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Global reports of childhood maltreatment versus
recall of specific maltreatment experiences:
Relationships with dysfunctional attitudes and
depressive symptoms
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Although studies have suggested that reports of childhood maltreatment are related
to depressive cognitions and symptom levels in adults, it is unclear whether the
significant relations reported are due to the recall of specific maltreatment
experiences, how individuals globally label their experiences (i.e., whether they
believe they were maltreated during childhood), or both. Results from the current
study supported the moderating role of global beliefs only for childhood sexual
maltreatment. Specifically, the relationship between reports of specific childhood
sexual maltreatment experiences and both dysfunctional attitudes and depressive
symptom levels was significant only among participants who also globally
endorsed a history of childhood sexual maltreatment. In contrast, the correlates of
specific childhood emotional and physical maltreatment experiences were, for the
most part, independent of whether the participants globally endorsed childhood
emotional or physical maltreatment, respectively.

A number of studies have explored the relations between a history of childhood
maltreatment and the presence of both symptoms and diagnoses of depression.
These studies have suggested that histories of childhood emotional (e.g., Gibb et
al., 2001; Kent & Waller, 1998; Rich, Gingerich, & Rosen, 1997), physical (e.g.,
Flisher et al., 1997; Lizardi et al., 1995; Silverman, Reinherz, & Giaconia,
1996), and sexual (e.g., Kendler et al., 2000; Lizardi et al., 1995; Silverman et
al., 1996) maltreatment are related to the presence of both symptoms and
diagnoses of depression.
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Given evidence that individuals’ characteristic ways of interpreting the
negative events in their lives may contribute vulnerability to the development of
depression (for reviews, see Abramson et al., 1999; Alloy et al., 1999; Clark,
Beck, & Alford, 1999; Haaga, Dyck, & Ernst, 1991; Ingram, Miranda, & Segal,
1998; Peterson & Seligman, 1984), researchers have also examined the
relationship between childhood maltreatment and cognitive vulnerability to
depression. Thus far, however, these studies have focused almost exclusively on
the correlates of negative attributional and inferential styles, the cognitive
vulnerabilities featured in the reformulated learned helplessness (Abramson,
Seligman, & Teasdale, 1978) and hopelessness (Abramson, Metalsky, & Alloy,
1989) theories, respectively. Results from these studies have suggested that the
presence of negative attributional or inferential styles is significantly correlated
with reports of childhood emotional or sexual, but not physical, maltreatment
(for a review, see Gibb, 2002).

In contrast, few studies have explored the developmental antecedents of
cognitive vulnerability to depression as defined by Beck (1967, 1987; Clark et
al.,, 1999). Beck proposed that the presence of a maladaptive self-referent
schema centring on themes of failure, rejection, or unworthiness contributes
vulnerability to the development of depression following the occurrence of
negative life events. The assessment of cognitive vulnerability to depression as
defined by Beck has been operationalised in two ways. First, the Dysfunctional
Attitudes Scale (DAS; Weissman & Beck, 1978) has been used to assess indi-
viduals’ levels of dysfunctional attitudes, the purported products of maladaptive
self-schemata. Second, the Sociotropy-Autonomy Scale (Beck, Epstein, Harri-
son, & Emery, 1983) has been used to assess personality suborganisations
hypothesised to contribute vulnerability to depression following negative
interpersonal (sociotropy) or achievement (autonomy) events. Studies have
supported both the cross-sectional and prospective relations between cognitive
vulnerability as assessed by the DAS or SAS and both symptoms and diagnoses
of depression (for a review, see Clark et al., 1999). There is some evidence,
however, that the predictive validity of the DAS improves when negative self-
schemata are ‘‘primed’’ (Clark et al., 1999; Ingram et al., 1998), which is
consistent with Beck’s theory that depressotypic schemata are latent until acti-
vated by either a schema-congruent negative life event or a depressed mood
(Beck, 1967; Beck, Rush, Shaw, & Emery, 1979; Clark et al., 1999).

