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Abstract

Objectives: The aim of the study was to evaluate the attributional styles and self-serving bias (SSB) in schizophrenic
patients with depressive symptoms (schizophrenia and depressive symptoms [SD]) and without depressive symptoms
(schizophrenia nondepressed [SND]), and control subjects (C). Methods: Forty-four outpatients with schizophrenia
(twenty-two SD and twenty-two SND) and fifty gender- and age-matched C subjects completed the Attributional Style
Questionnaire (ASQ). Attributional styles for positive and negative events were calculated by separately summing the
responses for positive and negative items on the ASQ subscales (internality, stability, and globality). Results: For nega-
tive events, we found that patients with schizophrenia, independently of levels of depressive symptoms, made more
internal, stable, and global attributions than C subjects. For positive events, both C subjects and SND patients made
more internal, stable, and global attributions than SD patients. Moreover, C subjects and SND patients scored higher
for positive situations than for negative situations. However, there were no differences between attributional styles
for positive and negative situations among SD patients. For SSB, C subjects and SND patients had higher scores than
SD patients. Conclusions: Among patients with schizophrenia, attributional style for positive events may distinguish
between those patients with or without depressive symptoms. Our results highlight the importance of assessing depres-
sive symptoms and attributional style in patients with schizophrenia.
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Introduction

Attributional style refers to a cognitive process involv-  events with internal, stable, and global causes has been
ing explanations that people use to understand the events  labelled negative attributional style (NAS). This style has
that happen in their lives. The tendency to explain bad  been widely related to depression and depressive symp-
toms (1, 2). On the other hand, the tendency to explain
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social function, independently of severity of symptomatol-
ogy (12).
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Clinical Implications

Despite limitations, this study provides new data with potential clinical applications. In particular,
the results showed that attributional style for positive events distinguishes patients with depressive
symptomatology from other subjects (both schizophrenic patients without depressive symptoms and
control subjects), while attributional style for negative events discriminates between patients with
schizophrenia and control subjects. Thus, these results point out that, in outpatients with schizo-
phrenia, the attributional style for positive events (and also self-serving bias) is dependent on the
depressive symptomatology. These findings are of potential interest in clinical practice, mostly since
attributional style is potentially open to change through psychotherapy (56, 57), and there is a posi-
tive relationship between attributional change and change in depressive symptoms by means of psy-
chotherapy (58). Therefore, patients with schizophrenia with depressive symptomatology would
benefit from treatments that focus on shaping the attributional style of positive events. Naturally,

further research is needed to confirm this suggestion.

Interestingly, studies have shown no differences between
patients with schizophrenia and healthy control subjects
(nonpsychiatric medical patients or students) on NAS (3,
13), EAS (13) and SSB (6, 14, 15). Conversely, both groups
(patients with schizophrenia and healthy control) scored
lower on NAS (3, 11, 13, 16), and higher on EAS (3, 13) and
SSB (17) than in patients with a depressive disorder.

These studies have shown that tendencies to explain
both good and bad events with internal, stable, and global
causes are non-different in patients with schizophrenia and
healthy controls, but, conversely, they are markedly differ-
ent in patients with schizophrenia and patients with depres-
sion.

It is known that depressive symptoms are common in
patients with schizophrenia (18). Therefore, the presence of
non-assessed depressive symptoms might be a confounding
factor in the study of the role of the attributional style in
patients with schizophrenia, contributing to the differences
in attributional styles between patients with schizophrenia
and control subjects (11, 13, 14, 19). The findings of a posi-
tive correlation between internal attributions of failures and
depressive symptoms in samples of individuals with schizo-
phrenia (2, 3), as well as studies reporting more internal
attributions for negative situations than for positive events in
patients with schizophrenia with depressive symptoms (17),
support this suggestion. However, it is necessary to corrobo-
rate these findings with the three attributional dimensions
that constitute attributional style, and not only the inter-
nality dimension, because the research on the attributional
style has shown that the stability and globality dimensions
are more relevant than the internality dimension to predict
depressive symptoms (20, 21). Furthermore, this assessment
has necessarily to be controlled for the occurrence of depres-
sive symptomatology.

