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Abstract The current study examined the associa-

tion between negative core beliefs and a past history

of major depressive episodes (MDE) in currently

non-depressed university students. Sixty-three uni-

versity students completed self-report measures

assessing current depressive symptoms. They also

completed a semi-structured interview assessing

current and past histories of MDE. The presence of

negative core beliefs was identified through an

examination of participants’ life stories. Negative

core beliefs were associated with a past history of

MDE in non-disordered participants. Further, analy-

ses revealed that the content domains of (1)

disconnection/rejection and (2) overvigilance/inhibi-

tion were significantly associated with a past history

of MDE whereas the content domains of (1) impaired

autonomy/performance, (2) impaired limits, and (3)

other-directedness were not. Findings provide pre-

liminary support for recent theoretical models

highlighting the potential importance of core beliefs

in the etiology of depression.
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One cognitive theory that has generated a vast amount

of empirical research is Beck’s cognitive diathesis-

stress theory of depression (Beck 1967, 1983; Clark

et al. 1999). Central to Beck’s theory is the construct

of schemata. Beck defines schemata as stored bodies

of knowledge (i.e., mental representations of the self

and prior experience) that are relatively enduring

characteristics of a person’s cognitive organization.

The majority of research that has tested the etiological

component of Beck’s cognitive theory has operation-

alized depressogenic schema as sets of dysfunctional

attitudes such as ‘‘I am nothing if a person I love

doesn’t like me’’ or ‘‘If I fail at my work than I am a

failure as a person.’’ According to Beck’s theory, the

occurrence of negative events activates depressogenic

schemata in vulnerable individuals. Once activated,

depressogenic schemata trigger a pattern of negatively

biased, self-referent information processing that ulti-

mately culminates in the onset of depressive symptoms.

Although a number of prospective studies have

provided full support for the vulnerability hypothesis

of Beck’s cognitive theory, others have yielded only

partial or no support (for reviews see Gibb and Coles

2005; Hankin and Abela 2005). In response to such

inconsistent findings, researchers have attempted to

refine tests of Beck’s theory in the hope that doing so

will result in more consistent empirical support. For

example, some researchers have argued that depress-

ogenic schemata are typically latent constructs that

must be primed in order to be assessed accurately

(Miranda and Persons 1988; Miranda et al. 1998;
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Teasdale 1983, 1988). Other researchers have argued

that depressogenic schemata are only likely to lead to

increases in depressive symptoms following the

occurrence of negative events congruent with the

content domain of such schemata (Beck 1983). Last,

some researchers have noted that more precise oper-

ationalizations of the content of schemata may lead to

a more powerful examination of the vulnerability

hypothesis of Beck’s theory (Schmidt et al. 1995).

Young and colleagues (Young 1990; Young et al.

2003) have recently expanded upon Beck’s theory by

enumerating a variety of specific negative core beliefs

hypothesized to serve as vulnerability factors to

various forms of psychopathology including depres-

sion. Core beliefs, also referred to as self-schemata

(Vitousek and Hollon 1990), personal identity structures

(Guidano and Liotti 1983), negative self-beliefs (Coo-

per 1997), or early maladaptive schema (Young 1999),

are defined by Young (1999) as stable and enduring

themes about oneself and the world that are usually

established during early childhood as an adaptive

response to a maladaptive environment. They are

further developed and elaborated throughout the life-

time and are dysfunctional to a significant degree. Such

absolute, unconditional, and dichotomous core beliefs

(e.g., ‘‘I am a failure’’) act as templates for the

processing of later life experience through determining

perceptions, thoughts, affect, and behavior (Vitousek

and Hollon 1990). These unconditional beliefs might

include, among others, fear of abandonment, defective-

ness/shame, and unrelenting standards/hypercriticalness.

Although Young and colleagues (Young 1990;

Young et al. 2003) propose a rich theoretical expan-

sion of Beck’s (1967, 1983; Clark et al. 1999)

cognitive theory of depression, few studies have

provided an empirical examination of the relationship

between negative core beliefs and depressive symp-

toms. Research using Young’s (1990) Schema

Questionnaire, however, provides preliminary support,

for Young and colleagues’ model. For example, using

an inpatient sample, Stopa et al. (2001) reported that

negative core beliefs were associated with higher

levels of depressive symptoms. Additionally, in a

factor analytic study of the YSQ in both a university

student sample and a clinical sample, Schmidt et al.

