
Cognitive Therapy and Research, Vol. 21, No. 3, 1997, pp. 321-344

Attributional Style, Daily Life Events, and
Hopelessness Depression: Subtype Validation
by Prospective Variability and Specificity of
Symptoms1

Lauren B. Alloy2

Temple University

Nancy Just
New Jersey Medical School

Catherine Panzarella
Allegheny University of the Health Sciences

We utilized a short-term, prospective, behavioral high-risk design with a daily
diary methodology for assessing daily life events and symptoms in order to
examine whether attributional style and the attributional style x events
interaction predicted level, within-day, and across-days variability in the
depressive disorder subtype, hopelessness depression, but not other depression
symptoms. Nondepressed participants at high or low risk for hopelessness
depression symptoms based on their attributional styles for positive and
negative events provided daily reports of their positive and negative life events
and ratings of their highest, lowest, and average point for the day on 20
symptoms of depression vs. mania for 28 days. In accord with the hopelessness
theory, attributionally high-risk participants exhibited higher levels and greater
within-day variability and also tended to show greater across-days variability
of hopelessness depression symptoms, but not other depression symptoms, than
attributionally low-risk participants. Across-days variability of hopelessness
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depression symptoms was further predicted by the interaction of attributional
style and total events (positive + negative), whereas within-day variability was
a function of the main effects of attributional style and total events. Finally,
as predicted, hopelessness depression symptoms intercorrelated with each other
more highly than they correlated with non-hopelessness depression symptoms.
The findings are discussed with respect to their implications for the proposed
hopelessness subtype of depression.

The notion that depression may, in fact, be a heterogeneous group of dis-
orders has been maintained since the early 20th century and continues to
be investigated by current researchers (e.g., Craighead, 1980; Kraepelin,
1913). Most attempts to subdivide the depressive disorders have grouped
people together on the basis of similar symptoms, yet, with the possible
exception of the bipolar-unipolar distinction (e.g., Depue & Monroe, 1978),
such classifications have not yielded subtypes with distinct causes, courses,
or treatments (e.g., Leber, Beckham, & Danker-Brown, 1985). In contrast
to these symptom-based approaches to the classification of depression, the
hopelessness theory of depression (Abramson, Metalsky, & Alloy, 1989)
provides a theory-based approach to the identification of a proposed sub-
type of depression: "hopelessness depression" (HD). As a theory-based ap-
proach to subtyping depression, the hopelessness theory specifies an
etiological chain of events hypothesized to lead to the development of the
HD subtype and predicts which symptoms should cohere together in a syn-
drome as a result of this etiological pathway.

THE HOPELESSNESS THEORY OF DEPRESSION

The hopelessness theory is a cognitive diathesis-stress model in which
individuals who exhibit a general tendency to infer that negative life events
are due to stable (i.e., enduring) and global (i.e., likely to affect many out-
comes) causes (negative attributions), will lead to further negative conse-
quences, or imply negative characteristics about themselves (e.g., that they
are deficient or unworthy) are hypothesized to be vulnerable to developing
the symptoms of HD when they confront negative life events. According
to the theory, individuals who exhibit any of these three "depressogenic
inferential styles" should be more likely to make negative attributions and
inferences about actual negative events they encounter, thereby increment-
ing the likelihood of becoming hopeless and, in turn, developing the symp-
toms of HD. However, in the absence of negative events, individuals who
exhibit the hypothesized depressogenic inferential styles should be no more
likely to develop HD than persons without these styles.
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The hopelessness theory also specifies the particular symptoms that
are hypothesized to comprise the behavioral syndrome of HD: retarded
initiation of voluntary responses (motivational symptom), sadness, suicidal
ideation/acts, low energy, apathy,3 psychomotor retardation, sleep distur-
bance, poor concentration, and mood-exacerbated negative cognitions
(Abramson et al., 1989). In addition, low self-esteem and dependency are
also hypothesized to be part of the HD behavioral syndrome when the
stressful event that triggered the episode is attributed to internal (some-
thing about the self) as well as stable, global causes. It is important to note
that whereas some of the symptoms hypothesized to be part of the HD
syndrome (e.g., sadness, suicidal ideation) are also part of the diagnostic
criteria for major depression in the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV; American Psychiatric Asso-
ciation, 1994), others are not part of the commonly accepted criteria for
major depression (e.g., retarded initiation of voluntary responses). More-
over, some symptoms currently thought to be associated with depression
(e.g., appetite disturbance, irritability, low sociability) are not hypothesized
to be part of the HD subtype. The HD syndrome is hypothesized to cut
across currently diagnosed categories of clinical depression (e.g., major de-
pression, dysthymia) and to occur in mild, subsyndromal form as well.

In the hopelessness theory, Abramson et al. (1989) argued that the
diathesis-stress component follows a titration model. That is, the less nega-
tive a person's inferential styles, the more stressful events would need to
be in order to interact with those styles and contribute to the development
of HD. Thus, even people who do not exhibit very negative inferential styles
also may develop an episode of HD when they are confronted with negative
events of sufficient number or magnitude to engender hopelessness. Simi-
larly, the titration model suggests that major negative events are not re-

3It's worth pointing out that the term "apathy" has been interpreted in different ways by
different investigators. In the 1989 hopelessness theory paper, Abramson et al. included apa-
thy but not anhedonia as a symptom of HD. In fact, they actually speculated that depressions
involving an "inability to experience pleasure" (anhedonia) such as Klein's (1974) concept
of endogenomorphic depression may be fundamentally distinct from HD. The word "apathy,"
however, seems to entail two meanings: (1) passive, nonresponding or lack of an instrumental
stance; and (2) lack of interest (or pleasure?) in things. It has been our understanding that
when Abramson et al. (1989) posited apathy as a symptom of HD, they meant the passive,
nonresponding aspect of apathy. Thus, we do not include anhedonia as a symptom of HD
here or in our other papers testing the symptom component of the hopelessness theory (Alloy
& Clements, in press; Alloy, Lipman, & Abramson, 1992). In contrast, Metalsky and Joiner
(this issue) have presumably interpreted apathy to mean lack of interest or pleasure inasmuch
as they did include anhedonia as part of the apathy symptom of HD in their study. Moreover,
while Metalsky and Joiner and Whisman and Pinto (this issue) found that anhedonia behaved
empirically like a HD symptom, Alloy and Clements (in press) found that anhedonia behaved
more like a non-HD-symptora (e.g., it was not predicted by hopelessness). Thus, additional
empirical work is needed to clarify whether loss of pleasure (anhedonia) should or should
not be included as a symptom of HD.
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quired to initiate the inferences hypothesized to culminate in HD for in-
dividuals who possess negative inferential styles. Instead, the occurrence of
minor stressors may be sufficient to trigger the hypothesized depressogenic
inferences and, thus, HD among people who are cognitively vulnerable.
Thus, whereas persons with negative inferential styles may develop HD
symptoms in response to relatively mild events, it should require severe or
many negative life events to trigger HD in persons with more benign cog-
nitive styles.

