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Abstract of thesis presented to the Senate of Universiti Putra Malaysia in fulfilment of
the requirement for the degree of Doctor of Philosophy

EFFECTIVENESS OF GROUP COGNITIVE BEHAVIOUR THERAPY AND
CONTRIBUTION OF POSITIVE AUTOMATIC THOUGHTS IN TREATING
DEPRESSION

By

LOW JIA LIANG

May 2016
Chairman : Hjh. Firdaus Mukhtar, PhD
Faculty . Medicine and Health Sciences

Depression represents a mental health disorder that has significant repercussions into
the lives of its sufferers. The disorder has been the subject of intense scrutiny both
worldwide as well as in Malaysia. Efforts are constantly being made to better
understand the underlying mechanisms of depression, as well as determining the
effectiveness of treatment methods available.

Thus the major aims of this thesis are: a) To examine the psychometric properties and
factor structure of the Bahasa Malaysia version of the Positive Automatic Thought
Questionnaire (ATQ-P-BM), b) To determine the effectiveness of Group Cognitive
Behaviour Therapy (GCBT) in the treatment of depression and finally, ¢) To examine
the cognitive mechanism of change in GCBT for depression as well as the contributions
of positive automatic thoughts (PAT).

In Study 1, a cross-sectional study was used to examine the psychometric properties
and factor structures of the ATQ-P-BM. For Study 2 and 3, a randomized, double blind
placebo controlled study design was used.

Study 1 incorporated both a general population (N=343) and clinical population, whilst
Study 2 and 3 only examined the clinical population (N=171). For Study 2 and 3,
participants were randomly allocated to the GCBT+TAU, Relaxation+TAU and TAU
only group using a random number generator. Participants and clinical psychologists
were blinded to the nature of the study. The GCBT+TAU and Relaxation+TAU
received eight sessions of GCBT and relaxation training respectively, whilst the TAU
only group received treatment as usual (i.e. pharmacotherapy). Trained clinical
psychologists administered interventions (GCBT and Relaxation training).



For this study, negative life events, positive as well as negative automatic thoughts,
depressive symptoms, dysfunctional attitudes and cohesion was measured. Further to
that, effect sizes as well as reliably and clinically significant change was determined.

Results from Study 1 shows that the ATQ-P-BM endorsed a 5-factor structure model
(CMIN/df = 3.58, GFI=0.88, NFI=0.92, CFI = 0.94, RMSEA = 0.07), as well as good
psychometric properties (Study 1). In Study 2, results show that GCBT+TAU was able
to elicit statistically as well as reliable and clinically significant reductions to
depression symptoms. The study also showed that the GCBT+TAU obtained good
effect sizes (yparia®=.58) for treatment, greater than that observed in Relaxation+TAU
(7partiar®=.23) and TAU only treatment group (yparia®=.006). In Study 3, data from a
Malaysian populace showed support for a causal mediation model for depression. PAT
were found to act as both a mediator and moderator in cognitive models for depression,
thus acting as a buffer for the onset of depression.

This thesis provided evidence for the application of ATQ-P-BM as a measure of PAT
in Malaysia. Results also show that the application of GCBT+TAU is an effective
treatment for depression. Analysis of the mechanism of change provided insights into
the cognitive changes that occur. Further to that, analysis also provided new insights
into PAT regarding its contribution towards treatment and cognitive mechanism of
change in GCBT for depression.
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Kemurungan merupakan gangguan kesihatan mental yang mempunyai kesan yang
besar ke dalam kehidupan pesakit itu. Gangguan yang telah menjadi subjek penelitian
sengit kedua-dua di seluruh dunia dan juga di Malaysia. Usaha-usaha sentiasa dibuat
untuk lebih memahami mekanisme asas kemurungan, serta menentukan keberkesanan
kaedah rawatan yang sedia.

Oleh itu, matlamat utama tesis ini ialah: a) Untuk mengkaji sifat-sifat psikometrik dan
struktur faktor versi Bahasa Malaysia Pemikiran Positif Selidik Automatik (ATQ-P-
BM), b) Untuk menentukan keberkesanan Kumpulan Kognitif Tingkah Laku Terapi
(GCBT) dalam rawatan kemurungan dan akhirnya, ¢) Untuk mengkaji mekanisme
kognitif perubahan GCBT untuk kemurungan serta sumbangan fikiran positif automatik
(PAT).

Dalam Kajian 1, kajian keratan rentas telah digunakan untuk mengkaji sifat-sifat
psikometrik dan struktur faktor yang ATQ-P-BM. Untuk Kajian 2 dan 3, rawak, double
blinded, plasebo terkawal reka bentuk kajian telah digunakan.

