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This dissertation explores the relationships among depression, attachment,

relational schemas, perceived social support, and coping.  Utilizing a subliminal

priming paradigm, the effects of relational schemas on affect and coping with a

stressful event were tested in currently depressed (CD), formerly depressed (FD), and

never depressed (ND) individuals.  In addition, measures of parental and peer

attachment, chronic interpersonal schemas, perceived social support, sociotropy, self-

esteem, and attachment to mother, father, and peers were administered.  Following

the priming procedure, the FD and CD groups showed similar mood responses

suggesting similar underlying relational schemas.  Surprisingly however, the FD

group’s coping was found to be more similar to the ND group, with more reported use

of adaptive coping strategies than the CD group.  In addition, similarities were found
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between the FD and ND groups in levels of peer attachment, anxiety in relationships,

and perceived social support, as well as their lack of current depressive

symptomatology, while the FD and CD groups showed comparable parental

attachment, avoidance in relationships, sociotropy, and maternal rejection.  The

author concludes that FD and CD individuals share depressive cognitive schemata

that underlie their similar personality-type traits.  In contrast, the FD and ND

individuals share in common similar current mood and quality of current social

relationships, which appear to influence their coping.
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CHAPTER ONE

Introduction

I must weep myself to death.  I cannot live.  I cannot die.  I have failed

so.  It would be better if I had not been born…I am the most inferior

person in the world…I am subhuman.  (Beck, 1967, p. 38)

Depression, with its corresponding feelings of worthlessness and despair as

well as dysfunctional beliefs like those poignantly described above, strikes millions of

people over the course of their lives.  As indicated by several studies, approximately

10 percent of American men and over 20 percent of American women will suffer

from depression during their lifetime (Hirschfeld & Cross, 1981; Weissman & Boyd,

1985).  Unfortunately, those suffering from depression are at high risk for attempting

suicide. Over 100,000 Americans are thought to die from suicide each year, many of

whom were suffering from depression (Rosenhan & Seligman, 1989).

According to the DSM-IV (American Psychiatric Association, 1994) the

central features of a Major Depressive Episode are depressed mood, loss of interest or

pleasure in nearly all activities, fluctuations in appetite or weight, changes in sleeping

patterns and activity level, fatigue or loss of energy, feelings of worthlessness or guilt,

concentration problems, and suicidal ideation.  It is believed that a typical episode of

depression left untreated may last six months or longer.  On the bright side, two-thirds

of those with a single depressive episode eventually will show a complete remission

of symptoms and return to a premorbid level of functioning.  However, those whose

remission is partial, run a significantly higher risk of having subsequent depressive
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episodes.  Major Depressive Disorder, which is defined as the occurrence of one or

more Major Depressive Episodes, has an average onset age of about 25, although data

show that the average age of onset is getting increasingly younger.  Estimates of

prevalence for Major Depressive Disorder range from 5% to 9% for women and 2%

to 3% for men.  In addition, “major depressive disorder is twice as common in

adolescent and adult females as in adolescent and adult males,” (DSM-IV, p. 341).

Clearly, depression is a prevalent and dangerous disorder that affects millions of lives

each year.  Theorists and researchers in the area have strived to understand the

etiology and basis of depression and to improve treatment modalities.

Using a cognitive perspective, several researchers have proposed theories that

emphasize the role of cognitions in the development and maintenance of depression

(Beck, 1967; Seligman, 1975; Abramson, Seligman, & Teasdale, 1978; Abramson,

Metalsky, & Alloy, 1989; Pyszczynski & Greenberg, 1987).  For example, according

to Beck (1967; 1987), depressives hold a triad of negative views of the self, the

world, and the future.  From these negative views, dysfunctional beliefs arise that

serve as diatheses for depression.  The kinds of stressors believed to activate

depressotypic cognitions may be influenced by individual-difference variables such

as a relatively greater valuing of social support (sociotropy) or independent problem

solving (autonomy) (Beck, Epstein, & Harrison, 1983).

Some of the theories regarding the etiology and formulation of depression

have emphasized the impact of early life experiences.  For instance, according to

Beck, Rush, Shaw and Emery (1979), one’s cognitive schemas about the self, the
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world, and the future, are shaped by early interactions with the environment,

especially with significant others.  As pointed out by Hammen, Burge, Daley, Davila,

Paley, and Rudolph (1995), pieces of evidence revealing the importance of early

experiences in the development and maintenance of depression include the

intergenerational transmission of depression (Downey & Coyne, 1990), the onset of

depression increasingly occurring during adolescence (Burke, Burke, Regier, & Rae,

1990) and the high rate of recurrence of depression following an episode in childhood

(Gotlib & Hammen, 1992).  Despite these important correlates however, with a few

exceptions (e.g., Hammen et al., 1995) little research has examined the developmental

basis of depressive cognitions.

One innovative tack in linking early experiences to depression has been via

attachment theory.  Consistent with Beck’s (1979) original idea that vulnerability to

depression arises from dysfunctional parent-child relationships that result in enduring

negativistic attitudes, attachment theory proposes that poor early attachment

relationships lead to negative internal working models which leave one susceptible to

stress (Bowlby, 1973).   With the relatively recent development of psychometric

measures of attachment (e.g., Collins & Read, 1990), these  “internal working

models” or relational schemas have been examined by researchers to determine their

role in adult adjustment.  One group of findings shows that dysfunctional adult

attachment is clearly associated with depression (e.g., Kobak, Sudler, & Gamble,

1991), while another line of research has highlighted the mediational role of relational
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schemas between negative childhood experiences and depression (e.g., Carnelley,

Pietromonaco, & Jaffe, 1994).

A slightly different take on the ongoing examination of the long-term

influences of attachment has been forged by social support researchers (e.g., Sarason,

Pierce, & Sarason, 1990; Lakey & Cassady, 1990).  This line of research assumes that

a person’s perception of the availability of social support in his or her environment is

a function of internal cognitive representations of the self and others.  Social-

cognitive theorists point to attachment relationships as the basis for these

interpersonal expectations and the resulting social skills that impact perceived social

support (Sarason et al., 1990).

Other researchers have explored the influence of attachment on other aspects

of adult functioning such as coping (e.g., Simpson, Rholes, & Nelligan, 1992; Brack,

Gay, & Matheny, 1993; Ognibene & Collins, 1998).  Generally, findings show that

different attachment schemas may predispose individuals toward particular coping

strategies.  Specifically, a pattern has emerged in which it appears that securely

attached individuals are more likely to utilize constructive coping strategies, such as

seeking social support and engaging in planful problem-solving, than those who hold

negative relational schemas (Mikulincer, 1998).

The aim of this project was to examine the links among attachment, relational

schemas, and coping strategies during times of stress.  Depression provides an

interesting framework in which to explore these topics for several reasons.  First, the

symptomatology of depression is often viewed as a result of “maladaptive” or
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“dysfunctional” relational schemas (Haaga, Dyck, & Ernst, 1991).  Second, depressed

people make an interesting comparison group for a non-depressive population

because (a) there is much evidence in the literature to suggest that depressives do

experience a higher than normal prevalence of attachment disruptions in early

childhood (Blatt & Homann, 1992); and (b) depressed people have different

interpersonal expectations or relational schemas than do others (Hammen et al.,

1995).  Finally, the timing of the onset of depression during late adolescence further

suggests its connection to attachment issues.  Mary Ainsworth studied infant

attachment using observations made when the infant was left with an unknown

stranger without mother present.  Late adolescence is an analogous situation in which

individuals often leave home to go to college or to join the workforce on their own.

How they cope with the stressors of adult life reflect their attachment relationships

and associated relational schemas.
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CHAPTER TWO

Review of the Literature

Introduction

We are moulded and remoulded by those who have loved us;

and though the love may pass, we are nevertheless their work,

for good or ill.

(Francois Mauriac, qtd. in Bowlby, 1969/1982, p. 331)

Prior to the coincidental simultaneous publications of Bowlby’s 1958 paper on

attachment in humans and Harlow’s complementary paper describing his work with

rhesus monkeys, the infant-parent bond had been explained primarily in

psychoanalytic terms.  The prevailing view of attachment was based on secondary

drive or the “cupboard-love” theory of object relations, in which the process of the

child becoming attached to the mother was seen as a by-product of the mother’s

gratifying the child’s needs for food and warmth.  The emotional attachment between

mother and child was perceived merely as a side-effect of the infant’s gratification.

Freud believed that “love has its origin in attachment to the satisfied need for

nourishment,” (Freud, 1940, p.188).  With the publication of these two influential

works, there was to occur a paradigm shift in the understanding of the relationship

between caregiver and child.

Today, one can look back and trace the nearly four decades of research built

upon the foundation of Bowlby’s contemporary attachment theory.  The aim of the
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present study is to further that body of work by marrying the tenets of attachment

theory with the empirical framework offered by social cognition.  I hope to elucidate

the relationships among attachment, relational schemas and coping, by activating

relational schemas in depressed and non-depressed individuals and assessing their

coping.  In addition, analyses will be performed to examine the predictive power of

early attachment and perceived availability of social support on coping as well as

adjustment.  The distinct patterns of attachment found in depressed individuals

combined with the potent empirical hypotheses generated by social-cognitive theory,

will provide a fascinating and informative context in which to study the effects of

activating relational schemas on coping.

In the literature review sections of the paper, I will first give a brief history of

contemporary attachment theory and highlight the most pertinent research findings as

they relate to depression and coping.  Next, I will explore the theoretical foundations

and methodologies used to study relational schemas and summarize the relevant

findings there.  In the subsequent section, I will present the theory and findings in the

area of social support.  Finally, I will offer an overview of the literature on coping

strategies as they relate to perceived availability of social support, attachment, and

depression.  The research study that follows proposes to extend previous research in

the area of depression by taking a comprehensive approach that incorporates

attachment, the priming of relational schemas, perceived social support, and coping

strategies employed in times of stress.
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The ultimate objective of this endeavor is to not only impart a more complete

appreciation of the long-term effects of early attachment relationships and the

resulting relational schemas, but also to offer the clinician new avenues to pursue in

the understanding and treatment of those who suffer from depression.

Attachment Theory

In the late 1950’s, John Bowlby incorporated ethology and cognitive

psychology into a new theory of attachment that diverged from the concept that

attachment arises from dependence, focused on by psychoanalytic and object

relations theorists.  For Bowlby, close attachments “characterize human beings from

the cradle to the grave,” (Bowlby, 1977, p.202) and are seen as normal and adaptive

for the survival of the species.  Working together with Ainsworth, Bowlby created a

comprehensive theory of human development based on empirical findings from

different animal species as well as thousands of observation hours with mothers and

infants.

According to attachment theory, (Bowlby, 1969/1982; Ainsworth, Blehar,

Waters, & Wall, 1978; Ainsworth & Bowlby, 1991) from infancy humans

instinctively seek attachment with others, especially in times of threat or danger as a

way to reduce distress.  The earliest attachment is manifested in proximity-seeking

behaviors by the infant, which function adaptively to insure the survival of the

offspring.  The infant works to bring the caregiver near by crying and showing

outward signs of fear and distress.  Thus the infant’s behavior elicits reciprocal

behaviors from the caregiver, including holding and comforting the infant.  In this
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way, a “goal-directed partnership” is formed between infant and caregiver that serves

to maintain a particular “set-goal” of proximity with which both parties feel

comfortable.  Violations of this set-goal occur when either the caregiver moves too

far away from the infant or leaves all together, or when the infant’s exploration takes

him or her beyond the set-goal’s limits; and leads to the infant initiating proximity-

seeking behaviors once again.  When the infant-caregiver attachment partnership is

mutually satisfying, the infant gains confidence in the availability of the caregiver

when needed, resulting in increased capacity of affective self-regulation.  Bowlby

(1980) theorized that in the first months of life, the affective “control system” is

contained in the infant-caregiver relationship, but gradually is adopted by the child.

The cognitive capacity to represent interpersonal expectations functions as the basis

for affective regulation and the ability to self-soothe.

Bowlby (1973) proposed that the infant’s repeated attachment experiences

with the caregiver are internalized to form a mental representation of relationships

that will impact later relationships outside the family.  Bowlby described two

complementary “internal working models” that result from early attachment

experiences:  representation of self and other.  The “other-model” contains

information about the availability and responsiveness of the attachment figure, while

the “self-model” consists of beliefs regarding self-worth and competence.  According

to Bowlby, these internal models are activated during periods of stress because it is at

times when one feels threatened that security is sought from another.
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In 1978, a standardized method for observing an infant’s attachment behavior

was developed by Ainsworth and her colleagues in which an infant and his or her

mother were observed in a series of situations, including:  the mother’s departure, a

stranger’s entrance to the room, the mother’s return.  The infant was observed closely

for proximity-seeking, exploratory, and avoidant behaviors.  Ainsworth’s Strange

Situation paradigm led to the identification of three patterns or styles of attachment.

An infant who is securely attached, is confident in the availability and responsiveness

of the caregiver, and uses the attachment relationship as a secure base from which to

explore the environment.  Moreover, the infant has an internal self-model

representing the self as competent and worthy.  These basic models of self and others

arising from secure attachment relationships form the foundation for healthy

personality development (Lopez, 1995).  The second attachment style observed by

Ainsworth et al. (1978) occurs in the anxious-ambivalent infant whose caregiver is

unpredictable and inconsistent in his or her responsiveness and ability to soothe.  The

infant’s resulting model represents others as unreliably supportive.  In this type of

partnership, the infant’s proximity-seeking behaviors have been met with only limited

reciprocal nurturing, giving the infant a reduced sense of competence and agency in

relationships.  Because the infant lacks self-confidence, he or she depends on the

caregiver for constant reassurance and support.  In addition, the infant is unable to

internalize the affective control system, which remains in the relationship, furthering

dependency upon the caregiver and leaving the infant especially vulnerable to stress

and emotional lability.  The third attachment style identified using the Strange
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Situation is the avoidant attachment, which occurs as a result of a neglectful and

rejecting caregiver.  An infant, whose cries during times of distress are consistently

ignored, learns that others cannot be relied upon for support or help.  The

complementary self-model is of one who is undeserving and alone in the world.

Bowlby posited that avoidant infants mature into “compulsively self-sufficient”

children, leading to anti-social and delinquent behaviors (1969/1982).  The logical

assumption here, supported by both Bowlby (1969/1982) and Ainsworth (1989), is

that early attachment patterns influence behavior throughout the lifespan. 

Assessing Attachment in Adults

Researchers soon sought ways to apply the attachment construct to adult

populations and developed a variety of interview and self-report measures with some

yielding categorical data, while others provide continuous attachment “scores.”  The

advent of the Adult Attachment Interview (George, Kaplan, & Main, 1985) developed

by former students of Ainsworth, spawned a tidal wave of research in the area of

adult attachment.  The AAI is administered as a semi-structured clinical interview in

which respondents are queried about early memories of their attachment-related

experiences such as being separated or rejected from parents as well as parental

response during times of emotional upset, injury, or illness.  Highly trained

experimenters then rate the interview transcripts, assigning respondents to secure,

anxious, avoidant, or disorganized attachment categories.  Although considered by

many as the standard in the field, the AAI is time-consuming and difficult to score.
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Thus other investigators developed self-report measures that are easier to

administer and yet assigned respondents to the familiar attachment style categories.

(e.g., Hazan & Shaver, 1987; Bartholomew & Horowitz, 1991).  In a seminal study,

Hazan and Shaver (1987) proposed that adult romantic relationships can be

conceptualized as manifestations of early attachment and developed a categorical

measure based on three paragraph descriptions that characterized secure,

anxious/ambivalent, or avoidant attachment styles.  Respondents were asked to select

the paragraph that “best describe[d] their feelings” thus providing discrete and

mutually exclusive classifications by attachment style.  The authors found that

participants in the two insecure (i.e., anxious/ambivalent and avoidant) groups

reported more negative beliefs about love, shorter and more negative experiences

with romantic relationships, and poorer childhood relationships with parents than did

those who endorsed a secure self-description.

Interested in the connections between late adolescents’ relationships and

psychological adjustment, Armsden and Greenberg (1987) developed the first

standardized self-report measure assessing parent and peer relations using the

conceptual framework of attachment theory.  The Inventory of Parent and Peer

Attachment (IPPA) assesses both behavioral and cognitive/affective aspects of

attachment and yields three continuous factors for both parents and peers: trust,

communication, and alienation.  The authors found that quality of attachment to

parents and peers was highly correlated with well being, self-esteem, and life
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satisfaction.  Moreover, it was found that quality of attachment was a significant

negative predictor of adolescents’ depression and anxiety.

Based on Hazan and Shaver’s categorical model, Collins and Read (1990)

developed the Adult Attachment Scale (AAS), a more elaborated measure that yields

continuous scores on three dimensions thought to underlie attachment styles: “the

extent to which an individual is comfortable with closeness” (close), “feels he or she

can depend on others” (depend), and “is anxious or fearful about…being abandoned

or unloved” (anxiety) (p. 644).  The authors sought to improve upon the limitations

created by the discrete nature of Hazan and Shaver’s measure.  Using discriminant

analysis, Collins and Read found that participants who were comfortable with

closeness, able to depend on others, and not worried about being abandoned or

unloved were classified as secure by Hazan and Shaver’s measure.  Likewise,

participants who were classified as avoidant according to the Hazan and Shaver

measure were found to be uncomfortable with closeness, not confident in others’

availability, and not worried about being abandoned.  Finally, anxious participants

were comfortable with closeness, somewhat confident in the availability of others, but

were exceedingly worried about being abandoned and unloved.

Subsequently, a four-category model of adult attachment styles was proposed

by Bartholomew and Horowitz (1991).  The model incorporates Bowlby’s two

internal working models of self and other and characterizes the two axes as anxiety

and dependence on others for self-esteem and avoidance of intimacy.   Individuals can

be categorized as high or low on each dimension, resulting in four possible cells
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representing four prototypic patterns of attachment.  Thus the secure style involves

both low avoidance and low anxiety/dependence, indicating comfort with intimacy

and autonomy.  Those with a secure attachment style are likely to feature a sense of

worthiness and lovability as well as the expectation that others are dependable and

helpful.  The preoccupied style involves low avoidance but high anxiety/dependence,

indicating one is preoccupied with relationships due to a sense of unworthiness and

unlovability coupled with high esteem for others.  According to Bartholomew and

Horowitz, “this combination of characteristics would lead the person to strive for self-

acceptance by gaining the acceptance of valued others,” (p. 227).  In the dismissing

style, individuals evince high avoidance but low anxiety/dependence, representative

of a sense of worthiness and lovability combined with a sense that others are

untrustworthy and rejecting.  Dismissive-avoidants “downplay the importance of

others whom they have experienced as rejecting and are thereby able to maintain high

self-esteem,”  (Bartholomew & Horowitz, 1991, p. 240).    Thus the dismissive-

avoidant attachment style is characterized by defensively avoiding intimacy while

preserving a sense of self-worth and invulnerability.  The fearful-avoidant style is

high on both avoidance and anxiety/dependence and indicates a sense of

unworthiness and unlovability as well as a belief that others are untrustworthy and

rejecting.  Fearful-avoidant individuals avoid intimacy to protect against anticipated

rejection by others.  The dismissing and fearful styles share in common their

avoidance of intimacy.  However, the two styles differ in their level of dependency.

The dismissing style is characterized by a low level of dependency such that “a
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positive self-regard is established internally and does not require external validation,”

(Bartholomew & Horowitz, 1991, p. 228).  In contrast, individuals with a fearful style

exhibit high dependency such that they rely on constant reinforcement from others to

maintain their self-regard.  Similarly, the fearful and preoccupied styles both show

high dependency marked by a negative self-view, but differ in their views of others.

Fearful individuals avoid intimacy with others; while those who are preoccupied are

completely dependent on the approval of others to find self-worth.  This four-

category model of attachment has broadened the applicability of the construct and has

been widely adopted over the last decade.

 Clearly, there are multiple ways to conceptualize and assess attachment in

adults, as just the few most prominent measures have been described above.

Moreover, there are several conceptual and methodological issues in the area that are

cause for concern (Lopez, 1995).  According to Lopez, there remain questions as to

the convergent validity of the widely used AAI and self-report measures, and the

distinct possibility that these measures are tapping different aspects of attachment

(i.e., romantic versus parental relationships) that are not necessarily related.

Moreover, Lopez points out that it has been suggested that self-report measures may

be vulnerable to “defensive distortion” and thus less sensitive than the AAI (p. 407).

The author also cites problems with the stability and reliability of Hazan and Shaver’s

measure found by Baldwin and Fehr (1993) in which 30% of participants changed

their attachment classification between assessments.  Recommendations for future

research include careful selection of attachment measures and using a variety of
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means to assess attachment in any given study.  Nevertheless, Lopez concludes that

the consistent pattern of findings across paradigms suggests that attachment “may

offer us a parsimonious and heuristic framework for advancing integrations of

personality and developmental themes in our work,” (p. 411).

Depression and Attachment

One line of research spawned by the profusion of adult attachment measures

has focused on the relationship between attachment and depression.  A basic premise

underlying this research is that disruptions to attachment early in life impair adaptive

functioning and personality formation (O’Kearney, 1996).  From an attachment

perspective, one would infer that depressed people have poor early attachment

relationships as evidenced by their problematic adjustment.  It would be easy to

imagine that depressives’ difficulties in relationships and poor self-concept are a

result of neglectful or abusive interactions with a primary caregiver.  Indeed, previous

research shows that depressives tend to view their parents more negatively than non-

depressives, more often describing them as strict and overprotective (Blatt, Wein,

Chevron, & Quinlan, 1979; Richman & Flaherty, 1987).  Carnelley, Pietromonaco,

and Jaffe (1994) found results linking attachment and depression.  Their results

showed that depressed college women reported significantly greater preoccupation

with attachment as well as fearful avoidance of attachment than did women who were

not depressed.  Not surprisingly given the nature of depression, both of these

attachment styles (preoccupied and fearful) are marked by a negative view of self.   In

addition, Carnelley et al. found that women who were depressed or recovering from
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depression reported having experienced fewer positive relationships with their parents

than did non-depressed women.

Findings supporting the relationship between attachment and depression are

robust but lack specificity, such that depression is associated with overall insecure

attachment and not one unique attachment pattern.  The ambiguity in the literature is

largely due to the vast number of different attachment measures.  So while findings

are generally in the same direction, it is difficult to compare studies that use such

disparate measures as well as definitions of the construct of attachment.  Despite

these problems, several studies seem to find consistent results.  For example,

individuals with depressive symptomatology have been shown to exhibit the

characteristics of anxious attachment such as feared loss of the attachment figure,

compulsive care-seeking, and a low sense of a secure base (Pettem, West, Mahoney,

and Keller, 1993).  In a one-year longitudinal study, Hammen, Burge, Daley, Davila,

Paley, and Rudolph (1995) found that “dysfunctional attachment”, i.e., high anxiety

and dependence in relationships, predicted the onset and severity of significant

depression following interpersonal stressors.  Results by Murphy and Bates (1997)

confirm previously found associations between fearful and preoccupied attachment

and higher levels of depression.  Apart from one’s internal model of others, an

association between a poor sense of self and depression was found.  Moreover,

depression was significantly correlated with scores on the fearful-avoidant and

preoccupied attachment styles and significantly negatively correlated with the secure

attachment style.  Murphy and Bates compared depressed and non-depressed samples
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and found fearful-avoidant and preoccupied attachment styles to be significantly

more common in the depressed sample than in those who were not depressed.

Searching for possible mediator variables between attachment and depression,

Whisman and McGarvey (1995) examined the relationships among the dysfunctional

attitudes and depressotypic attributional style characteristic of depressives and their

perceived attachment to the primary caregiver during childhood.  The study was

based on the large body of research associating dysfunctional beliefs and attitudes

with depression (e.g., Haaga, Dyck, & Ernst, 1991).  Consistent with Beck’s theory

that dysfunctional attitudes may originate in early experiences with significant others

(1967, 1983; Beck, Shaw, & Emery, 1979), Whisman and McGarvey tested the

hypothesis that “a perceived insecure caregiver-child attachment relationship might

be a developmental precursor to the cognitive vulnerabilities of dysfunctional

attitudes and depressotypic attributional style,” (p. 635).  The researchers found a

significant association between attachment and dysfunctional attitudes in depressed

individuals as well as support for the prediction that dysfunctional attitudes mediate

the relationship between attachment and depression.

On the whole, the literature on attachment and depression (see Blatt &

Homann, 1992, for a review) presents a picture in which individuals suffering from

depression are more likely to have anxious, insecure attachments, fear of

abandonment, and difficulties with autonomy than do those without depressive

symptomatology.  Furthermore, retrospective studies have found that the relationships

between depressives and their parents are marked by low levels of nurturance,
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support, and affection.  Finally, depressed people often describe their parents as

emotionally rejecting and more critical than do non-depressives, and describe their

relationships with their parents as less communicative and less affectionate.

Relational Schemas

One challenge that faces researchers interested in attachment is identifying the

intermediary steps that link insecure attachment in childhood to pathology in

adulthood.  A few have followed Bowlby’s lead, approaching the problem from a

cognitive perspective and seeking to further examine the internal working models or

relational schemas that are thought to arise from attachment experiences.  In the

present study, relational schemas are of particular interest as they are viewed as a way

of conceptualizing the cognitive structures that mediate attachment and are

synonymous with internal working models.

According to Bowlby, these internal mental representations of the self and

others are shaped by the nature of the relationship with the caregiver.  Positive early

attachment experiences are believed to yield positive models of self and other;

negative attachment experiences lead to negative models.  In particular, a young child

who is met with responsive and supportive care, will come to view others as available

and dependable in times of need, and will view him or herself as worthy and

competent in obtaining the desired care.  In contrast, a child met with an unreliable or

neglectful caregiver will learn that he or she cannot depend on others.  This child will

hold a representation of others as unreliable, unavailable and unable to meet his or her

needs.  The resulting view of self will be one of unworthiness and as lacking the
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ability or agency necessary to obtain the desired support from others.  The influence

of Bowlby’s notion of internal working models can be seen in several lines of

research.  In particular, researchers in the area of social cognition have explored

people’s cognitions about self, others, and interpersonal interactions (Baldwin, 1992).