(1995) identified three higher order factors: discon-

nection, overconnection, and exaggerated standards.

The higher-order factor of disconnection was found to

encompass primary schemas centering around themes

of abandonment, defectiveness, emotional depriva-

tion, emotional inhibition, mistrust, and fear of losing

control. The higher-order factor of overconnection was

found to encompass primary schemas centering around

themes of dependency, enmeshment, vulnerability to

harm, incompetence, and inferiority. Last, the higher-

order factor of exaggerated standards was found to

encompass primary schema centering around themes

of unrelenting standards and self-sacrifice. Of partic-

ular interest to the current study, analyses using a

second sample of university students revealed that the

higher-order factors of disconnection and overconnec-

tion in general, and the primary schemas defectiveness

and dependency in particular, were associated with

elevated levels of depressive symptoms.

Thus, preliminary evidence is consistent with

Young and colleagues’ (Young 1990; Young et al.

2003) hypothesis that negative core beliefs serve as a

vulnerability factor to depressive symptoms. At the

same time, the nature of this research prevents

making any conclusive statements as to the role of

such beliefs in the prediction of depressive symp-

toms. Findings indicate only that negative core

beliefs are a correlate of current depressive symp-

toms, and thus do not allow us to determine whether

such beliefs also exist in the absence of depressive

symptoms. Moreover, past studies do not assess

whether core beliefs predict past or future episodes of

depression. Thus, the goal of the current study was to

further examine the role of core beliefs in the etiology

of depression using a retrospective design (Alloy

et al. 1992, 2000; Depue et al., 1981). As outlined by

Alloy and colleagues (2000) the logic of such a

design is based on two arguments. First, individuals

who exhibit the hypothesized cognitive vulnerability

factors (i.e., negative core beliefs) developed these

patterns sometime in the past, thereby increasing their

risk for depressive symptoms and/or episodes when-

ever these factors were present. Second, given that a

past history of depressive episodes is the best

predictor of future depressive episodes (e.g. Belsher

and Costello 1988), the finding of an association

between increased rates of past depressive episodes

and the hypothesized cognitive vulnerabilities

among people not currently experiencing such psy-

chopathology would provide support for the

vulnerability status of these core beliefs. However,

there is an interpretational ambiguity inherent in the

retrospective design. It is not possible to ascertain
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with definitiveness whether the increased lifetime

prevalence of depressive episodes among cognitively

high-risk participants is due to these core beliefs

contributing to the cause of past depressive episodes,

or to past depressive episodes leading to the devel-

opment of the core beliefs as a consequence or a

‘‘scar’’ (Lewinsohn et al. 1981; Rodhe et al. 1990) of

the earlier episode. To date, the retrospective design

has been used effectively in numerous studies to test

other theories of depression (e.g., Alloy et al. 1992,

2000). At the same time, no research has employed a

retrospective design to examine the relationship

between negative core beliefs and a past history of

clinically significant depressive episodes.

In line with the logic of the retrospective design

(Alloy et al. 2000), the current study examined

whether negative core beliefs were associated with a

past history of major depressive episodes (MDE).

Participants’ current and past histories of depressive

episodes were assessed using a semi-structured inter-

view. In addition, in order to expand upon past

research, the presence of negative core beliefs was

identified through an examination of the life stories of

university students—a naturalistic method assessing

participants’ spontaneous verbalizations on topics of

personal significance (for a similar technique, see

Cooper and Hunt 1998). It is important to note that

cognitive theorists have hypothesized that core beliefs

are, in fact, deep, cognitive structures that exist outside

of conscious awareness, but nonetheless influence

experience and information processing through deter-

mining perceptions, thoughts, affect and behaviour

(Beck 1995; Vitousek and Hollon 1990 Young et al.