Kaji 1 diperbadankan kedua-dua populasi umum (N = 343) dan penduduk klinikal,
manakala Kajian 2 dan 3 sahaja diperiksa penduduk klinikal (N = 171). Untuk Kajian 2
dan 3, peserta secara rawak diperuntukkan kepada GCBT + TAU, Relaksasi + TAU
TAU dan hanya kumpulan melalui penjana nombor rawak. Para peserta dan pakar
psikologist telah dijadikan blinded kepada sifat kajian. The GCBT + TAU dan
Relaksasi + TAU menerima lapan sesi GCBT dan latihan relaksasi masing-masing,
manakala TAU satu-satunya kumpulan menerima rawatan seperti biasa (iaitu
farmakoterapi). Ahli psikologi klinikal terlatih campur tangan ditadbir (GCBT dan
latihan Relaksasi).



Untuk kajian ini, peristiwa hidup negatif, fikiran automatik positif serta negatif,
kepercayaan yang tidak berfungsi serta kespeaduan diuji. Selain daripada itu, effect size
dan perubahan ketara dan reliable juga ditentukan.

Keputusan daripada Kajian 1 menunjukkan bahawa ATQ-P-BM meluluskan model
struktur 5-faktor (CMIN / df = 3.58, GFI = 0.88, NFI = 0.92, CFl = 0.94, RMSEA =
0.07), serta ciri-ciri psikometrik yang baik ( Kajian 1). Dalam Kajian 2, keputusan
menunjukkan bahawa GCBT + TAU mampu untuk mendapatkan statistik serta
pengurangan dipercayai dan klinikal yang ketara kepada gejala kemurungan. Kajian ini
juga menunjukkan bahawa GCBT + TAU mempunyai efek saiz kesan yang baik
(17partiar® = 0,58), lebih besar daripada apa yang diperhatikan dalam Relaksasi + TAU
(#7partiar® = 0,23) dan TAU hanya kumpulan rawatan (spartia® = 0,006). Dalam Kajian 3,
data daripada penduduk Malaysia memberikan sokongan untuk causal mediation model
untuk kemurungan. PAT didapati bertindak sebagai mediator dan moderator untuk
model kognitif kemurungan, sekali gus bertindak sebagai buffer untuk tercetusnya
kemurungan.

Tesis ini mengemukakan bukti bagi permohonan ATQ-P-BM sebagai ukuran Pats di
Malaysia. Keputusan juga menunjukkan bahawa penggunaan GCBT + TAU adalah
satu rawatan berkesan untuk kemurungan. Analisis mekanisme perubahan yang
diberikan maklumat mengenai perubahan kognitif yang berlaku. Lanjutan dari itu,
analisis juga menyediakan pandangan baru ke Pats mengenai sumbangannya terhadap
rawatan dan mekanisme kognitif perubahan GCBT untuk kemurungan.
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CHAPTER 1

INTRODUCTION

1.1 Background

The theory and treatment of depression have experienced major changes in the past 40
years (Oei, Bullbeck & Campbell (2006). Two major developments that have emerged
include the treatment of depression via medication as well as Cognitive Behaviour
Therapy or CBT. Baased on Beck’s cognitive thesory of depression, depression is the
result of an interaction between an individual’s cognitive vulnerability and an
experienced stressor (Beck, Rush, Shaw & Emery, 1979). Regardless of treatment
modality, depression remains one of the most debilitating mental health disorders in the
world today which can result in many significant and negative side effects.

1.1.1  Prevalence of Depression

Major Depressive Disorder or depression, represents one of the most commonly
diagnosed mood disorders in the world today, with up to 350 million individuals
suffering from it (World Health Organization, 2013). Depression has been the subject
of intense scrutiny in the West (e.g. Westen & Morrison, 2001), as well as in Non-
Western cultures (e.g. Sangalang & Gee, 2012).

Studies suggest that the lifetime prevalence rates for depression worldwide are between
10% to 15% (Lepine & Briley, 2011). Their results also show that up to 85.4% of
depressed patients in non-developed countries (e.g. Colombia & Ukraine) do not
receive any treatment (Lepine & Briley, 2011). This statistic is only slightly improved
in developed countries (e.g. France & Germany), where up to 50.3% do not receive
sufficient treatment for depression to adequately reduce their symptoms to a non-
clinical level (Lepine & Briley, 2011).

Further to that, depression brings with it substantial risk for relapse (WHO, 2013).
Individuals who have experienced an episode of depression are 35% more likely to
suffer from a relapse in the next 15 years of their lives (WHO, 2013). This suggests that
the biggest predictor of relapse is a prior diagnosis of major depression (Hardeveld,
Spijker, De Graaf, Nolen, & Beekman, 2009).

There also appears to be gender differences, where females are twice as likely to suffer
from it (Grigoriadis & Robinson, 2007). This gender ratio is replicated across both
developed and non-developed countries (WHO, 2013). However, this gender difference
appears to be reducing as a result of the overall development worldwide in terms of
education and finance (Seedat et al., 2009).