The first aim of the present study was to evaluate the
attributional styles and SSB of outpatients diagnosed with

schizophrenia with and without depressive symptoms. In
accordance with the previous findings and suggestions, we
expected that the group of patients with schizophrenia and
depressive symptoms (SD) would score higher on NAS, and
lower on EAS and SSB, than the groups containing both
patients with schizophrenia without depressive symptoms
(SND) and control (C).

Methods

Subjects

The sample was composed of forty-four outpatients
diagnosed with schizophrenia and fifty gender- and age-
matched healthy control subjects. Patients were recruited
from the Puente de Vallecas and Moratalaz mental health
centers, both in Madrid, between March and December
2005. Schizophrenia was diagnosed by the patients’ treat-
ing psychiatrists according to International Classification of
Diseases, 10th Revision (ICD-10) criteria. All diagnoses were
confirmed by a second clinical psychiatrist. Patients gave
written informed consent to participate in the study. Out
of the forty-four patients with schizophrenia, thirteen were
females (29.5%) and thirty-one were males (70.5%), with a
mean age of 38.1 years (standard deviation [SD]=9.7, range
18-62). Mean length of illness was 15.1 years (SD=9.2). None
of the patients had a psychiatric admission in the previous
three months. Only eleven patients (25%) had a psychiat-
ric admission in the past year. Eleven patients (25%) were
living independently of the primary family, thirty-six (81.8%)
were single, twenty-three (52.3%) had eight or fewer years of
education, and twenty-six patients (59.1%) were unem-
ployed. Other characteristics of the sample are described
elsewhere (22). Control subjects were recruited from the
student body of the School of Psychology of the National
Open University of Spain (UNED: Universidad Nacional de
Educacién a Distancia). Controls were included if they had

32 e Clinical Schizophrenia & Related Psychoses April 2009



Pilar Sanjuan et al.

Table 1 Attributional Style Scores by Group

Schizophrenia
without Depressive Schizophrenia
Symptoms with Depressive
(Nondepressed) Symptoms
Attributional | Control (C) (SND) (SD) Between-Group
Style N=50 N=22 N=22 Differences *
For Positive ANOVA, F=3.998,
Events, 29.9 (3.9) 30.7 (5.9) 27.0 (4.95) df=2,91,P=0.022
Mean (SD) Tukey’s HSD Post Hoc:
Cvs.SND: P=0.801;
C vs.SD: P=0.045;
SND vs. SD: P=0.029
For Negative ANOVA, F=10.124,
Events, 23.0(4.2) 26.8 (4.7) 27.3 (4.3) df=2,91,P<0.001
Mean (SD) Tukey’s HSD Post Hoc:
Cvs.SND: P=0.003;
Cvs.SD: P=0.001;
SND vs. SD: P=0.922
Within Subject ANOVA ANOVA ANOVA
Differences F=163.43, F=8.17, F=0.03,
df=1,49, df=1,21, df=1,21,
P<0.000 P=0.009 P=0.870

* Between-group differences: comparison among C, SND, and SD
T Within-subject differences: event type comparison (positive vs. negative)

ANOVA=Analysis of Variance between groups;

Tukey’s HSD Post Hoc=Tukey’s Honestly Significant Differences Post Hoc Test

no past or current history of psychotic symptoms (based
on a structured face-to-face interview) and had no current
depressive symptoms (score on Beck Depression Inventory,
Spanish version, <6) (23, 24).

Attributional Style

Attributional style was assessed using the Attributional
Style Questionnaire (25), Spanish version (26). The ASQ
is a self-report instrument containing twelve hypotheti-
cal events, six negative and six positive. For each situation
individuals indicate on three seven-point scales the extent to
which they would attribute these events to internal, stable,
and global causes. A rating of “1” on the scales indicates
an external (totally due to other people or circumstances),
unstable (the cause will never again be present), and specific
(the cause influences just this particular situation) attribu-
tion, while on the other extreme a “7” reflects an internal
(totally due to me), stable (the cause will always be present),
and global (the cause influences all situations in my life)
explanation.

