,
1972). Because the depressed individual may selectively monitor negative
feedback and set stringent self-evaluative criteria, potentially effective
behavior may also be suppressed by excessive self-punishment. Vacillation
between responding strategies may also result because each alternative is self-punished
early in the response chain (i.e., indecisiveness).


Correlational evidence for self-reinforcement deficits in depression
was obtained by Rozensky, Rehm, Pry, and Roth[5]. Their study demonstrated
differences in rates of self-reward and self-punishment between depressed and
nondepressed hospital patients. General medical VA patients who were referred
for psychological evaluation were separated into high and low depression groups
on the basis of the Beck Depression Inventory and were given a word recognition
memory task. Depressed patients (scores of 20 and over) gave themselves fewer
self-rewards and more self-punishments for their responses than either the low
depression group (referred patients with Depression inventory scores of 19 or
less) or a normal group of patients who were solicited from the hospital
recreation room. The groups did not differ in correct responses. Roth, Rehm,
and Rozensky[6]
replicated this procedure with college students varying in degree of
depression. Depressed students gave themselves more self-punishment and less
self-reward than nondepressed students although only the former difference
obtained statistical significance. The failure to replicate the self-reward
finding may be due to the fact that the latter population was by definition a
relatively active group of normals capable of working for long term rewards.


In summary, depression can be accounted for in terms of six deficits
in self-control behavior: (1), selective monitoring of negative events; (2),
selective monitoring of immediate as opposed to delayed consequences of
behavior; (3), stringent self-evaluative criteria; (4), inaccurate attributions
of responsibility; (5), insufficient self-reward; and (6), excessive
self-punishment.


IMPLICATIONS OF THE MODEL


Symptomatology


The diverse symptoms of depression are accounted for as either
direct or indirect reflections of self-control deficits. Monitoring negative
events is reflected in the pessimism and negative view of the world, the
future, and the self which characterize depression. Self-monitoring of
immediate consequences to the exclusion of delayed consequences is reflected in
what Lazarus (1968) talks about as an inability to contemplate future
reinforcement. Reports of lack of motivation and hopelessness about the future
also reflect this deficit.


Stringent self-evaluative criteria are directly reflected in setting
unrealistic goals and result in attitudes of lack of self-esteem and negative
self-evaluation. Inappropriate attribution of internal responsibility is reflected
in helplessness, the belief in the independence of behavior and consequence, or
the belief in one’s inability to produce change. Guilt can be thought of as the
internal attribution of responsibility for failure.


Lack of self-reward may be directly observed in depression but is
most important in accounting for the overt-motor symptomatology of depression.
Lack of self-reward results in psychomotor retardation, lowered activity level,
and lack of initiative, all of which are associated with depression. In
addition, many of the so-called “neurovegetative signs” of depression may be
understood in terms of reduced frequency of behavior. Loss of appetite, loss of
“libido,” and fatigability can be translated into reduced frequency of eating,
sexual, and work behaviors. In that self-reinforcement can be thought of as
supplementing external reinforcement in the pursuit of delayed goals, lack of
self-reward can result in an inability to sustain effort and a tendency to be
self-indulgent with regard to immediate reinforcement. Emotional lability can
be thought of as oversusceptibility to external reinforcement because of lack
of self-reinforcement, i.e., the person’s mood is affected by whatever external
events are occurring without the more consistent effect of self-reward to act
as a functional supplement to maintain behavior. Excessive self-punishment may
be directly reflected in negative self-statements and other forms of
self-directed hostility. It may also result in the suppression or inhibition of
thoughts, speech, and actions.


Different individuals may show different combinations or degrees of
these symptoms as a function of their specific patterns of self-control habits
and/or deficits. The model does imply relationships among the underlying
mechanisms and thus among symptoms. As an example of these relationships,
Kirshenbaum (cited in Kanfer[7])
demonstrated that monitoring incorrect responses (negative events) on a
learning task led to a less favorable self-evaluation and a decrease in
reported self-reward in comparison to monitoring correct responses. Thus,
depressed persons showing negative self-monitoring should also show a negative
self-image and depressed overt behavior. On the other hand, depressed overt
behavior does not necessarily imply a negative monitoring but might also result
from attributional or evaluative deficits alone.


Etiology


The self-control model provides a framework for studying various
etiological events and mechanisms in depression. Since self-reinforcement is
considered to be a supplement to external reinforcement, a loss or lack of
either may produce depressed behavior. Loss of external reinforcement would
characterize a reactive depression. Adaptive self-control skills in such cases
would function to reorient the person to alternative sources of reinforcement
and thus aid in overcoming the depression with time. Poor self-control skills
and thus a lack of self-reward would make it more difficult for a person to
overcome depression normally, and would make the person more susceptible to depression.
Unless she or he encountered a particularly beneficent environment, a person
with severe self-control deficits would be chronically depressed. Such persons
would be characterized by a dependence on others and a “need” for external
reinforcement, direction, and reassurance.


