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Abstract

As the result of a large waiting list (N=460), a Psychology Department in the West of Scotland proposed
a waiting list initiative in the form of screening assessment clinics scheduled to take place during the
first two weeks in February 1999. Analysis of the referrals being made to the department was proposed.
This information would be used to inform service development in order to promote a more referral-based

service.

At the time of assessment the length of time patients had been waiting for an appointment ranged from
two weeks to nine months. The majority of referrals were received from GPs (74%). Anxiety (40%) and
depressive (26%) symptomatology were the most common reasons for referral. Sixty seven percent of
referrals experienced more than one clinically significant presenting problem. ‘Caseness’ on the Brief
Symptoms Inventory (BSI) was associated with the level of intervention required (chi-square=18.1, df=3,
p<0.05). Results indicate that the screening assessments have been a successful exercise in reducing the

waiting list (currently N=194).



Introduction
A perennial problem faced by adult mental health psychology departments is that of ever lengthening
waiting lists (Cawley & Read, 1999; Westbrook, 1995). Extensive waiting lists have led to a multitude of
problems. Claxton & Turner (1997) discuss dissatisfaction felt among referral agents, as their demands
for an accessible service appear to remain unmet. It has also been suggested that client confidence in the
service may reduce as waiting lists grow (Murray & Walker, 1996). This has been indicated in
attendance rates where studies have shown that the likelihood for a patient to DNA at their first
appointment increases the longer he/she has to wait (Anderson & White, 1996). Non-attendance is a
significant problem for the NHS, as wasted resources contribute to increased waiting periods and staff

frustration (James & Milne, 1997).

The Professional Practice Guidelines for Clinical Psychology (1995) discuss the possibility of patients’
distress increasing as a result of treatment being withheld. Also acknowledged is the sense of
responsibility, and subsequent drop in morale that some clinicians may feel for the length of their waiting
lists, regardless of the actual resources available to them. The Guidelines advocate that every effort
should be made to improve response times, ensuring that waiting times do not exceed the standards set

for the service (Professional Practice Guidelines for Clinical Psychology, 1995).

In efforts to improve client access and reduce the pressures felt by health care professionals, waiting list
initiatives have been the source of interest for many carrying out clinical audit (Dawson, 1997). Various
hypotheses have been posited in attempts to understand the occurrence of, and subsequent implications
resulting from, extensive waiting lists, as well as the various methods proposed to reduce them (Newnes,
1993; Westbrook & Kirk, 1993 and White, 1993, cited in Westbrook, 1995). More complex referrals
(Cawley & Read, 1999; Crowley & Advi, 1999), referral rates exceeding the rate by which patients are
being discharge and limited resources have been postulated as pressures affecting the effectiveness of the

psychology service.



Inappropriate referrals can affect attendance rates (Farid & Alapont, 1993) as well as the implications
this may have on the efficiency of the service provided. The Management Advisory Service to the NHS
(MAS) (1995) discuss the range of psychological skills possessed across various disciplines, ranging
from level one (basic psychology/supportive counselling) to level three (specialist/complex multi-
theoretically based psychotherapy). According to the MAS, it is the skills at level three that distinguish
the clinical psychologist from other disciplines. Promoting a more effective use of the specific skills of
the clinical psychologist, and other psychology service providers must be encouraged in order to improve
the effectiveness of Primary Care Psychology Services. This would enable patients to be targeted to the

most appropriate professional for his/her specific needs.

This Psychology department was experiencing increasing pressure as referrals were being received at a
rate which far exceeded that of discharge and the numbers contracted to be seen per annum. This
resulted in dissatisfaction from referrers as the waiting list increased to as long as nine months for some

patients, far exceeding the departmental aims to see patients within nine weeks of referral.

A waiting-list initiative, in the form of an initial screening assessment (Denner & Reeves, 1997,
Westbrook et al, 1991), was proposed. Its purpose was to enable patients to be screened for allocation to
the most appropriate intervention for his/her needs. In addition to this, an overview of the department’s

referrals would yield information of interest to the department in its descriptive value.

This study aimed to provide a descriptive overview of the referrals received by the department.  Such
information might include the types and severity of presenting problems being referred, sources of
referrals, attendance/attrition rates of the sample, the appropriateness of referrals and the number of
patients requiring to use the service following an initial screening exercise. It is hoped that this
information will provide a springboard for service development in order to provide a more appropriate

referral-based service.



Method
Participants
Patients on the waiting list referred prior to 1* February 1999 were included in the study. The waiting
list consisted of 460 patients, 268 females and 192 males. The age range was from 17-74 years

(mean=37, sd £ 11.3).

Measures
- Patients’ scores on the Brief Symptoms Inventory (BSI) (Derogatis, 1993) were used to assist the

description of the types of referrals being received by the department.

- An Assessment Proforma [Appendix 1.2], designed by the clinical psychologists within the
department, was completed for each patient assessed. Demographic details, the source of referral
and the patient’s attendance status were among the details recorded. The main presenting problems
and contributory factors were recorded using EPPIC Formulatory Categories [Appendices 1.3 &
1.4]. The problem category and the level of intervention required, according to the MAS levels

(MAS, 1995), were also detailed on the Assessment Proforma.

Design & Procedure

Assessment clinics were scheduled for the first two weeks in February 1999. Fifteen psychologists ran
the clinics across 10 clinics within the Health Board area. The aims were to establish the nature and
intensity of the individual’s problems and provide patients with sufficient understanding of, and
information about, their problem in order that they could begin working on resolving their difficulties
themselves whilst waiting for intervention (Denner & Reeves, 1997). Additionally, the screening
assessments enabled patients requiring only a single session or an alternative service to be screened out

or referred to another service for his/her needs.



An opt-in letter (Yeandle, 1999) {Appendix 1.5] was sent to all patients. A return slip [Appendix 1.6],
a BSI and a stamped addressed envelope were provided. Patients were asked to return the slip,
indicating their intention to attend, and completed BSIs within two-weeks, on the understanding that
failure to do so would result in the appointment being reallocated. Inaction was to be accepted as an
indication that the patient no longer wished to make use of the appointment and such patients were

instructed to follow the normal referral procedure should a further appointment be needed in the future.

On receipt of completed questionnaires, the BSIs were scored by an assistant psychologist and inserted
into the patient’s file along with an Assessment Proforma, which was also completed for each patient
assessed. The assistant psychologist then entered the data on to a SPSS database, compiled for the nature

of the study.

During the assessment a number of options were considered. For example, no further appointment
required, referral to a revised waiting list for treatment or referral on to another agency. Assessing
psychologists were asked to record, according to their clinical judgement, the appropriateness of referrals
and, if intervention was required, which context was considered appropriate, e.g. individual, group or
family. Patients were placed onto the revised waiting list according to high or medium priority, and

again the assessors’ clinical judgement was employed.

Referrers were notified of the assessment procedure and on completion of the assessment a copy of the

patient’s Proforma was forwarded with a standard cover letter [Appendix 1.7] to the referrer.

Missing Data
Due to a departmental administrative error, 197 cases (those who failed to complete a BSI) were lost
from the database immediately after initial descriptive analyses of the whole sample had been performed,

thus placing some restrictions on the data analysis.



Statistical Package for Social Scientists (SPSS) for windows, Version 7.5, was used for data analysis.
Descriptive analyses were used to report demographical data and chi-squared tests were used to compare

particular aspects of the categorical data.

Results
Length of Wait
At the time of the study, the length of time patients had been waiting for an appointment ranged from

two weeks to nine months.

Waiting List Figures

The waiting list consisted of 460 patients who were contacted and offered an appointment. Table 1.1
illustrates that 53% of patients attended, 12% cancelled and rearranged an alternative date, nine percent
cancelled with no further appointment required and 26% DNA’d. The DNA group consisted of 108
patients who failed to respond (yielding an overall response rate of 77%) and 12 who opted-in for their

appointment, yet did not attend.

(Insert Table 1.1 here)

Qutcome of Assessment

Forty-six percent of the patients were removed from the initial waiting list, no longer requiring to make
use of the service. Table 1.2 illustrates the reasons for removal from the waiting list. Nine percent
cancelled, 11% were assessed & discharged and 26 DNA’d. A further 12% awaited rearranged

appointments and 42% were allocated to the revised waiting list.

(Insert Table 1.2 here)

Of the patients who had been assessed and discharged, table 1.3 indicates the reason for discharge.



(Insert Table 1.3 here)

Thirteen felt that their problem had resolved prior to the assessment, ten required a single session only,

18 were referred to another service and ten were discharged for ‘other reason’.

The revised waiting list enabled patients to be targeted according to the degree of urgency and the level

of therapeutic intervention that was considered appropriate for their needs [Table 1.4].

(Insert Table 1.4 here)

Approximately one third of the assessed patients required to be seen by a counsellor. Sixty-five patients

were considered to be ‘high’ priority and 129 were considered to be ‘medium’ priority.

Source of Referrals

The majority of referrals (N=336) were referred by their GP, 108 were referred by Psychiatrists/CMHT

staff and 16 from other sources (e.g. physiotherapist, occupational therapist) [Figure 1.1].

(Insert Figure 1.1 here)

Table 1.5 illustrates the rate of attendance and the assessor’s opinions of appropriateness of the referral
by the referrer. Neither the attendance rates (chi-square=0.3, df=2, p>0.05) nor the appropriateness of

the referral (chi-square=5.5, df=2, p>0.05) were affected by the referral source.

(Insert Table 1.5 here)



Characteristics of Referred Population

Presenting problems were classified using EPPIC categories. Problems with less than a 4% incidence
were grouped together as ‘other’. Therefore the EPPIC categories were condensed to present the
following six categories. Appendix 1.8 illustrates the problem categories grouped into the ‘other’ group.

Figure 1.2 illustrates the results.

(Insert Figure 1.2 here)

The most commonly experienced presenting problems were anxiety related (40%) and depressive (25%)

symptomatology.

Table 1.6 illustrates that the majority of the assessed population experience more than one clinically

significant presenting problem.

(Insert Table 1.6 here)

Brief Symptoms Inventory (BSI)

Of the 460 patients who were offered an appointment, 263 completed and returned their BSIs,

representing a BSI response rate of 57%. Therefore questions regarding the relationship between

‘caseness’ and specific descriptive factors will be carried out on patients who completed the BSI.

A BSI T-score of 263 is considered to be an operational definition of ‘caseness’. Table 1.7 represents the

percentage of cases considered to meet ‘caseness’ for psychiatric disorders.

(Insert Table 1.7 here)
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Thirty-five percent presented with life transitional problems, 39% of the psychological disorder group
and 70% of the severe and enduring mental illness group reached ‘caseness’. ‘Caseness’ was not
affected by problem category (chi-square=4.0, df=2, p>0.05). Fifty percent of patients assessed to be ‘at
risk’ on a positive risk assessment reached ‘caseness’. Thirty-eight percent of high priority and 46% of
medium priority patients, reached ‘caseness’, yet ‘caseness’ was not found to be affected by prioritisation
(chi-square=0.6, df=1, p>0.05). Thirty-nine percent of appropriate referrals and 40% of inappropriate
referrals reached ‘caseness’. ‘Caseness’ was not affected by appropriateness of referral (chi-square=0.0,

df=1, p>0.05).

Eleven percent (N=2) of cases requiring no further intervention, 40% requiring supportive counselling,
35% requiring circumscribed therapy and 63% of those requiring complex psychotherapy reached
‘caseness’ [Table 1.8]. ‘Caseness’ was significantly affected by the level of intervention required (chi-

square=18.1, df=3, p<0.05).

(Insert Table 1.8 here)

In a comparison of the department’s two most frequently applied interventions, CBT and counselling,
36% of those requiring counselling and 45% of those requiring CBT reached ‘caseness’. ‘Caseness’ was

unaffected by the intervention required (chi-square=0.9, df=1, p>0.05).

Of the two most frequently reported problems, 23% reporting symptoms of anxiety reached ‘caseness’ for
the anxiety dimension on the BSI. Of the anxiety group 42% obtained a global score reaching
‘caseness’.  Twenty-one percent of the depressed group reached ‘caseness’ for the depressive
symptomatology dimension, and 47% of this group obtained a global score which reached ‘caseness’

[Table 1.9].

(Insert Table 1.9 here)
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Discussion
The waiting list for the psychology department, on 1* February 1999, consisted of some 460 patients.
Jones & Cochrane (1981) report that women may be more likely to seek professional help for mental
health problems than men and that GPs may be more likely to refer women to mental health services.