How we perceive others has been a popular area of investigation for at least

three decades.  Much of the research on person perception is based on the idea that

each of us forms impressions and understands people through cognitive schemas

termed person-schemas, which contain information about personality characteristics

that regularly co-occur in others.  There is abundant empirical evidence that

activating a person-schema affects cognition in predictable ways.  For instance,

studies have shown that when a person-schema is activated, one is able to recall

information consistent with the schema more quickly, to notice consistent information

while neglecting that which is inconsistent, and to infer that schema-congruent

information was given when information was in fact ambiguous or missing all

together (Baldwin, 1992).  One such study told subjects that a woman in the video

they were about to watch was a waitress or a librarian (Cohen, 1981).  Subjects were

then shown a video of a woman performing several activities.  Cohen found that

subjects recalled information and details more often that were consistent with the

occupation with which they had been “primed.”  Thus, the person-schemas the

subjects held for the different occupations led to differential information-processing

effects.  Further evidence of this sort has been found in stereotyping experiments.  For

instance, researchers found that ambiguous behavior was more often interpreted as
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aggressive in black children than in whites (Sagar & Schofield, 1980).  Clearly, how

we process information about others is influenced by the schemas activated at the

time.

Similarly, researchers have investigated self-schemas, thought to be associated

with relational schemas, and have likewise found that self-schemas influence

information processing.  There is much debate in the field as to what pieces of

information make up the self-schema (Baldwin, 1992).  Some researchers have

proposed that the self-schema is a prototype formed from specific personal

experiences and contains “traits, values, and …memories of…behaviors and events,”

(T.B. Rogers, 1981, qtd. in Baldwin, 1992, p. 463).  Other researchers have

incorporated concepts such as personal goals and aspirations, feelings about one’s self

in interpersonal situations, and personal theories about how to achieve desired

outcomes and avoid undesired ones (Markus & Wurf, 1987; Ogilvie & Ashmore,

1991).

Prior studies show that information that is consistent with the self-schema is

processed more quickly and recalled better, while information not relevant to the self-

schema is often ignored (Markus, 1977; Rogers, Kuiper, & Kirker, 1977).  Studies

confirm that subjects asked to rate adjectives in a list as self-descriptive or not, are

able to recall the adjectives consistent with their self-schema, and are more likely in

recognition tasks to incorrectly identify schema-consistent words as familiar when in

fact they were not presented in the original list.  These findings suggest a facilitative

role of the self-schema in processing information.
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In the same vein, prior research has explored people’s perceptions of

situations.  Much like one may hold a person-schema containing information

regarding expectations for behavior, the idea that we hold mental representations of

situations, known as scripts has been proposed (Schank & Abelson, 1977).   Scripts

are thought to contain common components of situations that lead one to certain

expectations regarding a situation.  For example, a script for going to the movies

might include purchasing the ticket, buying popcorn and a drink, and seeing previews

before the show begins.  Just as person-schemas are developed through repeated

experiences with others, scripts are formed after repeated experiences in certain

situations.  Not surprisingly, activated scripts have been shown to cause differential

information-processing effects akin to those found with self- and person-schemas,

such as reduced response latencies and superior recall for script-consistent

information (Bower, Black, & Turner, 1979).      

In his 1992 review article, Baldwin integrates these different approaches in

social and cognitive research to more clearly explicate the notion of relational

schemas.  According to Baldwin, a relational schema consists of three distinct yet

interdependent elements: mental representations of self, other, and an interpersonal

script.  Schemas are defined as “organized representations of past behavior and

experience that function as theories about reality to guide a person in construing new

experience,” (p. 468).  A script is “a representation of knowledge about events and is

defined as a predetermined stereotyped sequence of actions that defines a well-known

situation,” (p. 468).  Bretherton (1996) argues that beyond more abstract models of
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self and other, relational schemas function as specific scripts for typical interactions

patterns e.g., “When I fail, my mother criticizes me.”  Baldwin et al. (1993) tested the

script theory by presenting participants with descriptions of specific interpersonal

situations such as “You tell your partner how deeply you feel for him/her” and asking

them to rate the likelihood of various positive and negative responses by their partner

such as “he/she accepts you” or “he/she rejects you.”  As expected, Baldwin et al.

found that participants with avoidant and anxious/avoidant attachment styles expected

more negative responses from their partners.  In other words, support was found for

the relationship between attachment styles and specific, experience-based relational

schemas such that those who are insecurely attached have more negative

interpersonal expectations.

Social-cognitive methodologies have aided in the examination of relational

schemas.  For instance, Baldwin et al. (1993) used a lexical decision task design in

which subjects were primed with relational schema statements such as “If I depend on

my partner, my partner will…” The subjects were then shown words such as “help”

and “leave” and asked to indicate whether or not they were in fact real words, while

experimenters measured their response latencies.  Subjects who were classified as

having a secure attachment pattern responded more quickly to the positive outcome

words.  Subjects with insecure attachment patterns showed a bias for the negative

outcome words.  The authors conclude that there is a cognitive mechanism underlying

attachment styles that is cognitively represented by if-then propositions.
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An especially effective approach in the investigation of cognitive structures

like relational schemas is the use of priming methodologies (Baldwin, 1992).  In one

such study, participants were primed to one of three types of attachment experience

(secure, avoidant, or anxious ambivalent) and then tested on their attraction to dating

partners who displayed different attachment orientations (Baldwin, Keelan, Fehr,

Enns, & Koh-Rangarajoo, 1996).  Results of the study showed that while overall,

participants favored dating partners with a secure attachment style, preferences were

significantly affected by the priming manipulation.  Specifically, participants tended

to prefer dating partners with an attachment style congruent to the one with which

they had been primed.  The authors interpret the results to suggest that people hold

multiple working models of attachment “that may be influenced by the relational

knowledge that is accessible at the time,” (p.106).  Therefore, we can conclude that

mental models of attachment function much like other cognitive structures do in that

their accessibility varies according to the retrieval cues provided in the environment.

Pierce and Lydon (1998) applied a priming methodology to directly test the

effects of manipulating relational schemas on affect, coping, and support-seeking

responses.  Fifty-six full-time female students participated.  First, the women were

subliminally primed to relational schemas in one of the three priming conditions,

positive, negative, or neutral.  In order to activate different relational schemas, the

subliminal primes consisted of positive relational words such as “supportive” and

“accepting”, negative relational words such as “rejecting” and “distant”, or strings of

random letters (neutral control).  According to previous research, priming techniques



25

such as this, activate relational schemas and have been found to influence

participants’ self-evaluations (Baldwin, 1994).  Under the auspices of taking part in

an “attention-facilitating exercise,” the participants were instructed to watch a row of

flashing letters on the computer screen, in which the subliminal primes were

embedded.   Then participants were asked to listen to and imagine themselves in a

taped scenario describing a woman learning that she has unexpectedly become

pregnant.  After listening to the scenario, participants responded to questions

regarding their affective state and which coping strategies they would utilize in the

given scenario.  Later in a telephone interview, participants responded to measures

assessing attachment and self-esteem.  The researchers found that poor attachment (as

indicated by greater anxiety and avoidance in relationships) was associated with more

negative affect, reduced seeking of emotional support and advice from significant

others, and more self-denigrating coping strategies.  In addition, results showed that

participants who were primed with negative relational schemas reported less positive

affect.  In a follow-up study, Pierce and Lydon examined the effects of priming

relational schemas on affect when not in the context of a stressful life event i.e.,

without the presentation of the scenario.  The intent was to rule out the possibility that

the effects in the first study were due simply to the scenario having functioned as a

mood manipulation.  In this study, 107 undergraduate females were exposed to one of

the three priming conditions, listened to a neutral taped-scenario, and then completed

the affect measures.  Analyses of covariance yielded no significant differences for the

priming conditions, indicating that the priming manipulation did not influence affect
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in this study.  The authors conclude that the results in the first experiment were not

due to a mood manipulation, and in fact, only the priming coupled with a stressful

self-relevant scenario produced differences in participants’ affect.  Thus the authors

infer that it is the combination of the priming and the scenario that activates relevant

relational schemas.

The cognitive approach to investigating relational schemas has proven to be

quite illuminating in regards to the nature and function of interpersonal expectations.

The research to date has confirmed that relational schemas are correlated with

attachment experiences (Baldwin et al., 1993) in intuitively predictable ways:  those

with secure attachment expect positive responses from others; those with avoidant

and anxious attachment do not.  The use of priming methodologies has opened the

door for further examination of relational schemas as cognitive structures.  By

activating a relational schema and then testing for effects on behavior, one may be

able to subsequently predict and possibly prevent certain undesirable behavioral

outcomes.  For example, if we know that activated negative relational schemas lead to

negative expectations about others’ availability and support, then we can devise

treatment interventions that focus on changing relational schemas and their behavioral

correlates.

It has been noted that Beck’s (1967) and Abramson, Metalsky, and Alloy’s

(1989) descriptions of depressotypic cognitions share many similarities to Bowlby’s

internal working models (Whisman & McGarvey, 1995).  For example,
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…a child who did not feel loved and accepted and did not believe

others could be there when needed might grow up to believe that one

has to seek perfection and accomplish personal goals to gain the

approval of self and others, or that one should avoid interpersonal

relationships and instead strive for independence and autonomy.

(Whisman & McGarvey, 1995, p. 635)

In this way, both depressotypic cognitions and internal working models, or relational

schemas, influence perception and guide behavior in similar ways.  It has been

hypothesized that there are “depressotypic” relational schemas or models of self and

other that are particular to those who are depressed.  In one of the few studies that

directly address depressives’ relational schemas, Hammen et al. (1995) examined the

life events, level of depression, relational schemas, and other symptomatology in

women in the year after they graduated from high school.  It was determined that

negative relational schemas appeared to be a risk factor for developing depression.

However, although the study was grounded in attachment theory’s view of

depression, results indicated that negative relational schemas were also associated

with other forms of psychopathological symptoms.  The authors posit that the lack of

specificity in the findings “does not mean that they lack causal significance for

depression,” (p. 442), and call for future investigation into the interactions between

specific types of stressors and patterns of relational schemas.  A 1997 study by Burge,

Hammen, Davila, Daley, Paley, Lindberg, Herzberg, and Rudolph confirmed the

association between relational schemas and various forms of symptomatology,
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including depression, anxiety, substance disorders, eating disorders, and personality

disorders.

Vulnerability to Depression and Attachment

  A related line of research based on the diathesis-stress model of depression

has focused on the “latent but reactive” depressogenic cognitive structures

hypothesized to be the basis of vulnerability to depression in formerly depressed

individuals (e.g., Beck, 1967; Segal & Shaw, 1986).  According to Beck, individuals

who are depressed or vulnerable to depression harbor depressive schemata made up

of negative beliefs, about themselves and others, which give rise to the dysfunctional

automatic thoughts that characterize depression.  These depressive schemata may lay

dormant for periods of time, allowing the individual to function as if never depressed.

However, the schemata are susceptible to activation by life events and experiences

that can result in a depressive episode.

Findings from several sources have shown that individuals who are vulnerable

to depression, but currently free of depressive symptoms, process information more

negatively than those who have never been depressed when their depressive cognitive

structures are activated by stressful events or negative mood-induction (e.g., Teasdale

& Dent, 1987; Hedlund & Rude, 1995; Ingram, Miranda, & Segal, 1998; Gemar,

Segal, Sagrati, & Kennedy, 2001).  The effect appears to be enhanced by the priming

of underlying depressive cognitions that remain latent in depression-vulnerable

individuals until activated.  For example, Hedlund and Rude (1995) used a self-focus

prime in which subjects were asked in a neutral way to focus on themselves for
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several minutes.  The idea behind their priming intervention was that “self-focus is

considered a potentially important condition for the occurrence of the cognitive

distortion seen in depression because it enhances the accessibility of self-related

constructs in long-term memory,” (p.518).  Indeed, the authors found that individuals

vulnerable to depression produced more negative responses to two information-

processing measures, presumably as a result of improved access to negative self-

related constructs in memory, as compared to those who had never been depressed.

In a follow-up study, Rude, Covich, Jarrold, Hedlund, and Zentner (2001) sought to

compare the sensitivity of self-report questionnaires measuring depression versus

laboratory information-processing tasks in detecting depressive biases in formerly

depressed subjects.  Results from this study indicated that without inducing sad mood,

laboratory tasks that directly measure information processing were indeed more

sensitive in detecting depressive thinking than self-report questionnaires.  However, it

is unknown if a negative mood induction or priming intervention would have

facilitated the emergence of differences between the never depressed and formerly

depressed groups on the self-report measures as well.

Thus the debate in the literature regarding the necessary conditions for

detecting latent depressive cognitions in depression-vulnerable individuals continues

to rage, with mounting evidence that information-processing tasks, especially in

combination with a cognitive load, reduce respondents’ volitional control and are thus

more sensitive in the detection of group differences than are self-report measures

(Rude et al., 2002; Rude et al, 2001).  Rude and her colleagues theorize that because
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these information-processing tasks such as the Scrambled Sentences Test “may

bypass control efforts because they provide respondents with an explicit goal

(forming coherent sentences on the SST, for example) that is unrelated to the

positivity/negativity of the material…Hence, participants may be distracted from the

task of monitoring or controlling the valence of their thoughts,” (Rude, Valdez,

Odom, & Ebrahimi, 2002).

A less examined area of research is the source of the depressogenic cognitive

structures held by those who are vulnerable to depression.  Attachment theorists

would argue that early interactions with caregivers provide the basis for negative

schemata regarding the self and others (Bowlby, 1980).  In other words, disruptions in

the attachment process arising from overly punitive, abusive, neglectful, or absent

caregivers may result in a well-elaborated structure of negative cognitive schemas

and affective experiences that produce an enduring vulnerability to depression.  Few

researchers have empirically explored the relationship between early attachment

relationships and the negative cognitive schemas that are believed to make some

individuals vulnerable to depression.  Nor is there much known about which specific

aspects of attachment relationships are related to the reactive cognitive processing in

depression-vulnerable individuals.

In a 2000 study, Ingram and Ritter sought to clarify the relationship between

attachment and vulnerability to depression.  In the study, formerly depressed and

never depressed participants were randomly assigned to either a sad mood induction

or a neutral control condition.  After the mood induction, the participants answered
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questions regarding their mood, and then participated in a dichotic-listening task in

which they were to track and repeat a story presented in one ear while positive,

negative, and neutral distractor words were presented in the other ear.  Errors while

tracking the story were counted according to the valence of the corresponding

distractor, thus yielding positive, negative, and neutral errors.  Results showed that

when experiencing sad mood, formerly depressed (i.e., depression vulnerable)

individuals were more often distracted by the negative words than were those

participants who had never been depressed.  Thus, the authors concluded that the

results confirm the presence of latent depressive schemata in depression vulnerable

individuals that can be activated by triggers such as sad mood.  Moreover,

correlational analyses revealed that for depression vulnerable participants, higher

levels of maternal neglect and rejection were associated with more negative errors in

the mood induction condition.  The authors concluded that the “data are consistent

with theoretical proposals that argue that disruptions in the bonding process are

related to the creation of negative schemas that place people at risk for depression,”

(p. 594).  They go on to state:

A neglectful mother may therefore propagate unfavorable views of the self

and world that become intricately intertwined with negative affect in the

[depression] vulnerable individual.  When vulnerable individuals experience

sadness-producing events in the future, they will not only experience

depressive affect but will also encounter the activation of cognitions about the
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self that reflect personal themes of unworthiness that have become deeply

encoded in self-structures.  (p. 595)

Although the authors do not directly address the impact of disrupted attachment on

relational schemas, it would follow from their conclusions that persons vulnerable to

depression would harbor negative interpersonal expectations as well.

Perceived Social Support

A related approach to examining the long-term influences of attachment has

been taken by social support researchers (e.g., Sarason, Pierce, & Sarason, 1990;

Lakey & Cassady, 1990).  Perceived social support as a concept has been

distinguished from relationship-specific support and supportive networks, and has

been defined as “the general perception that others are available and desire to provide

assistance should the individual need it,” (Pierce, Sarason, & Sarason, 1996, p. 435).

Social-cognitive theorists suggest perceived support arises from “mental

representations of self and others, and from [individuals’] expectancies about the

nature of interpersonal acceptance,” (Pierce, Baldwin, & Lydon, 1997, p. 21).  The

belief that others are available to you in times of need has an impact that cannot be

underestimated.  The striking results of Sarason and Sarason’s 1986 study

demonstrate the power of this belief.  In the study, groups were given a test and social

support was manipulated such that one group was offered social support, while the

other group was not.  In the social support condition, an experimenter told students,

“I’ll be next door while you work on the anagrams.  If you need me for any reason or

if you have any questions, don’t hesitate to come in.  I appreciate you being in this
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experiment, and I’d like to be helpful if you should need any help.”  As predicted,

subjects in the social support condition performed better on the anagram tasks.

However, what is remarkable about the results is that none of the students in the

experimental condition actually asked for help.  Instead, their performance appears to

have been superior to that of the subjects in the control condition due to the perceived

availability of aid by the experimenter.

Studies have shown that the perception that social support is consistently

available is associated with positive interpersonal expectations of significant others

(Pierce, Sarason, & Sarason, 1991) and positive self-concept (Sarason, Pierce,

Shearin, Sarason, Waltz, & Poppe, 1991).  In addition, Baldwin (1996) found that

perceived social support correlated .45 with self-esteem (Rosenberg, 1965) and .31

with attachment security (Hazen & Shaver, 1987).  Thus it is clear that social support,

self-esteem, and attachment are related concepts.  Social-cognitive methodologies

have been helpful in finding support for the notion that perceived social support

operates as a cognitive structure.  For example, Yee, Pierce, Paul, and Rosenbaum

(1993) found subjects with high perceived social support (i.e., they believe others are

available to support and help them in times of need) had shorter response latencies for

statements regarding social support than did subjects who did not believe others are

available for support.  Thus, like relational schemas, perceived social support appears

to influence information processing in predictable ways.
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The antecedents of social support perceptions have been theorized to reside in

attachment.  Leaning on attachment theory and Bowlby’s internal models, Sarason,

Pierce, and Sarason (1994) state

In a sense, perceived social support is a cognitive adaptation that

individuals make given the constraints and opportunities, both real and

imagined, that are placed upon them by a history of experiences.  This

history molds personal working models of self and others.  These

models incorporate self-identity and expectations about the nature of

relationships both in terms of what individuals have to offer others and

what others have to offer them.  (p. 172)

Sarason et al. propose that high perceived social support leads to a sense of

acceptance in which people believe they are accepted by others and exhibit

confidence that others will respond appropriately to their needs.  Moreover, those

high in perceived support hold beliefs about themselves as interesting and worthy of

the attention of others.  “This sense of acceptance that grows out of perceptions of

social support seems to be a product of a history of positive social interactions,”

(Sarason et al., 1994, p. 159).  Empirical support for the connection with attachment

was found when subjects low in perceived support reported their parents had less

interest in them and as having less fun with them than subjects high in perceived

support (Sarason, Sarason, Shearin, & Pierce, 1987).

Attachment theory provides predictions regarding the relationships between

individual difference variables and perceived social support.  “In short, social support
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should be linked to differences in skills and behavior, especially in interpersonal

situations, and even more to expectations about relationships and the perception or

interpretations of what actually transpires in these interactions,” (Sarason et al.,

1990).  For example, based on attachment theory, a securely attached child is able to

confidently explore his or her environment and utilize the caregiver as a secure base

when needed.  Thus the secure child is more likely to venture out and explore the

environment and subsequently acquire the social and cognitive skills that develop as a

result of successfully handling life’s challenges (Sarason et al., 1990).  Sarason,

Sarason, Hacker, and Basham (1985) found support for this idea such that subjects

high in perceived social support also had superior social skills over those with low

support.  Interestingly, the specific behaviors that resulted in higher social skills

ratings, such as amount of eye contact, did not seem to account for the differences in

groups.  Instead, “it seemed to be the general affective response to those individuals

(pleasure in their company, a feeling of ease) and the impression of competence they

created” that distinguished the groups high and low in perceived social support (p.

105).  Of course, we are not able to infer causation from these results, and more

refined measures of social support are needed to clarify the findings.

Self-concept represents a group of individual difference variables (e.g., self-

esteem, self-confidence, etc.) that are likely to differ between levels of perceived

social support in ways that are consistent with attachment theory.  One facet of

Bowlby’s internal working models that are thought to arise from early attachment

relationships is the model of self.  Thus the prediction based on the idea that
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perceived social support is “an extension of the attachment situation,” states that

“people who differ in social support will also differ in self-image,” (Sarason et al.,

1990, p. 107).  The research supports this hypothesis, showing that those who are

high in perceived social support tend to report less neuroticism, introversion, and

loneliness (Sarason, Levine, Basham, & Sarason, 1983) and more social skills

(Sarason et al., 1985).  Other studies have found that subjects with low perceived

social support described themselves less favorably, and as having more negative

qualities and lower self-esteem than subjects that believe others are available for

support.  Thus it appears that self-image differs for those with high perceived social

support versus those with low perceived support.

Coping Strategies

As we go through life, we can resist temptation, exercise to deal with

depression, reinterpret loss, talk ourselves through challenges, avoid

confronting an opponent, seek help, and so forth.  Coping with an

adversity includes numerous ways of dealing with diverse person-

enviroment transactions.  Thus, coping does not represent a

homogenous concept.  Instead, it is a diffuse umbrella term.  Coping

can be described in terms of strategies, tactics, responses, cognitions,

or behavior…It has been broadly defined as ‘…cognitive and

behavioral efforts to manage specific external or internal demands

(and conflicts between them) that are appraised as taxing or exceeding
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the resources of a person.” (Lazarus, 1991, p. 112., qtd. in Schwarzer

& Schwarzer, 1996, p. 107)

To fully understand the concept of coping as used in the present study, one must

understand three basic assumptions: (1) coping need not be a finite successful

behavior, but does require effort to be made; (2) effort can be cognitive or behavioral

in nature; and (3) coping occurs as a result of a cognitive appraisal of a stressor

(Schwarzer & Schwarzer, 1996).  In their 1984 paper, Lazarus and Folkman

distinguished two main types of coping, problem-focused and emotion-focused.  The

former was conceptualized as being action-oriented and instrumental in nature, such

that attempts are made to relieve conflict between the person and the environment.  In

contrast, emotion-focused coping consists of primarily cognitive strategies aimed at

regulating stressful emotions and changing the meaning of the stressful situation.

This distinction between types of coping has been widely acknowledged, but without

sufficient specificity.  In fact, a number of authors have relied on the distinction for

theoretical purposes, but defining what behaviors or cognitions actually constitute

each type has been highly variable.  One widely used measure, the Ways of Coping

Scale – Revised (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986)

assesses coping via eight factors: confrontive coping (“Stood my ground and fought

for what I wanted”), distancing (“Went on as if nothing had happened”), self-

controlling (“I tried to keep my feelings to myself”), seeking social support (“I asked

a relative or friend I respected for advice”), accepting responsibility (“Realized I

brought the problem on myself”), escape-avoidance (“Hoped a miracle would
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happen”), planful problem-solving (“I made a plan of action and followed it”), and

positive reappraisal (“I came out of the experience better than when I came in”).  For

ease, researchers often refer to confrontive coping, accepting responsibility, and

planful problem-solving as “problem-focused” strategies while referring to

distancing, seeking social support, and escape-avoidance as “emotion-focused”

coping strategies.  These generalizations do not tell the whole story however, as there

are apparently discrepant items in the individual subscales.  For example, in the

seeking social support subscale, the item “Talked to someone who could do

something concrete about the problem” seems decidedly problem-focused, while

“Accepted sympathy and understanding from someone” is clearly emotion-focused.

In an effort to more clearly delineate the various forms of problem-focused

and emotion-focused coping, Carver, Scheier, and Weintraub (1989) developed the

COPE inventory.  The inventory consists of five problem-focused subscales: active

coping (“I do what has to be done, one step at a time”), planning (“I make a plan of

action”), suppression of competing activities (“I put aside other activities in order to

concentrate on this”), restraint coping (“I force myself to wait for the right time to do

something”), and seeking social support for instrumental reasons (“I talk to someone

to find out more about the situation”).  There are five emotion-focused subscales as

well: seeking social support for emotional reasons (“I talk to someone about how I

feel”), positive reinterpretation and growth (“I learn something from the

experience”), acceptance (“I learn to live with it”), turning to religion (“I put my trust

in God”), and focus on and venting of emotions (“I let my feelings out”).  In addition,
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subscales measuring behavioral disengagement (“I just give up trying to reach my

goal”), mental disengagement (“I go to movies or watch TV, to think about it less”),

and alcohol-drug disengagement (“I drink alcohol or take drugs, in order to think

about it less”) are included.  The COPE inventory is a step in the right direction for

standardizing the assessment of problem-focused versus emotion-focused coping

strategies.  Interpreting previous literature however, often proves difficult given the

aforementioned ambiguities.

Researchers interested in the long-term implications of attachment have

studied the relationship between attachment styles and coping strategies (e.g.,

Simpson, Rholes, & Nelligan, 1992; Brack, Gay, & Matheny, 1993; Ognibene &

Collins, 1998).  The idea that those who are securely attached will have better, more

effective coping skills is based on three basic assumptions (Sarason et al., 1990).

First, one who is securely attached more often explores his or her environment and is

thus able to observe others and to practice and learn social interaction skills.  Next, as

the individual acquires and uses these social skills a sense of control, competence,

and self-efficacy is developed.  Finally, the securely attached child is free to test out

new behaviors and face novel challenges with the knowledge that his or her failures

will not undermine the unconditional regard and acceptance he or she receives from

the parent.  In this way, the child is able to confidently cope with difficult situations.

In accordance with these assumptions, Sarason et al. (1990) posit that individuals

high in perceived social support, assumed to be a result of positive attachment, would

prefer instrumental coping strategies over those that are typically less effective, such
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as denial or withdrawal.  Empirical support for this prediction was found in two

studies examining the coping styles of college women (Kerr, Albertson, Mathes, &

Sarason, 1987; Sarason, Mathes, & Albertson, 1989).  Both studies found that higher

levels of perceived social support were associated with more problem-focused coping

(i.e., instrumental strategies) and less avoidant-type strategies.

Other studies have more directly examined the links between attachment and

coping.   For instance, Simpson et al. found that when faced with a stressful situation,

secure women sought more support from their partners as their anxiety level

increased, while avoidant women sought less support as they became more anxious.

The authors reasoned that avoidant women may have wanted the support of their

partners, but did not expect them to be available or able to respond in a helpful way.

This pattern of behavior in adult women, mirrors that of the avoidant children

observed by Ainsworth et al. (1978).

