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you.
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ABSTRACT
The following study sought to use the Beck Depression Inventory-II (BDI-II) as a
means of decreasing depression and delusional ideation, and increasing insight and
coping skills in adults with schizophrenia or schizoaffective disorder. Using the BDIII as the independent variable, participants in the experimental group took the BDI-II
once per week over the course of six weeks, in order to see if regular exposure to the
instrument would lead to significant changes in scores on the Beck Cognitive Insight
Scale (BCIS), Peters Delusions Inventory-21 (PDI-21), the Ways of Coping
Questionnaire (WAYS), and the BDI-II itself. The control group completed a
distraction task in place of the BDI-II for five weeks, and then took the BDI-II during
week six for the purpose of comparing depression between groups. At the end of the
study, many of the researcher’s hypotheses were weakly supported: the experimental
group was less depressed (based on BDI-II scores) at week six than the control group;
the experimental group showed slightly greater improvements in insight and
moderately greater improvements in delusional ideation compared to the control
group; those in the experimental group were marginally more likely to use Planful
Problem Solving and slightly more likely to use Positive Reappraisal coping
strategies at the end of six weeks than were those in the control group.
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CHAPTER I
INTRODUCTION
Renowned Scottish psychiatrist R.D. Laing, in a documentary about his life’s
work as an advocate for less violent, more humanitarian interventions for the
mentally ill, asserted: “Schizophrenia cannot be understood without understanding
despair” (Shandel & Tougas, 1989). In truth, pervasive despair can prove devastating
for patients already combating dwindling hope, diminishing insight, low selfconfidence, and an overall lack of effective coping mechanisms. For a person
plagued by the harrowing symptoms of schizophrenia, these experiences often result
in reports of substandard quality of life, a lack of social support and sympathy, and a
lingering sense of worthlessness. In too many cases, individuals suffering from this
condition can become victims of neglect, violence, self-harm, and suicide.
The following study was designed with the intent to enhance patients’ insight
into their mental health via regular exposure to the Beck Depression Inventory-II
(BDI-II). Created by A.T. Beck in 1961 and revised in 1996, the BDI-II is a selfreport inventory consisting of 21 items that the patient scores on a scale of 0 – 3
(Groth-Marnat, 2009). This measure asks patients to assess and reflect upon their own
moods and behaviors (such as feelings of guilt, sleeping patterns, and energy levels)
during the past two weeks. While the instrument is commonly used to help mental
health professionals gain insight into a patient’s current level of functioning, it is vital
to remember that the BDI-II relies upon the self-awareness (i.e., insight) of the client
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in question. One could hypothesize that self-awareness increases as patients complete
tasks in which they must monitor their own habits, beliefs, and prognosis.
Schizophrenia: Symptoms and Subtypes
Schizophrenia is a severe mental disorder typically characterized by four
categories of symptoms (NIMH, 2009; Smith & Segal, 2012). Positive symptoms,
such as delusions, hallucinations, and thought disorders, are indicative of an
emotional and cognitive break from reality. Negative symptoms signal a disturbance
of normal emotions, and include flat affect, decreased social interaction, and a loss of
pleasure in everyday living, along with disturbances in motivation and energy levels.
Cognitive symptoms, such as impaired memory and attention, can further aggravate
the symptom picture that hallmarks this condition. Disorganized symptoms, such as
incoherent speech distinguished by loose associations (i.e., rapid shifts in topic during
conversation), neologisms (i.e., made-up words and phrases), perservation (i.e.,
constant repetition of statements), and clanging (i.e., using meaningless rhyming
words) all bespeak of deeply impaired, fragmented thinking processes. These four
categories of symptoms can contribute to profound confusion that erodes one’s
rationality to the point that healthy insight is no longer possible.
While individuals with schizophrenia can be subject to any and all of the
aforementioned symptoms, no two patients are alike. The early warning signs of the
disorder, which include social withdrawal, inappropriate displays of emotion, and
irrational statements and behaviors, can develop abruptly or at a gradual pace (Smith
& Segal, 2012). The constellation of symptoms can shift from one case to the next,

3

and may even shift within a single patient over the course of his or her lifetime.
However, schizophrenia is currently classified into five distinct subtypes: paranoid,
disorganized, catatonic, undifferentiated, and residual (NIMH, 2012). Paranoid type
features delusional beliefs of persecution and conspiracy, usually accompanied by
auditory hallucinations, typically in the form of hearing voices in the absence of
sensory stimuli. Disorganized type consists of disorganized thought patterns, speech,
and behavior (such as poor hygiene). Patients suffering from this subtype experience
more emotional disturbances but fewer hallucinations and delusions than individuals
suffering from other subtypes. Catatonic subtype is marked by hyperactivity
(catatonic excitement) or significant reduction in voluntary movement (catatonic
stupor). Individuals presenting with this subtype may become immobile in
uncomfortable physical positions for extended periods of time. Undifferentiated type
is applied to those patients who meet the basic criteria for a diagnosis of
schizophrenia (i.e. the presence of two or more symptoms during a significant amount
of time over the course of one month) but whose symptoms are not adequately
explained by any specific subtype. Instead, they simultaneously experience symptoms
that fall into each of the aforementioned categories. Finally, residual subtype, while
less common, includes patients who suffer from the negative symptoms of
schizophrenia in the absence of persistent hallucinations, delusions, or disorganized
behavior. The complexities of schizophrenia, as well as the wide array of symptoms
clients may present in various combinations, sometimes result in re-assignment of the
subtypes as the disorder progresses.