To date, no studies of which we are aware have directly examined the
relations between childhood maltreatment and cognitive vulnerability as defined
in Beck’s theory. One study, however, has provided indirect evidence for a
relation between childhood maltreatment and adults’ dysfunctional attitudes. In
this study, undergraduates hypothesised to be at high cognitive risk for
depression, as defined by Beck’s (1967, 1987) theory and the hopelessness
theory (Abramson et al., 1989) reported more childhood emotional, but not
physical or sexual, maltreatment than did students at low cognitive risk for
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depression (Gibb et al., 2001)." A limitation of this study, however, is that
because participants were selected based on the presence versus absence of
cognitive vulnerability as defined by both Beck’s theory and the hopelessness
theory, the relationship between reports of childhood maltreatment and dys-
functional attitudes could not be examined specifically. Therefore, it is unclear
whether the risk group differences were due to the relationship between child-
hood maltreatment and students’ dysfunctional attitudes, inferential styles, or
both. One goal of the current study, therefore, was to determine whether reports
of childhood emotional, physical, or sexual maltreatment were related specifi-
cally to participants’ dysfunctional attitudes.

A more general limitation of studies examining the relations between
childhood maltreatment and both depressive symptoms and cognitions is that
it is often not clear whether the significant relationships reported are due to
the recall of specific maltreatment experiences, how individuals label their
experiences (i.e., whether or not they globally believe that they are victims of
childhood maltreatment), or both. Thus, it is possible that certain experiences
contribute to the development of depressive symptoms and cognitions,
whether or not the person believes that he or she was maltreated. On the
other hand, it is also possible that a belief that one was maltreated is related
to the presence of depressive symptoms and cognitions, regardless of the
number of specific maltreatment experiences reported. A third possibility is
that reports of specific childhood maltreatment experiences are related to the
presence of depressive symptoms and cognitions only among individuals who
also believe that they were maltreated (i.e., interpret the specific experiences
as maltreatment).

Although few studies have addressed these issues, there is some evidence for
the third possibility. For example, one study found that lifetime rates of
depression were higher among women who reported both specific experiences
of childhood physical maltreatment and a global belief that they were physically
maltreated than among women who reported specific childhood physical mal-
treatment experiences while globally denying a history of childhood physical
maltreatment (Carlin et al., 1994). Women reporting specific experiences of
childhood physical maltreatment only, in turn, had higher lifetime rates of
depression than women reporting no physical maltreatment (either globally or
specific experiences).

' Gibb et al. (2001) also reported that, when the three types of childhood maltreatment were
entered simultaneously in a regression equation, high risk participants reported higher levels of
emotional maltreatment and lower levels of childhood physical maltreatment than did low risk
participants. Given the nonsignificant relation between risk group status and childhood physical
maltreatment considered individually, and the high correlation between reports of childhood emo-
tional and physical maltreatment, the significant regression result for childhood physical maltreat-
ment was probably a statistical artifact due to suppression effects (for a discussion of suppressor
variables, see Cohen & Cohen, 1983; Tabachnick & Fidell, 1996).
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The primary goal of the current study was to further address the relative
impact of individuals’ reports of specific maltreatment experiences versus their
global beliefs of whether they were maltreated during childhood. We hoped to
extend Carlin et al.’s (1994) finding in two ways. First, we assessed histories of
childhood emotional and sexual maltreatment as well as childhood physical
maltreatment. Second, we assessed both depressive symptoms and dysfunctional
attitudes. We predicted that participants’ reports of specific maltreatment
experiences would be significantly related to dysfunctional attitudes and
depressive symptom levels even after statistically controlling for the global
endorsement of maltreatment. Consistent with the findings of Carlin et al.
(1994), we also predicted that participants’ global beliefs of whether they were
maltreated during childhood would moderate the relationships between reports
of specific maltreatment experiences and both dysfunctional attitudes and
depressive symptom levels.