Such findings were supported as the rate of female referrals slightly exceeded that of males.

Given that this department has been, to date, a Primary Care, Direct-Access Psychology Service it was

not surprising to find 74% being referred by GPs.

Farid & Alapont (1993) suggest that attendance can be affected by inappropriate referrals. An
examination of the attendance rates and considered appropriateness, by referrers, was carried out.
Attendance rates were unrelated to referral sources. Similarly, the appropriateness of referrals was little
affected by the source of referral. It would have been useful to have assessed the direct relationship
between appropriateness of referrals and attendance rates, however this information was incomplete due

to the loss of data.

The most commonly experienced presenting problems were anxiety (40%) and depressive (26%)
symptomatology. McPherson, Watson & Taylor (1996) report a higher incidence of anxiety disorders
and depression amongst GP referrals. Additionally, Cawley & Read (1999) report a high incidence of
anxiety related disorders. The psychology department is predominantly of a ‘Cognitive-Behavioural’
orientation. Cognitive Behavioural Therapy has been successfully employed in the treatment of anxiety
(Chambless & Gillis, 1993) and depressive disorders (Blackburn et al, 1986). Therefore, it is possible
that referrers, who are aware that this is a Cognitive-Behaviourally orientated department, may feel that
this is the most appropriate referral choice for such patients. Alternatively it is possible that referrers
may feel that psychology is a recognised referral route for anxious or depressed individuals. Such
reasons might explain the high incidence of these problems within the assessed sample, and further

research could include an analysis of referrers reasons for referral.
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Studies show that more complex referrals have a significant impact on the length of waiting lists (Cawley
& Read, 1999) and the demand posed on clinicians (Crowley & Advi, 1999). The number of presenting
problems was taken as an indication of complexity. Approximately two thirds of the assessed population

experienced more than one clinically significant presenting problem.

The initial assessment appointment enabled patients who did not require or no longer wished to use the
service to be screened out. Forty-six percent of the sample was removed from the waiting list in this way.
Failure to remove these patients from the waiting list acts only to maintain the high numbers of patients
being held, unnecessarily, on a waiting list. Therefore the screening of such patients, and allocation of
those requiring to make use of the service to a revised waiting list, enables the waiting list to be managed
more efficiently. The revised waiting list would therefore consist only of those requiring to use the
service. This reduces the length of waiting lists and subsequently the lengths of time patients wait to be
seen. DNA rates contributed greatly to the screening out of such patients accounting for 26% of the
sample. This supports the findings of Gerhand & Blakey (1994) that suggest 20% of patients referred to
clinical psychology will DNA. However research has shown that the likelihood for patients to DNA at
their first appointment increases the longer he/she has to wait (Anderson & White, 1996). It would have
been interesting to have evaluated the relationship between the length of waiting time and
attrition/attendance rates, however again, due to the loss of data, this was unable to be done. Given that
some patients were waiting up to nine months for an appointment it is possible that DNA rates were
affected by the length of wait. However, a further survey of patients who do not attend their first
appointment may provide valuable information regarding common reasons for non-attendance and

consequently inform initiatives to reduce DNA rates.

Of the sample only 11% required a single session. This was due to their problems having resolved
themselves prior to the appointment, patients being referred on to another service, a single session
(where self-help materials were provided if necessary) being sufficient or an ‘other’ reason. Further

research might assess the profiles of such patients in more detail in order to identify characteristics of
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patients requiring a single session, thus informing waiting list initiatives. ~Applying an Assessment
Triage approach in the future would enable such patients to be seen quickly, thus preventing an

unnecessary contribution to already lengthy waiting lists.

Only 42% of the original waiting list were allocated to a revised waiting list, this being a significant
improvement in length to the previous waiting list. The revised waiting list enabled patients to be
targeted according to the assessor’s opinion of the degree of urgency. Prioritisation was unstructured, as
guidelines for high or medium classifications were not provided in advance, rather the assessor was
requested to allocate according to his/her clinical judgement. A retrospective account of clinician’s
reasons for prioritisation was carried out, which identified certain criteria most often used [Appendix
1.9]. A further study might provide these criteria in advance in order to standardise responses. Such
criteria may also be useful in terms of informing referrers of suitable criteria for referrals to the
department. The department aims to see patients on the revised waiting list within nine weeks.
‘Medium’ priority patients who have not been scen within eight weeks automatically become ‘high’
priority patients therefore developing the need to be seen as quickly as is possible, depending on

departmental resources.

Clinicians were asked to allocate patients to the level and type of therapeutic intervention considered
appropriate for their needs. According to the MAS (1995), efficient use of the clinical psychologist’s
skills can be achieved by optimising working at level three. An evaluation of the effectiveness of the
clinical psychology service could thus be based on such criteria. The secondary waiting list indicated
that approximately one-third of patients required level one intervention. This could be considered an
inappropriate use of a clinical psychologist’s time and skills, where some of these cases would appear to
be more suitable for referral to counselling. Many GPs within this area do not have practice-based
counsellors and in those who possess this facility it is restricted to their patients. It is understood that
until such facilities are more widely available GPs within this area feel restricted as to where these

patients could be referred. It is hoped that future developments, of e.g. skill-mixed departments, might
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promote a more efficient use of therapists’ skills throughout the range of professionals offering

psychological support.

The remaining two-thirds of patients require interventions at level two or three. Some of these patients
may require more intensive and long-term psychotherapy, thus affecting the rate of through-put as brief
interventions may not be appropriate for their needs. This exercise has proved useful in indicating the
potential restrictions within the current service in terms of meeting the needs of the referred population.
Such information may assist in enabling the funds, due to be received by the department as part of the
Mental Health Strategy, to be channelled most efficiently, on a needs-led basis, in purchasing additional

therapists who will be available to this group.

It was hoped that the BSI would assist in a more detailed description of the presenting population,
providing an operational definition of ‘caseness’ for psychiatric disorders, globally as well as in
individual dimensions. As anxiety and depression were the most frequently reported presenting
problems an evaluation of the severity of cases was carried out. Twenty-three percent of those reporting
symptoms of anxiety reached ‘caseness’ on the anxiety dimension of the BSI. Forty-two percent of the
anxious group obtained a global severity index (GSI) which reached ‘caseness’. Similar figures were
found for the depressed group with 21% obtaining ‘caseness’ within the depression dimension and 47%

obtaining a GSI score considered ‘caseness’.

‘Caseness’ on the BSI was not affected by the problem category, prioritisation, appropriateness of the
referral or intervention required (CBT compared to counselling). These results proved surprising as it
was anticipated that certain subgroups of this sample might be seen to reflect some degree of increased
severity as indicated by ‘caseness’ on the BSI, e.g. the different severity of cases referred to counselling
and clinical psychology. Further research could investigate the psychologists’ reason for deciding to
place patients within certain categories. However, a greater proportion of those requiring level three

interventions reached ‘caseness’ on the BSIL.
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The lost data, as a result of a departmental administrative error, has restricted the level of analyses
performed within this report. It was decided that, given the nature and time constraints of this study, the
length of time it would have taken to regain the missing data would have far exceeded those constraints.
However, for the nature of this report, the information available has enabled the types of cases being
referred to the department to be described. This enables the department to consider its current resources
and evaluate the demands being made upon the service in order to consider possible solutions to the
current management of waiting lists and future targeting of resources where most needed. It also
provides some indication of areas that might be targeted in future departmental research, which may

inform service development.

In conclusion, it may be that the assessment triage has been a successful exercise in reducing current
waiting lists and as a result of this continued assessment clinics are being run within this department in

an attempt to manage waiting lists more efficiently.
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Table 1.1: Waiting List Figures
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™ (%)
ATTENDED 245 53
CANCELLED (rearranged an alternative appointment) 54 12
Cancelled (no further appointment required) 41 9
DNA 120 26
TOTALS 460 100




Table 1.2: Outcome of Assessment

N %
Cancelled (no further appointment required) 41 9
Assessed & discharged: 51 11
DNA 120 26
Placed on revised waiting list 194 42
Awaiting rearranged appointment 54 12
TOTAL: 460 100

21



Table 1.3: Reason for Discharge

SEEN AND DISCHARGED: N % of sample
a) Problem resolved prior to assessment 13 3
b) Required single session only 10 2
C) Referred to another service 18 4
d) Other reason 10 2
TOTALS 51 11

22



23

Table 1.4: Targeting and Prioritisation of Patients on Second Waiting List.
LEVEL OF INTERVENTION REQUIRED (MAS) HIGH PRIORITY | MEDIUM PRIORITY
™ ™) TOTALS %
™)
LEVEL ONE:
Supportive Counseling 20 41 61 31
LEVEL TWO:
Circumscribed therapy 19 43 62 32
LEVEL THREE:
Complex Psychotherapy 19 40 59 30
OTHER:
e.g. Group work 7 5 12 6
TOTALS: 65 129 194




Table 1.5: Attendance Rate & Appropriateness

of Referral by Referrer

GP PSYCHIATRY / OTHER*
CMHT
ATTENDED (%) 54 51 50
APPROPRIATE (%) 85 76 75

24

(* Including Addictions Service, self referral, psychiatric nurse, physiotherapy, neurologist, occupational

health, general medicine practitioner).



Table 1.6: Complexity of Cases

N° PRESENTING N % OF SAMPLE
PROBLEMS
1 58 32
2 77 42
3 34 18
4 12 7

25
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Table 1.7: Percent of Cases Reaching ‘Caseness’ on BSI by Problem Category, High Risk,
Priority on Secondary Waiting List and Appropriateness of Referral
CATEGORY N REACHED BSI CASENESS (%)
PROBLEM CATEGORY
Life Transitions / Life events 34 35 (N=12)
Psychological Disorder 151 39 (N=60)
Severe & Enduring Mental Illness 10 70 (N=7)
RISK ASSESSMENT
High Risk 6 50 (N=3)
PRIORITY FOR SECONDARY WAITING LIST
High 47 38 (N=18)
Medium 101 46 (N=46)
APPROPRIATENESS OF REFERRAL
Appropriate 173 39 (N=69)
Not Appropriate 87 40 (N=35)




Table 1.8:  Percent of Cases Reaching ‘Caseness’ on BSI by Level and

Type of Intervention Required and Context of Therapy Appropriate.

CATEGORY N REACHED BSI CASENESS (%)
LEVEL OF INTERVENTION REQUIRED
No further intervention required 19 11 (N=2)
Supportive Counseling 53 40 (N=21)
Circumscribed Therapy 62 35 (N=22)
Complex Psychotherapy 54 63 (N=34)
INTERVENTION REQUIRED
Cognitive Behavioural Therapy 92 45 (N=42)
Counseling 58 36 (N=21)
ACCEPTABLE CONTEXT OF THERAPY
Individual 160 42 (N=67)
Group 6 50 (N=3)
Family 3 100 (N=30)
Group or Individual 14 50 N=7)
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Table 1.9:  Percent of Cases Reaching ‘Caseness’ on BSI by

Most Frequently Experienced Presenting Problems.

REACHED CASENESS REACHED BSI
CATEGORY N FOR OWN CASENESS (%)
DIMENSION IN BSI
(%)
Anxiety Disorders & 124 23 (N=29) 42 (N=52)
Phobias
Depression 114 21 (N=24) 47(N=54)
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Figure 1.1: Source of Referral

Figure 1.2: Problem Type
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Figure 1.2: Types of Problems
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Objective

The purpose of this review is to examine the existing autobiographical memory research literature with a
view to considering its applicability in Borderline Personality Disordered (BPD) patients. Due to the
paucity of literature on autobiographical memory in patients with BPD, the existing literature, pertaining
to populations which are of clinical relevance to the Borderline Personality Disorder population, is
considered. This review aims to make recommendations for future autobiographical memory research,
with BPD patients in particular, and aims to highlight the clinical implications for understanding
autobiographical recall in psychologically disordered populations.

Method

The relevant published material was identified through computerized literature searches of Medline and
Psychlnfo (to June 2001) using the following key words: Autobiographical Memory, Depression,
Childhood Trauma and Borderline Personality Disorder.

