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Preface

The Milton H. Erickson Institute of San Diego conducted its Fourth 
Annual Conference on Hypnotic and Strategic Interventions, March 4-6, 
1988, on scenic Mission Bay in San Diego. The three prior conferences 
had been successful in promoting an awareness of and interest in 
hypnosis and briefer psychotherapies, but none of them had a specific 
focal point. (The edited proceedings from the first conference are con
tained in a volume entitled Hypnotic and Strategic Interventions: Prin
ciples and Practice, edited by Michael D. Yapko, Ph.D., and available 
from Irvington Publishers.) For the fourth conference, it was decided 
that awareness of general principles and techniques of hypnosis and 
brief therapy had grown sufficiently to warrant developing a focused 
attention on specific clinical disorders. The idea was to promote ad
vances in clinical practice by exploring new, innovative ways to ad
dress the problems that clinicians routinely face.

Recent survey data from the National Institute of Mental Health 
suggested that among the most common disorders from which Ameri
cans suffer are anxiety and mood disorders. Of course, this is not news 
to the practitioner. One is likely to be in clinical practice only a few 
minutes before the first client is seen who presents anxiety and/or 
mood disturbances as part or all of the presenting problem. Yet as 
common as these disorders are, treatment remains largely a "hit or 
miss" proposition.

The field of psychotherapy is undoubtedly going through a marked 
change. Many of the dogmatic principles in which we were academi
cally trained are falling by the wayside as an emphasis on pragmatism 
emerges. The increasing interest in doing therapy that not only works 
but works as reliably as possible is rooted in a practical, outcome-ori
ented framework. There are many controversial aspects to promoting 
outcome-oriented, briefer approaches to therapy. For one, the area can 
become a therapeutic Name That Tune game where one therapist com
petes against another by challenging, "I can name that cure in three 
notes (sessions)."



I am actually quite conservative in my considerations of brief ther
apy, knowing that many therapies will inevitably be long and difficult. 
However, I also know that many of the problems that we in this pro
fession have treated as "long and difficult" are not. Rather, the ap
proaches used have focused on nonsalient dimensions of the client's 
experience, or have even unwittingly reinforced the most dysfunc
tional aspects of the client's problem. An obvious example is the thera
pist who offers depressed clients endless opportunities to describe 
their emotional pain and terrible life histories. Therapy has tradition
ally emphasized verbal expression of one's feelings, and so this seems 
a reasonable intervention. However, knowing what we now know 
about depression, thanks to people such as Martin Seligman, Aaron 
Beck, and Gerald Klerman, we understand that such a passive and 
past-oriented approach delays or even prevents recovery.

Thus, the focus of the March 1988 conference became "Brief Psycho
therapies in the Treatment of Anxiety and Depression." This title reflects a 
commitment to expanding the range of interventions that can be ap
plied for the benefit of the client, and emphasizes the reality that good 
work can be done briefly. It seems imperative to continue to grow as 
a field through challenges. I do not think therapy could have advanced 
as much as it has in the past decade had it not been for the individual 
thinkers who have had the audacity to ask "Why?" when they were 
told how therapy "should" proceed. The faculty of this important con
ference obviously agree, because each presents a different way of con
ceptualizing and treating the clients for whom anxiety and depression 
are problems.

There are at least two ways for the reader to respond to the valu
able works contained in this volume. One is to take them at face value 
and attempt to duplicate described approaches. However, this is less 
preferable than the second way, which is to see them as examples of 
ways to identify and challenge one's own assumptions about the na
ture of therapy. What should a therapist always do? What should a 
therapist never do? When should one take a passive approach? A direc
tive one? Growth comes from stepping outside one's usual frame of 
reference. Thus, these contributions are offered with an implicit sug
gestion to evolve a willingness to explore and discover practical alter
natives in the context of conducting psychotherapy.

As a field, we have not yet come to terms with the recognition that 
whatever has the ability to be therapeutic has an equal ability to be 
antitherapeutic. Doing therapy on the basis of either traditional formu-
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las or nontraditional intuitions is a reliable way to avoid making real 
contact with the subjective world of the client. The common emphasis 
of the skilled practitioners who are making their work available here is 
on the individual client. This is a vital focus that I think will have sig- 
nificant impact on the growing awareness that therapy can be con- 
ceived and practiced as an outcome-oriented, directive process empha- 
sizing a strong and positive alliance between therapist and client. I 
hope this volume motivates, enlightens, and challenges you, the 
reader. 