CHAPTER II
REVIEW OF THE LITERATURE
Psychosis: A Historical Overview
Schizophrenia’s history and etiology are extensive and intricate. A 1797 case
report describing the symptoms of a British tea broker named James Tilly Matthews
is believed to be the oldest documentation of an individual suffering from
schizophrenia (Carpenter, 1989). The report, written by a physician and apothecary
named John Haslam, included samples of Matthews’ own testimony. Among his
various delusions, Matthews believed that a group of seven villainous men and
women controlled his thoughts through a machine called the “Air Loom” (Haslam,
1988). Many of the individuals in this delusional gang resembled people Matthews
had encountered previously, including several of his doctors. These criminals
allegedly influenced his thoughts through rays transmitted from the machine that
could torture him physically and mentally. Matthews defined over 30 different
torture techniques and manipulations by cobbling together names of common objects
and nonsense words. For example, he dubbed the gang’s ability to inject fluids into
his skull “apoplexy-working with the nutmeg grater,” and called their control of his
blood circulation “sudden-death squeezing” or “lobster-cracking” (pp. 32 – 33). The
Air Loom’s rays could also read minds, plant thoughts, and superintend the behaviors
of both Matthews and certain prominent political figures of the day.
As he began to lose insight regarding the implausibility of these beliefs,
Matthews became consumed by the imagined conspiracy against him and the entirety
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of Europe (Jay, 2004). He grew to believe that various Air Looms existed in London,
Paris, and Prussia, and that major public figures and politicians, including the English
Prime Minister, were being manipulated like robots. The gang of criminals
participating in this plot grew in number and in power. In December of 1797,
Matthews disturbed a debate at the House of Commons in London by accusing the
lord of Liverpool of treason (Jay, 2004). He was immediately arrested and
institutionalized in Bedlam Royal Hospital. He eventually died in an asylum in 1815,
where he spent several years convinced that he was an emperor (Carpenter, 1989).
Using current diagnostic standards, these experiences provide clear evidence for
delusions of persecution, grandiose delusions, bizarre delusions of thought insertion,
and the telltale loss of reality testing and insight into one’s symptoms. While
posthumous diagnoses should always be made cautiously, James Tilly Matthews
would most likely be diagnosed with paranoid schizophrenia if he were alive today.
Nearly two decades after Matthews’ demise, fiction writer Nicolai Gogol’s
short story Diary of a Madman was published (Gogol, 2006). The main character, a
40-year-old civil servant named Axenty Ivanovich Propishchin, suffers from
delusions of grandeur, in which he believes he is the king of Spain. His speech
becomes increasingly disorganized, and he begins to believe two Russian-speaking
dogs in his neighborhood are conversing with one another through letters. Gogol’s
depiction of Propishchin is often regarded as the oldest, most detailed description of
schizophrenia (Altschuler, 2001). The Diary of a Madman story and the James Tilly
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Matthews case study each contributed to several key developments in schizophrenia
research over the decades to follow.
In 1899, German psychiatrist Emil Kraepelin described patients suffering
from delusions, hallucinations, and extreme emotional distress as victims of a
disorder he called dementia praecox (Palm & Möller, 2011). In the 19th century, the
word “dementia” referred to a state of absent-mindedness characterized by shallow,
impaired thought processes and childlike silliness (Ion & Beer, 2002). The term
“praecox” was selected by Kraepelin to highlight the condition’s typical onset before
the age of 25. While he had the foresight to identify dementia praecox as a brain
disorder, Kraepelin’s critics took issue with his failure to recognize the overlap
between this condition and manic-depression, which is currently known as bipolar
disorder. Fischer and Carpenter (2009) stated that the inherent problem with
Kraepelin’s dichotomy – that is, his choice to compartmentalize the disorders
separately – is that it ignores the possibility of comorbidity and symptom similarity
between schizophrenia and bipolar disorder. In 1911, Swiss psychiatrist Eugen
Bleuler renamed dementia praecox “schizophrenia,” an amalgamation of the Greek
words for “split” and “mind” (Middleton, Dorahy, & Moskowitz, 2008). In his
proposal paper entitled Dementia Praecox; or the Group of Schizophrenias, Bleuler
argued for the re-conceptualization of the condition as “the disruption and splitting of
the psychic functions” (1908, p. 436). Today, mental health professionals recognize
that while delusions, hallucinations, and disorganized behaviors lie at the core of
schizophrenia, they also agree that depression and decreased insight both play a major
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role. While Bleuler’s term was more fitting than Kraepelin’s, his definition has
contributed to the misconception that patients with schizophrenia possess multiple
personalities. In spite of the controversies surrounding their respective
conceptualizations of the disorder, both Kraepelin and Blueler played essential roles
in the early classification of schizophrenia, bipolar disorder, and dissociative identity
disorder. Their influence has spanned the past century, and continues to do so through
the development of the DSM-V (Fischer & Carpenter, 2009). Notably, both
psychiatrists helped establish negative symptoms as a category within the main
criteria of schizophrenia.
Professionals in the field of psychiatry not only became embroiled over how
to define the disorder, but also over treatment plans for patients living with the
symptoms of schizophrenia. Despite protests from his family, James Tilly Matthews
was left to die at the age of 45 in an asylum, where his activities were generally
restricted to gardening and bookkeeping (Carpenter, 1989). His story ended in the
same manner as thousands of other patients deemed too mentally unstable to rejoin
society during the 18th and 19th centuries. During this period, any person deemed
insane was doomed to be locked away in a jail or almshouse alongside criminals,
regardless of their age or sex (Gollaher, 1995). Patients suffering from severe mental
anguish were sometimes chained together and left for dead in foul, inhumane
conditions (Dix, 2006). At best, they were regarded as subhuman beings devoid of
self-awareness; at worst, the mentally ill were likened to animals unworthy of basic
rights and care. They were seen as volatile, dangerous creatures impervious to
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normal human distress, such as extreme cold and pain. Many were locked into stalls,
cells, closets, or cages for decades at a time. A multitude of patients lived in darkness
and filth, without proper clothing, bedding, heating, or sanitation. Outraged at these
atrocious conditions, activists such as American schoolteacher Dorothea Dix and
French physician Philippe Pinel rallied for humane reforms within asylums
(Davidson, Rakfeldt, & Strauss, 2010).
By the early 1900s, conditions began to improve within mental institutions,
particularly as psychiatrists began to search for medical and psychological methods
for treating schizophrenia. In 1911, psychiatrist Karl Jaspers became the first mental
health professional to formally recognize that an abundance of psychiatric patients do
not realize they are ill (Martens, 2009). During this same time, a multitude of new
psychological theories and practices were burgeoning from Sigmund Freud’s
psychoanalytic philosophy (Lambert, Bergin, & Garfield 2003). Notably, Carl Jung
was one of the first clinicians to propose individual psychotherapy for people with
schizophrenia (Lysaker & Silverstein, 2009). He asserted that even those patients
experiencing the most agonizing torment could benefit from developing a better
understanding of their self-concept. As Jung and other clinicians further explored the
effects of psychotherapy on schizophrenia, it was found to be a bona fide means of
helping patients better understand who they are and how they can consistently
achieve and maintain mental stability (Lysaker & Silverstein, 2009). Beginning in
the early 1930s, treatments such as insulin-induced comas were used to alter brain
activity in patients with psychotic symptoms (Hoagland, Rubin, & Cameron, 1937).
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An experiment conducted by Sandison (1951) found that grouping participants
together in “social clubs” to discuss their feelings regarding insulin treatment resulted
in a reduction of psychotic symptoms, though patients were sometimes reluctant to
join these groups of their own volition. Group therapy, in which patients were
encouraged to connect on an interpersonal level while disclosing their thoughts and
emotions, became a popular practice (Kramer & Daniels, 1959). While reintegration
of individuals diagnosed with schizophrenia into society had been considered during
the early 20th century, the concept was not put into wide practice until the 1950s,
when the advent of antipsychotic medications made this idea a feasible goal
(Tourney, Senf, Dunham, Glen, & Gottlieb, 1960).
Group Therapy
As inpatient facilities began to open their doors, allowing for patients who had
long been locked away from the world to re-enter society, a need to create
rehabilitative programs arose. (Linnell, Stechmann, & Watson, 1975). Thus,
resocialization programs sought to decrease psychotic symptoms and depression
while raising patients’ self-sufficiency through a variety of techniques. In particular,
group therapy (sometimes referred to as socioenvironmental therapy) was found to be
an effective way of having patients practice basic social and independent living skills
before and immediately after being released (Smith, Sanders, Smith, & Weinman,
1965). Today, group therapy as a means of treatment for schizophrenia spectrum
disorders is more frequently based on cognitive behavioral theory (Lawrence,
Bradshaw, & Mairs, 2006). In addition, antipsychotic medications, formerly known
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as neuroleptics, began playing a prominent role in the resocialization process during
the 1970s, especially as research confirmed their powerful stabilizing qualities over
positive symptoms (Madalena, 1976; Lessa, 1976). Throughout the twentieth
century, group therapy and medication were integrated to become essential
components of the therapeutic milieu in inpatient facilities around the world
(Vidanagrama, Zee, & Levy, 1990).
As group therapy and milieu therapy have evolved, skills training programs
have also become more common in the quest to rehabilitate patients diagnosed with
schizophrenia into the community. Social skills training programs have been
implemented to raise self-esteem and emotional perception (Seo, Ahn, Byun, & Kim,
2007; Roberts & Penn, 2009). Often, these programs also focus on teaching
independent living skills, such as cooking, cleaning, and money management.
Training programs that allow patients to hone their social, vocational, and daily living
skill sets are invaluable in helping prevent suicide within this population (Pompili,
Angeletti, Pisa, & Tatarelli, 2007).
The Role of Insight in Regards to Depression
A study conducted by Schock (1992) attempted to decrease depressive
symptoms in patients suffering from schizophrenia via an independent living skills
training program. The participants in both the experimental and control groups
completed the Beck Depression Inventory (BDI) every two weeks over the course of
eleven weeks total. Only the experimental group (composed of 13 participants)
received regular, weekly independent living skills training during the eleven week
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span. The control group (also comprised of 13 participants) did not receive any
treatment whatsoever during the course of the experiment.
At the conclusion of the experiment, it was found that participants in the
experimental and control groups were both significantly less depressed compared to
the beginning of the study. In any such studies, one must consider whether the
Hawthorne effect – that is, statistically significant changes in participants’ behavior
that are attributed to the setting and attention they received, rather than their exposure
to the independent variable – is present (French, 1953). Thus, perhaps attention
and/or exposure to general experimental procedures accounted for the reduced
depression observed in the participants. However, it is possible that the repeated
administration of the BDI in particular could have been the catalyst for improvements
in mood. In his discussion, Schock hypothesized that the administration of repeated
BDI assessment in both groups might explain why all 26 participants exhibited
decreased depressive symptoms. No prior research regarding such a phenomenon
was found by Schock, and no research to date has been found in which the BDI has
been utilized expressly as an indirect intervention technique.
According to Rusch and Corrigan (2002), insight is composed of cognitive,
compliance-related, symptom-specific, and temporal aspects. Cognitive aspects
include an individual’s awareness of having a mental illness and an acceptance of the
labels that come with his or her diagnosis. Compliance-related aspects address a
perception of a need for treatment as well as adherence to said treatment. Symptomspecific aspects include recognizing and attributing symptoms to one’s own
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diagnosis. Temporal aspects involve the degree of insight into having had a mental
disorder in the past, present, and future. As the BDI-II requires patients to reflect
upon their symptoms within the recent past, this study seeks to augment the
symptom-specific and temporal aspects of insight. Hypothetically, once insight is
increased on these planes, gains in cognitive and compliance-related aspects of
insight will follow. As patients suffering from schizophrenia are generally over
stimulated, agitated, and anxious, the BDI-II offers a simple but elegant solution to
the clinical challenge of finding methods of triggering insight without inducing
unnecessary irritation or stress.
Poor clinical insight (such as insight into illness) is considered to be a
common attribute of schizophrenia and schizoaffective disorder. Insight is essential
for diagnosing any mental health issue, as well as determining an accurate prognosis.
Patients diagnosed with psychotic disorders are victim to their own falsified beliefs,
and suffer daily from behaviors formed in reaction to such atypical thoughts. A
wealth of empirical research has been conducted on the benefits and consequences of
insight into one’s own psychological state. Specifically, insight and hope have been
linked to severity of depression and the degree of positive symptoms (such as
delusions and hallucinations) in patients suffering from schizophrenia, schizoaffective
disorder, and bipolar disorder. Data collected by Lysaker, Kikuko, and Johannesen
(2005) suggests that these patients exhibit better coping skills when they possess both
insight into their diagnosis and a high sense of hope regarding recovery. The
presence of insight combined with a lack of hope, however, can result in weakened
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adaptive coping skills (Lysaker et. al, 2005) and medication noncompliance (Staring,
Van der Gaag, Van den Berge, Duivenvoorden, & Mulder, 2009); as a result of these
factors, patients will be moved to self-report low quality of life, increased suicidal
thoughts, and continual self-doubt regarding decision making and goal formation.
Hasson-Ohyaon, Kravetz, Meir, and Rozencwaig (2009) suggested that insight
becomes more useful for individuals with schizophrenia when they maintain hopeful
attitudes. Kao and Liu (2011) also found that hopelessness combined with insight and
depression heightens the risk of suicide within this population. It would seem that
possessing clear awareness about the limitations of one’s illness while feeling
pessimistic about the future could prove to aggravate negative feelings that could lead
to self-harm. Therefore, attempts to impress insight upon patients should proceed
with due caution and simultaneously monitor fluctuations in mood, with an emphasis
on increasing hopefulness. In doing so, the ill effects of hopelessness can be
mitigated. This study recruited participants who are under regular monitoring with
their assigned case managers, therapists, psychiatrist, and facility staff.
With respect to empirical findings on the value of insight as it relates to the
well-being of patients suffering from schizophrenia, discrepancies exist; however,
research consistently supports that raising self-awareness leads to more positive
results than simply not increasing awareness at all. While some researchers argue
that awareness of one’s illness can trigger low self-esteem and depressed mood
(Cooke, Peters, Greenwood, Fisher, Kumari, & Kuipers, 2007; Kao & Liu, 2011),
others have found that patients with poor insight may suffer more severely than those
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with moderate insight (Williams & Collins, 2002; Valiente, Provencio, Espinosa,
Chaves, & Fuentenebro, 2011). Perhaps too much insight is correlated with greater
feelings of sadness, hopelessness, and worthlessness when patients are able to
recognize the effects of their own mental decline. Drake et al. (1985) theorized that
individuals with insight into both their current mental condition and their previously
functional behavior before the onset of their symptoms stand to become demoralized
as a result. However, insight has been found to contribute to a speedier recovery
process, particularly because personal awareness about the reality of mental illness is
linked to better decision-making and goal creation (Amador, Strauss, Yale, & Flaum,
1993; Lysaker, Clements, Plascak-Hallberg, Knipscheer, & Wright, 2002). Although
awareness can potentially give rise to depression in patients, weak insight has been
repeatedly tied to negative clinical outcomes, such as increased hospital admissions
and patients suffering from more acute symptoms than those with better insight
(Mutsata, Joyce, Hutton, & Barnes, 2006). Thus, rather than allowing them to remain
incognizant, clinicians should carefully monitor and control for depression (i.e., by
raising hope) so patients can experience more powerful insight. The process of
counteracting against depression while strengthening self-awareness in this
population is indispensable: High rates of depression correlate to increased rates of
suicidal ideation (Meltzer, 2001) and increased hope paired with increased insight can
significantly decrease suicide risk in patients (Tandon & Jibson, 2003).
Although significant insight can present potential drawbacks, McGorry and
McConville (1999) point out that critical impairments of insight can actually be
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deemed a “defining characteristic” of psychosis (p. 131). In the case of James Tilly
Matthews, it was quite clear that faulty insight accompanied impairments in areas
such as cognitive processing and social functionality (Mutsata, Joyce, Hutton, &
Barnes, 2006). Increasing insight is often seen as a major goal for patients suffering
from psychotic disorders, though this process should be done in as sensible a manner
as possible. Extensive treatment plans that aggressively seek to increase insight
through psychoeducation, for example, have little empirical evidence of their
effectiveness (McGorry & McConville, 1999). Long-term psychodynamic therapy
(PDT) was once heralded as a necessary method of increasing insight head-on (World
Health Organization, 1998), but both clinical and naturalistic studies have proven
PDT detrimental (Mueser & Berenbaum, 1990). Such findings suggest that balancing
beneficial and malignant forms of insight requires a delicate approach in method. It
would seem that finding more discreet ways of encouraging self-reflection could be
helpful in ameliorating psychotic symptomology.
Some researchers have suggested that whether the role of insight becomes
helpful or harmful to patients is correlated to secondary factors, such as intensity of
symptoms or personal views about schizophrenia. In an analysis of research
regarding insight and treatment outcomes, Schwartz (1998) hypothesized that a
patient’s level of insight may be dependent upon the severity of his or her illness at
any given time. Thus, the consequences of insight are not contingent upon awareness
alone. A study performed by Lysaker, Roe, and Yanos (2007) revealed that
individuals with high insight and relatively low amounts of stigma concerning their
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diagnosis exhibited fewer symptoms of schizophrenia than patients with high insight
and moderate stigma, or low insight and mild stigma. To summarize, it would appear
that positive outcomes for patients are dependent on a combination of moderately
increased insight, realistic levels of hope, and low rates of self-stigma.
A Novel Use for an Established Measure
This study examined whether repeated, regular exposure to the BDI-II would
be correlated with increased insight into the participants’ perceptions of their
symptoms. Insight was to be augmented indirectly in anticipation of instilling a
heightened sense of hope and reduced depressive and psychotic symptoms within the
participants. While hopefulness is essential in motivating patients to anticipate the
future and create sensible goals, the development of sensible hope is dependent upon
acknowledging the realities of their condition. Therefore, insight must be raised so
hope can be established. With realistic hope and significant insight regarding
prognosis, individuals with schizophrenia can potentially experience increased life
satisfaction, improved self-esteem, and better goal formation regarding future
accomplishments. While this experiment’s design is intended to elicit an indirect
influence on participants’ symptoms, its broader goal is to contribute to the research
literature on developing methods of rehabilitating patients with schizophrenia into
society (Wright & Kogut, 1972; Sungur, Soygür, Güner, Üstün, Çetin, & Falloon,
2011).
The BDI-II is typically used to directly gauge depression in both inpatients
and sub-clinical populations, but it has yet to be employed as a stand-alone means of
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indirectly influencing insight. Inpatients are continually required to reflect upon their
behaviors and symptoms; after being asked to do so regularly, they might develop a
pattern of healthy introspection. The idea that introspection could lead to greater
treatment adherence, both in terms of complying with medication and/or therapy, was
the driving force behind this experiment. While increased insight could possibly lead
to increased depression, it is theorized that better self-awareness will buffer against
the possible risks; increased insight still stands to improve patients’ prognosis better
than no insight whatsoever. This study did not seek to rehabilitate patients. Rather,
the methods outlined here were meant to potentially aid patients as they prepared for
transition to a less intensive level of care.
Insight is a crucial concept for understanding the psychopathology of
psychosis. Based on the idea of awareness of one’s symptoms should have a positive
impact on insight (and in turn, on the symptomatology of schizophrenia spectrum
disorders), the following hypotheses were made:
Hypothesis 1: Participants who complete the BDI-II every week for six weeks
will report greater insight than control participants who are administered the BDI-II
only once (i.e., at the conclusion of the study) as evidenced by change scores on the
Beck Cognitive Insight Scale (BCIS).
Hypothesis 2: Participants who complete the BDI-II every week for six weeks
will report lower depression levels than control participants who are administered the
BDI-II only once (i.e., at the conclusion of the study) as evidenced by scores on the
BDI-II at week 1 and week 6.
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Hypothesis 3: Participants in the experimental group will report or
demonstrate a decrease in delusional thought processes and the negative symptoms of
schizophrenia will diminish, as evidenced by changes in Peters Delusions Inventory
(PDI).
Hypothesis 4: Finally, change scores on the Planful Problem-Solving (PPR)
and Positive Reappraisal (PR) scales from the Ways of Coping Questionnaire
(WAYS) will reflect greater ability to utilize PPR and PR techniques in times of
stress at the end of six weeks.