Mikulincer, Florian, and Weller (1993) found similar results with Israeli

college students during the Gulf War.  In particular, the researchers found that

students with an avoidant attachment style used more distancing coping strategies and

sought less social support than those who were securely attached.  In a similar vein,

Brack et al. (1993) assessed participants’ parent and peer attachment as well as their

coping resources.  The researchers found that maternal attachment was associated

with the most coping resources (8), followed by paternal attachment (5), and peer

attachment (4), suggesting that the “secure base” of parental attachment may foster a

wider repertoire of coping resources.  In particular, the coping resources social
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support, self-disclosure, and physical fitness were significantly associated with

maternal attachment.  Social support and physical fitness predicted paternal

attachment, and self-directedness was associated with peer attachment.  These

positive strategies for handling stress may result from a secure attachment base and

are likely to protect adolescents from the stressors they encounter as they enter

adulthood.

Recently, a study by Ognibene and Collins (1998) yielded findings consistent

with previous research that links secure attachment to support seeking and other

adaptive coping strategies.  In their study, secure attachment was found to be related

to higher levels of social support from family and peers in response to both social and

achievement stressors, while those with a fearful attachment style were less likely to

seek social support in either domain.  When faced with either a social or

achievement-related stressor, subjects with a preoccupied attachment pattern tended

to utilize social support and escape-avoidance; and in addition used confrontative

coping in stressful social situations.  Participants with a dismissing attachment style

were less likely to use social support and confrontative coping, and more likely to

distance in social situations.  Overall, it is clear that secure and preoccupied

individuals, who have positive models of others, tend to seek more social support

than those with dismissing or avoidant attachment styles.  Based on their results, the

authors conclude that differential coping puts some individuals at risk for poor

adjustment, depression, and interpersonal difficulties.
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Taken together, the literature suggests that attachment style may predispose

individuals toward particular coping strategies.  Chiefly, a pattern has emerged in

which it appears that secure individuals are more willing to seek social support than

those who are avoidant or anxious-ambivalent, likely due to their positive

expectations i.e., relational schemas regarding interpersonal experiences.  In this way,

relational schemas seem to be functioning as the underlying, generative mechanism

responsible for how people cope with stressful situations.  For example, one who has

been met with supportive and responsive parenting develops a model of others as

available and helpful in times of distress.  In addition, one develops a model of self as

competent and able to effectively elicit help from others.  These early internal

working models are the first, more primitive, forms of what most researchers

conceptualize as relational schemas.  Relational schemas are thought to contain

information about the self, others, and the interpersonal interactions that commonly

occur between the two (Baldwin, 1992).  As such, relational schemas guide behavior.

If others are believed to be untrustworthy, rejecting, or intrusive, then one may avoid

seeking social support when under stress, as the outcome is not expected to be

favorable or helpful.

   Generally, a striking paucity of research exists on the relationship between

depression and coping.  However, there are notable trends present in the few studies

that have been published (e.g., Billings & Moos, 1984; Folkman & Lazarus, 1986;

Holahan & Moos, 1991).  On the whole, studies demonstrate that those with

depressive symptomatology tend to exhibit maladaptive emotional discharge and
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avoidant styles of coping, whereas non-depressed subjects more often use affective

regulation and problem-solving strategies.  In the influential work by Folkman and

Lazarus (1986), married couples were interviewed once per week for five months

concerning their experiences of stressful events in their lives.  In addition, monthly

assessments were made of the subjects’ level of depression.  The subjects were then

placed into high and low levels of depression groups for comparison of coping and

other adjustment variables.  Subjects with a high number of depressive symptoms

were found to more often use confrontive coping (e.g., “I expressed anger to the

person/s who caused the problem”), self-control (e.g., “I tried to keep my feelings to

myself”), escape-avoidance (e.g., “I wished that the situation would go away”), and

social support (e.g., “I accepted sympathy and understanding from someone”) than

did subjects low in depressive symptoms who opted for more active coping.  These

results are consistent with previous findings by Billings and Moos (1984) that

depressed subjects more often utilized emotional-discharge strategies (e.g., “Took it

out on other people when I felt angry or depressed”) and less often attempted

problem-solving strategies (e.g., “Made a plan of action and followed it”).  This

pattern of results was partially corroborated by Kolenc, Hartley, and Murdock (1990)

with mildly depressed students as participants.  The authors found that mildly

depressed subjects more often used emotion-focused coping strategies, such as

distancing, escape-avoidance, and seeking social support, as well as less planful

problem-solving as measured by Folkman and Lazarus’s 1980 Ways of Coping scale.

However, Kolenc et al. found confrontative coping to be inversely related to
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depression in their sample.  The discrepancy may be a result of a difference in the

severity of depression between Folkman and Lazarus’s and Billings and Moos’

samples and that of Kolenc et al.  It is likely the “hostile quality” noted in the more

severely depressed samples is lacking in those who are mildly depressed, resulting in

less use of confrontational coping.

Summary

This chapter began by summarizing attachment theory as first proposed by

Bowlby and Ainsworth.  According to the theory, from birth humans seek comfort

and support from others to reduce feelings of distress.  The “goal-directed

partnership” between infant and caregiver consists of each party’s actions and

reactions to the other.  If through the relationship both caregiver and child’s needs are

met, then the child is not only able to rely on the caregiver as available and attentive

when needed, but also develops a sense of self as worthy and lovable.  Bowlby

extended this idea by proposing that the infant forms mental representations based on

this earliest partnership that are eventually generalized to other types of relationships.

These internal working models of self and other serve as the basis for one’s

inferences and expectations regarding interpersonal interactions as well as self-

concept throughout the lifespan.

Derived from her countless hours of observing children, Ainsworth

revolutionized the study of attachment when she identified three general attachment

styles: secure, anxious-ambivalent, and avoidant.  In the last two decades researchers

have developed a plethora of adult measures of attachment (e.g., Hazan & Shaver,
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1987) that seek to examine the influence of attachment styles on adult functioning

and adjustment.  One such line of research has consistently found a relationship

between depression and attachment.  Overall, findings show that insecure attachment

is associated with depressive symptomatology.

Next, I presented the construct of relational schemas.  Spawned by an interest

in the specific mechanisms mediating attachment relationships and adult behavior,

researchers turned to the cognitive representations that link the two.  Social and

cognitive psychologists have approached the problem from a variety of angles,

including research on person-perception, self-schemas, and scripts.  Results appear to

confirm the presence of relational schemas, or mental structures that contain

information about the self, others, and interactional situations.  Moreover, relational

schemas function like other cognitive structures leading to predictable information-

processing effects.

In the following section, I introduced the concept of perceived social support,

which similar to relational schemas, is believed to find its roots in early experience.

Like relational schemas, as well as Bowlby’s internal working models, perceived

social support is thought to be derived from repeated early attachment experiences in

which one’s needs are satisfied by others or not.  The influence of the belief that

others are available and willing to help in times of need has been established as potent

and widespread and is associated with social skills and self-image.

The dependent variable of interest in the present study is coping.  Thus in the

subsequent section I explored previous research into the relationships among
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attachment, perceived social support, depression, and coping.  Generally, findings

show that a predominance of emotion-focused coping marked by emotional discharge

and even hostility over more active problem-solving strategies is associated with

insecure attachment, low perceived social support, and depressive symptomatology.

In this way, I hoped to offer the reader the necessary “building blocks” with

sufficient breadth and depth of knowledge to fully appreciate as well as critically

evaluate the subsequently presented study.
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Rationale and Goals of the Present Study

This study was undertaken with a motivation to explore the influences of

attachment on coping.  Drawing from many diverse lines of research, early

attachment relationships have been found to affect a great many aspects of

psychological functioning, not only in children, but throughout the lifespan.  Thus the

question arose as to what role early attachment might play in the way individuals

cope with stress as adults.  Previous researchers have theorized that securely attached

individuals exhibit better social skills, more self-efficacy and self-confidence, as well

as a belief in their caregivers’ unconditional acceptance, which may lead to the use of

more adaptive coping strategies when under stress.  Therefore, the first research

question to be addressed by the study was:

1.  How is attachment related to the use of different coping strategies?

It was predicted that poor early attachment relationships would be associated with

negative relational schemas, which would be related to adjustment problems in

adulthood, including depression and maladaptive coping.

There are a great many mediating factors to be considered in relating these

variables.  Based on attachment theory, relational schemas offer a cognitive

representation of early attachment experiences and as such, are believed to influence

behavior throughout adulthood via beliefs and expectations about the self and others.

In addition, research on relational schemas has yielded robust findings indicating their

influence on a broad range of human experience including coping.
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With this social-cognitive perspective, the author sought ways to incorporate

clinical applications into the inquiry.  The area of depression was an obvious choice

for several reasons.  First, much research has examined the cognitive bases of

depression, and the effects of depressive schemata on functioning are well-

documented.  In addition, there is supporting evidence in the literature for a

connection between poor early attachment relationships and depression in adulthood.

Pragmatics were also at play, in that (unfortunately) individuals with depressive

symptomatology are fairly accessible in undergraduate subject pools.  Finally, a

relatively new area of research examining vulnerability to depression presented the

opportunity for interesting and informative comparisons between those who are

currently depressed, those who have been depressed in the past, and those who have

never been depressed.  Specifically, previous research suggests that those vulnerable

to depression, harbor cognitive schemas similar to those who are currently depressed

but which remain latent until activated.  Thus, in terms of current symptomatology,

those who have never been depressed are similar to those who have been depressed in

the past, but in terms of cognitive structure, those who have been depressed in the

past are thought to resemble currently depressed individuals.  Utilizing the groups’

similarities and differences, the second research question to be addressed by the study

was:

2. Are there differences in the attachment patterns and chronic relational

schemas of depressed, formerly depressed, and never depressed

individuals and what is the impact on coping?
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Since both formerly and currently depressed individuals can be considered vulnerable

to depression, it was hypothesized that these groups would share similar attachment

histories and relational schemas that would differ from those who had never been

depressed.  Moreover, it was predicted that more adaptive coping strategies would be

associated with better attachment and more positive relational schemas.

An important mediating factor in individuals’ coping that is cited in the

literature is the perceived availability of social support.  From a theoretical

perspective, this variable like relational schemas is believed to be rooted in early

attachment relationships such that those with poor attachment tend to perceive others

as less available and helpful in times of stress.  In addition, social withdrawal and

isolation are characteristic of depression, and research has shown that depressed

individuals perceive others as less available for social support.  Thus, the third

research question to be addressed by the study was:

3.  Are there differences among depressed, formerly depressed, and never

depressed individuals in the perceived availability of social support and

what is the impact on coping?

It was expected that those lacking depressive symptomatology (the never-depressed

and formerly depressed groups) would report more perceived social support in their

environment than would those currently suffering from depression.  In addition, it

was predicted that perceived social support would be positively associated with

interpersonal coping strategies such as seeking social support.
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A primary aim of the present study was to compare the effects of priming

relational schemas on affect and coping in those with current and past depression and

those who have never suffered from depression.  With a few exceptions, research in

the areas of relational schemas and coping relies solely on self-report measures and

fails to employ experimental manipulation to test its hypotheses.  The present study

therefore attempted to offer insight and the power of causal claims by experimentally

manipulating the relational schemas to be activated.  With careful design, it was

hoped that differences in coping between the groups could be causally attributed to

differences in their cognitive structure of relational schemas.  In addition, the stressful

scenario was held constant for all participants, thus circumventing the difficulties of

relying on individuals’ recall of past stressful events that invariably differs

significantly between participants.  Thus the final and chief research question to be

addressed by the study was:

4.  What, if any, are the differential effects of priming positive relational

schemas on affect and coping strategies in depressed, formerly depressed,

and never depressed individuals?

By using a priming paradigm in combination with comparisons among the three

depression status groups – never depressed, formerly depressed, and currently

depressed – the differential effects of priming relational schemas among the groups

were examined, allowing for inferences to be drawn regarding the differences in the

underlying structures of relational schemas among the groups. In turn, these

differences in the groups’ relational schemas were expected to result in differential
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coping among the groups, such that the presence of well-elaborated negative

relational schemas characteristic of depressives was expected to result in less adaptive

coping.

Generally, the present study aimed to track the influences of early

interpersonal experiences to the development of relational schemas to the effects on

adult adjustment (depression and coping).  More specifically, the study aimed to

assess the effects of priming relational schemas on those with current or past

depression and those who have never been depressed, in order to gain some access

(albeit through inference) about how those schemas are structured for individuals

with different attachment histories and depressive symptoms.  By demonstrating that

priming relational schemas in depressed people enhances distress and maladaptive

coping, this study will be able to support the role of relational schemas in depression.

Summary of the Design

In the present study, college students who were determined to be currently

depressed, formerly depressed, or never depressed were subliminally primed with

positive relational words (relational condition) or non-interpersonal positive affect

words (affect condition).  Participants then read a stressful scenario in which they

imagined themselves learning that they had unexpectedly contracted the HIV-virus.

Measures assessing their affect and coping strategies as well as their level of current

and past depression were then administered.  In a separate testing session, participants

responded to questionnaires measuring their peer and parental attachment, anxiety

and avoidance in relationships, autonomy and dependency, perceived availability of
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social support, self-esteem, and specific aspects of maternal, paternal, and peer

attachment.

Specific hypotheses are outlined in Chapter Three.  Results can be found in

Chapter Four.
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CHAPTER THREE

Methodology

Participants

The goal was to compare subjects who reported no or few symptoms of

depression to those who reported a moderate to severe level of depressive

symptomatology either currently or in the past, thus forming three groups: non-

depressed, currently depressed, and formerly depressed.  Participants were 76 male

and female undergraduate students recruited from introductory psychology and

educational psychology subject pools.   Some students were prescreened to determine

their current level of depression as assessed by the Beck Depression Inventory (BDI;

Beck, et al., 1979) as well as their past level of depression as measured by the

Inventory to Diagnose Depression, Lifetime Version (IDD-L; Zimmerman & Coryell,

1987).  Students with BDI scores less than 9 and IDD-L scores less than 14 made up

the non-depressed group. Students with BDI scores greater than 14 and IDD-L scores

less than 14 constituted the currently depressed group.   Students with BDI scores less

than 9 and IDD-L scores greater than 30 comprised the formerly depressed group.

The participants received experimental credit in their respective courses for their

participation in the study.

Measures

Demographic information.  Participants were asked to respond to questions

regarding their age, sex, race/ethnicity, marital status, number of children, sexual
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orientation and history, religion, physical health, and parents’ marital status.  In

addition, questions were asked regarding participants’ personal experience with

similar health-related stressful situations involving themselves and those close to

them.

Positive and negative affect.  Affect was measured using the Positive and

Negative Affect Schedule developed by Watson, Clark, and Tellegen (1988, see

Appendix A).  Respondents were asked to indicate the extent to which they

experienced each of the listed adjectives as they were imagining themselves in the

scenario.  Participants’ responses range from (1) not at all to (5) extremely.  Level of

positive affect  was determined by calculating the sum ratings of the 10 positive

adjectives: inspired, alert, excited, enthusiastic, determined, interested, strong, proud,

attentive, and active.    Negative affect was determined by calculating the sum of the

10 negative adjectives: afraid, upset, nervous, scared, distressed, guilty, hostile,

irritable, ashamed, and jittery.

Current Depression.  The Beck Depression Inventory (BDI; Beck, et al., 1961;

see Appendix B) was used to measure participants’ current level of depression.  The

21-item self-report assessment of depression is widely used with clinical and

nonclinical samples.  Items assess presence, absence, or severity of depressive affect

and symptomatology.  Participants were directed to select one out of four statements

that best describes how they have been feeling in the past week.  Statements represent

different levels of a feeling or sentiment, for example, 0=I do not feel sad; 1=I feel

sad; 2=I am sad all the time and can’t snap out of it; 3=I am so sad or unhappy that I
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can’t stand it.  Depression scores were obtained by summing the score for each item.

Internal consistency for the BDI is quite high (alpha=.88).

Past Depression.  Participants’ level of past depression was assessed using the

Inventory to Diagnose Depression, Lifetime Version (IDD-L; Zimmerman & Coryell,

1987, see Appendix C).  The inventory was designed to diagnose a lifetime history of

major depression.  Participants were asked to endorse statements regarding depressive

symptoms they experienced “in the week in [their] life [they] felt the most

depressed.”  Like the BDI, statements represent different levels of a feeling or

sentiment for example, 0=I did not feel sad or depressed; 1=I occasionally felt sad or

down; 2=I felt sad most of the time, but I was able to snap out of it; 3=I felt sad all the

time, and I couldn’t snap out of it; 4=I was so sad or unhappy that I couldn’t stand it.

Respondents were then asked to indicate whether “this lasted more or less than two

weeks.”   Past depression scores were calculated by summing the score for each

endorsed statement.  Only statements that were reported to have lasted more than two

weeks were entered into a participant’s total score for the scale.  The IDD-L has been

found to have good internal consistency and split-half reliability (Zimmerman &

Coryell, 1987).

Self-esteem.  Participants’ self-esteem was assessed by the Rosenberg Self-

Esteem Inventory (1965, 10 items, alpha=.86, see Appendix D).  Participants were

asked to indicate the extent to which they agree or disagree with the statements, using

a 4-point Likert scale with 1=strongly disagree; 2=disagree; 3=agree; 4=strongly
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agree.  Self-esteem scores were determined by calculating the sum total of the

responses.

Parent and peer attachment.  In order to assess participants’ attachment

relationships, the Inventory of Parent and Peer Attachment (IPPA; Armsden &

Greenberg, 1987; see Appendix E) was administered.  Directions for the scale asked

participants to indicate, using a 5-point Likert scale, whether the items are (1) almost

always or always true; (2) often true; (3) sometimes true; (4) seldom true; (5) almost

never or never true.  Three subscales comprise the parent scale: Trust (10 items,

alpha=.91); Communication (10 items, alpha=.91); and Alienation (8 items,

alpha=.86).  Scores representing the overall quality of attachment with parents were

derived by summing the raw total of the items from the Trust and Communication

subscales and then subtracting the raw total from the Alienation subscale.  Three

similar subscales make up the peer scale: Trust (10 items; alpha=.91);

Communication (8 items, alpha=.87); and Alienation (7 items, alpha=.72).  Scores

representing the overall quality of attachment with peers were derived by summing

the raw total of the items from the Trust and Communication subscales and then

subtracting the raw total from the Alienation subscale.  Test-retest reliabilities for the

Parent and Peer attachment scales were found to be .93 and .86, respectively.

Relational schemas.  The Revised Adult Attachment Scale (RAAS; Collins &

Read, 1990; see Appendix F) was used to assess relational schemas.  The scale, based

on Hazan and Shaver’s (1987) translation of infant attachment styles into those of

adults, yields three dimensions underlying attachment: the extent to which an
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individual is comfortable with closeness, feels he or she can depend on others, and is

anxious or fearful about abandonment, being rejected, etc.  The aim of the present

study necessitates a distinction between specific attachment relationships, as

measured by the IPPA, and the more general interpersonal expectations and schemas

measured by the RAAS.  This distinction is consistent with the authors’ description of

the scale:

We believe that the dimensions measured by the Adult Attachment Scale

capture much of the core structures that are thought to underlie differences in

attachment styles.  These dimensions can be seen as guiding principles that

determine how the attachment system manifests itself in adult relationships.

They concern beliefs and expectations that are fundamental to feelings of

security in adulthood…and like childhood attachment…should have important

implications for behavior in a wide range of relationships and situations.

(Collins & Read, 1990, p.650)

Moreover, Pierce and Lydon (1998) make a similar distinction using the RAAS as “a

measure of individual differences in chronically accessible interpersonal expectations

(i.e., a measure of working models of attachment),” (p. 1442).

 The 3 original subscales of the RAAS were: Fear of dependency (6 items,

alpha=.75); Anxiety in relationships (6 items, alpha=.72); and Fear of closeness (6

items, alpha=.69).    Previous studies have found that the fear of dependency and fear

of closeness are highly correlated with one another and are orthogonal to the anxiety

measure (Pierce & Lydon, 1998; Collins & Read, 1990).  In addition, Brennan, Clark,
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and Shaver (1998) found that self-report attachment measures tend to assess two

independent dimensions of attachment: avoidance and anxiety in close relationships.

Therefore, the RAAS subscales fear of closeness and fear of dependency were

combined to form the single subscale avoidance in relationships (alpha=.76).  To

recap, participants’ particular attachment relationships were assessed using the IPPA,

while their global relational schemas were examined using two subscales of the

RAAS, avoidance and anxiety in relationships.  Participants indicated, using a 5-

point Likert scale (1=not at all characteristic, 5=very characteristic), the extent to

which each statement describes their feelings.  Scores for each of the two subscales

were obtained by summing the responses.

Dependency and achievement-autonomy.  These variables will be measured

by calculating participants’ scores on the Personal Style Inventory (PSI; Robins,

Ladd, Welkowitz, Blaney, Diaz, & Kutcher, 1994; see Appendix G).  The PSI

consists of 48 self-referent statements that respondents were asked to agree or

disagree with on a 6-point scale.  Each of the two subscales, Sociotropy and

Autonomy have 24 items.  The Sociotropy subscale assesses constructs of

dependency, pleasing others, and concern about what others think.  The Autonomy

subscale measures constructs of perfectionism, need for control, and defensive

separation.  Internal reliablility for the subscales ranges from .86 to .90, with test-

retest reliability over a 13-week period ranging from .70 to .80.

Perceived availability of social support.  The Interpersonal Support Evaluation

List (ISEL; Cohen & Hoberman, 1983; see Appendix H) consists of 48 statements
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regarding the perceived availability of potential social resources pertinent to college

students.  Participants were asked to indicate whether each statement was “probably

true” or “probably false” about themselves.  The ISEL breaks down into four 12-item

subscales: Tangible, Belonging, Self-esteem, and Appraisal.  The Tangible subscale

(alpha = .71) measures perceived availability of material aid while the Belonging

subscale (alpha = .75) assesses the perceived availability of people with which one

can participate in activities.  The Self-esteem subscale (alpha = .60) measures the

perceived availability of a positive comparison when comparing one’s self to others,

and the Appraisal subscale (alpha = .77) measures the perceived availability of

someone with which to discuss one’s problems.  Internal reliability for the total ISEL

scale has been found to be .77.

Retrospective Specific Attachments.  Participants’ retrospective appraisals of

specific attachment relationships with their mother, father, and peers were assessed

using the Mother-Father-Peer Scale (MFP; 70-items; Epstein; see Appendix I).

Participants were asked to rate the extent of their agreement or disagreement with

statements regarding their attachment relationships as a child with mother, father, and

peers.  For each parental attachment relationship (mother and father), there are four

subscales: Encouraged Independence, Overprotection, Acceptance, and Rejection.

For peer attachment, there are two subscales: Acceptance and Rejection.  Internal

reliability for the subscales has been found to range from .74 to .91.

Coping Strategies.  Participants’ preferred coping strategies for the scenario

were assessed using the COPE inventory (COPE; Carver et al., 1989; see Appendix
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J).  For this inventory, participants were asked to indicate the extent to which they

would use each of the 53 items in the given stressful scenario.  Responses were given

using a 4-point Likert scale in which 1=I wouldn’t do this at all; 2=I would do this a

little bit; 3=I would do this a medium amount; 4=I would do this a lot.  The scale is

composed of 13 subscales, 4 items each, with internal reliabilities ranging from .45 to

.92.  Problem-focused subscales are: Active coping (alpha = .62); Planning (alpha =

.80); Suppression of competing activities (alpha = .68); Restraint coping (alpha =

.72); and Seeking social support - instrumental (alpha = .75). Emotion-focused

subscales are: Seeking social support – emotional (alpha = .85); Positive

reinterpretation and growth (alpha = .68); Acceptance (alpha = .65); and Turning to

religion (alpha = .92).  Subscales that are considered to measure less useful coping

strategies are: Focus on and venting of emotions (alpha = .77); Denial (alpha = .71);

Behavioral disengagement (alpha = .63); Mental disengagement (alpha = .45); and

Alcohol-drug disengagement (alpha = .93).  Scores for each of the subscales were

determined by calculating the sum of the corresponding responses.

Presently, there are no known data addressing the external validity of the

COPE scale when used with a hypothetical scenario such as the one in the proposed

study.  Post hoc comparisons were expected to reveal similar patterns of coping in the

present sample as in previous findings with individuals infected with the HIV virus

(DeGenova, Patton, Jurich, & MacDermid, 1995; Reeves, Merriam, & Courtenay,

1999).
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Procedure

The procedure was based on the 1998 study by Pierce and Lydon that

examined the effects of priming relational schemas.  Therefore, the same priming

words used to prime relational schemas in the previous study were used in the present

relational schema priming condition.  The words were empirically determined by

Pierce and Lydon to evoke interpersonal expectations when paired with a stressful

event.  The five words used in the positive priming condition are caring, helpful,

supportive, accepting, and loving.  In a control condition, positive affect words were

presented to participants instead of relational words.  The five positive affect words

are happy, content, cheerful, peaceful, and satisfied.

Students were told they were participating in a study concerning decision-

making during a stressful life event.  The experiment was run in groups of up to 10

students.  The priming manipulation was administered via individual computers

equipped with SuperLabPro software.  Participants were randomly assigned to one of

two priming conditions:  relational schema or affect.

A consent form was distributed and signed by the participants prior to the

commencement of the study.  Measures of the participants’ pretest levels of

depression and affect were then administered.  Next, participants underwent the

priming manipulation and listened to the stressful scenario.  Instructions were similar

to those by Pierce and Lydon:  the experimenter asked them to “relax and clear their

minds to better concentrate on the scenario, to forget about other things that may be

going on in their life right now, and to try to imagine themselves in the situation.”
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The experimenter then explained that to help them concentrate on the scenario, they

should look at their computer screen, that row of flashing letters would be presented

to them.  The participants were told: “It is thought by some researchers that flashing

stimuli facilitate attention.  All you need to do is look at the center of the screen” (qtd.

in Pierce & Lydon, 1998 from Baldwin, 1994).

Participants were presented the prime words alternated with strings of random

consonants i.e., masks.  The masks appeared on the screen for 100 ms followed by

one of the prime words for 33 ms. According to Perfetti and Bell (1991), 33 ms is fast

enough so that a stimulus is not consciously detected, but sufficient to achieve

priming effects.  Each of the five prime words was presented 120 times in alternation

with the masks, followed by a 10 s break, followed by another 120 presentations of

each prime word alternated with the masks.  Thus the total on-screen duration for

each of the five prime words was 79.2 s.  The entire priming procedure lasted

approximately 10 m.

After the “attention-facilitating exercise”, participants were instructed to close

their eyes and listen to the scenario.  The scenario described a situation in which the

participant learns that he or she has recently tested positive for the HIV-virus.