The logic of the hopelessness theory also suggests that the occurrence
of positive life events provides an opportunity for people to become hopeful
and develop positive mood states. Individuals who tend to attribute positive
events to stable and global causes, infer positive consequences, or positive
characteristics about themselves when good events occur should be espe-
cially likely to develop positive mood states and, even, hypomanic symptoms
in response to good events (e.g., Alloy, Albright, Reilly, Fresco, & White-
house, 1996; Needles & Abramson, 1990). Thus, individuals who have an
internal, stable, global attributional style for interpreting both positive and
negative events, for example, should be especially prone to mood and symp-
tom (particularly HD symptom) variability because they will be reactive to
both the positive and negative occurrences in their lives.

EMPIRICAL TESTS OF THE HOPELESSNESS THEORY'S SUBTYPE
PREDICTIONS

Most empirical tests of the hopelessness theory's validity have focused
on tests of the theory's cognitive vulnerability or cognitive diathesis-stress
hypotheses (see Abramson, Alloy, & Metalsky, 1995, for a review). Whereas
several of these studies have supported the theory's vulnerability and
diathesis-stress predictions (and some have not) for depression in general,
they have not examined whether attributional or inferential style, either
alone or in interaction with stress, predicts specifically to HD symptoms
as opposed to other symptoms not predicted to be part of the HD behav-
ioral syndrome.

We are aware of five studies (not including this special issue) that have
attempted to test the subtype predictions of the hopelessness theory. Using
a retrospective behavioral high-risk design, Alloy, Lipman, and Abramson
(1992) found that, consistent with the theory, currently nondepressed stu-
dents with a depressive attributional style had higher rates of the HD sub-
type (and major depression) in the past 2 years than did nondepressed
students with a nondepressive attributional style. In an outpatient sample
with major depression, endogenous type, Spangler, Simons, Monroe, and
Thase (1993) found that, in accord with hopelessness theory, patients with

324 Alloy et al.



a depressive attributional style who experienced a negative life event in a
matching content domain exhibited higher levels of hopelessness and a
unique constellation of symptoms compared to depressed patients without
the attributional style-stressor match. However, the "matched" group did
not show higher levels of all six HD symptoms assessed in the study when
examined individually. In partial support of the theory, Whisman, Miller,
Norman, and Keitner (1995) found that major depressed inpatients with
high hopelessness levels had higher levels of some hypothesized HD symp-
toms but not others than major depressives with low hopelessness, and that
high and low hopelessness patients didn't differ on the vast majority of
non-HD-symptoms. However, the six hypothesized HD symptoms examined
by Whisman et al. showed only modest internal consistency. Using a pro-
spective design in an undergraduate sample, Alloy and Clements (in press)
found that HD symptoms intercorrelated with one another more highly
than they correlated with non-HD-symptoms, and that hopelessness
prospectively predicted six of eight of the hypothesized HD symptoms and
did not predict any hypothesized non-HD-symptoms or any anxiety disorder
symptoms. In addition, in accord with hopelessness theory, the attributional
diathesis-stress interaction predicted both hopelessness and the symptoms
of the HD subtype prospectively. Finally, in contrast to theory, Haslam and
Beck (1994) reported that single item measures of hypothesized HD symp-
toms showed neither internal coherence nor discreteness, using taxometric
procedures in an outpatient sample of major depressives.

Although the hopelessness theory has received some support in four
of these studies, the studies are characterized by two main limitations with
respect to their evaluation of the validity of the theory's subtype predic-
tions. First, four of the five studies used retrospective (Alloy et al., 1992)
or cross-sectional (Haslam & Beck, 1994; Spangler et al., 1993; Whisman
et al., 1995) designs that do not allow for a test of the critical hypothesis
that the proposed causes of HD (e.g., hopelessness, attributional style, or
the attributional style x stress interaction) temporally precede and prospec-
tively predict the onset of the hypothesized HD symptom constellation. In
addition, in the two studies that examined whether the attributional style-
stress combination predicted HD symptoms (Alloy & Clements, in press;
Spangler et al., 1993), life events were assessed retrospectively, allowing
for the possibility of recall biases in the reporting of stress. Second, three
of the studies (Alloy et al., 1992; Haslam & Beck, 1994; Spangler et al.,
1993) didn't test the specificity of the theory's symptom predictions: They
didn't examine whether the association between hopelessness or depressive
attributional style (either alone or in combination with stress) and elevated
levels of symptoms hypothesized to be part of the HD syndrome would
also be observed for symptoms not hypothesized to be part of HD.
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THE PRESENT STUDY

In the present study, we used a short-term, prospective behavioral
high-risk design (Alloy et al., 1992) with a daily diary methodology for as-
sessing daily life events and symptoms in order to examine whether attribu-
tional style alone and in interaction with events predicted level, within-day,
and across-days variability in HD but not non-HD-symptoms. This design
allowed us to extend prior studies of the hopelessness theory's subtype pre-
dictions in four main ways. First, the use of a prospective high-risk strategy
in a sample of nondepressed persons who were either attributionally vul-
nerable or invulnerable to fluctuations in HD symptoms enabled us to test
whether attributional style (alone and in interaction with events) temporally
preceded and predicted prospectively changes in HD symptoms, relatively
unconfounded by initial depression. Given that the hopelessness theory spe-
cifically applies to subsyndromal as well as clinical levels of depression, the
use of an initially nondepressed sample was adequate for observing symp-
tom variability and was actually advantageous for testing the theory's pro-
spective vulnerability and diathesis-stress predictions. Second, we tested the
specificity of the theory's predictions by examining whether attributional
risk status and the attributional diathesis-stress combination predicted
changes in HD symptoms, in particular, but not non-HD-symptoms. Third,
the use of a daily diary method for assessing participants' daily life events
and symptoms represents an improvement over other approaches in which
respondents provide retrospective reports of their events and symptoms
over longer time intervals. Daily diaries help resolve the recall bias problem
by enabling participants to report on their events and symptoms near the
time they occur and they provide more fine-grained information about the
dynamics of event-symptom relations (Bolger, DeLongis, Kessler, & Schil-
ling, 1989; Penner, Shiftman, Paty, & Fritzsche, 1994).