Variables which affect self-control are implicated in the etiology
of depression. For example, several studies have demonstrated that
self-evaluative criteria can be influenced by modeling (e.g., Bandura &
Kupers, 1964; Bandura & Whalen, 1966; Marston, 1965). Marston (1969)
demonstrated that self-reinforcement may be influenced directly by external
reinforcement contingent on self-reinforcement. The histories of depressed
persons may reflect maladaptive modeling or reinforcement schedules. Bandura
(1971) pointed out how self-punishment may be reinforced under certain social
contingencies. These processes could be examined in the environments and social
histories of depressed persons.


Single external events may have multiple effects on self-control
behavior. An intense, noncontingent aversive event might lead an individual to
monitor negative events in an attempt to avoid a recurrence and/or it might
lead to a perception of noncontingency in the environment and thus to
helplessness. Further basic research is necessary to elucidate possible
influences on self-control behavior and thus depression. The model suggests a
number of directions which might fruitfully be pursued.


Therapy


The model has a number of implications for psychotherapy with
depression. Different behavior therapy techniques may focus on each of the
separate self-control deficits. Selective attention to negative events could be
modified by increasing the self-monitoring of positive events. Behavioral
techniques have been described which appear to function in this manner. Rush et
al. (1975) describe three case studies in which clients kept records of
specific classes of behavior. The self-monitoring records were used as a basis
for therapy discussion aimed at modifying the clients’ distortions of their own
behavior. Presumably, part of these distortions related to accurate refocusing
of attention on positive behavior and accomplishments. Lewinsohn (1976) has
described the use of activity schedules in therapy with depression. Attempts
are made to increase the number of pleasant events which occur. Simply
self-monitoring pleasant (positive) events may have the effect of refocusing
attention as a mechanism through which mood change ultimately occurs.


Refocusing depressed clients’ self-monitoring on delayed as well as
immediate consequences could also be accomplished by methods analogous to those
used in other self-control therapy programs. Weight loss and smoking reduction
programs have advocated a variety of methods for making long-range goals more
immediately salient. Such techniques as photos of obese persons taped to the
refrigerator door or lists of reasons for quitting smoking inserted in
cigarette packs are intended to focus attention on delayed sources of
reinforcement. The specification of explicit long-range goals in some concrete
form which would allow their frequent presentation in association with desired
behavior could be adapted for depression therapy.


Self-attribution behavior has not been the direct target of behavior
modification research but basic research in self-attribution may suggest
variables related to the modification of self-attributional deficits in
depression. For instance, attributions of causality vary as a function of
observed covariance between events (Kelley, 1971). It would be expected that
systematic self-monitoring of one’s behavior and its outcomes might lead to
more accurate attributions. Klein and Seligman (1976) demonstrated the reversal
of learned helplessness in both cognitive and overt-behavioral aspects
following a series of experiences with solvable problems. More accurate
attributions of responsibility are presumed to mediate these changes.


Basic research in self-evaluation behavior also suggests therapy
applications. Rehm and Marston (1968) employed procedures for modifying
self-evaluative criteria in an instigation therapy program for socially anxious
college males. Subjects were aided in constructing behavioral criteria for
social interaction with females. Specific obtainable goals not dependent on the
behavior of others were stressed. Implicit in the procedure was an attempt to
make criteria for success less stringent (and thus increase positive
self-reinforcement) and to relate small steps to long-term goals.


Self-reinforcement procedures have been used fairly extensively in
behavior modification (cf. review by Thoresen & Mahoney, 1974). Jackson
(1972) reported a case study in which depression was explicitly conceptualized
as a deficiency in self-reinforcement. A systematic program was developed using
contingent self-administered reinforcement.


A behavioral treatment program for depression based on the
self-control model has been developed and evaluated in a doctoral dissertation
by Carilyn Fuchs (Fuchs & Rehm, 1977). A self-control program consisting of
didactic presentations of self-control concepts and behavioral assignments was
offered to volunteer depressed subjects in group sessions. In the first phase
of the program the homework assignment consisted of monitoring positive activities
with immediate or delayed reinforcement value. In the second phase,
subject-clients used their monitoring data to specify goals in behavioral
terms. They then developed realistic and obtainable subgoals which were within
their power to carry out. These subgoals then became the primary activities
which the subjects self-monitored. In the third phase, subjects were helped to
set up self-administered reinforcement programs including overt and covert
self-reinforcement for subgoal activities. Results on self-report and
behavioral measures favored the self-control therapy over placebo therapy and
waiting list controls.


COMPARISON OF THE SELF-CONTROL MODEL WITH OTHER CONTEMPORARY MODELS


Lewinsohn


The self-control model differs from Lewinsohn’s model in three major
respects. First, it adds consideration of covert reinforcement processes. In
addition to external sources of reinforcement, self-reinforcement is implicated
in the schedule changes which may account for depressed overt behavior. This
addition has greater explanatory power with regard to depressions where the
external environment remains constant. For instance, depression following the
news of some distant event may produce no objective change in external
reinforcement schedules. In such cases, changes in self-monitoring,
self-evaluation, and thus self-reinforcement may better explain depressed overt
behavior.


Second, the self-control model adds considerations of the role of
punishment, overt or covert, in producing depressions. Not only loss or lack of
positive reinforcement but also an excess of overt punishment may produce
depression by actively suppressing behavior. Covert self-punishment is asserted
to play an analogous role in depression.