Imagine yourself in the following situation.  You and your
boyfriend/girlfriend have been dating for several months.  You are
both students at UT.  You both feel that the relationship is stable and
have generally been getting along well.  Over the past few months you
have made love frequently and have promised to be faithful to one
another.

Over the past few weeks you have felt run-down and tired.
You have wondered if you have caught the cold that is going around
campus.  You have been taking vitamin C and going to bed earlier, but
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you don’t feel much better.  Last week you noticed that you didn’t
have much of an appetite, and despite your extreme fatigue you
haven’t been able to sleep well.  You are a bit concerned, but decide to
wait a few more days before doing anything.

Now you are running a temperature of 102 degrees and have
severe diarrhea.  You also notice some purple spots on your skin that
weren’t there before.  You begin to worry that you might be really
sick.  Before jumping to conclusions, you decide to go to a health
clinic for a check-up.  The nurse takes your vitals, examines the skin
spots, and asks you if you are sexually active or an IV-drug user.   She
returns with the doctor who recommends an AIDS-test and sends you
home with some antibiotics.   A few days later you call the number for
the results of your test.  The counselor tells you that you have tested
positive for HIV.

Please take a minute to think about how you feel in this
situation.  Think about what happens as you try to cope with the stress
of having a fatal and often stigmatized disease.  Then, open your eyes
and complete the questionnaire in front of you.

Following the scenario, participants were asked questions assessing the coping

strategies they would employ in the given situation, their mood, level of current

depression, and level of past depression.  The questionnaires were presented in the

order for all participants: COPE, PANAS, BDI, and IDD-L.  In a separate testing

session no more than one month later, participants completed a series of

questionnaires assessing demographic information, self-esteem, parent and peer

relationships, chronic relational schemas, dependency and achievement-autonomy,

perceived availability of social support, and retrospective specific attachments with

mother, father, and peers (i.e., the Rosenberg, IPPA, RAAS, PSI, ISEL, and MFP).

Finally, participants were asked questions to determine if they had been suspicious of

the “attention-facilitating exercise”.
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Prior to the study, pilot-testing was conducted to ensure that the subliminal

priming manipulation would work with the present stimuli and that the HIV-scenario

was believable and engaging to participants.  First, testing of the stimuli created in the

SuperLab Pro software and run on the PC computers in the Educational Psychology

Computer Lab was done to trouble-shoot potential problems and to gauge

participants’ reactions to the deception of the “attention-facilitating exercise.”  It was

found that the number of stimuli presentations done by Pierce and Lydon resulted in a

priming procedure of extremely short duration (approximately 3 m).  Therefore, it

was decided to present the stimuli four times more than the authors did in their 1998

study in the hopes of maximizing the effects of the intervention.  Upon debriefing,

participants reported no problems with the longer priming format.  When asked about

the deceptive nature of the priming procedure, eight of the 40 pilot subjects reported

feeling “suspicious” of the “attention-facilitating exercise” but only two could

consciously recall any of the presented priming words.

In addition, it was necessary to examine pilot subjects’ responses to the

stressful scenario.  In the present study, the scenario varied from Pierce and Lydon’s

in that the authors tested only female participants and used a different but similar

scenario in which the women were asked to imagine they had just learned they were

pregnant.  Thus pilot subjects were administered the HIV scenario and asked about its

believability and level of stressfulness.  It was found that overall most pilot subjects

were readily able to imagine themselves in the scenario during the experiment and

reported associated feelings of mild distress and anxiety.  Most reported that reading
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the scenario to themselves was better than hearing it read aloud, as it promoted

visualization and personal engagement and allowed for re-reading as needed.  Some

noted that a video might have been even more powerful.  However, for the purposes

of this experiment it was decided that presenting the scenario in written format was

more practical and sufficiently engaging and stressful.

Due to the depression status of some of the participants, as well as the

stressful nature of the HIV scenario, special care was taken to ensure the well being

of the people who participated in this study.   First, participants were informed prior

to the study via e-mail and on the sign-up sheets that the study “contained HIV-

related material that may be upsetting to some people.”  They were further informed

that an alternative experimental activity that satisfied their course requirement was

available should they opt not to participate.  In addition, after the first experimental

session, the experimenter screened the participants’ BDI responses and spent extra

time debriefing those who showed elevated depression levels, explaining the results.

Finally, all participants were debriefed regarding the potentially upsetting and

stressful nature of the study and some of its questionnaires, and were given the phone

numbers of the university counseling center and the experimenter’s supervisor.

Research Hypotheses

Hypothesis One

A) Currently depressed (CD) participants and those who have been

depressed in the past (FD) will show significantly poorer attachment to parents
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and peers, as measured by the IPPA (Armsden & Greenberg, 1987) than will

those who have never been depressed (ND).

Rationale

This hypothesis was based on the corpus of research that has demonstrated that poor

attachment is related to depressive symptomatology (e.g., Pettem et al., 1993;

Carnelley et al., 1994; Whisman & McGarvey, 1995; Murphy & Bates, 1997).

However, this finding offers the unique contribution of suggesting that those who are

formerly depressed share in common poor attachment with those who are currently

depressed, despite the groups’ differences in current mood.  Thus, depressives’ self-

reports of poor attachment cannot be solely attributed to their current depressed

mood.

B) Depressed people will show different chronic relational schemas than

those of non-depressives as measured by the RAAS (Collins & Read, 1990).

Specifically, those in the CD and FD groups will show greater anxiety and

avoidance in relationships than will those in the ND group.

Rationale

Previous research has demonstrated the link between interpersonal cognitions and

depression. In a longitudinal study, Hammen et al. (1995) examined the relationships

between chronic relational schemas, depression, and other psychopathology.  They

found significant associations between both subscales that form the avoidance in

relationships scale on the RAAS and depressive symptomatology.  Moreover, they

found that anxiety in relationships predicted depression in response to stressors
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during a 1-year period.  Therefore, in the present study it is hypothesized that both

anxiety and avoidance in relationships subscales will be greater in those with current

or past depression who share similar poor attachment, than in those who have never

been depressed.

Hypothesis Two

 The CD group is hypothesized to report a greater perceived lack of social

support, as assessed by the ISEL (Cohen & Hoberman, 1983), than the FD and

ND groups.

Rationale

Previous findings indicate an association between perceived social support and

depressive symptomatology, such that those high in perceived social support show

fewer depressive symptoms (Stroebe, Stoebe, Abakoumkin, & Schut, 1996).  Thus, it

is predicted that the currently depressed group will report less perceived social

support than the formerly and never depressed groups who are free from depressive

symptoms.

Hypothesis Three

A) Regardless of priming condition, the CD group will experience more

negative affect and less positive affect than will ND controls (a main effect for

Depression status group), as measured by the PANAS-Positive and PANAS-

Negative subscales (Watson et al., 1988).  An ordinal Group (CD v. FD v. ND) X

Priming Condition (affect v. relational schema) interaction is also predicted such

that the affect of both the CD and FD groups will be more positive/less negative
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when primed with positive affect words than when primed with relational

schemas.  In contrast, the affect of the ND group is not predicted to vary

significantly across priming conditions.

Rationale

Not surprisingly, it is expected that overall the affect of those who are currently

depressed will be less positive/more negative than that of those who are formerly

depressed as well as those who have never been depressed.  This prediction is

definitional for the groups.  Nevertheless, an interesting interaction is predicted such

that both CD and FD participants’ affect is expected to decrease (be even less

positive/more negative) when primed with relational schemas as compared to the

positive affect priming condition. This prediction is based on the idea that priming

relational schemas in those who are currently depressed or those who have been

depressed in the past will activate negative cognitions regarding the self, others, etc.

These activated negative cognitions will in turn serve to activate negative affect even

further, resulting in a differential affective response to the priming conditions for

participants with depressive cognitive structures.

B) A significant main effect for depression status group is predicted such

that the CD group will report seeking less social support for emotional reasons

(COPE-Social Support, Emotional) than will the FD and ND groups.  In

addition, a disordinal Group X Priming Condition interaction is predicted for

the use of social support as a coping strategy.   Specifically, CD and FD

participants will use more social support under the affect priming condition than
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when they are primed with relational schemas.  In an opposite pattern, ND

participants will use less social support under the affect priming condition than

when primed with relational schemas.

C) For both denial and mental disengagement coping strategies from the

COPE inventory, a main effect for Group is predicted such that overall, the CD

group will use more of these strategies than the ND group.   An ordinal Group X

Priming Condition interaction is also predicted.  In particular, CD and FD

participants are expected to use these strategies more when primed with

relational schemas than under the affect priming condition.  In contrast, the ND

group is expected to use denial and mental disengagement less under the

relational schema condition than in the affect priming condition.

Rationale

The reasoning behind these hypotheses is based on theory from cognitive psychology

that relational schemas function as other cognitive structures do, such that schemas

are connected via activation links (Baldwin, 1992).  According to the principle of

spreading activation, when one relational schema is activated others are also activated

to varying degrees, depending on the strength and number of the links between them

(Collins & Loftus, 1975).

For depressed people, who tend to have experienced significant attachment

disruptions since early childhood, it is likely that negative relational schemas contain
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more real life exemplars and are thus more richly elaborated and easily accessible

than positive relational information.  Therefore, for the depressed group, activating a

positive relational schema serves as a retrieval cue for negative relational schemas as

well.  This kind of spreading activation to parallel schemas finds support in a

previous priming study (Higgins, Van Hook, & Dorfman, 1988).  As soon as the

negative relational schema becomes activated, the related emotional nodes

subsequently will become activated (Baldwin et al., 1996; Baldwin, 1994) resulting in

the experience of increased negative affect and negative interpersonal expectations.

These negative interpersonal expectations will “discourage support seeking, and

undermine [the participants’] ability to cope with the event,” (Pierce & Lydon, 1998,

p. 1447).   For subjects who are not depressed or depression vulnerable, the priming

of positive relational schemas will activate their positive interpersonal expectations

since these are likely well-elaborated and easily accessible due to experience.  Thus it

is predicted that non-depressed participants will show improved affect and will be

more likely to seek social support.

The difference between the CD and FD versus ND groups hinges on the high

accessibility of negative relational schemas for those with current or past depressive

symptoms.  It is likely that from a young age, those who suffer from depression are

caught in a cognitive-behavioral cycle (Baldwin, 1992) in which poor early

attachment experiences lead to negative relational schemas, which in turn produce

responses in others that confirm the negative expectations.  With each subsequent

negative interpersonal experience, the related negative relational schema is
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strengthened.  This process occurs over a period of many years until in late

adolescence and eventually in adulthood, negative relational schemas are accessed

even when positive relational schemas are primed.

Hypothesis Four

A) For all participants regardless of depression category, attachment

(IPPA-Parent, IPPA-Peer, RAAS-Anxiety, RAAS-Avoidance) will be

significantly correlated with participants’ reported use of seeking social support

for emotional reasons (COPE-Social Support, Emotional).  Specifically, those

with better/more secure attachment are expected to report seeking more social

support.

B) For all participants regardless of depression category, attachment will

be significantly correlated with participants’ reported use of denial as a coping

strategy (COPE-Denial).  In particular, those with better/more secure

attachment are expected to report using less denial as a coping strategy.

C) For all participants regardless of depression category, attachment will

be significantly correlated with participants’ reported use of mental

disengagement as a coping strategy (COPE-Mental Disengagement).

Particularly, those with poorer/less secure attachment are expected to employ

more mental disengagement in their coping.

Rationale

Numerous studies link attachment with coping strategies, such that securely

attached individuals (e.g., Simpson, Rholes, & Nelligan, 1992) and those with
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positive parent and peer attachment relationships (e.g., Ognibene & Collins, 1998)

seek social support in stressful situations.  Likewise those with poor attachment

relationships tend to avoid social support and employ distancing and escape-

avoidance strategies in times of stress (Ognibene & Collins, 1998).

Prior studies have found that avoidance in relationships significantly predicts

a reduction in use of seeking social support and the increased use of self-denigrating

coping strategies such as self-blame, self-controlling, and pessimism, while the

associations between anxiety in relationships and coping have yet to be clearly

established (Pierce & Lydon, 1998).

Results in the area of social support and coping are quite consistent (Ptacek,

1996).  Numerous studies have found that perceived social support is associated with

assertive action and seeking social support (Hobfoll, Dunahoo, Ben-Porath, &

Monnier, 1994), the use of preventative coping, and is negatively associated with

self-blame and wishful thinking (Greenglass, 1993).  In addition, perceived social

support has been found to be positively correlated with active cognitive and

behavioral coping strategies and inversely associated with avoidance strategies

(Holahan & Moos, 1990).  Based on the evidence, in the present study it is predicted

that high perceived social support will be associated with the use of social support as

a coping strategy and will be negatively associated with the use of disengagement and

distancing-type strategies.
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CHAPTER FOUR

Results

Sample Characteristics

Participants involved in the study were undergraduates enrolled in psychology

and educational psychology courses at the University of Texas at Austin during the

Spring, Summer, and Fall 2001 semesters.  A total of 76 students participated in the

study.  Data from 15 of the participants were excluded due to non-completion of the

study or concurrently meeting criteria for both the formerly depressed and currently

depressed groups.  The final sample consisted of 61 participants, 28 male and 33

female.

The ages of the participants ranged from 18 to 24, with a mean age of 20.2

years.  Sixty-two percent of the sample described themselves as “white” (n=38), 21%

as “Asian” (n=13), 12% as “Hispanic” (n=7), 2% as “African-American” (n=1), and

3% as “Other” (n=2).  Seventy-three percent reported that their biological parents

were currently “married to each other” (n=45), 20% were “divorced” (n=12), 5%

were “widowed” (n=3), and 2% were “separated” (n=1).  Most of the respondents

described their sexual orientation as heterosexual (97%, n=59), while 2 students

characterized their sexual orientation as homosexual.  Only one respondent reported

being currently married, while all others described their marital status as “single.”

Fifty-six percent of the sample described themselves as “sexually active” (n=34) and

54% reported they were currently “in a monogamous relationship” (n=33).  None of
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the respondents reported having children.  Regarding religious affiliation, 39%

described themselves as protestant (n=24), 28% as catholic (n=17), 16% as “none”

(n=10), 10% as “other” (n=6), and 7% as Jewish (n=4).

None of the students reported having a terminal illness like HIV/AIDS.  Four

respondents (7%) reported knowing someone who had experienced a situation similar

to the one described in the HIV scenario.  Eleven respondents reported that someone

close to them currently suffers from a chronic or terminal illness.

Based on their responses to the BDI and IDD-L, students were assigned to one

of three depression categories: currently depressed, formerly depressed, or never

depressed.  Those with BDI scores less than 9 and IDD-L scores less than 14 were

considered “never depressed” for the purposes of this study (n=21).  Those who

scored greater than 14 on the BDI, but less than 14 on the IDD-L were considered

“currently depressed” (n=21).  Participants with scores greater than 30 on the IDD-L

and less than 9 on the BDI were considered to be “formerly depressed” (n=19).    Chi-

Square tests of independence showed no significant relationship between depression

category and the aforementioned demographic variables (age, sex, ethnicity, parents’

marital status, sexual orientation, marital status, sexual activity, religious affiliation,

someone close to them experiencing a similar situation to the HIV scenario, someone

close to them having a chronic or terminal illness).

Participants were randomly assigned to one of the two priming conditions:

relational words (e.g., caring, supportive) or affect words (e.g., content, satisfied).

Chi-Square tests of independence showed no significant differences for the



75

demographic variables between the relational and affect priming conditions, except

for the variable representing “someone close to them experiencing a similar situation

to the HIV scenario”.  In this case, all four respondents that reported having someone

close to them experiencing a similar situation to the HIV scenario were randomly,

although not evenly, assigned to the relational priming condition.

The resulting cell frequencies representing number of participants for

depression category by priming condition are illustrated below in Table 1.

Additionally, the mean scores for the BDI (which measures current level of

depression) and the IDD-L (which measures level of past depression) are presented

by depression category and priming condition.
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Table 1: Priming Condition by Depression Category Crosstabulation and

Mean Scores for the BDI and IDD-L Scales

Depression Category

     Never Currently Formerly
Depressed Depressed Depressed Total

Priming
Affect

          Count         10         11         10    31
    (Percent of Total)          (16.4%)         (18.0%)         (16.4%)    (50.8%)

   Mean BDI          4.70          15.91          5.80     9.03
Mean IDD-L          2.20          11.00          34.80     15.84

Relational
          Count         11         10          9                30

     (Percent of Total)          (18.0%)         (16.4%)            (14.8%)    (49.2%)
   Mean BDI          5.09         18.01          5.67     9.57
Mean IDD-L          4.89          9.60          39.44     16.83

Total           Count         21         21                     19    61
     (Percent of Total)         (34.4%)         (34.4%)          (31.1%)    (100.0%)

   Mean BDI         4.90         16.91          5.74     9.30
Mean IDD-L         3.61         10.33          37.00     16.32

Examination of the Psychological Variables

The psychological variables of interest in the study included current mood,

current level of depression, level of past depression, self-esteem, attachment with

parents and peers, chronic relational schemas, level of sociotropy, perceived social

support, retrospective appraisals of specific attachments, and coping strategies used in

relation to the HIV scenario.  In order to examine these variables, a total of 44 scales

and subscales were included in the analyses.
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Means and standard deviations.  Central to the aim of the study are the

relationships among the quality of parental and peer attachment (as measured by the

IPPA-Parent and IPPA-Peer), chronic relational schemas (as measured by the RAAS-

Anxiety and RAAS-Avoidance), and perceived availability of social support (as

measured by the ISEL, Total).  It was predicted that participants who are currently or

formerly depressed would show significantly poorer attachment to parents and peers,

greater anxiety and avoidance in relationships, and less perceived social support than

never depressed participants.  The means and standard deviations of these variables,

separated by depression category, are depicted in Table 2 below.

Table 2: Means and Standard Deviations of Attachment, Relational Schema,

and Perceived Social Support Measures by Depression Category

Variable Depression
Category

N Mean Standard
Deviation

IPPA - Parent Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

69.43a
44.14b
43.89b

10.29
24.02
23.54

IPPA - Peer Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

62.62a

46.29b
58.53a

9.74
12.61
9.48

RAAS -
Avoidance

Never Depressed
Currently Depressed
Formerly Depressed

20
21
19

28.10a

37.07b
36.67b

4.72
9.50
5.89

RAAS -
Anxiety

Never Depressed
Currently Depressed
Formerly Depressed

20
21
19

12.45a

17.95b
14.16a

4.03
5.49
3.70

ISEL – Total
Lack of
Perceived
Social Support

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

54.24a
61.90b

55.53a

7.00
5.70
3.76

Note.  For each dependent measure, means with different subscripts differ
significantly (p<.05).
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In order to more fully examine the relationships among attachment, relational

schemas, and perceived social support, other related variables were measured as well.

These additional person variables included self-esteem (as measured by the

Rosenberg Self-Esteem Scale), level of sociotropy (as measured by the PSI), and

specific aspects of attachment with mother, father, and peers (as measured by the

MFP).  Self-esteem was assessed as it has been shown to be theoretically as well as

empirically related to attachment.  According to Bowlby’s theory of “working

models” of attachment, children learn about the self and others via interactions with

caregivers.  In this way, self-regard is an integral part of attachment and the resulting

relational schemas.  Moreover, it has been found that those with secure attachment

have higher self-esteem and those with insecure attachment patterns tend to have

lower self-esteem (Bartholomew & Horowitz, 1991).  Sociotropy, as measured by the

PSI, was included as a variable of interest as it has been shown to be related to

vulnerability to depression (Robins et al., 1994).  The MFP scale was included to

examine more specific aspects of attachment relationships than are assessed by the

IPPA and RAAS.  In particular, the MFP separates maternal and paternal

relationships as well as different facets of these relationships, such as rejection and

overprotection.  The means and standard deviations for all measures are depicted in a

table in Appendix K.

As predicted, the currently depressed group differed from the never depressed

group such that they showed significantly poorer parental and peer attachment, more
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anxiety and avoidance in their relationship schemas, and less perceived social

support.  In addition, the FD group reported parental attachment (IPPA-Parent) and

avoidance in relationships (RAAS-Avoidance) in levels similar to those of the CD

group, and both differed significantly from the ND group.  Thus indicating that those

who are currently depressed or have been depressed in the past, share similarly more

negative views of the quality of their attachment relationships with parents as well as

beliefs about closeness with others and others’ dependability, than those who have

never been depressed.  In contrast, the data from the FD group for peer attachment

(IPPA-Peer), anxiety in relationships (RAAS-Anxiety), and perceived social support

(ISEL-Total) resembled data from the ND group, and differed significantly from the

CD group.  Hence, in terms of the quality of their attachment with peers, reported

anxiety in relationships, and perceived social support, formerly depressed participants

resembled more closely those who have never been depressed than those who were

currently suffering from depression.

Correlations among the measures.  To examine the relationships among the

measures, first-order correlations were computed.  As shown in the full

intercorrelation matrix presented in Appendix L, there are numerous significant

associations between the psychological variables of interest.  Of particular relevance

to the research questions addressed in this study is the pattern of correlations among

the key concepts of attachment, relational schemas, perceived social support, current

depression, and past depression.  As can be seen in Table 3 below, the measures are

generally related in the predicted ways.  Quality of attachment relationships with
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parents and peers is negatively correlated with avoidance and anxiety in relationships

as well as a perceived lack of social support.  Moreover, negative relational schemas

of avoidance and anxiety are positively correlated with a perceived lack of social

support.  Current depression is inversely related to parent and peer attachment as well

as perceived lack of social support and positively associated with avoidance and

anxiety in relationships.  Past depression is inversely related to parent attachment, but

is not significantly related to the other variables.  Taken together, these results

suggest that more positive attachment is associated with less negative relational

schemas, more perceived social support, and less current and past depression.

Table 3: Intercorrelation Matrix for Attachment, Relational Schema,

Perceived Social Support, Current Depression, and Past Depression Measures

IPPA-
Parent

IPPA-
Peer

RAAS
Avoid.

RAAS
Anxiety

ISEL-
Total

BDI IDD-L

IPPA-
Parent

1.0 .539** -
.711**

-.583** -.329** -.229# -.229#

IPPA-
Peer

- 1.0 -
.672**

-.425** -.490** -.455** .208

RAAS
-Avoi.

- - 1.0 .412** .433** .290* -.023

RAAS
-Anx.

- - - 1.0 .367** .349** .040

ISEL-
Total

- - - - 1.0 .490** -.167

BDI - - - - - 1.0 -.151

IDD-L - - - - - - 1.0

Note.  **p<.01; *p<.05, #p<.10, two-tailed tests

In addition, the variables of attachment, relational schemas, and perceived

social support were predicted to relate to various coping strategies such that quality of
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attachment would be positively correlated with more adaptive coping strategies.

Moreover, avoidance and anxiety in relationships and perceived lack of social support

were expected to be negatively correlated with adaptive coping.  Table 4 shows the

correlations among these variables.

Table 4: Intercorrelation Matrix for Attachment, Relational Schemas, and

Perceived Social Support with More Adaptive Coping Strategies

IPPA-
Parent

IPPA-
Peer

RAAS-
Avoidance

RAAS-
Anxiety

ISEL-
Total

COPE –
Active Coping

.345** .455** -.345** -.308* -.289*

COPE –
Planning

.213 .408** -.273* -.231 -.383**

COPE –
Suppression

.284* .212 -.354** -.115 -.079

COPE –
Restraint Coping

.201 .056 -.271* -.156 -.212

COPE – Social
Support, Instr.

.462** .515** -.504** -.280* -.248

COPE – Social
Support, Emot.

.384** .421** -.556** -.271* -.297*

COPE-Social
Support, Total

.470** .520** -.603** -.310* -.311*

COPE – Positive
Growth

.339** .417** -.413** -.309* -.456**

COPE –
Acceptance

.361** .443** -.426** -.390** -.459**

COPE – Turning
to Religion

.115 .150 -.309* -.071 -.071

COPE – Venting
of Emotions

.175 .103 -.277* .095 .143

COPE –
Problem-
Focused Coping

.437** .443** -.510** -.314* -.355**

COPE-Emotion-
Focused Coping

.411** .493** -.588** -.355** -.441**

Note.  **p<.01; *p<.05, two-tailed tests



82

In general, the data are consistent with the predicted relationships.  Subscales

that reflect active coping (e.g., “I concentrate my efforts on doing something about

it.”), seeking social support for emotional reasons (e.g., “I talk to someone about how

I feel.”), positive reinterpretation and growth (e.g., “I try to grow as a person as a

result of the experience.”), and acceptance (e.g., “I learn to live with it.”) are

positively correlated with parental and peer attachment and are negatively correlated

with avoidance and anxiety in relationships and perceived lack of social support.

Likewise, the combined subscales reflecting overall seeking of social support,

problem-focused coping, and emotion-focused coping show the expected pattern of

significant relationships.  Thus these results support the notion that better attachment

relationships are associated with less negative relational schemas and more perceived

social support, likely resulting in the use of more adaptive coping strategies.

In the same way, it was expected that the quality of attachment relationships

would be inversely related to less adaptive coping strategies, and that poor relational

schemas and perceived lack of social support would be positively correlated with

maladaptive coping.  Table 5 illustrates the relationships among the variables of

interest and less adaptive coping strategies.
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Table 5: Intercorrelation Matrix for Attachment, Relational Schemas, and

Perceived Social Support with Less Adaptive Coping Strategies

IPPA-
Parent

IPPA-
Peer

RAAS-
Avoid.

RAAS-
Anxiety

ISEL-
Total

COPE – Denial -.483** -.657** .544** .518** .496**

COPE – Behav.
Disengagement

-.227 -.393** .270* .335** .360**

COPE – Mental
Disengagement

-.458** -.311* .337** .455** .391**

COPE –Alcohol/
Drug Disengage.