2003). Thus, given that individuals are hypothesized to

be unaware of the content of their core beliefs,

examining participants’ spontaneous verbalizations as

they discuss important events in their lives may allow

researchers to tap into the existence of core beliefs

without requiring participants to self-report them. We

hypothesized that core beliefs would be associated with

a past history of depressive episodes, even after

controlling for current depressive symptoms.

Methods

Participants

Participants were recruited in two phases. In the first

phase, psychology students were recruited through an

upper level psychology class and received course

credit for their voluntary participation in the study.

During the second phase of recruitment, posters were

placed around universities in the Montreal area (i.e.,

resident halls, student services offices, and dining

halls). Respondents from both phases of recruitment

were administered a brief screen to assess the

presence of past histories of major depression, and

the final sample consisted of 60 students (49 women

and 11 men). Within the final sample, 19 participants

met criteria for a past episode of major depression

and 1 participant met criteria for a current episode.

As the current study focused on predicting past

history of MDE in currently non-disordered partici-

pants, the individual meeting criteria for a current

MDE was removed from all analyses. Of this sample,

81.7% were Caucasian, 6.7% were Asian, 1.7% were

Hispanic, and 9.7% identified themselves as of other

descent. The mean age of the participants was

21 years and 10 months. Participants from the two

recruitment phases did not differ on demographic

variables (i.e., gender, age, ethnicity, and mother

tongue). Additionally, t-tests indicated that individu-

als with a past history of major depression recruited

from the upper level psychology course and those

recruited through posters did not significantly differ

on any variables.

Procedure

Participants completed consent and demographics

forms. A trained interviewer subsequently adminis-

tered (1) the Life Story Interview (LSI; McAdams

1997) and (2) the Structured Clinical Interview for

the DSM-IV, Axis I disorders (SCID-I; First et al.

1995). The LSI was completed prior to the SCID-I in

order to prevent recall of past depressive episodes

from impacting recall in the LSI among participants

with a history of major depression. After completing

the semi-structured interviews, current depressive

symptoms were assessed using the Beck Depression

Inventory (BDI; Beck and Steer 1987).

Measures

Life Story Interview (LSI; McAdams 1997). The LSI

is a semi-structured clinical interview designed to

explore the way in which individuals narrate their life

stories in order to understand how people make sense
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of their own lives. It requires participants to play the

role of storyteller and to construct the story of their

past, present, and what they see in the future. The

interview is divided into three sections: (1) life

chapters, (2) critical events (i.e., peak experience,

nadir experience, turning point, important childhood

event, important adolescent event, and one other

important event), and (3) alternative futures for the

life story (positive and negative).

During the life chapters component of the inter-

view, participants are asked provide an overview of

their life stories. More specifically, participants are

first asked to break down their lives by chapters and

then asked to provide the interviewer with a summary

of the content of each chapter. On average, this

process takes between 30 and 40 min for each

participant. The information obtained in this portion

of the interview is not coded, but it is used for the

informant to practice recalling and gathering infor-

mation to tell their stories.

Following the discussion of life chapters, partic-

ipants were asked to describe critical events in detail

(i.e., what happened, where they were, who was

involved, what they did, and what they were thinking

and feeling). Participants were also asked to convey

what impact this event has had on their life story and

what this event says about who they are or who they

were as a person. If participants did not spontane-

ously produce information addressing each of these

questions, interviewers utilized specific probes (e.g.,

‘‘What does this experience say about who you are or

who you were?’’) to elicit such information.

Interviewers were 12 senior psychology under-

graduate students who received intensive training and

supervision by a licensed clinical psychologist in

interviewing skills and in the administration of the

LSI. The LSI training program consisted of 40 h of

didactic instruction, role-playing, and extensive

practice conducting live interviews. In addition,

interviewers received supervision and extensive

individual feedback on their performance.