Composite positive and negative style scores (corre-
sponding to attributional styles for positive and negative
events, respectively) were calculated by separately summing
the responses for positive and negative items. Higher scores
on composites reflect greater internal, stable, and global

attributions. Self-serving bias (SSB), which is a tendency to
excessively attribute positive events to internal causes and
negative events to external causes (27), was obtained by
subtracting the mean internality score for negative items
from the score for positive items (4). Internal reliability
(Cronbachs’s a) for the positive and negative scores was 0.87
and 0.67, respectively, for schizophrenic patients, and 0.82
and 0.76, respectively, for the control group.

Attributional Style and Depression

Depressive symptomatology in patients with schizo-
phrenia was assessed using the emotional dimension (22, 28,
29) of the Positive and Negative Symptoms Scale (PANSS)
(30), Spanish version (31). Evidence from recent factor-
analytic studies conducted using the PANSS suggested that
a five-dimensional structure (positive syndrome, negative
syndrome, cognitive syndrome, excitement, and emotion-
al discomfort) appears to be a better representation of the
psychopathology of schizophrenia (28, 29). Emotional
discomfort domain has previously been related to depres-
sive syndrome (32). Thus, analysis for depressive sympto-
matology was based on this emotional PANSS dimension,
obtained as the average score of four items of the PANSS:
Anxiety (G2), Guilt (G3), Depression (G6), and Active So-
cial Avoidance (G16) (28).
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Patients were classified according to degree of depres-
sion by categorizing those patients with a PANSS emotional
score greater than 2 as schizophrenia with depressive symp-
toms (SD), and those with a score equal to or lower than
2 as schizophrenia nondepressed (SND). This cutoft proce-
dure (score greater vs. equal or lower than 2) was used fol-
lowing the PANSS criteria of symptom severity (33). Since
this dichotomization coincided with the median (2.63),
50% of the patients were assigned to the SND group and
50% to the SD group. These groups were correctly formed,
given that the scores on a classification variable (PANSS
Emotional) were significantly different between with
and without depressive symptoms subjects (1.76 vs. 3.32,
F=89.89, df=1,42, P<0.001). This resulted in three groups:
control (C), schizophrenia nondepressed (SND), and schizo-
phrenia with depressive symptoms (SD).

Statistical Analysis

In order to assess the relationship between attribution-
al style and diagnostic status, we performed a multivariate
analysis of variance (MANOVA) for each of two depen-
dent measures (attributional styles for positive and negative
situations), with groups (C, SND, and SD) as a between-
subject factor and event type (positive versus negative) as a
within-subject factor.

For each variable (attributional styles for positive and
negative events and SSB) and group (C, SND, and SD),
comparison was done by means of a one-way analysis of

variance (ANOVA), with Tukey’s Honestly Significantly
Different (HSD) post hoc test when needed. For hypothesis
testing, we used P=0.05 as the probability of a type I error.
SPSS for Windows, version 14.0 (Chicago, Illinois, USA) was
used to code the statistical analysis algorithms.

All analyses were performed separately for males and
females. As there were no significant differences in the
pattern of the results, male and female data were analyzed
together.

Results
Subjects

Forty-four patients (31 males [71.5%], 13 females
[28.5%], age 38.14+9.7 years) and 50 healthy controls (35
males [70%], 15 females [30%], age 35.1+9.6 years) com-
posed the sample. Differences in gender (x2=0.002, df=1,
P=0.962) and age (t=-1.446, df=92, P=0.152) between pa-
tients and controls were not significant. Gender, age and
length of illness were unrelated to attributional styles.

Relationship between Attributional

Styles and Diagnostic Status

The MANOVA revealed a significance trend for groups
(F=3.02, df=2,91, P=0.054), and significant main effects for
event type (F=34.27, df=1,91, P<0.001) and for group X
event type interaction (F=13.58, df=2,91, P<0.001). Table 1
shows means and standard deviations by groups and post
hoc analysis by groups and variables.