Michael D. Yapko, Ph.D. 
San Diego, California 
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Conference Overview and Objectives

The Fourth Annual San Diego Conference on Hypnotic and Strate
gic Interventions was a three-day conference featuring highly ac
claimed presenters addressing the subject of brief, directive psycho
therapies in treating anxiety and depression. The conference featured 
workshops, short courses, and original papers by acknowledged ex
perts in the fields of strategic psychotherapy, communication, and 
clinical hynosis.

The conference—which was organized and administered by the Mil
ton H. Erickson Institute of San Diego— was of great interest to those 
practicing mental health professionals and students of human behavior 
especially involved in designing and delivering briefer and more effi
cient problem-solving therapeutic interventions.

The program featured 28 leading practitioners of hypnosis and stra
tegic psychotherapy. Participants had the opportunity to (1) learn prac
tical methods for use in their own clinical practices, (2) observe dem
onstrations of the presenter's clinical techniques, and (3) ask questions 
and discuss points of particular interest. The program's emphasis was 
on the treatment of anxiety and depressive disorders, which represent 
the most common disturbances clinicians are asked to treat. The main 
objective was to share active and innovative ways of intervening in 
such problems. With the exception of the keynote address, multiple 
events were scheduled at all times in order to provide a choice of ac
tivities for participants to attend.

The Institute continues to hold annual conferences. Write or call the 
Institute if you would like to be notified of future events.

The Milton H. Erickson Institute of San Diego 
2525 Camino Del Rio South, Suite 265 

San Diego, Ca. 92108 
(619) 295-1010
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Institute of San Diego

The Milton H. Erickson Institute of San Diego was established in 
1983 by Michael D. Yapko, Ph.D., under the guidelines of its parent or
ganization—The Milton H. Erickson Foundation in Phoenix, Ariz. The 
Institute was formed for the general purpose of promoting and ad
vancing the important contributions of Milton H. Erickson, M.D. In 
that regard, the Institute performs the following functions:

• Conducting the annual meeting in San Diego each March, in which 
well-known experts present their most recent innovations in the 
practice of directive psychotherapy.

• Providing clinical training to qualified professionals (e.g., M.D., 
Ph.D., M.A., etc.) in the use of clinical hypnosis and directive psy
chotherapies. The Institute is authorized by the California Board of 
Behavioral Science Examiners to provide the required hypnosis 
education and supervision to California marriage, family, and child 
counselors who want to become certified to use hypnosis in their 
clinical practices. Training workshops are offered on a scheduled 
basis locally, and on an on-demand basis elsewhere, both nation
ally and internationally.

• Providing high-quality clinical services to the community of which 
we are a part.

• Stimulating research in hypnosis and brief psychotherapy.
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Chapter 1

Explanatory Style: Predicting 
Depression, Achievement, 
and Health

Martin E. P. Seligman

Martin E. P. Seligman, Ph.D., is a Professor of Psychology at the Univer
sity of Pennsylvania. As the originator of the "Learned Helplessness" model 
of depression, he remains one of the most knowledgeable and generative re
searchers and theorists in the field of psychology.

Michael D. Yapko: Martin Seligman is a name that I am sure virtually 
all of you recognize. I do not think you can take even an introduc
tory level psychology class without being exposed to Dr. Seligman's 
theories and the research that he has done for over twenty years 
now. He has been so influential in shaping perspectives about the 
nature of depression that you really cannot read about the subject 
without his name coming up repeatedly. Dr. Seligman received his 
Ph.D. from the University of Pennsylvania in 1967 and he has been 
on its faculty in the psychology department since 1972. When we 
started talking about putting together this book, Dr. Seligman sent 
me his vita thick with the list of his publications, which are gener
ally related to his "Learned Helplessness" model of depression. 
Over the course of the last few years, he has been revising the 
Learned Helplessness model. The area of interest that he has re
cently developed is one he calls "attributional style." It is rooted in 
the recognition that reality is ambiguous. How we interpret the 
world is not a reflection of the way the world really is. Life is an 
ambiguous stimulus, it's an "experiential Rorschach," and basically

5
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what we do is project onto it our understanding of things. The rele
vant question is, "How do these understandings that we develop 
either help or hurt us?" Dr. Seligman calls this "explanatory style" 
or "attributional style," and this is the topic he will be addressing.