One of the most severe consequences of depression is suicide, where up to 1 million
depressed individuals commit suicide annually as a result of depression (WHO, 2013).
A meta-analysis conducted showed that individuals suffering from mood disorders such
as depression had 8.6% higher chance of committing suicide compared to non-
depressed populations (Bostwick & Pankratz, 2000). Mirroring aforementioned gender
ratios, twice as many females attempted suicide as a result of depression (Bostwick &
Pankratz, 2000). A review by Osby and colleagues (2001) showed that males were 20.9
times more likely, and females 27 times more likely to attempt suicide.

1.1.2  Prevalence of Depression in Malaysia

Malaysia as well is not exempt from the effects of depression. Lifetime prevalence rates
suggests that between 4.9% and 17.1% of the population are at risk of suffering from
depression (Institute of Public Health, 2011). Recent numbers lend support to these
figures, where up to 10.3% of the population are at risk of suffering from depression in
their lifetimes (Kader Maideen, Mohd Sidik, Rampal, & Mukhtar, 2014). The World
Health Organization (2013) also predicts that the current rates of depression in
developing countries stand to rise up to 20% of the population by the year 2020.

Making matters worse, Malaysians who have suffered from depression are up to 80%
more likely to suffer from a relapse in their lifetime (IPH, 2011). Similar to statistics
worldwide (WHO, 2013), depression is twice as likely to afflict Malaysian females
compared to males (Kader Maideen et al., 2014). Studies also suggest that individuals
in the 16-24 years of age bracket are more likely to suffer from depression (Kader
Maideen et al., 2014).

Taken together, depression represents a real and significant problem which plagues the
worlds’ population. Given that the prevalence rates of depression appear to be
escalating in the last decade, it is important for a thorough investigation of depression
be had in a Malaysian context in terms of its aetiology and its prognosis, be conducted.
Subsequently, these studies would then contribute towards the development and
validation of effective treatment methods so that patients suffering from depression
would be able to obtain effective treatment.

1.2 Symptoms of Depression

Depression is classified by the Diagnostic and Statistical Manual of Mental Disorders
(4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000) as a mood
disorder where one experiences periods of excessive sadness or significant loss in
pleasure that lasts for two weeks or more (See Table 1.1 for detailed symptoms).
Depression is diagnosed with the presence of the aforementioned symptoms, with a
combination of five or more of the following symptoms; significant weight loss or gain,
disturbances in sleep (i.e. insomnia or hypersomnia), psychomotor agitation or
retardation, fatigue, feeling of worthlessness or excessive guilt nearly every day,
diminished ability to think of focus, and finally, recurrent suicidal ideations, (DSM-1V-
TR, 2000). Along with these symptoms, it is also important to note that a diagnosis of



depression is given when it causes substantial social and occupational disruption to the
individual (DSM-IV-TR, 2000), thereby eliciting significant disruptions into one’s
quality of life.

1.3 Treatment of Depression

1.3.1 General Trends for Treatment

1.3.1.1 Treatment of Depression

Pharmacotherapy and psychotherapy (Sadock, Sadock, & Ruiz, 2009; Warman, Grant,
Sullivan, Caroff, & Beck, 2005) remain at the forefront of depression treatment due to
its proven treatment efficacy (WHO, 2013). This is supported by the American
Psychological Association (APA) (2013), who’s guidelines suggest the use of both
pharmacotherapy and psychotherapy as primary treatments for depression.

or religious treatments are widespread (Chee & Taha, 2004). For example, it is
common for patients suffering from depression to seek the teachings of religious
leaders or obtain traditional cures from ‘bomohs or sinsehs’ (i.e. indigenous cultural
leaders) when the symptoms of depression first manifests itself (Haque, 2008).
Oftentimes, these symptoms of depression are interpreted as ‘gangguan’ (i.e. Spiritual
disturbances) or the result of supernatural influences (Razali, Khan & Hasanah, 1996).
Traditional treatment methods would focus on engaging in traditional healers to seek
treatment to perceived supernatural influences (Razali, Khan & Hasanah, 1996).
Furthermore, seeking help from mental health professionals have been commonly
stigmatized by society (Chee & Taha, 2014). This in itself serves as a deterrent for
many to seek for help in times of personal crises. However, this mind set appears to be
slowly changing and becoming more easily accepted (Azizan, Razali, & Pillai, 2013).

1.3.2.2 Pharmacotherapy in Malaysia

In Malaysia, similar practices are observed with regards to depression treatment. The
Malaysian Ministry of Health recommends the use of pharmacotherapy as a frontline
treatment for depression (Malaysia Ministry of Health, 2007). In practice,
pharmacotherapy remains one of the most widely used treatment methods amongst
mental health professionals (Deva, 2004). Studies have been done to examine the
effects of medication on the treatment of depression, using medication such as
Escitalopram, Sertraline, Fluoxetine, and Mirtzapine (e.g. Azhar, Norjan, & Zubaidah,
2007).