Figure 1 Attributional Styles by Group
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Figure 1C SSB by Group

C=control; SND=schizophrenia without depressive symptomatology; SD=schizophrenia with depressive symptomatology; SSB=self-serving bias.
SSB was obtained by subtracting the mean internality score for negative items from the score for positive items. Scores for composite positive
and composite negative styles (corresponding to attributional styles for positive and negative situations, respectively) were obtained by
separately summing the responses for positive and negative items of the Attributional Style Questionnaire (ASQ).
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Table 2 Self-Serving Bias (SSB) by Group

Schizophrenia
without Depressive

Schizophrenia

Symptoms with Depressive
(Nondepressed) Symptoms
Control (C) (SND) (SD) Between-Group
N=50 N=22 N=22 Differences *
ANOVA, F=10.686,
SSB, 7.6 (5.4) 5.5(10.2) -1.3(8.7) df=2,91,P=0.001
Mean (SD) Tukey’s HSD Post Hoc:

C vs.SND: P=0.506;
Cvs.SD: P<0.001;
SND vs. SD: P=0.001

* Between-group differences: comparison among C, SND, and SD

ANOVA=Analysis of Variance between groups;

Tukey’s HSD Post Hoc=Tukey's Honestly Significant Differences Post Hoc Test

For positive events (see Table 1 and Figure 1A), com-
parisons by groups (C, SND, and SD) showed that attribu-
tional style was similar in both controls and SND (P=0.801),
while two groups (C and SND) made more internal, stable,
and global attributions than the third group (SD) (P=0.045
and P=0.029, respectively).

For negative events (see Table 1 and Figure 1B), both
SND and SD made more internal, stable, and global attri-
butions than controls (P=0.003 and P=0.001, respectively),
while attributions were similar in SND and SD (P=0.922).

Comparison within-subjects showed that both the con-
trol and SND groups made more internal, stable, and global
attributions for positive situations than for negative events
(F=163.43, df=1,49, P<0.001 and F=8.17, df=1,21, P=0.009,
respectively). However, there were no differences between
attributional style for positive situations and for negative
events in the SD group (F=0.03, df=1,21, P=0.870).

The same analyses performed separately for the three
dimensions (internality, stability, and globality) resulted in
an identical pattern of results. Therefore, we report only the
results for two composite scores, corresponding to attribu-
tional styles for positive and negative situations. Moreover,
the fact that the pattern of results is repeated in each of the
three dimensions implies that the results obtained with com-
posite scores are not due solely to a specific dimension.

Self-Serving Bias

As shown in Table 2 and Figure 1C, SSB was not signifi-
cantly different in controls and SND (P=0.506), while both
control subjects and SND had higher rates of SSB than SD
(P<0.001 and P=0.011, respectively).

Discussion

The aim of the present study was to evaluate the influ-
ence of depressive symptoms on SSB and attributional styles
for positive and negative situations in patients with schizo-
phrenia compared with control subjects. Our results showed

that attributional style for positive events in patients with
schizophrenia may distinguish between those patients with
and without depressive symptomatology. On the contrary,
attributional style for negative events may distinguish be-
tween control subjects and patients with schizophrenia, in-
dependently of the depressive symptomatology.

Interestingly, both subgroups of schizophrenic patients
(SND and SD) showed attributional styles for negative situ-
ations similar to those found in populations with clinical
depression or depressive symptomatology (20, 34-39). This
finding, along with previous results regarding an association
between the negative attributional style and schizophrenia
(15, 19), anxiety (40-45), and personality disorders (36, 37,
46), suggests that negative attributional style might not be
specific to depression or schizophrenia, but related to dif-
ferent psychopathological conditions of psychological dis-
tress.

With regard to attributional style for positive situations,
our results showed that this style distinguished patients with
and without depressive symptomatology, supporting the hy-
pothesis defended by some authors that people with depres-
sive symptomatology tend to explain positive situations with
external, unstable, and specific causes (40, 41, 47, 48).

Attributional style might affect clinical outcome through
its effect on expectations about future controllability of
events. In this way, individuals with inadequate attributional
styles do not expect they can do things that make bad events
less likely. These expectations translate into ineffective cop-
ing (49, 50). Thus, the knowledge of the attributional styles
of patients with schizophrenia may help in planning appro-
priate intervention strategies taking into account some of
those relevant variables that are related to recovery of mental
health.

