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The cognitive-interpersonal conceptualization considers family socialization 

processes, and the interpersonal schema which they are posited to influence, as integral to 

understanding psychological maladjustment (Shirk, 1996). Guided by the cognitive-

interpersonal orientation, this research explored the potential for family socialization and 

interpersonal schema variables to differentiate among adolescents experiencing different 

forms of psychological distress. Specifically, adolescents’ family socialization 

experiences and patterns of interpersonal beliefs and expectations (schemata) were 

explored for their capacity to differentiate among four groups of adolescents; a group 

experiencing a depressive disorder, a group experiencing an externalizing disorder, a 

group experiencing co-occurring externalizing and depressive conditions, and a non-

clinical comparison group.  Further, the potential for interpersonal schema to mediate the 

relationship between family socialization and psychological functioning was addressed. 
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Self-report measures of family functioning and family messages provided information on 

the child’s family socialization, while an exploratory coding method, the Manual of 

Interpersonal Schema Analysis (MISA) was developed to derive interpersonal schema 

from projective narratives. An evaluation of the MISA measure, including validity, 

reliability and related measurement error issues, was explicated. 

Results from MANOVAs and discriminant function analyses (DFA) revealed that 

several family process variables contributed to significant differentiation among 

adolescents categorized as externalizing, co-occurring externalizing and depressed, and 

non-clinical. Three “protective” family variables – Social-Recreational Orientation, 

Family Messages and Communication/Cohesion – were the strongest predictors in 

classifiying among groups. In the interpersonal schema domain, MISA variables 

Aggression/Entitlement and Quality of Relational Interaction also contributed to 

significant group differentiation among externalizing, co-occurring and nonclinical 

groups. Scores from “pure” depressed adolescents generally followed expected trends, 

but findings were not significant in differentiating between those described as depressed 

and those in the externalizing, co-occurring or nonclinical conditions. An exploratory 

path analysis model failed to support interpersonal schema as a mediator between family 

processes and adolescent disturbance, possibly due to small sample size. Lastly, 

limitations regarding the present study were addressed, followed by a discussion of 

clinical applications and implications for future research.    
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CHAPTER 1:  INTRODUCTION 
 

Interpersonal and psychological functioning are inextricably intertwined; a 

complete understanding of any psychological disturbance requires that thoughtful 

attention be paid to the interpersonal factors involved (Blatt, Auerbach & Levy, 1997; 

Safran, 1990 I & II; Segrin, 2001; Shirk, 1998; Shirk, Boergers, Eason & Van Horn, 

1998). Not surprisingly, troubled youth are often best characterized by the maladaptive 

feelings and behaviors experienced in interactions with family, peers and the broader 

social milieu (Dodge, 1993; Elias, Gara, Rothbaun, Reese & Ubriaco, 1987; Ingram, 

2001; Khaleque & Rohner, 2002; Leadbeater, Kuperminc, Blatt & Hertzog, 1999). Of the 

early relational experiences, family socialization processes are arguably the most 

influential in laying a foundation for the child’s interpersonal beliefs, expectations and 

behaviors (Bowlby, 1969; Lindahl, 1998; Sroufe, 1997). As children work through the 

developmental challenges of increasing autonomy, complex peer relations, sexual 

maturation, and school and occupational pressures, the scope of the interpersonal domain 

continues to expand. The relative plasticity of youth makes the role of interpersonal 

experiences in the development and maintenance of child psychopathology particularly 

compelling. Yet, to date, our understanding of the complex associations among the 

child’s family socialization, relational beliefs and expectations (e.g., interpersonal 

schema) and psychological distress is, at best, incomplete (Shirk, 1998). 

Research documents an increase in levels of both affective and disruptive 

disorders during later childhood and adolescence. While interpersonal problems 

contribute to both internalizing and externalizing conditions, evidence indicates important 

differences between the two manifestations of disturbance in terms of relational beliefs 

and expectations (Beck, 1999; Dodge, 1993; Lewinsohn, Gotlib, & Seeley, 1997; 
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Randolph & Clark, 2001). Burks and his colleagues (Burks, Dodge, Price & Laird, 1999) 

found certain interpersonal knowledge structures or schema to relate to levels of 

externalizing behaviors, with aggressive youth accessing more antisocial constructs (e.g., 

perceptions of others as mean or hateful, situations as negative or malicious) and fewer 

prosocial constructs (e.g., favorable situational perceptions, positive connotations and 

behaviors). Children who externalize are described as having a worldview subjectively 

focused on hostile aspects of the environment, real or imagined, while prosocial evidence 

is left unrecognized or misinterpreted (Dodge & Coie, 1987, Coie & Dodge, 1998; 

Loeber, Green, Lahey, Frick & McBurnet, 2000). In contrast, young people with 

depression appear biased toward negative environmental interpretations, and show a 

strong tendency to direct criticism inward (Beck, 1979; Kendall, 1993; Stark, Humphrey, 

Laurent, Livingston & Christopher, 1993). The resulting low self-esteem and pessimistic 

thinking contributes to helpless or avoidant interactional styles (Herman-Stahl & 

Peterson, 1996). Symptoms of depression and aggression also frequently co-occur, 

resulting in multiple diagnoses (Carlson, 2000; Cole & Carpentieri, 1990; Simic & 

Fombonne, 2001). The common coexistence of symptoms suggests a “dynamic interplay” 

between the child’s experiences, beliefs and behaviors and the social environment 

(Hammen & Rudolph, 1996), indicating a need for further elucidation of the interpersonal 

risk factors involved.  

While interpersonal and cognitive-behavioral theoretical frameworks affirm the 

development of internal working models or templates (Gotlib & Hammen, 1992; Soygut, 

Scedil, Sava & Inodot, 2001), the interpersonal paradigm has primarily addressed 

psychological disturbance through attending to difficulties in the context of the relational 

interaction, while the cognitive-behavioral conceptualization has emphasized maladaptive 
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thought processes. The more recent cognitive–interpersonal integration emphasizes the 

connectedness of social interaction and thought in a developmental context, where 

persistent maladaptive relational patterns are guided by cognitive representations 

“learned” in the family environment (Anderson & Chen, 2002; Safran, 1990a; Shirk, 

1998). These interpersonal representations, or schema, are the child’s malleable “working 

models” of beliefs and expectations shaped at least in part by family experiences and 

carried over to extrafamilial social interactions that increase with age and autonomy. The 

child’s reciprocal interactions in the broader social environment continue to influence, 

and possibly alter, relational “working models”. From this perspective, dysfunctional 

family socialization patterns and the distorted templates or schema to which they 

contribute are both integral to understanding the development of psychological 

maladjustment.  

A good deal of speculative literature exists on the repetitive and persistent effects 

of family environment and interpersonal schema on interpersonal functioning (Bowlby, 

1969; Safran, 1990a). Though theoretical discourse is plentiful, there is a dearth of 

empirical research, especially in younger populations, on specific patterns of 1) family 

socialization and 2) interpersonal schema (relational beliefs and expectations) and how 

they may differentially impact psychological dysfunction. In particular, systematic, 

quantifiable measures of interpersonal schema in youth have yet to be developed. Many 

questions remain as to how the individual’s family and schema-guided interpersonal 

templates might contribute to different forms of psychological disturbance in 

adolescence.  

Informed by the cognitive-interpersonal model, this investigation explored 

adolescent participants’ 1) patterns of family socialization (self-reported) and 2) 
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internalized interpersonal schema (coded from a projective) among adolescents described 

as externalizing, depressive, co-occurring and nonclinical/control. The Thematic 

Apperception Test (TAT; Murray, 1943), with its potential for eliciting emotionally 

salient, less mechanical responses, was used to measure interpersonal schema (Bellak & 

Abrams, 1996; Strober, 1979; Westen, Klepser, Ruffins, Silverman, Lifton & Boekamp, 

1991). It was expected that both maladaptive family processes and the interpersonal 

schema to which they contribute would be predictive of child psychopathology. The 

combination of family socialization and interpersonal schema variables was expected to 

help differentiate among youngsters with depression, externalizing, co-occurring and 

control conditions, and indicate unique interpersonal patterns within each group. It was 

also predicted that family socialization processes would show a relationship to 

interpersonal schema, reflecting the contribution of family experiences to the 

development of relational models. Lastly, the potential of interpersonal schema to 

mediate between family socialization and psychological distress was explored.  

Considered together, family socialization and interpersonal schema were expected 

to provide insight into the complexity of interpersonal pathways to adolescent distress. At 

the applied level, accurate and efficient measures of interpersonal interaction can prove 

useful in developing individualized strategies for restructuring relational beliefs, 

expectations and interpretations (Bowlby, 1978), and implementing client-tailored 

therapeutic intervention techniques.



   
 

5

 
Family 
Process 
 

                         
Interpersonal
Schema 

Figure 1:  Model of Differential Cognitive-Interpersonal Pathways 
To Psychological Problems 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

 

      Internalizing 

     Externalizing 

   Co-occurring 

 



   
 

6

CHAPTER 2:  REVIEW OF THE LITERATURE 

The following integrative analysis contains a review of literature providing 

support for relationships among family socialization factors, interpersonal schema, and 

adolescent depressive and externalizing disorders from a cognitive-interpersonal 

perspective.  It begins with a brief discussion of the nature and prevalence of depression 

and disruptive behavior problems in the context of adolescence.  This is followed by a 

description of the cognitive-interpersonal framework, encompassing several 

complementary perspectives, which serves as the lens through which adolescent 

psychological disturbance will be examined. 

The focus then narrows to a discussion of two related factors of primary interest 

from this perspective, family socialization processes and interpersonal schema, with 

emphasis on theory and empirical evidence linking the two.  Lastly, an exploratory 

method of measuring interpersonal schema is described.  

Psychological Distress in Adolescence: Depressive and Externalizing Disorders 

Adolescence can be defined by the many normative developmental tasks 

associated with this life stage, including autonomy from parents (Grotevant & Cooper, 

1985), increased importance of social relationships (Compas, Grant & Ey, 1994; Messer, 

1994), school transitions, and physical and sexual maturation (Scheier & Botvin, 1997). 

Other fairly common stressors such as parental divorce, health problems, and exposure to 

violence, drugs and alcohol create more challenges (Rice, Herman & Petersen, 1993).  

Most children manage to proceed through this impressive array of transitional factors 

successfully, but some young people faced with a combination of developmental and/or 

situational stressors and biological predisposition are vulnerable to psychological 

disturbance (Compas, et al, 1994; Rice, et al, 1993).  Disturbed young people appear to 
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have heightened or distorted affective arousal, which can interfere with both perception 

and processing of social interactions, making it difficult to organize incoming 

information and respond adaptively.  These perceptual and processing difficulties appear 

to differ among psychological disorders (Elias, Gara, Rothbaum, Reese & Ubriaco, 1988; 

Richard & Dodge, 1982).   

Due to inconsistency and variability in definition and diagnosis, estimates of the 

prevalence of emotional and behavioral disorders range from about 0.5 to 20 percent in 

the school-age population (Kaufmann, 2001).  Youth described as emotionally or 

behaviorally disordered might show signs of depression, anxiety, excessive aggression, 

be socially withdrawn, disruptive or persistently irritating.  Because emotion and 

behavior are intertwined, disturbed children commonly have difficulties in both areas. 

These maladaptive patterns of relating often elicit negative responses from others, 

resulting in a reciprocal pattern of negative interactions that serve to maintain and even 

enhance dysfunctionality as time goes on (Dodge, 1993; Renouf, Kovacs, & Mukerji, 

1997; Rudolph & Clark, 2001).  Not surprisingly, emotional-behavioral difficulties put a 

child’s academic, affective and social functioning at risk (Kaufmann, 2001).  

Adolescent Depressive Disorders 

Nature and Diagnosis 

Child and adolescent depression has become more clearly understood in recent 

years as developmental factors have been taken into account, allowing for differences in 

depressive symptoms between youths and adults.  Likewise, longitudinal research has 

indicated that early onset depression often predicts a re-occurring and treatment-resistant 

course (Kovacs, Feinberg, Crouse-Novak, Paulauskas & Finkelstein, 1984), highlighting 

the need for effective early interventions (Carey, 1993; Stark, Sander, Yancy, Bronik & 
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Hoke, 2000).  Inherent biological factors, family environment and broader psychosocial 

influences (Kauffman, 2001; Muris, Schmidt, Lambrichs & Meesters, 2001) have been 

repeatedly evidenced in the research as relevant to the development and maintenance of 

childhood depression.  Biological, familial and socio-emotional components appear to be 

interrelated, and each child suffering from depression will likely show a unique pattern in 

the relative contributions of these factors.  

The adolescent who suffers from depression often carries it into adulthood. 

Symptoms include feelings of worthlessness, diminished interest in activities, irritability, 

excessive guilt, significant weight changes, sleep disturbance, fatigue, psychomotor 

disturbances, difficulties in concentration and suicidal ideation (American Psychological 

Association, 2000).  Symptoms tend to shift with age; depressed children more 

commonly present with a profile of somatic complaints and agitation, while adolescents 

are likely to display more hopelessness, dramatic weight changes, hypersomnia and 

lethality of suicide attempts (Ryan, et al, 1987). 

Depressed young people are more likely to have negatively biased thought 

processes (Joiner & Coyne, 1999; Kendall, Stark & Adam, 1990; Peterson & Seligman, 

1984; Weisz, Southam-Gerow, & McCarty, 2001), resulting in maladaptive perceptions 

of self, others, and the larger environment.  Pervasive hopelessness, driven by 

expectations that desirable outcomes are unlikely, aversive outcomes are likely, and 

influence over events is beyond one’s control, is highly characteristic of depression 

(Abramson, Seligman & Teasdale, 1978; Abramson, Alloy & Metasky, 1989).  A variety 

of interpersonal difficulties is commonly observed in those suffering from depression, 

leading popular treatment modalities such as cognitive-behavioral and interpersonal 

psychotherapies to target social and relational aspects of the disturbance (Bowlby, 1988; 

Joiner & Rudd, 1996; Kendall, 1993; Stark, Rouse, & Livingston, 1991).  
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Prevalence 

The adolescence transition period is marked by a particularly high rate of onset of 

depression (Kessler, et al, 1994).  In recent years, diagnoses of depression have been on 

the increase in children and teenagers, and more frequently identified at younger ages. 

The National Institute of Mental Health estimates that 8% of adolescents and 2% of 

children have depressive symptoms.  Approximately 2% of young people are currently 

suffering an episode of clinical depression (Carlson, 2000); and approximately 5% of the 

population, and roughly twice as many females as males, will suffer major depression in 

any given year (Regier, et al, 1993).   Prevalence rates of depression in adolescence range 

from 0.4 - 8.3% (Muris, et al, 2001); when past episodes are included, occurrence rates 

can be as high as 18% (Harrington, 1993).  

Concerning the related issue of suicidality, recent data from the Centers for 

Disease Control reported that 20.7% of adolescents in the U.S. considered attempting 

suicide, 7.7% attempted, with 2.6% requiring emergency medical treatment.  

Documented attempts of suicide have tripled in the last four decades; suicide is currently 

the third leading cause of death in the 10-19-year-old range (CDC, 1998; CDC, 1999). 