Martin E. P. Seligman: I want to start out with a projective test. I want 
you all to take a projective test right now, but you don't have to tell 
me the answer to it. It's an unusual projective test—it's one none of 
you has ever taken before. As Michael was introducing me, what 
was the word in you heart about what I was going to say and what 
it would do for you? Was it "no," or was it "yes?"

I want to suggest to you that it's a meaningful question, but that 
we don't often frame our interactions with people in this way, be
lieving that we carry around a word in our heart. When a patient 
walks through your door for the first time, there is a word in his or 
her heart. Is it "no?" Is it "yes?" Can you detect it? Can you meas
ure it? Can you change it? When you received your high school 
diploma and you walked up to the podium, what was the word in 
your heart when the principal or the guest speaker shook your 
hand? Was it "no," or was it "yes?" Well, that's what I'm going to 
be talking to you about today. I'm going to suggest to you that there 
really is such a thing. It's a lifelong habit, it's measurable, well 
quantifiable and there is a science of the word of the heart. I'm also 
going to suggest to you that it can be changed, although not easily.

What are the long-term consequences of the word in your heart 
being "no?" Conversely, what are the long-term consequences of the 
word in your heart being "yes?" There are three arenas in which 
I'm going to talk about the consequences. I'm first going to talk 
about depression.

I'm going to suggest to you that people who are pessimists, be
lieve projectively that when a bad event occurs, "It's me. It's going 
to last forever. It's going to undermine everything I do," aka inter
nal, stable, and global. If you are one of those people, if the word in 
your heart in that sense is "no," then you may be okay now, but 
your risk for depression is much greater than the person sitting next 
to you. So, first I'm going to look at the effect of pessimism on 
depression.

Then I'm going to ask the parallel question for achievement. I'm 
going to ask if you believe, "It's me. It's going to last forever. It's 
going to undermine everything I do," then what happens to your
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achievement over a lifetime? What happens to your high school 
grades and to your college grades, to your productivity? Then I'm 
going to ask some far-out kinds of achievement questions about 
Presidents of the United States and the like.

Then, finally, I'm going to ask some questions about ill health. Do 
pessimists get sick more easily? Do their immune systems function 
more poorly? Do they die younger? These are the things about 
which I'll be talking. Last, I’m going to tell a joke.

Let me tell you how I got interested in the question of optimism, 
pessimism, and its effects on depression, achievement, and health.

About twenty-five years ago, I became interested in the phe
nomenon which has come to be called "Learned Helplessness." I 
worked for about ten years with animals and humans on what the 
consequences were of receiving uncontrollable events in the labora
tory (Maier & Seligman, 1978) such as: inescapable shock, inescap
able noise, unsolvable cognitive problems, and Bill Cosby records 
that went on and off regardless of what you did. We found over the 
years, both in animals and humans, that when you gave these ines
capable events to them, there were a set of symptoms that occurred 
that looked very much like the symptoms of depressed patients who 
walked into my office with. Such uncontrollable events produced 
passivity, cognitive retardation, a lowering of self-esteem, sadness, 
anxiety and hostility, diminished aggression, diminished appetite, 
and a variety of brain changes that look very similar to those 
brain changes that are evident in naturally occurring depression. 
We're not going to talk about physiology, but I mention it because 
I could never get all the people and animals to do what I wanted 
them to do.