Table 1.1 : Diagnostic criteria in the DSM-1V-TR for Major Depressive Disorder

A. Five (or more) of the following symptoms have been present during the same
2-week period and represent a change from previous functioning; at least one
of the symptoms is either (1) depressed mood or (2) loss of interest or

pleasure.
1.

Depressed mood most of the day, nearly every day, as indicated by
either subjective report (e.g. feels sad, empty, hopeless) or
observation made by others (e.g., appears tearful).

Markedly diminished interest or pleasure in all, or almost all,
activities most of the day, nearly every day (as indicated by either
subjective account or observation).

Significant weight loss when not dieting or weight gain (e.g. a change
of more than 5% of body weight in a month), or decrease or increase
in appetite nearly every day.

Insomnia or hypersomnia nearly every day

Psychomotor agitation or retardation nearly every day (observable by
others, not merely subjective feelings of restlessness or being slowed
down).

Fatigue or loss of energy nearly every day.

Feelings of worthlessness or excessive or inappropriate guilt (Which
may be delusional) nearly every day (not merely self-reproach or
guilt about being sick).

Diminished ability to think or concentrate, or indecisiveness nearly
every day (either by subjective account or as observed by others).
Recurrent thoughts of death (not just fear of dying), recurrent suicidal
ideation without a specific plan, or a suicide attempt or a specific
plan for committing suicide.

B. The symptoms cause clinically significant distress or impairment in social,
occupation or other important areas of functioning

C. The episode is not attributable to the physiological effects of a substance or to
another medical condition.

D. The occurrence of the major depressive episode is not better explained by
schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional
disorder or other specified and unspecified schizophrenia spectrum and other
psychotic disorders.

E. There has never been a manic episode or a hypomanic episode.

Studies have shown that a combination of both pharmacotherapy and psychotherapy
(e.g. Cognitive Behaviour Therapy) often gives the best results in the treatment of
depression (e.g. Hofmann et al., 2012; Shelton, Osuntokun, Heinloth, & Corya, 2010).
In the past, these combination treatments have also shown better long-term
maintenance of treatment gains and relapse prevention (Mukhtar, 2007).



It is interesting to note however, that few experimental studies pertaining to the
effectiveness of pharmacotherapy in Malaysia have been conducted in a review
conducted by Mukhtar and Oei (2011b). A large proportion of studies conducted thus
far typically utilize single case study designs or other designs that reduces the
significance of results obtained (e.g. Ng et al., 2006).

1.3.3  Psychotherapy

1.3.3.1 Psychotherapy for Depression

There exist many different psychotherapeutic treatment methods available such as
psychodynamic psychotherapy and interpersonal therapy. Cognitive Behaviour
Therapy or CBT represents one of the most widely researched treatments for
depression (e.g. Hofmann, Ashaani, Vonk, Sawyer, & Fang, 2012).

1.3.3.1.1 Cognitive Behaviour Therapy

Cognitive Behaviour Therapy (CBT) was developed from the cognitive theory
developed by Beck and colleagues (1979), which focuses on the role that negative
automatic thoughts play. It is suggested that negative automatic thoughts that occur as a
result of one’s dysfunctional core beliefs would result in depressive symptoms (Beck et
al., 1979). CBT thus focuses on identifying and modifying these negative automatic
thoughts to reduce symptoms of depression as well as its associated behaviours (Beck,
1995) (See Figure 1.1)

CBT has been adapted for use amongst a host of different cultures as well, recording
success in the treatment of depression (e.g. lwamasa, Hsia, & Hinton, 2006; Jiménez
Chafey, Bernal, & Rossell, 2009). For example, CBT techniques have not only
effectively used in Western cultures (Iddon & Grant, 2013), but also amongst Asian
cultures such as China (Qiu et al., 2013) and Indonesia (Lubis et al., 2013).

Automatic
Thoughts

Behaviours

N

Feelings

Figure 1.1 : Beck’s Cognitive Theory of Depression



1.3.3.2 Psychotherapy in Malaysia

Similar to worldwide trends, there exists many different psychotherapy treatments for
depression. For example, religious psychotherapy (e.g. Ting and Ng, 2012) as well as
psychodynamic therapy (e.g. Haque, 2005) are some examples of the different
psychotherapy methods utilized. However, similar to World Health Organization
(2013) recommendations, CBT is fast becoming a recognized treatment method for
depression (e.g. Deva, 2004). This is recognized in the Clinical Practice Guidelines in
Malaysia (Malaysian Ministry of Health, 2007), who proposes the use of CBT
alongside pharmacotherapy in the treatment of depression.