These sobering statistics highlight the importance of field research focused on effective 

childhood interventions for depression. 

Adolescent Externalizing Disorders 

Nature and Diagnosis 

Knowledge of disruptive behavior disorders has been building significantly over 

the last three decades, in large part due to longitudinal research that began in the 1970s 

(Lahey & Loeber, 1997). More recently, research has concentrated on differentiating 
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between types of externalizing disorders, the developmental course of behavioral 

disorders, and comorbidity (Loeber, Green, Lahey, Frick & McBurnett, 2000). 

Disruptive behaviors often permeate all aspects of the young person’s life, 

adversely impacting functioning in school, home and peer settings.  Ramifications also 

spread to victims of the aggressor, who suffer the psychological and sometimes physical 

distress involved in interacting with them.  Aggressive behavior at a young age is the best 

predictor of later antisocial and delinquent behavior, including adult alcohol and drug 

abuse, divorce and mental illness (Farrington, 1995).  Cognitive and interpersonal skills 

deficits in social attribution (Guerra, Huesmann & Zelli, 1993; Quiggle, Garber, Panak & 

Dodge, 1992), self-other perspective-taking, emotion/impulse regulation, and problem-

solving are common to most externalizing profiles (Dill, Anderson, Anderson & Deuser, 

1997; Lochman & Dodge, 1994). 

Multiple factors appear to be linked to a young person’s externalizing behaviors, 

including biological predisposition, chemical imbalance, family functioning, early and 

frequent exposure to violence, and other cultural influences (Kauffman, 2001; Loeber, 

1990).  Studies evidence associations between child levels of externalizing behavior and 

past experiences of aggression (Burks, Dodge, Price & Laird, 1999; Dodge, 1993).  It 

appears that parents with antisocial behaviors are more likely to have children with 

antisocial behaviors, and that their homes have more inter-parental conflict (Frick, Lahey, 

Loeber, Stouthamer-Loeber, Christ, & Hanson, 1992; Loeber, et al, 2000; Marcus, 

Lindahl & Malik, 2001), less support, and inconsistent or ineffective discipline and 

communication (Lindahl, 1998).  As with depression, etiological profiles differ among 

individuals. 

Youths who display repeated maladaptive aggressive and antisocial behaviors are 

often diagnosed with Oppositional Defiant Disorder (ODD) and in the more extreme 
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cases of disruptive behavior, Conduct Disorder (CD).  ODD is characterized by a pattern 

of hostile, negativistic and defiant behaviors lasting at least six months.  Problems 

include frequent arguing, volatile temper, noncompliance, and blaming, vindictive, or 

annoying behaviors (DSM-IV, 1994).  Many behavioral criteria for CD in DSM-IV are 

linked as strongly to ODD behaviors as to other CD behaviors.  The major distinctions lie 

in symptom severity, which explains the common pattern of ODD diagnosis preceding 

CD diagnosis.  At least for boys, ODD appears to be a developmental precursor of CD 

(Loeber, et al, 2000).  

Prevalence 

According to the American Psychological Association (1994), between 6-16% of 

boys and 2-9% of girls could be classified as either ODD or CD.  Violent, aggressive 

antisocial behavior problems are the most commonly referred for treatment in outpatient 

clinics, accounting for 30-50% of referrals (Finch, Saylor & Nelson, 1987).  These 

numbers do not reflect the many young people who encounter the legal system instead of 

the mental health system (Finch, Nelson, & Moss, 1993). 

Comorbidity 

Overlap between internalizing and externalizing disorders becomes more common 

in adolescence, and the comorbidity of depression and conduct disorder is much greater 

than would be indicated by chance alone (Cole & Carpentieri, 1990; Kovacs, 1996).  CD 

and ODD are most commonly associated with ADHD (Loeber, 1988a), but depressive, 

anxiety and substance abuse disorders are also frequently found to co-exist with 

externalizing problems (Fleming, 1993; Kazdin, 1989; Loeber, 1998; Simic & 

Fombonne, 2001).  As with the clinical sample examined in this study, a disproportionate 

number of clinically referred young people have comorbid conditions, because severe 



   
 

12

conditions are often those involving more than one disorder (Mash & Dozois, 1996).  For 

instance, youth suffering both depressive and externalizing conditions have been found to 

be at increased risk of suicide and have greater long-term relational and global 

functioning difficulties than those with depression alone (Brent, Perper & Goldstein, 

1988; Fleming, et al, 1993; Harrington, Fudge, Rutter, Pickles & Hill, 1991).   

The ICD-10 (World Health Organization, 1992) uses a diagnosis of “depressive 

conduct disorder” (DCD) to describe a comorbid state which involves both depressive 

episode and conduct problems.  An English study by Simic and Fombonne (2001) 

compared groups of prepubescent and young adolescents aged 11-14 diagnosed with 

depression, CD or DCD and found interesting profile distinctions.  The DCD group had 

overall less severe depressive symptoms than the depressed group, but displayed more 

self-injurious behavior and had higher rates of psychosocial adversity, including a history 

of abuse and broken homes.  In comparison to those with conduct disorder, the DCD 

group showed fewer overtly aggressive behaviors but had similar high reports of serious 

family disturbance and social difficulties. 

As discussed by Cole and Carpentieri (1990), young people with dual-disturbance 

diagnoses involving both internalizing and externalizing features seem to be at 

particularly high risk for social and psychiatric difficulties, but differ from children who 

are purely depressed or externalizing in the severity and pattern of symptoms.  Findings 

in the limited research comparing the three groups have been somewhat inconsistent, 

indicating a need for more research.  

Summary 

Adolescent depressive and externalizing disorders present significant challenges 

to the mental health field.  Directly or indirectly, everyone is impacted by the critical 

levels of adolescent psychological distress observed in our society.  As previously 
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discussed, dysfunctional emotions, cognitions and behaviors are common to both 

depression and aggression, but the expression of dysfunction is qualitatively different.  It 

is often in the interpersonal arena that these maladaptive processes are acutely evident; 

therefore, the following discussion will concentrate on relational contributions to 

adolescent psychological distress. 

Contributions to the Cognitive-Interpersonal Conceptualization of Adolescent 

Psychological Disturbance 

Historically, the cognitive-behavioral conceptualization of psychological distress 

has emphasized the individual’s maladaptive thought-processes, while the interpersonal 

paradigm has focused on difficulties in the context of the relational interaction.  Yet both 

areas recognize the importance of cognitive functioning and interpersonal relationships in 

understanding psychological problems (Gotlib & Hammen, 1992; Soygut, et al, 2001). 

Perhaps most compelling, both theoretical frameworks place emphasis on the 

development of internal models or templates.  Psychologists from each theoretical stance 

have advocated the existence of a “self-perpetuating interpersonal system” (Coyne, 

1976).  An integrated cognitive-interpersonal model has recently been described by 

several investigators of different conceptual backgrounds (Anderson & Chen, 2002; 

Safran, 1990; Shirk, 1998).  The following sections describe contributions from the 

aforementioned frameworks building support for the cognitive-interpersonal model. 

Cognitive and Social Cognitive Theory 

In the cognitive model, schemas are depicted as relatively stable thought patterns 

that individuals develop to structure and organize stimuli.  Beck’s early conceptualization 

describes a schema as a “structure for screening, coding, and evaluating the stimuli that 

impinge on the organism” (1967, p. 283).  The regularity or consistency of particular 
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social experiences gradually results in what cognitivists refer to as the formation of 

relational templates.  Schemata cause different people to conceptualize the same situation 

in different ways, selectively attending to and screening out information (Beck, 1979). 

Differing circumstances and experiences form the idiosyncratic building blocks of 

individual meaning-making.  

By examining cognitions in the social context – how interpersonal interactions are 

perceived, interpreted, and recalled – social-cognitive researchers have found that 

specific mechanisms involving distortions and deficiencies contribute to the development 

of depression and aggression (Dodge, 1993; Kendall, Ronan & Epps, 1991; Rudolph & 

Clark, 2001).  Distortions are defined as dysfunctional cognitive interpretations, while 

deficiencies refer to insufficient amounts of intake processing and/or forethought.  

Children with aggressive tendencies have been observed to suffer difficulties in 

both areas.  Due to poor self-regulation, externalizing youth are often deficient in their 

abilities to attend to others’ cues and provide appropriate reciprocity. These children have 

exaggerated or inaccurate interpretations of hostility in others (Dill, Anderson, Anderson, 

& Deuser, 1997), which often results in retaliatory behaviors and feelings of resentment 

or jealousy.  Aggressive children also report aggressive behaviors as less problematic and 

more “friendly,” and expect more positive outcomes from aggressive behaviors (Crick & 

Ladd, 1991; Quiggle, Garber, Panak, & Dodge, 1992).  

The distorted cognitions of young people with depression, on the other hand, take 

the form of critical self-evaluations, negative situational attributions and elevated feelings 

of helplessness (Kaslow, Rehm, Pollack & Seigel, 1988).  Those who suffer depression 

seem to be especially sensitive to perceived signs of rejection (Nezlik, Kovakski, Leary, 

Blevins & Holgate, 1997).  While aggressive children are biased in the direction of 

interpreting peer intent as hostile, youth who are depressed also tend to interpret others’ 
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behaviors in a negative light, but they blame themselves for the perceived negativity, 

considering the cause to be internal, global and stable.  The depressed adolescent would 

therefore be more likely to respond with social withdrawal and helplessness, while the 

externalizing child would strike out with inappropriate aggression (Coie & Dodge, 1998; 

Pettit, McClaskey, & Brown, 1986). 

The Interpersonal Paradigm 

Sullivan’s interpersonal perspective describes one’s sense of self as primarily 

defined through relations with others (1953).  Indeed, as theorists such as Bowlby (1969) 

and Safran (1990) argue, from an ethological perspective it is a “hard-wired” propensity 

for humans to seek and maintain interpersonal relationships.  Beginning with the helpless 

infant, there exists a need to establish a relationship with a life-sustaining caregiver.  

From attachment theory, Bowlby conceived of working models (1973), mental 

representations that contain expectations developed over time as to “the accessibility and 

responsiveness of attachment figures” (p. 235).  Beginning with the earliest caregiver-

infant interactions and continually honed by subsequent interpersonal experiences, 

individuals construct unique models of self and other which translate to idiosyncratic 

affective and behavioral patterns (Belsky & Cassidy, 1995; Bowlby, 1988).  This 

interpersonal template guides the way one construes and organizes a sense of self in 

relation to others (Baldwin, 1992).  Safran describes relatedness to others, not only 

specific individuals but in an abstract sense, as providing “one’s fundamental sense of 

security in the world” (Safran, 1990, p 95). 

Both interpersonal and object relations theories describe the condition by which, 

over time, the individual’s relational experiences create implicit interpersonal beliefs and 

assumptions, acting as the rudder for social interaction (Crits-Christoph & Demorest, 

1991).  According to Westen, interpersonal functioning is at the very heart of object 
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relations theory (Westen, et al, 1991; Westen, Lohr, Silk, Gold & Kerber, 1990).  Out of 

the psychoanalytic school, object relations theory postulates that the individual develops 

relational representations, including self-other interactional patterns, through 

internalizing early experiences with caregivers.  “The concept of object relations in 

psychoanalysis refers, most broadly, to interpersonal behavior and to the cognitive and 

affective process mediating the capacity for relatedness to others” (Westen, et al, 1991).  

Developmental models emphasizing the interpersonal domain can help account 

for differences in individual profiles of psychopathology.  For instance, the difference 

between a depressed child who is still able to form close relationships and a depressed 

child who acts out and has expectations of malevolence in relationships is more readily 

determined by this model.  By exploring these differences, a clearer diagnostic profile 

and information valuable to therapeutic intervention can be obtained. 

The Cognitive-Interpersonal Integration 

It is in the interplay between thought disturbances and interpersonal deficits that 

the cognitive-interpersonal perspective seeks to conceptualize psychological problems. 

Shirk proposes that the child’s “cognitive representations of recurrent interpersonal 

experiences are functionally related to maladjustment” (1998, p 4).  This integrative 

framework attends to the interactional, co-occurring cognitive and interpersonal 

processes contributing to problem development and maintenance, such that thought 

processes are explored within the environmental and relational context (Rudolph, 

Hammen & Burge, 1997). 

At the core of the integrated cognitive-interpersonal model is the emphasis on 

persistent maladaptive relational patterns in the development and maintenance of 

psychological problems (Shirk, 1998).  As the older child broadens his or her social 

world, learned dysfunctional interpersonal beliefs and expectations are believed to shape 
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his or her subsequent social interactions.  Maladaptive family experiences become 

guiding models or schemata which are then reinforced by the consequences of the child’s 

schema-driven interpersonal behaviors (Safran, 1990).  In other words, a cognitive-

interpersonal cycle exists in which relational templates influence the perception of the 

interpersonal world and generate emotions, strategies and behaviors which then influence 

the environment to fit the social template.  How these maladaptive cycles contribute to 

specific areas of psychological disturbance depends on the individual’s unique pattern of 

interpersonal experiences, beliefs and behaviors. 

Cognitive-Interpersonal Processes in the Development  

of Depression and Aggression 

It is in the family that dysfunctional interpersonal patterns are believed to 

originate, implicating family socialization processes in the development of maladaptive 

relational schemata (Luborsky, Crits-Christoph, Friedman, Mark & Schaffler, 1991).  In 

keeping with the cognitive interpersonal model, family socialization and interpersonal 

schema will be explored as factors instrumental in the development and maintenance of 

adolescent depressive and behavioral disorders. 

Family Socialization Processes 

Until late childhood, the family of origin is typically the primary sphere of 

influence, but with the transition into adolescence peer friendships, romantic relationships 

and community and extracurricular involvements take on broader scope and greater 

significance.  The interpersonal patterns instilled by early family socialization provide a 

framework that will guide the adolescent in his or her expanding social world, 

influencing the child’s social and psychological adjustment on into adulthood.  Aspects 

of parenting and family interaction have long been linked to the psychological 
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development of the child.  While it is important to remember that parent-child 

interactions are part of an ongoing reciprocal family dynamic, family processes have a 

pervasive effect on the child’s social, cognitive and emotional development.  

Parenting Practices 

The parent-child literature has been dominated by two dimensions of parental 

behavior that Rollins and Thomas (1979) call support and control attempts.  These 

umbrella variables subsume a myriad of labels found in family focused research. 

Examples of control attempt labels, which refer to “the type or degree of intensity of 

influence attempts by parents,” include authoritarian, autonomy, coercion, control, 

democratic, discipline, permissive, power, punishment and restriction.  The support 

dimension has been measured with such terms as acceptance, affection, hostility, love, 

neglect, cohesion, nurturance, rejection and warmth.  The authors define parental support 

as behaviors directed toward the child that make the child feel comfortable with the 

parent and which convey fundamental acceptance and approval.  Examples of these 

behaviors are encouraging, assisting, praising, cooperating and expressing verbal and 

physical affection.  Extensive research indicates that these two dimensions have proven 

critical in describing parental influences on child development (Baumrind, 1991a, 1991b; 

Buri, Murphy, Richtsmeier & Komar, 1992; Dornbusch, et al, 1987). 