-.384** -.539** .468** .416** .451**

COPE – Less
Useful Coping

-.358** -.461** .332** .491** .489**

Note.  **p<.01; *p<.05, two-tailed tests

Again, results are consistent with the predicted relationships.  Subscales that

reflect denial (e.g., “I refuse to believe it has happened.”), behavioral disengagement

(e.g., “I just give up trying to reach my goal.”), mental disengagement (e.g., “I go to

movies or watch TV, to think about it less.”), and alcohol and drug disengagement

(e.g., “I drink alcohol or take drugs in order to think about it less.”) are significantly

negatively correlated with parental and peer attachment, and are positively correlated

with avoidance and anxiety in relationships as well as perceived lack of social

support.  Obviously, the combined subscale reflecting less useful ways of coping also

shows the expected pattern of relationships.  These results corroborate the idea that

good attachment is associated with less negative relational schemas and more

perceived social support leading to fewer maladaptive coping strategies.
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A more direct measure of the impact of the priming manipulation is the

PANAS scale that was used to assess participants’ mood following the priming

procedure (with either relational or affect words) and the presentation of the stressful

scenario.  According to the rationale laid out in Chapter 3, it was expected that mood

(as measured by the PANAS) would be correlated with attachment such that the

relational primes would result in more negative/less positive affect for those with

poor attachment than would the affect primes.  As shown in Table 6, participants’

mood after the experimental manipulation is significantly correlated with several of

the attachment measures.  Thus participants’ mood after priming and imagining

themselves in a stressful scenario appears to be linked to their views on their

attachment relationships.

Table 6: Intercorrelation Matrix for Attachment and Current Mood after either

Relational or Affect Priming Words

N IPPA-
Parent

IPPA-
Peer

RAAS-
Avoid.

RAAS-
Anxiety

ISEL-
Total

PANAS-Pos.
        Relational
        Affect
                Total

30
31
61

.341#

.473**

.367**

-.036
.294
.144

-.219
-.446*
-.312*

-.152
-.388*
-.266*

-.527**
-.338#

-.389**
PANAS-Neg.
        Relational
        Affect
                Total

30
31
61

-.311#

.004
-.065

-.282
.089
-.058

.166
-.316#

-.152

.298

.260

.199

.512**
.142
.262*

Note.  **p<.01; *p<.05; #p<.10, two-tailed tests

Tests of Hypotheses

Hypothesis One.  Hypothesis 1A predicted that CD and FD participants would

show significantly poorer attachment to parents and peers (as measured by the IPPA
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Parent and Peer scales) than would ND participants.  This hypothesis was tested using

two one-way analyses of variance (ANOVAs), Tukey HSD post hoc comparisons,

and follow-up ANCOVAs to explore the influence of possible covariates on the

analyses.  The first ANOVA employed depression category (never depressed,

currently depressed, and formerly depressed) as the independent variable and

attachment to parents as measured by the IPPA – Parent scale, as the dependent

variable.  As shown in Figure 1 below, a significant difference was found among

depression categories for parental attachment (F(2,59)=10.91; p<.05).  Post hoc

comparisons of the means showed that never depressed participants (M = 69.43, SD =

10.29) had better parental attachment than both the currently (M = 44.14, SD = 24.02)

and formerly (M = 43.89, SD = 23.54) depressed participants (p<.05).  No significant

difference in parental attachment was found between the CD and FD groups.
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Figure 1: Mean parental attachment scores by depression category.
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A second ANOVA used depression category as the independent variable and

attachment to peers as measured by the IPPA – Peer scale, as the dependent variable.

As shown in Figure 2, a significant difference was found among depression

categories for peer attachment (F(2,59)=13.07; p<.05).  Post hoc comparisons of the

means showed that currently depressed participants (M = 46.29; SD = 12.61) had

poorer peer attachment than both the formerly depressed (M = 58.53; SD = 9.48) and

never depressed (M = 62.62, SD = 9.74) groups (p<.05), which did not differ

significantly from one another.
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Figure 2: Mean peer attachment scores by depression category.

62.62

46.29

58.53

0

10

20

30

40

50

60

70

Non-
Depressed

Currently
Depressed 

Formerly
Depressed

Depression Category

M
ea

n
 IP

P
A

-P
ee

r 
S

co
re

s

Hypothesis 1B predicted that the CD and FD groups would show greater

anxiety and avoidance in relationships (as measured by the RAAS Avoidance and

Anxiety scales) than would ND participants.  This hypothesis was tested using two

one-way ANOVAs, Tukey HSD post hoc comparisons, and follow-up ANCOVAs to

examine the impact of covariates on the analyses.  In the first analysis, depression

category was the independent variable and anxiety in relationships (RAAS-Anxiety)

was the dependent variable.  As shown in Figure 3, a significant difference was found
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among depression groups for anxiety in relationships (F(2,59)=8.02; p<.05).  Post hoc

comparisons of the means showed that currently depressed participants (M = 17.95;

SD = 5.49) showed more anxiety in relationships than both the formerly depressed (M

= 14.16; SD = 3.70) and never depressed (M = 12.45, SD = 4.03) groups (p<.05),

which did not differ significantly from one another.

Figure 3: Mean anxie ty in relationships scores by depression category.
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The second analysis again used depression category as the independent

variable, with avoidance in relationships (RAAS-Avoidance) as the dependent

variable.  A one-way ANOVA found a significant difference among depression

groups for avoidance in relationships, in the predicted direction (F(2,59)=8.23;
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p<.05).  Post hoc comparisons of the means showed that never depressed participants

(M = 28.10; SD = 4.72) showed significantly less avoidance in relationships than both

the currently depressed (M = 37.07; SD = 9.50) and formerly depressed (M = 36.67,

SD = 5.89) groups (p<.05), which did not differ significantly from one another (see

Figure 4 below).

Figure 4: Mean avoidance in relationships scores by depression category.
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Hypothesis Two.  Hypothesis 2 predicted that CD individuals would report a

greater perceived lack of social support (as measured by the ISEL) than would the FD

and ND groups.  This hypothesis was tested with a one-way ANOVA, Tukey HSD

post hoc comparisons, and a follow-up ANCOVA to examine the effects of potential
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covariates on the analysis.  Depression status groups were found to be significantly

different from one another in terms of perceived social support in the expected ways

(F(2,59)=3.56; p<.05) (See Figure 5).  Post hoc comparisons of the means showed

that currently depressed participants (M = 61.90; SD = 5.70) showed a greater

perceived lack of social support than both the formerly depressed (M = 55.53; SD =

3.76) and never depressed (M = 54.24, SD = 7.00) groups (p<.05), which did not

differ significantly from one another.

Figure 5: Mean perceived lack of social support scores by depression

category.
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Hypothesis Three.  Hypothesis 3A predicted that regardless of priming

condition, the CD group would experience more negative affect and less positive
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affect (as measured by the PANAS- Positive and Negative) than would the ND group,

and thus there would be a significant main effect for affect across depression

categories.  No specific pattern of results was hypothesized for the FD group’s overall

level of affect.  In addition, this hypothesis predicted a significant interaction such

that CD and FD participants’ affect would be more positive/less negative when they

were primed with positive affect words than when they were primed with relational

words.  In contrast, the affect of the ND group was not predicted to vary significantly

across priming conditions.

This hypothesis was tested using between-subjects ANOVAs with depression

category and priming condition as independent variables and positive and negative

affect as dependent variables as well as post hoc means comparisons.  In the first

analysis with positive affect as the dependent variable, a significant main effect for

depression category was found (F(2,55)=5.05; p<.05) such that currently depressed

participants reported less positive affect (M = 20.29, SD = 7.42) than did never

depressed participants (M = 27.29, SD = 6.32).  Post hoc comparisons revealed a

difference between the currently depressed group and the formerly depressed group

that approached significance (p<.10) such that the formerly depressed participants (M

= 25.79, SD = 9.32) reported more positive affect than did those who were currently

depressed (M = 20.29, SD = 7.42).  Moreover, there was no significant difference

between the never depressed group and the formerly depressed group.

In addition, a significant interaction was found between depression status

group and priming condition (F(2,55)=4.80; p<.05), however the pattern of results
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was different than predicted for the currently depressed group.  In the present results

and contrary to predictions, those in the currently depressed group who were primed

with affect words showed similar levels of positive affect (M = 18.91, SD = 6.20) as

those primed with relational words (M = 21.80, SD = 8.65); the difference between

the groups was not significant (F(1,20)=.79; p>.05).  Like the currently depressed

group, the never depressed group showed similar positive affect ratings in the affect

(M = 26.40, SD = 5.56) and relational (M = 28.09, SD = 7.11) priming conditions

(F(1,20)=.36; p>.05).  Nevertheless, the formerly depressed group showed the

expected pattern of results such that participants primed with affect words reported

more positive affect (M = 30.60, SD = 9.83) than participants primed with relational

words (M = 20.44, SD = 5.08).  Results are shown below in Figure 6.
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Figure 6:  Mean positive mood scores in which participants were primed with

either relational or affect words.
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The second analysis used depression category and priming condition as the

independent variables, and negative affect (PANAS-Negative) as the dependent

variable.  Significant main effects were found for both depression category

(F(2,59)=6.74; p<.05) and priming condition (F(1,60)=5.98; p>.05).  As expected,

negative affect was found to be higher in the currently depressed group (M = 24.29,

SD = 9.86) than in both the formerly depressed (M = 18.05, SD = 6.60) and never

depressed (M = 16.95, SD = 6.37) groups, which did not differ significantly from one
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another.  Unexpectedly, regardless of depression category, negative affect was found

to be higher for participants in the relational condition (M = 21.97, SD = 9.92) than

for those in the affect priming condition (M = 17.74, SD = 5.97).

A significant depression category by priming condition interaction was also

found (F(2,59)=4.67; p<.05).  The pattern of results was consistent with the predicted

pattern such that both CD and FD groups primed with affect words showed less

negative affect than did CD and FD groups primed with relational words.  The CD

subjects who were primed with affect words (M = 19.27, SD = 4.86) showed

significantly less negative affect than CD subjects primed with relational words (M =

29.80, SD = 11.20) (F(1,20)=8.08; p<.05).  FD participants who were primed with

affect words reported less negative affect (M = 15.40, SD = 6.88) than did FD

participants primed with relational words (M = 21.00, SD = 5.10), although the

difference did not quite reach significance (F(1,20)=3.98; p<.10).  For the ND group,

negative affect did not significantly differ across priming conditions.  Results are

shown in Figure 7.
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Figure 7: Mean negative mood scores in which participants were primed with

either relational or affect words.
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Hypothesis 3B predicted a significant depression category by priming

condition interaction for the use of social support as a coping strategy such that CD

and FD participants primed with affect words would report seeking more social

support for emotional reasons (as measured by the COPE-Social Support, Emotional

scale) than would CD and FD participants primed with relational words.  Likewise,

ND participants primed with affect words were predicted to report seeking less social

support than would ND participants primed with relational words.
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This hypothesis was tested using a between-subjects ANOVA with depression

category and priming condition as independent variables and the COPE-Social

Support, Emotional scale as the dependent variable.  No significant main effects or

interactions were found (all p-values>.05).

Using the same logic as was the basis for Hypothesis 3B, additional analyses

were performed to examine the interactional effects of depression status group and

priming condition on seeking support for instrumental reasons (COPE-Social

Support, Instrumental) and a composite of the seeking social support subscales

(COPE-Social Support, Emotional and COPE-Social Support, Instrumental) referred

to as COPE-Social Support, Total.  Reasoning accordingly, it was predicted that when

primed with relational schemas, the CD and FD groups would report seeking less

social support for instrumental reasons and less social support overall (i.e., lower

means for COPE-Social Support, Instrumental and COPE-Social Support, Total) than

the CD and FD participants primed with affect words.  The ND groups were not

expected to differ across priming conditions.

The relationships among these variables were examined using between-

subjects ANOVAs with depression category and priming condition as independent

variables and the above-mentioned COPE subscales as dependent variables.  No

significant main effects or interactions were found for the dependent variables COPE-

Social Support, Instrumental or COPE-Social Support Total (p-values>.05).

In a similar vein, additional hypotheses were posited for emotion-focused

coping (COPE-Emotion Focused) and problem-focused coping (COPE-Problem
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Focused) such that the CD group was expected to report less use of these types of

adaptive coping than the ND group.  In addition, the CD and FD groups were

expected to report less emotion-focused coping and problem-focused coping in the

relational priming condition than in the affect condition.  The ND group was not

expected to vary across priming conditions.  Rationale for the predicted interaction

flows from the idea that when primed with relational concepts, currently and formerly

depressed participants’ depressive schemas will be activated leading to a reduction in

adaptive coping strategies as are embodied in the COPE-Emotion Focused and

COPE-Problem Focused scales.

Between-subjects ANOVAs were performed to examine the relationship

between depression category and priming condition for emotion-focused and

problem-focused coping.  For problem-focused coping (COPE-Problem Focused), the

main effect for depression category was found to be marginally significant

(F(2,59)=3.13; p<.10).  As shown in Figure 8, the CD group (M = 56.90; SD = 7.53)

reported significantly less problem-focused coping strategies than did the ND group

(M = 62.95; SD = 9.25) (p<.05).  The FD group (M = 59.05; SD = 6.69) did not

significantly differ from the other groups (ps>.05).  No other significant effects were

found when COPE-Problem Focused was the dependent variable (p-values>.05).
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Figure 8: Mean scores for problem-focused coping by depression category.
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For emotion-focused coping (COPE-Emotion Focused), a significant main

effect was found for depression category (F(2,59)=3.19; p<.05).   When priming

condition is ignored, the group means for reported use of emotion-focused coping are

consistent with expected results.  The ND group (M = 49.05; SD = 7.43) showed

significantly more emotion-focused coping than did the CD group (M = 42.05; SD =

11.58) (p<.05).  The FD group did not differ significantly from either of the other

groups (ps>.05).  These results are illustrated in Figure 9 below.
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Figure 9: Mean scores for emotion-focused coping by depression category.
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In addition, the interaction between depression category and priming

condition for the dependent variable, COPE-Emotion Focused, approached

significance (F(2,59)=2.91; p<.10), but not in the expected direction.  When primed

with relational words, all three depression status groups reported similar levels of

emotion-focused coping.  However, when primed with affect words, the CD (M =

38.00; SD = 12.24) group reported significantly less emotion-focused coping than did

the ND (M = 50.20; SD = 9.19) and FD (M = 49.00; SD = 6.36) groups (p<.05).  The

interaction is presented in Figure 10.
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Figure 10: Mean scores for emotion-focused coping by priming condition.
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Hypothesis 3C predicted that the CD and FD groups would report using more

denial and mental disengagment coping strategies (as measured by the COPE-Denial

and COPE-Mental Disengagement scales) than the ND group.  A significant

depression status group by priming condition interaction was also predicted in which

CD and FD participants primed with relational schemas were predicted to use these

strategies more than CD and FD participants primed with affect words.  Similarly,

ND participants primed with relational schemas were predicted to use these strategies

less than ND participants primed with affect words.
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The first part of this hypothesis was tested using a between-subjects ANOVA

with depression status group and priming condition as the independent variables and

the COPE-Denial scale as the dependent variable.  As shown in Figure 11, a

significant main effect was found for depression category (F(2,55)=14.39; p<.05).

An examination of the means revealed that regardless of priming condition,

participants in the CD group (M = 11.53, SD = 4.47) reported using significantly

more denial as a coping strategy than those in the FD (M = 6.78, SD = 2.39) and ND

(M = 5.60, SD = 1.78) groups.  The formerly depressed and never depressed groups

did not differ significantly from one another.  No other significant effects were found

(all ps>.05).

Figure 11: Mean scores for use of denial as a coping strategy by depression

category.
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The second part of this hypothesis was tested using a between-subjects

ANOVA with depression category and priming condition as independent variables

and the COPE-Mental Disengagement scale as the dependent variable.  The analysis

showed a significant main effect for priming condition (F(1,55)=4.04; p<.05) as well

as a significant main effect for depression group (F(2,55)=3.35; p<.05), but the

interaction was not found to be significant.  As expected, regardless of priming

condition, currently depressed participants (M = 13.33, SD = 2.47) reported using

more mental disengagement as a coping strategy than never depressed participants (M

= 10.60, SD = 2.37) (see Figure 12).  Formerly depressed participants did not differ

significantly from either of the other groups.  Curiously, across depression status

groups, participants primed with affect words (M = 11.97, SD = 2.77) reported using

more mental disengagement than did those primed with relational words (M = 10.47,

SD = 2.85).
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Figure 12: Mean scores for use of mental disengagement as a coping strategy

by depression category.
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Based on the same logic underlying Hypothesis 3C which proposed that the

CD and FD groups would use less adaptive coping strategies than the ND group when

primed with relational words, an additional analysis was performed to examine the

interactional effects of depression category and priming condition for the composite

subscale, COPE-Less Useful Coping.  COPE-Less Useful is made up of several

smaller subscales that represent less useful ways of coping: focus on and venting of

emotions (COPE-Venting); behavioral disengagement (COPE-Behavioral

Disengagement); mental disengagement (COPE-Mental Disengagement); alcohol and

drug disengagement (COPE-Alcohol and Drug Disengagement); and denial (COPE-

Denial).  This hypothesis was tested using a between-subjects ANOVA with
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depression group and priming condition as the independent variables and the COPE-

Less Useful scale as the dependent variable.  As shown in Figure 13, a significant

main effect was found for depression category (F(2,55)=8.15; p<.05).  An

examination of the means revealed that regardless of priming condition, participants

in the CD group (M = 45.00, SD = 9.49) reported using significantly more poor

coping strategies than those in the FD (M = 36.89, SD = 8.45) and ND (M = 34.67,

SD = 7.67) groups.  The formerly depressed and never depressed groups did not differ

significantly from one another.  No other significant effects were found.

Figure 13: Mean scores for use of poor coping strategies by depression

category.
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Hypothesis Four.  Hypotheses 4A, 4B, and 4C predicted that for all

participants regardless of depression group, overall attachment security would be

significantly correlated with the reported use of seeking social support, denial, and

mental disengagement.  In particular, those with better/more secure attachment were

predicted to report using more seeking of social support and less denial and mental

disengagement than those with poorer/less secure attachment.

These hypotheses were examined by creating an aggregate attachment

security score for each participant which was then correlated with the various COPE

subscales to examine their relatedness.  The composite attachment score was achieved

by subtracting the sum of the RAAS subscale z-scores from the sum of the IPPA

subscale z-scores.

Hypothesis 4A.  As predicted, the COPE subscales assessing the use of social

support (COPE- social support, instrumental reasons; COPE- social support,

emotional reasons; COPE- social support, total) were positively and significantly

correlated with attachment (all ps<.01) (See Table 7 below for correlation values).

Thus, these results suggest that attachment is related to the use of seeking social

support in stressful situations such that more secure attachment is associated with

utilizing social support as a coping strategy.
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Table 7: Correlations between Attachment and Coping Strategies

Attachment Security
Composite Score
(IPPA – RAAS)

COPE- active coping .449**
COPE- planning .334**
COPE- suppression of competing activities .308*
COPE- restraint coping .231
COPE- social support, instrumental reasons .534**
COPE- social support, emotional reasons .491**
COPE- social support, total (composite) .576**
COPE- positive reinterpretation and growth .458**
COPE- acceptance .516**
COPE- turning to religion .204
COPE- focus on and venting of emotions .124
COPE- denial -.683**
COPE- behavioral disengagement -.382**
COPE- mental disengagement -.514**
COPE- alcohol and drug disengagement -.560**
COPE- problem-focused coping (composite) .530**
COPE- emotion-focused coping (composite) .573**
COPE- less useful coping strategies (composite) -.526**

Note.  **p<.01; *p<.05, two-tailed tests

Hypothesis 4B.  Also as predicted, the COPE subscale assessing the use of

denial as a coping strategy (COPE- denial) was found to be negatively and

significantly correlated with attachment (p<.01).  Hence, results suggest that better

overall attachment security is associated with less use of denial as a coping strategy

when under stress.

Hypothesis 4C.  Finally, the COPE subscale assessing the use of mental

disengagement as a coping strategy (COPE- mental disengagement) was found to be

negatively and significantly correlated with attachment (p<.01).  Accordingly, more
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secure attachment is associated with less use of mental disengagement as a coping

strategy.

Correlations between attachment and the COPE subscales.  A global

examination of the correlations presented in Table 7 indicates that attachment security

is associated with most of the coping strategies assessed by the COPE, confirming the

notion that attachment plays an important role in how people cope with stress.

Furthermore, the trend is clear that more secure attachment tends to be positively

associated with the more useful, psychologically healthy ways of coping and

negatively associated with the less useful strategies.

Additional Analyses

Several measures were included in the study for exploratory purposes, with no

definitively outlined hypotheses regarding their relationships with other variables.

Among these additional measures were the Rosenberg Self-Esteem Scale (1965), the

Personal Style Inventory (Robins, et al., 1994), and the Mother-Father-Peer Scale

(Epstein).  Self-esteem was included because it has been found to be associated with

attachment, such that those with secure attachment have higher self-esteem and those

with insecure attachment patterns tend to have lower self-esteem (Bartholomew &

Horowitz, 1991).  Sociotropy, as measured by the PSI, was included as a variable of

interest as it has been shown to be related to vulnerability to depression (Robins et al.,

1994).  The MFP scale was included to examine more specific aspects of maternal,

paternal, and peer attachment relationships such as rejection and overprotection that

are not assessed by the IPPA and RAAS.
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Specific features of attachment.  The MFP Scale measures specific aspects of

participants’ attachment relationships as children with their mother, father, and peers.

There are four measured constructs for each parental attachment relationship:

encouraged independence, overprotection, acceptance, and rejection.  For peer

attachment, there are two factors: acceptance and rejection.  Table 8 depicts the

correlational relationships among the subscales of the MFP and the key variables of

interest: attachment, relational schemas, and perceived social support.

Table 8: Intercorrelation Matrix for Attachment, Relational Schemas, and

Perceived Social Support with Subscales of the MFP

IPPA-
Parent

IPPA-
Peer

RAAS-
Avoidance

RAAS-
Anxiety

ISEL-
Total

Mother
Independence

.451** .307 -.405* -.400* -.396*

Father
Independence

.607** .137 -.401* -.305 -.219

Mother
Overprotection

-.515** -.157 .271 .558** -.227

Father
Overprotection

-.461** -.278 .228 .445* -.134

Mother
Acceptance

.691** .623** -.704** -.624** -.564**

Father
Acceptance

.465** .167 -.268 -.358* -.055

Mother Rejection -.728** -.594** .725** .608** .397*

Father Rejection -.529** -.114 .246 .368* -.165

Peer Acceptance .449** .490** -.474** -.588** -.118

Peer Rejection -.322 -.408* .276 .543** .116

Note.  **p<.01; *p<.05, two-tailed tests
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Results indicate that maternal acceptance (e.g., “When I was a child, my

mother gave me the feeling she liked me as I was; she didn’t feel she had to make me

over into someone else.”) and maternal rejection (e.g., “When I was a child, my

mother gave me the feeling I was a burden to her.”) were the features of attachment

most strongly correlated with the variables of interest.  As would be expected,

maternal acceptance was positively correlated with the quality of parental and peer

attachment and negatively related to avoidance and anxiety in relationships and

perceived lack of social support.  Inversely, maternal rejection was found to be

negatively associated with attachment and positively related to poor relational

schemas and perceived lack of social support.

Self-esteem and sociotropy.  Other variables of interest were measured by the

Rosenberg Self-Esteem Scale and PSI.  The Rosenberg Scale measures participants’

level of self-esteem with items such as “I feel that I have a number of good qualities”

and “On the whole, I am satisfied with myself”.  The PSI breaks down into two

subscales: sociotropy and autonomy.  The Sociotropy subscale assesses constructs of

dependency, pleasing others, and concern about what others think.  The Autonomy

subscale measures constructs of perfectionism, need for control, and defensive

separation.  In Table 9, the intercorrelations among self-esteem, sociotropy, and

autonomy and the key variables of interest are presented.
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Table 9: Intercorrelation Matrix for Attachment, Relational Schemas, and

Perceived Social Support with the PSI and Rosenberg Self-Esteem Scale

IPPA-
Parent

IPPA-
Peer

RAAS-
Avoidance

RAAS-
Anxiety

ISEL-
Total

Rosenberg Self-
Esteem

.596** .589** -.594** -.552** -.546**

Sociotropy -.219 -.310* .252 .516** .367**

Autonomy -.317* -.366** .362** .170 .104

Note.  **p<.01; *p<.05, two-tailed tests

Not surprisingly, self-esteem was found to be positively related to the quality

of parental and peer attachment and inversely associated with poor relational schemas

and perceived lack of social support.  Sociotropy (e.g., “I often put other people’s

needs before my own.”) was found to be negatively associated with peer attachment

and positively associated with anxiety in relationships and perceived lack of social

support.  Autonomy (e.g., “I don’t like relying on others for help.”) was found to be

inversely related to parental and peer attachment and positively correlated with

avoidance in relationships.
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CHAPTER FIVE

Discussion

This chapter presents a discussion of the results of this study, as well as

limitations of the study and directions for future research.  In the first part of the

chapter, the tests of the hypotheses that yielded significant results are summarized.

The tests of hypotheses that failed to yield significant results are also examined, and

possible explanations for the non-significant findings are put forth.  Lastly, the results

of the study are considered in the context of the previous literature and the study’s

contributions to various lines of inquiry in the field of psychology are reviewed.

The second part of the chapter addresses limitations of the current study

including issues of methodology and sampling.  The third and final part of the chapter

offers suggestions for the direction of future research in the area with several specific

recommendations for a follow-up study.

Summary of Results

Significant Findings

Hypothesis 1A.  As predicted, ND participants reported significantly better

parental attachment than both CD and FD participants.  In contrast, both ND and FD

participants reported significantly better peer attachment than did CD participants.

Put another way, the FD group resembled the CD group in terms of less secure

parental attachment (as compared to the ND group), but resembled the ND group in

terms of more secure peer attachment (versus the CD group).
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Discussion.  These results corroborate previous findings that indicate a

significant relationship exists between depression and attachment.  Because

participants cannot be randomly assigned to the depression categories, one must be

careful to not infer a direct causal relationship between depression and attachment.  In

fact, there are several possible interpretations.  It may be that poor attachment

relationships cause depression. Likewise, it may be that depression results in

participants reporting poorer attachment.  A third possibility involves the presence of

potential mediator variables.  For instance, early attachment disruptions may lead to

problematic relational schemas that result in a lifelong vulnerability to depression.  If

this is the case, then one wonders given the present results, why the FD group

responded similarly to the CD group when asked about their attachment with parents,

but responded similarly to the ND group when asked about their attachment with

peers.  As discussed in Chapter Two, researchers continue to grapple with

understanding how best to detect latent depressive schemata.  It is possible that in the

case of these attachment measures, questions regarding parental relationships were

more effective in activating self-related constructs in long-term memory than were

questions about peers, thus increasing the accessibility of the latent depressive

schemata in the FD group.