At present, there is clearly a substantial paucity of research pertaining to the
effectiveness of CBT in the treatment of depression locally (Mukhtar, Oei, & Mohd
Yaacob, 2011). However, the studies that have been done thus far show that CBT can
be an effective treatment method for depression (e.g. Mukhtar and Oei, 2011). CBT has
also been found to be successful when adapted to better fit local socio-cultural needs.
For example, the study done by Razali and colleagues (1998) as well as by Ting and Ng
(2012) incorporated religious practices into CBT treatment, and positive treatment
gains were found in the treatment for depression. This is because Malaysia is
considered as a multiracial and multi-religious culture.

Alongside the scarcity of research, Malaysia also suffers from a substantial dearth in
mental health resources, in particular, a lack of competently trained mental health
professionals. Unfortunately, this acts as effective natural barrier to effective treatment
for depression (Deva, 2004). One way to overcome this limitation would be to utilize a
group based approach to CBT.

1.3.4  Group Cognitive Behaviour Therapy (GCBT)

1.3.4.1 GCBT for Depression

Whilst CBT has found significant success in the treatment of depression on an
individual setting (e.g. Jiménez Chafey, Bernal, & Rosselld, 2009), CBT has also been
successfully applied in group settings as well (Oei & Dingle, 2008). Group CBT or
GCBT represents the administration of CBT techniques within a group setting. GCBT
has been found to be as effective as individual CBT in the treatment of depression (Oei
& Dingle, 2008). Further to that, GCBT has also been successfully been adapted for use
amongst a diverse range of cultures and populations such as Sweden (e.g. Hedman et
al., 2010), Australia (e.g. Kwon et al., 2003) as well as in Indonesia (e.g. Lubis et al.,
2013).

One important aspect that is unique to group based interventions is the concept of
cohesion, or the interaction between group members (Furlong & Oei, 2002). Cohesion
has been described as an integral aspect of group settings (Burlingame, Fuhriman, &
Johnson, 2001), where the interaction between group members aids the healing process



(YYalom, 1995). This unique interaction allows participants in a group the opportunity to
better explore their dysfunctional thoughts and behaviours amongst themselves, and
subsequently modify them (Furlong & Oei, 2002). Moreover, it is also possible that
higher functioning members could act as mentors to other members, further facilitating
the healing process (Oei & Dingle, 2008). This means that benefits are garnered from
the presence and contribution of other members of the group than merely relying on the
CBT therapist’s expertise alone. Thus it is possible that GCBT would benefit from both
CBT as well as cohesion to elicit positive treatment gains for patients with depression.

Thus, it would appear that GCBT can be considered as a viable treatment modality for
depression (Oei & Dingle, 2008). It is also possible that GCBT can offer a more
efficient use of resources, where up to 10 patients suffering from depression can receive
care simultaneously (e.g. Oei & Dingle, 2008). This would be ideal for cultures with
limited access to mental health professionals. However, in a meta-analysis done by
Tucker and Oei (2007) would suggest that the benefits of GCBT may not be as clear
cut as intuitively thought. Therefore, analysis within unique cultures would need to be
done to ensure the benefits of GCBT in maximizing local resources.

1.3.4.2 GCBT in Malaysia

Thus far, GCBT has not been widely used in Malaysia. Only one study has been
conducted in the last decade on the effectiveness of GCBT in the treatment of
depression in Malaysia, showing favourable results (Mukhtar, Oei, & Mohd Yaacob,
2006). However, the study only examined patients from the Malay ethnicity (Mukhtar
et al., 2006). Their exclusion criteria exempted patients from the other major ethnicities
in Malaysia, thus limiting the generalizability of the results obtained. However, this
local study does provide significant preliminary support for the use of GCBT to
maximize the mental health services available in Malaysia. Further study would need to
be done to examine if GCBT can be effective when applied to the Malaysian populace
as a whole.

However, before GCBT can be applied at large, it is vital to examine the underlying
mechanisms of change that occur during the onset and treatment of depression because
prior to this, no other study has attempted to do so. Scrutiny into this would allow us to
determine if GCBT is indeed able to elicit changes to the mechanisms that would
contribute to positive treatment outcomes.

1.4 Mechanism of Change for Depression

Although the effectiveness of CBT has already long been established worldwide as
aforementioned, it is interesting that no consensus has been reached regarding what
exactly makes it work. In an earlier review of literature examining mechanisms of
change, Whisman (1993) suggested that cognitive changes are negatively correlated
with depression symptoms. Simply put, this suggests that reductions in negative
cognitions would result in lower depressive symptoms.