There was always about one out of ten, people and animals, who 
walked into the laboratory, and became helpless before I even gave 
them inescapable noise, just by being told "I'd like you to be in a 
laboratory experiment." There were other people, one out of three 
on average, who, no matter what I did to them, did not become 
helpless. So, what I started to worry about over ten years ago was 
the question, "What does a person bring to, or project onto, a situ
ation that either makes him or her invulnerable to helplessness or 
supervulnerable to helplessness?" I'm going to suggest that the way 
that people habitually think about tragedy in their lives is an impor
tant determinant of who collapses immediately when in the face of 
inescapable events, versus those who bounce back instantly.
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Let's begin with the theory of chronic habits of construing causal
ity (Abramson, Seligman, & Teasdale, 1978). When we began to 
worry about the systematic ways in which we think about good 
events and bad events, it occurred to us that there were three di
mensions that made a difference for depression. The first is one you 
all know about; it's the traditional "internal-external" dimension. 
It's the question, "If a bad event strikes, did I cause it, or was it 
caused by other people or circumstances?" So, if you're rejected by 
someone you love, you might say, "I'm unlovable, I'm worthless." 
That's an internal event. On the other hand, you might say, "He's a 
bastard!" That's an external event—it's he who is doing it. That's 
the most obvious dimension and by far the least important. The 
only reason it's even in the theory is that it has to do with self
esteem. The theory says that if you face a major bad event and you 
habitually believe that you cause bad events, then you're going 
to show low self-esteem, worthlessness, and self-blame. If, on the 
other hand, you habitually blame bad events on others, then you're 
going to show the constellation of depression and helplessness, but 
you're going to show it without the self-blame, low self-worth, or 
low self-esteem.

You can pretty much ignore this dimension from now on—I'll be 
considering it again, but the important dimension is "unstable- 
stable." I want you to think about the question of hopelessness for a 
moment, because what you're really reading about is a "Hopeless
ness Theory" for depression. What do we mean when we say some
one is hopeless? When we take our present misery, i.e., our present 
bad situation , and we project it endlessly into the future, that's half 
of hopelessness. That's the unstable-stable dimension. The other half 
of hopelessness is the "specific-global" dimension. If, for example, I 
believe that the hostility of an audience to which I am giving a talk 
is not only going to occur with every audience I face over the next 
ten years (that would be stable), but is also going to face me 
everytime I interact with people, whether it be in the form of a 
speech, a cocktail party, or a date, then that's global. I suggest to 
you that what hopelessness is, is taking your present helplessness, 
and projecting it far into the future, projecting it across all endeavors of 
your life.

Unstable-stable addresses the question, "Is the cause of this pres
ent bad event something that is transient?" If you fail an examina-
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tion, for example, you might say, "I was tired. I was hung over." 
Those are causes that go away in time. Some people have the habit 
of making those kinds of causal statements. On the other hand, you 
might fail and say, "I'm stupid." "I have a hang over" and "I'm 
stupid" are both internal. But, stupidity abides. It's the kind of 
cause that's going to hurt you far into the future, on later examina
tions. That's the reason that this dimension is important.

If, for example, you have a patient who's a tax accountant, and 
she's been fired from her job, it's important to know whether or not 
she's going to start looking for another job soon or whether she's 
apt to be knocked out for a long time. The unstable-stable dimen
sion tells you that. If she chronically believes that bad events are 
stable, then she's not going to be resilient from depression. If, on 
the other hand, she believes they're unstable, then she's going to 
bounce back more quickly.

Now, let's move to "specific-global." That involves the question, 
"Is it going to hurt me just in this one situation? Or, is this some
thing that will undermine all my endeavors?" For example, if you 
take an examination and you fail it you might say, "I'm stupid," 
which is global.

You might say, "I'm stupid at math," which is specific because 
it's just about that one kind of subject matter. If you're rejected by a 
woman you love, you might say, "She's a bitch," which is just about 
her. Or, you might say, "Women are impossible!" which is about 
women in general. Now, take your accountant. You want to know 
where her depressive symptoms are going to show up. Is she going 
to be unable to look for a new job, and not do her own income tax? 
Or, will she also lose her sense of humor, lose her libido, and not go 
to social gatherings anymore? The theory says that to the extent that 
she makes habitually specific explanations to that event, she'll just 
not do her income tax or look for another job. To the extent that she 
believes that bad events are caused by global factors, depressive 
symptoms are going to occur across the board.

That's the theory, basically. If you put these three dimensions to
gether and ask yourself, "What is the worst way of walking around 
the world as far as predicting depression goes?", it is people who 
say, chronically, "It's me. It's going to last forever. It's going to 
undermine everything I do." Such people should, in this theory, be 
at highest risk for depression when they come across bad events.
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So, the theory we're going to look at is a simple one. It says that if 
you can identify these people, and then look at depression, achieve
ment, and ill health, you can predict that these are the people who 
are most at risk for depression, most at risk for not living up to 
their potential, and most at risk for getting physically ill. Con
versely, people who say, "You did it to me. It's going to go away 
quickly," and "It's just this one thing," should be the people most 
resistant to depression, most likely to live up to their potential in 
achievement, and most likely to be physically healthy.