A perhaps more simple explanation for the present results may be founded on

the idea that parental relationships tend to be developed over years and years and are

likely quite stable over time, while peer relationships, particularly in college (as was

the case for the participants in this study), are relatively new and may be less stable.
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Thus, since the FD participants were, at the time of testing not suffering from

depressive symptoms (many of which make socializing difficult or impossible), their

peer relationships may have been better than the CD group.  However, the FD and

CD groups may share in common the longer-term difficulties with their parents that

tend to persist over time and are less sensitive to fluctuations in mood.

Hypothesis 1B.  As predicted, the CD and FD groups showed significantly

more avoidance in relationships, characterized by difficulty depending on others and

not feeling close to others, than did the ND group.  In contrast, the CD group reported

significantly more anxiety in relationships than both the ND and FD groups, who did

not differ significantly from one another.  Again, a divergent pattern of results

emerged in which the FD group resembled the CD group in terms of more avoidance

in relationships than the ND group, but resembled the ND group with less anxiety in

relationships than the CD group.

Discussion.  For the purposes of this study, the RAAS scales were used to

assess participants’ relational schemas based on their level of anxiety and avoidance

in relationships.  The idea here is that the RAAS measures general, chronic beliefs

about relationships rather than specific attitudes towards particular attachment

figures.  From this perspective, one aim of the present study was to assess relational

schemas as a possible intermediary step between attachment relationships and

depression, as well as a possible source of vulnerability to depression.  These results

support the idea that there is a meaningful relationship between relational schemas

and depression.
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An interesting divergence is evident in the results such that the FD group

resembles the CD group in terms of avoidance in relationships, but resembles the ND

group for anxiety in relationships.  Although, causal inferences cannot be supported,

one possible interpretation is that relational anxiety is closely tied to current mood

thus leading to the CD dissimilarity from the other groups.  This idea is consistent

with the fact that anxiety and depression are closely linked and often occur together.

In the same vein, relational avoidance may be more similar to a personality pattern or

underlying belief system that is more pervasive and less influenced by current mood,

which could account for the ND and FD similarity.

Hypothesis 2.  As predicted, the CD group reported significantly less

perceived social support than did the ND and FD groups.

Discussion.  Expectedly, FD and ND participants reported significantly more

perceived social support than did CD participants, suggesting that current depression

and perceived social support are linked in some meaningful way.  One possibility is

that current depressive symptomatology hinders the establishing and maintenance of

social connections, thus resulting in less actual social support.  This explanation is

consistent with the previously presented result that CD participants reported poorer

peer attachment than did the FD and ND participants.

Another possibility is that the CD group’s responses to the items concerning

available social resources are negatively influenced by their activated depressive

schemata and increased reported anxiety in relationships.  Therefore, the difference

may not accurately reflect a reduced level of social support in their environment, but
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rather a depressive perception of reduced support.  Unfortunately, without objective

measures of actual social support, one is left to speculate about the underlying cause

of the between-group differences.

As hypothesized, the FD group reported similar levels of perceived social

support as the ND group.  Previous research shows an association between perceived

social support and depressive symptoms.  Thus, since the FD participants were not

currently experiencing depressive symptoms nor had they reported much anxiety in

relationships, it follows that they reported more perceived social support than the CD

group.

Hypothesis 3A.  As expected, overall positive affect levels were highest for

the ND group, followed by the FD group, with the lowest reported levels of positive

affect by the CD group.  A significant interaction revealed the expected pattern of

results for the FD group such that they reported lower levels of positive affect when

primed with relational words as compared to affect words.  Rationale for this

hypothesis rested on the idea that when currently and formerly depressed individuals

are primed with relational concepts, their depressive interpersonal schemas are

activated resulting in the experience of unpleasant affect.  In other words, the

relational primes are thought to “remind” them (albeit subliminally) of what they lack

in their own relationships.  The CD and ND groups’ levels of positive affect did not

vary across priming conditions.

Overall negative affect levels were found to be highest for the CD group,

followed by the FD group, with lowest levels of negative affect reported by the ND
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group.  In addition, negative affect was found to be greater overall in the relational

word priming condition versus the affect word condition.  Furthermore, the

interaction was significant and confirmed predictions that both the CD and FD groups

primed with affect words reported less negative affect than the CD and FD groups

primed with relational words.  As expected, negative affect levels did not

significantly vary across priming conditions for the ND group.

Discussion.  Not surprisingly, overall affect levels varied across depression

category such that the CD group reported the most negative affect and the least

positive affect, followed by the FD and ND groups respectively.  More importantly,

results show that the groups responded differently to the priming conditions in terms

of reported affect.  These results support the potency of the priming manipulation.  In

other words, concerning participants’ current mood, the priming manipulation

appears to have “worked” in that there were significant differential effects that could

only be attributed to the experimental manipulation.

Specifically, for the CD and FD groups, primes that are relational, albeit

positive in nature, produced higher levels of negative mood than positive affective

primes.  This seems to suggest that relational words are somehow special or

experienced differently by those with depressive cognitive structures than those

without, lending support to the notion that not only do currently depressed persons

hold depressive schemas about self, others, and relationships, but formerly depressed

persons do so as well.
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Hypothesis 3B.  Overall the CD group reported significantly less emotion-

focused and problem-focused coping than the ND group.  Unexpectedly, a marginally

significant interaction was found that was a reversal from the predicted pattern.

Indeed, results showed that all three groups (CD, FD, and ND) showed similar levels

of emotion-focused coping, except for the CD group primed with affect words.  In the

affect condition, the CD participants reported significantly less emotion-focused

coping.

Discussion.  The original prediction that CD and FD participants primed with

relational words would report less emotion-focused coping than those primed with

affect words was based on the notion that the relational primes would activate

depressive schemas that would result in less adaptive coping such as avoidance and

denial.  Emotion-focused coping strategies, on the other hand, center around adaptive

ways to process and regulate negative affect via social support, cognitive reframing,

realistic assessment, and religion.  Examples of items are: “I discuss my feelings with

someone,” “I look for something good in what is happening,” “I accept the reality of

the fact that it happened,” and “I put my trust in God.”  We know from the results

from Hypothesis 3A with the PANAS-Negative and PANAS- Positive as dependent

measures, that in the affect condition the CD group showed less positive affect and

similarly negative affect as compared to the other groups. Thus one explanation for

the present result is that when primed with affect words, the CD group was

experiencing an anhedonic state that resulted in less emotion-focused coping.  In

contrast, when primed with relational words that left them feeling less positive and
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much more negative, they may have become motivated by their discomfort to try to

cope with their emotions, thus showing an increase in emotion-focused coping.

Nevertheless, results are clear that the coping of those who are currently

depressed differs significantly from those who have never been depressed.

Specifically, individuals who have never suffered from depression tend to engage in

more adaptive emotion-focused and problem-focused coping strategies than do

depressives.  The underlying causes of these differences are likely related to a

multitude of factors including depressive affective symptoms like fatigue that hinder

active coping as well as depressive cognitive schemas that contribute to distrust of

others, pessimism, and hopelessness.  Interestingly, the FD group’s coping resembled

that of the ND group, rather than the CD group, suggesting that current mood and

symptomatology (or lack thereof) may be a primary contributor to the use of emotion-

focused and problem-focused coping strategies.

Hypothesis 3C.  It was found that regardless of priming condition, the CD

group reported more denial, mental disengagement, and “less useful” strategies than

did the FD and ND groups.  Unexpectedly, it was found that for mental

disengagement, participants primed with affect words reported using more mental

disengagement than those primed with relational words.

Discussion.  These results corroborate the notion that there are significant

differences in coping between depressives and those who are currently not depressed.

In particular, those currently suffering from depression tend to use more denial,

mental disengagement, and other avoidant strategies to cope with stress.  Unable to



119

employ more adaptive coping strategies, it is likely that depressed people turn to

avoidance, denial, and even substances in efforts to handle their distress.  Again, the

FD group’s coping tended to resemble that of the ND group as opposed to the CD

group.  These results suggest that while the CD and FD groups may share similarities

in parental attachment and avoidance in relationships, their coping is generally quite

disparate.  It may well be that some of the previously mentioned similarities between

the FD and ND groups in peer attachment, anxiety in relationships, and perceived

social support, as well as their lack of current depression can account for the groups’

similar coping.

The significant main effect for priming condition is puzzling, as it reflects a

parallel pattern in the reported use of mental disengagement for the CD and ND

groups that was not hypothesized.  Essentially, the results suggest that for both these

groups, being primed with relational words reduces mental disengagement.  While

this result with the ND group is consistent with the logic that positive relational

concepts will activate their healthy schemas leading to more adaptive coping, the

opposite was predicted for the CD group.

It is possible that as discussed earlier, when primed with affect words, the CD

group is experiencing an anhedonic-like state in which they feel numb (a common

report by depressives) and approach the world in a passive way such that mental

disengagement is facilitated.  Hence, when primed with relational words that increase

their negative affect (as indicated by the PANAS-Negative), the CD participants’
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level of distress may be increased. As a result, disengaging and ignoring the stressor

becomes more difficult resulting in less reported use of mental disengagement.

Hypothesis 4.  Correlational analyses confirmed that as predicted, attachment

security was positively associated with the use of seeking social support as a coping

strategy and inversely related to the use of denial and mental disengagement as

coping strategies.

Discussion.  Results support the idea that participants who have positive

relationships with parents and peers and tend to seek, instead of avoid relationships,

will obtain social support when stressed.  The underlying belief for these “well-

attached” individuals is likely that others will be supportive and helpful to them in

their time of need.  In contrast, individuals who are less securely attached are likely to

view others as undependable and unsupportive and thus they may resort to less useful

coping strategies such as denial and mental disengagement.

In fact, when one examines the pattern of correlations between attachment and

all the different coping strategies assessed, most of the adaptive, healthy strategies are

associated with better attachment, even those strategies that are not strictly

interpersonal in nature as is the use social support.  Indeed, acceptance, positive

reinterpretation and growth, active coping, planning, and suppression of competing

activities are all found to be associated with more secure attachment, while denial,

alcohol and drug disengagement, mental disengagement, and behavioral

disengagement were associated with less secure attachment.  Although we cannot

draw causal conclusions from the present data, one can speculate as to the reasons
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behind the pattern of results.  First, because the majority (two-thirds) of the sample

for the study was depressed or formerly depressed, and depression and attachment

were found to be related, the role of depression in coping should be considered.  It is

likely, for instance, that depressive symptoms such as fatigue, pessimism, and

feelings of hopelessness hinder more assertive, active problem-solving strategies and

promote disengagement.  Likewise, it is probable that even without experiencing

current symptoms, those who are have been depressed in the past hold depressive

thought patterns about themselves and the world that negatively influence their

coping.  In addition, those who are securely attached are presumed to hold a

psychological “secure base” from which they derive the self-confidence and self-

efficacy to face hurdles and solve problems.

Non-Significant Findings

Hypothesis 3A.  Unexpectedly, there was no significant difference found in

the level of positive affect for CD participants when primed with affect versus

relational words.  Interestingly, this non-result for the CD group contrasts the pattern

of results that was found when negative affect (PANAS-Negative) was used as the

dependent variable.  As predicted, both the CD and FD groups showed more negative

affect in the relational priming condition than in the affect condition, while the ND

group’s level of negative affect did not vary across priming conditions.

Discussion.  One explanation for the similarity in levels of positive affect for

the CD group in the relational and affect priming conditions may be that a kind of

floor effect restricted the participants’ responses.  As the CD group by definition was
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currently experiencing depressive symptoms, they were likely to report low positive

affect, regardless of priming condition.  Thus, it may have been overly ambitious on

the part of the experimenter to expect participants’ positive affect levels to fall even

further after a rather subtle priming intervention.  Unfortunately, without baseline

PANAS levels prior to the priming, one has no way of determining whether positive

affect levels were impacted at all.

Hypotheses 3B and 3C.  Generally, these hypotheses predicted that (1)

regardless of priming condition, the CD group would report using fewer interpersonal

coping strategies (i.e., social support) than the FD and ND groups; (2) regardless of

priming condition, the CD group would report using more maladaptive coping

strategies (e.g., denial, mental disengagement, etc.) than the FD and ND groups; and

(3) that these effects would be exacerbated for both the CD and FD groups in the

relational versus affect condition, but not for the ND group.

The main effect predictions were based on previous research that suggests that

depressed individuals tend to exhibit avoidant ways of coping while non-depressed

individuals are more likely to employ affective regulation and problem-solving

strategies.  These differences have been attributed, at least in part, to differences in

interpersonal expectations and quality of attachment that has been found between

depressives and non-depressives.

The prediction of an interaction such that the relational priming would

negatively impact both FD and CD participants’ coping as compared to the affect

priming was based on the idea that these groups share in common a poor attachment
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history as well as pessimistic relational schemas.  Thus it was hypothesized that when

confronted with relational words (even subliminally), these participants’ depressive

schemas would become activated via spreading activation through their cognitive

structures, and would thus report even less adaptive coping than when primed with

the positive affect words.

Surprisingly, analyses failed to yield the expected depression group

differences for the social support coping strategies.  Results did confirm however, that

the CD group reported more use of the maladaptive coping strategies denial and

mental disengagement than did the FD and CD groups.  Moreover, the expected

pattern of results were not found for the social support strategies or for the

maladaptive strategies.  Thus, it seems that while the priming intervention did

influence participants’ mood in generally the predicted ways (see Hypothesis 3A

under “Significant Findings”), the priming did not affect participants’ reported coping

strategies.

Discussion.  Because of the success of the priming intervention on impacting

participants’ mood, it is difficult to understand why similar results were not achieved

for coping.  One possible explanation could center around the idea that the influence

of the priming was so subtle, or so fleeting that by the time the participants had

completed the mood questionnaire (PANAS) and begun the coping questionnaire

(COPE), the effects had subsided or were too small to impact their coping ratings.

Another possible explanation is that when asked to consider how they would cope

with the stressful scenario, participants relied on memories of how they have coped
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with stressors in the past thus nullifying the influence of the priming on their coping

at that given moment.

However, this explanation does not account for the perplexing non-significant

main effect that failed to show less use of social support by the CD group.  Upon

closer inspection of the data, it was evident that for all the social support coping

measures, the ND and FD groups reported significantly more use of social support

than did the CD group, but only under the affect priming condition.  Under the

relational priming condition, the CD group’s use of social support increased to levels

comparable to those of the ND and FD groups, thus obscuring the main effect.

This result represents yet another instance (see also emotion-focused and

mental disengagement coping strategies) in which the CD group’s coping improved

under relational priming.  One possible explanation which was mentioned earlier is

that the CD group’s increase in negative mood in the relational condition moved them

from an anhedonic, passive state in the affect condition, to one with such affective

discomfort that they employed other more active strategies.  Another possibility is

that despite their depressive schemata, the relational concepts served as a beacon of

hope for the CD participants, encouraging them to seek social support and employ

other, healthier coping strategies in levels comparable to participants who were not

depressed.

Summary and Conclusions.  The results of the present study offer a greater

understanding of the relationship between attachment and coping.
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Previous research has emphasized the connections among depression, insecure

attachment, and poor coping (e.g., Whisman & McGarvey, 1995; Blatt & Homann,

1992; Onigbene & Collins, 1998; Sarason et al., 1990).  The present study has

corroborated these relationships and showed that better attachment relationships are

associated with less negative relational schemas, more perceived social support, as

well as less current and past depression.  Furthermore, current depressives were found

to cope with stress differently than persons who have never been depressed, utilizing

fewer adaptive coping strategies including planning, positive reinterpretation and

growth, acceptance, emotion-focused coping, and problem-focused coping, and more

often employing counterproductive strategies such as denial, behavioral and mental

disengagement, and substance abuse.  Although causal claims cannot be supported by

the data, these correlational relationships do strengthen the theoretical assertion that

early attachment relationships influence the formation of relational schemas and

perceived social support, which in turn influence coping and depression in adulthood.

The second and third research questions addressed differences in the three

depression status groups as they pertain to attachment, relational schemas, perceived

social support, and coping.  Since the FD and CD group were both considered

vulnerable to depression, their attachment patterns were expected to be similar.

Given this, the results included some surprises.  The FD group was similar to the CD

group in some ways but dissimilar in others.  Overall the FD group’s coping mirrored

that of the ND group, with more emotion-focused coping and less denial and

maladaptive coping than the CD group.  Thus it appears that the FD and ND groups’



126

coping consisted of adaptive ways to mediate unpleasant affect such as seeking social

support and cognitive reframing, as opposed to the avoidant tactics employed more

regularly by the CD group.

When these results are considered in combination with previously discussed

results that show comparable levels of peer attachment, anxiety in relationships, and

perceived social support between the FD and ND groups, as well as their current lack

of depressive symptomatology, one may begin to speculate about the underlying

factors that influence coping.  In particular, it appears that for coping, the quality of

social relationships shared by the FD and ND individuals trumps parental attachment

and even the depressive cognitive schemata that the FD and CD groups are presumed

to share.  In other words, it appears that good peer attachment, low anxiety in

relationships, and high perceived social support override the FD’s depressive

vulnerabilities in terms of how they cope with stress.

These findings may be contrasted with the variables for which the FD group

and the CD group were found to be comparable, but differed from the ND group.

They are: parental attachment, avoidance in relationships, sociotropy/dependence,

autonomy/independence, and maternal rejection.  Interestingly, the factors on which

the FD and CD participants are similar appear to be associated with personality styles

or the bases for their formation.  For instance, the PSI scales sociotropy and

autonomy are considered to assess personality dimensions that when elevated have

been shown to be related to vulnerability to depression.  Likewise, attachment, as
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determined by relationships with caregivers, is considered an enduring trait that has

been shown to be associated with depression as well.

In contrast, those variables for which the FD and ND participants are similar

appear to be more apt to change and adapt over time according to context.   For

instance, as discussed earlier in the chapter, peer relationships tend to fluctuate and

can improve or deteriorate quickly depending on circumstance.  One example that

comes to mind is the proverbial “late bloomer” who struggled socially throughout

high school, only to find a comfortable social group in the broader arena of college.

Undoubtedly, this person’s peer attachment and perceived level of social support

would vary significantly from time one to time two.  Although, child-parent

relationships are certainly amenable to change as well, they seem less context

dependent and more fixed unless addressed by a goal-directed intervention such as

therapy.

Thus, there appears to be a divergence akin to a state/trait distinction in the

FD participants’ similarities with the CD and ND participants.  Said another way, on

one hand, the results from this study suggest that FD and CD individuals share similar

personality and attachment styles that tend to endure in spite of their differences in

current mood and depressive symptomatology.  Strikingly however, evidence was

also found to support the idea that FD and CD individuals affectively experience

relational concepts in similar ways that vary from those who have never been

depressed.  The implication being that FD and CD individuals share similar

depressive cognitions that when activated, distinguish them from ND individuals.  On
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the other hand, FD and ND individuals share similar mood as well as the quality of

their current social relationships, which may change over time, but appear to

influence their coping in important ways.  This bodes well for those who are

depression-vulnerable in that although they do appear to retain depressive relational

schemas, their good social relationships may inoculate them from the avoidant coping

strategies employed by those who are currently depressed.

The fourth and final research question addressed the effects of priming

relational schemas versus affect words on the participants’ mood and coping.  It was

in addressing this question that the study distinguished itself from prior endeavors in

two ways.  First, the vast majority of studies in this area are correlational in nature,

and thus unable to make any causal claims about the relationships among these

variables, whereas the present study involved an experimental manipulation aimed at

revealing the underlying causal factors that distinguish depressives from non-

depressives.  Specifically, differences in mood in the currently and formerly

depressed participants following the priming procedure can be causally attributed to

the differential effects of the relational and affect primes.  Second, an additional

group of participants, namely those who have been depressed in the past (and are thus

considered vulnerable to depression) but who, at the time of study, were free from

depressive symptoms were included.  The combination of these two aspects of the

study make it possible to address questions regarding similarities between depressed

and formerly depressed individuals’ cognitive and affective responses to stress about

which heretofore have only been speculated.
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In view of that, results from this study showed that subliminal priming with

either relational or affect words differentially affected participants’ mood.

Specifically, former and current depressives reported increased negative affect when

primed with relational versus affect words, while those who had never been depressed

showed no difference in mood across priming conditions.  To recap the rationale, it

was hypothesized that the formerly and currently depressed participants share in

common depressive interpersonal schemata, that would be activated by the relational

primes, resulting in an increase in negative mood.  Since the priming words in both

conditions were positive in valence, an increase in negative mood in the relational

condition would suggest that for the former and current depressives, the interpersonal

schemas that are most elaborated and accessible are in fact negative.  In essence, for

these individuals, positive interpersonal concepts serve as unpleasant reminders of

what they lack or believe to be unattainable.  Thus, these results lend convincing

support to the idea posited in the literature (e.g., Teasdale & Dent, 1987; Hedlund &

Rude, 1995) that formerly and currently depressed individuals share similar

depressive cognitive structures, which in former depressives remain nevertheless

“latent” until activated by stressors or other self-focusing events.

Broader implications of the results are numerous.  First, although the

correlational nature of some of the data limits causal attributions, results do support

the notion that problems in attachment are related to the negative relational schemas

that distinguish currently and formerly depressed individuals from those who have

never been depressed.  This result offers important insight into the etiology of
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depression and the factors that may play a role in vulnerability to depression.

Moreover, it offers a functional explanation for the maladaptive coping patterns

exhibited by depressives.  Specifically, it is possible that depressed people have

learned from inadequate attachment relationships that others cannot be depended

upon for support or help in times of stress resulting in an increased use of avoidance

and disengagement and other maladaptive coping strategies.  Second, knowing the

preferred coping strategies of depressives, treatment interventions can be tailored to

identify less useful coping strategies and to expand depressives’ repertoire of coping

options.  Finally and maybe most importantly, the results of the study indicate that

those who have been depressed in the past, like those who are currently depressed,

tend to respond affectively to priming of their relational schemas in ways that suggest

the presence of underlying depressive schemas.  Hence, for formerly depressed

individuals, depressive cognitions appear to remain after the symptoms have

subsided, making them more vulnerable to depression and adjustment problems in the

future.  Thus in treating depression, interventions should be aimed at making

depressed individuals aware of their future vulnerabilities and helping them to find

new ways of thinking and coping so as to avoid subsequent depressive episodes.

Limitations of the Study

There were several methodological problems in the study that limit

interpretation and generalizability of the results.  First, participants were administered

the mood questionnaire only after the priming intervention and presentation of the

stressful scenario.  Likewise, there was no control priming condition.  As a result, no
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baseline mood levels were obtained.  Thus, in instances where there were no

significant differences in mood found between priming conditions, as was the case for

the ND and CD groups on the PANAS-Positive and for the ND group on the PANAS-

Negative, one has no way of determining if the primes had any impact at all on mood.

It is possible, that since both relational and affect primes were positive in nature, that

some improvement in mood from baseline levels could have occurred.

Second, the sample is likely not wholly representative of individuals suffering

from depression.  The depressed and formerly depressed groups were determined

using cut-off scores on the BDI and IDD-L, questionnaires that are undoubtedly

imperfect in the diagnosis of depression.  In addition, college students likely vary

from a clinical population in terms of psychological mindedness, socio-economic

level, and a host of other factors that hinder generalizability beyond those with similar

demographics.  Finally, due to experimenter error, participants who simultaneously

met criteria for the currently depressed and formerly depressed groups were excluded,

thus yielding a sample of currently depressed participants who were in fact

experiencing their first episode of depression.  These “first-time” depressives may

differ from a sample of those who have suffered from depression multiple times,

particularly in terms of their depressive cognitions and coping.  In fact, Rude et al.

(2001) found that depressive biases in thinking are more evident in those with

multiple past depressive episodes.

A third limitation of the study involves the use of self-report measures and an

imaginary as opposed to actual stressful event.  It is possible, and in fact probable,
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that at least in some situations, people may feel or behave differently than indicated

by their responses.  This is a real problem for the coping measure in particular, that

attempts to assess participants’ behavior.  There is quite a chasm between one

endorsing certain strategies that he or she would use when in an imaginary stressful

situation like obtaining HIV, and the actual ways in which one would cope if that

occurred in real life.  Indeed, to some degree it is unrealistic to expect people to be

able to imagine themselves in such a traumatic and life-changing set of circumstances

and accurately predict their behavior.

Directions for Future Research

Substantial effort and resources have been applied to the examination of the

relationships among depression, attachment, and coping.  However, to date, all

studies found in these overlapping areas of research are hindered by the cross-

sectional nature of their designs.  Prospective studies are needed to assess attachment

relationships across time and to establish a causal connection between attachment

problems and outcome variables such as depression, perceived lack of social support,

sociotropy, and maladaptive coping.

A related avenue for future research is the investigation into the importance

and influences of parental versus peer attachment over the lifespan.  Theoretically,

attachment to peers is an extrapolation of attachment to parents/caregivers and the

literature shows significant association between the two.  However, the present

study’s results show that these concepts are not perfectly correlated and in fact, are

differentially associated with coping strategies as a function of depression.  Thus,
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studies aimed at more clearly delineating the relationship between parent and peer

attachment, and how it may change over time, would be a considerable contribution

to the field.

In terms of a specific follow-up study, it is proposed that the present

methodology is replicated and improved upon in order to (1) replicate the current

results with the priming intervention and stressful scenario, and (2) to address unclear

and unanswered questions.  First, the follow-up should include baseline measures of

mood prior to the priming to provide a full picture its influence on mood.  Second,

currently depressed individuals who have a history of past depression should not be

excluded.  Using first-time depressives may dilute the differences between groups and

obscure the effects of priming.  Third, because the primes were positive in nature,

their effects on the former and current depressives’ relational schemas were possibly

less direct than necessary.  Instead of hoping the positive relational primes will

activate their negative relational schemas as a result of differential elaboration and

accessibility, it would be cleaner and might potentially increase effect size to include

in the design negative primes as well.

Next, the inclusion of laboratory measures of depressive thinking such as the

Emotional Stroop Test and Scrambled Sentences Test, following the priming

intervention and stressful scenario would be a worthwhile addition to the study.

Because of their established success at detecting latent depressive schemata in

formerly depressed individuals (e.g., Rude et al., 2001), the laboratory measures
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would provide a direct and sensitive way to assess the effects of the priming on the

different groups.

Finally, it would likely be advantageous to alter how coping is assessed.

Although the use of a widely used, well validated measure such as the COPE has its

benefits, in this paradigm it is possible that its long, checklist-like nature distorts the

results.  For instance, it is quite possible that participants experienced a sense of

overwhelm when faced with the stressful scenario and subsequently over-endorsed

many of the coping strategies with a sense of “I’ll try anything and everything!”