Results

A number of studies have reported that clinical groups may be characterised by a more over-general style
of autobiographical recall, however, the process behind the development of such a style of recall is not yet
fully understood. Several studies have indicated the role that depression plays, although a lack of
consistency between the methods used to determine current depressed states prevents firm conclusions
from being drawn from the available literature. There is some evidence to suggest that early traumatic
experiences may play a role in over-general recall, yet little work has been done in this area. To date, only
one study has assessed autobiographical recall in patients with Borderline Personality Disorder. Although
this study indicates that BPD subjects demonstrate an over-general bias in their recall, methodological
considerations prevent conclusions, with regards to the correlates of this deficit, from being established.
Conclusion.

Further studies, ensuring tighter and more consistent control over the effects of depression are necessary.
In addition, studies investigating the role of early traumatic experiences may help to clarify the origins and

clinical implications of these reported deficits.
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Running title:  Autobiographical memory, a review of the relevant literature.
Introduction

Borderline Personality Disorder (BPD) has more recently become the subject of intense theoretical and
clinical investigation (Herman, Perry & van der Kolk, 1989). These patients have been found to be high
users of mental health services (Swartz, Blazer, George & Winfield, 1990) yet, it is generally agreed that
individuals diagnosed with BPD are particularly difficult to treat (Herman et a/, 1989). A notable feature
of this particular group is their somewhat complex presentation as depression (Pope, Jonas, Hudson,
Cohen & Gunderson, 1993), dissociative symptomatology (Jones et al, 1999), and recurrent parasuicidal
behaviour are particularly prevalent, (Keherer & Linehan, 1996). In addition, over the past decade,
numerous studies have highlighted the frequent occurrence of trauma and neglect in the childhood

experience of patients with BPD (Sabo, 1997).

Over recent years knowledge about autobiographical memory in the emotional disorders has steadily
accumulated and this construct has been associated with depression (Williams, 1996), dissociative
symptomatology (Jones et al, 1999), parasuicide & problems solving abilities (Evans, Williams,
O’Loughlin & Howells, 1992) and a past history of traumatic childhood experiences (Williams, 1996).
Yet, many questions remain unanswered and future research is needed in order to improve our

understanding of the causes and potential implications of such recall deficits.

Due to the multifaceted presentation of BPD, an investigation into the inter-relationships between these
variables may be possible and this may provide further insight into the understanding of autobiographical
memory and its correlates. However, to date only one such study exists (Jones et a/, 1999). Although this
study indicates some interesting results, which will be discussed later in this review, the paucity of
existing literature, regarding autobiographical memory in BPD, would imply the need to draw from
studies across a wider range of clinical disorders. Therefore, this review aims to systematically examine
the available autobiographical memory literature and make recommendations for future autobiographical
memory research in patients with BPD in particular. The clinical implications for understanding

autobiographical recall in psychologically disordered populations will also be considered.
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Autobiographical Recall
‘ Autobiographical recall’ refers to memory of information relating to oneself. It provides knowledge of
who we are and what our experiences have been, and it is upon this that we base our predictions for the
future (Brewer, 1995). Brewer (1995) suggests that when an individual recalls a ‘specific’ episode from
his/her past experience the memory recalled contains information about place, actions, persons, objects,

thoughts and affect.

Earlier studies of autobiographical memory investigated latencies to respond to positively or negatively
valenced words. Williams & Broadbent (1986) were the first to describe a more qualitative aspect of
autobiographical recall, namely ‘response specificity’. In comparison to hospital controls, they found that
a group of parasuicide patients’ relatively longer latencies to respond to positively cued words, in
particular, was associated with their tendency to produce more over-general responses. This study has
been described as being instrumental in drawing researchers’ attention towards ‘response specificity’ in
autobiographical memory (Wessel, Meeren, Peeters, Amtz & Merckelbach, 2001), and subsequent
research has indicated that retrieval style is more consistently reported across studies than retrieval latency

(Kuyken & Brewin, 1995).

Subsequent studies of autobiographical recall have classified response styles as being either ‘specific’ or
‘over-general’. Specific memories are described as memories containing an explicit description of a ‘one-
moment-in-time event’ (Rubin, 1995). Williams & Dritschel (1992) have subdivided over-general
responses into ‘extended’ over-general memories, referring to descriptions of events over an extended
period of time, such as ‘during my undergraduate days, or ‘categoric’ over-general memories, describing
generic summaries of events such as ‘drinking in pubs’ (Kaney, Bowden-Jones & Bentall, 1999). Over-
general recall has been described as a normal developmental phase preceding the development of
‘specific-event’ memory, said to emerge around the age of 34 (Williams, 1997). During this initial phase
children tend to provide over-general responses to questions about events, even when an event has been

quite out-with the normal day to day experiences.
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Existing literature indicates that patients suffering from a variety of psychological disorders, display
similar autobiographical deficits. When asked to recall a specific memory from their past, in response to a
positive, negative or neutral cue word, participants from such groups tend to experience difficulties
retrieving ‘specific’ autobiographical memories, instead they tend to respond with more ‘over-general’
memories when compared with control groups (Williams, 1996). In attempting to understand what may
link these different patient-groups, attention is drawn to the considerable evidence suggesting that
autobiographical memory disturbance is associated with depression (Williams & Broadbent, 1986;

Brittlebank, Scott, Williams & Ferrier, 1993; Kuyken & Dalgleish, 1995).

Autobiographical memory deficits in depression
Existing literature now provides substantial evidence to suggest that autobiographical recall disturbance is
associated with depression (Moore, Watts & Williams, 1988) and some suggest that such deficits may be a
symptomatic feature of depressive phenomenology (Wessel ef al, 2001). Throughout this literature, two
main arguments exist. Some authors argue that autobiographical recall deficits are associated with the
individual’s present mood state, whereas others suggest that such deficits reflect a more stable trait. It is
argued that this may indicate individuals who may be more vulnerable to emotional disturbance. The

evidence for both will now be discussed.

1. Over-general recall as a marker of current mood-state.

There is some evidence to suggest that over-generality is simply a correlate of current depressed mood.
When presented with emotionally valenced words and asked to provide a specific memory in relation to
that word, depressed individuals have been found to respond with a more over-general recall style (Moore
et al, 1988; Evans et al, 1992). These individuals tend to be more likely to respond with over-general
‘categoric’ (Williams & Dreitschel, 1992; Kuyken & Dalgleish, 1995), rather than ‘specific’
autobiographical memories, and some authors suggest that this is particularly true in response to positively

valenced cue words (Moore et al, 1988; Merkelbach, Muris & Hoselenberg, 1996).
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In a study by Kuyken & Dalgleish (1995), patients who met DSM-III-R criteria for a current major
depressive episode had significantly more difficulty accessing specific autobiographical memories than
non-depressed controls. Fourteen of the controls who, when retrospectively assessed, met criteria for a
past episode of major depression did not display any deficits with regards to recall. The authors therefore
concluded that such findings refute the idea that over-generality reflects a stable trait. Instead, they argue
that the deficit observed in the depressed individuals appeared to reflect a state-effect of depression, as
indexed by a current diagnosis of a major depressive episode. Although severity of current depressed
mood was assessed using the Beck Depression Inventory (BDI), this variable was not included in any of
the analyses, thus preventing any conclusions being drawn with regards to the association between

‘severity’ of current mood state, as reflected by self-report measures.

Wilhelm, McNally, Baer & Florin (1997) studied autobiographical recall in patients diagnosed with
obsessive compulsive disorder (OCD). This study provided further evidence supporting the role of
depression in over-general recall. They found that, as a group, patients who met DSM-III-R criteria for
OCD demonstrated an over-general bias in their responses when compared to a normal control group. The
authors then divided the OCD patients into two sub-groups: medicated versus non-medicated patients.
Initial analyses indicated that medication status played a significant role in over-generality as the
medicated group were significantly more over-general than the non-medicated group. However, the results
from the Structured Clinical Interviews for DSM-III-R (SCID), used to screen for primary and co-morbid
diagnoses, indicated that the medicated group were significantly more depressed than the non-medicated
group. A subsequent comparison was made between the medicated OCD patients who fulfilled criteria for
the diagnosis of a major depressive disorder with the medicated participants who did not meet criteria. The
former group were found to be significantly less specific than the medicated OCD patients who did not
meet criteria for major depression. Furthermore, having compared the non-medicated (therefore non-
depressed) group with the normal control subjects, no significant differences were observed between these
two groups. The authors concluded that such evidence strongly suggested that over-generality was
attributable to the presence of comorbid major depression in the patient group and not to the diagnosis of

OCD or medication status per se. As with the previous study, self-report measures of depression severity
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were only used as an initial screening measure to reflect the differences between the two original groups.

Clinical diagnoses were relied upon for the main analyses.

Goddard, Dreitschel & Burton (1997) were interested in investigating whether the recall deficits reported
among clinical samples, could be found among a non-clinical group of participants who reported
depressive symptomatology and these authors decided to make use of the BDI, a self-rating questionnaire
assessing current severity of mood. Thirty-two student volunteers were recruited for this study, comprising
two groups. The ‘non-clinical’ depressed group comprised individuals with BDI scores =15 and the
control group comprised individuals with BDI scores <7. These authors found that an over-general
response bias, previously associated with clinical depression, was demonstrated by a non-clinically
depressed sample. Thus supporting the association between current mood state and over-generality. This
study indicates that severity of current mood state, as indexed by a self-report measure, is associated with

reported recall deficits.

Until this point, the studies mentioned above have based their analyses on either a clinical diagnosis for
major depression or a self-rating measure of current depression severity. More recently, Wessel et a/
(2001) assessed autobiographical memory style in participants recruited from local anxiety and mood
disorders clinics and decided to make use of both clinical diagnoses and self-report measures of
depression severity. The initial analyses identified a clear association between a current diagnosis of major
depressive disorder and reduced recall specificity in their sample. No association was reported between
remitted depression and over-general memories, from which the authors concluded that this absence of an
association between remitted depression casts doubt on arguments that over-general autobiographical

memory reflects a stable trait (Wessel ef al, 2001).

In order to investigate to what extent depression severity predicts autobiographical memory specificity, the
contribution that the participants’ self-report measures of depression made to the variance in scores on the
AMT was assessed. Self-reported depression severity failed to significantly contribute to the variance in

scores on the AMT. Only a current clinical diagnosis of MDD significantly predicted performance on the
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AMT, thus contesting Goddard et a/’s (1997) findings concerning the association between current severity

of mood state and over-generality.

Taken together, these studies would appear to suggest that autobiographical recall is related to current
mood as indexed by either a clinical diagnosis or a self-report measure of depression. However, further
investigation is needed in order to clarify which measure of current mood may be the most appropriate,

this way the promotion of a more consistent measure of current mood state can be established.

2. Over-general recall as a stable-trait marker, indicative of emotional vulnerability

Despite the findings from the aforementioned studies, the existing literature also provides a respectable
body of evidence to suggest that a lack of specificity is not necessarily mood-dependent but may reflect a
stable trait in individuals who are considered vulnerable to emotional disturbances, such as depression

(Williams, 1996).

Three main studies assessing autobiographical recall in parasuicide patients reflect similar results. Sidley,
Whitaker, Calam & Wells (1997) demonstrated that parasuicide patients were more over-general in their
recall style, similar to depressed and other clinical samples. However, consistent with the suggestions that
this particular style of recall could be attributed to a more stable trait, as opposed to reflecting the
individual’s current mood state, these authors found no association between over-generality and current
levels of depression, as indexed by participants BDI scores. Williams & Dritschel (1988) also reported
that over-generality was not associated with transient mood levels in an early study of autobiographical
memory in parasuicidal patients. Such findings were supported by Brittlebank er a/ (1993) who assessed
13 parasuicide patients across three different time periods, initially on admission following their self-harm
incident and then at 3 and 7 months follow-up. No control group was used in this study, instead a within-
subjects repeated measures design was employed. The authors concluded that, despite a gradual reduction
in self-reported depression scores, as measured by the Hamilton Rating Scale for Depression (HRSD), this
group were seen to display significant difficulties in retrieving specific autobiographical memories across

time. They argue that such findings support the theory that over-generality reflects a stable trait rather than
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a state of mind marker. In addition, the authors found that performance on the AMT at baseline predicted
recovery from depression at 7 months follow-up and argued that assessment of autobiographical recall
style may help to identify individuals who may be more vulnerable to emotional disturbance, such as
depression. Again, no clinical diagnoses of current depressed state were made, and reliance was made

solely on self-report measures of depression severity.