Finally, we extended prior work on the hopelessness theory in a novel
way by examining within-day and across-days variability of HD and non-HD-
symptoms. Personality researchers have suggested that affective reactivity is
a stable characteristic of personality that encompasses both the intensity of
emotional response and mood variability (Larsen, 1987; Larsen & Diener,
1987) and, moreover, that there are reliable individual differences in affective
reactivity (e.g., Bolger & Schilling, 1991; Larsen, 1987; Penner et al., 1994).
Some people react extremely to everyday positive and negative events, exhib-
iting elation or despair, respectively, whereas others show only mild mood
and symptom responses to daily occurrences (e.g., Bolger & Schilling, 1991;
Cohen & Edwards, 1989; Emmons & King, 1989). According to the hope-
lessness theory, attributional style should be a predictor of individual differ-
ences in affective and symptom reactivity. Those individuals who tend to
attribute both positive and negative events to internal, stable, and global
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causes should be particularly vulnerable to variability in their mood and
symptoms, becoming optimistic and elated or pessimistic and depressed in
response to the daily vicissitudes of life. Moreover, mood variability may be
an important prognostic indicator, identifying individuals prone to affective
dysregulation who are at risk for more severe affective disorders (e.g., Depue,
Slater, Wolfstetter-Kausch, Klein, Goplerud, & Farr, 1981; Huba, Lawlor,
Stallone, & Fieve, 1976; Stallone, Huba, Lawlor, & Fieve, 1973). We chose
to examine both within-day and across-days variability of symptoms in order
to distinguish people's initial reactions to events from their speed of recovery
from those events (Bolger & Schilling, 1991; Goplerud & Depue, 1985).
Whereas attributionally vulnerable and invulnerable persons may react
equally to positive and negative events on the day they occur, attributionally
vulnerable persons may exhibit more prolonged reactivity and, thus, show
greater across-days variability (Metalsky, Halberstadt, & Abramson, 1987;
Metalsky, Joiner, Hardin, & Abramson, 1993).

We tested the following specific hypotheses derived from the hope-
lessness theory: (1) Attributionally vulnerable (high-risk [HR]) individuals
will exhibit higher symptom levels and greater within-day and across-days
symptom variability than attributionally invulnerable (low-risk [LR]) indi-
viduals for HD symptoms, but not for non-HD-symptoms; (2) This should
occur because HR participants will be more reactive than LR participants
to daily positive and negative life events. Thus, the attributional style x
events (positive and negative) interaction will predict within-day and across-
days variability of HD symptoms, but not non-HD-symptoms. In particular,
based on the titration model of the diathesis-stress component discussed
above, HR participants will show greater symptom variability than LR par-
ticipants even at low levels of events, whereas high levels of events may
be sufficient to engender hopelessness/hopefulness and, thus, HD symptom
fluctuations in LR participants; and (3) Over the 28 day rating period, HD
symptoms will intercorrelate with each other to a greater extent than they
will correlate with non-HD-symptoms.

METHOD

Participants

A two-phase screening procedure was used to select the final sample
of participants. In Phase I, we gave the Attributional Style Questionnaire
(ASQ; Seligman, Abramson, Semmel, & von Baeyer, 1979) and the Beck
Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh,
1961) to approximately 350 undergraduates in group testing sessions. Par-
ticipants were initially selected based on three criteria: ASQ composite
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scores (internal + stable + global) for negative events, ASQ "self-serving"
(positive event-negative event composite) composite scores, and BDI
scores. Potential high-risk (HR) and low-risk (LR) participants scored in
the top and bottom quartiles, respectively, of the Phase I screening sample
on the ASQ negative event composite. The second criterion, the ASQ self-
serving score, was used to select the students in the quartiles described
above who were most and least vulnerable to variability of HD symptoms
in response to positive as well as negative life events. The self-serving score
was calculated by subtracting each person's negative events composite score
from their positive events composite score. Those with self-serving scores
close to 0 (indicating very internal, stable, global attributional styles for
both good and bad events) were selected for the HR group, while those
with extreme positive self-serving scores (indicating very internal, stable,
global attributions for good events but very external, unstable, specific at-
tributions for bad events) were selected for the LR group. Only those HR
and LR participants who also scored <15 on the BDI were eligible for the
Phase II screening.

In Phase II, eligible HR and LR participants from Phase I were admin-
istered the current episode portion of a modified Schedule for Affective Dis-
orders and Schizophrenia—Lifetime (mod-SADS-L) interview (Endicott &
Spitzer, 1978). Individuals were excluded from the final sample if they met
DSMIII-R or Research Diagnostic Criteria (RDC; Spitzer, Endicott, & Rob-
ins, 1978) for any current Axis I disorder.4 The final sample included 54 HR
(25 men, 29 women) and 54 LR (29 men, 25 women) participants. Table I
displays the means and standard deviations (SDs) for the BDI and ASQ com-
posite scores for the final HR and LR groups. Although no participant met
diagnostic criteria for a depressive disorder and the mean BDI score fell
within the nondepressed range for both risk groups (HR = 6.60, LR = 2.10),
a Risk x Sex analysis of variance (ANOVA) on the BDI scores yielded a
significant Risk effect, F(1, 101) = 16.57, p < .001. Thus, subsequent tests
of the study hypotheses controlled for these initial depressive symptom dif-
ferences by including the BDI scores as a covariate in the analyses.

Measures

Beck Depression Inventory (BDI)

The BDI (Beck et al., 1961) is a widely used 21-item self-report ques-
tionnaire that assesses the presence and severity of cognitive, motivational,

4Of the Phase I—eligible participants, 33% of the HR and 6% of the LR participants were
excluded at the Phase II screening because they currently met DSMIII-R or RDC criteria
for an Axis I disorder.
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somatic, and affective symptoms of depression. It was used here as a screen-
ing instrument for selecting attributionally HR and LR individuals who were
not currently exhibiting significant levels of depressive symptoms. Previous
research has demonstrated that the BDI is internally consistent (alpha = .81
for nonpsychiatric samples), shows high test-retest reliability, and is valid with
both psychiatric and normal samples (Beck, Steer, & Garbin, 1988).