Interviewers transcribed the videotaped recordings

of participants’ life story interviews. Two interviewers

then independently read and coded each section of each

transcription (e.g., each of the six critical events and the

two alternative futures) for the presence or absence of

18 core beliefs. Consistent with Young’s formulation

(1999), these core beliefs were clustered into five main

domains (for definitions of the domains see Young

1999). The first domain, disconnection and rejection, is

composed of the core beliefs of (1) abandonment/

instability, (2) mistrust/abuse, (3) emotional depriva-

tion, (4) defectiveness/shame, and (5) social isolation/

alienation. The second domain, impaired autonomy

and performance, consists of the core beliefs of (1)

dependence/incompetence, (2) vulnerability to harm/

illness, (3) failure, and (4) enmeshment/undeveloped

self. The third domain, impaired limits, is composed of

the core beliefs of (1) entitlement/grandiosity and (2)

insufficient self-control/self-discipline. The fourth

domain, other-directedness, consists of the core beliefs

of (1) subjugation, (2) self-sacrifice, and (3) approval-

seeking/recognition seeking. The last domain, over-

vigilance and inhibition, is composed of the core

beliefs of (1) negativity/pessimism, (2) emotional

inhibition, (3) unrelenting standards/hypercriticalness,

and (4) punitiveness.

Coders were provided with definitions for the 18

core beliefs as delineated by Young (1999). Verbal-

izations consistent with the definition of a core belief

were used to indicate the presence of specific core

beliefs during a specific section of the LSI. A score of

1 was given for the presence of a particular core

belief during a particular section of the LSI. Given

that there were eight sections in the LSI, scores for

each of the core beliefs could range from 0 (i.e., not

present in any of the eight sections) to 8 (i.e., present

in each of the eight sections). For each participant’s

LSI, a summary score indicating the participant’s

overall level of core beliefs within each of the five

domains was then created. This was achieved by

summing the scores for the independent core beliefs

comprising each of the domains. Finally a total

summary score to indicate the participant’s overall

level of maladaptive core beliefs during the course of

the entire LSI was created for each participant by

summing scores across domains.

In order to examine interrater reliability, we

calculated intraclass correlation coefficients for the

five domains of core beliefs coded in the LSI.

Overall, interrater reliability was very high. More

specifically, analyses yielded intraclass correlation

coefficients of 0.88 for the presence or absence of

core beliefs within the domain of disconnection and

rejection, 0.91 for the presence or absence of core

beliefs within the impaired autonomy and perfor-

mance domain, 1.00 for the presence or absence of

core beliefs within the impaired limits domain, 0.88
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for the presence or absence of core beliefs within the

other-directness domain and 0.90 for the presence or

absence of core beliefs within the overvigilance and

inhibition domain.

The Structured Clinical Interview for the DSM-IV

(SCID-I; First et al. 1995). The SCID-I is a semi-

structured clinical interview designed to arrive at

current and lifetime DSM-IV diagnoses. The current

study employed the affective disorders module and

the psychotic screen in order to allow for the

diagnosis of DSM-IV mood disorders. Diagnostic

interviewers completed an intensive training program

for administering the SCID-I interview and for

assigning DSM-IV diagnoses. The training program

consisted of approximately 40 h of didactic instruc-

tion, listening to audiotaped interviews, conducting

practice interviews, and passing regular exams (85%

or above). Interviewers had to listen to three audio-

taped interviews and demonstrate 100% agreement

with the principal investigator (PI) on the presence/

absence of a diagnosis of a depressive disorder as

well as a minimum of 85% agreement on severity

ratings of individual symptoms before doing inde-

pendent interviews. The SCID-I training was held

separately from the LSI training.

The PI held weekly supervision sessions for the

interviewers. The PI also reviewed interviewers’ notes

to confirm the presence or absence of a diagnosis. To

resolve any questions regarding the accuracy of

symptom ratings or diagnoses, the PI reviewed audio-

tapes of the interviews and met with individual

interviewers. Discrepancies were resolved through

consensus meetings and best estimate procedures. The

SCID-I has been shown to yield reliable diagnoses of

depressive disorders (Zanarini et al. 2000) and is

frequently used in clinical studies of depression.