Merckelbach ef al (1996) studied autobiographical memory in 194 undergraduate university students.
Their results produced no evidence to suggest a positive association between over-general memories and
current self-reported levels of depression. Similarly, Kuyken & Brewin (1995) reported that the severity of
current levels of depression, as indexed by self-reported BDI scores, was unrelated to any aspect of
memory performance. This study assessed autobiographical recall in 56 patients who met DSM-III-R
criteria for a major depressive episode, although their diagnosis was not used as part of the analysis.
However, further investigation highlighted the number of previous depressive episodes and the tendency
to be over-general was significantly associated with this. Taken together, these results would suggest that
rather than reflecting the individual’s current mood state, the tendency to be over-general may be related

to a more stable trait. However, it may have been interesting to include current diagnosis into the analyses.

The above studies highlighted that the over-generality observed across the different samples, appeared to
be unrelated to current depressed state, as indexed by self report measures of depression. Such findings
would lend support to the suggestion that the tendency for emotionally disturbed individuals to be over-
general may be due to a pre-morbid (i.e. trait) cognitive style and current life crises (Brittlebank et al,

1993; Williams & Dritschel, 1988).

However, across each of the aforementioned studies, investigating the association between
autobiographical memory and depression - state or trait, there appears to be an inconsistency in the
measures used to assess depression, thus preventing clear conclusions from being drawn at this time.
Further investigation is therefore needed in order to clarify which measure of current mood may be the

most appropriate. This may be achieved by making use of both current clinical diagnoses and self-report
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measures of depression levels within studies in order to clarify the relationship between autobiographical

memory and depression.

‘Over-general’ autobiographical recall as a particular cognitive style
Consistent with the suggestion that over-general recall style may reflect a stable trait in individuals who
may be more vulnerable to emotional disturbances, attention is now drawn to the evidence which implies
that over-generality is a particular cognitive style. Williams & Dreitschel (1992) propose that ‘over-
general” memories are the product of a certain cognitive style. According to this view, negative life events
lead to a cognitive style that focuses on the affective dimensions of experiences (Merckelbach et al, 1996),
the peripheral details of which are not memorized, resulting in ‘over-general’ recall. An inability to
retrieve ‘specific’ memories would then permit avoidance of affectively charged, unwanted memories
(Harvey, Bryant & Dang, 1998). Williams, Watts, MacL.eod & Mathews (1997) suggests that avoidance
of ‘specific’ memories following adverse life experiences leads to an over-elaboration of ‘categoric’

(generic) summaries of past events (Kaney et al, 1999).

Williams (1996) proposes that individuals, who suffer negative events in childhood, continue to retrieve in
‘generic’ form as a means of controlling their affect, rather than progressing to the next developmental
phase which would facilitate the retrieval of more specific information (Williams, 1997). However, Morton
(1990) argues that memories for more specific details of an event are present and can be elicited with
careful questioning. Such a view is supported by van den Hout, Merckelbach & Pool (1996) who argue
that while patients may be unable to explicitly recall autobiographical details, objective tests may reveal
that the pertinent information is in fact stored in memory. This idea, that over-general recall style
facilitates the avoidance of certain ‘unwanted’ memories, is not dissimilar to what might be expected of

dissociative symptomatology.

Dissociation and over-general autobiographical recall, two related constructs?
As mentioned at the outset, dissociation is not an uncommon correlate of BPD. It has been conceptualized

as being an initially adaptive response to traumatic events (e.g. Putnam,1989) by promoting the
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compartmentalization of traumatic experiences, thus reducing their impact (Merckelbach et al, 2001).
Memory problems have been implicated in relation to dissociative disorders (van den Hout ef al, 1996),
and more specifically, the main aspect of memory functioning affected in dissociative disorders is indeed
autobiographical memory (Kihlstrom, Tataryn & Hayt, 1993; van den Hout ef al, 1996). The presence of a
dissociative disorder is believed to preclude access to certain autobiographical memories (Bryant,1995;
Schacter, Kihlstrom, Kihlstrom & Berren, 1989) and a history of trauma is associated with this impeded
retrieval (Kuyken & Brewin,1995). Numerous clinical studies have highlighted that elevated levels of
dissociation are significantly associated with histories of traumatic experiences (Putnam et al, 1996) and
there are now some indications that over-general autobiographical recall may also be present in

individuals who have suffered some form of psychological trauma.

A common link between these two constructs appears to be the supposition that individuals may fear
certain emotions and may strive to avoid thoughts, memories or situations that they expect to elicit their
emotions. This would suggest that, by facilitating avoidance of such thoughts or memories, these two
constructs might indeed share a similar role. One might therefore expect measures of over-general
autobiographical recall and levels of dissociation to be associated and there is some evidence to suggest

that they are (Jones et al, 1999).

Over-general autobiographical memory in relation to past trauma
Existing literature highlights the relationship between difficulties in recalling “specific’ personal memories
and a history of past trauma (McNally, Prassas, Shin & Weathers, 1994, McNally, Lasko, Macklin &
Pitman, 1995; Kuyken & Brewin,1995; Kaney et a/,1999), suggesting that over-general retrieval style
might represent a specific response to traumatic events. Self-reported trauma is therefore not only
relatively high in subjects suffering from dissociative disorders but also in subjects with other psychiatric

diagnoses such as depression, eating disorders (van den Hout & Pool, 1996) and BPD (Sabo, 1997).

McNally ef af (1994) and McNally et a/ (1995) studied autobiographical recall in a group of Vietnam

veterans suffering from PTSD. This group was reported to have demonstrated an over-generality in their
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recall, independent from the effects of depression. Similar results were found by Harvey et a/ (1998) in a
study of acute stress disordered (ASD) participants. These subjects reported fewer specific memories to
positive cue words, again, even when the influence of depression, as indexed by self-report measures, was
controlled for. However, it may not be possible to completely rule out the possible effect of depression on
these patients’ performances, as the previously highlighted questions regarding the association between
self-report measures of depressed mood and autobiographical recall may well raise questions about the use
of self-report measures of depression severity. Only one study, to date, has indicated an association
between self-reported measures of depression and over-generality (Goddard et a/, 1997), the remaining
studies having either reported no such associations or failed to investigate this relationship. Further

research should aim to clarify this question.

Harvey er al (1998), also reported that non-specificity in recall was reported to be a significant predictor of
PTSD symptomatology at 6 months post trauma, consistent with earlier suggestions that over-general
memory could predict failure to recover from depression (Brittlebank er a/, 1993). The authors explain
that their findings support McNally et al’s (1994) earlier conclusions that over-generality causes
vulnerability to emotional disturbance and maintenance of the post traumatic disturbance. They propose
that it would be expected that individuals who develop pathological trauma reactions would have impaired

ability to access and integrate positive specific memories.

Existing evidence suggests that exposure to trauma in childhood may result in over-general
autobiographical memory. For example, in the study mentioned earlier by Kuyken & Brewin (1995), when
studying a group of women who met DSM-III-R criteria for a major depressive episode, over-general
memories were found to be especially over represented in patients who had reported childhood sexual
abuse in comparison to a group of depressed patients with no such reports. This was said to be true even
after the effects of depressed mood, as indexed by the BDI scores, were controlled for. Again, these
authors’ previous findings of over-generality were associated with patients’ clinical diagnosis and no such
association was investigated with regards to their BDI scores. It may therefore be possible that if there is

no such association between self-reported depression severity and over-generality, it would be inaccurate
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to consider that this is an appropriate method of controlling for the effects of depression. Especially when
‘depression’ was originally accounted for by an alternative measure, namely the clinical diagnosis of
current depression. The use of the two measures might imply that two slightly different phenomena are
being measured and indeed it appears that the clinical diagnosis is a somewhat more objective evaluation
of current mood state, whereas self-report measures tend to be more subjective. Further research is

required in order to clarify the association that over-general recall has with depression.

Consistent with the association between autobiographical recall and past trauma, Kaney et a/ (1999) found
that a group of participants, who met DSM-III-R criteria for a diagnosis of delusional disorder, were
significantly more over-general than a normal control and depressed group. The authors discussed the
possibility that early adverse experiences may have contributed to this recall style. Such findings concur
with Williams® (1996) argument that traumatized children might adopt and persist in a general retrieval

style in order to avoid memories of intensely adverse experiences.

Taken together these studies lend support to the possibility that ‘over-genecral’ retrieval style might
represent a stable trait in patients who have experienced severe traumatic life events. However, the effects
of depression cannot be completely ruled out duc to methodological considerations, and in addition, two
recent studies cast doubt on the association between childhood trauma and over-generality. In a study,
previously mentioned, by Wilhelm et a/ (1997), these authors investigated the association between over-
generality and past trauma in their group of OCD patients. No such association was found and the authors
concluded that, contrary to previous findings, childhood trauma may not be a necessary antecedent to
over-general memory in adulthood. Similar findings were found in a recent study by Wessel et al (2001).
They too conclude that the lack of association between over-generality and past trauma casts doubts on
theories emphasizing the role of childhood trauma in over-general autobiographical recall. Further
research is recommended in order to clarify whether these two variables are associated, and stricter

control over the effects of depression is necessary to ascertain more reliable results.
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Clinical implications for assessing autobiographical recall
It has been argued that over-general recall appears to be a phenomenon of general clinical importance and
may possibly underpin the problem solving deficits found in parasuicide, and perhaps other clinical
samples (Sidley & Calam, 1997). Another implication for assessing autobiographical recall is its potential

prognostic value. The evidence to support these suggestions will now be considered.

L Over-general recall reflecting a problem solving deficit

Beck (1979) discussed the implications that over-general statements have on problem solving, in his early
theoretical work. This association has since been demonstrated in studies of autobiographical memory as
‘over-general’ recall has subsequently been explained as a problem-solving activity and some authors
have argued that the main consequence of over-general recall is compromised problem-solving abilities
(e.g. Williams & Dreitchel, 1988). Evans et a/ (1992) studied the relationship between autobiographical
recall and problem solving abilities in a group of parasuicide patients. Consistent with previous findings
(Williams & Broadbent, 1986; Williams & Dreitschel, 1988), this group were more likely, than matched
controls, to retrieve over-general autobiographical memories, significantly in relation to positive cues. In
this study it was hypothesized that, during a crisis, access to specific positive events would be impaired
and the generation of useful problem-solving strategics would be affected. A significant correlation
between low effectiveness of problem solving strategies and over-general recall in this group supports this
hypothesis, and Evans argues that the definition of a problem and the generation of alternative solutions
demands an ability to address adequately the memory ‘database’. Williams & Dreitschel (1992) argue that
over-general response bias may therefore make it harder for patients to remember both experiences of
mastery and techniques used to overcome difficulties, resulting in a need to prioritise problem solving

training techniques.

2. Over-general recall determining outcome
The importance of ‘specificity’ in predicting intervention outcome has also been demonstrated in a
number of studies. Wahler & Afton (1980) discovered that women who had persistent difficulty in

recalling specific incidents of parent-child interactions failed to demonstrate significant improvement
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throughout a Parent Training Programme. In terms of its prognostic value, difficulties accessing specific
personal memories has been related to emotional disturbance (Williams, 1996) and is said to strongly
predict failure to recover from depression. The more over-general the patient’s memory tends to be, the
more unlikely it is that he or she will improve (Brittlebank et al, 1993). This has been supported
throughout recent cognitive models of responses to trauma, suggesting that disrupted retrieval processes,
reducing optimal recall of traumatic memories, may mediate post-traumatic adjustment. Foa & Hearst-
Tkeda (1996) present an information-processing model which holds that trauma adaptation requires the
processing of traumatic memories in a manner that permits habituation to the associated distress and
integration of new information. Impaired access to autobiographical memories of trauma may impede this

therapeutic process.

Implications for investigating autobiographical memory in borderline personality disorder
The existing literature indicates a number of correlates with over general recall style, including depressive
phenomenology, histories of past trauma, dissociative experiences, and ineffective problem solving
abilities. However, equivocal and often conflicting findings leave many questions unanswered. In order to
understand autobiographical recall further, it may be useful to assess a clinical group in which the
aforementioned variables are common and one such group. whose psychopathology has been described as

multifaceted (Jones et al,1999), is borderline personality disordered (BPD) patients.