In keeping with previous studies (6, 17), our findings
on SSB show that it is inversely related to levels of depressive
symptoms. This fact suggests that SSB may be involved in the
protection and/or maintenance of self-esteem, as other stud-
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ies have found both in normal populations and in samples of
patients with schizophrenia (51, 52).

This article was subject to some limitations that deserve
mention. Firstly, the ASQ has been criticized for poor psy-
chometric properties (53). However, composite ASQ scores
achieve a satisfactory level of internal consistency (0.76 and
0.85 for negative and positive events, respectively, for the to-
tal sample). Secondly, the sample of nondepressed controls
was matched for age and gender, but not for other variables,
such as socioeconomic status. Furthermore, controls had
no past or current history of psychotic symptoms and had
no current depressive symptoms (score on Beck Depression
Inventory <6). However, they were not assessed by means
of a diagnostic inventory. Thirdly, depressive symptoms in
the sample of patients with schizophrenia were evaluated by
means of a factor founded on PANSS items. Although the
PANSS was not specifically developed to assess depressive
symptomatology, the Emotional Discomfort Domain (a
PANSS dimension) has previously been related to depres-
sive symptomatology as well as to impaired quality of life in
patients with schizophrenia (32). Therefore, given that it was
assessed in the same clinical context as the global symptom-
atological evaluation (with the PANSS), thus facilitating the
interview, it was used to assess depressive symptomatology
in our sample of patients with schizophrenia.

Fourthly, the influence of paranoid symptoms, espe-
cially persecutory delusions, on attributional style was not
controlled for. The relationship of persecutory delusions
and attributional styles in patients with psychosis has been
widely assessed, with no unambiguous results (3-11, 54, 55).
However, in this study, we focused on the relationship be-
tween depressive symptomatology and attributional style
in patients with schizophrenia. In this sense, we conducted
an exploratory analysis of the relationship between specific
psychotic symptoms (in particular, those assessed by items
1 [Delusions] and 6 [Suspiciousness/Persecution] of the
PANSS positive scale). This analysis showed that there was
not a significant relationship between scores of items 1 and 6
(evaluated as dichotomous variables, using the PANSS clini-
cal severity criteria, that is item higher than 2, as cutoft) and
attributional style for positive situations (P=0.280 for item 1
and P=0.724 for item 6), attributional style for negative situ-
ations (P=0.897 for item 1 and P=0.669 for item 6), and SSB
(P=0.413 for item 1 and P=0.277 for item 6). Fifthly, the con-
trol sample was gender- and age-matched with the schizo-
phrenia sample, but it was not matched on socioeconomic
status. Sixthly, although control subjects were not currently
depressed, we did not assess for the past history of major de-
pressive episodes. Finally, the sample of patients with schizo-
phrenia was composed of chronic patients with a mean du-
ration of illness of 15.1+9.2 years. It would be interesting to

evaluate patients with a first episode of schizophrenia, but
without a history of antipsychotic treatment.

Conclusions

Despite these limitations, the study provides new data
with potential clinical applications. In particular, the results
showed that attributional style for positive events distin-
guishes patients with depressive symptomatology from oth-
er subjects (both schizophrenic patients without depressive
symptoms and control subjects), while attributional style for
negative events discriminates between patients with schizo-
phrenia and control subjects. Thus, these results point out
that, in outpatients with schizophrenia, the attributional
style for positive events (and also SSB) is dependent on the
depressive symptomatology. These findings are of potential
interest in clinical practice, mostly since attributional style
is potentially open to change through psychotherapy (56,
57), and there is a positive relationship between attribution-
al change and change in depressive symptoms by means of
psychotherapy (58). Therefore, patients with schizophrenia
with depressive symptomatology would benefit from treat-
ments that focus on shaping the attributional style of posi-
tive events. Naturally, further research is needed to confirm
this suggestion.

As a corollary, our results highlight the importance of
assessing the presence and severity of depressive symptoms
in samples of patients with schizophrenia.

Acknowledgments

The authors would like to thank Dr. Ana Mena, Dr.
Carolina Franco, Dr. Maria M. Martin-Blas, Dr. Rodriguez-
Solano, and Dr. Celso Arango for their help with the design
of this study and the evaluation of patients.