Beck Depression Inventory (BDI; Beck and Steer

1987). The BDI is a 21-item self-report measure that

assesses levels of depressive symptoms by rating

each of the items on a scale of 0–3 with scores

ranging from 0 to 63 and with higher scores reflecting

greater depressive symptomatology. The BDI is a

reliable and well-validated measure of depressive

symptoms (Beck et al. 1988). It has been shown

across numerous studies to have high internal

consistency, good test–retest reliability, and high

correlations with other measures of depression (Beck

et al. 1988). It was used in the current study to

control for current depressive symptoms.

Results

Descriptive Data

Means, standard deviations, and intercorrelations

between all measures are presented Table 1. Higher

levels of overvigilance and inhibition were signifi-

cantly associated with higher levels of current

depressive symptoms. Higher levels of disconnection

and rejection were also significantly associated with

higher levels of current depressive symptoms. At the

same time, (1) impaired autonomy and performance,

(2) impaired limits and (3) other-directedness were

not associated with depressive symptoms.

Overview of Statistical Analyses: Logistic

Regression Analyses

In order to examine whether individuals with high

levels of negative core beliefs were more likely than

individuals with low levels of such beliefs to have

Table 1 Means, standard deviations and intercorrelations between the BDI and core beliefs

1 2 3 4 5 6 7

1. Beck Depression Inventory 6.97 (6.76)

2. Total schemas .30** 8.50 (7.92)

3. Disconnection and rejection .24* .90*** 4.68 (4.61)

4. Impaired autonomy and performance .08 .39*** .19 0.67 (1.27)

5. Impaired limits -.04 -.07 -.13 -.10 0.07 (0.37)

6. Other-directedness .19 .65*** .36*** .29** .00 0.96 (1.61)

7. Overvigilance and inhibition .34*** .87*** .67*** .20 -.08 .60*** 2.11 (2.60)

Note: Means and standard deviations (in parentheses) are on the diagonal; * P B .05; ** P B .01; *** P B .001
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experienced a past MDE, we utilized logistic regres-

sion analyses. The dependent variable was whether or

not a participant had a past history of MDE (i.e., a

coded variably whereby HISTORY = 1 if the par-

ticipant had a past history of MDE and

HISTORY = 0 if the participant did not have a past

history of MDE). First, in order to provide a

particularly conservative examination of the study’s

hypotheses, current levels of depressive symptoms

(i.e., BDI scores) were entered into the regression

equation in order to partial out the effect of current

depressive symptoms on both the content of the LSI

and the recall of past depressive episodes (for a

similar approach, see Alloy et al. 2000). Second,

scores were entered from the relevant measure of

early maladaptive schemas. Separate logistic regres-

sion analyses were conducted for each of the five

schema domains.

In line with our hypotheses, after controlling for

current depressive symptoms, higher levels of core

beliefs were associated with a past history of MDE

(odds ratio = 1.13, Wald = 8.38, P B .01). To assess

the specificity of these findings, the relationship

between the five schema domains and histories of

MDE were examined. After controlling for current

depressive symptoms, results revealed that the con-

tent domains of disconnection and rejection (odds

ratio = 1.31, Wald = 11.86, P B .01) and overvigi-

lance and inhibition (odds ratio = 1.35, Wald = 5.63,

P B .05) were significantly associated with a past

history of MDE. In contrast, impaired autonomy and

performance (odds ratio = 1.02, Wald = 0.01, ns),

impaired limits (odds ratio = 1.02, Wald = 0.00, ns),

and other-directedness (odds ratio = 1.07, Wald =

0.14, ns) were not significantly associated with a past

history of MDE after controlling for current depressive

symptoms.

Discussion

The results from the present study indicated that

negative core beliefs were associated with a past

history of MDE in currently non-disordered partici-

pants, even after controlling for current depressive

symptoms. Further analyses revealed that the core

belief clusters of (1) disconnection and rejection and

(2) overvigilance and inhibition were significantly

associated with a past history of MDE. At the same

time, the core belief clusters of (1) impaired auton-

omy and performance, (2) impaired limits, and (3)

other-directedness were not associated with such a

history.