Because of the complex, interactional nature of parenting characteristics, 

parenting styles are best assessed as patterns of behavior rather than as single, 

unidimensional variables (Baumrind, 1978; Darling & Steinberg, 1993; Rollins, et al, 

1979).  Compound variable labels allow for more complete and accurate profiles.  

Darling (1993) describes the parenting style model as “a constellation of attitudes toward 

the child that are communicated to the child and that, taken together, create an emotional 

climate in which the parent’s behaviors are expressed” (p. 488).  These include both 
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specific goal-directed practices and non-goal-directed gestures, tones and displays of 

emotion. 

Parenting practices have been linked to many aspects of a child’s psychological 

development (Collins, Maccoby, Steinberg, Hetherington & Bornstein, 2000).  Buri and 

his colleagues (Buri, et al, 1992) found parental nurturance to have a strong positive 

correlation with child self-esteem.  Self-esteem, a critical asset for the adolescent as he or 

she explores relationships outside of the family, is bolstered by parenting that encourages 

shared opinions, permits disagreements and sets clear but adaptive limits on behavior 

(Buri, Louiselle, Misukanis, & Mueller, 1988).  Parental behaviors characterized by high 

levels of acceptance, democratic interaction, and control that sets developmentally 

appropriate limits, contribute to a child’s emotional well-being, psycho-social maturity, 

and successful school integration (Shucksmith, Hendry & Glendinning, 1995), as well as 

social competence and academic success (Steinberg, Elmen & Mounts, 1989).  

In contrast, research has found consistent support for relationships between 

perceived parental rejection, overprotection, criticism and poor communication and child 

depression (Messer & Gross, 1995; Stark, et al., 1998; Zenmore & Rinholm, 1989). 

Authoritarian parenting, described by Baumrind (1991) as inflexible, overcontrolling and 

underresponsive, has been evidenced to lead to pessimistic attributional patterns, low 

self-esteem, helplessness and thwarted autonomy in children with depression.  

Family social and recreational activity is another dimension linked to specific 

child characteristics.  Relationships have been shown to exist between the quality of 

parents’ social networks and their children’s social competence and self reported ratings 

of happiness (Homel, Burns & Goodnow, 1987; Lee & Welsh 1995).  Henwood and 

Solano (1994) found that children’s loneliness was positively related to the loneliness of 

their parent, similar to reports of correlations between child and parent depression. 
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Overly protective or isolating family situations, proposed to have a unique association to 

child affective disorders (Simic & Fombonne, 2001), can create a sense of dependence in 

the child that discourages the child’s pursuit of experiences and relationships outside of 

the family (Segrin, 1998). 

Patterns of Family Interaction 

Evidence has accumulated in recent years relating a child’s distorted information 

processing and depressive or aggressive schemata to early experiences within the family 

(Dodge, 1993; Stark, et al, 1993).  Families with aggressive children have been found to 

have frequent exchanges of negative hostile behaviors and negative reinforcement traps 

in which aversive behaviors are reciprocated and escalate to greater conflict and coercion 

(Patterson, 1980).  Support exists for more actively conflictual parent-child patterns in 

families with children exhibiting externalizing behaviors, due to what evidence indicates 

is a more contentious context (Frick & Jackson, 1993).  Conduct-disordered youth are 

more likely to have relatives who display antisocial behaviors (Lahey, et al, 1988). 

Further, the provocative behaviors symptomatic of adolescent externalizing disorders 

often elicit negative responses from others, creating a potential for coercive cycles 

between parent and child ripe for escalation.  Families of children with conduct problems 

have been found to use inconsistent and ineffective discipline, described as a laissez-faire 

style of parenting, and to be more conflictual and less cohesive (Kazdin, 1998; Lindahl, 

1998; Rutter, 1995, 1997). 

In one of the few studies to explore family interaction patterns among children 

(age 7-14) diagnosed as depressed, conduct-disordered, combined depressed-conduct-

disordered and nonclinical, Dadds, Sanders and their associates found somewhat 

surprising between group differences (Dadds, Sanders, Morrison & Rebgetz, 1992; 

Sanders, Dadds, Johnston & Cash, 1992).  Children with depression and comorbid 
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depression and conduct problems displayed similar high levels of depressed affect and 

low levels of angry affect, while those with pure conduct disorder displayed both 

depressed and angry affect.  The low levels of angry affect in the comorbid group could 

indicate a restricted range of overt emotional expression, specifically anger.  Depression 

in youths with comorbid diagnoses might dull the motivation to engage in potentially 

problematic interactions, withdrawal being chosen as a strategy to avoid active family 

conflict.  

For both groups of depressed youngsters, high levels of depression were 

associated with low levels of conflict and anger in family members. Interestingly, 

children with mixed disorders reported low levels of self and other-referent negative 

cognitions, while the children with depression alone were high in both.  One possible 

explanation is that the externalizing elements in the profile of children with mixed 

diagnoses somehow moderate depressogenic thinking.  Lastly, the children with conduct 

disorder with or without depression were found to have lower levels of positive problem-

solving and higher aversive content in their families.  These results are consistent with 

Dodge’s description of social-information processing in aggressive children (1993) that 

involves misperceptions of hostile intent and a tendency toward reactive aggressive 

responses.   

Family Messages 

Negative family messages communicated between parent and child, both verbal 

and behavioral, have been associated with child and adolescent psychological distress. 

Evidence has accumulated in recent years relating a young person’s distorted information 

processing and depressive or aggressive schemata to early parent-child communications 

within the family (Alloy, Abramson, Tashman, Berrebbi, Hogan, Whitehouse, Crossfield 

& Morocco, 2001; Dodge, 1993; Garber & Flynn, 2001; Stark, et. al., 1993), but just how 
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and to what extent critical parental messages contribute to the child’s disturbance is less 

clear. 

As the child’s primary socialization agent, parents’ cognition, affect and behavior 

have been examined in an effort to better understand the intergenerational transmission of 

depression (Stark, Rouse & Livingston, 1991).  Consistent with what Stark refers to as a 

cognitive interpersonal pathway to depression, parent-child communications appear to 

influence the child’s developing thought processes and interpretations, theoretically 

contributing to maladaptive cognitions and schemata within the interpersonal context. 

Mothers with depression have been described as more negative and less positive in 

communications with their children (Hammen, Burge, & Stansbury, 1990; Hops, Biglan, 

Sherman, Arthur, Friedman & Osteen, 1987).  In a recent study of family 

communications by Jacob and Johnson (2001), families with depressed fathers were 

characterized by interactions with low rates of positivity, high positivity suppression and 

child externalizing behavior problems; this relationship was not found for depressed 

mothers.  Stark, Schmidt and Joiner (1996) examined the messages youngsters received 

from parents concerning the youth himself, as well as messages concerning the child’s 

world and future, and found them to be predictive of the child’s own negative cognitions 

and ratings of depression.  However, a later unpublished study by Schmidt (2001) failed 

to find the hypothesized relationship between adolescent-reported parental messages, 

depressive ratings and adolescent self-schema. 

Of note, even in homes with non-depressed parents, less positive and more 

negative communications have been associated with child and adolescent behavioral 

maladjustment and depression (Cole & Rehm, 1986; Dadds, et al, 1992; Sanders, et al, 

1992).  Deficits in positive reinforcement in the family environment (Lewinsohn & 

Gotlib, 1995) and less expression of positive affect seem to be as important as negative 
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communications when considering risk factors for depression.  There is some question as 

to whether it is the dearth of positive messages or the extent of the negative 

communication that is contributing to depressive affect and cognition, though they appear 

to be related; it is further complicated by the tendency for depressed youngsters to report 

neutral interpersonal exchanges as negatively biased (Hokanson, Hummer & Butler, 

1991). 

There is limited empirical evidence connecting negative parental messages and 

child externalizing behaviors.  Consistent with a cognitive-distortion model, while 

depressed children have been found to express negatively biased interpretations of self-

other interactions, aggressive children show an insensitivity to social cues and a bias 

toward self-enhancement (Rudolph & Clark, 2001).  Perhaps this would lead to either 

underreporting of and/or an insensitivity to negative parental messages. 

Summary 

Experiences in the family-of-origin have long been linked to child psychological 

functioning; patterns of family interaction have a pervasive effect on the child’s social, 

cognitive and emotional development.  Family socialization processes, which include 

parenting practices, specifically methods of support and control, and related family 

interactional patterns and family messages, are evidenced to influence the young person’s 

social and psychological adjustment and serve as guides to the adolescent’s expanding 

social world.  

Interpersonal Schema 

Theoretical Underpinnings 

From a theoretical perspective, family socialization processes as discussed in the 

previous sections would be closely associated with the individual’s interpersonal schema, 
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an internal working model of social interactions based on earlier interpersonal 

experiences.  The construct of mental representation or schema is pervasive across 

theoretical orientations ranging from interpersonal to attachment to object-relations to 

cognitive (Blatt, Auerbach, Levy, 1997).  Using slightly different language, psychologists 

from a wide variety of theoretical stances have supported the idea of a “self-perpetuating 

interpersonal system” (Coyne, 1976) or “core organizers of human experience” (Knapp, 

1991). 

Maladaptive schemata are exposed or made evident through distorted affective, 

cognitive and behavioral patterns.  The schema is the filter through which incoming 

information is processed – environmental stimuli are exaggerated, discounted, or 

otherwise idiosyncratically interpreted in order to conform to deeply ingrained templates 

(Young, 1992, 1994, 1999).  Beck considered these biases to be reflected “in the typical 

misconceptions, distorted attitudes, invalid premises, and unrealistic goals and 

expectations” of the disturbed individual (1967, p. 284). 

An individual’s current interpersonal functioning is best understood by examining 

past relationship experiences because early recurrent relational experiences impact 

subsequent interpersonal interactions (Schneider, Atkinson & Tardif, 2001).  This 

consistency between early relational patterns and later interpersonal functioning is at least 

partly explained by Bowlby’s concept of working models (1973).  Mental 

representations, or schemata, contain expectations developed over time as to “the 

accessibility and responsiveness of attachment figures” (p. 235).  Beginning with the 

earliest caregiver-infant interactions and continually influenced by subsequent 

interpersonal experiences in the larger social environment, individuals construct unique 

cognitive schemas of self and other which translate to idiosyncratic affective and 

behavioral patterns (Bowlby, 1978).  This interpersonal template guides the way one 
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construes and organizes a sense of self in relation to others.  Similarly, Safran defines 

interpersonal schema as a “generic cognitive representation of interpersonal events” 

(1990, p. 89).  Likened to “programs” for maintaining relatedness, schema influence 

plans, goals, predictions and if-then contingencies.  

How do interpersonal schemata contribute to psychological disturbance?  Shirk 

(1998) proposes three characteristics of maladaptive schema.  First, maladaptive 

relational schemata are described as undifferentiated; in other words, expectations created 

in one context are generalized to new relationships.  For instance, a child’s repeated 

experiences of a parent as unreliable might be transferred to beliefs and expectations of 

unreliability in peer relationships.  Second, maladaptive schemas tend to be chronically 

accessible, meaning that even slight contextual similarities can serve to provoke strong 

emotional response.  Maladaptive schemas are easily triggered because the individual 

remains hypervigilant, sensitive to certain idiosyncratic relational cues.  Lastly, 

dysfunctional schema are inflexible.  Inflexible schematic representations hinder the 

individual’s ability to assimilate new experiences which might lead to more adaptive 

beliefs and behaviors. 

Interpersonal Schema as a Link between Family Socialization  

and Psychological Distress 

Why do children from similarly dysfunctional family environments have such 

varied psychological outcomes?  The same large body of research that documents the 

contribution of family process variables to child psychopathology indicates that the 

relationship is incomplete and imprecise.  Social-cognitive theory implicates persistent 

maladaptive relational patterns, of which family socialization is one ingredient, in the 

development of psychological problems.  These patterns are believed to become 
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ingrained over time, influenced by family socialization, peer and other extra-familial 

experiences (Shirk, 1998) as well as biological predisposition (Kaslow, Deering & 

Racusin, 1994). The internalization of maladaptive beliefs and behaviors, evolving 

through repeated problematic relational interactions, is proposed to lead to adolescent 

social and emotional turmoil (Beck, 1887; Strupp, 1986).  It is assumed from a cognitive-

interpersonal perspective that family processes exert influence through contributing to 

internalized interpersonal experiences. Therefore, it is predicted that problematic family 

environment affects the child’s psychological distress by helping to shape maladaptive 

interpersonal schema.  Therefore, interpersonal schema is viewed as a partial mediator 

between family experiences and manifestation of psychological distress. 

Operationalizing Interpersonal Schema 

The existence of hidden schema, internal working models rooted in childhood 

experience and guiding developmental sequelae, is a compelling area of exploration, yet 

difficult to operationalize.  Self-awareness is often lacking in the automatized 

interpersonal schema.  Because these internal beliefs are not consciously held, traditional 

measures such as self-reports might not reflect them.  Projectives have the potential to 

activate schema through affective content that other measures can’t elicit (Cramer, 1996; 

Shirk, 1996).  

In projective procedures like the TAT, individuals respond to pictures by 

providing a narrative; this creative, open-ended format explores the individual’s unique 

perceptions in a way that self-reports cannot.  With children as with adults, employing 

pictures such as those in the Thematic Apperception Test (TAT; Murray, 1943a) helps to 

capture the individual’s internal dialogue.  From the psychoanalytic perspective, people 

are often more comfortable, freer in projecting deeply held feelings and beliefs on 

pictures that are not obviously about them (Bellak & Abrams, 1997).  This idea has its 
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roots in Freud’s projective hypothesis, in which he describes the disguised meanings 

uncovered in the fantasy characters and plots of his patient’s dreams.  Cognitive research 

indicates that people tend to describe and interpret situations, ergo pictures of situations, 

in a manner that reflects their own past experiences, beliefs and expectations.  Thus, 

exploration of theoretically derived interpersonal schema through projective methods 

appears promising. 

Statement of Purpose 

Historically, the cognitive-behavioral conceptualization of psychological distress 

has emphasized the individual’s maladaptive thoughts, beliefs and behaviors, while the 

interpersonal approach has focused on difficulties in the context of the relational 

interaction.  Yet both areas recognize the importance of cognitive functioning and 

interpersonal relationships in understanding psychological problems (Gotlib & Hammen, 

1992; Soygut, et al, 2001), and both theoretical frameworks place emphasis on the 

development of internal models or templates supporting the idea of a “self-perpetuating 

interpersonal system” (Coyne, 1976).  Yet knowledge as to how specific patterns of 1) 

family relational experience and 2) internalized beliefs and expectations might relate to 

differences in psychological disturbance is less clear.  The broad goal of this research is 

to increase our understanding of interpersonal processes and their contributions to 1) 

predicting and 2) differentiating between adolescent internalizing and externalizing 

disorders.   

The integrated cognitive-interpersonal model considers persistent relational 

patterns to be guided by working cognitive representations of interpersonal relationships. 