METHODS
Participants

A total of 212 undergraduates (156 women and 56 men), recruited from intro-
ductory psychology classes, participated in the current study. Of these, 121
(57.1%) were Caucasian, 51 (24.1%) were African American, 21 (9.9%) were
Asian, 8 (3.8%) were Hispanic, and the remaining 11 (5.1%) participants either
were from other ethnic groups or did not report their ethnicity. The mean age of
the participants was 18.79 (SD = 1.42).

Measures

Childhood maltreatment. Participants’ histories of childhood emotional,
physical, and sexual maltreatment were assessed in two ways. First, participants
completed the Life Experiences Questionnaire (LEQ; Gibb et al., 2001). The
LEQ is a 92-item self-report measure that assesses specific, explicitly defined
childhood experiences of emotional (Specific-EM; 20 items), physical (Specific-
PM; 9 items), and sexual (Specific-SM; 20 items) maltreatment, as well as
emotional and physical neglect committed by both peers and adults. For the
current study, only the maltreatment items from the LEQ were administered. In
addition, given that we were interested in childhood maltreatment specifically
and not maltreatment occurring in either adolescence or adulthood, we included
only those events endorsed as occurring before age 15. Consistent with Hart,
Germain, and Brassard (1987), forms of childhood emotional maltreatment
assessed by the LEQ include rejecting, degrading, terrorising, isolating, and
denying emotional responsiveness. Forms of physical maltreatment assessed
include being hit either with a fist or object, being choked, and being the victim
of deliberate physical pain. Forms of sexual maltreatment assessed include both
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contact and noncontact sexual behaviours (e.g., exposure to pornography and
unwanted intercourse). For each LEQ item, participants indicate if they have
ever experienced that event, the age of onset and offset of the event described,
its frequency of occurrence, and who the perpetrator was. Continuous levels of
each form of maltreatment were determined by summing the number of events
endorsed for each maltreatment type (emotional, physical, and sexual). The
maltreatment subscales of the LEQ (emotional, physical, and sexual) have been
found to correlate highly with levels of emotional, physical, and sexual
maltreatment reported in structured maltreatment interviews and the emotional
maltreatment subscale has demonstrated predictive validity for episodes of
depression (Gibb et al., 2001). In the current study, the LEQ exhibited adequate
internal consistency for the childhood emotional (o = .75), physical (o = .64),
and sexual (o = .82) maltreatment subscales.

In addition to the LEQ), participants also completed a questionnaire asking, in
separate questions, whether they believe that they were emotionally, physically,
or sexually maltreated as a child (before the age of 15). For example, partici-
pants were asked, ‘‘Do you believe you were emotionally abused before
reaching the age of 15?°” Analogous questions were used to assess for histories
of childhood physical and sexual maltreatment. Participants’ answers to these
questions were coded as dichotomous variables (yes vs. no). In contrast to the
specific experiences assessed by the LEQ, these questions assess participants’
global beliefs of whether they were emotionally (Global-EM), physically
(Global-PM), or sexually (Global-SM) maltreated during childhood.

Dysfunctional attitudes. The Dysfunctional Attitudes Scale (DAS; Weis-
man & Beck, 1978), a 40-item self-report inventory, was used to assess
cognitive vulnerability to depression as defined by Beck’s (1967, 1987; Clark et
al., 1999) theory. The DAS assesses a variety of maladaptive attitudes including
sensitivity to social criticism, perfectionistic performance standards, expecta-
tions of control, and rigid ideas about the world. Response options to each of the
questions range, on a 7-point Likert-type scale, from fotally agree to totally
disagree. Total scores for the DAS, which range from 1 to 280, are calculated by
summing participants’ responses to each of the 40 items, with higher scores
indicating higher levels of dysfunctional attitudes. The DAS has been shown to
have good internal consistency and moderate concurrent validity in a student
population (Dobson & Breiter, 1983). In the current study, the DAS exhibited
good internal consistency (o0 = .90).