In a recent study by Jones et al, (1999) it was hypothesized that, due to their complex presentation which
involves many of the variables in which autobiographical recall has been associated, BPD patients would
demonstrate similar recall deficits, as have been identified in other clinical populations. The possible
relationship between autobiographical recall deficits and dissociation was also investigated. The results
from this study suggested that BPD subjects tended to respond in an over-general style and that this
appeared to be associated with their tendency to dissociate. From this observation the authors suggested
that over-generality might facilitate avoidance of emotional information as a means of controlling their
affect. However, despite evidence that over-general recall and dissociation may be related to self-reported

histories of emotional trauma (DiTomaso & Roth, 1993), Jones er al did not formally evaluate such a
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relationship.

These authors made use of a self-report measure of depression, and due to poor associations with the
tendency to be over-general, the authors concluded that response specificity was not related to depressed
mood. However, bearing in mind the previous argument regarding the use of self-report measures, this
would suggest that Jones’ conclusions must be interpreted with caution. Despite higher affect scores in the
clinical group, Jones et af did not control for the effects of depression on recall and, given the available
literature on the potential relationship between over-generality and depression, this would seem to be an

imperative consideration in such a study.

Conclusions & Recommendations
The existing literature demonstrates that research on autobiographical memory highlights various potential
correlates to over-generality. To date, findings suggest that some individuals, in particular depressed
patients and/or those who have previously experienced trauma, may be at risk of developing an over-
general recall style.

(Insert Figure 2.1 here)

Figurc 2.1 illustrates the main studies reflecting the movement and convergence of findings regarding the
relationship between autobiographical recall deficits, depression and past trauma. As can be seen from this
illustration the origins to the development of this retrieval style are not yet conclusive and therefore future

research is recommended.

Understanding auto-biographical recall may be of general clinical importance as the evidence suggests
that over-generality may underpin problem solving deficits (Sidley & Calam,1997). Effective problem
solving may be reliant on satisfactory retrieval of specific autobiographical memories as Williams (1996)
argues that such memories are likely to provide a helpful and varied database from which to construct
solutions to important real life problems. Poor problem solving abilities are frequently indicated among
patients with BPD, reflected in their high rates of parasuicidal behaviours. Therefore a better

understanding of this phenomenon may be of clinical importance with regards to helping understand and
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treat this group. The multifaceted presentation of borderline personality disorder may provide researchers
with an opportunity to investigate the inter-relationships between the various variables previously
implicated in the existing literature. Although one such study exists, methodological considerations
prevent definitive conclusions from being drawn and further research is therefore warranted. Tighter
control over the effects of depression are needed as well as an evaluation of the two methods for assessing
current mood state (diagnosis and self-report data). A measure of childhood trauma would facilitate the
investigation of the hypothesised relationship between the tendency to be over-general and past traumatic

events.
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Figure 2.1:

Figure

An illustration reflecting the movement and convergence of findings regarding the

relationships between Autobiographical Memory (AM), Depression and Past Trauma.
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Summary
This study aims to investigate whether patients with borderline personality traits have autobiographical
recall deficits and, if present, are they similar or different in nature to those deficits reported in other
psychologically disordered groups, according to the relevant literature. There is evidence to suggest that
autobiographical memory deficits are displayed in people who have, or have had depression (Williams &
Dritschel, 1992) and those who have experienced past traumatic life-events (McNally, Litz, Prassas, Shin
& Weathers, 1994; McNally, Lasko, Macklin & Pitman, 1995). Such individuals have demonstrated a
tendency to be ‘over-general’ in their recall of autobiographical memories and this response style has been
associated with poorer problem-solving skills (Goddard, Dritschel & Burton, 1997), implying that
identification of over-general recall may have clinical implications for designing interventions for groups
displaying such a deficit. Given that both depression and past traumatic events are common in BPD it

could be considered important to investigate this phenomenon within this group.
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Until now, only one study has looked at autobiographical memory in BPD (Jones, Heard, Startup, Swales,
Williams & Jones, 1999). The results from this study suggest that BPD subjects experience similar
autobiographical memory deficits, as reported amongst patients suffering from a variety of psychological

disorders, and their ‘over-general’ response style relates to their tendency to dissociate.

The aim of this study will be to broadly replicate existing findings in a sample of BPD patients compared
with normal control subjects. This study also aims to elucidate the contributions depression and past

traumatic experiences make to autobiographical memory.

Experimental groups will be recruited from Community Mental Health Teams (CMHT) within Greater
Glasgow Primary Care, NHS Trust and Ayrshire and Arran Primary Care, NHS Trust. Each participant

will be assessed using a range of standard clinical measures.

Introduction
Evidence suggests that patients suffering from a variety of psychological disorders have difficulties
retrieving ‘specific’ autobiographical memories (McNally et a/, 1994; Harvey, Bryant & Dang, 1998;
Wilhelm, McNally, Baer & Florin, 1997, Kuyken & Dalgleish, 1995; Williams & Broadbent, 1986),
instead they tend to respond with more ‘over-general’ memories when compared with control groups
(Williams, 1996). ‘Over-general’ memory has been explained as a problem-solving activity and the main
consequence of over-general recall is said to be compromised problem-solving abilities (Williams &
Broadbent, 1986; Williams & Dritschel, 1988; Evans, Williams, O’Loughlin & Howells, 1992, Williams

& Hollan, 1981).

Autobiographical memory disturbance has been displayed in individuals with depression (Moore, Watts &
Williams, 1988; Williams & Scott, 1988). However the research reflects a certain degree of ambiguity
with regards to the specific contribution depression makes to over-general memories. Where some studies
support the role of current depressed mood (Williams & Scott, 1988) others suggest that when the effects

of depression were controlled for, a group of acute stress disordered subjects continued to display recall
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deficits, suggesting that depressed mood is not solely responsible for the reported deficits (Harvey, Bryant
& Dang, 1998; Williams & Broadbent, 1986). The existing literature highlights the fact that the
relationship between autobiographical memory and depression is not yet fully understood and therefore

implicates the need for further investigation.

Williams & Dritschel (1992) propose that ‘over-general’ memories are the product of a certain cognitive
style. According to this view, negative life events lead to a cognitive style that focuses on the affective
dimensions of experiences (Merckelbach, Muris & Horselenberg, 1996), the peripheral details of those
experiences are not memorised, resulting in ‘over-general’ recall. An inability to retrieve ‘specific’
memories would then permit avoidance of affectively charged, unwanted memories (Harvey, Bryant &
Dang, 1998), similar to what might be expected of dissociative symptomatology. It has been proposed
that individuals may fear certain emotions and may strive to avoid thoughts, memories or situations that
they expect to elicit their emotion. Williams, Watts, MacLeod & Mathews (1997) suggest that avoidance
of ‘specific’ memories following adverse life experiences leads to an over-claboration of ‘categorical’
(referring to a generic) summary of past events (Kaney, Bowen-Jones, & Bentall, 1999). It has been
argued that individuals who suffer negative events in childhood continue to retrieve in ‘generic’ form as a
means of controlling their affect (Williams, 1996). Several studies have highlighted the relationship
between difficulties in recalling ‘specific’ personal memories and a history of past trauma (McNally et al,
1994; McNally et al, 1995; Kuyken & Brewin, 1995; Kaney, Bowen-Jones & Bentall, 1999). Such
studies support the possibility that ‘over-general’ retrieval style might represent a stable trait in patients
who have experienced severe life events (Merckelbach, Muris & Horselenberg, 1996). However further

research is required in order to investigate this association further.

Dissociation is said to be a response to psychologically overwhelming experiences (inducing fear and
helplessness), especially in childhood (Draijer & Langeland, 1999). The propensity to dissociate has been
related to a self-reported history of emotional traumatization (DiTomaso, & Roth, 1993). A study by van
den Hout, Merckelbach & Pool (1996) investigated the relationship between past emotionally traumatic

experiences, dissociative symptomatology and thought suppression. They found a relationship between
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self-reports of traumatization and a tendency to dissociate and suggested that memory problems relating to
trauma may be due to “wilful forgetting’, lending support to the suggestion that such a phenomenon may

be a strategy for averting trauma related distressing emotions (Jones et al, 1999).

It is argued that memory problems are inherent to dissociation (van den Hout, Merckelbach & Pool, 1996),
therefore, it is expected that autobiographical recall deficits and dissociation might be related. Also, as
self-reported traumatization is associated with dissociative tendencies (van den Hout, Merckelbach &
Pool, 1996) it is expected that evidence of past emotionally traumatic experiences may be related to
dissociative symptomatology and recall deficits. Given the complex psychopathology of borderline
personality disorder and its association with early traumatic experiences it is expected that such

phenomena might be evident within this group.

A recent study by Jones et al (1999) has attempted to investigate such phenomena in borderline
personality disordered (BPD) subjects. It was hypothesized that similar recall deficits, as reported amongst
patients suffering from a variety of psychological disorders, would be found among individuals diagnosed
with BPD. The possible relationship between autobiographical recall deficits and dissociation was also
investigated. The results from this study suggest that BPD subjects do experience difficulties in recalling
‘specific’ autobiographical memories, responding with a more ‘overgeneral’ recall style when compared
with a normal control group. Additionally, the BPD subjects provided a disproportionate number of over-
general responses to negative cues, a finding that is qualitatively different in the pattern to other clinical
samples. The overgeneral recall style was seen to relate to the subjects’ tendency to dissociate. The
authors concluded that the relationship between ‘overgeneral’ recall and a tendency to dissociate might be,
at least partly, a result of past traumatic experiences or adverse early environments. Jones et al suggested
that this recall style might be facilitating avoidance of highly emotional information as a means of
controlling their affect. However, despite the evidence that an inability to recall ‘specific’ memories
(McNally er al, 1994, McNally et al, 1995; Kuyken & Brewin, 1995; Kaney, Bowen-Jones & Bentall,
1999) and dissociation are related to self-reported histories of emotional traumatization (DiTomaso &

Roth, 1993), Jones et al [5] did not assess the prevalence of early traumatic experiences, within this group
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of individuals where histories of early traumatic experiences are common. Importantly, Jones ef a/ did not

control for the effects of depression, therefore future research should aim to address this point.

This current study will therefore attempt to replicate the results of Jones et al (1999) in order to investigate
the autobiographical recall style of patients with BPD traits, and whether, if these deficits are present, they
are associated with a particular cognitive style (e.g. dissociation) (Williams & Dritschel, 1992). In
addition, the relationship between autobiographical recall style and past traumatic experience

(Merckelbach, Muris & Horselenberg, 1996) and depression will be investigated.

AIMS:

1. Broadly replicate existing experimental work in relation to the specificity of autobiographical
retrieval in a sample of BPD patients compared with a normal control group.

2. Assess cognitive style (in terms of dissociation) in order to evaluate the relationship between
autobiographical memory and cognitive style.

3. Investigate whether autobiographical memory deficits are related to any past traumatic

experiences.

Experimental hypotheses

- It is hypothesised that BPD subjects will show an over-generality in autobiographical recall when

compared with a normal control group.

- It is hypothesised that BPD subjects will be more likely to dissociate when compared with a normal

control group.
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- It is hypothesised that BPD subjects will be more likely to report an early history of emotionally

traumatic life events when compared with a normal control group.

- It is hypothesised that over-general recall, in BPD subjects, will be related to a specific cognitive

style, namely dissociation.

- It is hypothesised that an early history of emotionally traumatic life events will be related to

dissociation in BPD subjects.

- It is hypothesised that over-general recall will be related to an early history of emotionally traumatic

life events in BPD subjects.

Methodology
Participants
In order for this study to have sufficient power (a = 0.05 p = 0.8) to answer the questions that are being
asked the number of participants required for this study was determined using a power analysis (Cohen,
1992). Based on a previous study, Jones et al (1999) recruited N=23 for the experimental group and N=23
for the control group, the power analysis indicated that at least 14 participants will be necessary for each
group. Therefore, the aim of this study will be to recruit two groups, each with approximately 20 subjects,

namely an experimental group and a matched control group.

The experimental group will consist of adults, aged 18-65 years, who meet criteria for a diagnosis of
Borderline Personality Disorder as defined by the DSM-1V criteria for BPD. This will be ascertained using
the BPD section of the SCID-II. This group will be drawn from local mental health services throughout
Greater Glasgow and Ayrshire and Arran Primary Care, NHS Trusts. Clinical Psychologists, within
CMHT departments throughout these areas, will be approached, whereby the researcher (JA) will explain
the nature of the study. Clinicians will be asked to provide a summary of the study to individuals they

consider to be appropriate for inclusion in the study. At this point clinicians will ask the individual for
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permission to be contacted by the researcher (JA) who will explain the study in more detail. They will be
assured that by agreeing to meet with JA, they will not be obliged to participate, as recruitment will be on

a voluntary basis.