More recent reviews would suggest that cognitions act as a mediator between CBT
treatment and depression treatment (Garratt, Ingram, Rand, & Sawalani, 2007). Thus,
the treatment effect of CBT would be explained by the changes in negative cognitions
that occur. Specifically, CBT would reduce the frequency of negative cognitions,
thereby reducing depressive symptoms (Oei et al., 2014).

1.4.1  Negative Automatic Thoughts and Depression

Cogpnitive theories of depression have largely focussed on the contributions of negative
automatic thoughts (NAT) and dysfunctional beliefs towards the development of
depression (Hope, Burns, Hayes, Herbert, & Warner, 2007). When faced with a
negative life event, an individual’s dysfunctional beliefs would act as a filter from
which an individual views an event. Because of this negative filter, NAT are generated
which would in turn elicit depressive symptoms (Beck, 1995). Research on NAT and
dysfunctional beliefs remain a focus till today (e.g. Oei, McAlinden, & Crwuys, 2014)
and still contribute significantly towards the understanding of depression.

1.4.2  Positive Automatic Thoughts and Depression

It is interesting to note however, that positive automatic thoughts (PAT) have not
garnered the same amount of exposure as NAT (Calvete & Connor-Smith, 2005).
Given the significant impact of NAT, it is possible that PAT could also play an
important role.

The examination of PAT is in line with the movements in modern psychology trends
towards positive psychology (e.g. Joseph, 2006; Karwoski, Garratt, & llardi, 2006).
Positive psychology focuses on encouraging positive cognitions and emotions to aid in
the treatment of mental health disorders such as depression (Seligman &
Csikszentmihalyi, 2006). CBT on the other hand, focuses on the identification and
modification of NAT (Beck, 1995). Whilst the focus of the two ideologies are
opposing, it has been suggested however, that elements of positive psychology, can be
used to supplement CBT techniques. In particular, Seligman and Csikszentmihalyi
(2006) suggests positive psychology can be use to aid in preventing relapse of
depression.

Given the possible beneficial contributions of PAT, it is an aspect worth exploring
further. Suggestions from previous studies postulate that PAT can play a significant and
direct role in both the development (i.e. acting as a buffer against depression) (Ingram,
Atkinson, Slater, Saccuzzo, & Garfin, 1990a) and treatment (i.e. encouraging relapse
prevention) (e.g. Forsyth, Poppe, Nash, Alarcon, & Kung, 2010) of depression. Thus
far, the application of PAT amongst a clinical population has been done once before
with patients suffering from panic disorder (Casey, Oei & Newcombe 2004).

However, there is evidence to suggest that PAT have the potential to contribute
significantly to the onset and treatment of depression (e.g Burgess & Haaga, 1994). For



example, it was suggested that PAT are inversely correlated to depressive symptoms
(Ingram & Wisnicki, 1988). Thus, it would be possible that a decrease in PAT could be
indicative of emotional distress (Ingram et al., 1990d).1t was suggested that an increase
in PAT would weaken the relationship between negative life events and depression
(Lightsey, 1994b). PAT were also postulated to act as a buffer against depressive
symptoms (Lightsey, 1994a). Hence, it would appear that PAT act in a contrary manner
to NAT. Whilst NAT would positively mediate the onset of depression, PAT could
negatively mediate the onset of depression given a negative life event. Simply put,
individuals with higher frequencies of PAT would be more resilient towards
depression.

It appears that the majority of the studies are correlational in nature, examining the
relationship between PAT and depression. Overall, the findings suggest that higher
frequencies of PAT were correlated with lower depressive symptoms (e.g. Kim & Kim,
2010; Lightsey, 1994b). To the extent of the author’s knowledge, only one
experimental study examining the changes in PAT in the treatment of depression has
been done. Forsyth and colleagues (2010) reported significant changes in positive
cognitions concurrent to when depression severity was reduced among in-patients
(N=487). Psychiatric nurses were asked to implement cognitive behavioural therapy to
psychiatric in-patients who had an average length of stay of around 5.9 days. One hour
daily sessions were conducted and the patients were assessed using the ATQ, Positive
Automatic Thought Questionnaire (ATQ-P) and Beck Depression Inventory-Il (BDI),
before and after intervention. Their study showed that patients who experienced a
decline in their depressive symptoms also experienced a significant increase in their
positive cognitions (p=.001). This suggests that positive cognitions are in fact inversely
correlated with depression scores (Forsyth et al., 2010). This would then further imply
that positive cognitions could play a similar role to that of negative automatic thoughts
in determining the severity and progression of depression. For instance, where an
increase in the frequency of NAT would correlate with higher depressive symptoms, an
increase in positive automatic thoughts would correlate with lower frequencies of
depressive symptoms instead.