Well, given that theory, we now ask, "How do you measure the 
word in the heart? Is there a way you can quantify attributional or 
explanatory style?" So, we did what all of you would do, we de
vised a questionnaire. It's called the Attributional Style Question
naire (ASQ) (Peterson, Semmel, von Baeyer, & Seligman, 1982). It's 
a 20-minute questionnaire. On this questionnaire, there are 12 dif
ferent scenarios. This is a projective test in the classic sense of pro
jective; it gives you 12 hypothetical situations that might have hap
pened to you, and you're asked, "If this did happen to you, what 
would the most likely cause of it be?" Six of the scenarios are good 
ones, and six of them are bad. I will consider just the bad ones here.

One of the questions is, "You've been looking for a job quite un
successfully for some time. Think for a moment. If that happened to 
you, what would the most likely cause be?" Well, you might write 
down, "There are too many psychologists in California." Then 
you're asked to answer questions about the internal, stable, and 
global dimensions of the cause you gave. So, the first question is, 
"Is the cause of your unsuccessful job search due to something 
about other people or circumstances," (which is a 1 on the scale), 
"or totally due to you" (which is a 7)1 Well, "too many psycholo
gists in California" is attributing it to other people or circumstances. 
But, you chose to be a psychologist, so you might give that a 1, 2, or
3. Then you're asked, "In the future, when looking for a job, will 
this cause again be present?" Is this glut of psychologists something 
that's going to continue far into the future, or is it going to change? 
"Well, economic trends and fashions in Ph.D.'s come and go. So, on 
a scale from "will never again be present" to "will always be pres
ent," you're probably going to give that a 4.

Finally, the global-specific dimension. "Is the cause of too many 
psychologists in California something that just influences looking 
for a job, or does it also influence other areas in your life?" It is
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rated from, "It influences only this particular situation" to, "It influ
ences all situations in my life." Well, "too many psychologists in 
California" probably just affects your professional life and doesn't 
affect your love life or athletic life. So, you'd probably give that a 1,
2, or 3. What you then do with the questionnaire is take all the bad 
items, average them together, and you get a profile. I won't bore 
you with the psychometrics, but they're decent, and as you'll see, 
the scale seems to do what it is supposed to do.

About seven years ago, after we had done 50 studies on the ques
tionnaire, it occurred to us that there are quite a number of people 
whose behavior, achievement, depression, and whose longevity we 
wanted to predict, who won't answer questionnaires. Presidents 
of the United States, athletic celebrities, and the dead, are all ex
amples of people who won't do that. No, that's not the joke! So, we 
asked the question, "Could you validly measure the word in the 
heart by reading something that someone wrote or listening to 
something that someone said?" This is what I spend most of my 
time doing these days—looking at archival documents: therapy 
transcripts, diaries, presidential press conferences, nomination 
speeches and the like, and asking, "Can you quantify the optimism 
and pessimism?"

Let me show you how we do this. Imagine that you're an under
graduate rater and you're reading through a therapy transcript. 
Your job is to find a bad event and then find causal statements in 
which the person tells you what caused the bad event. So, let's 
consider part of a therapy transcript from a depressed patient in 
Minnesota undergoing cognitive therapy. She says, "About four 
months ago, he called me on the telephone from where he's been 
working. He told me our relationship was over." Underline the bad 
event ". . . our relationship is over."

Now you scan the transcript for the cause. What does she think is 
the cause? "I felt devastated." No, that's a consequence. "I tried to 
argue, but what could I say? I still flipped out." Now, she gives you 
the cause: "I guess I'm just no good at relationships. I've never been 
able to keep a man interested in me." So, what you do is you take 
that event and the cause, and you put it on an index card and you 
give it to a panel of raters. The panel of raters is blind to who this 
is, what else this person has said, and even to what study it's from. 
They just have a bulk pack, basically, in which therapy statements, 
presidential statements, and statements from cancer patients are all



shuffled together. Here's what the judges do. It's the judges' job to 
treat the item on the index card as if it were a questionnaire item 
and to rate it on the three dimensions on the 1 to 7 scale.