In this model, maladaptive family processes and the interpersonal templates to which 

they contribute are integral to conceptualizing psychological maladjustment.  Both family 

socialization processes and interpersonal schema, influenced by family as well as peer 



   
 

28

and broader social systems, are evidenced to have repetitive and persistent effects on the 

adolescent’s interpersonal functioning (Baumrind, 1978, 1991; Rollins & Thomas, 1979; 

Stark, et al, 1991; Westen, et al, 1991).  There is currently a dearth of empirical research, 

especially in younger populations, on specific patterns of interpersonal experience and 

beliefs and how they differentially impact psychological dysfunction; in other words, 

how the individual’s interpersonal templates might contribute to different psychological 

symptoms and disorders.  

This study examined cognitive-interpersonal processes in psychological 

disturbance.  Self-report measures of family functioning and family messages provided 

information on the child’s family socialization, while an exploratory coding method was 

developed and used to derive interpersonal schema, core social beliefs and expectations, 

from projective narratives.  Adolescents’ patterns of interpersonal beliefs and 

expectations (schemata) and interpersonal experiences (family socialization) were 

hypothesized to differentiate between four categories of psychological functioning (a 

group experiencing a depressive disorder, a group experiencing an externalizing disorder, 

a group experiencing both depressive and externalizing disorders, and a nonclinical 

comparison group).  Further, as proposed by cognitive interpersonal theory, interpersonal 

schema was predicted to mediate the relationship between family socialization and 

psychological functioning. 

Questions and Hypotheses 

This study addressed the following hypotheses: 

Research Question 1:  

Are self-reported family socialization variables (family functioning and family 

messages) able to differentiate among adolescents in depressive, externalizing, comorbid 

and nonclinical diagnostic groups? 
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Hypothesis 1:  

It was predicted that perceived patterns of family socialization as measured by the 

Self-Report Measure of Family Functioning (SRMFF; Bloom, 1985) and the Family 

Messages Measure, mother and father forms (FMM; Stark, 1996), would predict group 

membership (depressed, externalizing, comorbid or nonclinical control) as measured by 

the Schedule for Affective Disorders and Schizophrenia, Present Episode Version (K-

SADS-P; Puig-Antich & Ryan, 1986). 

Diagnostic Category = A function of family socialization (i.e. family functioning 

+  family messages variables) (see Figure 2) 
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Figure 2:  Predicted Family Socialization Patterns 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Rationale:  

Family Functioning:  There is support in the literature on family processes, albeit 

limited, to justify hypotheses about the differential impact of family environment on 

psychological disturbance (Dadds et al, 1992; Tolan, Gorman-Smith, Huesmann & Zelli, 

1997).  Combinations of family interaction characteristics have been found to contribute 

differentially to predictions of aggression and depression (Dadds, et al, 1992; Dodge, 

1993; Sanders, et al, 1992).  Therefore, it was predicted that each subscale would be 

uniquely influential for the dependent variables. 
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Parent-child interactions characterized by high levels of acceptance, democratic 

interaction, and reasoned behavioral control contribute to a child’s emotional wellbeing, 

successful school integration (Shucksmith, Hendry & Glendinning, 1995), and social 

competence (Renouf, et al, 1997). Therefore, it was hypothesized that high scores on 

Cohesion, Social-Recreational Orientation and Communication and low scores on 

Conflict would  predict classification in the control group. 

Child loneliness is found to positively relate to the loneliness of the parent 

(Henwood & Solano, 1994), similar to reports of correlations between child and parent 

depression.  Associations between protective or isolating family situations and child 

affective disorders have also been well explored (Simic & Fombonne, 2001; Grotevant, 

1983).  Authoritarian parenting, described by Baumrind as inflexible, overcontrolling and 

underresponsive, has been evidenced to lead to pessimistic attributional patterns, 

helplessness and thwarted autonomy in children and adolescents with depression (Barber, 

1992; Baumrind, 1991).  Therefore, of the diagnostic groups, low Social Recreational 

Orientation and high Authoritarian Style were expected to be predictive of the depressed 

group. 

Families with aggressive children have been found to engage in frequent 

exchanges of hostile behaviors and negative reinforcement traps (Patterson, 1982) in 

which aversive behaviors are reciprocated and escalate to greater conflict and coercion 

(Kazdin, 1998; Lindahl, 1998; Rutter, 1995, 1997).  Youths with pure conduct disorder 

display both depressed and angry affect, while children with depression and comorbid 

depression/conduct problems are reported to display similar high levels of depressed 

affect and low levels of angry affect within the family environment (Dadds, et al 1992; 

Sanders, et al, 1992).  In somewhat contradictory findings, a comparison of conduct-

disordered and depressed/conduct-disordered (DCD) adolescents, the DCD group showed 
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fewer overtly aggressive behaviors but had similar reports of serious family disturbance. 

For both groups of depressed youngsters, high levels of depression were associated with 

low levels of conflict and anger in family members.  Therefore, of the diagnostic groups, 

high Conflict and low Communication were expected to be accurate predictors of both 

externalizing and co-occurring classifications. 

When several family process scales were given to two large samples of urban 

families, the scale capturing family cohesion was found to be inversely related to child 

aggression but not to depression (Tolan, et al, 1997). Inconsistent and ineffective 

discipline, also described as laissez-faire parenting, is also related to conduct problems 

(Kazdin, 1998; Lindahl, 1998; Rutter, 1995, 1997).  Low Cohesion and high Laissez-

Faire scores were also expected to predict classification in the externalizing and co-

occurring groups. 

Family Messages:  To date, research has focused on negative parental messages 

associated with depression (Lux, 1990; Schmidt, 2001).  Some evidence supports the 

premise that negative messages from parents can be predictive of the child’s own 

negative cognitions and ratings of depression (Stark, at al, 1993, 1996).  Mothers with 

depression have been described as more negative and less positive in communications 

with their children (Hammen, et al, 1990; Hops, et al, 1987).  

Less is known about relationships between negative parental messages and 

externalizing behaviors, but families with depressed fathers have been characterized by 

low rates of positivity, high positivity suppression and child externalizing behavior 

problems (Jacob & Johnson, 2001).  Aggressive youth often show an insensitivity to 

social cues and a bias toward self-enhancement (Rudolph & Clark, 2001), which lends 

support to a proposed underreporting of and/or insensitivity to negative parental 

messages, unlike depressed children who are known to internalize negative 
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interpretations (Beck, 1979; Gotlib, et al, 1993; Lewinsohn, Roberts, Seeley, Rohde, 

Gotlib & Hops, 1994; Stark, et al, 1996; Stark et al, 2000).  It was therefore predicted 

that, of the diagnostic groups, negative Family Maternal and Paternal Messages scores 

would be most likely to predict classification in the depressive and co-occurring groups. 

Research Question 2:  

Are narrative-derived interpersonal schemata variables able to differentiate among 

adolescents in depressive, externalizing, comorbid and nonclinical diagnostic groups? 

Hypothesis 2:  

It was hypothesized that interpersonal  schema  variables  –  Emotional  

Deprivation  (ED), Abandonment/ Neglect (AN), Social Isolation (SI), Aggression (AG), 

Entitlement (EN), Other-Directedness (OD), Emotional Expression (EE), Distorted 

Causality (DC), Helplessness (HE), Quality of Relational Interaction (QR) – as measured 

by TAT interpersonal schema coding system (Ballatore, Bronik & Yancy, 2002), would 

predict the accurate classification of adolescents as depressed, externalizing, co-occurring 

or control, as measured by the Schedule for Affective Disorders and Schizophrenia, 

Present Episode Version (K-SADS-P; Puig-Antich & Ryan, 1986). 

 
Diagnostic Category = Emotional Deprivation (ED) + Abandonment/ 

Neglect (AN) + Social Isolation (SI) + Aggression (AG) + Entitlement (EN) + Other-

Directedness (OD) + Emotional Expression (EE) + Distorted Causality (DC) + 

Helplessness (HE) + Quality of Relational Interaction (QR)  (see Figure 3). 
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Figure 3:  Predicted Interpersonal Schemata Patterns 
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profile.  Children and adolescents who are depressed tend to interpret others’ behaviors 

toward them as unfavorable; they make critical self-evaluations, blame themselves for 

perceived social negativities and consider the cause to be internal, global and stable 

(Kaslow, Rehm, & Seigel, 1984; Peterson, Colvin, & Lin, 1992).  The depressed 

adolescent is therefore more likely to appear passive, helpless or avoidant in social 

situations, hindering healthy relational interaction (Dodge, 1993). 

Likewise, an abundance of research supports relationships between child 

aggression and distorted social interpretations (i.e., distorted causality), aggression, 

entitlement and neglect.  Externalizing adolescents have difficulty developing and 

maintaining close friendships due to exaggerated or inaccurate interpretations of hostility 

in others (Dill, et al, 1997); their social interactions are frequently characterized by 

actively annoying, threatening or retaliatory behaviors.  Externalizing children report 

aggressive behaviors as less problematic and more “friendly,” and expect more positive 

outcomes from aggressive behaviors (Crick & Ladd, 1991; Quiggle, et al, 1992).  

Conduct disordered children and adolescents are shown to display oppositional behaviors 

at twice the rate or higher compared to the nonclinical, depressed and mixed groups.  An 

argument can also be made for several of the proposed interpersonal schema variables to 

be predictive of both depression and aggression.  It appears that in children with 

depression as well as conduct disorder present, depressive symptoms serve to moderate 

the extent of “acting out” behaviors, reducing the severity of actively displayed verbal 

and nonverbal opposition (Dadds, et al, 1992; Sanders, et al, 1992; Lakey & Loeber, 

1994).  In research examining fourth grade children, those with a dual diagnosis were 

most likely to be “socially rejected,” while externalizing youth were more likely rated as 

“controversial,” though overall the conduct-disordered and mixed-disordered social 
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profiles were fairly similar (Cole & Carpentieri, 1990).  The ability of these interpersonal 

factors to differentiate between disorders in a meaningful way is yet to be determined. 

Research Question 3:  

Is interpersonal schema a mediator between family socialization (family 

functioning + family messages) and adolescent psychological condition? 

Hypothesis 3: 

It was hypothesized that interpersonal schemata variables will mediate the 

predictive relationship between family socialization variables and diagnostic 

classification as measured by the Schedule for Affective Disorders and Schizophrenia, 

Present Episode Version (K-SADS-P; Puig-Antich & Ryan, 1986; see figure 4). 

Rationale:  

Consistent with the cognitive interpersonal premise as described by Shirk (1998), 

“continuities between early interpersonal experience and later interpersonal functioning 

are mediated by representations or working models of the self in relation to attachment 

figures” (p. 5).  Interpersonal models or schema are believed to originate within the 

family-of-origin environment and continue to be shaped by subsequent extra-familial 

interpersonal interactions.  Therefore, it is through internalized family interpersonal 

patterns that family socialization is proposed to influence adolescent social and emotional 

problems (Beck, 1887; Strupp, 1986).  These encoded expectations of others’ probable 

response to self are hypothesized to be the link between past family experience and 

present psychological adjustment (Shirk, 1998). 

As discussed previously, the literature indicates that adolescents described as 

depressed have somewhat different family socialization experiences and interpersonal 

schema profiles than those described as externalizing (Dadds, et al, 1992; Dodge, 1993; 

Sanders, et al, 1992).  If interpersonal schema acts as a mediator between family 
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processes and adolescent psychopathology, then a youngster with an “externalizer 

profile” on interpersonal schema (high on scales of Aggression, Entitlement, 

Abandonment/Neglect, Quality of Relational Interaction) would be more likely to have 

an externalizer diagnosis than a child with no or low indications on these scales.  It is 

further assumed that depressive interpersonal schema is predicated on externalizer family 

process scales (low Cohesion and Communication, high Laissez Faire Style and 

Conflict).  Likewise, a child with a “depression profile” on interpersonal schema (high on 

scales of Social Isolation, Emotional Deprivation, Helplessness, Other-Directedness, 

Quality of Relational Interaction) would be more likely to have a diagnosis of depression 

than a child with no or low indications on these scales, given similar predicted depression 

profile family processes (low Social Recreational Orientation, high Negative Family 

Messages and Authoritarian Style). 

Lastly, adolescents with co-occurring diagnoses involving both internalizing and 

externalizing features seem to be at particularly high risk for social and psychiatric 

difficulties, but differ from children who are purely depressed or externalizing in the 

severity and pattern of symptoms (Cole & Carpentieri, 1990).  Therefore, it was expected 

that youngsters with elevated scores on both depression and externalizer interpersonal 

schema profiles would be more likely to have a dual diagnosis, premised on the “co-

occurring profile” of family processes variables (low Cohesion and Communication, high 

Laissez Faire Style, Conflict and Negative Family Messages). 
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Figure 4: Mediational Model
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CHAPTER 3:  RESEARCH METHODOLOGY 

Overview 

For the purposes of this research, adolescents with depressive, externalizing and 

co-occurring diagnoses in a residential treatment setting and nonclinical comparison 

adolescents in a school setting completed a semi-structured diagnostic interview, a 

projective narrative measure, and paper-and-pencil self-report measures assessing family 

process variables.  Whenever possible, a caregiver of those participants in residential 

treatment completed a semi-structured diagnostic interview concerning his or her child’s 

symptoms and behaviors, and a caregiver of nonclinical participants completed an 

abbreviated version of the same interview.  This data was drawn from a larger ongoing 

study investigating the development and maintenance of mood and behavioral disorders 

in older children and adolescents. 

Participants 

Demographic Characteristics 

This study examined a clinical sample of 66 adolescents admitted to a Central 

Texas residential treatment center and a sample of 28 nonclinical comparison adolescents 

attending middle and high school in a suburban Central Texas community. The subjects 

in the sample were in grades 6 to 12 (M = 8.89, SD = 1.41) and ranged in age from 12 to 

18, (M = 14.68, SD = 1.40).  The sample contained a total of 38 females and 56 males.  

The majority of subjects described themselves as Caucasian, (86.7 %, n = 78), 4.4 % as 

Hispanic, 3.2 % as Multiracial, 2.2 % as African-American, 1.1 % as Asian and 2.2 % as 

Other.  Four subjects were missing information on race/ethnicity.  Of the diagnostic 

groups 67.7 % of the youths were classified as Emotionally Disturbed (ED), 6.5 % as 
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Learning Disabled (LD), 12.9 % as ED + LD, and 12.9 % as regular education. 

Nonclinical participants were taken from the regular education population. 

Demographic information was also obtained for family living arrangements.  Of 

the 90 subjects who responded, 36.7 % lived with both biological parents, 16.7 % with 

biological mothers, 27.8 % with biological mother and stepfather, 5.6 % with biological 

fathers, 6.7 % with biological father and stepmother, 1.1 % with grandparents, 3.3 % with 

adopted parents, and 2.2 % with arrangements described as “other”. 