CHAPTER III
METHODS
Participants
Participants were recruited at Turning Point Community Programs’ Integrated
Services Agency (ISA) in Modesto, California. The ISA provides a variety of mental
health services for individuals on conservatorship, including those who experience
high rates of acute hospitalization. The majority of these clients suffer from severe
mental health conditions such as schizophrenia, schizoaffective disorder, and bipolar
disorder. Approximately 150 adults receive psychiatric care, medication services,
and intensive case management from the ISA. A total of 78 participants agreed to
enroll in the study.
In order to participate in the experiment, clients were required to be a
minimum of 18 years of age with a pre-confirmed schizophrenia spectrum diagnosis.
Both males and females were allowed to participate. Participants were blocked for
gender to ensure that an equal number of males and females were present in the
experimental and control groups. ISA clients were given information about
participating in the study in a variety of ways. First, the researcher gave a formal
presentation to all Turning Point Personal Service Coordinators (PSCs) for the
purpose of informing them of the study, and asking their help with recruitment. Each
PSC approached clients on their caseload who met the previously mentioned
requirements, and gave them both verbal and written information about the
experiment. Second, fliers were posted in the ISA office, where many clients visit
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regularly. Fliers were also posted at Turning Point’s Empowerment Center, a drop-in
site that many individuals enrolled in the ISA program frequent regularly. Finally,
the researcher hosted three recruitment meetings at the ISA over the course of one
week. Overall, four weeks of gathering participants passed before the study was
scheduled to begin.
A total of 78 individuals were recruited, with 39 people randomly assigned to
the experimental group and 39 people randomly assigned to the control group. By the
study’s end, 33 individuals remained in the experimental group (six clients dropped
out over the course of six weeks) and 30 individuals remained in the control group
(nine clients dropped out over the course of six weeks). Thus, a total of 63 Turning
Point clients completed the experiment in full. Demographic information regarding
age, gender, and race was gathered directly from the patients. All participants were at
least 18 years old, ranging from ages 22 to 69, with an average age of 44 years old.
Within the overall participant pool, 32 were male and 31 were female. Clients
identified themselves as either Caucasian (27 participants), Hispanic (12 participants),
Asian (11 participants), African-American (9 participants), and Indian (4
participants). Medical records provided information regarding each participant’s
diagnosis; 30 participants were diagnosed with schizophrenia, and 33 were diagnosed
with schizoaffective disorder.
Participants were compensated with 1-2 sodas per week (depending on dietary
restrictions and preferences, i.e. some individuals with diabetes could only have one
diet soda, some participants preferred to only take one soda back to their residence,
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etc). If participants did not want or could not consume soda, either the researcher or
their assigned PSCs were able to accommodate them with a similar reward instead,
i.e. diet juice, coffee, etc. The researcher had originally proposed a raffle for a larger
prize, or the offering of $10 gift cards to all participants who completed the study;
however, it was felt by the TPCP staff that if some clients were able to obtain a gift
card and others were not, the situation could lead to unneeded conflict.
Materials
Throughout the course of the study, participants in both the experimental and
control groups were administered four self-report measures: (1) the Beck Cognitive
Insight Scale (BCIS) to establish initial level of insight into their own illness; (2) the
Peters Delusions Inventory (PDI) to determine the presence and severity of delusional
ideation; (3) the Ways of Coping Questionnaire (WAYS) to ascertain the presence or
absence of healthy coping behaviors; and (4) the Beck Depression Inventory-II (BDIII), which assessed the participants’ mood over the previous week.
The BCIS is a self-report questionnaire composed of 15 items designed to
assess patients’ ability to self-reflect, as well as the accuracy of self-interpretations
regarding personal experiences (Beck, Baruch, Balter, Steer, & Warman, 2004).
Items are split into two subscales concerning either self-reflectiveness or selfcertainty (Kao & Liu, 2010). Examples of items include “I can trust my own
judgment at all times” and “If something feels right, it means that it is right.”
Participants are asked to rate and score each item on a 4-point Likert scale, ranging
from, “Do not agree at all” to “Completely agree” (Engh et al., 2007). In an
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experiment studying the psychometric properties of the measure, Tomohiro,
Matsumoto, Tetsuo, and Takashi (2009) found the BCIS’ internal consistency to be
stable in a variety of inpatients and outpatients suffering from depression,
schizophrenia, psychosis, and various other mental conditions. Such findings have
been replicated internationally by researchers in areas that include Canada, Japan, and
Taiwan (Buchy, Brodeur, & Lepage, 2012; Kao, Wang, Lu, & Liu, 2011). Riggs,
Grant, Perivolitis and Beck (2012) reported that test-retest reliability for the BCIS
was found to be sufficient for participants with schizophrenia, with a correlation
greater than .6 after a three month gap in administration.
The PDI is another self-report instrument that was created to measure
delusional ideation within both clinical and subclinical populations (Peters, Joseph,
Day, & Garety, 2004). Both the original 40-item and the new 21-item versions have
been proven psychometrically valid and stable in many populations and countries. In
the PDI-21, scores are obtained from a series of “yes” or “no” questions that assess
the levels of distress, conviction, and preoccupation of delusional content. Example
item statements include, “Do you ever feel as if people are reading your mind?” and
“Do you ever feel as if there is a conspiracy against you?” Questions with answers of
“yes” are then rated on a scale of 1 to 5 and total scores in each component are tallied
out of a possible score of 336 (Peters, Joseph, Day, & Garety, 2004). This version
was administered to participants in this study for the purpose of preventing participant
fatigue.
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The WAYS is a tool that requires participants to report the usage of 66
different coping behaviors during a recent stressful event (Lysaker, Campbell, &
Johannesen, 2005). Of the 66 questions that compose the questionnaire, only 50 are
separated into eight subscales, which represent eight styles of behavior in reaction to
stress: Confrontive Coping, Distancing, Self-Controlling, Seeking Social Support,
Accepting Responsibility, Escape-Avoidance, Planful Problem Solving, and Positive
Reappraisal. The researcher chose to utilize the Planful Problem Solving and Positive
Reappraisal scales in this study, for the dual purpose of investigating participants’
ability to create realistic goals, and their capacity for viewing a negative situation in a
positive light. Participants are asked to think about the most stressful experience they
have experienced in the past week, and to rate a series of statements on a 4-point
Likert scale from 0-4. Examples of statements on the Planful Problem Solving scale
include “I just concentrated on what I had to do next – the next step” and “I made a
plan of action and followed it.” Examples of questions on the Positive Reappraisal
scale are “I changed or grew as a person” and “I came out of the experience better
than I went in.” Participants are asked to rank how often they used each strategy
while managing their stressful situation, with an answer of 0 indicating that it was not
used and an answer of 4 indicating the strategy or statement was used a great deal
(Folkman & Lazarus, 1988).
The BDI-II is considered to be one of the most flexible self-report measures
used today. Its 21-item format has been successfully modified to assess symptoms of
depression amongst diverse clinical and non-clinical populations. Participants are
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instructed to assign a value of 0 – 3 to symptoms related to changes in appetite,
weight, and concentration, and feelings such as guilt and agitation. These values
indicate reflections upon cognitive, affective, and physiological components of
depression on a 3-point scale over the past two weeks (Groth-Marnat, 2009).
To ensure that each participant in both groups interacted with the researcher
for the same length of time and with the same regularity, the control group spent their
weekly meetings completing crossword puzzles. In the context of easing depression
related to psychosis, such exercises are not inherently therapeutic, nor is it likely to
add significant insight into one’s prognosis. As the BDI-II is a brief inventory
designed to be completed in approximately five minutes, the control group’s
crosswords were similarly brief.
Design
This study is a two-group, controlled experimental design, consisting of one
independent variable (the BDI-II) with two levels. In the first level, the experimental
group was administered the BDI-II one time each week for the duration of the six
week study. In the second level, the control group was administered the BDI-II once
during the final, sixth week of the experiment. Dependent variables are defined as
increased insight into one’s condition (as evidenced by changes in BCIS scores),
increased coping skills (as evidenced by changes in WAYS subscale scores),
decreased depressive symptoms (as evidenced by changes in BDI-II scores), and
decreased delusional ideation (as evidenced by changes in PDI scores).
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Procedure
Participants were made aware of their rights via informed consent forms;
these forms were required to be signed, dated, and returned before entering the
experiment. Many clients at Turning Point are conserved; that is, the agency acts as
their legal guardian and makes decisions about their finances, living arrangements,
health care, and other areas. The program director and the personal service
coordinators serve as deputy conservators on behalf of Stanislaus County, where the
experiment took place. Special permission was obtained from Turning Point’s
program director to conduct the experiment with the conservatees. The program
director and the PSCs gave their own consent before clients were allowed to enter the
study and sign the informed consent forms.
The clients were offered up to two sodas each week in exchange for their
participation. Upon completing the informed consent, the participants were blocked
for gender before being randomly assigned to either the experimental group, which
was administered the BDI-II every week for six weeks, or the control group, which
engaged in crossword puzzles for weeks two through five, and the BDI-II only during
week six. Crossword puzzles were chosen because they are not likely to lead to any
meaningful insights about the reality of one’s prognosis. The BDI-II and distraction
tasks were administered by the researcher each time, in order to keep conditions
between groups stable.
During weeks one through five, each group met separately, and a coin was
flipped each week to determine whether the experimental or control group would
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meet first. The experimental group “won” the coin toss and participants in that group
met every Tuesday at 2 PM at the ISA conference room. The control group met
every Tuesday at 3 PM in the same room; the meetings were scheduled an hour apart
to prevent participants from the control group from entering the room too early and
disrupting the experimental group’s session. In both groups, participants were given
two sodas upon submitting either the completed BDI-II forms or completed
crossword puzzle.
During week one, both groups completed the BCIS, the PDI, and the WAYS,
and the experimental group completed the BDI-II. During weeks two through five,
the experimental group continued to complete the BDI-II only. The control group
met weekly to complete a crossword puzzle worksheet. During week six, both groups
met together to complete the BCIS, PDI, WAYS, and BDI-II. It is important to note
that the control group took the BDI-II for the first time during this final week of the
experiment. These scores served means of comparison with the experimental group’s
week six scores to determine differences in depressed mood, coping skills, insight,
and delusional ideation. At the experiment’s close, all participants were formally
debriefed with a verbal explanation and typed forms for their records.