Several findings warrant additional attention. First,

the current findings provide support for Young and

colleagues’ (Young 1990; Young et al. 2003) expan-

sion of Beck’s (1967, 1983) cognitive theory

providing researchers with a new and useful way to

conceptualize depressogenic schemata/negative core

beliefs. This refined conceptualization may help to

resolve inconsistencies in the findings of past

research examining the vulnerability hypothesis of

Beck’s theory, as past inconsistencies may be due, in

part, to vague operationalization and consequently

inadequate assessment of depressogenic schemata/

core beliefs. It is important to note that the current

study is, to our knowledge, the first to assess the

relation between core beliefs and past history of

depressive episodes. Previous research has demon-

strated that core beliefs are simply a correlate of

current depressive symptoms (Schmidt et al. 1995;

Stopa et al. 2001). The present study, however, used

a sample of individuals with remitted depressive

episodes, as well as controlled for current depressive

symptoms, therefore providing stronger support for

the hypothesis that core beliefs are stable vulnerabil-

ity factors rather than simply correlates of current

symptomatology. At the same time, it is important to

note that although the current retrospective design

improves upon standard cross-sectional studies exam-

ining currently disordered individuals, it still does not

allow us to determine causality. Thus it is imperative

that future research utilize longitudinal designs in

order (1) to rule out the possibility that core beliefs

develop as a ‘‘scar’’ of past depressive episodes and

(2) to provide a more stringent test of the hypothe-

sized vulnerability status of these beliefs.

Second, the results of the current study suggest

that individuals who are vulnerable to depression do

not possess core beliefs that are broadly negative but

rather possess depressogenic core beliefs in specific

content domains. More specifically, the current study

found that only the belief domains of (1) disconnec-

tion/rejection, and (2) overvigilance/inhibition were

significantly associated with a past history of MDE.

Interestingly, these two belief domains share many

important features with vulnerability factors to

depression described by other theorists. For example,
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the domain of disconnection/rejection is similar to

Blatt and Zuroff’s (1992) construct of dependency

and Beck’s (1983) construct of sociotropy—both of

which are hypothesized to serve as vulnerability

factors to depression following negative interpersonal

events. In addition, the domain of overvigilance and

inhibition is similar to Blatt and Zuroff’s construct of

self-criticism and Beck’s construct of autonomy—

both of which are hypothesized to serve as vulner-

ability factors to depression following negative

achievement events. Given that personality theorists

have operationalized personality as relatively distinct

self-schemas (Hammen and Goodman-Brown 1990)

or rigid cognitive-affective styles (Blatt 1990; Blatt

and Shichman 1983), an integration of theories of

personality predispositions to depression (e.g. Beck

1983; Blatt and Zuroff 1992) and Young and

colleagues’ cognitive theory (Young 1990; Young

et al. 2003) is likely to expand the theoretical

richness and predictive validity of both models. At

the same time, future research should aim to replicate

this pattern of differential associations between core

belief domains and past history of depressive epi-

sodes in order to rule out the possibility that such

differential associations are due to differences in the

sensitivity of the scales (e.g., due to differences in

either the number of schema comprising each domain

or the frequency with which statements falling in

each domain are made) assessing the five core belief

domains and/or differences in the degree to which

each of the five scales are mood-state dependent.

Last, an important strength of the current study is

the manner in which core beliefs were assessed. More

specifically, the current study assessed core beliefs by

coding participants’ spontaneous verbalizations (for

the use of similar approaches, see Cooper and Hunt

1998, Louisy 1998). In contrast, past research has

typically relied on self-report questionnaires, such as

the Dysfunctional Attitudes Scale (e.g. Abela and

D’Alessandro 2002; Joiner et al. 1999; Kwon and Oei

1992) and the Schema Questionnaire (e.g. Schmidt

et al. 1995) to assess such beliefs. Given that

cognitive theorists have critiqued the ability of self-

report measures to adequately capture the content of

depressogenic schemata/core beliefs (Beck 1995;

Vitousek and Hollon 1990), the current method

provides an exciting, alternative way for future

researchers to examine these vulnerability factors.

At the same time, as the current study did not use

self-report measures, we were unable to compare the

relative effectiveness and convergent validity of these

two methods of assessing core beliefs. Future

research should assess the presence of core beliefs

using both of these methods in order to determine

their relative predictive and convergent validity.

