Cognitive Theories of Depression

Cognitive theories of depression take the view that depression is triggered by negative thoughts,
interpretations, self-evaluations, and expectations (Joormann, 2009). These diathesis-stress

models propose that depression is triggered by a “cognitive vulnerability” (negative and maladaptive
thinking) and by precipitating stressful life events (Gotlib & Joormann, 2010). Perhaps the most well-
known cognitive theory of depression was developed in the 1960s by psychiatrist Aaron Beck, based
on clinical observations and supported by research (Beck, 2008). Beck theorized that depression-
prone people possess depressive schemas, or mental predispositions to think about most things in a
negative way (Beck, 1976). Depressive schemas contain themes of loss, failure, rejection,
worthlessness, and inadequacy, and may develop early in childhood in response to adverse
experiences, then remain dormant until they are activated by stressful or negative life events.
Depressive schemas prompt dysfunctional and pessimistic thoughts about the self, the world, and
the future. Beck believed that this dysfunctional style of thinking is maintained by cognitive biases, or
errors in how we process information about ourselves, which lead us to focus on negative aspects of
experiences, interpret things negatively, and block positive memories (Beck, 2008). A person whose
depressive schema consists of a theme of rejection might be overly attentive to social cues of
rejection (more likely to notice another’s frown), and he might interpret this cue as a sign of rejection
and automatically remember past incidents of rejection. Longitudinal studies have supported Beck'’s
theory, in showing that a preexisting tendency to engage in this negative, self-defeating style of
thinking—when combined with life stress—over time predicts the onset of depression (Dozois &
Beck, 2008). Cognitive therapies for depression, aimed at changing a depressed person’s negative
thinking, were developed as an expansion of this theory (Beck, 1976).

Another cognitive theory of depression, hopelessness theory, postulates that a particular style of
negative thinking leads to a sense of hopelessness, which then leads to depression (Abramson,
Metalsky, & Alloy, 1989). According to this theory, hopelessness is an expectation that unpleasant
outcomes will occur or that desired outcomes will not occur, and there is nothing one can do to
prevent such outcomes. A key assumption of this theory is that hopelessness stems from a tendency
to perceive negative life events as having stable (“It's never going to change”) and global (“It's going
to affect my whole life”) causes, in contrast to unstable (“It's fixable”) and specific (“It applies only to
this particular situation”) causes, especially if these negative life events occur in important life
realms, such as relationships, academic achievement, and the like. Suppose a student who wishes
to go to law school does poorly on an admissions test. If the student infers negative life events as
having stable and global causes, she may believe that her poor performance has a stable and global
cause (“l lack intelligence, and it's going to prevent me from ever finding a meaningful career”), as
opposed to an unstable and specific cause (“l was sick the day of the exam, so my low score was a
fluke”). Hopelessness theory predicts that people who exhibit this cognitive style in response to
undesirable life events will view such events as having negative implications for their future and self-
worth, thereby increasing the likelihood of hopelessness—the primary cause of depression
(Abramson et al., 1989). One study testing hopelessness theory measured the tendency to make
negative inferences for bad life effects in participants who were experiencing uncontrollable
stressors. Over the ensuing six months, those with scores reflecting high cognitive vulnerability were
7 times more likely to develop depression compared to those with lower scores (Kleim, Gonzalo, &
Ehlers, 2011).

A third cognitive theory of depression focuses on how people’s thoughts about their distressed
moods—depressed symptoms in particular—can increase the risk and duration of depression. This
theory, which focuses on rumination in the development of depression, was first described in the late
1980s to explain the higher rates of depression in women than in men (Nolen-Hoeksema,

1987). Rumination is the repetitive and passive focus on the fact that one is depressed and dwelling
on depressed symptoms, rather that distracting one’s self from the symptoms or attempting to
address them in an active, problem-solving manner (Nolen-Hoeksema, 1991). When people



ruminate, they have thoughts such as “Why am | so unmotivated? | just can’t get going. I'm never
going to get my work done feeling this way” (Nolen-Hoeksema & Hilt, 2009, p. 393). Women are
more likely than men to ruminate when they are sad or depressed (Butler & Nolen-Hoeksema,
1994), and the tendency to ruminate is associated with increases in depression symptoms (Nolen-
Hoeksema, Larson, & Grayson, 1999), heightened risk of major depressive episodes (Abela &
Hankin, 2011), and chronicity of such episodes (Robinson & Alloy, 2003)