CHAPTER IV
RESULTS
In the present study insight, depression, delusional ideation, and coping
strategies were measured in a sample of schizophrenic patients. The independent
variable, the repeated administration of BDI-II, was hypothesized to increase
participants’ insight and coping skills (as reflected by comparing change scores on the
BCIS and WAYS administrations), as well as decrease their symptoms of depression
and delusional beliefs (as reflected by comparing change scores on the BDI-II and
PDI administrations).
In this study depression was assessed using the BDI-II. Average BDI scores
for the experimental and control groups were calculated and are shown in Figure 1
below. An independent-samples t-test was conducted to compare BDI-II scores
between the experimental group’s final exposure to the BDI-II and the control
group’s only exposure to the same instrument, which occurred during week six of the
experiment. The test showed a significant difference in BDI-II scores for individuals
in the experimental group (M = 24.39, SD = 10.79) compared to those in the control
group (M = 31.77, SD = 13.12), t(61) = 2.45, p = .017. Cohen’s effect size (d = 0.63)
indicated a medium to large effect size. As Figure 1 shows, these results show that
the experimental group suffered from fewer depressive symptoms at the end of the
study than did the control group. To ensure that the difference in BDI scores was not
due to baseline differences in depression levels, an independent-samples t-test was
conducted comparing the BDI-II from the experimental group’s initial administration
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(M = 29.61, SD = 12.08) to scores from the control group (M = 31.77, SD = 13.12).
The test showed no significant difference, t(61) = .68, p = .499.