Diagnoses 

The diagnoses for each participant from the residential treatment center are 

presented in Tables 1, 2 and 3.  Participants are divided into three groups according to 

diagnosis; members of the depressed group (n= 19) have a primary diagnosis of Major 

Depressive Disorder (MDD) or Dysthymic Disorder (DD) with no externalizing 

secondary diagnosis (Table 1); members of the externalizing group (n=15) have a 

primary diagnosis of Oppositional Defiant Disorder (ODD) or Conduct Disorder (CD) 

with no secondary diagnosis of a depressive disorder (Table 1); and members of the 

comorbid group (n=32) have diagnoses of both a depressive and an externalizing 

disorder.  A diagnosis of Attention Deficit/Hyperactivity Disorder does not meet this 

study’s criteria for the externalizing group, because it is significantly different from CD 

and ODD in terms of diagnostic criteria and developmental course (Frick, 1994; Loeber, 

et al, 2000).  Therefore, a primary diagnosis of depression with a secondary diagnosis of 

ADHD would fall in the depressed group. 
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Table 1:  Primary and Secondary Diagnoses of the Sample Depression Diagnoses 
 

Participant # Gender Primary Diagnosis Secondary Diagnosis 
 
 
 004 M Major Depressive Disorder No Secondary Diagnosis 
 014 M Major Depressive Disorder Substance Abuse 
 022 F Major Depressive Disorder Substance Abuse 
 024 M Major Depressive Disorder No Secondary Diagnosis 
 033 F Major Depressive Disorder No Secondary Diagnosis 
    /w Borderline features 
 040 M Major Depressive Disorder Posttraumatic Stress Disorder 
 052 M Major Depressive Disorder Posttraumatic Stress Disorder 
 071 M Major Depressive Disorder Attention Deficit Hyperactivity 
    Disorder 
 088 M Posttraumatic Stress Disorder W/ Depressed Mood 
 089 F Major Depressive Disorder Dysthymic Disorder 
 091 M Major Depressive Disorder Attention Deficit Hyperactivity 
    Disorder 
 092 F Major Depressive Disorder No Secondary Diagnosis 
 094 F Major Depressive Disorder Attention Deficit Hyperactivity 
    Disorder 
 095 F Posttraumatic Stress Disorder Major Depressive Disorder 
 097 F Major Depressive Disorder No Secondary Diagnosis 
 098 F Major Depressive Disorder Generalized Anxiety Disorder 
 105 F Bipolar Disorder Posttraumatic Stress Disorder 
 106 M Major Depressive Disorder Dysthymic Disorder 
 118 F Major Depressive Disorder Posttraumatic Stress Disorder 
 
N = 19 
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Table 2:  Primary and Secondary Diagnoses of the Sample Externalizer Diagnoses 
 

Participant # Gender Primary Diagnosis Secondary Diagnosis 
 
 
 012 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder-C 
 032 M Conduct Disorder No Secondary Disorder 
 036 M Oppositional Defiant Disorder DDNOS 
 051 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder-C 
 045 M Conduct Disorder  DDNOS 
 047 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder, DDNOS 
 058 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder, DDNOS 
 059 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder 
 062 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder 
 066 M Conduct Disorder No Secondary Disorder 
 067 M Conduct Disorder Attention Deficit Hyperactivity 
    Disorder 
 081 M Conduct Disorder Substance Abuse 
 100 F Oppositional Defiant Disorder ADJ Disorder W/Dep Mood 
 101 M Substance Abuse Oppositional Defiant Disorder 
 117 F Substance Abuse Oppositional Defiant Disorder, 
    DDNOS 
 
N = 15 
 



   
 

43

Table 3:  Primary and Secondary Diagnoses of the Sample Co-occurring Diagnoses 
 
Participant 
       # Gender Primary Diagnosis Secondary Diagnosis 
 
 
 002 M Dysthymic Disorder Conduct Disorder 
 003 F Major Depressive Disorder Oppositional Defiant Disorder 
 013 F Intermittent Explosive  Major Depressive Disorder 
 015 F Major Depressive Disorder Oppositional Defiant Disorder 
 016 M Major Depressive Disorder Attention Deficit Hyperactivity 
    Disorder 
 017 F Major Depressive Disorder Conduct Disorder 
 021 M Major Depressive Disorder Conduct Disorder 
 023 M Major Depressive Disorder Conduct Disorder 
 025 F Conduct Disorder Major Depressive Disorder 
 026 M Conduct Disorder Major Depressive Disorder 
 027 F Major Depressive Disorder Oppositional Defiant Disorder 
 028 F Major Depressive Disorder Substance Abuse 
 030 F Major Depressive Disorder Conduct Disorder 
 031 M Major Depressive Disorder Conduct Disorder 
 037 M Major Depressive Disorder Dysthymic Disorder 
 038 M Major Depressive Disorder Substance Abuse 
 039 M Major Depressive Disorder Conduct Disorder 
 042 M Dysthymic Disorder Conduct Disorder 
 043 F Conduct Disorder Major Depressive Disorder 
 046 M Major Depressive Disorder Oppositional Defiant Disorder 
 049 M Major Depressive Disorder Dysthymic Disorder 
 050 F Major Depressive Disorder Conduct Disorder 
 053 M Conduct Disorder Dysthymic Disorder 
 054 M Major Depressive Disorder Conduct Disorder 
 057 F Major Depressive Disorder Oppositional Defiant Disorder 
 064 M Major Depressive Disorder Conduct Disorder 
 079 M Major Depressive Disorder Conduct Disorder 
 082 F Depressive Disorder NOS Oppositional Defiant Disorder  
 084 M Major Depressive Disorder Intermittent Explosive 
    Disorder 
 093 M Major Depressive Disorder Conduct Disorder 
 116 F Major Depressive Disorder Eating Disorder NOS, ODD, 
    CD features 
 119 F Major Depressive Disorder Conduct Disorder 
 N = 32 



   
 

44

  
 

Procedures  

Data was collected from a larger study investigating multiple factors, including 

cognitive, behavioral, affective, interpersonal and family variables, in children and 

adolescents experiencing depressive, externalizing and other psychological disorders. 

Clinical participants were selected from a residential treatment center in Central Texas.  

A contact person from the treatment center would inform a research coordinator as 

individuals meeting inclusionary criteria were admitted to the facility.  Participants were 

excluded based on the presence of psychotic or primarily organically based psychological 

disorders, or scores below 75 on a standardized measure of cognitive abilities, as these 

issues were believed to be confounding variables; a learning disability was not considered 

exclusionary.  Nonclinical control participants were selected from middle and high 

schools in a suburban Central Texas community, seeking an approximate match in 

subject age and gender.  

Consent and Assent 

Prospective adolescent participants and their caregivers were informed of the 

study and invited to participate.  If both agreed, separate assent forms were provided for 

the child and the caregiver (Appendix A).  The youngster read and signed the assent form 

prior to completing the child interview or measures.  Participants were informed that they 

had the right to discontinue their involvement in the study at any time. 

Ethical Considerations 

This study, conducted under the guidelines of the University of Texas IRB, gave 

full consideration to ensuring the wellbeing of participants.  Written, informed consent 
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was obtained from both adolescent and caregiver participants.  Participants were 

encouraged to ask questions about the nature of the research and were allowed to 

discontinue the study at any time.  To ensure the privacy of the participants, identification 

numbers were assigned to each subject upon completion of the measures.  Adolescents 

were also given the option to have the information obtained through the study withheld 

from clinicians at the residential treatment facility.  Throughout the data collection, 

regular contact was maintained with staff at the treatment center to ensure that the impact 

of the research on clients and the facility itself was kept to a minimum. 

Data Collection 

Administration of the Diagnostic Interview 

Taped diagnostic interviews using the Schedule for Affective Disorders and 

Schizophrenia, Present Episode Version (K-SADS-P; Puig-Antich & Ryan, 1986; 

Appendix B) were administered to all participants on site.  Parent phone interviews were 

also conducted whenever possible, to be compared with adolescent and psychiatric intake 

information. 

Doctoral students trained in K-SADS-P administration conducted the diagnostic 

interviews.  These students had already completed coursework in child psychopathology 

and individual testing.  Intensive K-SADS-P training was conducted by faculty and 

senior students from the University of Texas at Austin, and included step-by-step review 

of all diagnostic questions, role-plays of the interview process, observations of K-SADS-

P administration, supervised practice interviews and review of taped practice interviews. 

A minimum inter-rater reliability criterion using a kappa coefficient of .80 was 

established. 
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Interviews were conducted within one week of the date of admission.  

Interviewers were blind to the initial diagnosis.  If a discrepancy existed between the 

previously charted psychiatric diagnosis and that of the diagnostic interview, the 

interviewer and psychiatrist discussed the case and assigned a final consensus.  

Administration of the Self-Report Measures 

Clinical participants completed a battery of self-report measures, in 

counterbalanced order, within one week of admission to the residential treatment facility. 

Included in this battery are the measures relevant to this study, the Self-Report Measure 

of Family Functioning (SRMFF; Bloom, 1985; Appendix C) and the Family Messages 

Measure, both mother and father forms (FMM; Stark, et al, 1996; Appendices D & E). 

Nonclinical control participants matched for age and gender, students in a Central 

Texas suburban community, completed the same battery of tests; these were administered 

on the students’ middle and high school campuses over one or two sessions within a two-

week period. 

Administration of the Thematic Apperception Test 

As part of the larger study, trained doctoral student members of the research team 

administered a series of 13 TAT cards in standardized sequence.  Specific instructions 

were provided for administration; participants were asked to tell a story for each card, 

including what is happening in the picture, what happened before, what will happen next, 

what the characters are thinking, and what the characters are feeling.  When subject 

responses were incomplete, testers prompted for the missing elements.  Participants were 

told that there were no right or wrong responses, to feel free to say what comes to mind. 

The administrations were tape-recorded and all protocols transcribed. 
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Development and Scoring of the Interpersonal Schema Coding Manual 

The coding system employed here uses narratives provided by the TAT as a way 

to capture a variety of relational beliefs and expectations across a variety of social 

contexts and interactions (Appendix E).  An extensive examination of schema and 

interpersonal process literature provided the initial pool of potential schema variables. 

Variables chosen to make up the collective measure of dysfunctional interpersonal 

schema were those that 1) are well-evidenced in the literature to make a stable, consistent 

contribution to psychological disturbance; and 2) clearly reflect an element of social 

interaction, involving expectations or actions that would influence the interpersonal 

process; and 3) are believed to be “stable and enduring themes that develop during 

childhood and are elaborated upon throughout the individual’s life” (Young, 1994, p. 9). 

This coding system captured only what was considered the presence of maladaptive 

interpersonal schemas, leaving indications of positive or neutral interpersonal schemata 

uncoded, limiting variance to one side of the continuum.  

The exploratory nature of this coding system lends itself to the initial inclusion of 

a relatively large number of variables.  Because most of these dimensions have not been 

measured by a projective coding method, it was not known whether the TAT narratives 

would contain enough verbal productivity to provide information sufficient to code, or 

even whether it was possible to capture all of these dimensions from TAT-derived 

narratives.  Therefore, it was believed that an inclusive approach would be more likely to 

capture information relevant to interpersonal schema.  After a thorough review of the 

literature, 13 interpersonal variables were identified.  After applying the coding system to 

a series of non-sample narratives to test the definitional clarity and productivity of each 

variable, the number was reduced to ten.  See the Interpersonal Schema Coding Manual 

(Appendix E) for scale definitions and examples.  
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Of the final 10 variables, 6 were derived from Young’s theory of Early 

Maladaptive Schemas (EMS), which he describes as “extremely stable and enduring 

themes that develop during childhood, are elaborated throughout an individual’s lifetime, 

and are dysfunctional to a significant degree” (Young, 1999, p. 9).  The following are 

brief descriptions of schemas derived from Young’s relationally-oriented domains:  

*Abandonment/Neglect (AN) is a perceived unreliability of those available for 

support and connection, which involves the sense that significant others will not be able 

to continue providing emotional or practical support because they are unstable and 

unpredictable, or because they will die imminently. 

*Social Isolation (SI) is the feeling that one is isolated from the rest of the world 

and/or not a part of any group or community. 

*In Emotional Deprivation (ED), an emotional need exists which is not being 

adequately met by others who would reasonably be expected to provide emotional 

support. 

*Entitlement (EN) is the asserting of one’s power, forcing one’s point of view, or 

controlling others’ behaviors in line with one’s own desires regardless of what is 

reasonable.  It can involve excessive competitiveness or domination of others without the 

indication of empathy or concern.  

*Other-Directedness (OD) is excessive focus on the desires and responses of 

others, at the expense of one’s own needs, in order to gain love and approval or avoid 

retaliation. 

*Aggression (AG) is a more broadly defined version of Young’s “Punitiveness”, 

incorporating all references to verbal and/or physical hostility as a reflection of the 

individual’s expectations of aggression. 
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Two scales were derived from Westen’s research using TAT transcripts to capture 

distorted object relations and social cognition (Westen, Lohr, Silk, Gold & Kerber, 1990): 

*Distorted Causality (DC) describes the integrity of the narrative’s cause and 

effect, or the connection between emotional/behavioral depictions and the narrative 

outcomes.  In other words, is the story cohesive, and is the outcome reasonably supported 

by the progression of events? 

*Quality of Relational Interaction (QR) refers to what Westen calls the affect-

tone of relationship paradigms, “the affective coloring of the object world,” which 

captures relational attributions through the affective representation of relationships. 

The final two scales, Helplessness and Emotional Expression, were added by the 

investigators as interpersonal factors evidenced to contribute to psychological distress 

and not subsumed by the existing scales: 

*Helplessness (HE) is hypothesized to lead individuals to perceive an inability to 

control social situations.  A basic premise of the reformulated learned helplessness 

model, later termed hopelessness depression, is the perception of low personal control 

(Abramson, Seligman & Teasdale, 1978).  The individual’s perception of the ability to 

influence situations and outcomes is strongly related to degree of effort, planning and 

motivation (Anderson, 1991). 

*Emotional Expression (EE) – the use of affective vocabulary – indicates the 

ability to comprehend and convey emotions and label feelings.  Emotional 

communication is important to the health and maintenance of social relationships because 

it promotes understanding and bonding between groups and individuals (Reis, Collins & 

Berscheid, 2000).  Accurate emotional communication appears to be a characteristic of 

healthy close relationships (Ickes, 1997), while inaccurate interpretations of another’s 

affective state is common to relationships in distress. 
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Inter-rater reliability was established with intra-class correlation, which evaluates 

the level of agreement between raters, allowing for more than two raters to be included. 

Results are reported in Tables 4 and 5. 

Instrumentation 

The following is a description of instruments used in this study.  The measures 

chosen for this research represent sound operational definitions of theoretically supported 

constructs and have been employed in previous research. 

Measurement of Externalizing and Depressive Symptoms 

The Schedule for Affective Disorders and Schizophrenia, Present Episode 

Version (K-SADS-P; Puig-Antich & Ryan, 1986) is a widely used semi-structured 

clinical interview which includes questions on approximately 200 symptoms relevant to 

Axis I DSM-IV diagnoses.  Designed for use with both children ages 6-18 and their 

parents, the K-SADS-P rates symptoms on Likert-type scales which record both presence 

and severity.  For purposes of this research, the sections assessing presence and severity 

of dysthymia, major depression, conduct disorder and oppositional defiant disorder were 

used.  Diagnoses of the aforementioned disorders are based on the adolescent’s 

endorsement of symptoms sufficient for meeting clinical DSM-IV criteria in each of 

these areas. 