Subjects with a history of psychosis, schizophrenia, bipolar disorder, primary substance dependence,
learning disabilities or any organic condition known to cause memory deficits will be excluded from the
study. Due to the complex nature of borderline personality, it was expected that this group might display
higher scores on measures of affect. Therefore measures for anxiety and depression will be controlled for

across both groups.

The control group will be volunteers drawn from the general population, obtained throughout a hospital or
university department. Such individuals will be matched for age, sex and level of qualification. They
should not meet criteria for a diagnosis of Borderline Personality Disorder traits as defined by the DSM-
IV criteria for BPD, ascertained using the BPD section of the SCID-II. Individuals with a current
psychiatric disorder, any condition known to cause memory impairment or a history of psychiatric

disorders, that required professional input, will be excluded from this study.

Following reading a study information sheet (Appendix 3.2), which will be retained by the individual, all
participants will be asked to provide written consent (Appendix 3.3) before participating in this study, this

will be documented in the experimental groups’ clinical notes.

Measures

SCID-II (First, Spitzer, Gibbon & Williams, 1994)

The presence of BPD traits will be established using the Borderline Personality Disorder section of the
Structured Clinical Interview for Personality Disorders. This is based on the diagnostic criteria in the

fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-1V) (APA, 1994).
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Beck Depression Inventory — (BDI) (Beck & Steer, 1993b)

A 2l-item self-report questionnaire assessing cognitive, emotional and vegetative symptoms associated

with depression.

Beck Anxiety Inventory — (BAI) (Beck & Steer, 1993a)

A 2l-item self-report questionnaire that measures the severity of physiological and cognitive anxiety

symptoms over the preceding week including the day of administration.

Autobiographical Memory Test — (AMT)

The study will adopt the AMT administration as described by Williams and Broadbent (1986) in which
five positively valenced words (happy, safe, interested, successful, surprised) and five negatively valenced
words (sorry, angry, clumsy, hurt, lonely) will be presented, on large printed cue cards (see Appendix 3.4),
in a pseudo-random order. Positive and negative words will be alternately presented. Subjects will be
asked to read each word and to try to think of a specific memory that comes to mind in relation to that
word. The latency to the first word of each response made by the subjects will be recorded using a
stopwatch. A time limit of 60 seconds will be allowed within which the subject will be required to
provide a specific response before the next cue card is presented. If the first response is a general memory
(e.g. to the cue word ‘safe’: ‘At home’) the subject will be prompted to be more specific (‘Can you think
of a specific time, one particular occasion?’). First responses will be categorized as ‘specific’,
‘overgeneral’ or ‘omissions’ (if subjects exceeded the time limit or could not provide a response).
‘Overgeneral’ memories will then be rated as either ‘categorical’ or ‘extended’ in accordance with the
observation that only ‘categorical’ memories are over-represented in depressed individuals (Williams &
Dritschel, 1992). Responses will be assessed in order to investigate the nature of autobiographical recall
in borderline personality disordered subjects and will be rated by the researcher (JA). A sample will be
independently rated (e.g. by a fellow trainee), who will be unaware of the group status, in order to assess
inter-rater reliability. Practice items will be given to ensure that subjects fully understand the

experimental procedure, the trial will not commence until this has been demonstrated.
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Dissociative Experiences Scale — (DES) (Bernstein & Putnam, 1986) (see Appendix 3.5)

The DES is a reliable and valid scale measuring dissociative symptomatology (Jones ez af; 1999). This
self-report questionnaire consists of 28 items, each relating to dissociative experiences. Subjects are asked
to indicate how often such experiences happen to them throughout their daily life by making a mark on-the
100mm VAS provided for each item. The mean of all the items ranges from 0 — 100%, with 0%
representing that the experiences never happens and 100% indicating that it happens all the time. The

scale score is determined by calculating the average score across all items.

The Childhood Trauma Questionnaire — (CTQ) (Bernstein et al, 1994) (see Appendix 3.6)

The CTQ is a 53-item, self-report, measure assessing the frequency of traumatic events throughout
childhood, including experiences of abuse and neglect as well as related aspects of the child-rearing
environment. The questionnaire assesses 4 main trauma related characteristics: physical and emotional
abuse; emotional neglect; sexual abuse and physical neglect. Subjects are asked to indicate how often
such experiences happen to them throughout their childhood by making a mark on the 5 point Likert-scale
provided for each item. The responses range from “never true” to “very often true”. The administration of
the CTQ should take between 10 — 15 minutes and is intended for use with adults and adolescents in

clinical settings.

Design

This experiment will use a 2 (Group : BPD, control) x 2 (Valence: positive, negative) mixed subjects
design. The first factor will be measured between-groups (comparing borderline subjects against normal
controls) whereas the second factor will be measured within-subjects (comparing participants’ responses

to positive and negative cue words).

Procedure
Upon obtaining consent, subjects will be screened, by interviewer (JA), for a clinical diagnosis of
borderline personality disorder using the BPD section of the SCID-IL. Levels of depressive and anxiety

related symptomatology would then be assessed by completion of the BDI and BAI respectively. The
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experimental task will then be administered. Responses from the AMT will be recorded on a tape recorder
which only those involved in the study will have access to. These tapes will duly be erased once the
information has been transcribed. Finally, all subjects will then be asked to complete the Dissociative
Experiences Scale and the Childhood Trauma Questionnaire. On completion of the questionnaires, time

will be allowed for debriefing any participants for whom this was felt to be necessary.

Settings and Equipment

The research protocol will be conducted either at the client’s local health centre, at Gartnavel Royal
Hospital, or at a venue convenient to the participants. Equipment will consist of the Autobiographical
Memory Task (AMT), a stopwatch and measures of anxiety, depression, past traumatic events and

dissociation.

Data Analysis

Data collected will be stored on a password-protected database compiled on SPSS for Windows. It is
expected that the participants with borderline personality traits will differ from controls on the affect,
dissociation and childhood trauma scales, therefore t-tests will be used to investigate the differences
between the two groups. The main analysis will use mixed analysis of variances in order to investigate the
differences between the two groups’ performances on the Autobiographical Memory Task. This same
analysis will enable an investigation of the differences within subjects performances according to positive
versus negatively valenced cue words. Finally, correlational analyses may be used to investigate any
associations between autobiographical recall style, depression, dissociation and childhood traumatic
experiences.

Practical Applications

Over-general recall has been related to poorer problem solving skills (Evans, Williams, O’Loughlin &
Howells, 1992). The propensity to retrieve over-general memories that were ‘categoric’, (referring to
generic summary of events, e.g ‘drinking in pubs’) rather than ‘extended’ (referring to an extended period
of time. e.g. ‘my undergraduate days’) (Kaney, Bowen-Jones & Bentall, 1999) has been significantly

associated with poorer social problem solving skills (Goddard, Dritchel & Burton, 1996). Further resecarch
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has indicated that “specificity’ is important for successful social problem solving skills (Goddard, Dritchel

& Burton, 1997).

Overgeneral memory has been seen to be a good predictor of which individuals will respond poorly to
intervention (Brittlebank, Scott, Williams & Ferrier, 1993). Confirmation of an autobiographical memory
deficit could therefore assist in the development of treatment interventions with certain psychologically
disordered groups demonstrating an autobiographical recall deficit. Individuals who are more over-general
may benefit from the use of cognitive techniques directed towards enhancing the specificity of information
processing. This would provide them with a richer database that would offer more details for constructing

adequate solutions.

Timescale
September 2000 Ethical clearance applied for.
October — May 2001 Data collection
June ~ August 2001 Data analysis & preparation of study for publication
Ethical approval

Ethical approval will be required from Greater Glasgow (see Appendix 3.7a,b) and Ayrshire & Arran

Primary Care, NHS Trusts (see Appendix 3.8).
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Objective

The purpose of this study was to investigate autobiographical recall in a group of patients (N=19)
diagnosed with Borderline Personality Disorder (BPD), and to compare their performances with a
normal control group (N=19). In addition, this present study sought to elucidate the contributions

that depressed mood and a past history of trauma made to autobiographical recall style.

Method

Employing a 2 (Group: BPD, Normal Control) x 2 (Valence: Positive, Negative) mixed factorial
design, the participants performances on the Autobiographical Memory Task were assessed. The
differences between the two groups were investigated using a Mixed ANOVA, this also enables the

authors to investigate whether there was any effect for the valence of the cue word presented.

Results

As expected the two groups differed on measures of affect, with the BPD group reporting higher
levels of affect than the normal control group. Consistent with an earlier study (Jones ef al, 1999),
the BPD patients in this present study provided significantly more over-general responses, to both
positively and negatively valenced cue words, than the normal control group. However, when the
effects of depression were accounted for, the main effect for group was lost. In addition, this present
study does not lend support to the theory that childhood trauma plays a role in over-general

autobiographical recall.

Conclusions

The results from this present study support the argument that autobiographical recall is associated
with depression, as the differences observed between the two groups was lost when depression was
accounted for, thus suggesting that it is indeed depression that plays a significant role. However, the

exact nature of this association is not clear, therefore future research implications are discussed.
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Running title:  Autobiographical Memory in Borderline Personality Disorder (BPD)

Introduction
Over recent years, knowledge about autobiographical memory in emotional disorders has steadily
accumulated (Wessel, Meeren, Peeters, Atz & Merckelbach, 2001) and evidence suggests that
patients suffering from a variety of psychological disorders experience difficulty in retrieving
‘specific’ autobiographical memories (e.g. Wilhelm, McNally, Baer & Florin, 1997, Williams &
Dritschel, 1992; Williams, Williams & Ghadiali, 1998). Such individuals are reported to respond
with a more ‘over-general’ recall style when compared to control groups (Williams, 1996) and recent
evidence suggests that patients diagnosed with Borderline Personality Disorder (BPD) also
demonstrate an over-general autobiographical recall bias when compared with a non-clinical

comparison group (Jones ef al, 1999).

BPD has more recently become the subject of intense theoretical and clinical investigation (Herman,
Perry & van der Kolk, 1989). These patients have been found to be high users of mental health
services (Swartz, Blazer, George & Winfield, 1990) yet it is generally agreed that they are
particularly difficult to treat (Herman et al, 1989). This may be somewhat associated with their often
complex presentation, such as depression (Pope, Jonas, Husdson, Cohen & Gunderson, 1993),
dissociative symptomatology (APA, 1994), recurrent parasuicidal behaviours (Keherer & Linehan,
1996), and the frequent occurrence of trauma and neglect in the childhood experience of adult
patients diagnosed with BPD (Sabo, 1997), which often accompany such a diagnosis. Further
research is required in order to understand more about this complex group, particularly due to their
frequent reliance on self-harmful behaviours as a means of coping, thus highlighting their often

considered non-adaptive choice of problem solving strategies.

It has been argued that over-general recall appears to be a phenomenon of general clinical
importance and may possibly underpin the problem solving deficits, similar to those found in
parasuicide and perhaps other clinical groups (Sidley & Calam, 1997). Over-general

autobiographical memory has therefore been explained as a problem-solving activity and some
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authors have argued that the main consequence of over-general recall is compromised problem-
solving abilities (e.g. Williams & Dritschel, 1988). An association between low effectiveness of
problem solving strategies and over-general recall has been demonstrated throughout the existing

autobiographical memory literature (Evans, Williams, O’Laughlin & Howells, 1992).

The autobiographical memory literature inconclusively highlights potential causes and implications
of over-general recall, and clearly awaits further research in order to provide additional clarification.
However, much of the existing literature implicates depressive phenomenology in relation to over-
general recall style (for a review, see Airlie, 2001). Substantial evidence now exists suggesting that
autobiographical recall disturbance is associated with depression (Moore, Watts & Williams, 1988)
with some authors suggesting that recall deficits may be a symptomatic feature of depressive
phenomenology (Wessel et a/, 2001). In support of this Wilhelm et a/, (1997) recently reported that
the most robust manifestations of over-general memories were found in those Obsessive Compulsive
Disorder (OCD) patients who had a co-morbid diagnosis of major depression. However, the evidence
to suggest whether over-generality is indicative of current mood state or reflective of a more stable
trait effect remains inconclusive as other authors have reported the persistence of recall deficits
across time. despite a reduction in depressive symptomatology (Brittlebank, Scott, Williams &
Ferrier, 1993). Such evidence provides support for Williams & Dritschel’s (1988) earlier findings,
that a group of overdose patients were comparable to current overdose patients in terms of their

autobiographical memory performance (Wessel et a/, 2001).