Figure 1. Mean difference values representing change scores on the BDI-II between
groups. Statistical differences between the experimental and control groups were
found.
Insight was measured using the BCIS composite score. To calculate change
scores, week one BCIS composite scores were subtracted from week six scores. Thus,
positive change scores reflect increased insight whereas negative change scores
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reflect decreased insight. Average change in BCIS composite scores were calculated
for the experimental and control groups and are shown in Figure 2 below. Change
scores for individual participants along with means are shown in Figure 3 below. A
comparison between BCIS composite scores between groups was made, using an
independent samples t-test once again. The differences between the experimental
group (M = 1.73, SD = 5.25) and the control group (M = 1.37, SD = 4.87) were
marginally significant, t(61) = 0.28, p = .779. Cohen’s effect size (d = 0.07) indicated
a small effect size. Thus, although the result wasn’t statistically significant,
participants in the experimental group tended to demonstrate greater increases in
insight than did those in the control group.
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Figure 2. Mean difference values representing changes on the BCIS Composite
scores between groups. Although the differences were not statistically significant,
participants in the experimental group tended to have greater increases in insight than
control participants.
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Figure 3. Scatterplot with means representing changes within individual participants
on the BCIS Composite scores. Although the differences were not statistically
significant, participants in the experimental group tended to have greater increases in
insight than control participants.
The presence of delusional thought processes, the stress they caused
respondents, the amount of time respondents spent thinking about them, and the
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intensity with which they believe their delusions to be real, were measured using the
PDI. To calculate change scores, week 1 PDI scores were subtracted from week 6
scores. Average PDI change scores for the experimental and control groups were
calculated and are shown in Figure 4 below. Changes in individual scores along with
means are shown in Figure 5 below. To compare PDI scores between the
experimental and control groups at the end of the experiment, an independent samples
t-test was performed. The test demonstrated that there was no statistically significant
difference in change scores between the experimental group (M = -20.15, SD = 28.82)
and the control group (M = -4.66, SD = 43.75), t(60) = 1.67, p = .101. Cohen’s effect
size (d = 0.43) indicated a medium effect size. Interestingly, although it wasn’t
significant, participants in the experimental group tended to show greater decreases in
PDI scores than did those in the control group.
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Figure 4. Mean difference values representing differences between groups on PDI
change scores. Although statistically significant differences between the experimental
and control groups were not found, participants in the experimental group had lower
delusional ideation at the study’s end compared to control participants.
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Figure 5. Scatterplot with means representing changes within individual participants
on the PDI scores. No significant differences between the experimental and control
groups were found, however participants in the experimental group did have less
delusional ideation overall than control participants at the study’s end.
Finally, coping strategies during times of stress were assessed using the
Planful Problem Solving (PPS) and Positive Reappraisal (PR) subscales of the Ways
of Coping Questionnaire (WAYS). To calculate change scores, week one scores for
each subscale were subtracted from week six scores. Thus, positive change scores
demonstrate that participants report an increased usage of that coping strategy at week
six compared to week one. Average change scores for the PPS and PR subscales of
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the WAYS were calculated and are shown in Figure 6. Changes in individual scores
along with means for both subscales are shown in Figures 7 and 8 below. Two
additional independent samples t-tests were employed to compare differences
between the participants’ ability to use Planful Problem Solving (PPS) and Positive
Reappraisal (PR) coping styles in times of stress. When comparing scores on the PPS
subscale, marginally significant differences were found between the experimental
group (M = 1.94, SD = 3.72) and the control group (M = -0.17, SD = 5.45); t(61) =
1.81, p = .076. Cohen’s effect size (d = 0.46) indicated a medium effect size.
Participants in the experimental group were marginally more likely to utilize Planful
Problem Solving as a coping strategy than were those in the control group.
Comparisons of change scores on the PR scale showed no statistically significant
differences between experimental participants (M = 1.91, SD = 4.10) and control
participants (M = 0.87, SD = 5.89); t(61) = 0.82, p = .415. Cohen’s effect size (d =
0.21) indicated a small effect size. Although participants in the experimental group
tended to utilize Positive Reappraisal more than did the control group, the difference
was not significant and the effect was small.
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Figure 6. Mean difference values representing changes on the WAYS Planful
Problem Solving and Positive Reappraisal scales between groups. Participants in the
experimental group were marginally more likely to utilize Planful Problem Solving as
a coping strategy than were those in the control group. No statistical differences were
found between groups on the Positive Reappraisal scale.
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Figure 7. Scatterplot with means representing changes within individual participants
on the WAYS PPS subscale. Participants in the experimental group were marginally
more likely to utilize Planful Problem Solving as a coping strategy than were those in
the control group.
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Figure 8. Scatterplot with means representing changes within individual participants
on the WAYS PR subscale. No statistically significant differences were found.
Participants in the experimental group not more likely to utilize Positive Reappraisal
as a coping strategy than were those in the control group.