References

1. Abramson LY, Seligman ME, Teasdale JD. Learned helplessness in humans:
critique and reformulation. ] Abnorm Psychol 1978;87(1):49-74.

2. Addington D, Addington J, Robinson G. Attributional style and depression in
schizophrenia. Can J Psychiatry 1999;44(7):697-700.

3. Candido CL, Romney DM. Attributional style in paranoid vs. depressed pa-
tients. Br ] Med Psychol 1990;63(Pt 4):355-363.

4. Kaney S, Bentall RP. Persecutory delusions and attributional style. Br ] Med
Psychol 1989;62 (Pt 2):191-198.

5. Kaney S, Bentall RP. Persecutory delusions and the self-serving bias. Evidence
from a contingency judgment task. ] Nerv Ment Dis 1992;180(12):773-780.

6. Kinderman P, Bentall RP. Causal attributions in paranoia and depression:
internal, personal, and situational attributions for negative events. ] Abnorm
Psychol 1997;106(2):341-345.

7. Kinderman P, Bentall RP. Self-discrepancies and causal attributions: studies of
hypothesized relationships. Br J Clin Psychol 2000;39(Pt 3):255-273.

8. Kinderman P, Kaney S, Morley S, Bentall RP. Paranoia and the defensive at-
tributional style: deluded and depressed patients’ attributions about their own
attributions. Br ] Med Psychol 1992;65(Pt 4):371-383.

9. Lyon HM, Kaney S, Bentall RP. The defensive function of persecutory delu-
sions. Evidence from attribution tasks. Br J Psychiatry 1994;164(5):637-646.

36 ¢ Clinical Schizophrenia & Related Psychoses April 2009



Pilar Sanjudn et al.

10.

13.

14.

16.

17.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

McKay R, Langdon R, Coltheart M. Paranoia, persecutory delusions and at-
tributional biases. Psychiatry Res 2005;136(2-3):233-245.

. Silverman RJ, Peterson C. Explanatory style of schizophrenic and depressed

outpatients. Cognitive Therapy and Research 1993;17(5):457-470.

. Lysaker PH, Lancaster RS, Nees MA, Davis LW. Attributional style and symp-

toms as predictors of social function in schizophrenia. ] Rehabil Res Dev
2004;41(2):225-232.

Bhojak MM, Vyas JN, Nathawat SS, Vijayvergia D. A study of attributional
style in depression compared with schizophrenia and normal patients. Indian
Journal of Psychiatry 1989;31:116-121.

Martin JA, Penn DL. Attributional style in schizophrenia: an investiga-
tion in outpatients with and without persecutory delusions. Schizophr Bull
2002;28(1):131-141.

. Moore R, Blackwood N, Corcoran R, Rowse G, Kinderman P, Bentall R, et al.

Misunderstanding the intentions of others: an exploratory study of the cog-
nitive etiology of persecutory delusions in very late-onset schizophrenia-like
psychosis. Am J Geriatr Psychiatry 2006;14(5):410-418.

Raps CS, Peterson C, Reinhard KE, Abramson LY, Seligman ME. Attributional
style among depressed patients. ] Abnorm Psychol 1982;91(2):102-108.

Jolley S, Garety P, Bebbington P, Dunn G, Freeman D, Kuipers E, et al. Attri-
butional style in psychosis--the role of affect and belief type. Behav Res Ther
2006;44(11):1597-1607.

. Candido CL, Romney DM. Depression in paranoid and nonparanoid schizo-

phrenic patients compared with major depressive disorder. J Affect Disord
2002;70(3):261-271.

Zimmerman M, Coryell W, Corenthal C, Wilson S. Dysfunctional attitudes and
attribution style in healthy controls and patients with schizophrenia, psychotic
depression, and nonpsychotic depression. ] Abnorm Psychol 1986;95(4):403-
405.

Alloy LB, Abramson LY, Whitehouse WG, Hogan ME, Panzarella C, Rose
DT. Prospective incidence of first onsets and recurrences of depression in
individuals at high and low cognitive risk for depression. ] Abnorm Psychol
2006;115(1):145-156.