Attributional Style Questionnaire (ASQ)

The ASQ (Seligman et al., 1979) consists of 12 hypothetical situations
depicting six positive and six negative events. Respondents evaluate the
cause of each event with respect to its internality (dependence on self),
stability (chronicity over time), and globality (generality across situations).
Participants' composite attributional styles for positive and negative events
were used to assess attributional vulnerability. Positive and negative event
composite scores were calculated by summing respondents' internality, sta-
bility, and globality ratings across the six positive or negative events, re-
spectively, yielding scores that could range from 18 to 126 for each
composite. The self-serving composite was calculated by subtracting the
negative from the positive events composite. Peterson, Semmel, von Baeyer,
Abramson, Metalsky, and Seligman (1982) reported acceptable internal
consistency (alpha = .75 for positive and .72 for negative composite) and
test-retest reliability (r's = .70 and .64 for the positive and negative com-
posites) for the ASQ composite scores. The ASQ has also demonstrated
substantial validity as a predictor of depressive symptoms and episodes
alone and in interaction with stress (Abramson et al., 1995).

Modified SADS-L Interview

The current episode portion of a modified SADS-L interview (Endicott
& Spitzer, 1978) was used to make current RDC and DSMIII-R diagnoses
of depression and other Axis I disorders at the Phase II screening. Partici-
pants who met criteria for any current Axis I disorder were excluded from
the final sample. The modifications of the original SADS-L were the fol-
lowing: (1) We added additional probes to allow for DSMIII-R as well as
RDC diagnoses; (2) We added additional items that assessed the precise
number of days a person felt depressed and for what percent of waking
hours each day he/she felt depressed; (3) We incorporated aspects of the
Anxiety Disorders Interview Schedule (DiNardo, Barlow, Cerny, Vermilyea,
Vermilyea, Himadi, & Waddell, 1985) to expand and improve on the probes
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in the anxiety disorders section; and (4) We grouped together all items
relevant to a given diagnosis.

Diagnostic interviewers were two advanced graduate students in clini-
cal psychology who were blind to participants' risk group status. They com-
pleted an intensive interviewer training program for the administration of
the mod-SADS-L and the assignment of RDC and DSMIII-R diagnoses
modelled after ideal programs (e.g., Gibbon, McDonald-Scott, & Endicott,
1981). Interrater reliability was calculated by means of the Kappa statistic
(Cohen, 1960). Based on joint ratings of 40 interviews, we obtained Kappas
>.90 for all diagnoses.

Modified Inventory for Behavioral Variation (MIBV)

The daily diary form used in this study was a modification of the Inven-
tory for Behavioral Variation (IBV; Depue et al., 1981; Goplerud & Depue,
1985) previously used to assess fluctuations of mood and behavior over time.
The IBV, in turn, is based on the Personal Feelings Scale (PFS) developed
by Wessman and Ricks (1966), which has been found to be a reliable instru-
ment for measuring mood and behavior variability. As detailed by Goplerud
and Depue (1985; Depue et al., 1981), the IBV is basically free of effects of
social desirability as well as other response biases including concealment, de-
fensiveness, and yea-saying or nay-saying response sets. A 28-day rating pe-
riod was selected based on prior research suggesting that this time period is
sufficiently long to differentiate relatively stable vs. variable individuals
(Goplerud & Depue, 1985; Wessman & Ricks, 1966). Following Goplerud
and Depue (1985), our modified IBV had two parts.

In Part 1, participants listed separately any positive and negative events
that happened to them that day. Because we expected symptom variability
to be influenced by the occurrence of both good and bad events, we used
a total events (TE) score for each participant, calculated as the total
number of good + bad events experienced over the 28-day rating period.
HR and LR groups did not differ on TE scores, F(1, 100) = 2.94, n.s (see
Table I for the means and SDs).

Part 2 of the MIBV contained 20, 10-point graduated bipolar scales,
each describing a mood, cognition, or behavior that represents a common
symptom or feature of depression vs. mania. Compared to the original IBV,
our modified version added several bipolar scales of particular relevance
to this study (e.g., hopelessness/optimism), eliminated others not of interest
(e.g., drug use), and slightly reworded some of the descriptors for the bi-
polar scales to improve clarity. Eleven of the 20 scales assessed symptoms
hypothesized to be part of HD and 9 assessed non-HD-symptoms. Table
II presents the 20 symptom scales, their bipolar endpoint descriptors, and
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their designations as HD or non-HD-symptoms. The MIBV achieved some
degree of cross-person comparability of responses by the use of descriptive
statements as scale points and achieved cross-item comparability by utilizing
approximately the same theoretical extremes across the 20 scales (Goplerud
& Depue, 1985). Additionally, the 10-point rating scales comprised a broad,
graduated range with approximately equal subjective intervals between
points on the scale so that moving outward from the midpoints, a homo-
geneous advancement toward the extremes of the symptom was obtained.

Following Depue et al. (1981) and Goplerud and Depue (1985), on
each day of the 28-day rating period, participants provided three ratings
on each mood, cognition, or behavior scale: (a) the highest (peak) level
reached for that symptom for the day; (b) the lowest (trough) level reached
for that symptom for the day; and (c) the average level of that symptom
for the day.5 An overall within-day variability score was derived for each
symptom by taking the difference between the peak and trough for that
symptom on each day and then calculating the mean of the 28 daily peak
minus trough difference scores. Across-days variability was measured in two
ways: (1) We calculated the standard deviation of the average point for
the day ratings across the 28 days for each symptom; and (2) We calculated
the number of positive shifts (a change of at least 1 scale point in the
direction of the manic endpoint of the scale) and the number of negative

5Due to inconsistencies in how participants understood the scale for the symptom "irritability"
and how they rated their high and low points for the day for this symptom, irritability was
excluded from all analyses testing Hypotheses 1 and 2 for non-HD-symptoms.
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Table I. Means and Standard Deviations of BDI, ASQ, and TE
Scares for HR and LR Participantsa

Measure

BDI
M
SD

ASQ Negative Events Composite
M
SD

ASQ Positive Events Composite
M
SD

ASQ Self-Serving Composite
M
SD

TE
M
SD

HR (N = 54)

6.60
7.58

94.43
5.98

91.56
8.86

-2.87
10.39

72.47
60.54

LR (N = 54)