Existing literature also indicates that difficulties in recalling ‘specific’ personal memories may be
related to a history of past trauma (McNally, Prassas, Shin & Weathers, 1994; McNally, Lasko,
Macklin & Pitman, 1995; Kuyken & Brewin, 1995), suggesting that over-general retrieval style
might represent a specific response to traumatic events. Kuyken & Brewin (1995) reported an
association between trauma, as indexed by reports of childhood sexual abuse, and over-general recall
in a group of women who met diagnostic criteria for major depression, claiming this to be true even
after the effects of depression were controlled for. However these authors used two different means of

assessing current depressed mood, the self-report measure and the clinical diagnostic assessment.
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Their subsequent analyses used these measures interchangeably. There is reason to believe that the
two different forms of assessment may represent slightly different phenomenon, due to
inconsistencies in results from studies making use of and comparing both methods (sec Wesscl et al,
2001). Therefore it is not possible to conclude that depressive phenomenology was reliably accounted

for in this study (see Airlie, 2001).

Jones et al (1999) would argue that the association they observed between their BPD groups’
tendency to dissociate and over-generality lends support to the idea that over-generality may reflect a
specific response to traumatic events. Indeed dissociation has been conceptualized as being an
initially adaptive response to traumatic events (Putnam, 1989). Therefore this may seem a reasonable
suggestion, given the fact that dissociative experiences are a common feature of BPD
symptomatology (APA, 1994). However, in Jones et al’s study no formal assessment of past
traumatic experiences was conducted. Future studies need to formally assess the existence of past
trauma in BPD in order to investigate this hypothesis further. In addition, given the reported
association between depression and over-generality, future studies assessing autobiographical recall
in patients with BPD would need to control for the effects of depression. Jones et al/ (1999) did not
report controlling for the effects of depression, despite recognising that their BPD group had
significantly higher levels of self reported depression than their normal control group. Thus
preventing any firm conclusions from being drawn from this study, as the possibility that the effects

of depression may have affected the response style cannot be ignored.

In summary, the existing literature demonstrates an incongruity between conclusions drawn across
studies. The relationships between depression, trauma and over-general recall require further
clarification. Therefore the aims of this study were twofold. This present study endeavoured to
replicate the previous findings reported by Jones et al (1999) in order to ascertain whether over-
generality is indeed a characteristic feature of BPD patients’ response styles. This study sought to
elucidate the precise contributions depression and/or childhood trauma make to autobiographical

recall style in a group of subjects diagnosed with BPD.
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Methodology
Design
A 2 (Group: BPD, control) x 2 (Valence: positive, negative) mixed design was used. The first factor

was measured between-subjects, whereas the second factor was measured within-subjects.

Participants

Twenty-nine patients were approached for participation in this study. However, after consenting to
meet with the researcher, 10 patients were withdrawn from the study on the basis of literacy skills
(n=2), repeated cancellations (n=4), DNA’s (n=2), and refusal to complete the childhood trauma
questionnaire. The clinical group therefore comprised 19 participants (16 females, 3 males; mean
age 32.6, S.D. 8.7), who were in contact with local mental health services. These participants were
referred having previously received a formal diagnosis of borderline personality disorder or whose
care-managers believed may fulfil DSM-1V criteria for Borderline Personality Disorder (APA, 1994).
Clinical diagnosis was confirmed through the administration of the BPD section of the Structured
Clinical Interview for DSM-IV Personality Disorders (SCID-IL; First, Spitzer & Gibbon, 1994). Any
participants with a history of psychotic illness, bipolar disorder, learning disabilities or any organic
condition known to cause memory deficits and individuals currently diagnosed with substance

dependence were excluded from the study.

Nineteen non-clinical participants (16 females, 3 males, mean age 32.0, S.D. 9.6) were recruited,
from a university hospital department, as a comparison group. The two groups did not differ
significantly with respect to gender, age (t=.20, df=36, p>0.05, one-tailed), and years of full-time
education (t=.21, df=36, p>0.05, one-tailed). They too were administered the SCID-II, this time to
ensure the absence of a clinical diagnosis of BPD. Individuals with a current psychiatric disorder,
any condition known to cause memory impairment or a history of psychiatric disorders, that required

professional input, were excluded from this study.
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Measures

Beck Depression Inventory (BDI) (Beck & Steer, 1993b).

This consists of a 21-item self-report questionnaire assessing the cognitive, emotional and vegetative
symptoms associated with depression over the preceding fortnight including the day of

administration.

Beck Anxiety Inventory (BAID) (Beck & Steer, 1993a).

This consists of a 21-item self-report questionnaire measuring the severity of physiological and
cognitive symptoms associated with anxiety over the preceding week including the day of
administration. This was simply used as an initial screening tool in order to assess each participant’s

level of anxiety.

The Autobiographical Memory Test (AMT) (Williams & Broadbent, 1986).

The administration of the AMT as described by Williams & Broadbent (1986) was employed.
Participants were presented with ten large printed cue cards, bearing five positively valenced words
(happy, safe, interested, successful & surprised) and five negatively valenced words (sorry, angry,
clumsy, hurt & lonely). The cards were delivered in a pseudo-random order alternating the
presentation of positive and negative words. Participants were asked to read each word aloud and to
try to think of a specific personal memory in relation to that word. This task was tape-recorded and
the latency from reading the word aloud to the first word of the first responses made by the subjects
was recorded. The participants were allowed 60 seconds within which to provide a specific response
before the subsequent cue card was presented. Previous research indicates that specific and general
memories can be reliably distinguished with an inter-rater reliability of between 0.87 and 0.93
(Williams & Dritschel, 1988). If the participant provided a ‘general’ response (e.g. to the cue word

‘safe’: ‘At home’) the participant was then prompted to be more specific.

First responses were categorized as ‘specific’, ‘over-general’, or omission’ (if the subject exceeded
the time limit or could not provide a response). Over-general memories were subsequently rated as

either ‘categoric’ or ‘extended’ in accordance with the observation that only ‘categoric’ memories
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are over-represented in depressed individuals (Williams & Dritschel, 1992). The researcher rated
responses in order to evaluate the individual’s autobiographical recall response style. A sample of the
participants’ responses were independently rated by a colleague, who was blind to the group status,
in order to assess inter-rater reliability. Reliability scores were calculated using the standard
percentage agreement index (Suen & Ary, 1989) — Agreements + (agreements + disagreements) x
100. In terms of the specificity of the responses, (i.e. specific vs. general) agreement between raters
was 91%. In terms of classifying the nature of the over-general responses (i.e. categorical vs.

extended), both raters agreed on 89% of responses. Any disagreements were resolved by discussion.

Prior to commencing, practice items were provided in order to ensure that the participants fully
understood the experimental procedure. The trial was not commenced until this had been

demonstrated.

Dissociative Experiences Scale (DES) (Bernstein & Putnam, 1986).

This self-report questionnaire consists of 28 items, each relating to dissociative experiences. The
participants were asked to indicate how much of their daily life is affected by such experiences
through the use of a visual analogue scale ranging from 0% (none of the time) to 100% (all of the

time). The scale score is determined by calculating the average score across all the items.

The Childhood Trauma Questionnaire (CTQ) (Bernstein, Ahluvalia, Pogge & Handelsman, 1994).

This self-report questionnaire consists of 53 items and is a retrospective measure of various aspects
of abuse and neglect experienced during the individual’s childhood. The CTQ yields a global score
(5-25) and can be subdivided to yield five subscales: physical abuse (seven items; range 7-35),
emotional abuse (12 items; range 12-60), sexual abuse (seven items; range 7-35), physical neglect
(eight items: range 8-40) and emotional neglect (16 items; range 16-80). The items are scored on a
5-point scale ranging from 1 (never true) to 5 (very often true). Favourable analyses of the scale’s
psychometric properties have been published by Fink, Bernstein, Handelsman, Foote, & Loverjoy
(1995) and Bernstein, Ahluvalia, Pogge, & Handelsman (1997) and this scale has been devised for

the use with adolescent and adult psychiatric populations.
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Procedure

Upon obtaining consent, each participant was screened for the presence of borderline personality
disorder using the SCID-II. The measures were then administered in the order that has been
described above. The duration of the assessments varied between one to two hours. On completing
the administration of the measures, time was allowed to debrief any participants for whom this was
felt to be necessary. Any disclosures revealed within the assessment session were fed back to the
referring body with the participant’s written consent. Provision was made for the control group
should they become distressed by the assessment by providing the contact numbers for local mental

health services.

Data Analysis

Following initial tests of normality of distribution and homogeneity of variance, the data were
analysed. The mean numbers of over-general responses were analysed using a 2 (Group: BPD,
control) x 2 (Valence: positive, negative) mixed analysis of variance. Participant group was used as
the between-groups factor and the valence was used as the within-subjects factor. Correlational
analyses were then employed to look at the relationships between the participants’ performance on
the AMT and additional measures.

Results

Box and whisker plots, which show the median, spread and inter-quartile range of scores can be
employed to show the spread of scores and these plots can be used to identify any unusual cases
(outliers) which are displayed by a dot outside of the main range of scores. Prior to any analyses
being conducted, outliers were identified on the DES scores using box and whisker plots and these
were specified as DES scores that were greater than 1.5 times the interquartile range of DES scores.
In total only 13% of DES scores were outliers. Homogeneity of variance was subsequently met
following square-root transformation for all of the DES scores in order to minimize the impact of

outliers.
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Affect and Childhood Trauma Scores
Means and standard deviations for the BPD and the control groups on the BAI, BDI, DES and CTQ
are included in Table 4.1. Due to the complex nature of BPD, it was expected that the two groups

would differ on scores across these measures.

(Insert Table 4.1 here)

Levene’s test of homogeneity of variances indicated that equal variance could only be assumed for
two of the affect and trauma variables, namely DES and emotional neglect. Where the variances of
the two groups differed significantly on any of the variables, -tests for unequal variances were

employed and significant differences were found in the expected directions on each of the variables.

As expected, the BPD group scored significantly higher than control subjects did on the BAI (+=4.89,
df=20.24, p<0.001, one-tailed), BDI (+=10.24, df=25.54, p<0.001, one-tailed), DES (#=4.30, df=36,
p<0.001, one-tailed), and CTQ Global (+=7.30, df=22.29, p<0.001, one-tailed). The distribution of

the participants’ BDI scores indicates a range of moderate to severe depression.

Investigation of the CTQ sub-tests indicate that the BPD group attained significantly higher scores
across each of the scale’s domains: emotional abuse (t=7.1, df=21.18, p<0.001, one-tailed); physical
abuse (t=4.57, df=18.20, p<0.001, one-tailed); sexual abuse (U=92.50, N;=19, N,=19, p<0.01, one-
tailed); emotional neglect (t=4.97, df=36, p<0.001, onc-tailed) and physical neglect (=6.11,

df=18.81, p<0.001, one-tailed).

Autobiographical Recall Style in BPD

. Recall Specificity

All respondents offered memories to the majority of cues and a summary of the participants’
responses can be seen in Table 4.2. In order to test whether the BPD patients recalled more over-
general memories than the controls, the mean numbers of over-general responses were analysed

using a 2 (Group: BPD, control) x 2 (Valence: positive, negative) mixed analysis of variance. The
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analysis revealed a main effect of participant group (F 36=23.74, p<0.05) with the BPD group
retrieving significantly more over-general responses than the control participants. A main effect of
valence was revealed (Fg 35=6.13, p<0.05), with significantly more over-gencral responses being
retrieved by the whole sample in response to negatively valenced cue words, however there was no

significant interaction between group and valence (F(; 36=1.53, p>0.05).

(Insert Table 4.2 here)

Previous research has indicated that depressed patients typically recall more ‘categoric’ rather than
‘extended’ over-general responses (Williams & Dritschel, 1992). This was considered due to the fact
that the clinical group had significantly higher scores than the control subjects on the BDI. However,
in this present study, the mean number of autobiographical responses (see Table 4.2) indicate that the
BPD patients recalled aimost equal number of categoric and extended responses (M=2.5 and M=3,
respectively). Thus unlike William’s studies, but consistent with Wilhelm e al’s (1997) study, over-

generality was not confined to categoric memories.