First they have to rate whether it was a good or bad event. "Our 
relationship is over" is, to this woman, clearly a bad event. Then 
she says, "I'm just no good at relationships, I've never been able to 
keep a man interested in me." You have four raters. To what extent 
is that attribution external—i.e., not due to the person? Or, to what 
extent is that internal? She says, "I'm just no good at relationships." 
The judges give it 6s and 7s.

Then, on the next dimension, which is unstable-stable, she says, 
"I've never been able to keep a man interested in me." She uses the 
word "never." The judges have to rate for stability. Is this cause 
something that goes away in time? Or, is it something that's going 
to go on far into the future? Well, the tense of the verb and the 
word "never" tells us it's stable. She believes it's going to last for a 
long time, so all judges give that 7s.

Finally, is "not being able to keep a man interested in me, not 
being good in relationships," something that hurts you just with 
men, or is it something that hurts you across all domains of your 
life? The judges give that Is, 2s, and 3s. So, what you do then is 
take all the causal statements, put them together, and form a profile 
for the person's explanatory style. It turns out that the profile coin
cides pretty well with what a person would have done on the ques
tionnaire. Thus, from now on, I will refer to the results from natural 
speech—we call this "CAVE" (Content Analysis of Verbatim Expla
nations) (Peterson, Luborsky, & Seligman, 1983)—and to the results 
of the Attributional Style Questionnaire interchangeably. Those are 
the two ways of identifying attributional style.

Now, I want to offer a brief discussion of depression. The proposi
tion we'll be looking at is that people who chronically believe that 
bad events are internal, stable and global—even if they're not de
pressed now—when they come across bad events, are at significant 
risk for becoming depressed. That is, an internal, stable, and global 
attributional style is a risk factor for depression in exactly the same 
way smoking cigarettes is a risk factor for lung cancer. To begin to 
address this question, we gave the questionnaire to a bunch of stu
dents, looked at their depressive symptoms, and asked the question, 
"Are people who have depressive symptoms also pessimistic on the 
explanatory style questionnaire?" The study shows that depressed
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students are more likely to believe, "It's me, it's going to last for
ever, and it's going to undermine everything I do," than are non
depressed students. There are a number of studies that bear this 
out.

After a little while, we began to ask the question, "Is this also 
true of severely depressed patients (i.e., the suicidal, unipolar de
pressed patients who show you the same internal-stable-global at
tributional style profiles)?" There are about 30 studies on patients 
now. The latest one has 45 unipolar depressed patients, ten manic- 
depressives during the depressed phase, and a large number of 
controls. What it tells you is that both unipolar depressed and bipo
lar depressed patients are significantly more pessimistic than are 
controls. In addition, what the high correlation tells you is that the 
more depressed they are, the more pessimistic they are. There's one 
other thing worth mentioning about this kind of data: If you want 
to predict statistically the length of the episode of depression from 
when a patient walks into your office, you look at the stable dimen
sion. How stable bad events are generally in her life is correlated 
about 0.65 with length of episode. So, as the theory suggests, the 
length of the depressive episode is well predicted by the stability 
dimension.

One of my main interests these days is prepubescent children 
(Nolen-Hoeksema, Girgus, & Seligman, 1986). There is an Attribu
tional Style Questionnaire for children. It's a forced choice question
naire in which, if they did well on a test, they're asked, "Is the cause 
because you're smart, or because you're smart at math?" They get 
to pick a response. Now, this is a group of children who self-report 
depressive symptoms from a childhood depression inventory. They 
take the childhood scale, and, indeed, depressed children are more 
internal, stable, and global than are non-depressed children.

About two years ago, someone undertook a meta-analysis of 104 
studies involving 15,000 subjects of the question of what the rela
tionship of attributional style is to depression (Sweeney, Anderson, 
& Bailey, 1986). It was found that the style, "It's me, it's going to 
last forever, and it's going to undermine everything I do," is very 
reliably correlated in a moderate-sized effect across these large 
numbers of studies. One of the things calculated is the "File Drawer 
Statistic." That's a cute statistic that tells you how many negative 
results, i.e., research papers, would have to be sitting unpublished 
in peoples' file drawers in order to overturn the results. It would
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have to be about 10,000 or so! So, that suggests that this is indeed a 
fact—that when you're depressed, you're more internal, stable, and 
global about bad events.