2.10b

2.55

52.65*
6.46

102.44b

8.91

49.80*
11.79

58.42
49.22

aBDI = Beck Depression Inventory; ASQ = Attributional Style Ques-
tionnaire; TE = Total Events; HR = High-Risk; LR = Low-Risk.

bp < .001.
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Table II. Symptom Scales and Bipolar Endpoint Descriptors for Part 2 of the MIBVa

Symptom Scale

Energy (HD)

Mood (HD)

Interest in things (HE

Optimism (HD)

Thought processes
(non-HD)

Sociability (non-HD)

Self-esteem/worth
(HD)

Self-efficacy (HD)

World view (non-HD)

Productivity (HD)

Concentration (HD)

Decisiveness
(non-HD)

Zest for Life (HD)

Laughing/crying
(non-HD)

Irritability (non-HD)

Sleep (HD)

Appetite (non-HD)

Sexual interest
(non-HD)

Sensation seeking
(non-HD)

Psychomotor activity
(HD)

Bipolar Endpoint Descriptors

Exuberant vitality, surging with energy
Utterly exhausted, entirely worn out, practically at a standstill
Elated, euphoric, ecstatic
Utter depression and gloom

)) Passionately absorbed in the world's excitement
Nothing is interesting— not even family or friends
Everything is possible for me, nothing can go wrong
Everything seems bleak and futile, feel totally hopeless
Thoughts are literally racing through my head
My mind is stagnant, dead, nothing moves
Immensely sociable, overwhelming desire to simply be with

people
Completely withdrawn, want no human contact
Have a sense of extraordinary worth and goodness
In anguish; am a totally worthless human being
Nothing is impossible for me; I can do anything; I am a

complete success
Feel totally helpless; I can do nothing; I am a complete failure
The world holds nothing but opportunities and marvelous

pleasures for me
The world holds nothing but obstacles and hardships for me
Tremendously productive and efficient; my work is totally effortless
Tremendously unproductive and inefficient; incapable of any

work at all
Mind is powerful beam of concentrated thought; have total

concentration powers
Mind is utterly confused and distracted; can't concentrate at all
Supremely confident in my judgment; can instantly make any

decision
Utterly immobile; frozen by doubts; can't make any decisions at all
Want to live forever; have tremendous enthusiasm for life
Want to die; would kill myself if had the chance
Laugh all the time and can't stop it
Can't cry even though desperately want to
Get irritated by anything; feel irritated constantly
Don't get irritated by anything; even things that used to irritate me
Awoke extremely refreshed; slept extremely soundly
Awoke completely exhausted and weary; total lack of sleep
Have an immense appetite
Have no appetite at all
Sex constantly on my mind; felt very sensual
Felt sexually bland
Felt a strong need to do new and exciting things
Felt a strong need to avoid excitement; actively sought out quiet
Was far more active than other people; felt as if I were flying

around; was unable to remain still for more than a few
moments

Could barely get myself going; very slowed down; didn't do
anything

aMIBV = Modified Inventory of Behavioral Variation.



shifts (a change of at least 1 scale point toward the depressed endpoint of
the scale) in the average point for the day ratings from one day to the
next across the 28-day rating period for each symptom.6 The average level
for each symptom was the mean of the 28 average point for the day ratings.
The MIBV took approximately 10 min to complete each day.

Procedures

An initial briefing session was held individually with each participant.
At this session, the daily rating procedure was explained, written consent
was obtained, and standardized MIBV daily rating forms like those used
by Depue et al. (1981; Goplerud & Depue, 1985) were distributed. In order
to reduce error stemming from the act of reporting, the following proce-
dures delineated by Depue et al. (1981; Goplerud & Depue, 1985) were
used: (1) The descriptors for each bipolar scale were available to partici-
pants at all times. This was achieved by having the descriptors printed on
each form; (2) A long enough rating period (28 days) was used to negate
any temporary effects due to changes in familiarization with the task; (3)
To control for the effects of diurnal variation, participants were instructed
to complete their daily rating forms between 9 and 12 PM. If a participant
couldn't complete the MIBV during the assigned time period, s/he was to
complete it the next morning but no later. Participants were instructed to
not complete a form for any missed days in order to prevent distortion of
the ratings; (4) To minimize inconsistency, a frequently scheduled time was
established by which completed forms were to be returned. Forms were
dropped off bi-weekly by noon on Mondays and Thursdays; and (5) Inas-
much as confidentiality and rapport were important to reduce defensive-
ness, all rating forms were identified only by coded number and were
dropped off in a box on campus. Rapport was established during the initial
briefing session and each person was phoned once a week and given en-
couragement to continue completing the MIBV forms.

RESULTS7

Hypothesis 1

Hypothesis 1 was that the attributionally HR group would exhibit
higher average depressive symptom levels and greater within-day and

6Given that all across-days variability analyses using the positive and negative shifts dependent
measures replicated those using the standard deviation dependent measure, for the sake of
brevity, we only report analyses with the standard deviation of average point for the day
ratings in this paper.

7Degrees of freedom differ across various statistical analyses due to missing data.
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across-days symptom variability than would the attributionally LR group
for HD symptoms, but not for non-HD-symptoms. Thus, we predicted a
Risk (HR, LR) x Symptom Type (HD, non-HD) interaction. We tested
this hypothesis with an approach that was conservative in two respects.
First, to protect against inflated experiment-wide error rate, we conducted
a series of Risk x Symptom Type multivariate analyses of covariance
(MANCOVAs) for each of the three dependent measures (average symp-
tom level, within-day and across-days variability), with Symptom Type as a
repeated measures factor and initial BDI scores as the covariate.8 For each
analysis, the homogeneity of covariance assumption (Joiner, 1994) was met.
When the Risk x Symptom Type interaction was significant (based on
Wilk's lambda) in the overall MANCOVA, we decomposed the interaction
by examining the multivariate Risk effect separately for HD and non-HD-
symptoms. The second way in which our approach was conservative was
that we used two-tailed tests of significance, despite the fact that we had
clearcut directional predictions.

Average Symptom Level

As predicted, the Risk x Symptom Type MANCOVA on average symp-
tom levels yielded a significant Risk x Symptom Type interaction, F(1, 101)
= 7.09, p < .01. Decomposition of the interaction showed that the Risk
effect was significant for HD symptoms, F(11, 89) = 2.19, p = .02, but not
for non-HD-symptoms, F(8, 92) = 1.24, n.s. HR participants had lower
self-esteem, self-efficacy, productivity, and concentration and marginally
lower optimism and psychomotor activity across the 28 days than did LR
participants. Table III shows means and SDs and univariate F tests for in-
dividual HD symptoms.