Depressive symptoms. The Beck Depression Inventory (BDI; Beck et al.,
1979) was used to assess participants’ levels of depressive symptoms. Total
scores on the BDI range from 0 to 63, with higher scores indicating more severe
levels of depressive symptoms. Numerous studies have established the validity
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and reliability of the BDI (Beck, Steer, & Garbin, 1988). In the current study, the
BDI exhibited good internal consistency (o = .90).

Procedures

Participants completed each of the questionnaires in groups ranging in size from
1 to 20 people and received course credit for their participation. The measures
were administered in counterbalanced order to control for the possibility that
participants’ responses to the LEQ would affect their global endorsement of
maltreatment or vice versa. A series of #-tests was conducted to determine
whether there was a relation between participants’ responses to the global or
specific measures of childhood maltreatment and the order in which they were
administered. None of these tests was significant (all ps > .20).

RESULTS

To test for possible gender and/or ethnic differences in reports of specific
childhood maltreatment experiences, dysfunctional attitudes, and depressive
symptoms, a series of 2 (Gender: Male vs. Female) x 2 (Ethnicity: Caucasian
vs. Non-Caucasian) ANOVAs was conducted. None of the main effects or
interactions was significant. In addition, a series of 2 (Gender: Male vs. Female)
x 2 (Ethnicity: Caucasian vs. Non-Caucasian) x 2 (Global maltreatment: Yes
vs. No) y? tests yielded no significant results. Therefore, all analyses were
conducted collapsing across gender and ethnic groups.

The percentages of participants reporting the various forms of global and
specific childhood maltreatment are presented in Table 1. As can be seen, a
number of individuals were classified as maltreated based on the responses to
the LEQ but did not globally endorse a history of childhood maltreatment. This

TABLE 1
Participants’ global vs. specific reports of childhood maltreatment

Specific-CM
Emotional Physical Sexual
Yes No Yes No Yes No
Global-CM Emotional Physical Sexual
Yes 34 0 Yes 14 2 Yes 14 3
No 126 52 No 114 82 No 25 170

Note: Global-CM = global reports of childhood emotional, physical, or sexual maltreatment.
Specific-CM = reports of specific childhood emotional, physical, or sexual maltreatment
experiences. Frequencies for Specific-CM indicate the number of participants reporting at least
one specific childhood maltreatment experience.
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is not surprising given findings that individuals often do not report believing that
they were maltreated even when they report a history of specific maltreatment
experiences (e.g., Carlin et al., 1994).

Correlations among the variables included in this study as well as means and
standard deviations (or percentages) are presented in Table 2. As can be seen in
Table 2, the three specific measures of childhood maltreatment were sig-
nificantly correlated with participants’ DAS and BDI scores. Of the three global
measures of childhood maltreatment, global endorsements of childhood emo-
tional maltreatment were related to DAS and BDI scores and global endorse-
ments of childhood sexual maltreatment were related to BDI, but not DAS,
scores. Global endorsements of childhood physical maltreatment were not sig-
nificantly related to either DAS or BDI scores.

To examine the relations between participants’ recall of specific childhood
maltreatment experiences versus their global endorsement of childhood mal-
treatment and their levels of dysfunctional attitudes and depressive symptoms, a
series of regression analyses was conducted. In these analyses, participants’
specific and global reports of one of the types of childhood maltreatment were
entered in the first step of a regression equation (e.g., Specific-EM and Global-
EM), with either DAS or BDI scores used as the criterion variable. Results from
this first step allowed us to examine the unique correlates of global and specific
reports of childhood maltreatment, controlling for the overlap between them. In
the second step of the regression, the global maltreatment x specific mal-
treatment interaction was entered, allowing for an examination of moderation
effects.