CHAPTER V
DISCUSSION
The present study predicted that individuals diagnosed with schizophrenia or
schizoaffective disorder could reap several benefits from weekly exposure to the
BDI-II. It was hypothesized that participants in the experimental group would find
their insight improved. It was also asserted that an increase in insight could lead to
less depression, decreased delusional ideation, and increased likelihood of using
Positive Reappraisal of a problem and Planful Problem Solving in response to stress.
These hypotheses were weakly supported. Although all participants tended to show
increases in insight, those in the experimental group had slightly greater increases
than those in the control group. Participants in the experimental group did report
significantly lower levels of depression at the end of six weeks than did control
participants. Also, although both groups showed improvements in delusional ideation,
the experimental group had marginally greater improvements than did the control
group. Planful Problem solving compared to the control group. Finally, those in the
experimental group were marginally more likely to use Planful Problem Solving and
slightly more likely to use Positive Reappraisal coping strategies compared to those in
the control group.
The researcher had speculated that the relationship between depression and
insight would be reciprocal, i.e. decreased depression leads to increased insight, and
increased insight leads to decreased depression. It would seem that previous research
on this topic has found that such a relationship is not always true. Misdrahi, Denard,
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Swendsen, Jaussent, and Courtet (2014) found that improving insight within
individuals diagnosed with schizophrenia is necessary for medication compliance, but
it can lead to greater feelings of depression. Participants in Misdrahi et al.’s study had
significantly higher suicide attempts when their insight into their illness was higher as
well. Ekinci, Ugurlu, Albayrak, Arslan, and Caykoylu (2012) found that while
increasing insight within patients with little self-awareness can lead to increased
coping strategies, too much insight, particularly in patients already diagnosed with
comorbid depression, could increase feelings of hopelessness. More likely still is that
clients enrolled in the ISA’s extensive treatment plans, which include medication,
therapy, case management, and sometimes conservatorship, become less depressed
over time. Repeated exposures to the BDI-II may have been the catalyst for decreased
depression and increased insight. Perhaps the participants who saw the items on the
self-report multiple times became more mindful of their thoughts, feelings, and
behaviors over time, which could have served as motivation for improvement.
Regular administrations of the BDI-II had a moderate effect on the presence
and intensity of delusional ideation in the experimental group. In an experiment
conducted by Vorontsova, Garety, and Freeman (2013), depression was found to be
common amongst patients on the schizophrenia spectrum who experience persecutory
delusions. The researchers expressed that further studies utilizing depressionreduction techniques as a means of ameliorating delusions should be conducted. This
researcher echoes the same sentiment; depression and its relationship with delusional
thought content should be further evaluated. It would seem that in the context of this
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experiment, delusions did not significantly cease amongst control participants, but
perhaps even more exposure to the BDI-II could help decrease the intensity of
delusional content amongst patients with psychosis.
Weekly completions of the BDI-II instrument appeared to have a marginal
effect on experimental participants’ ability to use Planful Problem Solving, and a
small effect on participants’ ability to use Positive Reappraisal. This finding might
suggest that the BDI-II alone is not capable of instilling insight that leads to the
strong use of coping strategies, but it could be somewhat useful. Rocha, Marques,
Queiros, and Rocha (2014) found that multiple, varied neurocognitive factors are
involved when patients with schizophrenia are able to use coping styles that include
goal orientation and flexibility in the face of challenges. In combination with healthy
neurocognitive functioning, Snethen, McCormick, and Puymbroeck (2012)
discovered that recreational therapy is essential for helping individuals with psychosis
develop coping skills such as planning and hopefulness. Furthermore, Perez, GodoyIzquierdo, and Godoy (2013) created a successful coping skills training program for
participants with schizophrenia and schizoaffective disorder. Although it was a pilot
study, participants in Perez et al.’s experiment were found to have significant
decreases in delusional ideation, as well as improved positive forms of coping. These
studies and more demonstrate that while many researchers argue against severe or
intrusive methods of treatment for psychosis (Isakov, Tsvelilkhovsky, Goldin, &
Silver, 2013; Lysaker, Campbell, & Johannesen, 2005), complex and structured
programs for developing healthy coping behaviors are highly successful. In regards
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to the study presented here, it would seem that multiple exposures to the BDI-II could
have clinical significance for individuals in treatment, even if the overall group as a
whole did not find their delusional thoughts significantly decreased.
Limitations of the Study
The study presented here was subject to many limitations. Participants in both
groups sometimes lived in the same residence (group homes, room and boards, board
and cares, etc) and would car pool together to the ISA each week for various
appointments, including the meeting times for this experiment. Sometimes several
participants in each group would arrive late, which would cause a disruption for their
peers. Space at the ISA was limited, and during week one, participants complained
they could not concentrate due to tight quarters. Throughout the six week
experiment, three of the fourteen participants who dropped out did so because they
were hospitalized in acute facilities for being a danger to others or themselves. Their
assigned PSC made the decision to remove these individuals from the experiment for
the purpose of helping these clients focus on rehabilitation. However, five other
participants who were hospitalized were able to be released from the hospital and
complete the next week’s task on time, without interruption; it is possible that their
scores were impacted by experiencing personal crises so close to completing the
experiment.
Because of the busy schedules of the clients’ case managers, psychiatrists, and
various other staff, it was not feasible to conduct the experiment weekly for more
than six weeks at a time. One can only speculate what change scores for each
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instrument would have been had the experiment taken place for several months or
even one year. Additionally, it was not possible to allow patients suffering from
dementia to participate in the study, as these ISA clients often live outside of the
county, which would have made it difficult for them to drive to Modesto each week
for six weeks.
Implications for Future Research
After examining published studies regarding the same themes as this one, the
researcher offers one idea for a future study: Clients with schizophrenia and
schizoaffective disorder could also benefit from psychoeducation that details exactly
how these four dimensions of mental health symptoms are connected. Perhaps a
training course that incorporates exercises meant to increase insight and coping skills
could lead to decreased delusional thought content and depression in the long-term.
Further research is also needed to better investigate the versatility of the BDI-II as a
form of treatment. There could be some benefit to having patients regularly evaluate
their depressed symptoms over time, albeit for longer than six weeks. Similar to
Schock’s study (1992), the patients’ depression was somewhat lowered as a result of
taking the BDI-II regularly, albeit it to a lesser degree in this study. In the 1992
experiment, participants took the BDI for 11 weeks, and their depression levels were
significantly decreased as a result. It should be noted that participants in this
experiment were only able to take the BDI-II one or six times, due to some of the
limitations listed above. The researcher suggests a partial replication or extension of
the present study, in which the BDI-II is used for longer than eleven weeks at a time
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in a pilot study. If the results are similar to Schock (1992)’s findings, a study using
the BDI-II as a form of treatment over a long period of time, perhaps paired with a
training course, could be beneficial. In any event, the Beck Depression Inventory-II
still has potentially beneficial features that could positively impact clients with
psychotic disorders if used in combination with other therapeutic factors.
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APPENDIX A
LETTER OF PERMISSION FROM TURNING POINT COMMUNITY
PROGRAMS
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APPENDIX B
INFORMED CONSENT
1.

This research study will look at circumstances that are related to insight in adults with
either schizophrenia or schizoaffective disorder. If you agree to participate, you will be
asked to complete some paperwork each week for the next six weeks. This paperwork
will include questions about your thoughts, feelings, and behaviors. You may be asked
to complete worksheets as well.

2.

You are free to stop participating at any time, with no penalty to you. You may also skip
any questions that make you feel uncomfortable. Even if you decide to leave the study,
you will receive still receive the soda(s) promised to you for that week, as a thank you
just for coming in.