Within-Day Variability

The Risk x Symptom Type interaction was also significant in the MAN-
COVA on within-day variability (peak - trough) scores, F(1, 102) = 5.22, p =
.02. This interaction occurred because the Risk effect was significant for HD
symptoms, F(11, 90) = 2.02, p < .04, but not for non-HD-symptoms, F(8, 93)
= 1.52, n.s. The HR group showed greater within-day variability on 9 of the
11 HD symptoms and marginally greater variability on the other two HD
symptoms (zest for life and sleep). See Table III for the means, SDs, and uni-

8We initially included Sex as a between subjects factor in the MANCOVAs, but found that
none of the main effects or interactions involving Sex were significant. Thus, for the sake of
brevity, we collapsed across Sex in the analyses reported here.
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Table III. Means, Standard Deviations (SDs), and Univariate Statistics on Average Symp-
tom Level, Within-Day Variability, and Across-Days Variability Scores for HD Symptomsa

Symptom

Energy
Mood
Interest in things
Optimism
Self-esteem/worth
Self-efficacy
Productivity
Concentration
Zest for life
Sleep
Psychomotor activity

Symptom

Energy
Mood
Interest in things
Optimism
Self-esteem/worth
Self-efficacy
Productivity
Concentration
Zest for life
Sleep
Psychomotor activity

Symptom

Energy
Mood
Interest in things
Optimism
Self-esteem/worth
Self-efficacy
Productivity
Concentration
Zest for life
Sleep
Psychomotor activity

Average Symptom Level

High-Risk

4.95 (0.85)
5.35 (0.94)
5.32 (0.98)
5.16 (1.06)
5.03 (0.96)
5.09 (1.01)
4.69 (0.88)
4.73 (0.98)
5.76 (1.21)
4.87 (0.88)
3.87 (0.83)

Low-Risk

5.45 (0.80)
5.85 (0.66)
5.87 (0.76)
5.93 (1.02)
5.93 (0.88)
6.08 (1.05)
5.42 (0.79)
5.37 (0.77)
6.38 (0.97)
5.26 (1.05)
4.31 (0.81)

F(1, 99)

1.74
1.27
1.33
3.59b

10.03d

9.67d

7.96d

4.91C

0.68
3.51b

1.47

Within-Day Variability

High-Risk

2.25 (0.83)
2.17 (0.85)
1.92 (0.79)
1.97 (0.86)
1.76 (0.79)
1.63 (0.74)
1.84 (0.76)
1.95 (0.76)
1.45 (0.83)
1.19 (1.17)
1.59 (0.63)

Low-Risk

1.86 (0.75)
1.73 (0.71)
1.54 (0.65)
1.53 (0.73)
1.37 (0.62)
1.24 (0.71)
1.57 (0.73)
1.68 (0.76)
1.23 (0.71)
0.89 (1.18)
1.37 (0.64)

F(1, 100)

12.06e

11.70e

11.56e

12.08e

12.57e

11.60e

9.53d

8.20d

3.40b

2.73b

9.24b

Across-Days Variability

High-Risk

1.15 (0.38)
1.01 (0.29)
0.99 (0.35)
0.98 (0.34)
0.87 (0.35)
0.84 (0.35)
1.07 (0.46)
1.02 (0.43)
0.77 (0.35)
1.46 (0.46)
0.95 (0.30)

Low-Risk

1.11 (0.37)
0.96 (0.32)
0.97 (0.34)
0.88 (0.28)
0.76 (0.27)
0.70 (0.28)
1.04 (0.42)
1.00 (0.41)
0.79 (0.26)
1.49 (0.52)
0.90 (0.30)

F(1, 99)

0.34
1.56
0.96
3.27b

6.70a

5.02c

0.14
0.04
0.21
0.02
1.57

aHigher scores on average symptom levels indicate less depressed/more manic levels; Higher
scores on within-day and across-days variability indicate greater variability.

bp < .10.
cp < .05.
dp < .01.
ep < .001.



variate F tests for the individual HD symptoms. The significant Risk x Symp-
tom Type interaction for within-day variability could be attributable to differ-
ences on the peak (high point) ratings, the trough (low point) ratings, or both.
Separate MANCOVAs on peak and trough ratings showed that the Risk x
Symptom Type interaction was significant for troughs, F(1, 102) = 11.36, p <
.001, but not for peaks, F(1, 102) = 1.26, n.s.9

Across-Days Variability

In contrast to Hypothesis 1, the Risk x Symptom Type interaction was
not significant for across-days variability. However, an exploratory exami-
nation of HD and non-HD-symptoms separately showed that the Risk
groups differed significantly on across-days variability for HD symptoms,
F(11, 89) = 1.94, p < .04, but not for non-HD-symptoms, F(8, 92) = 0.99,
n.s. Table HI shows that HR participants showed greater across-days vari-
ability for self-esteem and self-efficacy and marginally more variability for
optimism than LR participants.

Hypothesis 2

The second hypothesis was that the attributional HR participants
would be more reactive to daily events (positive and negative) than LR
participants and, thus, that the Risk x Events interaction would predict
within-day and across-days variability of HD-symptoms but not non-HD-
symptoms. In particular, based on the hopelessness theory's titration model,
the HR group would show greater variability than the LR group at low
levels of events, but the groups would not differ at high levels of events.
To test this diathesis-stress hypothesis, we conducted six regression analyses
using hierarchical multiple regression, analysis of partial variance (APV;
Cohen & Cohen, 1983).10 Two regressions (for HD and for non-HD-symp-

9In order to further explore the locus of the significant Risk x Symptom Type interactions
we obtained on average level, within-day variability, and lowest point (trough) ratings, we
conducted separate Risk x Symptom Type MANCOVAs in which Risk was based on either
the negative event attributional style composite alone or the positive event attributional style
composite alone, respectively. For both average level and within-day variability scores, the
Risk x Symptom Type interaction was significant for Risk based on the negative event com-
posite and marginally significant for Risk based on the positive event composite. For trough
ratings, the Risk x Symptom Type interaction was significant for Risk based on both the
negative and positive event composites. These findings suggest that attributional style for
both negative and positive events (or the self-serving composite score we used) contributed
to the risk group differences we obtained on HD but not non-HD-symptoms.