TABLE 2
Descriptive statistics for study variables

Variable 1 2 3 4 5 6 7 Mean SD %
1. Specific-EM - 2.68  2.64
2. Specific-PM  .54%** - 127 143
3. Specific-SM  35%*%  45%%* 0.50 1.46
4. Global-EM  .51#%*  40%**  3(*** - 16.0
5. Global-PM  37%¥* 4o¥*%  4g4#**  Spkkx 7.5
6. Global-SM  .19%%  24%%% 5k 3(kkx  Fg*** - 8.0
7. DAS 28%*x 15%  18**  15% .10 .04 - 122.05 29.82
8. BDI AQFEE - D RE - ZEEE DqEEk (09 A7% 57 680  7.33

Note: Specific-EM = recalled specific experiences of childhood emotional maltreatment. Specific-
PM =recalled specific experiences of childhood physical maltreatment. Specific-SM =recalled specific
experiences of childhood sexual maltreatment. Global-EM = global endorsement of childhood
emotional maltreatment. Global-PM = global endorsement of childhood physical maltreatment. Global-
SM = global endorsement of childhood sexual maltreatment. DAS = Dysfunctional Attitudes Scale. BDI
= Beck Depression Inventory. Percentages refer to the percent of participants globally endorsing each
form of childhood maltreatment. * p < .05; **p < .01; ***p < .001.
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Statistically controlling for the influence of participants’ reports of specific
childhood maltreatment experiences, none of the global measures of childhood
maltreatment was significantly related to either DAS or BDI scores. In contrast,
even after statistically controlling for the influence of participants’ global
endorsement of childhood maltreatment, several of the relationships between
specific maltreatment experiences and both DAS and BDI scores remained
significant. Specifically, participants’ DAS scores were significantly predicted
by Specific-EM, #209) = 3.54, p <.001, B = .27, and Specific-SM, #(209) =3.11,
p =.002, B = .28. In addition, participants’ BDI scores were significantly pre-
dicted by Specific-EM, #209) = 5.06, p < .001, B = .37, Specific-PM, #209) =
2.86, p = .005, B = .22, and Specific-SM, #209) = 3.91, p <.001, B = .34. Thus,
participants reporting higher levels of Specific-EM or Specific-SM reported
more dysfunctional attitudes and depressive symptoms than did participants
reporting lower levels of these forms of childhood maltreatment. In contrast,
participants’ reports of Specific-PM were directly related to their depressive
symptom levels but not their dysfunctional attitudes.?

Next we explored the tests of moderation. None of the global maltreatment X
specific maltreatment interactions approached significance for childhood emo-
tional or physical maltreatment predicting dysfunctional attitudes or depressive
symptoms (lowest p = .25). In contrast, the Global-SM x Specific-SM inter-
action was marginally significant in predicting DAS scores, #(208) = 1.91, p =
.06, B = .32. Similarly, the Global-SM x Specific-SM interaction significantly
predicted BDI scores, #208) = 2.25, p = .03, p = .37.> To explore the nature of

2 Given the significant correlations between global and specific measures of maltreatment and the
unknown reliability of the global measures, we conducted analyses to test for the presence of
supressor effects. If suppressor effects were present, the main effect for specific maltreatment
experiences should have become stronger, rather than weaker, when the main effect for global reports
of maltreatment was entered in the regression equation. Therefore, we reconducted each of the
analyses reported entering the specific measure of maltreatment in the first step of the regression and
the global measure of maltreatment in the second step. Specifically, we compared the standardised
beta weights of the specific maltreatment effects when entered alone (first step) versus when entered
together with the global measure of maltreatment (second step). The only evidence of a suppression
effect came from the analyses of childhood sexual maltreatment. Given this, caution should be
exercised when interpreting the main effects for participants’ reports of specific childhood sexual
maltreatment experiences. It should be noted, however, that suppressor effects occurring in the main
effects do not influence interaction terms. Therefore, our test of moderation should not have been
influenced.