. Recall Latency

Mean response times for generating autobiographical memories were analysed using a 2 (group) x 2
(valence) mixed ANOVA. The results indicated that there were no main effects for group
(Fi36=3.73, p>0.05) nor valance (F36=0.01, p>0.05) nor group by valence interactions
(Fu 36=3.18, p>0.05). Thus, indicating that both groups took approximately the same length of time

to retrieve an autobiographical memory regardless of the valence of the cue word.

Investigating the effects of depression on autobiographical recall
In order to index the contribution of depression on autobiographical recall, the previous analyses

were repeated with BDI scores entered as a covariate.
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. Recall Specificity

When the effects of depression were controlled for, the main effect of group was lost (F(; 35=0.02,
p>0.05) indicating that when the effect of depression is removed, the main effect of group becomes
non-significant. The results of the between-subjects simple effects indicate that depression
significantly predicts the number of over-general responses (F( 36=11.59, p<0.05). There were no
changes in the significance of the main effects of valence and the interaction effects of group by

valence as both remained non-significant (F 5= 0.06, p>0.05 & F(; 36=0.01, p>0.05, respectively).

Correlational Analyses

. Investigating associations between variables

Correlation analyses were conducted between the mean number of over-general responses and the
various measures, the results of which can be seen in Table 4.3. Unlike Jones’ findings, significant
positive correlations can be found between all of the variables, indicating that the higher the scores

on measures of affect and reported trauma the higher the number of over-general responses.

(Insert Table 4.3 here)

A significant positive correlation was found between BDI scores and a propensity to provide over-
general responses (+=0.81, p<0.01). A significant positive correlation was found between dissociation
and number of over-general responses (r =0.52, p<0.01), replicating the findings of Jones et al. A
positive correlation indicated an association between dissociation and a previous history of childhood
trauma (»=0.66, p<0.01). Such results suggest that the higher a participants’ childhood trauma score
was, the more likely they were to score highly on the dissociative experiences scale. In order to
investigate recent hypotheses suggesting an association between over-generality in autobiographical
recall and past traumatic experiences, these two measures were assessed. Indeed, a positive
correlation was found between childhood trauma scores and over-generality on the AMT (r=0.57,

p<0.01).
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. Controlling for the effects of mood.

In order to explore whether the significant correlation between childhood trauma and the propensity
to retrieve over-general memories could largely be explained by mood, a partial correlation
coefficient between these two parameters was calculated while controlling for the scores on the BDI.
The correlation was subsequently found to be low (-0.07) and non-significant (p>0.05) suggesting
that the relationship between over-general recall and a previous history of traumatic childhood

experiences was largely mood dependent.

Discussion
The present study was primarily concerned with replicating the findings of the only existing study to
assess autobiographical recall in patients diagnosed with Borderline Personality Disorder (BPD)
(Jones et al, 1999). An examination of autobiographical memories in a group of BPD patients was
therefore conducted. As was expected, and consistent with Jones et al’s (1999) findings, compared to
normal controls this present BPD group obtained significantly higher scores on measures of affect
and childhood trauma. The initial analyses confirmed that patients diagnosed with BPD did exhibit a
greater tendency to provide over-general responses on an autobiographical memory task, when
compared to a normal control group. This result concurs with those reported throughout studies
assessing patients suffering from a variety of psychological disorders (for a review, see Airlie, 2001),
and are consistent with the autobiographical response style exhibited by the BPD subjects

participating in Jones et al’s (1999) study.

Previous studies indicate a tendency for clinical groups to produce significantly more over-general
responses than control groups particularly in relation to positive cue words (Williams, 1996), and
support for this can be found in Jones et al’s (1999) study. This present study indicated that over-
generality was characteristic of BPD individuals® responses, regardless of the valence of the cue
word. Similar findings have been reported in a group of patients diagnosed with OCD who were
observed to have exhibited greater difficulty retrieving specific personal memories than did healthy

controls, regardless of cue word valence (Wilhelm et al, 1997).
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The available literature also suggests that depressed patients typically recall more categoric, rather
than extended over-general memories (Williams & Dritschel, 1992). In order to examine whether
this style was characteristic of borderline personality disordered patients, this present study examined
the styles of responses provided by the BPD group. The results indicated that over-generality was not
confined to categoric memories in this group. This finding again concurs with Wilhelm et a/ (1997)
who reported that the OCD group recalled almost equal numbers of categoric and extended
memories. In this present study, the BPD and control group did not differ in their latencies to provide
a response to the cues. Furthermore, the present study found no evidence to suggest that there is a
differential latency in retrieving negative memories over positive memories in either the BPD or the

control group, unlike those reported in other studies, for example, (Williams & Scott, 1988).

Jones ef al (1999) were the first authors to demonstrate autobiographical memory deficits in BPD
patients and the present study lends support to the suggestion that these individuals possess an over-
general response bias. However a notable concern, when drawing conclusions from Jones et al’s
study, was that they appeared to overlook any investigation into the effects of depression on
autobiographical recall. Despite highlighting that the BPD group were significantly more depressed
than the control group, as indicated by BDI scores, no controls for the effects of depression on the
subjects’ performance on the autobiographical memory task were undertaken. Yet the association
between  autobiographical recall and depression has featured significantly in the existing
autobiographical memory literature, and this would suggest that attention to the effects of depression
ought to be a fundamental consideration in the study of autobiographical memory. The present study
sought to elucidate the contribution depression makes to over-general retrieval style, as indexed by
participants’ BDI scores. Interestingly, when the effects of depression were controlled for, secondary
analyses indicated that the main effects of the group were lost. This would suggest that the presence
of a diagnosis of BPD alone is insufficient to cause autobiographical memory disturbance, rather
these findings strongly suggest that over-generality was attributable to the presence of depressed
mood in the patient group, and not to the diagnosis of BPD per se. Such a finding raises doubts over
the validity of the conclusions drawn by Jones et al (1999). Further research, assessing the effects of

depression on recall, will be needed in order to clarify the discrepancy between these two studies,
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whilst several methodological inconsistencies, implicated throughout the existing autobiographical
memory literature, warrant further consideration. The existing literature would appear to suggest that
over-generality is related to depression, yet the exact nature of this relationship remains inconclusive.
Some authors have suggested that over-generality reflects a current mood state. This is inclined to be
the case when objective clinical diagnoses have been used to index depression. Relatively fewer
studies have reported such an association when self-report measures of depression have been used

(e.g. Goddard et al,1997).

Contrary to previous research (e.g. Wessel et al, 2001; Williams et al/, 1998), the present study
demonstrates a clear association between over-generality and the patient’s subjective assessment of
the severity of his/her depressive symptomatology. Wessel et al (2001) argues that self-report
depression severity does not predict autobiographical memory specificity. The incongruity between
such a report and this present study highlights the apparent lack of consistency in the methods used
to assess current mood state. Despite this methodological inconsistency, an apparent assumption that
these different measures of depression reflect the same phenomenon seems to exist across the
available literature. A recent review by Airlie (2001) indicates that further research is necessary in
order to clarify the relationship between autobiographical recall and depression. Whether over-
generality is associated with the individual’s subjective assessment of the severity of their current
mood state, as indexed by a self-report measure of depression, or a more objective assessment of the
presence of a depressive disorder, as indexed by a structured clinical diagnosis, is not yet clear.
Overall conclusions cannot be drawn until further studies have been conducted comparing both

objective and subjective means of assessing depression.

Jones et al (1999) suggested that the relationship they observed between patients’ dissociative
experiences scores and over-generality implicated a role for past trauma. Indeed there is a respectable
body of literature associating dissociation with past traumatic experiences, but the conclusions drawn
from Jones et al’s study were not substantiated with any formal means of assessing past experiences.
The present study investigated this relationship and found that patient scores on measures of

dissociative and childhood traumatic experiences were associated. When the effects of depression
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were accounted for these associations no longer remained significant, lending further support to the
hypothesis that depression plays a significant role in over-general response style. Therefore, in
accordance with the findings reported by Wessel ef a/ (2001), the present study does not support the

idea that childhood trauma is a necessary antecedent of over-general memorics.

These present findings would appear to challenge those reported in previous studies, for example
associations between childhood trauma and over-generality were indicated by Kuyken & Brewen
(1995). They reported that over-general memories were found to be especially over represented in
depressed patients who had reported childhood sexual abuse compared to the group of depressed
patients with no such reports. This was said to be true even after the effects of depressed mood, as
indexed by the BDI scores, were controlled for. The authors concluded that this suggested that the
impact of trauma played a significant role in over-general recall. However, it may not be possible to
accept that the effects of depression were reliably controlled for in this study. The authors’ initial
conclusions regarding the association between depression and over-generality were based on
objective clinical diagnoses. They proceeded to explain that the effects of depression were controlled
for by means of a self-report measure of depression. The reliability of BDI scores being used to
reflect the patients’ current mood state may be questioned. It is unclear from the autobiographical
memory literature whether both measures, intended to reflect current mood state, do in fact represent
the same phenomenon, thus raising questions about the reliability of the conclusions drawn from
their study. Further studies will be necessary to clarify the relationship between over-generality and
past histories of trauma. This present study would suggest that trauma may not necessarily play a
significant role in over-general recall style, but rather that this style may be accounted for by current

depressed mood.

Conclusions
Existing studies would suggest that self-report measures of depressed mood are not associated with
over-general recall style (Wessel et al, 2001). The present study clearly demonstrates that self-
reported depressed mood is related to over-generality in recall style. The equivocal findings,

according to the use of self-reports of depressed mood versus clinical diagnoses, indicate the need for
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further clarification in order to promote more consistent measures being used within
autobiographical memory studies. A potential limitation of this current study may have been the use
of a self-report measure of depression as such measures reflect a ‘subjective’ evaluation of the
individual’s perception of his/her current mood state. The accuracy of the self-report assessment of
current mood state may be questioned as completion of this assessment relies wholly upon the
individual’s account. The individual may be influenced by certain response biases, such as attempts
to rate according to what they think the researcher is trying to discover, producing inflated ratings.
Alternatively, under-rating may occur due to poor motivation associated with depressed mood. Such
considerations may therefore imply the need for more objective means of assessing current levels of
depression, such as the clinical diagnosis. No formal co-morbid diagnoses were made in this study,
and, given the implications of the current literature, future studies ought to consider assessing both in
order to contribute to the understanding of the precise contribution depression makes to recall style.
Further studies need to evaluate both clinical diagnosis and self-report measures to help answer these
remaining questions. In order to investigate to what extent over-general memories reflect a
depressive trait-like phenomenon, it may have been useful if the sample contained patients with
remitted depression, or to conduct more longitudinal studies. Therefore at this time no firm
conclusions regarding the ‘state’ ‘trait’ debate can be drawn from this present study. The current
results do not support the idea that childhood trauma is a necessary antecedent of over-general

memories, and therefore further studies are needed to confirm such reports.

Future research comparing BPD individuals with clinical control subjects from different diagnostic
populations (e.g. depressed group with no formal BPD diagnosis) may be a more valuable
comparison to make as it is thought that such a comparison may help to extend our understanding of
the processes believed to be underlying autobiographical memory deficits. In addition, comparing
BPD subjects with clinical control groups, rather than normal healthy controls, may help to prevent
confounding the results, which may be caused by the naturally expected differences between a group
of individuals engaged with services against a group of independent individuals with no professional

contact.
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The correlations found between the participant’s depression scores, past trauma and overgeneral
recall style may partly be due to shared variance among these measures, indicating that these
assessments may essentially be tapping into related or similar constructs. One way in which
confounding variables could have been controlled for would have been to use a more definitively
somatic rating scale for depression as the BDI is known to assess both cognitive aspects as well as
biological aspects of depression. This would potentially prevent the measure of depression from

tapping into questions potentially being asked by the other measures.

Another difficulty with this current study was that the drop out rate may have reduced the statistical
power of the study. As ten subjects either withdrew or were deemed unsuitable for participation in
this study it is possible that they may have reflected a different cohort of borderline personality
disordered patients. Therefore, future studies are needed with larger numbers of participants in order
to verify whether the results demonstrated in this current study are representative of the borderline

personality disordered population as a whole.

Notwithstanding these limitations, the current findings suggest that a lack of specificity in the recall
of personal memories appears to characterize patients with BPD, and rather than relating directly to
a history of past trauma this appears to be associated with the presence of current depression, as

indicated by self-report measures of mood.
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