An examination of test-retest reliability for the K-SADS-P involving 52 

participants found the clinically relevant composite scale for depression to have 

acceptable test-retest reliability (.81) and internal consistency reliability (.72). The 

clinically relevant scale for conduct disorder was also reported to have adequate 

reliability (.74) and high internal consistency reliability (.86) (Chambers, Puig-Antich, 

Hirsch, Paez, Ambrosini, Tabrizi & Davies, 1985). In other findings, test-retest reliability 
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(r >.67, Apter, Orveschel, Leseg, Moses & Tyano, 1989) and internal consistency 

(Cronbach alpha >.67, Ambrosini, Metz, Pabucki, & Lee, 1989) were also reported as 

adequate. The K-SADS-P has been shown to have high inter-rater reliability at or above 

kappa .80. 

Measurement of Family Functioning 

Interpersonal areas of family functioning were evaluated through the use of six 

subscales of the Self-Report Measure of Family Functioning  (SRMFF; Bloom, 1985). 

Originally designed for use with adults, the child version involved adaptation in language 

and readability; slight changes were made to the wording of some items to facilitate 

comprehension.  Factor analysis indicated factors similar to those in the measure as 

originally designed (Lux, 1990).  Subscales represented here were in some cases slightly 

revised through combining same-factor subscales, consolidating two highly correlated, 

redundant items into one, and omitting items shown to have poor reliability. Among the 

omitted subscale items were: “We were full of life and good spirits” (Family Sociability), 

“Family members were expected to have the approval of others before making decisions” 

(Disengagement), “Family members sometimes attended courses or took lessons for 

some hobby or interest” (Active-Recreational Orientation) and “Family members felt free 

to say what was on their minds” (Expressiveness). This resulted in the strengthening of 

inter-item correlation and Cronbach alpha.  Reliabilities for the subscales range from .69-

.92. 

The subscales chosen as most relevant to the interpersonal domain consist of 

Cohesion (Cohesion + Disengagement, negatively loaded), Communication 

(Expressiveness + Democratic Style), Conflict, Social-Recreational Orientation (Active-

Recreational + Family Sociability), Authoritarian Style and Laissez-Faire Style.  

Combined, the subscales total 40 items; Cohesion (9), Communication (8), Social-
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Recreational Orientation (9), Conflict (5), Laissez-Faire (5), and Authoritarian Style (4).   

On a 5-point Likert-like scale, respondents are presented with a family-related statement 

and choose from Never True, A Little True, Mostly True, Pretty Much True and Very 

True.  Sample items include, “Our family gets together with friends,” and, “Family 

members sometimes get so angry they throw things.”  

Measurement of Family Messages 

The Family Messages Measure (FMM; Lux, 1989) is a self-report measure that 

assesses the child’s perceived parental communications concerning self, world and future. 

It is derived from the Cognitive Triad Inventory for Children, (CTI-C; Kaslow, et al, 

1992) which originated with Aaron Beck’s Cognitive Triad Inventory.  Two versions 

assess paternal and maternal messages separately; the maternal messages version was 

used in this research.  The 36-item measure contains three 12-item scales which capture 

both functional and maladaptive communications the child receives from the parent about 

the self (e.g., “My mother tells me I can’t do anything right”), the world (e.g., “My 

mother says that no matter what I do, other people will get in my way”), and the future 

(e.g., “My mother tells me that being grown up is no fun”). Internal consistency 

reliability was found to be adequate for both the measure of mothers (r=.88) and fathers ( 

r=.89). 

Measurement of Interpersonal Schema 

Over the last couple of decades, Thematic Apperception Test (TAT; Murray, 

1943) research has been developing in the area of interpersonal object relations studies. 

As Bellak emphasizes, a great strength of the TAT is its ability to shed light on aspects of 

the individual’s interpersonal experiences by exploring the relationship narratives among 

figures in the pictures (Abrams & Bellak, 1986).  Thus far, approaches for scoring the 
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TAT for interpersonal themes have been primarily focused on schizophrenia and 

personality disorders research, due to their significant impairment in relating to others 

(Westen, 1991; Westen, et al, 1990).  Because relational difficulties are also common in 

those suffering from mood and externalizing disorders, the TAT appears to be a 

promising method for examining these disturbances from a cognitive-interpersonal 

framework. 

The TAT has been used in personality research, as well as in a variety of clinical 

research studies examining drug and alcohol abuse, communication deviance, motivation 

and physical illness, to name a few.  The TAT has also been well utilized with young 

people.  The individual’s use of projection becomes stronger in middle childhood and 

preadolescence, as does verbal production, making this instrument more appropriate as a 

child matures (Cramer, 1996). 

In this investigation, narratives from thirteen TAT cards (Thematic Apperception 

Test; Murray, 1943) were coded using the Manual for Interpersonal Schema Analysis 

(MISA; Bronik, Yancy & Ballatore, 2002, Appendix E).  The MISA coding system 

contains ten scales – Abandonment/Neglect (AN), Emotional Deprivation (ED), Social 

Isolation (SI),  Aggression (AG), Entitlement (EN), Other-Directedness (OD), Emotional 

Expression (EE), Distorted Causality (DC), Helplessness (HE), and Quality of Relational 

Interaction (QR) – with each scale containing four levels.  Level 0 denotes a neutral or 

adaptive response; levels 1, 2 and 3 go from lowest to highest level of maladaptive 

response. Scoring requires extensive training and practice using a detailed manual with 

general guides to coding as well as definitions and coding examples for each scale and 

level (Appendix E).  
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Reliability of Interpersonal Schema 

The Manual for Interpersonal Schema Analysis (MISA; Bronik, Yancy & 

Ballatore, 2002) is an exploratory interpersonal schema coding system specifically 

created to address research questions in this study.  Therefore, intraclass correlation was 

used to calculate inter-rater total scale score reliability to assist in developing and 

evaluating the measure.  

To establish inter-rater reliability, each of the three raters coded six non-sample 

protocols chosen to provide variety in subject diagnoses, age and gender.  First, to 

determine the level of agreement among raters, an average score was calculated across all 

cards for each rater for each total scale score.  This step provided inter-rater reliabilities 

for each scale as a whole.  Three of the original scales, Other-Directedness, Distorted 

Causality and Emotional Expression, were dropped due to unacceptable reliabilities 

and/or very low endorsement.  The inter-rater reliabilities for the retained scales are 

reported in the table below.  
 
 
Table 4:  Interpersonal Schema Scale Total Score Inter-Rater Reliabilities Across Raters 

 
 
Interpersonal Schema Scales  Inter-rater Reliabilities  
 
Abandonment/Neglect   .93 

Emotional Deprivation   .88 

Social Isolation    .86 

Aggression     .99 

Entitlement     .99 

Helplessness     .94 

Quality of Relational Interaction  .80   
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Next, intraclass correlations were calculated for each card on each interpersonal 

schema scale.  This reliability represents the average of each individual card’s inter-rater 

reliability for each scale, rather than for total scale scores across cards (shown above). 

These reliabilities are lower than those calculated for the whole scale, which influences 

measurement error.  Arguably, this reliability calculation is less meaningful than the 

whole scale reliability because the research measure considers the scales as a sum of 

ratings across cards, rather than as a card-specific measure. 
 
 
Table 5:  Interpersonal Schema Scale Mean Inter-Rater Reliabilities Across Cards 
 
 
Interpersonal Schema Scales  Inter-rater Reliabilities 
 
Abandonment/Neglect   .81 

Emotional Deprivation   .74 

Social Isolation    .67 

Aggression     .96 

Entitlement     .95 

Helplessness     .78 

Quality of Relational Interaction  .62 

 

To further explore the properties of the scales at card level, card inter-rater 

reliabilities were examined for the total 94-subject sample.  Reliabilities for ratings for 

each TAT card were examined to determine the rater reliability card-by-card on each 

scale.  Cards with reliabilities under .69 were dropped from the scales to limit 

measurement error while still allowing for a sufficient number of items (cards) to be 

retained on each scale.  
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After dropping cards with inter-rater reliabilities under .69 from each scale (based 

on the whole sample), internal consistency reliabilities were calculated for each scale, as 

presented in Table 6.  Coefficients were lower than anticipated, due in large part to the 

high number of “0”s coded, indicating absence of schema, as well as limited range of 

scores and number of items (cards) per scale. Psychometric limitations are further 

explicated in the Discussion chapter. 
 
 

 
Table 6:  Interpersonal Schema Scale Internal Consistency Reliabilities 

 
 
Interpersonal Schema Scales  Internal Consistency Reliabilities 
 
Abandonment/Neglect   .48   (9 items) 

Emotional Deprivation   .57  (8 items) 

Social Isolation    .71 (8 items) 

Aggression     .52 (13 items) 

Entitlement     .63 (12 items) 

Helplessness     .69 (11 items) 

Quality of Relational Interaction  .48 (6 items) 

 

Total Interpersonal Schema Score  .89 (69 items) 
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CHAPTER 4:  RESULTS 

 

This chapter discusses results of statistical analyses conducted to explore three 

principal research questions. The first question investigated the potential for certain 

family socialization process variables to differentiate among adolescents diagnosed with 

depression, an externalizing disorder, co-occurring depressive and externalizing 

disorders, and a nonclinical sample. The second question addressed the potential for 

theoretically-derived interpersonal schema variables, measured by an exploratory method 

developed for this research, to differentiate among the aforementioned diagnostic groups.   

In the third hypothesis, the potential of interpersonal schema variables as partial 

mediators between family process variables and adolescent diagnosis was examined.  

Specifically, in the primary analysis of the first question, a one-way between-

groups multivariate analysis of variance (MANOVA), with post hoc analyses, was 

computed to identify significant pair-wise differences among groups and family predictor 

variables.  Significant variables were then entered together in discriminant function 

analyses in order to determine which combination of variables best differentiates among 

the four diagnostic groups.  Primary analyses of the second question were conducted in 

the same manner using interpersonal schema predictor variables.  To address the final 

proposition of interpersonal schema variables as mediators between family variables and 

diagnostic category, an exploratory path analysis was conducted. Results are reported by 

hypothesis. 

Preliminary Analyses 

Preliminary analyses were completed to assess accuracy of the data base, explore 

demographic characteristics of the sample which might influence performance on the 
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independent measures, and to examine the assumptions of the statistical procedures used.  

To examine predictor variables for possible redundancy, which dilutes the effectiveness 

of discriminant function procedures (Tabachnick & Fidell, 2001), family and 

interpersonal schema correlational matrices were examined, as provided in Table 8.   

Data Preparation 

To prepare data for analyses, the computerized database was proofread to ensure 

that items were properly scored and entered and reflected expected response ranges, and 

to detect missing data points.  Missing data for family scales were judged to be “missing 

completely at random” (Bray & Maxwell, 1985); in other words, missing in a 

nonsystematic way.  Interpersonal schema scales contained no missing data.  Item level 

mean substitution was used to address minimal missing data in this dataset (King, Fogg 

& Downey, 1998).  This was considered an acceptable approach because missing data 

was minimal, this method doesn’t change the population mean, and the family scales 

have high reliabilities.  

 Lastly, within the family domain, two subjects completed the father Family 

Messages measure (FMM) but not the mother FMM.  For those two subjects whose 

fathers were acting as primary caregivers, the father FMM data was substituted for the 

mother FMM.  

Demographic Characteristics 

Chi-square analyses were computed to examine categorical demographic 

characteristics among diagnostic groups.  Computations revealed no significant 

differences among the four groups in terms of gender X

2 (3, N = 92) = 3.55, p = .31; or 

race/ethnicity X

2 (3, N = 90) = 7.48, p = .06.  Among diagnosed adolescents, there was no 

difference in educational status, X

2 (2, N = 62) = 2.14, p = .34.  Socioeconomic level was 
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not examined due to insufficient data.  Because recent research has been inconclusive in 

determining significant gender differences between males and females with depressive 

and conduct disorders (Boergers, et al, 2000; Garber & Flynn, 2001; Muris, et al, 2001; 

Schneider, et al, 2001), means and standard deviations for the predictor variables were 

compared by gender, with no significant differences found. 

One-way ANOVA were conducted to evaluate the group means across diagnostic 

groups with respect to age and grade at time of diagnostic interview, as shown in Table 7. 

 
Table 7: Group Means and Standard Deviations for Age and Grade  

 
                                                              Group                                                                        
 
Variable         Depressed    Externalizer    Co-occurring    Control        
       
       M            M          M         M 
                                      (SD)          (SD)         (SD)       (SD)           F        Sig         
Age in years at   15.05         14.47             14.68      14.65         .63       .60 
Time of interview  (1.03)         (1.46)             (1.35)      (1.65)   
(N=92)   
 
 
Grade in school at  9.33          8.47        8.84        9.19       1.34       .27 
Time of interview       (1.37)         (1.46)       (1.29)       (1.52) 
(N=91)         
 

Correlation Matrices 

To address the possibility of variable redundancy and the confounding of 

predictive ability among variables, the correlations between predictor variables were 

assessed within the family and interpersonal schema domains (see Tables 8 and 9).  

Redundant variables cause problems in statistical analyses by inflating the size of error 

terms and therefore weakening the analysis.  High correlations indicate overlap in content 

of underlying construct and therefore in explanatory power.  By the same token, when 
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informant subscales are part of the same method of assessment, shared method variance 

must also be taken into account, because common method variance can inflate the 

correlation (Kazdin, 1995). Multicollinearity, which occurs at very high correlations (.90 

and above), also violates the assumptions of MANOVA and discriminant function 

analyses.  In general, it is recommended that careful consideration be given to including 

bivariate correlations of .70 or higher (Tabachnick & Fidel, 2001), and similar research 

has employed a cutoff of .85 ( Kazdin, 1995). 

For this research, it was determined that a cutoff of .80 be used to identify 

variable redundancy.  As seen in the correlation matrices (Table 8) within the family 

domain, communication and cohesion subscales were significantly highly correlated 

(r = .87).  A close relationship exists between family cohesion and adaptive family 

communication, as they are interdependent, intertwined constructs.  Therefore, following 

a recommended method of handling highly redundant variables, a composite score 

combining the two subscales was created (Tabachnick & Fidel, 2001).  

Of the interpersonal schema variables, aggression and entitlement were 

significantly highly correlated (r = .81).  High correlation is not surprising given the 

overlapping IS coding definitions; aggressive behavior in a non-defensive context was 

also coded as some level of entitlement, and most examples of entitlement involved 

verbally or physically aggressive behavior.  These two variables were also combined to 

form a composite, Aggression/Entitlement. 
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Table 8:  Intercorrelation Matrix for Family Variables 
 

N=94 1 2 3 4 5 6 7 

1 Family Messages 1 .592** -.540** .565** -.477** .658** -.568** 

2 Communication -- 1 -.501** .778** -.328** .866** -.660** 

3 Conflict -- -- 1 -.500** .524**  -.661** .469** 

4 Social/Recreational 
   Orientation 

-- -- -- 1 -.219*   .759** -.648** 

5 Authoritarian Style -- -- -- -- 1 -.429** .258*   

6 Cohesion -- -- -- -- -- 1 -.677** 

7 Laissez Faire Style -- -- -- -- -- -- 1 

 
**  Correlation is significant at the 0.01 level (2-tailed) 

   *   Correlation is significant at the 0.05 level (2-tailed) 
 

Table 9:  Intercorrelation Matrix for Interpersonal Schema Variables 
 

N=94 1 2 3 4 5 6 7 

1 Abandonment/          
Neglect 

1 .702** .639** .297** .426** .699** .330**

2 Emotional     
Deprivation 

-- 1 .594** .343**. .450** .707** .544** 

3 Social Isolation -- -- 1 .091     .123     .676** .140    

4 Aggression -- -- -- 1 .810** .300** .509**

5 Entitlement -- -- -- -- 1 .434** .598**

6 Helplessness -- -- -- -- -- 1 .431** 

7 Quality of Relational 
   Interaction 

-- -- -- -- -- -- 1 

** Correlation is significant at the .01 level. 
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Analysis of Assumptions of Statistical Procedures 

Having addressed multicollinearity, the following section considers other 

statistical assumptions shared by MANOVA and discriminant function analyses.  The 

data met the basic MANOVA assumption of more cases than dependent variables in 

every cell.  For discriminant function analyses, a ratio of 20 cases per predictor variable 

is often recommended (Hair, et al, 1992), but Tibachnick and Fidell (2001) hold that 10 

subjects per predictor variable is sufficient.  Group sample sizes in this research were 

modest and unequal, ranging from 15 to 32, making the smallest group just under half the 

size of the largest.  