?These analyses were also conducted using only contact forms of specific childhood sexual
maltreatment (specific-CSM). In these analyses, the global-SM X specific-CSM interaction did not
significantly predict DAS scores, #(208) = 1.21, p = .23, = .21, and only marginally predicted BDI
scores, #(208) = 1.81, p = .07, § = .30. Although these nonsignificant results may have been due, in
part, to the small number of participants reporting specific contact experiences of childhood sexual
maltreatment (mean number of experiences reported = 0.26, SD = 0.86), it should be noted that the
zero-order correlations between specific-CSM and both DAS, »=.22, p =.001, and BDI, r= .35, p <
.0001, scores were significant.
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these interactions, participants were divided into those endorsing versus not
endorsing Global-SM.* Among participants endorsing Global-SM, there were
significant correlations between Specific-SM and both DAS, »(15) = .68, p =
.003, and BDI, r(15) = .69, p = .002, scores. In contrast, among participants not
endorsing Global-SM, the correlations between Specific-SM and both DAS,
r(193) = .03, p = .68, and BDI, #(193) = .05, p = .52, scores were nonsignificant.

Given evidence that the content of depressive schemata (e.g., dysfunctional
attitudes) may remain latent until primed by either negative life events or
depressed mood (Clark et al., 1999; Ingram et al., 1998), we re-examined the
relations between childhood maltreatment and dysfunctional attitudes among
participants reporting at least mild to moderate levels of depressive symptoms
(BDI scores > 10; Beck et al., 1988). The results from analyses of these 60
participants were virtually identical to those reported above.

DISCUSSION

The primary goal of the current study was to examine whether the relationship
between childhood maltreatment and dysfunctional attitudes and depressive
symptoms was due to reports of specific maltreatment experiences, a belief that
one has been maltreated, or both. The current results supported the moderating
role of participants’ global beliefs only for childhood sexual maltreatment.
Specifically, the relationship between reports of specific childhood sexual
maltreatment experiences and levels of both dysfunctional attitudes and
depressive symptoms was significant only among participants who also reported
believing that they were sexually maltreated.

In contrast, reports of specific childhood emotional maltreatment experiences
were related to participants’ dysfunctional attitudes and depressive symptom
levels, whether or not participants reported believing that they were emotionally
maltreated during childhood. Similarly, reports of specific childhood physical
maltreatment experiences were related to participants’ depressive symptom
levels, but not dysfunctional attitudes, even after statistically controlling for
global endorsements of childhood physical maltreatment.

The current results are consistent with previous findings suggesting sig-
nificant relationships between histories of childhood emotional, physical, or
sexual maltreatment and adults’ current depressive symptom levels (e.g., Gibb et
al., 2001; Flisher et al., 1997; Kendler et al., 2000; Kent & Waller, 1998; Lizardi
et al., 1995; Rich et al., 1997; Silverman et al., 1996). They are also consistent
with the results of studies examining cognitive vulnerability to depression as
defined by the reformulated learned helplessness theory (Abramson et al., 1978)

4 Although the interaction term for DAS scores did not quite reach the traditional level of
statistical significance, we chose to explore it. Conclusions from this exploration, however, should
remain tentative.
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and the hopelessness theory (Abramson et al., 1989), which have supported the
relationships between childhood emotional and sexual, but not physical, mal-
treatment and cognitive vulnerability to depression (for a review, see Gibb,
2002). The current results did not, however, replicate Carlin et al.’s (1994)
finding that a history of childhood physical maltreatment was most strongly
related to depressive episodes among women reporting both specific experiences
of childhood physical maltreatment and a global belief that they were physically
maltreated during childhood. Although the difference in findings may be due to
a difference in samples, future studies are needed to clarify this discrepancy.