10We used regression analysis to test the diathesis-stress hypothesis because regression analysis
with continuous events scores is more sensitive to detecting Risk x Events interactions than
is the factorial approach of ANOVA (Cohen & Cohen, 1983).
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toms) each were conducted for average symptom level, within-day variabil-
ity and across-days variability. The dependent measure for each analysis
was a composite across the 28 days of either the average level scores (mean
average point for the day), within-day variability scores (mean peak-trough
for the day) or the across-days variability scores (standard deviation of av-
erage point for the day) summed over the 11 HD symptoms or 8 non-HD-
symptoms, respectively. For each hierarchical regression, the initial BDI
score was entered at Step 1, Risk was entered at Step 2, the TE score
(total # of positive + negative events over the 28 days) was entered at
Step 3, and finally, the Risk x TE interaction was entered last at Step 4.
To ascertain the form of any obtained interactions, the associated regression
coefficients were evaluated using protected t-tests. This method of analysis
provides a conservative test of the hypothesis because it considers only in-
cremental effects of events over the previously demonstrated effect of Risk
as well as the incremental effects of the Risk x TE interaction over the
separate contributions of both Risk group and events. In addition, for each
analysis, we tested the homogeneity of covariance assumption associated
with APV (Joiner, 1994) and it was met in every case.

Average Symptom Level

Whereas the Risk main effect, F(1, 76) = 6.39, p < .02, predicted
average symptom level for HD symptoms significantly, neither the TE main
effect, F(1, 75) = 1.24, n.s., nor the Risk x TE interaction, F(1, 74) = 0.11,
n.s., predicted average level of HD symptoms significantly. Aside from in-
itial BDI scores, there were no significant predictors of average level of
non-HD-symptoms.

Within-Day Variability

Although both the Risk main effect, F(1, 77) = 7.78, p < .01, and the
TE main effect, F(1, 76) = 6.25, p < .02, were significant predictors of
within-day variability for HD symptoms, the Risk x TE interaction did not
predict additional significant variance in HD within-day variability, F(1, 75)
= 0.68, n.s. HR participants exhibited greater within-day variability of HD
symptoms than LR participants, and individuals with many total events
showed greater within-day variability than those with few total events.
When HD peaks and troughs were examined separately, the Risk and TE
main effects were significant for troughs (depressed end of HD symptom
scales) but not for peaks (manic end). For non-HD-symptoms, only TE
significantly predicted within-day variability, F(1, 76) = 4.01, p < .05.
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Fig. 1. Across-days variability scores for hopelessness depression (HD) symptoms for High
Risk and Low Risk participants as a function of a low or high number of total (positive +
negative) life events. Across-days variability scores were calculated as the sum of the standard
deviations (SD) of average point for the day ratings across 28 days for the 11 HD symptoms.
Higher scores indicate greater variability.

Across-Days Variability

In the regression analysis on across-days variability scores for HD
symptoms, both the Risk main effect, F(1, 76) = 5.11, p < .03, and the
Risk x TE interaction, F(1, 74) = 5.29, p < .03, were significant predictors.
Figure 1 shows the form of the interaction. Our follow-up analyses of this
significant interaction used +/- 0.5 standard deviation on the TE scores.11

When the number of events was low, the HR group showed greater HD
symptom variability than the LR group, t(26) = 2.56, p < .02, whereas
there were no risk group differences when participants experienced many
events, t(26) = -0.37, n.s. In addition, LR participants were more variable
when they experienced many rather than few events, t(25) = -2.12, p <
.04, whereas HR participants exhibited similar variability in response to
many vs. few events, t(27) = 0.85, n.s. In the regression analysis on across-
days variability of non-HD-symptoms, there were no significant predictors.

11Follow up analyses using a median split, +/- 1 SD or upper and lower quartiles on the TE
scores provided results that converged with those presented in the text.



Hypothesis 3

Hypothesis 3 was that HD symptoms would intercorrelate with each
other to a greater extent than they would correlate with non-HD-symptoms.
To test this hypothesis, we used a t-test to compare the mean correlation
of the 28-day average symptom levels between pairs of HD symptoms
(mean of 55 correlations representing each pair of 11 HD symptoms) to
the mean correlation of the 28-day average symptom levels between each
HD and non-HD-symptom (mean of 91 correlations representing each of
11 HD symptoms with each of 8 non-HD-symptoms). The t-test was cal-
culated by first transforming each correlation with the r to z transformation
and then testing the difference between mean z scores (Cohen & Cohen,
1983).12 The mean correlation between pairs of HD symptoms (r = .77)
was significantly higher than the mean correlation between HD and non-
HD-symptoms (r = .69), t(144) = 2.82, p < .001.

DISCUSSION

In summary, the findings from the present study provided substantial
support for the subtype predictions of the hopelessness theory of depression
(Abramson et al., 1989). Consistent with hopelessness theory, individuals
who manifested an internal, stable, global attributional style for both posi-
tive and negative events exhibited higher average levels and greater within-
day and across-days variability of HD symptoms specifically, but not
non-HD-symptoms (although the Risk x Symptom Type interaction was not
significant for across-days variability), than individuals with a self-serving
attributional style (internal, stable, global for positive events but external,
unstable, specific for negative events), even when initial depressive symp-
tom levels were controlled. In addition, individuals' across-days variability
of HD symptoms, but not non-HD-symptoms, was predicted by the attribu-
tional diathesis x events interaction; whereas within-day variability of HD
symptoms was a function of the separate effects of attributional style and
life events. Finally, in accord with the theory, HD symptoms intercorrelated
with each other more highly than they correlated with non-HD-symptoms.

That attributional style predicted level and variability of HD symptoms
specifically provides important validation of the hypothesized HD subtype
in two ways. First, given that participants were nondepressed at the outset
of the study and that any residual risk group differences in initial depressive
symptoms (BDI scores) were statistically controlled, these findings suggest
that as specified in the hopelessness theory, attributional style does act as

12The df for this t-test equalled the total number of correlations minus 2 or (55 + 91) - 2
= 144.
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a risk factor that temporally precedes and prospectively predicts changes
in HD symptoms, unconfounded by depression. Second, the fact that at-
tributional style did not predict level or variability of symptoms not hy-
pothesized to be part of the HD syndrome, despite the fact that these
non-HD-symptoms correlated substantially (mean r = .69) with the HD
symptoms, suggests that the hypothesized HD symptoms may, in fact, rep-
resent a subtype with unique vulnerability factors. Consistent with the re-
sults of our prospective, daily diary study, Metalsky and Joiner (this issue),
Whisman and Pinto (this issue), and Whisman et al. (1995) using cross-
sectional designs with undergraduates, depressed adolescent inpatients, ma-
jor depressed adult inpatients, respectively, and Alloy and Clements (in
press) using a prospective design in an undergraduate sample, also obtained
considerable support for the specificity of the hopelessness theory's predic-
tions to HD, but not non-HD-symptoms.