Homoscedasticity (homogeneity of variances and covariances) was examined 

using Box’s M, which examines the homogeneity of variance across groups.  The Box’s 

M test of homogeneity of variance-covariance indicated that robustness was not 

guaranteed for the interpersonal schema scales; therefore Pillai’s Trace, the most robust 

of multivariate effects tests, especially when dealing with smaller, unequal sample sizes 

(Olson, 1976), was used to assess significance, as recommended by Tabachnick and 

Fidell (2001).  Of the six family scales and six interpersonal scales, equality of error 

variance, an assumption of ANOVA used for post hoc analyses, was assessed using 

Levene’s test, which examines correlations between means and variances.  Two 

interpersonal schema domain scales, Emotional Deprivation and Aggression/Entitlement; 

and two family domain scales, Family Messages and Conflict, were found to be 

significant, p <.05 indicating the potential for inflated Type I error rate, or finding no 

difference when one actually exists. 

Skewness and kurtosis were calculated for each subscale score to examine the 

assumption that variables from this sample are normally distributed.  Using a statistic to 

standard error ratio of less than -2 or greater than +2 as a test of normality, the 
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interpersonal schema scales were elevated in skewness and kurtosis in a positive direction 

indicating clusters of scores on the low end, due to a high number of “0”s (representing 

absence of maladaptive schema).  Scores had restricted variability, due to the brevity of 

many of the TAT narratives.  Family scales were within normal ranges on skewness and 

kurtosis, indicating normal distribution.  

To examine score distributions, boxplots and stem-and-leaf diagrams were 

employed for univariate views of each group in the sample.  One control group case 

indicated extreme values (more than three hspreads above the upper or below the lower 

hinge) on four of the interpersonal schema scales and was dropped from analysis.  

Several cases contained a lower outlier value (between 1.5 and 3 hspreads), but not on 

multiple scales; therefore, these cases were retained. 

Primary Analysis 

Primary statistical analyses consisted of three procedures.  In the first two 

hypotheses, MANOVA were employed to determine whether 1) family socialization 

variables and 2) interpersonal schemata variables differ across adolescents described as 

depressed, externalizing, co-occurring and nonclinical, and which variables or 

combination of variables could be used to differentiate among these diagnostic 

categories.  Multiple discriminant function analyses (MDA) were then conducted to 

assess the relative importance of the independent variables in classifying cases into 

diagnostic groups, and the strength of those predictions.  Exploratory path analysis was 

used to examine the third hypothesis, a mediation model that examines the potential of 

interpersonal schema as a process variable mediating the predictive relationship between 

family socialization and group classification. 
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MANOVA 

As a first step in determining which variables might contribute to differences 

among the four group conditions, MANOVA were conducted.  MANOVA, a procedure 

appropriate for correlated dependent variables, were conducted separately for family and 

interpersonal schema domains.  First, the overall group difference significance was 

examined using Pillai’s Trace, shown to be the most robust of multivariate effects tests, 

especially when dealing with smaller, unequal sample sizes (Olson, 1976).  Following 

significant MANOVA results, ANOVA were conducted to detect group differences at 

p < .05.  Post hoc pair-wise multiple comparisons between diagnostic groups (fixed 

factor) and dependent variables were examined for significance using the Tukey hsd test, 

the method preferred when comparing a larger number of groups (Bray & Maxwell, 

1985).  

Discriminant Function Analysis 

Variables that contributed significantly (p < .05) to the differentiation of at least 

two diagnostic groups were then entered into multiple discriminant function analyses 

(MDA), used when the dependent variable has three or more categories.  These analyses 

were computed to assess the relative importance of the independent variables in 

classifying the dependent variable.  Specifically, separate MDAs were conducted for 

family and interpersonal schema domains to determine the predictive strength of 

significant variables in distinguishing among diagnostic conditions, and to eliminate 

factors that don’t appear to help define distinctions among the groups.  Wilks’ lambda 

was used to test the significance of the discriminant model as a whole.  Function-variable 

correlations or loadings indicate which independent variables are the most effective 

predictors for differentiating among groups.  Differences among predictor variable group 
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means and “hit rates” or percentages of correct group classification provide further 

information specific to each diagnostic group. 

Path Analysis 

After determining that family variables and interpersonal schema variables 

contribute separately to significant differentiation among diagnostic categories, an 

exploratory mediational analysis was conducted to address the third hypothesis, that 

interpersonal schema mediates the predictive relationship between family socialization 

and diagnostic classification.  A confirmatory method of factor analyses was run using 

Mplus structural equation modeling software (Muthen & Muthen, version 2.14, 2003), a 

program which allows for continuous and categorical variables.  The results are 

exploratory and must be interpreted with caution, as sample size is below that commonly 

recommended for structural equation modeling methods (Tabachnick & Fidell, 2001).  

To approach the recommended ratio of subjects to estimated parameter or path, a 

minimum of 10 subjects per parameter (Schnmacker & Lomax, 1996; Tabachnick & 

Fidell, 2001), the path analysis was run using only the most discriminating family 

variable and interpersonal schema variable as determined by discriminant function 

analysis, and two differentiated diagnostic groups of similar size.  As a just identified 

model, no goodness-of-fit estimate is provided.  The values of the estimated path 

coefficients were used to determine whether the model suggests that the relationships are 

partially or fully mediated.  Path estimates significantly different from zero suggest a 

mediational effect.  
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Hypotheses 

Test of Hypothesis 1 

The first hypothesis examined the ability of self-reported family variables to 

significantly differentiate among adolescents in depressive, externalizing, co-occurring 

and nonclinical diagnostic groups.  As a first step in determining which variables 

contribute to group differences, a one-way between-subjects MANOVA was performed 

on six dependent family domain variables: Family Messages, Authoritarian Style, 

Communication/Cohesion, Conflict, Laissez Faire Style, and Social-Recreational 

Orientation. Using Pillai’s Trace, the overall multivariate group effect was significant, F 

(18, 261)= 1.67, p = .045.  Therefore, post hoc ANOVA analyses were conducted on each 

independent variable to determine which groups had significant differences.  Pair-wise 

multiple comparisons between diagnostic groups (fixed factor) and dependent variables 

with significant group differences were examined for significance using the Tukey hsd 

test.  Family Messages (mother), Communication/Cohesion, Laissez Faire Style and 

Social-Recreational Orientation were found to be significantly different (p < .05), and 

Conflict significantly different (p < .10) among two or more groups.  Authoritarian Style 

was dropped from further analyses (Table 11).  

Of the four diagnostic groups, the nonclinical adolescents reported the highest 

scores on positive family domain variables (Social-Recreational Orientation [SRO], 

Family Messages and Communication/Cohesion), and the lowest indications of Laissez 

Faire Style and Conflict.  The nonclinical control group was significantly different from 

the externalizing group on all five family variables: SRO, (p = .001), Family Messages, 

(p = .002), Communication/Cohesion, (p = .015), Laissez Faire Style (p = .020), and 
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Conflict (p = .070).  The nonclinical group was significantly different from the group 

with co-occurring diagnoses on four of the five variables: SRO, (p = .003), Family 

Messages, (p = .018), Communication/Cohesion, (p = .022), and Conflict (p = .085).  No 

significant differences were reported for adolescents in the depressed category.  Mean 

scores in the co-occurring group fell between those classified as externalizing and 

depressed for all five variables.  Those in the co-occurring category reported slightly 

more family Conflict and Laissez Faire Style than those classified as depressed, and 

slightly greater levels of positive family SRO, Family Messages and 

Communication/Cohesion (refer to Table 11). 

The Thalheimer & Cook spreadsheet (2002) for calculating Cohen’s d from F-

tests was used to determine between group effect sizes. An effect size of 1.74, described 

as a huge effect (Thalheimer & Cook, 2002), was observed in the comparison of 

externalizing and nonclinical group SRO scores. Large (>.75) and very large (> 1.10) 

effect sizes were observed between externalizing and control group scores in 

Communication/Cohesion (1.00), and Family Messages (1.4). 
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Table 10:  MANOVA Means and Standard Deviations for  
Family Predictor Variables by Diagnostic Group 

 
             
    
 Group 
 
              
Variable  Depressed    Externalizing      Co occurring        Control 
     (n=19)        (n=15)           (n=32)  (n=28) 
    M (SD)             M (SD)               M (SD)             M (SD)     
             
 

 FMM                                                 
Family Messages          86.05  **76.13 1     ** 83.47 2              **93.111,2               
          (12.34)               (17.89)        (12.40)                (8.49) 
 
SRMFF   
Communication/           48.16             **44.131              **47.50 2              **59.04 1,2       
Cohesion  (18.25)    (16.26)                  (13.97)              (13.80) 
 
Conflict  13.58        *15.87 1                 *15.00 2             *11.89 1,2       
   (5.94)      (6.49)           (3.93)     (4.52) 
 

  Social/Rec   26.68             **21.73 1              **24.09 2            **33.46 1,2      
Orientation    (7.96)            (6.10)           (6.82)     (6.62) 
 
Authoritarian    9.47           10.27                      9.91        8.64     
Style              (3.91)           (5.15)           (4.16)                (3.32)  
 
Laissez   14.63              **18.67 1                  16.25                **13.89 1       
Faire Style             (6.01)       (5.79)           (4.41)     (4.52) 
 
 
             
**Significant mean differences, p < .05 
  *Significant mean differences, p < .10 
 
1  Externalizing – Control 
2  Co-occurring – Control 
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The five independent predictor variables – SRO, Family Messages, 

Communication/Cohesion, Conflict and Laissez Faire Style – were then entered together 

into a direct discriminant function analysis to provide information regarding the success 

of classification (based on the variables) of subjects into the four diagnostic groups.  The 

analysis provided one interpretable discriminant function separating the groups (Wilks’ 

Lambda = .71, X2 [15] = 30.10, p = .012), supporting the hypothesis that family variables 

add significantly to classification ability among adolescent diagnostic categories.  The 

discriminant function accounted for 76.4% of the between-group variability. 

Function-variable correlations or loadings (see Table 10) indicate the most 

effective predictors for differentiating among groups, higher absolute correlations being 

stronger predictors.  The strength of family predictor variables based on size of absolute 

correlation between each variable and the discriminant function are as follows: Social-

Recreational Orientation (r = .88), Family Messages (r = .79), Communication/Cohesion 

(r = .66), Laissez Faire Style (r = -.60), and Conflict (r = -.57). All loading over .50 are 

interpretable (Tabachnick & Fidell, 2001).  These loadings suggest that the best 

predictors for distinguishing between groups are the presence of positive family factors –

SRO, Family Messages and Communication/Cohesion – followed by negative family 

factors Laissez Faire Style and Conflict.  

Adolescents in the depressed group had only modest improvement in 

classification strength, the five-variable function predicting with 26.3% accuracy as 

compared to 20.2% prior probability or chance (Table 12).  Of adolescents in the 

externalizing group, 26.7% were classified correctly as compared to 16.0% prior 

probability.  Adolescents in the control and co-occurring groups had more significant 

improvements in classification; predictions for control group membership were correct 

53.6% of the time, as compared to 30% prior probability; and correct co-occurring group 
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classification increased to 71.9% from a prior 34.0% probability.  The five-variable 

solution had overall classification accuracy of 50%, as compared to a 34% prior 

probability.  

Test of Hypothesis 2 

The second hypothesis examined the ability of interpersonal schema variables to 

significantly differentiate among adolescents in depressive, externalizing, co-occurring 

and nonclinical diagnostic groups.  As a first step in determining which variables 

contribute to group differences, a between-subjects MANOVA was performed on six 

dependent variables.  Using Pillai’s Trace, the overall multivariate group effect was 

significant, F (18, 261)=1.87, p = .018.  Post hoc ANOVA analyses were then conducted 

on each independent variable to determine which groups had significant differences.  

Pair-wise multiple comparisons between diagnostic groups and dependent variables with 

significant group differences were examined for significance using the Tukey hsd test.  

Scores on two variables, Aggression/Entitlement and Quality of Relational Interaction 

(QR), were found to be significantly different (p < .05) among two or more groups (Table 

11).  

Adolescents with co-occurring disorders reported the highest scores on 

Aggression/Entitlement, significantly different from adolescents in both the nonclinical 

(p = .003) and depressed (p = .090) categories. Scores in the externalizing group were 

similarly elevated, approaching significance when contrasted with the control group 

(p = .107).  The externalizing group had the highest indications of maladaptive QR, 

significantly different from the nonclinical cases (p = .043). Using the Thalheimer & 

Cook spreadsheet (2002) for calculating Cohen’s d from F-tests, a large effect size was 

obtained between co-occurring and nonclinical groups in Aggression/Entitlement (.95) 
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and between externalizing and nonclinical groups in Quality of Relational Interaction 

(.88).  
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Table 11:  MANOVA Means and Standard Deviations for Interpersonal 
Schema Predictor Variables by Diagnostic Group 

 
             
    

Group  
 
              
 
Variable  Depressed    Externalizing      Co occurring        Control 

                                         (n=19)          (n=15)            (n=32)             (n=28) 
      M (SD)             M (SD)                M (SD)            M (SD)     
             
 
Abandonment/                1.68                2.47                     3.37          2.25      
Neglect    (1.37)         (2.80)                 (3.25)        (3.18) 
    
Emotional       .95                     2.33                     1.72                  1.57      
Deprivation    (1.08)         (3.37)                   (2.00)  (3.06) 
  
Social Isolation    1.89              1.87                      2.50     2.93        
     (2.05)        (1.88)            (3.62)             (3.83) 
 
Aggression/             *8.53 3                   12.2       **13.66 2,3            **6.71 2      
Entitlement    (6.47)            (11.45)            (7.81)  (4.52) 
 
Helplessness    6.63              8.00                      7.28      6.36      
    (2.73)        (4.41)            (4.17)   (6.15) 
 

   Quality of Relational   5.00          **6.60 1                    5.44                **3.96 1      
Interaction   (2.62)        (4.12)            (2.64)   (3.19) 
 
 
             
**Significant mean differences, p < .05 
  *Significant mean differences, p < .10 
 
1  Externalizing – Control 
2  Co-occurring - Control 
3  Depressed – Co-occurring 
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Table 12:  

 
Classification Results – Family Variables 

   
 
 

     Prior (Chance) Classification Probabilities for Groups 
 

  
 

 
 

Classification Results – Family Variables 
                                  

 Dep    Ext Co Con TOTAL 

Depressed 26.3% 10.5% 26.3% 36.8% 100% 

Externalizing  0.0% 26.7% 53.3%    20.0% 100% 

Co-Occurring   3.1%  6.3% 71.9% 18.8% 100% 

Control 3.6% 0.0% 42.9% 53.6% 100% 

 
50% of original grouped cases correctly classified. 