Peterson C, Steen TA. Optimistic explanatory style. In: Snyder CR, Lopez SJ,
editors. Handbook of positive psychology. Oxford (UK): Oxford University
Press; 2002. p. 244-256.

Fraguas D, Mena A, Franco C, Martin-Blas MM, Nugent K, Rodriguez-Solano
J]. Attributional style, symptomatology and awareness of illness in schizophre-
nia. Psychiatry Res 2008;158(3):316-323.

Beck AT, Rush AJ, Shaw BE, Emery G. Cognitive therapy of depression. New
York: Guilford Press; 1979.

Sanz J, Vazquez C. Fiabilidad, validez y datos normativos del Inventario de la
depresion de Beck. Psicothema 1998;10:303-318. Spanish.

Peterson C, Semmel A, Baeyer C, Abramson LY, Metalsky GI, Seligman MEP.
The Attributional Style Questionnaire. Cognitive Therapy and Research
1982;6:287-300.

Sanjudn P, Magallares A. The relationship between dispositional optimism and
attributional style and their predictive power in a longitudinal study. Revista
de Psicologia General y Aplicada 2006;59:71-89.

Bentall RP, Kinderman P, Kaney S. The self, attributional processes and ab-
normal beliefs: towards a model of persecutory delusions. Behav Res Ther
1994;32(3):331-341.

Bell MD, Lysaker PH, Beam-Goulet JL, Milstein RM, Lindenmayer JP. Five-
component model of schizophrenia: assessing the factorial invariance of the
positive and negative syndrome scale. Psychiatry Res 1994;52(3):295-303.

Bell MD, Lysaker PH, Milstein RM, Beam-Goulet JL. Concurrent validity of
the cognitive component of schizophrenia: relationship of PANSS scores to
neuropsychological assessments. Psychiatry Res 1994;54(1):51-58.

Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale
(PANSS) for schizophrenia. Schizophr Bull 1987;13(2):261-276.

Peralta V, Cuesta MJ. Validacion de la escala de los sindromes positivo y nega-
tivo en una muestra de esquizofrénicos espafoles. Actas Luso-Espafiolas de

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

Neurologia, Psiquiatria y Ciencias Afines 1994;22:171-177. Spanish.

Karow A, Moritz S, Lambert M, Schoder S, Krausz M. PANSS syndromes and
quality of life in schizophrenia. Psychopathology 2005;38(6):320-326.

Leucht S, Kane JM, Kissling W, Hamann J, Etschel E, Engel RR. What does the
PANSS mean? Schizophr Res 2005;79(2-3):231-238.

Abramson LY, Alloy L, Hogan M, Whitehouse W, Donovan P, Rose D, et al.
Cognitive vulnerability to depression: theory and evidence. In: Leahy RL,
Dowd ET, editors. Clinical advances in cognitive psychotherapy: theory and
applications. New York: Springer Publishing Co.; 2002. p. 75-92.

Alloy LB, Abramson LY, Hogan ME, Whitehouse WG, Rose DT, Robinson MS,
et al. The Temple-Wisconsin Cognitive Vulnerability to Depression Project:
lifetime history of axis I psychopathology in individuals at high and low cogni-
tive risk for depression. ] Abnorm Psychol 2000;109(3):403-418.

Alloy LB, Abramson LY, Whitehouse WG, Hogan ME, Tashman NA, Steinberg
DL, et al. Depressogenic cognitive styles: predictive validity, information pro-
cessing and personality characteristics, and developmental origins. Behav Res
Ther 1999;37(6):503-531.

Mongrain M, Blackburn S. Cognitive vulnerability, lifetime risk, and the re-
currence of major depression in graduate students. Cognitive Therapy and
Research 2005;29:747-768.

Sanjudn P. Explanatory styles, psychological well-being and health. Ansiedad
y Estrés 2007;13:203-214.

Sturman E, Mongrain M, Kohn P. Attributional style as a predictor of hopeless-
ness depression. Journal of Cognitive Psychotherapy 2006;20:447-458.

Ahrens A, Haaga D. The specificity of attributional style and expectations to
positive and negative affectivity, depression, and anxiety. Cognitive Therapy
and Research 1993;17:83-98.