Several limitations of the current study should be

noted. First, as noted previously, although the results

of the current study indicated that negative core

beliefs were associated with a history of MDE in

currently nondisordered individuals, longitudinal

research is needed demonstrating that negative core

beliefs predict the onset of future depressive epi-

sodes. Such prospective research would benefit from

being conducted with individuals without a prior

history of depressive episodes in order to provide

more compelling evidence that the negative self

statements made during the context of the Life Story

Interview represent enduring cognitive vulnerabilities

that predate the onset of depression rather than the

types of negative thoughts that have been found to

accompany residual depression (for review see Just

et al. 2001). In addition, such prospective research

would benefit from examining the mechanisms that

both mediate (e.g., negative automatic thoughts) and

moderate (e.g., negative life events) the association

between negative core beliefs and the onset of

depressive episodes.

Second, depressogenic schemata have been

hypothesized to be typically latent cognitive struc-

tures that must be activated by either dysphoric mood

or stressors in order to exert their influence on

cognitive processes (Miranda and Persons 1988;

Miranda et al. 1998; Teasdale 1983, 1988). A large

body of research has accumulated in recent years

providing support for this cognitive reactivity or

differential activation hypothesis with respect to both

dysfunctional attitudes and depressogenic schematic

information processing (for reviews see Lau et al.

2004; Scher et al. 2005). The failure of the current

study to include a priming task prior to the assess-

ment of core beliefs may have consequently limited

our ability to detect such cognitive structures in

participants. This may have resulted in the failure to

obtain significant associations between certain core

belief domains (e.g., impaired autonomy/perfor-

mance, impaired limits, other-directedness) and

depression histories. At the same time, it is possible

that the LSI interview involves a built in prime given
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that it requires individuals to recall past upsetting

events in vivid detail—a procedure demonstrated to

be an effective prime of cognitive vulnerability to

depression (Abela et al. 2004). Alternatively, as

noted by Schmidt et al. (1995), given that negative

core beliefs are unconditional in nature, they may be

more chronically activated than other types of

cognitive structures (e.g., dysfunctional attitudes)

and consequently less responsive to priming proce-

dures. In line with this possibility, in a study

examining the impact of a mood induction paradigm

on the association between negative core beliefs, as

assessed by the YSQ, and depressive symptoms,

Stopa and Waters (2005) demonstrated that although

the core beliefs of defectiveness and emotional

deprivation increased following the mood induction,

the majority of core beliefs assessed by the YSQ

remained stable. Additional research is needed

examining these possibilities.

Third, for each participant, the LSI and SCID were

conducted by the same diagnostician. Thus, knowl-

edge gained by diagnosticians during the LSI may

potentially have biased the information obtained in

the SCID-I interview. Future research examining the

association between negative core beliefs and depres-

sion history should therefore have independent

diagnosticians conduct interviews assessing negative

core beliefs and history of depression in order to rule

out this possibility.

Finally, the current study used an urban, university

student sample, most of whom were Caucasian and

English speaking. The homogeneity of this sample in

terms of education level and social environment may

limit the generalizability of our results to other

community or clinical samples. Additionally, the

current study used a small sample size, which may

have limited our statistical power to detect significant

relationships among our variables and subsequently

limited the number of analyses that we could conduct.

That is, we were unable to examine the role of

individual core belief in depression, but rather

focused on the level of core belief domains. Future

research should continue to examine these hypotheses

in more diverse populations in order to identify

whether the current findings replicate to such settings

and to utilize larger sample sizes to allow for a more

powerful test of various aspects of this relationship.

In conclusion, the current results provide support

for the hypothesized relationship between core beliefs

and past histories of depressive episodes. Results also

suggest that certain core belief domains may be more

strongly associated with depressive episodes than

others. Last, results indicate that core beliefs may be

identified in the spontaneous verbalizations of indi-

viduals with a past history of major depression.

Future research using longitudinal designs and larger

samples is likely to help us gain a more profound

understanding of the cognitive processes and mech-

anisms that underlie the etiology of depression.
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