That really is not a very exciting fact, if you think about it for a 
moment. The interesting hypothesis is that having this way of look
ing at bad events, "It's me, it's going to last forever, and it's going 
to undermine everything I do," precedes and puts you at risk for de
pression. But, these are all correlational studies that merely show 
you that when you're depressed, you're also pessimistic. Now, there 
are a lot of possibilities other than the risk factor possibilities com
patible with these data. One is that you're optimistic, you suddenly 
become depressed, and depression makes you a pessimist. So here, 
causation goes the other way. Another possibility is that there may 
be some third variable, like the way you handle anger, or your 
catecholamine level that makes you both pessimistic and depressed. 
The worst possibility of all is that it's just a tautology.

Part of the way we diagnose whether or not people are depressed 
is that they tell us, "It's me, it's going to last forever, and it's going 
to undermine everything I do." In the jargon, it's just "common 
method variance." All the rest of the studies I'm going to talk about 
are studies that separate out the interesting causal possibility, i.e., 
the risk factor possibility, from all the other uninteresting possibili
ties. They're all studies of the form in which you first measure a 
person's optimism or pessimism, and you measure their depression. 
Then you try to predict what's going to happen to them in the fu
ture from the earlier style. Now, the ideal way of doing such a 
study is called an experiment of nature. Get a town on the gulf coast 
of Mississippi, measure everyone's explanatory style and measure 
everyone's depression, and then wait until the hurricane hits. Then, 
see if you can predict who's going to lie there in the mud versus 
who is going to get up and rebuild the town. Now, there are ethical 
and funding problems to studies of this sort.

I was stymied as to how you would actually test this theory until 
one of my undergraduate students said, "Gee, Dr. Seligman, there 
are natural disasters that hit your classes twice a year!" Those are 
my midterm and final examinations. I'm the last person in my uni
versity to curve at "C." My examinations are very hard, and it 
seemed that this was a good way in which to test the theory. In the 
first natural disaster experiment, when people came to my class in 
September, they filled out depression inventories and Attributional
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Style Questionnaires (Metalsky, Abramson, Seligman, Semmel, & 
Peterson, 1982). Six weeks later in October, as the midterm ap
proached, we asked them, "What would count for you as a failure 
on the midterm?" Students said "B+," on the average. That was 
very good, because what it meant was that almost everyone was 
going to be a subject in this experiment! A week later, they get their 
midterm, and they moan and groan. A week after that, they get 
their midterm back with their grade, along with the Beck Depres
sion Inventory to fill out. Then, six weeks later, they get all this 
stuff again. Here, we're looking at large changes in depression. 
We're asking the question, "Who becomes clinically depressed?" 
following failure on a midterm in their own eyes.

The probability of showing strong changes in depression, given 
that you fail the midterm in your own eyes, is about 30 percent. 
What's the probability of becoming depressed, given that you're a 
pessimist in September? That probability is also about 0.3. Now, the 
crucial probability is the probability of becoming depressed given 
that you both failed the midterm in your own eyes, and you were a 
pessimist to begin with. That's about 0.7. So, that tells you that 
statistically you can predict in advance who is most vulnerable to 
developing depressive symptoms when they fail in the classroom—  
it's the pessimists.

Let's go to another experiment of nature. Several of us are doing 
a five-year longitudinal study of four hundred children that was 
started when they were in the third grade at age eight (Nolen- 
Hoeksema et al., 1986). There are 700 parents involved as well. 
Every six months the children get the Kiddie Attributional Style 
Questionnaire, depression ratings, popularity ratings, and life event 
ratings. Their parents do similar ratings. What we're trying to do 
here is predict which children will become depressed over the 
course of the next five years, and which children will do poorly in 
school, at least more poorly than they should. These are results from 
the first few waves of the study. If you're a third grader and you 
come into school in September and you're not depressed, and 
you're an optimist, the chances are you're going to remain non
depressed. If you come into school in September and you're a pes
simist and you're not depressed, the chances are that you're going 
to get depressed. If you're an optimist and you come in depressed, 
the chances are you're going to get better. If you're a pessimist and 
you come in depressed, the chances are you're not going to recover.
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