There are at least two interpretations of the current results. One view is that
specific experiences of childhood emotional and physical maltreatment are
deleterious whether or not individuals label their experiences as maltreatment. In
contrast, experiences of childhood sexual maltreatment may be most detrimental
when the individual labels him or herself as a victim. A different interpretation
of the current results, however, is that individuals are simply better able to
identify sexual maltreatment when it occurs than either emotional or physical
maltreatment. Supporting this possibility, the rates of agreement between global
and specific reports of childhood maltreatment presented in Table 1 suggests
greater agreement for sexual than for emotional or physical maltreatment. To
formally test this possibility, however, future studies should compare global
endorsements of maltreatment among participants given explicit definitions and
examples of each maltreatment type versus participants given no definitions or
examples.

The limitations of the current study should also be noted. First, histories of
maltreatment were assessed using self-report questionnaires, which may have
been subject to recall biases. However, studies have generally found that indi-
viduals’ recall of specific childhood events is relatively accurate (for a review,
see Brewin, Andrews, & Gotlib, 1993). Although we do assume the accuracy of
participants’ reports of specific experiences, we made no hypotheses concerning
the accuracy of participants’ global beliefs of maltreatment. Indeed, with the
global maltreatment measures, we were merely interested in the impact of
participants’ beliefs, whether or not they were based upon actual experiences.
This said, however, our one-item global measures of maltreatment were of
unknown reliability and validity. Therefore, the significant main effects of our
specific maltreatment measures statistically controlling for the effects of the
global measures may have been due to the low reliability or poor validity of the
global measures. However, the significant zero-order correlations for the global
measures and the significant moderation effect for the global measure of
childhood sexual maltreatment argue and against this possibility and suggest that
these measures had at least fairly good psychometric properties.

A second limitation of the current study is that all of the data are cross-
sectional. Reports of childhood maltreatment, therefore, could not be used to
prospectively predict changes in participants’ dysfunctional attitudes and
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depressive symptom levels. Although no causal conclusions can be drawn, the
current results were consistent with Beck’s hypothesis that negative events in
childhood may contribute to the development of depressogenic self-schemata
and depressive symptoms. Specifically, the current results suggest that experi-
ences of childhood emotional or physical maltreatment may themselves be
deleterious, regardless of how individuals label their experiences. The results
were also consistent with the hypothesis that experiences of childhood sexual
maltreatment may be most detrimental when participants also label the
experiences as maltreatment. Given these suggestive results, the temporal
relations among these variables should be evaluated in future longitudinal
studies.

A third potential limitation of the current study is the use of the DAS as a
measure of participants’ depressogenic self-schemata. Specifically, studies have
found mixed support for the DAS as a marker of cognitive vulnerability to
depression (for a review, see Clark et al., 1999). Results have been more sup-
portive, however, when the DAS has been administered following a mood
induction. In the current study, the results of analyses with the subsample of
participants with at least mild levels of depressive symptoms were virtually
identical to those obtained in the full sample, which allows greater confidence in
the current results. Given that Beck (Beck et al., 1983; Clark et al., 1999) has
shifted toward defining cognitive vulnerability more in terms of personality
suborganisations (i.e., sociotropy and autonomy) than in terms of dysfunctional
beliefs, future studies should seek to replicate the current results while assessing
participants’ levels of sociotropy and autonomy.

In summary, the current study is the first of which we are aware to specifi-
cally examine the relationship between reports of childhood maltreatment and
cognitive vulnerability to depression as defined by Beck (1967, 1987; Clark et
al., 1999). As such it provides preliminary support for Beck’s hypothesis that
childhood events may contribute to the development of depressogenic self-
schemata. Future longitudinal studies should seek to replicate and extend the
current findings by using levels of childhood maltreatment to prospectively
predict changes in individuals’ dysfunctional attitudes and depressive
symptoms.

Manuscript received 26 August 2000
Revised manuscript received 26 June 2001
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