Third, the self-control model provides a means of differentiating
cognitive symptoms and relating them systematically to the overt behavior
changes observable in depression. Cognitive symptoms are viewed as reflections
of self-control deficits which are interrelated and which affect overt
behavior. Individual differences in self-control habits produce differential
susceptibility to depression following losses of external reinforcement.


Although overlapping in many ways, the self-control perspective has
several heuristic implications which go beyond the Lewinsohn model. One major
implication is that intervention can be aimed directly at covert self-control
processes as well as at overt behavior. For instance, Lewinsohn uses activity
schedules (the Pleasant Events Schedule) to choose targets for modification.
The self-control model suggests that this procedure may be an intervention in
and of itself redirecting attention to positive events. Fuchs (Fuchs &
Rehm, 1977) employed just such a procedure in her dissertation study.


Interventions aimed at modifying self-evaluational criteria also
follow from the self-control model, where they would not follow from Lewinsohn’s
model. Again, Fuch’s dissertation provides a demonstration of this possibility.
The model suggests that behavior which produces external reinforcement (Lewinsohn’s
goal) can be increased through modification of self-control mechanisms.


Beck


Beck has made a major contribution to depression research and theory
by focusing on and identifying cognitive distortions in depression. The
self-control model deals with the same phenomena in a way which specifies the
distortion processes in operational terms and places them in a theoretical
context with other factors in depression. For instance, Beck’s concepts of arbitrary inference and selective abstraction can be translated
into the self-control concept of selective attention to negative events. The
latter puts the issue into a more testable and quantifiable form. Similarly,
Beck’s overgeneralization is handled
in the self-control model as an issue of excessively broad self-evaluative
criteria. Beck’s magnification and
minimization and inexact labeling
could be interpreted as covert self-punishment with stringent criteria. The
self-control model postulates specific relationships among covert cognitive
processes and the overt symptomatology seen in depression.


Seligman


The phenomena on which Seligman’s theory focuses are accounted for
within the more comprehensive self-control model. From the self-control
perspective, Seligman’s model describes how noncontingent punishment produces
inaccurate attributions of causality. These inaccurate attributions lead to a
lessening of cues for self-reinforcement and thus the passivity which Seligman
has demonstrated.


Considering learned helplessness in attributional terms suggests a
more detailed analysis of certain points. Individuals may be helpless either by
(1) perceiving a noncontingent relationship between response and consequence or
by (2) perceiving themselves incapable or unskilled in producing positive
consequences in situations where contingencies actually exist. These two forms
of helplessness may be associated with different forms of depressed behavior.
For example, it would be inconsistent for depressed people to perceive
noncontingency and still set high goals for themselves. It would be more
consistent for them to set high goals for themselves if they believed they
should be able to do something and yet found themselves incapable. Thus, a
self-control analysis resolves some inconsistencies while integrating the
phenomena into a broader framework.


CHARACTERISTICS AND LIMITATIONS OF THE MODEL


The self-control model as applied to depression serves as a
framework for analysis and integration and provides a framework for
distinguishing among various depression symptoms, each of which can be
logically associated with a particular aspect of self-control. The model
encompasses and integrates a range of behaviors on which available models focus
exclusively. The model also suggests interrelationships among these behaviors,
which have an empirical basis in self-control research (e.g., Kirshenbaum,
cited in Kanfer[8];
Weiner et al., 1972). The model specifies relationships between covert,
cognitive behavior and overt-motor behavior in depression.


As a heuristic framework, some parts of the model are only suggested
in outline and require further refinement and validation. Although the model is
consistent with certain empirical findings, the evidence is largely
correlational and further research is clearly needed. The products of research
specifically directed by the model will determine its ultimate value.


The self-control model is applied here to a particular form of
psychopathology, namely depression. The deficits postulated here may not be
exclusive to depression. For instance, Clark and Arkowitz (1975) found
stringent self-evaluative criteria among socially anxious college students who
rated their own behavior in an interaction with a confederate. On the other
hand, self-control deficits of other kinds may be more characteristic of other
forms of psychopathology. Sociopaths may show some of the deficits of
depression in reverse: lenient self-evaluative criteria, excessive self-reward,
and insufficient self-punishment. The self-control model may have wider
applicability as a model of psychopathology.


Finally, the model may have some limitations as to causes and types
of depression. Recent evidence in genetic and biochemical research on
depression strongly points to a biological component in some forms of
depression. Biological factors and self-control deficits may represent separate
sources of variance in accounting for the occurrence of depression or they may
interact. Akiskal and McKinney (1973, 1975) have argued for a broad interaction
model. In any case, the relative contributions of biological and psychological
factors to the etiology, symptomatology, and therapy of depression is an
extremely complex set of questions, the answers to which will depend upon a
great deal of additional basic research on the separate factors. It is hoped
that the self-control model may direct inquiries toward these final solutions.


We wish to acknowledge Behavior
Therapy for Lynn P. Rehm, “A Self Control Model of Depression,” Vol. 8, pp.
787-804, 1977.
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