Also supportive of hopelessness theory's subtype predictions was our
finding that symptoms hypothesized to be part of the HD profile intercor-
related with each other more strongly than they correlated with other non-
HD-symptoms. This finding along with the similar results of Alloy and
Clements (in press) and Metalsky and Joiner (this issue) suggests that the
hypothesized set of HD symptoms may indeed cohere together in a syn-
drome. Presumably, the increased coherence of the set of HD symptoms
is due in part to their each being associated with or even "caused" by hope-
lessness, the hypothesized proximal cause of these symptoms in the hope-
lessness theory. Of course, this conjecture was not tested directly in the
present study because we did not examine whether variations in the opti-
mism/hopelessness scale temporally preceded and predicted variations in
the other HD symptoms. However, Alloy and Clements (in press) found
that hopelessness did temporally precede and predict prospectively changes
in other HD symptoms. In contrast to our mean correlation of .77, Alloy
and Clements' (in press) mean correlation of .49, Metalsky and Joiner's
(this issue) mean correlation of .43, and Whisman and Pinto's (this issue)
mean correlation of .40 between pairs of HD symptoms, Whisman et al.
(1995) reported only a .11 interitem correlation for the six HD symptoms
they examined and Haslam and Beck (1994) found little evidence of co-
variation among the six HD symptoms they assessed. The discrepancy in
internal consistency of the set of HD symptoms across these studies may
be due to differences in the measurement of each individual symptom (e.g.,
daily longitudinal assessment vs. one-time cross-sectional assessment), dif-
ferences in which symptoms are included in the HD profile and their meas-
urement reliability, or to differences in the studies' samples (normal
undergraduates vs. depressed inpatients or outpatients). In particular, the
rather high correlation between pairs of HD symptoms in the present study
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(mean r = .77) may be attributable to our assessment of these symptoms
on a daily basis. We believe that additional studies are needed that examine
the interrelations of the hypothesized set of HD symptoms before we draw
any firm conclusions about their coherence in a syndrome.

A novel feature of our study was that we examined another dimension
of mood disorders, symptom variability, as well as the level of symptoms.
Our findings are consistent with prior evidence suggesting that there are
reliable individual differences in affective reactivity (Bolger & Schilling,
1991; Larsen, 1987; Larsen & Diener, 1987; Penner et al., 1994). Moreover,
attributional style predicted these individual differences in affective vari-
ability. Consistent with the hopelessness theory, individuals who tended to
make internal, stable, global attributions for positive and negative life
events were particularly vulnerable to fluctuations in HD symptoms, exhib-
iting more extreme symptom changes both within a day and across days.

Why would attributionally vulnerable persons evidence more variability
in HD symptoms? Based on the hopelessness theory's diathesis-stress hy-
pothesis, we reasoned that individuals with an internal, stable, global attribu-
tional style for positive and negative events would be more reactive to daily
life events they experienced, becoming optimistic and elated in response to
good events and pessimistic and depressed in response to bad events. Con-
sistent with this hypothesis, we found that the attributional risk x total events
interaction did predict across-days variability of HD symptoms (but not non-
HD-symptoms). Moreover, the form of the interaction was congruent with
the titration model of the diathesis-stress combination in the hopelessness
theory (Abramson et al., 1989). Whereas attributionally high-risk persons ex-
hibited high HD symptom variability both when they experienced few or
many events, attributionally low-risk individuals only exhibited as much vari-
ability as high-risk participants when they experienced many life events. Thus,
attributionally vulnerable persons were more reactive to events at low levels
than were attributionally invulnerable persons.

Although the attributional style x events interaction predicted across-
days variability of HD symptoms, within-day variability of HD symptoms was
a function of the separate main effects of attributional style and total events.
Our finding is consistent with Metalsky et al. (1987; 1993), who in two studies
reported that undergraduates' immediate, same-day reactions to receiving
their exam grades were predicted solely by the outcome they obtained,
whereas their reactions 1-2 days later were predicted by the attributional
style x exam outcome interaction. Our findings suggest that whereas the
symptoms of both attributionally vulnerable and invulnerable persons may be
buffeted about in response to events on the day they occur, attributionally
vulnerable persons may respond with more prolonged reactivity to even low
levels of such events and, thus, exhibit greater across-days variability at low
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event levels than attributionally invulnerable persons. However, if both risk
groups responded with HD symptom fluctuations to life events on the day
they occurred, what accounts for the HR group's greater within-day variabil-
ity than the LR group (i.e., the main effect of Risk), independent of the effect
of events? We can only speculate. It is possible that the occurrence of micro
events (e.g., receiving a compliment, being ignored by a salesperson) may
have been considered too unimportant to report on the daily rating forms,
yet the occurrence of these low magnitude events may have been sufficient
to impact on the mood and symptoms of individuals who were cognitively
vulnerable (i.e., the HR group). Whatever the explanation for the greater
within-day variability of the attributional HR group, it will have to account
for the specificity of this vulnerability to affective reactivity to the set of symp-
toms hypothesized to be part of HD.

Limitations of the Present Study

Despite many positive features, it is important to note this study's limi-
tations. First, we only examined the temporal precedence of attributional
style and the attributional diathesis-stress interaction in predicting normal
variation in HD symptoms. Future studies should also investigate the tempo-
ral precedence and predictive power of attributional style and life events for
variation in clinically significant episodes of HD. Second, we did not examine
whether the effect of attributional style alone or in interaction with events
on variability of HD symptoms was mediated by fluctuations in opti-
mism/hopelessness, as predicted by the hopelessness theory. Finally, we as-
sessed HD and non-HD-symptoms with individual item scales on the MIBV
Future studies would benefit from the development of reliable and valid in-
ventories designed to assess hypothesized HD symptoms in particular (see
Metalsky & Joiner, this issue).
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