Moreover, although the participants were reminded to respond to the coping

questionnaire in relation to the stressful scenario, it is possible that they responded

more generally in terms of how they have coped with stress in the past.  Thus, it is

recommended that in the follow-up study, a free-response assessment of coping is

used in which participants are asked to write about and rank-order several ways they

would cope with the HIV scenario.  The responses could then be coded according to

strategies similar to those outlined in the COPE.  This way of measuring coping

would yield participants’ most salient and comfortable strategies and ensure they

were directly related to the HIV scenario.
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Appendices

Appendix A

Positive and Negative Affect Schedule (Watson, Clark, & Tellegen, 1988)

Directions: This scale consists of number of words that describe different feelings and
emotions.  Please indicate the degree to which the following words describe you at
this moment. (1=very slightly or not at all; 3=moderately; 5=extremely)

Right now I feel:

             Interested
             Distressed
             Excited
             Upset
             Strong
             Guilty
             Scared
             Hostile
             Enthusiastic
             Proud
             Irritable
             Alert
             Ashamed
             Inspired
             Nervous
             Determined
             Attentive
             Jittery
             Active
             Afraid
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Appendix B

Beck Depression Inventory  (Beck, Rush, Shaw, & Emery, 1979)

Directions:  On this questionnaire are groups of statements.  Please read each group
of statements carefully.  Then pick out the one statement in each group which best
describes the way you have been feeling the PAST WEEK, INCLUDING TODAY!
Circle the number beside the statement you picked.  If several statements in the group
seem to apply equally well, circle each one.  Be sure to read all the statements in each
group before making your choice.

1. 0 I do not feel sad.
    1 I feel sad.
    2 I am sad all the time and I can't snap out of it.
    3 I am so sad or unhappy that I can't stand it.

2. 0 I am not particularly discouraged about the future.
    1 I feel discouraged about the future.
    2 I feel I have nothing to look forward to.
    3 I feel that the future is hopeless and that things cannot improve.

3. 0 I do not feel like a failure.
    1 I feel I have failed more than the average person.
    2 As I look back on my life, all I can see is a lot of failures.
    3 I feel I am a complete failure as a person.

4. 0 I get as much satisfaction out of things as I used to.
    1 I don't enjoy things the way I used to.
    2 I don't get real satisfaction out of anything anymore.
    3 I am dissatisfied or bored with everything.

5. 0 I don't feel particularly guilty.
    1 I feel guilty a good part of the time.
    2 I feel quite guilty most of the time.
    3 I feel guilty all of the time.

6. 0 I don't feel I am being punished.
    1 I feel I may be punished.
    2 I expect to be punished.
    3 I feel I am being punished.

7. 0 I don't feel disappointed in myself.
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    1 I am disappointed in myself.
    2 I am disgusted with myself.
    3 I hate myself.

8. 0 I don't feel I am any worse than anybody else
    1 I am critical of myself for my weaknesses or mistakes
    2 I blame myself all the time for my faults
    3 I blame myself for everything bad that happens

9. 0 I don't have any thoughts of killing myself.
    1 I have thoughts of killing myself, but I would not carry them out.
    2 I would like to kill myself.
    3 I would kill myself if I had the chance.

10. 0 I don't cry anymore than usual.
    1 I cry more now than I used to.
    2 I cry all the time now.
    3 I used to be able to cry, but now I can't even though I want to.

11. 0 I am no more irritated now than I ever am.
    1 I get annoyed or irritated more easily than I used to.
    2 I feel irritated all the time now.
    3 I don't get irritated at all by the things that used to irritate me.

12. 0 I have not lost interest in other people.
    1 I am less interested in other people than I used to be.
    2 I have lost most of my interest in other people.
    3 I have lost all of my interest in other people.

13. 0 I make decisions about as well as I ever could.
    1 I put off making decisions more than I used to.
    2 I have greater difficulty in making decisions than before.
    3 I can't make decisions at all anymore.

14. 0 I don't feel I look any worse than I used to.
    1 I am worried that I am looking old or unattractive.

2 I feel that there are permanent changes in my appearance that make me
look unattractive.

    3 I believe that I look ugly.

15. 0 I can work about as well as usual.
    1 It takes an extra effort to get started at doing something.
    2 I have to push myself very hard to do anything.
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    3 I can't do any work at all.

16. 0 I can sleep as well as usual.
    1 I don't sleep as well as I used to.

2 I wake up 1-2 hours earlier than usual and find it hard to get back to
sleep.

3 I wake up several hours earlier than I used to and cannot get back to
sleep.

17. 0 I don't get more tired than usual.
      1 I get tired more easily than I used to.
    2 I get tired from doing almost anything.
    3 I am too tired to do anything.

18. 0 My appetite is no worse than usual.
    1 My appetite is not as good as it used to be.
    2 My appetite is much worse now.
    3 I have no appetite at all anymore.

19. 0 I haven't lost much weight, if any, lately.
1 I have lost more than 5 pounds. If purposely trying to

    2 I have lost more than 10 pounds. lose weight by eating
    3 I have lost more than 15 pounds. less, check here ___.

20. 0 I am no more worried about my health than usual.
    1 I am worried about physical problems such as aches and pains; or 

upset stomach; or constipation.
    2 I am very worried about physical problems and it's hard to think of 

much else.
3 I am so worried about my physical problems, that I cannot think about

anything else.

21. 0 I have not noticed any recent change in my interest in sex.
    1 I am less interested in sex than I used to be.

    2 I am much less interested in sex now.
3 I have lost interest in sex completely.
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Appendix C

Inventory to Diagnose Depression, Lifetime Version (Zimmerman & Coryell, 1987)

In this next section, try to remember THE WEEK IN YOUR LIFE YOU FELT
THE MOST DEPRESSED.

What was the approximate starting and ending date of the episode you have in mind?
Began:                                     Ended:                                     

Circle the number of the one statement that best describes how you felt.  Remember
to also circle whether you felt that way for MORE or LESS than two weeks.

1. 0 I did not feel sad or depressed.
1 I occasionally felt sad or down.
2 I felt sad most of the time, but was able to snap out of it.
3 I felt sad all the time, and I couldn’t snap out of it.
4 I was so sad or unhappy that I couldn’t stand it.

This lasted MORE / LESS        than two weeks.

2.  0 My energy level was normal.
1 My energy level was occasionally a little lower than normal.
2 I got tired more easily or had less energy than is usual.
3 I got tired from doing almost anything.
4 I felt tired or exhausted almost all of the time.

This lasted MORE / LESS        than two weeks.

3.  0 I was not feeling more restless and fidgety than usual.
1 I felt a little more restless or fidgety than ususal.
2 I was very fidgety, and I had some difficulty sitting still in a chair.
3 I was extremely fidgety, and I paced a little bit almost every day.
4 I paced more than an hour per day, and I couldn’t sit still.

This lasted MORE / LESS        than two weeks.

4. 0 I did not talk or move more slowly than usual.
1 I talked a little slower than usual.
2 I spoke slower than usual, and it took me longer to respond to

questions, but I could still carry on a normal conversation.
3 Normal conversations were difficult because it was hard to start

talking.
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4 I felt extremely slowed down physically, like I was stuck in mud.

This lasted MORE / LESS        than two weeks.

5.  0 I did not lose interest in my usual activities.
1 I was a little less interested in 1 or 2 of my usual activities.
2 I was less interested in several of my usual activities.
3 I lost most of my interest in almost all of my usual activities.
4 I lost interest in all of my usual activities.

This lasted MORE / LESS        than two weeks.

6. 0 I got as much pleasure out of my usual activities as usual.
1 I got a little less pleasure from 1 or 2 of my usual activities.
2 I got less pleasure from several of my usual activities.
3 I got almost no pleasure from several of my usual activities.
4 I got no pleasure from any of the activities which I usually enjoy.

This lasted MORE / LESS        than two weeks.

7. 0 My interest in sex was normal.
1 I was only slightly less interested in sex than usual.
2 There was a noticeable decrease in any interest in sex.
3 I was much less interested in sex.
4 I lost all interest in sex.

This lasted MORE / LESS        than two weeks.

8. 0 I did not feel guilty.
1 I occasionally felt a little guilty.
2 I often felt guilty.
3 I felt quite guilty most of the time.
4 I felt extremely guilty most of the time.

This lasted MORE / LESS        than two weeks.

9. 0 I did not feel like a failure.
1 My opinion of myself was occasionally a little low.
2 I felt I was inferior to most people.
3 I felt like I was a failure.
4 I felt I was a totally worthless person.

This lasted MORE / LESS        than two weeks.
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10. 0 I did not have any thoughts of death or suicide.
1 I occasionally thought life was not worth living.
2 I frequently thought of dying in passive ways (such as going to sleep

and not waking up) or that I’d be better off dead.
3 I had frequent thoughts of killing myself.
4 I tried to kill myself.

This lasted MORE / LESS        than two weeks.

11. 0 I could concentrate as well as usual.
1 My ability to concentrate was slightly worse than usual.
2 My attention span was not as good as usual and I had difficulty

collecting my thoughts; but this didn’t cause any problems.
3 My ability to read or hold a conversation was not as good as usual.
4 I could not read, watch TV, or have a conversation without great

difficulty.

This lasted MORE / LESS        than two weeks.

12. 0 I made decisions as well as usual.
1 Decision making was slightly more difficult than usual.
2 It was harder and took longer to make decisions, but I did make them.
3 I was unable to make some decisions.
4 I could not make any decisions at all.

This lasted MORE / LESS        than two weeks.

13. 0 My appetite was not less than normal.
1 My appetite was slightly worse than usual.
2 My appetite was clearly not as good as usual, but I still ate.
3 My appetite was much worse.
4 I had no appetite at all, and I had to force myself to eat even a little.

This lasted MORE / LESS        than two weeks.

14. 0 I did not lose any weight.
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1 I lost less than 5 pounds.
2 I lost between 5 and 10 pounds.
3 I lost between 11 and 25 pounds.
4 I lost more than 25 pounds.

(If you circled #1, 2, 3, or 4: Were you dieting and deliberately trying
to lose weight? YES NO)

This lasted MORE / LESS        than two weeks.

15.  0 My appetite was not greater than normal.
1 My appetite was slightly greater than usual.
2 My appetite was clearly greater than usual.
3 My appetite was much greater than usual.
4 I felt hungry all the time.

This lasted MORE / LESS        than two weeks.

16.  0 I did not gain any weight.
1 I gained less than 5 pounds.
2 I gained between 5 and 10 pounds.
3 I gained between 11 and 25 pounds.
4 I gained more than 25 pounds.

This lasted MORE / LESS        than two weeks.

17. 0 I was not sleeping less than normal.
1 I occasionally had slight difficulty sleeping.
2 I clearly did not sleep as well as usual.
3 I slept about half my normal amount of time.
4 I slept less than 2 hours per night.

This lasted MORE / LESS        than two weeks.

18. 0 I was not sleeping more than normal.
1 I occasionally slept more than usual.
2 I frequently slept at least 1 hour more than usual.
3 I frequently slept at least 2 hours more than usual.
4 I frequently slept at least 3 hours more than usual.

This lasted MORE / LESS        than two weeks.

19. 0 I did not feel anxious nervous or tense.
1 I occasionally felt a little anxious.
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2 I often felt anxious.
3 I felt anxious most of the time.
4 I felt terrified and near panic.

This lasted MORE / LESS        than two weeks.

20. 0 I did not feel discouraged about the future.
1 I occasionally felt a little discouraged about the future.
2 I often felt discouraged about the future.
3 I felt very discouraged about the future most of the time.
4 I felt that the future was hopeless and that things would never improve.

This lasted MORE / LESS        than two weeks.

21. 0 I did not feel irritated or annoyed.
1 I occasionally got a little more irritated than usual.
2 I got irritated or annoyed by things that usually don’t bother me.
3 I felt irritated or annoyed almost all the time.
4 I felt so depressed that I didn’t get irritated at all by things that

normally bother me.

This lasted MORE / LESS        than two weeks.

22. 0 I was not worried about my physical health.
1 I was occasionally concerned about bodily aches and pains.
2 I was worried about my physical health.
3 I was very worried about my physical health.
4 I was so worried about my physical health that I could not think about

anything else.

This lasted MORE / LESS        than two weeks.

                                                                                                                                    
Have you experienced any other times when you felt as bad or nearly as bad?

If yes, please estimate the number of additional times and how long each lasted.
Provide any additional information if you like.
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Appendix D

Self-Esteem Inventory (Rosenberg, 1965)

Directions:  Following are a number of statements that reflect various ways in which
we can describe ourselves.  There are no right or wrong answers so please just make
your best judgment.  Simply try to rate the extent to which you agree with each
statement.  Do not spend too much time with any one statement.  Bubble in the
number which best fits for each statement and do not leave any unanswered.

            1            2                               3                               4
|-------------------------|------------------------|-------------------------|

Strongly Disagree   Disagree          Agree              Strongly Agree

 1.  One the whole, I am satisfied with myself.
 2.  At times I think I am no good at all.
 3.  I feel that I have a number of good qualities.
 4.  I am able to do things as well as most other people.
 5.  I feel that I do not have much to be proud of.
 6.  I certainly feel useless at times.
 7.  I feel that I am a person of worth, at least on an equal plane with others.
 8.  I wish that I could have more respect for myself.
 9.  All in all, I am inclined to feel that I am a failure.
10.  I take a positive attitude toward myself.
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Appendix E

Inventory of Parent and Peer Attachment (Armsden & Greenberg, 1987)

Directions:  Indicate whether the following items are almost always or always true,
often true, sometimes true, seldom true, or almost never or never true.

           1                         2                        3                        4                        5
|-------------------|-------------------|-------------------|-------------------|

       Never,      Seldom           Sometimes          Often        Always,
or Almost never or Almost always

Section I - Parental Attachment
 1.  My parents respect my feelings.
 2.  I feel my parents are successful as parents.
 3.  I wish I had different parents.
 4.  My parents accept me as I am.
 5.  I have to rely on myself when I have a problem to solve.
 6.  I like to get my parents’ point of view on things I’m concerned about.
 7.  I feel its no use letting my feelings show.
 8.  My parents sense when I’m upset about something.
 9.  Talking over my problems with my parents makes me feel ashamed or foolish.
10.  My parents expect too much from me.
11.  I get upset easily at home.
12.  I get upset a lot more than my parents know about.
13.  When we discuss things, my parents consider my point of view.
14.  My parents trust my judgment.
15.  My parents have their own problems, so I don’t bother them with mine.
16.  My parents help me to understand myself better.
17.  I tell my parents about my problems and troubles.
18.  I feel angry with my parents.
19.  I don’t get much attention at home.
20.  My parents encourage me to talk about my difficulties.
21.  My parents understand me.
22.  I don’t know whom I can depend on these days.
23.  When I am angry about something, my parents try to be understanding.
24.  I trust my parents.
25.  My parents don’t understand what I’m going through these days.
26.  I can count on my parents when I need to get something off my chest.
27.  I feel that no one understands me.
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28.  If my parents know something is bothering me, they ask me about it.

Section II - Peer Attachment
 1.  I like to get my friends’ point of view on things I’m concerned about.
 2.  My friends sense when I’m upset about something.
 3.  When we discuss things, my friends consider my point of view.
 4.  Talking over my problems with my friends makes me feel ashamed or foolish.
 5.  I wish I had different friends.
 6.  My friends understand me.
 7.  My friends encourage me to talk about my difficulties.
 8.  My friends accept me as I am.
 9.  I feel the need to be in touch with my friends more often.
10.  My friends don’t understand what I’m going through these days.
11.  I feel alone or apart when I’m with my friends.
12.  My friends listen to what I have to say.
13.  I feel my friends are good friends.
14.  My friends are fairly easy to talk to.
15.  When I am angry about something, my friends try to be understanding.
16.  My friends help me to understand myself better.
17.  My friends are concerned about my well-being.
18.  I can feel angry with my friends.
19.  I can count on my friends when I need to get something off my chest.
20.  I trust my friends.
21.  My friends respect my feelings.
22.  I get upset a lot more than my friends know about.
23.  It seems as if my friends are irritated with me for no reason.
24.  I tell my friends about my problems and troubles.
25.  If my friends know something is bothering me, they ask me about it.
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Appendix F

Adult Attachment Scale (Collins & Read, 1990)

Directions:  Indicate the extent to which each statement describes your feelings, on a
scale from not at all characteristic (1) to very characteristic (5).

1               2                        3                        4                        5
|-------------------|-------------------|-------------------|-------------------|

    Not at all      Somewhat    Very characteristic
   characteristic      characteristic

(Depend)
1.  I find it difficult to allow myself to depend on others.
2.  People are never there when you need them.
3.  I am comfortable depending on others.
4.  I know that others will be there when I need them.
5.  I find it difficult to trust others completely.
6.  I am not sure that I can always depend on others to be there when I need them.

(Anxiety)
7.  I do not often worry about being abandoned.
8.  I often worry that my partner does not really love me.
9.  I often find others are reluctant to get as close as I would like.
10.  I often worry my partner will not want to stay with me.
11.  I want to merge completely with another person.
12.  My desire to merge sometimes scares people away.

(Close)
13.  I find it relatively easy to get close to others.
14.  I do not often worry about someone getting too close to me.
15.  I am somewhat uncomfortable being close to others.
16.  I am nervous when anyone gets too close.
17.  I am uncomfortable having others depend on me.
18.  Often, love partners want me to be more intimate that I feel comfortable being.
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Appendix G

Personal Style Inventory (Robins, et al., 1994)

Directions: Here are a number of statements about personal characteristics.  Please
read each one carefully, and indicate whether you agree or disagree, and to what
extent, by circling a number.  (1=strongly disagree; 2=disagree; 3=slightly disagree;
4=slightly agree; 5=agree; 6=strongly agree)

1.  I often put other people’s needs before my own.
2.  I tend to keep other people at a distance.
3.  I find it difficult to be separated from people I love.
4.  I am easily bothered by other people making demands of me.
5.  I am very sensitive to the effects I have on the feelings of other people.
6.  I don’t like relying on others for help.
7.  I am very sensitive to criticism by others.
8.  It bothers me when I feel that I am only average and ordinary.
9.  I worry a lot about hurting or offending other people.
10.  When I’m feeling blue, I don’t like to be offered sympathy.
11.  It is hard for me to break off a relationship even if it is making me unhappy.
12.  In relationships, people are often too demanding of one another.
13.  I am easily persuaded by others.
14.  I usually view my performance as either a complete success or a complete
failure.
15.  I try to please other people too much.
16.  I don’t like people who invade my privacy.
17.  I find it difficult if I have to be alone all day.
18.  It is hard for me to take instructions from people who have authority over me.
19.  I often feel responsible for solving other people’s problems.
20.  I often handle big decisions without telling anyone else about them.
21.  It is very hard for me to get over the feeling of loss when a relationship has
ended.
22.  It is hard for me to have someone dependent on me.
23.  It is very important to me to be liked or admired by others.
24.  I feel badly about myself when I am not actively accomplishing things.
25.  I feel I have to be nice to other people.
26.  It is hard for me to express admiration or affection.
27.  I like to be certain that there is somebody close I can contact in case something
unpleasant happens to me.
28.  It is difficult for me to make a long-term commitment to a relationship.
29.  I am too apologetic to other people.
30.  It is hard for me to open up and talk about my feelings and other personal things.
31.  I very concerned with how people react to me.
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32.  I have a hard time forgiving myself when I feel I haven’t worked up to my
potential.
33.  I get very uncomfortable when I am not sure whether or not someone likes me.
34.  When making a big decision, I usually feel that advice from others is intrusive.
35.  It is hard for me to say “no” to other people’s requests.
36.  I resent it when other people try to direct my behavior or activities.
37.  I become upset when something happens to me and there’s nobody around to talk
to.
38.  Personal questions from others usually feel like an invasion of my privacy.
39.  I am most comfortable when I know my behavior is what others expect of me.
40.  I am very upset when other people or circumstances interfere with my plans.
41.  I often let people take advantage of me.
42.  I rarely trust the advice of others when making a big decision.
43.  I become very upset when a friend breaks a date or forgets to call me as planned.
44.  I become upset more than most people I know when limits are placed on my
personal independence and freedom.
45.  I judge myself based on how I think others feel about me.
46.  I become upset when others try to influence my thinking on a problem.
47.  It is hard for me to let people know when I am angry with them.
48.  I feel controlled when others have a say in my plans.
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Appendix H

Interpersonal Support Evaluation List (Cohen & Hoberman, 1983)

Directions: This scale is made up of a list of statements each of which may or may
not be true about you.  For each statement, we would like you to circle probably true
(PT) if the statement is true about you or probably false (PF) if the statement is not
true about you.

You may find that many of the statements are neither clearly true nor clearly
false.  In these cases, try to decide quickly whether probably true (PT) or probably
false is most descriptive of you.  Although some questions will be difficult to answer,
it is important that you pick one alternative or the other.  Remember to circle only one
of the alternatives for each statement.

Please read each item quickly but carefully before responding.  Remember
that this is not a test and there are no right or wrong answers.

(Tangible scale)
1.  I know someone who would loan me $50 so I could go away for the weekend.
2.  I know someone who would give me some old dishes if I moved into my own
apartment.
3.  I know someone who would loan me $100 to help me pay my tuition.
4.  If I needed it, my family would provide me with an allowance and spending
money.
5.  If I wanted a date for a party next weekend, I know someone at school or in town
who would fix me up.
6.  I know someone at school or in town who would bring my meals to my room or
apartment if I were sick.
7.  I don’t know anyone who would loan me several hundred dollars to pay a doctor
bill or dental bill.
8.  I don’t know anyone who would give me some old furniture if I moved into my
own apartment.
9.  Even if I needed it my family would (or could) not give me money for tuition and
books.
10.  I don’t know anyone at school or in town who would help me study for an exam
by spending several hours reading me questions.
11.  I don’t know anyone at school or in town who would loan me their car for a
couple hours.
12.  I don’t know anyone at school or in town who would get assignments for me
from my teachers if I was sick.
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(Belonging scale)
1.  There are people at school or in town that I regularly run with, exercise with, or
play sports with.
2.  I hang out in a friend’s room or apartment quite a lot.
3.  I can get a date who I enjoy spending time with whenever I want.
4.  If I decided at dinner to take a study break this evening and go to a movie, I could
easily find someone to go with me.
5.  People hang out in my room or apartment during the day or in the evening.
6.  I belong to a group at school or in town that meets regularly or does things
together regularly.
7.  I am not a member of any social groups (such as church groups, clubs, teams,
etc.).
8.  Lately, I often feel lonely, like I don’t have anyone to reach out to.
9.  I don’t have friends at school or in town who would comfort me by showing some
physical affection.
10.  I don’t often get invited to do things with other people.
11.  I don’t talk to a member of my family at least once a week.
12.  I don’t usually spend two evenings on the weekend doing something with others.

(Appraisal scale)
1.  I know someone who I see or talk to often with whom I would feel perfectly
comfortable talking about problems I might have budgeting my time between school
and my social life.
2.  I know someone who I see or talk to often with whom I would feel perfectly
comfortable talking about any problems I might have adjusting to college life.
3.  I know someone who I see or talk to often with whom I would feel perfectly
comfortable talking about sexually transmitted diseases.
4.  I know someone who I see or talk to often with whom I would feel perfectly
comfortable talking about any problems I might have meeting people.
5.  I know someone who I see or talk to often with whom I would feel perfectly
comfortable discussing any sexual problems I might have.
6.  I know someone who I see or talk to often with whom I would feel perfectly
comfortable talking about any problems I might have with drugs.
7.  There isn’t anyone at school or in town with whom I would feel perfectly
comfortable talking about any problems I might have making friends.
8.  There isn’t anyone at school or in town with whom I would feel perfectly
comfortable talking about any problems I might have getting along with my parents.
9.  There isn’t anyone at school or in town with whom I would feel perfectly
comfortable talking about difficulties with my social life.
10.  There isn’t anyone at school or in town with whom I would feel perfectly
comfortable talking about my feelings of loneliness and depression.
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11.  I don’t know anyone at school or in town who makes my problems clearer and
easier to understand.
12.  Lately, when I’ve been troubled, I keep things to myself.