Fresco DM, Alloy LB, Reilly-Harrington N. Association of attributional style
for negative and positive events and the occurrence of life events with depres-
sion and anxiety. Journal of Social and Clinical Psychology 2006;25:1140-
1159.

Haeffel G, Abramson L, Voelz Z, Metalsky G, Halberstadt L, Dykema B. Cogni-
tive vulnerability to depression and lifetime history or axis I psychopathology:
a comparison of negative cognitive styles and dysfunctional attitudes. Journal
of Cognitive Psychotherapy 2003;17:3-22.

Heimber R, Klosko J, Dodge C, Becker R, Barlow D. Anxiety disorders, de-
pression, and attributional style: a further test of the specificity of depressive
attributions. Cognitive Therapy and Research 1989;13:21-36.

Johnson J, Miller S. Attributional, life events, and affective predictors of onset
of depression, anxiety, and negative attributional style. Cognitive Therapy and
Research 1990;14:417-430.

Ralph JA, Mineka S. Attributional style and self-esteem: the prediction of emo-
tional distress following a midterm exam. ] Abnorm Psychol 1998;107(2):203-
215.

Tlardi SS, Craighead WE. The relationship between personality pathology and
dysfunctional cognitions in previously depressed adults. ] Abnorm Psychol
1999;108(1):51-57.

Mineka S, Pury CL, Luten AG. Explanatory style in anxiety and depression.
In: Buchanan GM, Seligman MEP, editors. Explanatory style. Hillsdale (NJ):
Erlbaum; 1995. p. 135-157.

Sanjuan P, Pérez A, Ruiz A, Rueda B. Interactive effects of attributional styles
for positive and negative events on psychological distress. Personality and In-
dividual Differences 2008;45:187-190.

Reilley S, Geers A, Lindsay D, Dereonde L, Dember W. Convergence and pre-
dictive validity in measures of optimism and pessimism: sequential studies.
Current Psychology 2005;24:43-59.

Sanjudn P, Magallares A. Coping strategies as link between optimistic explana-
tory styles and well-being. In: Freire T, editor. Understanding positive life.
Research and practice on positive psychology. Lisboa (Portugal): Climepsi
Editores; 2008. p. 169-182.

Campbell K, Sedikies C. Self-threat magnifies the self-serving bias: a meta-
analytic integration. Review of General Psychology 1999;3:23-43.

Clinical Schizophrenia & Related Psychoses April 2009 ¢ 37



Depression and Attributions in Schizophrenia

52.

53.

54.

55.

Humpbhreys L, Barrowclough C. Attributional style, defensive functioning and
persecutory delusions: symptom-specific or general coping strategy? Br J Clin
Psychol 2006;45(Pt 2):231-246.

Reivich K. The measurement of explanatory style. In: Buchanan GM, Seligman
MERP, editors. Explanatory style. Hillsdale (NJ): Erlbaum; 1995. p. 21-47.

Fear C, Sharp H, Healy D. Cognitive processes in delusional disorders. Br J
Psychiatry 1996;168(1):61-67.

Lee DA, Randall E, Beattie G, Bentall RP. Delusional discourse: an investigation
comparing the spontaneous causal attributions of paranoid and non-paranoid

56.

57.

58.

individuals. Psychology and Psychotherapy 2004;77:525-540.

Hogarty GE, Flesher S, Ulrich R, Carter M, Greenwald D, Pogue-Geile M, et
al. Cognitive enhancement therapy for schizophrenia: effects of a 2-year ran-
domized trial on cognition and behavior. Arch Gen Psychiatry 2004;61(9):866-
876.

Lysaker PH, Lysaker JT, Lysaker JT. Schizophrenia and the collapse of the dia-
logical self: recovery, narrative and psychotherapy. Psychotherapy 2001;38:252-
260.

Firth-Cozens J, Brewin CR. Attributional change during psychotherapy. Br J
Clin Psychol 1988;27:47-54.

38

e Clinical Schizophrenia & Related Psychoses April 2009



	_CS0409PG31
	_CS0409PG32
	_CS0409PG33
	_CS0409PG34
	_CS0409PG35
	_CS0409PG36
	_CS0409PG37
	_CS0409PG38