However, several limitations are identified, first of which being the lack of a control
group. Without a control group, it would be impossible to determine if treatment gains
were spontaneous or due to CBT knowledge gained. Further to that, the study
procedures described using a CBT education program, and it is unclear if this was a
treatment program, or merely an awareness (or prevention?) program. Their study also
did not report effect sizes of treatments, as well as clinical and reliably changes. It
would be important if this fact could be ascertained and validated in order to lend
confidence to treatment outcomes.

Taken together, there appears to be several significant gaps in the current literature for
PAT. Thus far, there has been only one experimental study, examining PAT in the
treatment of depression. Unlike NAT, studies on PAT and depression have primarily
been correlational studies. Thus, it is vital that experimental studies examining the
contributions of PAT in the treatment of depression be conducted. Doing so would
provide insights and offer suggestions for refinements into the treatment process to
better enhance interventions for depression.



Doing so would help to further expand on the wealth of literature on CBT.
Subsequently, it would be useful to understand the role that PAT contribute to aid in
treatment management. For example, if positive automatic thoughts were to truly
mediate the relationship between treatment and depression, modifications to treatment
methods to enhance the frequency of positive automatic thoughts would be beneficial.
However, before this can be done, it is vital that a validated and psychometrically
sound measure for PAT be obtained amongst a local population.

1.4.2.1 Positive Automatic Thought Questionnaire

Examination of past literature shows that there are two measures for PAT that have
been frequently used. The first is the Revised Automatic Thought Questionnaire (ATQ-
R), a 10-item subscale adapted from the original Automatic Thought Questionnaire
(Kendall, Howard, & Hays, 1989). The second alternative is the Positive Automatic
Thought Questionnaire (ATQ-P) (Ingram & Wisnicki, 1988). It would appear that the
ATQ-P is the more commonly used measure for PAT (e.g. Boelen, 2007; Burgess &
Haaga, 1994; Calvete & Connor-Smith, 2005; Ingram, Slater, Atkinson, & Scott, 1990;
Forsyth et al., 2010; Ingram, Atkinson, Slater, Saccuzzo, & Garfin, 1990c; Ingram,
Kendall, Siegle, Guarino, & McLaughlin, 1995).

The ATQ-P was first suggested by Ingram and Wisnicki (1988). The ATQ-P examines
the frequency of one’s PAT via a set of 30-items (Ingram et al., 1995), and has been
found to have good internal consistency (Cronbach 0=.94), test-retest reliability
(Baldree, Ingram, & Saccuzzo, 1991) and good discordant validity (Burgess & Haaga,
1994; Ingram & Wisnicki, 1988). Good discriminant validity was also found by Ingram
and colleagues (1995), where the ATQ-P was able to distinguish between clinically and
non-clinically depressed individuals. Finally, the study done by Burgess and Haaga
(1994) showed that the ATQ-P was inversely correlated with depressive symptoms
suggesting that an increase in positive automatic thoughts would indicate lower
frequency in depressive symptoms. As such, the strong psychometric properties
reported above would suggest that the ATQ-P can be an effective measure for the
assessment of PAT in a reliable manner.

Further analysis by Ingram and Wisnicki (1988) found that the ATQ-P fit well into a
four-factor model. They showed that after discarding eight items, the remaining 22
items were distributed amongst four factors, the ‘positive daily functioning’, ‘positive
self-evaluation’, ‘others evaluation of self” and ‘positive future expectations’ factors.
Later studies supported this finding, where good model fit was found with the original
four factors (Bryant & Baxter, 1997). This suggests that PAT consists of four different
facets, where each facet describes different ways in which positive cognition can
operate.
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1.4.2.2 Validating a Translated ATQ-P

At this juncture, the ATQ-P has only been translated and validated only one time into
the Dutch language (Boelen, 2007). Their study examined a total of 257 participants
going through bereavement and grief, who were recruited via advertisements.
Participants were asked to complete a series of measures which included the Dutch
version of the Automatic Thought Questionnaire-Positive, the Life Orientation Test, the
Inventory for Complicated Grief and finally the Depression and Anxiety portions of the
Symptom Checklist (Boelen, 2007).

Boelen’s (2007) study found good internal consistency (0=.88) and moderate test-retest
reliability (r=.60). Further examination of the various subscales also showed good
internal consistency with the ATQ-P as a whole (‘Positive daily functioning’, r=.88,
‘Positive self-evaluation’, r=.85, ‘Others evaluation of self’, r=.78, ‘Positive future
expectations’, r=.80, ‘Positive social functioning’, r=.85). They also found good
discriminative validity for their version of the ATQ-P. More interestingly however,
they found that instead of the original four factors, their data fit a five factor model
better, with the addition of the ‘Positive social functioning’ factor. Their study also
reported good index of fit (x%/df=2.25, CFI=.92, TLI=.90, RMSEA=.07, AIC=556.12).
They found that their Dutch version of the ATQ-P had good internal consistency
(Cronbach ¢=0.94), good test-retest reliability (.81), good discriminant and convergent
validity.