(Self-esteem scale)
1.  Most people who know me well think highly of me.
2.  Most of my friends think that I am smart.
3.  Most of my friends don’t do as well as I do in school.
4.  I will have a better future than most other people will.
5.  Most of my friends have not adjusted to college as easily as I have.
6.  Most people think I have a good sense of humor.
7.  I don’t feel friendly with any teaching assistants, professors, campus or student
officials.
8.  Most of my friends are more satisfied or happier with themselves than I am.
9.  Most of my friends are more popular than I am.
10.  Most of my friends are more interesting than I am.
11.  Most of my friends have more control over what happens to them than I.
12.  Most people are more attractive than I am.
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Appendix I

Mother-Father-Peer Scale (Epstein)

Directions:  Indicate the extent to which the following statements describe your
childhood relationship with the people indicated by using the following scale:

WHEN I WAS A CHILD MY MOTHER (or mother substitute):

Encouraged me to make my own decisions. 1 2 3 4 5

Helped me learn to be independent. 1 2 3 4 5

Felt she had to fight my battles for me when I had
a disagreement with a teacher or a friend 1 2 3 4 5

Was close to a perfect parent. 1 2 3 4 5

Was overprotective of me. 1 2 3 4 5

Encouraged me to do things for myself. 1 2 3 4 5

Encouraged me to try things my way. 1 2 3 4 5

Had not a single fault that I can think of. 1 2 3 4 5

Did not let me do things that others kids my age
were allowed to do 1 2 3 4 5

Sometimes disapproved of specific things I did,
but never gave me the impression that she disliked
me as a person 1 2 3 4 5

Enjoyed being with me. 1 2 3 4 5

Was an ideal person in every way 1 2 3 4 5

1= Strongly Disagree with Statement
2= Somewhat Disagree with Statement
3= Uncertain About Statement
4= Somewhat Agree with Statement
5= Strongly Agree with Statement
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Was someone I found very difficult to please. 1 2 3 4 5
Usually supported me when I wanted to do new
and exciting things. 1 2 3 4 5

Worried too much that I would hurt myself or
get sick 1 2 3 4 5

Was never angry with me. 1 2 3 4 5

Was often rude to me. 1 2 3 4 5

Rarely did things with me. 1 2 3 4 5

Didn’t like to have me around the house. 1 2 3 4 5
And I never disagreed. 1 2 3 4 5

Would often do things for me that I could do for
myself. 1 2 3 4 5

Let me handle my own money. 1 2 3 4 5

Could always be depended upon when I really
needed her help and trust. 1 2 3 4 5

Gave me the best upbringing anyone could have. 1 2 3 4 5

Did not want me to grow up. 1 2 3 4 5

Tried to make me feel better when I was unhappy. 1 2 3 4 5

Encouraged me to express my own opinion. 1 2 3 4 5

Never disappointed me. 1 2 3 4 5

Made me feel that I was a burden to her. 1 2 3 4 5

Gave me the feeling that she liked me as I was;
she didn’t feel she had to make me over into
someone else. 1 2 3 4 5

WHEN I WAS A CHILD, MY FATHER (or father substitute):

Encouraged me to make my own decisions. 1 2 3 4 5
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Helped me learn to be independent. 1 2 3 4 5

Felt he had to fight my battles for me when I had
a disagreement with a teacher or a friend. 1 2 3 4 5

Was close to a perfect parent. 1 2 3 4 5

Was overprotective of me. 1 2 3 4 5

Encouraged me to do things for myself. 1 2 3 4 5

Encouraged me to try things my way. 1 2 3 4 5

Had not a single fault that I can think of 1 2 3 4 5

Did not let me do things that other kids my age
were allowed to do. 1 2 3 4 5

Sometimes disapproved of specific things I did,
but never gave me the impression that he disliked
me as a person. 1 2 3 4 5

Enjoyed being with me. 1 2 3 4 5

Was an ideal person in every way. 1 2 3 4 5

Was someone I found very difficult to please. 1 2 3 4 5

Usually supported me when I wanted to do new
and exciting things. 1 2 3 4 5

Worried too much that I would hurt myself or
get sick. 1 2 3 4 5

Was never angry with me. 1 2 3 4 5

Was often rude to me. 1 2 3 4 5

Rarely did things with me. 1 2 3 4 5

Didn’t like to have me around the house. 1 2 3 4 5
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And I never disagreed. 1 2 3 4 5

Would often do things for me that I couldn’t do
for myself. 1 2 3 4 5

Let me handle my own money. 1 2 3 4 5

Could always be depended upon when I really
needed his help and trust. 1 2 3 4 5

Gave me the best upbringing anyone could ever
have. 1 2 3 4 5

Did not want me to grow up. 1 2 3 4 5

Tried to make me feel better when I was unhappy. 1 2 3 4 5

Encouraged me to express my own opinion. 1 2 3 4 5

Never disappointed me. 1 2 3 4 5

Made me feel that I was a burden to him. 1 2 3 4 5

Gave me the feeling that he liked me as I was; he
didn’t feel he had to make me over into someone
else. 1 2 3 4 5

WHEN I WAS A CHILD, OTHER CHILDREN:

Liked to play with me. 1 2 3 4 5

Were always criticizing me. 1 2 3 4 5

Often shared things with me. 1 2 3 4 5

Often picked on me and teased me. 1 2 3 4 5

Were usually friendly with me. 1 2 3 4 5

Would usually stick up for me. 1 2 3 4 5

Liked to ask me to go along with them. 1 2 3 4 5
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Wouldn’t listen when I tried to say something. 1 2 3 4 5

Were often unfair to me. 1 2 3 4 5

Would often try to hurt my feelings. 1 2 3 4 5



158

Appendix J

COPE Inventory (Carver, Scheier, & Weintraub, 1989)

Directions: Think about the scenario you just heard.  Indicate the extent to which you
would do the things described in the following statements.  (1=I wouldn’t do this at
all; 2=I would do this a little; 3=I would do this a medium amount; 4=I would do this
a lot.)

(Active Coping)
I take additional action to try to get rid of the problem.
I concentrate my efforts on doing something about it.
I do what has to be done.
I take direct action to get around the problem.

(Planning)
I try to come up with a strategy about what to do.
I make a plan of action.
I think hard about what steps to take.
I think about how I might best handle the problem.

(Suppression of competing activities)
I put aside other activities in order to concentrate on this.
I focus on dealing with this problem, and if necessary let other things slide a little.
I keep myself from getting distracted by other thoughts or activities.
I try hard to prevent other things from interfering with my efforts at dealing with this.

(Restraint coping)
I force myself to wait for the right time to do something.
I hold off doing anything about it until the situation persists.
I make sure not to make matters worse by acting too soon.
I restrain myself from doing anything too quickly.

(Seeking social support for instrumental reasons)
I ask people who have had similar experiences what they did.
I try to get advice from someone about what to do.
I talk to someone to find out more about the situation.
I talk to someone who could do something concrete about the problem.
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(Seeking social support for emotional reasons)
I talk to someone about how I feel.
I try to get emotional support from friends or relatives.
I discuss my feelings with someone.
I get sympathy and understanding from someone.

(Positive reinterpretation and growth)
I look for something good in what is happening.
I try to see it in a different light, to make it seem more positive.
I learn something from the experience.
I try to grow as a person as a result of the experience.

(Acceptance)
I learn to live with it.
I accept that this has happened and that it can’t be changed.
I get used to the idea that it happened.
I accept the reality of the fact that it happened.

(Turning to religion)
I seek God’s help.
I put my trust in God.
I try to find comfort in my religion.
I pray more than usual.

(Focus on and venting of emotions)
I get upset and let my emotions out.
I let my feelings out.
I feel a lot of emotional distress and I find myself expressing those feelings a lot.
I get upset, and am really aware of it.

(Denial)
I refuse to believe it has happened.
I pretend that it hasn’t really happened.
I act as though it hasn’t even happened.
I say to myself “this isn’t real.”

(Behavioral disengagement)
I give up the attempt to get what I want.
I just give up trying to reach my goal.
I admit to myself that I can’t deal with it, and quit trying.
I reduce the amount of effort I’m putting into solving the problem.
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(Mental disengagement)
I turn to work or other substitute activities to take my mind off things.
I go to movies or watch TV, to think about it less.
I daydream about things other than this.
I sleep more than usual.

(Alcohol-drug disengagement)
I drink alcohol or take drugs, in order to think about it less.
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Appendix K

Means and Standard Deviations of Measures
Variable Depression

Category
N Mean Standard

Deviation
PANAS-
positive mood

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

27.29a
20.29b

25.79a,b

6.32
7.42
9.32

PANAS-
negative mood

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

16.95a
24.29b

18.05a

6.37
9.86
6.60

BDI Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

4.50a
17.33b

5.78a

2.68
4.08
2.22

IDD-L Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

5.00a
8.27a
34.11b

5.75
7.85
6.07

Rosenberg
Self-Esteem

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

35.30a
26.67b
32.00c

3.59
5.07
5.29

IPPA - Parent Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

69.43a

44.14b
43.89b

10.29
24.02
23.54

IPPA - Peer Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

62.62a

46.29b
58.53a

9.74
12.61
9.48

RAAS -
Avoidance

Never Depressed
Currently Depressed
Formerly Depressed

20
21
19

28.10a
37.07b

36.67b

4.72
9.50
5.89

RAAS -
Anxiety

Never Depressed
Currently Depressed
Formerly Depressed

20
21
19

12.45a
17.95b

14.16a

4.03
5.49
3.70

PSI –
Sociotropy/
Dependence

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

82.60a
112.07b

114.22b

12.55
16.33
29.06

PSI –
Autonomy/
Independence

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

73.80a
80.93b
84.67b

12.10
6.25
13.61

ISEL – Lack of
Tangible

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

13.60a
13.93a
12.67a

3.13
1.71
1.00

ISEL – Lack of Never Depressed 21 15.00a 2.87
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Belonging Currently Depressed
Formerly Depressed

21
19

17.47b

13.44a

3.02
1.01

ISEL – Lack of
Appraisals

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

13.60a
14.60b

14.00a,b

3.37
1.92
2.45

ISEL –
Lack of Self-
Esteem

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

14.20a
17.47b

15.56a

1.14
1.60
1.59

ISEL – Total
Lack of
Perceived
Social Support

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

54.24a
61.90b
55.53a

7.00
5.70
3.76

COPE – Active
Coping

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

13.70a
12.07a

12.00a

2.21
1.98
2.65

COPE -
Planning

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

14.90a
12.67b

13.89a,b

1.20
2.06
2.37

COPE –
Suppression of
Competing
Activities

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

10.70a
10.13a
9.44a

2.91
1.85
2.60

COPE –
Restraint
Coping

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

9.38a
7.91a

8.21a

5.31
2.72
2.23

COPE – Social
Support,
Instrumental

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

14.80a
12.67a
13.89a

1.55
2.58
1.96

COPE – Social
Support,
Emotional

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

13.50a
11.60a
13.22a

2.59
3.85
2.77

COPE-Social
Support, Total

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

28.00a

25.67a
27.21a

4.01
5.93
3.51

COPE –
Positive
Growth

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

13.00a

8.13b
12.67a

2.45
3.07
3.61

COPE -
Acceptance

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

13.40a

8.40b
11.33a,b

2.50
2.64
3.91
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COPE –
Turning to
Religion

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

10.60a
10.87a

11.44a

4.70
3.56
3.40

COPE –
Venting of
Emotions

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

11.67a
12.52a
11.42a

3.69
2.04
3.78

COPE - Denial Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

5.60a
11.53b
6.78a

1.78
4.47
2.39

COPE –
Behavioral
Disengagement

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

6.10a

8.13b
6.44a,b

1.85
2.20
2.40

COPE –
Mental
Disengagement

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

10.60a

13.33b
11.11a,b

2.37
2.47
2.42

COPE –
Alcohol/Drug
Disengagement

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

1.70a

2.80b
1.56a

0.95
1.26
0.53

COPE –
Problem-
Focused
Coping

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

62.95a
56.90b

59.05a,b

9.25
7.53
6.69

COPE –
Emotion-
Focused
Coping

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

49.04a

42.05b
47.05a,b

7.43
11.58
9.57

COPE – Less
Useful Coping

Never Depressed
Currently Depressed
Formerly Depressed

21
21
19

34.67a

45.00b
36.89a

7.67
9.49
8.45

MFP – Mother
Independence/
Encouragement

Never Depressed
Currently Depressed
Formerly Depressed

10
15
10

28.70a

27.53a
26.22a

3.62
4.03
5.47

MFP – Father
Independence/
Encouragement

Never Depressed
Currently Depressed
Formerly Depressed

10
15
9

29.90a

27.87a,b
25.00b

3.35
3.36
5.66

MFP – Mother
Overprotection

Never Depressed
Currently Depressed
Formerly Depressed

10
15
10

15.80a
16.27a

17.44a

3.79
4.23
5.15
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MFP – Father
Overprotection

Never Depressed
Currently Depressed
Formerly Depressed

10
15
9

12.90a
14.07a

14.78a

3.51
3.73
4.66

MFP – Mother
Acceptance

Never Depressed
Currently Depressed
Formerly Depressed

10
15
10

23.00a
21.40a
22.11a

2.49
2.90
2.62

MFP – Father
Acceptance

Never Depressed
Currently Depressed
Formerly Depressed

10
15
9

21.60a
18.87a,b
16.67b

3.41
3.42
5.22

MFP – Mother
Rejection

Never Depressed
Currently Depressed
Formerly Depressed

10
15
10

6.60a

10.60b
10.33b

2.07
3.25
3.04

MFP – Father
Rejection

Never Depressed
Currently Depressed
Formerly Depressed

10
15
9

8.50a

11.40a,b
13.89b

3.84
3.20
4.40

MFP – Peer
Acceptance

Never Depressed
Currently Depressed
Formerly Depressed

10
15
10

20.70a

20.00a
20.33a

3.92
2.20
1.32

MFP – Peer
Rejection

Never Depressed
Currently Depressed
Formerly Depressed

10
15
10

9.20a
11.73a

12.11a

5.14
3.77
4.34

Note.  For each dependent measure, means with different subscripts differ
significantly (p<.05).
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Appendix L

Intercorrelation Matrix for Psychological Variables

PANAS-
positive

PANAS-
negative

BDI IDD-L Rosenberg
S-E

PANAS-positive   1.0
PANAS-negative -.231   1.0
BDI -.322* .507**   1.0
IDD-L  .069  .032 -.151   1.0
Rosenberg S-E  .405** -.147 -.483** -.076   1.0
IPPA-parent  .367** -.065 -.229 -.229  .596**
IPPA-peer  .144 -.058 -.455**  .208  .589**
RAAS-avoid. -.312* -.152  .290* -.023 -.594**
RAAS-anxiety -.266*  .199  .349**  .040 -.552**
PSI-sociotropy  .034  .107  .318*  .234 -.351**
PSI-autonomy  .169  .125  .272*  .317* -.370**
ISEL-tangible -.277*  .285*  .184  .025 -.307*
ISEL-belonging -.427**  .105  .401** -.195 -.549**
ISEL-appraisals -.054  .144  .334** -.179 -.218
ISEL-S-E -.374**  .284*  .535** -.122 -.520**
ISEL-total -.389**  .262*  .490** -.167 -.546**
COPE-active  .032  .005 -.027  .047  .354**
COPE-planning  .173 -.114 -.138 -.002  .463**
COPE-suppress.  .154  .160  .021  .103  .121
COPE-restraint  .196 -.023 -.225 -.047  .070
COPE-social support,
instr.

 .370**  .128 -.162  .116  .400**

COPE-social support,
emot.

 .357**  .143 -.108  .124  .285*

COPE-growth  .382 -.225 -.482**  .035  .465**
COPE-accept.  .310* -.131 -.401**  .002  .550**
COPE-religion  .223  .363*  .092  .106  .037
COPE-venting  .006  .310*  .219  .018 -.120
COPE-denial -.344**  .047  .480** -.287* -.656**
COPE-beh. dis. -.236  .083  .217 -.075 -.566**
COPE-ment. dis -.480**  .038  .264* -.004 -.541**
COPE-alc. drug -.359**  .065  .361** -.097 -.484**
COPE-prob. foc  .282*  .041 -.181  .050  .381**
COPE-emot. foc  .444**  .064 -.307*  .095  .458**
COPE-less use. -.369**  .161  .427** -.132 -.640**
MFP-Mo. Ind.  .081 -.004  .072 -.070  .363*
MFP-Fa. Ind.  .214 -.052  .067 -.229  .346*
MFP-Mo.Overp.  .006 -.113 -.174  .085 -.178
MFP-Fa. Overp. -.029  .130 -.054  .164 -.260
MFP-Mo. Acc.  .239 -.067 -.162  .079  .625**
MFP-Fa. Acc. -.036 -.147  .063 -.247  .312
MFP-Mo. Rej. -.140  .107  .271  .096 -.633**
MFP-Fa. Rej.  .049  .051 -.095  .280 -.287
MFP-Peer Acc.  .062  .122  .030  .225  .347*
MFP-Peer Rej.  .158  .130 .015  .005 -.326
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IPPA-
parent

IPPA-
peer

RAAS-
avoid.

RAAS-
anxiety

PSI-
socio.

IPPA-parent   1.0
IPPA-peer  .539**   1.0
RAAS-avoid. -.711** -.672**   1.0
RAAS-anxiety -.583** -.425**  .412**   1.0
PSI-sociotropy -.219 -.310*  .252  .516**   1.0
PSI-autonomy -.317* -.366**  .362**  .170  .198
ISEL-tangible -.126 -.041  .050  .122  .033
ISEL-belonging -.317* -.492**  .480**  .444**  .287*
ISEL-appraisals -.162 -.399**  .254  .113  .387**
ISEL-S-E -.358** -.487**  .456**  .366**  .392**
ISEL-total -.329** -.490**  .433**  .367**  .367**
COPE-active  .345**  .455** -.345** -.308* -.255*
COPE-planning  .213  .408** -.273* -.231 -.164
COPE-suppress.  .284*  .212 -.354** -.115  .029
COPE-restraint  .201  .056 -.271* -.156 -.135
COPE-social support,
instr.

 .462**  .515** -.504** -.280* -.005

COPE-social support,
emot.

 .384**  .421** -.556** -.271*  .097

COPE-growth  .339**  .417** -.413** -.309* -.247*
COPE-accept.  .361**  .443** -.426** -.390** -.451**
COPE-religion  .115  .150 -.309* -.071  .125
COPE-venting  .175  .103 -.277*  .095  .481**
COPE-denial -.483** -.657**  .544**  .518**  .466**
COPE-beh. dis. -.227 -.393**  .270*  .335**  .375**
COPE-ment. dis -.458** -.311*  .337**  .455**  .390**
COPE-alc. drug -.384** -.539**  .468**  .416**  .172
COPE-prob. foc  .437**  .443** -.510** -.314* -.162
COPE-emot. foc  .411**  .493** -.588** -.355** -.161
COPE-less use. -.358** -.461**  .332**  .491**  .565**
MFP-Mo. Ind.  .451**  .307 -.405* -.400* -.411*
MFP-Fa. Ind.  .607**  .137 -.401* -.305 -.257
MFP-Mo.Overp. -.515** -.157  .271  .558**  .071
MFP-Fa. Overp. -.461** -.278  .228  .445*  .132
MFP-Mo. Acc.  .691**  .623** -.704** -.624** -.359*
MFP-Fa. Acc.  .465**  .167 -.268 -.358* -.477**
MFP-Mo. Rej. -.728** -.594**  .725**  .608**  .478**
MFP-Fa. Rej. -.529** -.114  .246  .368*  .348*
MFP-Peer Acc.  .449**  .490** -.474** -.588** -.332
MFP-Peer Rej. -.322 -.408*  .276  .543**  .550**

PSI-
auton.

ISEL-
tangible

ISEL-
belonging

ISEL-
appraisals

ISEL-
self-est.

PSI-autonomy   1.0
ISEL-tangible  .177   1.0
ISEL-belonging  .070  .395**   1.0
ISEL-appraisals  .110  .450**  .421**   1.0
ISEL-S-E -.041  .144  .612**  .388**   1.0
ISEL-total  .104  .648**  .847**  .745**  .726**
COPE-active -.077 -.128 -.229 -.209 -.292*
COPE-planning -.120 -.298* -.364** -.224 -.240
COPE-suppress.  .071 -.050 -.057 -.103 -.026
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COPE-restraint -.066 -.130 -.251 -.013 -.217
COPE-social support,
instr.

 .064  .026 -.311* -.150 -.264*

COPE-social support,
emot.

-.909 -.014 -.434** -.161 -.210

COPE-growth -.040 -.190 -.470** -.255* -.410**
COPE-accept. -.082 -.187 -.412** -.357** -.393**
COPE-religion  .064  .113 -.214 -.082  .026
COPE-venting -.128  .175  .018  .053  .213
COPE-denial  .036  .041  .498**  .354**  .543**
COPE-beh. dis.  .109  .237  .262*  .340**  .240
COPE-ment. dis -.178  .171  .419**  .102  .442**
COPE-alc. drug  .067  .183  .445**  .266*  .422**
COPE-prob. foc -.043 -.173 -.364** -.185 -.313*
COPE-emot. foc -.045 -.091 -.531** -.296* -.337**
COPE-less use. -.050  .203  .432**  .293*  .514**
MFP-Mo. Ind. -.015 -.288 -.259 -.396* -.278
MFP-Fa. Ind. -.044 -.244 -.035 -.286 -.141
MFP-Mo.Overp.  .280 -.073 -.205 -.183 -.223
MFP-Fa. Overp.  .352*  .009 -.187 -.095 -.101
MFP-Mo. Acc. -.226 -.296 -.565** -.408* -.414*
MFP-Fa. Acc. -.243 -.133  .028 -.032 -.063
MFP-Mo. Rej.  .465**  .219  .321  .307  .370*
MFP-Fa. Rej.  .228 -.033 -.222 -.163 -.033
MFP-Peer Acc.  .078  .027 -.148 -.054 -.169
MFP-Peer Rej.  .118  .071  .039  .064  .210

ISEL-total COPE-
active

COPE-
planning

COPE-
suppress.

COPE-
restraint

ISEL-total   1.0
COPE-active -.289*   1.0
COPE-planning -.383** .704**   1.0
COPE-suppress. -.079 .375**  .330**   1.0
COPE-restraint -.212  .126  .002  .070   1.0
COPE-social
support, instr.

-.248  .573**  .601**  .544**  .157

COPE-social
support, emot.

-.297*  .220  .324*  .165  .161

COPE-growth -.456**  .099  .282* -.062  .268*
COPE-accept. -.459**  .188  .295* -.012  .204
COPE-religion -.071  .087 -.090  .172  .206
COPE-venting  .143  .086  .092  .250 -.084
COPE-denial  .496** -.384** -.409** -.199 -.176
COPE-beh. dis.  .360** -.221 -.424** -.027  .075
COPE-ment. dis  .391** -.182 -.138 -.072 -.246
COPE-alc. drug  .451** -.214 -.217  .004 -.163
COPE-prob. foc -.355**  .751**  .686**  .631**  .548**
COPE-emot. foc -.441**  .203  .269*  .094  .298*
COPE-less use.  .489** -.247 -.290* -.019 -.169
MFP-Mo. Ind. -.396*  .250  .188  .329 -.032
MFP-Fa. Ind. -.219  .110  .015  .331  .010
MFP-Mo.Overp. -.227 -.223 -.060 -.389*  .055
MFP-Fa. Overp. -.134 -.270 -.133 -.259 -.041
MFP-Mo. Acc. -.564**  .304  .257  .207  .179
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MFP-Fa. Acc. -.055  .297  .128  .223  .103
MFP-Mo. Rej.  .397* -.413* -.367* -.240 -.224
MFP-Fa. Rej. -.165 -.202 -.112 -.258 -.057
MFP-Peer Acc. -.118  .312  .229  .236  .061
MFP-Peer Rej.  .116 -.424* -.336* -.171 -.051

COPE-
soc.supp.
instr.

COPE-
soc.supp.
emot.

COPE-
growth

COPE-
accept.

COPE-
religion

COPE-social
support, instr.

  1.0

COPE-social
support, emot.

 .561**   1.0

COPE-growth  .357**  .307*   1.0
COPE-accept.  .276*  .282*  .743**   1.0
COPE-religion  .330**  .511**  .112  .102   1.0
COPE-venting  .324*  .606** -.210 -.217  .435**
COPE-denial -.544** -.296* -.465** -.563** -.071
COPE-beh. dis. -.315* -.119 -.375** -.424** -.100
COPE-ment. dis -.256* -.102 -.369** -.415** -.104
COPE-alc. drug -.432** -.384** -.360** -.315* -.292*
COPE-prob. foc  .789**  .407**  .297*  .287*  .230
COPE-emot. foc  .531**  .726**  .753**  .734**  .633**
COPE-less use. -.296* -.009 -.487** -.547**  .033
MFP-Mo. Ind.  .215  .181  .113  .551**  .126
MFP-Fa. Ind.  .140  .179  .248  .511**  .190
MFP-Mo.Overp. -.322 -.126  .047 -.070 -.218
MFP-Fa. Overp. -.184 -.027 -.032 -.099 -.009
MFP-Mo. Acc.  .419*  .456**  .602**  .637**  .197
MFP-Fa. Acc.  .093 -.153  .113  .486** -.127
MFP-Mo. Rej. -.458** -.371* -.484** -.630** -.133
MFP-Fa. Rej. -.115  .133  .005 -.328  .147
MFP-Peer Acc.  .318  .287  .215  .371*  .050
MFP-Peer Rej. -.178  .026 -.176 -.399*  .135

COPE-
venting

COPE-
denial

COPE-
behav.
diseng.

COPE-
mental
diseng.

COPE-
alcohol/
drug

COPE-venting   1.0
COPE-denial  .152   1.0
COPE-beh. dis.  .234  .609**   1.0
COPE-ment. dis  .376**  .586**  .510**   1.0
COPE-alc. drug  .061  .614**  .489**  .477**   1.0
COPE-prob. foc  .163 -.483** -.222 -.282* -.300*
COPE-emot. foc  .216 -.479** -.356** -.346** -.474**
COPE-less use.  .571**  .819**  .756**  .824**  .623**
MFP-Mo. Ind. -.183 -.155 -.343* -.206 -.044
MFP-Fa. Ind. -.049 -.131 -.239 -.264  .045
MFP-Mo.Overp. -.219  .129  .185   .038  .195
MFP-Fa. Overp.  .050  .125  .232   .105  .246
MFP-Mo. Acc. -.132 -.436** -.427* -.478** -.490**
MFP-Fa. Acc. -.296 -.243 -.235 -.148  .034
MFP-Mo. Rej.  .095  .509**  .451**  .399*  .472**
MFP-Fa. Rej.  .181  .212  .255  .154 -.069
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MFP-Peer Acc. -.058 -.466** -.335* -.472** -.300
MFP-Peer Rej.  .294  .378*  .389*  .260  .196

COPE-
problem
focused

COPE-
emotion
focused

COPE-
less
useful

MFP-
Mother
indepen.

MFP-
Father
indepen.

COPE-prob. foc   1.0
COPE-emot. foc  .424**   1.0
COPE-less use. -.299* -.350**   1.0
MFP-Mo. Ind.  .238  .433** -.259   1.0
MFP-Fa. Ind.  .158  .377* -.188  .779**   1.0
MFP-Mo.Overp. -.232 -.121  .057 -.334* -.377*
MFP-Fa. Overp. -.235 -.055  .175 -.341* -.324
MFP-Mo. Acc.  .392*  .637** -.499**  .768**  .568**
MFP-Fa. Acc.  .238  .111 -.284  .510**  .645**
MFP-Mo. Rej. -.487** -.544**  .500** -.568** -.508**
MFP-Fa. Rej. -.203 -.016  .236 -.442** -.625**
MFP-Peer Acc.  .311  .306 -.444**  .421*  .384*
MFP-Peer Rej. -.307 -.142  .428* -.481** -.366*

COPE-
Mother
overpro.

COPE-
Father
overpro.

COPE-
Mother
accept.

COPE-
Father
accept.

COPE-
Mother
rejection

MFP-Mo.Overp.   1.0
MFP-Fa. Overp.  .715**   1.0
MFP-Mo. Acc. -.353* -.393*   1.0
MFP-Fa. Acc. -.406* -.352*  .399*   1.0
MFP-Mo. Rej.  .487**  .531** -.800** -.567**   1.0
MFP-Fa. Rej.  .633**  .541** -.302 -.824**  .515**
MFP-Peer Acc. -.356* -.265  .450**  .300 -.443**
MFP-Peer Rej.  .419*  .521** -.370* -.614**  .544**

COPE-
Father
rejection

COPE-
Peer
accept.

COPE-
Peer
rejection

MFP-Fa. Rej.   1.0
MFP-Peer Acc. -.368*   1.0
MFP-Peer Rej.  .607** -.674**   1.0
**p<.01; *p<.05, two-tailed tests
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