3.

Participation in this research study does not guarantee any benefits to you. However,
possible benefits include the fact that you may learn more about your own personal
thoughts, feelings, and behaviors. You may also learn more about how research studies
are conducted.

4.

You will be given more information about the study after your participation is complete.
If you agree to participate in the study, it will take anywhere from 5-20 minutes to
complete the self-reports and/or worksheets assigned one day each week.

5.

All responses from this study will be kept private. Only the researcher and her faculty
supervisor will be able to see the answers to questions, which will always be kept
anonymous. The researchers are not interested in anyone’s individual responses, only the
average responses of everyone in the study.

6.

This research is designed to reduce the possibility of any negative experiences as a result
of participation. Risks to participants are kept to a minimum. However, if your
participation in this study causes you any concerns, anxiety, or distress, please contact
your assigned Turning Point case manager, psychiatrist, or medical doctor.

7.

This research study is being conducted by Summer Hillas. Her faculty supervisor is Dr.
Kurt Baker, at the Department of Psychology and Child Development, California State
University, Stanislaus. If you have questions or concerns about your participation in this
study, you may contact the researcher through Dr. Baker at (209) 664 – 6681. You may
also email Summer at her school email, shillas@csustan.edu

8.

You may obtain information about the results of this study by contacting Summer Hillas
or Dr. Baker at the numbers and emails given above.
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9.

If you have any questions about your rights as a research participant, you may contact
the Campus Compliance Officer of California State University Stanislaus at
IRBadmin@csustan.edu.

10. You will be provided with a blank, unsigned copy of this consent form at the beginning
of the study.
11. By signing below, you are saying that you are at least 18 years of age or older.
12. By signing below, you are saying that you have freely consented to participate in this
research study.

PARTICIPANT SIGNATURE: ___________________________DATE:______________________
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APPENDIX C
DEBRIEFING SHEET
Thank you for participating in this study! I am interested in understanding the
relationship between insight and the symptoms of psychosis, such as delusions and
depression. By insight, I mean a person’s ability to be self-aware about the reality of their
diagnosis, current level of functioning, and ability to regularly take their prescribed
medication and make realistic personal goals. I wanted to investigate whether regularly
taking the Beck Depression Inventory-II could help people better recognize their patterns of
behaviors over a period of six weeks, and whether recognizing those patterns would make
them more aware of how they are coping with their symptoms. I wanted to see if greater
insight would make participants feel better able to cope with feelings of depression. I also
wanted to see if more insight would result in fewer delusions. By having some people in the
group take the BDI-II for six weeks, I will be able to compare their progress with people who
only took the BDI-II once. I predict that people who take the BDI-II more will indirectly find
their levels of insight increased.
All information collected in this study will be kept safe from the public. There will be no
way of identifying your responses in the data archive. I am not interested in anyone’s
individual responses. Instead, I want to look at the general patterns when all of the
participants’ responses are put together. I ask that you do not discuss the nature of the study
with others who may later participate in it, as this could affect the validity of my research
conclusions.
If you have any questions about the study or would like to learn about the results of the
study, you may contact me (Summer Hillas) through my research supervisor, Dr. Kurt Baker,
at (209) 664-6681. If you have questions about your rights as a research participant, you may
contact the Campus Compliance Officer of CSU Stanislaus at IRBadmin@csustan.edu. If
participating in this study caused you any concern, anxiety, or distress, please contact your
assigned Turning Point case manager or psychiatrist. If you would like to learn more about
this research topic, I suggest the following references:
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Mutsatsa, S. H., Joyce, E. M., Hutton, S. B., & Barnes, T. E. (2006). Relationship between
insight, cognitive function, social function and symptomatology in schizophrenia:
The West London first episode study. European Archives Of Psychiatry And Clinical
Neuroscience, 256, 356-363.
doi:10.1007/s00406-006-0645-7
Schwartz, R. C. (1998). The relationship between insight, illness and treatment outcome in
schizophrenia. Psychiatric Quarterly, 69, 1-22. doi:10.1023/A:1022141322657
Williams, C. C., & Collins, A. (2002). Factors associated with insight among outpatients with
serious mental illness. Psychiatric Services,53, 96-98. doi:10.1176/appi.ps.53.1.96
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APPENDIX D
BECK DEPRESSION INVENTORY-II (BDI-II)

Beck Depression Inventory-II (BDI-II) Instructions: This questionnaire consists
of 21 groups of statements. Please read each group of statements carefully, and then pick out
one statement in each group that best describes the way you have been feeling during the
past week, including today. Circle the number beside the statement you have picked. If
several statements in the group seem to apply equally well, circle the highest number for that
group. Be sure that you do not choose more than one item for any group, including item 16
(Changes in Sleeping Pattern) or item 18 (Changes in Appetite).
1. Sadness
0 I do not feel sad.
1 I feel sad much of the time.
2 I am sad all the time.
3 I am so sad or unhappy that I can’t stand it.
2. Pessimism

0

I am not discouraged about my future

1
2
3

I feel more discouraged about my future than I used to be.
I do not expect things to work out for me.
I feel my future is hopeless and will only get worse.

3. Past Failure
0 I do not feel like a failure.
1 I have failed more than I should have.
2 As I look back, I see a lot of failures.
3 I feel I am a total failure as a person.
4. Loss of Pleasure
0 I get as much pleasure as I ever did from the things I enjoy
1 I don’t enjoy things as much as I used to.
2 I get very little pleasure from the things I used to enjoy.
3 I can’t get any pleasure from the things I used to enjoy.
5. Guilty Feelings
0 I don’t feel particularly guilty.
1 I feel guilty over many things I have done or should have done.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
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6. Punishment Feelings
0 I don’t feel I am being punished.
1 I feel I may be punished.
2 I expect to be punished.
3 I feel I am being punished.
7. Self-Dislike
0 I feel the same about myself as ever.
1 I have lost confidence in myself.
2 I am disappointed in myself.
3 I dislike myself.
8. Self-Criticalness
0 I don’t criticize or blame myself more than usual.
1 I am more critical of myself than I used to be.
2 I criticize myself for all of my faults.
3 I blame myself for everything bad that happens.
9. Suicidal Thoughts or Wishes
0 I don’t have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would not carry them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
10. Crying
0 I don’t cry anymore than I used to.
1 I cry more than I used to.
2 I cry over every little thing.
3 I feel like crying, but I can’t.
11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it’s hard to stay still.
3 I am so restless or agitated that I have to keep moving or doing something.
12. Loss of interest
0 I have not lost interest in other people or activities.
1 I am less interested in other people or things than before.
2 I have lost most of my interest in other people and things.
3 It’s hard to get interested in anything.
13. Indecisiveness
0 I make decisions about as well as ever
1 I find it more difficult to make decisions than usual.
2 I have much greater difficulty in making decisions than I used to.
3 I have trouble making any decisions.
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14. Worthlessness
0 I do not feel I am worthless

1

I don’t consider myself as worthwhile and useful as I used to be.

2
3

I feel more worthless as compared to other people.
I feel utterly worthless.

15. Loss of Energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very much.
3 I don’t have enough energy to do anything.
16. Changes in Sleeping Pattern
0 I have not experienced any change in my sleeping pattern.
1a I sleep somewhat more than usual.
1b I sleep somewhat less than usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3a I sleep most of the day.
3b I wake up 1-2 hours early and can’t get back to sleep.
17. Irritability
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 I am much more irritable than usual.
3 I am irritable all the time.
18. Changes in appetite
0 I have not experienced any change in my appetite.
1a My appetite is somewhat less than usual.
1b My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than before.
3a I have no appetite at all.
3b I crave food all the time.
19. Concentration Difficulty
0 I can concentrate as well as ever.
1 I can’t concentrate as well as usual.
2 It’s hard to keep my mind on anything for very long.
3 I find I can’t concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than usual.
2 I am too tired or fatigued to do a lot of the things I used to do.
3 I am too tired or fatigued to do most of the things I used to do.
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21. Loss of Interest in Sex
0 I have not noticed any recent change in my interest in sex.
1 I am less interested in sex than I used to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
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APPENDIX E
BECK COGNITIVE INSIGHT SCALE (BCIS)
Beck Cognitive Insight Scale (BCIS) Instructions: Below is a list of sentences about how
people think and feel. Please read each sentence in the list carefully. Indicate how much you
agree with each statement by placing an X in the corresponding space in the column next to
the statement.