Their study showed that not only was the ATQ-P a valid measure for PAT, but the
Dutch version showed good psychometric properties comparable to that of the original
ATQ-P. However, given that an additional factor was elicited suggests that since no
consistent factor structure for the ATQ-P has been determined, it is vital that prior to its
use, it ought to be properly validated for a local populace. Also, the few studies that
have been conducted limit the generalizability of the factor structure and
interpretations, precipitating the need to further study the ATQ-P in other cultures.

15 Adaptations Across Cultures

Various aspects of the current thesis such as the examining the effectiveness of CBT
and GCBT has been explored in previous studies in Malaysia. For example, the
application of GCBT in the treatment of depression (e.g. Mukhtar et al., 2011) and
cognitive mechanism of change in GCBT for depression (e.g. Oei et al., 2014) has
shown the replicability of results in different cultures. Whilst these findings have been
shown to be robust across many cultures, however, these results may not be
transferrable when applied amongst a specific local population.

This is due to the fact that there exists significant cultural differences, particularly when
comparing Western and Non-Western cultures (Markus & Kitayama, 1991). Western
cultures are described as more individualistic where relationships occur with a focus on
the individuals (Markus & Kitayama, 2003). Asian cultures on the other hand are
typically more focussed on the collective group and the relationship that an individual
has with their community (Markus & Kitayama, 2003). These differences serves to
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highlight the notion that concepts and ideologies established in Western cultures may
not be easily applicable amongst non-Western ones. Further to that, cultural differences
may also change the way individuals experience disorders and disabilities. It is
suggested that non-Western patients may experience psychological distress in more
psychosomatic ways, compared to their Western counterparts (Parker, Cheah, & Roy,
2001). For example, individuals suffering from depression would describe themselves
as having a “heavy feeling in their chests” (e.g. Deva, 2004).

Taken together, the significant differences between cultures would suggest the need to
ensure that the adaptations of Western developed models or techniques be properly
validated within local cultures. This is to ensure that the concepts established prior
remain applicable amongst the varied cultures. Doing so would ensure that treatment
effectiveness can remain despite being transferred from one culture to another.

1.6 Thesis aims

This thesis aims to bring together different aspects that have yet to be examined
together here in Malaysia. The general aim is to conduct research that would contribute
positively towards the understanding and treatment of depression. With this in mind,
three broad research questions were asked, a) Would the application of Group
Cognitive Behaviour Therapy be effective in the treatment of depression? And if so, b)
What are the underlying mechanisms of change? And finally ¢c) How would positive
automatic thoughts (PAT) contribute to the mechanism of change and treatment?

Specifically, this thesis aimed to answer these questions, by a) Conducting an
experimental study to validate the Bahasa Malaysia version of the Positive Automatic
Thought Questionnaire, b) Examining the effectiveness of Group CBT with Treatment
as usual (GCBT+TAU) and finally, ¢) Examining the cognitive mechanism of change
in GCBT for depression that influences treatment gains observed given the current data.

1.7 Hypothesis

1. The Bahasa Malaysia version of the Positive Automatic Thought
Questionnaire would have good psychometric properties and factor structures.

2. GCBT+TAU would experience significant reductions to depressive symptoms
from pre-treatment, to mid-treatment, to post-treatment and finally at follow-
up (1 and 6 months) compared to Relaxation+TAU and TAU only control
groups.

3. GCBT+TAU would experience significant reductions to negative automatic
thoughts from pre-treatment, to mid-treatment, to post-treatment and finally at
follow-up (1 and 6 months) compared to Relaxation+TAU and TAU only
control groups.

4. GCBT+TAU would experience significant increases to positive automatic
thoughts from pre-treatment, to mid-treatment, to post-treatment and finally at
follow-up (1 and 6 months) compared to Relaxation+TAU and TAU only
control groups.
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10.

11.

GCBT+TAU would experience significant reductions to dysfunctional beliefs
from pre-treatment, to mid-treatment, to post-treatment and finally at follow-
up (1 and 6 months) compared to Relaxation+TAU and TAU only control
groups.

GCBT+TAU would experience significant increases to cohesion from pre-
treatment, to mid-treatment, to post-treatment and finally at follow-up (1 and 6
months) compared to Relaxation+TAU and TAU only control groups.
Cohesion scores would be significantly different when compared between
participants in the GCBT+TAU and Relaxation+TAU training group.

PAT change scores would have a positive significant relationship with NAT,
dysfunctional beliefs and depression change scores.

NAT would mediate the relationship between negative life events and with
depression symptoms in the GCBT+TAU treatment group.

PAT would mediate the relationship between negative life events and with
depression symptoms in the GCBT+TAU treatment group.

PAT would moderate the relationship between NAT and depression symptoms
in the GCBT+TAU treatment group.
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