Do Not
Agree at
All
1. At times I have misunderstood other
people’s attitudes towards me.
2. My interpretations of my experiences
are definitely right.
3. Other people can understand the cause
of my unusual experiences better than I
can.
4. I have jumped to conclusions too fast.
5. Some of my experiences that have
seemed very real may have been due to
my imagination.
6. Some of the ideas I was certain were
true turned out to be false.
7. If something feels right, it means that it
is right.
8. Even though I feel strongly that I
am right, I could be wrong.
9. I know better than anyone else what my
problems are.
10. When people disagree with me, they
are generally wrong.

Agree
Slightly

Agree
A Lot

Agree Completely
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11. I cannot trust other people’s opinion
about my experiences.
12. If somebody points out that my beliefs
are wrong I am willing to consider it.
13. I can trust my own judgment at all
times.
14. There is often more than one possible
explanation for why people act the
way they do.
15. My unusual experiences may be due to
my being extremely upset or stressed.
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APPENDIX F
PETERS DELUSIONS INVENTORY-21 (PDI-21)

Peters Delusions Inventory-21 (PDI-21) Instructions: This
questionnaire is designed to measure beliefs and vivid mental experiences. The
creators of this questionnaire believe that they are much more common than
has previously been supposed, and that most people have had some such
experiences during their lives. Please answer the following questions as
honestly as you can. There are no right or wrong answers, and there are no
trick questions.
Please note that we are NOT interested in experiences people may have
had when under the influence of drugs. IT IS IMPORTANT THAT YOU
ANSWER ALL QUESTIONS.
For the questions you answer YES to, we are interested in: (a) how distressing
these beliefs or experiences are (b) how often you think about them; and (c)
how true you believe them to be.
On the right hand side of the page we would like you to circle the number
which corresponds most closely to how distressing this belief is, how often you
think about it, and how much you believe that it is true. If you answer NO
please move on to the next question.
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Example:
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1) Do you ever feel as if people
seem to drop hints about you or say
things with a double meaning ?

NO

•

YES

Very
distressing

Not at all
distressing

1

5

Hardly ever
think about it

Think about it
all the time

1

4
4

1
2) Do you ever feel as if things in
magazines or on TV were written
especially for you ?
j|r
NO

INVJ

YF°L

fc.

T CO

(please circle)

^^r

^^

3) Do you ever feel as if some
people are not what they seem to
be?
JW
Yk\c\

vro

Yfco

—..— - .-.w

w

(please circle)

^^

4) Do you ever feel as if you are
being persecuted in some way ?
YFQ

1

1

fc.

^^

(please circle)

4

2

3

4

5
Very
distressing

2

3

4

5
Think about it
all the time

2

3

4

5
Believe it is
absolutely true

2

3

4

5
Very
distressing

2

3

4

5
Think about it
all the time

Hardly ever
think about it

2

3

4

5
Believe it is
absolutely true

2

3

4

5
Very
distressing

Not at all
distressing

•

5
Believe it is
absolutely true

Don't believe
it's true

5) Do you ever feel as if there is a
conspiracy against you ?

YES

3

Not at all
distressing

1

NO

2

Dont believe
it's true

1

5
Think about it
all the time

Hardly ever
think about it

1
(please circle)

4

Not at all
distressing

1

MO

3

Dont believe
ifs true

1

IMU

2

Hardly ever
think about it

1

5
Very
distressing

Not at all
distressing

1

5
Believe it is
absolutely true

Don't believe
it's true

(please circle)

1

5

Hardly ever
think about it

Think about it
all the time

1
Don't believe
it's true

1
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Believe it is
absolutely true

4

5
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6) Do you ever feel as if you are, or
destined to be someone very
important ?
JT

Not at all
distressing

1

Very
distressing

2

3

4

Hardly ever
think about it

1
(please circle)

^^

7) Do you ever feel that you are a
very special or unusual person ?

NO

2

3

•

YES

2

3

1

5

Hardly ever
think about it

Think about it
all the time

4

1

(please circle)

1

^^

9) Do you ever think people can
communicate telepathically ?

2

3

•

YES

(please circle)

2

3

YF^

(please circle)

4

2

3

4

fc.

^^

5

2

Think about it
all the time

1

4
4

2

3

4

5
Think about it
all the time

2

3

4

5
Believe it is
absolutely true

Dont believe
it's true
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5
Very
distressing

Hardly ever
think about it

1

5
Believe it is
absolutely true

Not at all
distressing

1

5
Very
distressing

Hardly ever
think about it

1

5
Believe it is
absolutely true

Don't believe
it's true

10) Do you ever feel as if electrical
devices such as computers can
influence the way you think ? ^r

5
Think about it
all the time

1

MO

4

Not at all
distressing

1

5
Very
distressing

Don't believe
it's true

1

NO

4

Hardly ever
think about it

1

5
Believe it is
absolutely true

Not at all
distressing

fe.
w

5
Very
distressing

1

vr"O
Yfco

4

Dont believe
it's true

8) Do you ever feel that you are
especially close to God ?

5
Believe it is
absolutely true

Not at all
distressing

(please circle)

Kir\
INvJ

4

Don't believe
it's true

1

5
Think about it
all the time

2

3

4

5
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11) Do you ever feel as if you have
been chosen by God in some way ?

NO

Not at all
distressing

•

YES

Very
distressing

1

5

Hardly ever
think about it

Think about it
all the time

1

4

Don't believe
it's true

(please circle)

1
12) Do you believe in the power of
witchcraft, voodoo or the occult ?

4

Not at all
distressing

1
1

^^

2

3

4

13) Are you often worried that your
partner may be unfaithful ?

NO

2

3

4

(please circle)

2

3

4

1

5

Hardly ever
think about it

Think about it
all the time

4

1

4

Not at all
distressing

1
1

2

3

4

15) Do you ever feel that people
look at you oddly because of your
appearance ?

NO

YES

(please circle)

2

3

4

5
Believe it is
absolutely true

2

3

4

5
Very
distressing

Not at all
distressing

•

5
Think about it
all the time

Dont believe
it's true

1

5
Very
distressing

Hardly ever
think about it

^^

5
Believe it is
absolutely true

1

(please circle)

5
Very
distressing

Dont believe
it's true

14) Do you ever feel that you have
sinned more than the average
person ?
iy

5
Believe it is
absolutely true

Not at all
distressing

•

YES

5
Think about it
all the time

Dont believe
it's true

1

5
Very
distressing

Hardly ever
think about it

(please circle)

5
Believe it is
absolutely true

1

5

Hardly ever
think about it

Think about it
all the time

1

4

Don't believe
it's true

1

1020

5
Believe it is
absolutely true

4

5
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16) Do you ever feel as if you had
no thoughts in your head at all ?

NO

Not at all
distressing

•

YES ;

Very
distressing

1

5

Hardly ever
think about it

Think about it
all the time

4

1
Donft believe
it's true

(please circle)

1
17) Do you ever feel as if the world
is about to end ?

NO

4

Not at all
distressing

•

YES

1

5

Hardly ever
think about it

Think about it
all the time

1

4

NO

•

YES

(please circle)

4

Not at all
distressing

1

5

Hardly ever
think about it

Think about it
all the time

1

4

YES

4

Not at all
distressing

1

5

Hardly ever
think about it

Think about it
all the time

4

Dont believe
it's true

4

2

3

4

Hardly ever
think about it

1
(please circle)

^^

1021

5
Think about it
all the time

2

3

4

Don't believe
ifs true

1

5
Very
distressing

Not at all
distressing

1

5
Believe it is
absolutely true

1
20) Do you ever feel as if your own
thoughts were being echoed back to
you?
m

5
Very
distressing

1

(please circle)

5
Believe it is
absolutely true

1

NO

5
Very
distressing

Don't believe
it's true

19) Have your thoughts ever been so
vivid that you were worried other
people would hear them ?

5
Believe it is
absolutely true

1
18) Do your thoughts ever feel alien
to you in some way ?

5
Very
distressing

Don't believe
it's true

(please circle)

5
Believe it is
absolutely true

5
Believe it is
absolutely true

2

3

4

5
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21) Do you ever feel as if you are a
robot or zombie without a will of
your own ?

NO

YES

(please circle)

Very
distressing

Not at all
distressing

1

4

Hardly ever
think about it

1

4

Dont believe
it's true

1

1022

5
Think about it
all the time

5
Believe it is
absolutely true

4

5