Depressed  Externalizing Co-Occurring Control Total 

20.2% (n=19) 16% (n=15) 34% (n=32) 29.8% (n=28) 100% (n=94) 
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The two independent predictors, Aggression/Entitlement and Quality of 

Relational Interaction, were then entered together into a direct discriminant function 

analysis to provide information regarding the success of classification (based on the 

variables) of subjects into the four diagnostic groups.  The analysis provided one 

interpretable discriminant function separating the groups (Wilks’ Lambda = .819, X2 [6] = 

17.97, p = .006), indicating that these interpersonal schema predictor variables add 

significantly to classification ability among adolescent diagnostic categories.  The 

discriminant function accounted for 77.9 % of the between-group variability. 

Function-variable correlations or loadings (Table 11) indicate the most effective 

predictors for differentiating among groups, higher absolute correlations being stronger 

predictors.  Based on the size of absolute correlation between the two variables and the 

discriminant function, Aggression/Entitlement was by far the strongest predictor (r = 

.1.00), followed by Quality of Relational Interaction (r = .57).  The presence of 

Aggression/Entitlement and poor Quality of Relational Interaction significantly 

distinguish among groups. 

Adolescents in the depressed group were not accurately classified, the two-

variable function predicting with 0% accuracy as compared to 20.2% prior probability or 

chance.  Of adolescents in the externalizing group, only 13.3% were classified.  Again, 

adolescents in the control and co-occurring groups had significant improvements in 

classification, with control group membership classified 82.1% of the time as compared 

to 29.8% prior probability, and correct co-occurring group classification at 65.6% from a 

prior 34.0% probability.  The two-variable solution had overall classification accuracy of 

48.9% as compared to a 34% prior probability (Table 13).  
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Table 13: 

 
Classification Results – Interpersonal Schema Variables 

              
 
 

     Prior (Chance) Classification Probabilities for Groups 
  

Depressed  Externalizing Co-Occurring Control Total 
20.2% (n=19) 16% (n=15) 34% (n=32) 29.8% (n=28) 100% (n=94) 

 
   

  Classification Results – Interpersonal Schema Variables 
                                               

 Dep    Ext Co Con TOTAL 

Depressed 0.0% 0.0% 42.1% 57.9% 100% 

Externalizing 0.0% 13.3% 40.0% 46.7%    100% 

Co-Occurring 0.0% 3.1% 65.6% 31.3% 100% 

Control 0.0% 7.1% 10.7% 82.1% 100% 

 
                     48.9% original grouped cases correctly classified. 
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Test of Hypothesis 3 

The hypothesized model predicted that direct effects exist between family and 

interpersonal schema and between family and diagnostic category, and that interpersonal 

schema indirectly affects or mediates the relationship between family and diagnostic 

category.  Family environment was conceptualized as a primary, but not exclusive, 

contributor to interpersonal schema, consistent with cognitive-interpersonal theory of 

interacting family, peer, and extended social-environmental influences (Shirk, 1998).  

This exploratory procedure is intended as an illustration of the use of path 

analysis in addressing the mediation hypothesis, and would need to be repeated with a 

larger sample to provide reliable results.  To approach the recommended ratio of subjects 

to estimated parameter or path, a minimum of 10 subjects per parameter (Tabachnick & 

Fidell, 2001), the path analysis was run using only the most discriminating family 

variable and interpersonal schema variable as determined by discriminant function 

analysis, and two differentiated diagnostic groups of similar size.  In this model, 

interpersonal schema (IS) variable Aggression/Entitlement was expected to mediate the 

relationship between family Social-Recreational Orientation and depression and 

externalizing diagnostic groups by strengthening the predictive model and decreasing, but 

not negating, the effect of family on diagnostic groups. 

Hoyle and Smith (1994) describe the conditions necessary to demonstrate 

mediation.  First, the predictor variable (family Social-Recreational Orientation) must be 

significantly associated with the mediator variable (IS Aggression/Entitlement) and the 

outcome variable (diagnostic category).  The mediator variable must also be significantly 

associated with the outcome variable.  Lastly, strength of mediation is evidenced by 

comparing the indirect paths which include the proposed mediators to the direct paths 

between predictor variable and outcome. 
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The confirmatory model using Mplus structural equation modeling software 

(Muthen & Muthen, version 2.14, 2003) involves 60 subjects, with four variables, five 

paths and ten parameters (Figure 4).  Two control group subjects were not included in the 

analysis due to outlier within-group scores, one on Aggression/Entitlement, the other on 

Social-Recreational Orientation.  Outliers can seriously impact results in structural 

equation modeling by changing the covariance matrix and biasing parameter estimates 

and standard errors (Schumacker & Lomax, 1996).  It is important to note that with these 

subjects included in the analyses, several parameters changed significantly, indicating a 

high sensitivity to deviant scores likely exacerbated by the small sample.  

The unstandardized estimates for each path were examined for significance. A z-

statistic is estimated for the unstandardized parameter estimates, with values + / - 1.96 

significant at p <. 05.  Standardized path coefficients, which provide information on the 

relative strength of the associations across differently measured variables, are provided in 

Figure 4.  The standardized path coefficients indicate the amount of change in an 

outcome variable (those with arrows going toward) per standard deviation of the 

predictor variable, similar to a regression equation (Schumacker & Lomax, 1996).  

Larger coefficients suggest paths which are doing a better job of explaining the shared 

variance.  
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       Figure 5 – Path Analysis 
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In this model, family Social-Recreational Orientation shows a significant direct effect on 

Aggression/Entitlement schema (-.39, p < .05) and on the externalizer group 

 (-.64, p < .05), but not on the depression group.  Aggression/Entitlement schema has a 

significant direct effect on the depression group (.23, p < .05) and approaches significance on the 

externalizer group (-.19, p <.10).  Given the small sample size, a power analysis was conducted 
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to examine the non-significant direct path between social-recreational orientation and depression.  

Using the table provided by Loehlin (1992), with noncritical X2 = 9.28, power was estimated 

between .8 and .9, supporting the current finding.  

The parameter estimate for the direct path leading from social-recreational orientation to 

externalizing is -.64, as compared to the indirect path through Aggression/Entitlement of .07 (see 

Table 14).  Adding the direct Social-Recreational  externalizer path and the indirect path 

through Aggression/Entitlement  (a + bc)  provides  a  total  effect of -.57.  While the effect of 

SRO on the externalizing group is minimally moderated when the indirect path is included, it is 

not in the expected direction.  As path estimates are known to be highly unstable in small 

samples, it is likely that these coefficients are not valid.   

The direct Social-Recreational  depression path coefficient is -.21. Adding the direct 

Social-Recreational  depression path and the indirect path through Aggression/Entitlement  

(-.21 + -.09) gives a total effect of -.30.  The total effect is modestly increased by the inclusion of 

the indirect path, indicating that Aggression/Entitlement acts as a partial mediator between 

family Social-Recreational Orientation and depression. 
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Table 14: Path Effects   

 
 

Path  Direct  Indirect Total       Total 
  Effect  Effect  Effect  Correlation      
 
SR, Ext -.64     .07    .57      
    (a)     (bc)  (a + bc) 
 
SR, Dep -.21    -.09     -.30 
    (e)     (bd)  (e + bd) 
 
AE, Ext -.19        -.19      
    (c)        (c) 
 
AE, Dep  .23         .23 
    (d)       (d) 
__________________________________________________________        
 
Ext, Dep                                                                              -.48                
              

 

R-squared provides another measure of the variance accounted for by the variables.  The 

R-squared or squared multiple correlation (SMC) statistic is provided for each endogenous 

variable (Aggression/Entitlement, externalizing and depression groups), indicating the percent of 

variance each explains in the model. This model indicates modest amounts of variance accounted 

for by Aggression/Entitlement (R2 = .153) and depression (R2 = .135), and moderate variance for 

externalizer (R2 = .354). 
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CHAPTER 5:  DISCUSSION 

 

Alan Sroufe describes psychological maladjustment “as evolving through the successive 

adaptations of persons in their environments . . . the complex result of a myriad of risk and 

protective factors operating over time” (Sroufe, 1997, p. 251).  This conceptualization guides 

research toward the discovery of factors and processes that place individuals on pathways 

probabilistically leading to, or protecting against, later disturbances. 

To contribute to the understanding of factors creating “probabilistic pathways,” this study 

examined cognitive-interpersonal processes in adolescent psychological disturbance.  

Specifically, family processes and interpersonal schema were explored as factors proposed by 

cognitive-interpersonal theory to contribute to the development and maintenance of adolescent 

depressive and behavioral disorders.  Objectives of the current research were threefold.  The first 

research question examined the potential for different areas of family functioning to differentiate 

among adolescents classified as externalizing, depressed, co-occurring and nonclinical.  The 

second objective involved the creation and application of a measure of interpersonal schema to 

examine the potential for maladaptive schema to differentiate among adolescents classified as 

externalizing, depressed, co-occurring depressed and externalizing, and nonclinical. Lastly, this 

research provided an exploratory illustration of the potential for interpersonal schema to act as a 

mediator between family processes and adolescent disturbance. 

Self-report measures of family functioning and family messages provided information on 

the child’s family socialization, while an exploratory coding method was developed to derive 

interpersonal schema, e.g., core social beliefs and expectations, from projective narratives.  

Adolescents’ interpersonal experiences (family socialization) and patterns of interpersonal beliefs 

and expectations (schemata) were expected to differentiate among four categories of 

psychological functioning (a group experiencing a depressive disorder, a group experiencing an 
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externalizing disorder, a group experiencing both depressive and externalizing disorders, and a 

nonclinical comparison group).  Further, as suggested by cognitive interpersonal theory, 

interpersonal schema was predicted to mediate the relationship between family socialization and 

psychological functioning. 

 Findings from this research indicate that several family process variables contributed to 

significant differentiation among adolescents described as depressed, externalizing, co-occurring, 

and nonclinical.  In the interpersonal schema domain, two variables from the exploratory 

measure, the Manual of Interpersonal Schema Analysis (MISA) were evidenced to contribute to 

group differentiation.  Finally, a model of interpersonal schema as mediator between family 

processes and diagnostic category was explored using an illustrative path analysis example.  

 Results are summarized by family and interpersonal schema domains, with integrated 

theoretical considerations highlighting protective family factors, specifically the area of family 

Social Recreational Orientation. An evaluation of the MISA measure, including validity, 

reliability and related measurement error issues, is further explicated. Limitations regarding the 

present study are addressed, followed by a discussion of clinical applications and implications for 

future research.   

 

Family Processes Hypotheses 
 

Guided by somewhat limited family research findings concerning the differential impact 

of family environment on manifestations of psychological disturbance (Dadds et al, 1992; Tolan, 

et al, 1997), it was predicted that adolescents’ scores on family domain subscales would differ 

among four diagnostic categories, with each group indicating unique, significantly different 

patterns of family functioning.  

 Five family variables – Family Messages, Communication/Cohesion, Conflict, Social-

Recreational Orientation and Laissez Faire Style – were found to contribute to significant 
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differences between two or more groups.  Authoritarian style did not distinguish among groups 

and was dropped from further analysis.  After entering the five family variables into an MDA, 

results indicated a single significant discriminant function solution in which the three positive or 

protective family variables – SRO, Family Messages and Communication/Cohesion – were the 

strongest predictors in distinguishing among groups.  Laissez Faire Style and Conflict also 

contributed to group discrimination at somewhat lower predictive strength.  This function can be 

characterized as the protective family influence, in which the presence of positive factors appears 

to dominate the strength of prediction, followed by a relative absence of negative factors. The 

function resulted in an increase in overall group classification accuracy from 34% to 50%, with 

the highest accuracy in classification of the co-occurring and nonclinical groups. 

 Of the protective family factors, SRO was the single strongest predictor, correlating r = 

.88 with the single function solution.  Social-Recreational Orientation includes nine items that 

address the quality of family social interactions and activities such as, “friends come over to 

dinner or to visit,” and, “we do activities like playing games together.” 

Family Patterns in the Nonclinical Condition 

 Parent-child interactions characterized by high levels of acceptance, democratic 

interaction and reasoned behavioral control have been shown to contribute to a child’s emotional 

wellbeing, successful school integration (Shucksmith, Hendry & Glendinning, 1995), and social 

competence (Renouf, et al, 1997).  These consistent findings led to the originally hypothesized 

expectation that high scores on Communication/Cohesion and SRO and low scores on Conflict 

would be most effective in classification of the nonclinical group. Results indicate that the three 

family variables best characterized as protective factors – SRO, Communication/Cohesion and 

positive Family Messages – are all effective descriptors of the nonclinical adolescent’s family 

environment.  The nonclinical group had the highest scores on each of these variables, 
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significantly different from at least one of the diagnosed group (Table 10).  Indications of 

Conflict and Laissez Faire Style were lowest in the nonclinical youth, and significantly different 

from at least one diagnosed group. The greatest differences were seen between the nonclinical 

participants and the participants experiencing externalizing disorders with or without depression. 

In fact, all family variables with the exception of Authoritarian Style were significantly different 

(p < .05) or, in the case of Conflict, approaching significance (p < .10).  

 The descriptive significance of protective or positive family factors is in keeping with the 

premise of positive psychology as described by Martin Seligman (Seligman, 2002). This 

represents something of a paradigm shift in psychology, with an orientation toward the 

acquisition of adaptive thoughts, emotions and behaviors rather than remediation of the 

pathological. Seligman describes positive psychology as having three pillars: the study of 

positive emotion, the study of positive traits, and the study of positive institutions, one of which 

is the family. Consistent with the protective family factors examined in the current research, a 

major tenet in the positive psychology framework is the potential for specific parenting and 

family practices to support healthy child emotion and behavior. 

Family Patterns in Depression Condition 

Somewhat surprisingly, the current study found no significant group differences between 

those adolescents classified as depressed and those in the nonclinical, externalizing or co-

occurring groups.  Several studies have documented the challenges associated with identifying 

psychosocial factors specific to particular disorders (Carlson, 2000). For instance, Lewinsohn 

and his associates found only 3 of 44 variables explored (self-consciousness, self-esteem and 

reduction of activities due to physical illness) as being strongly specific to depression. He was, 

however, able to identify several other factors more strongly associated with depression than 

“nonaffective” disorders. This study hypothesized that low scores on SRO and Family Messages 
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and high scores on Authoritarian Style would best distinguish adolescents in the depressed group.  

Authoritarian Style, a subscale of four items, proved an ineffective predictor.  However, among 

the protective family variables of SRO, positive Family Messages and Communication/Cohesion, 

scores of adolescents in the depressed group were consistently lower than those of the nonclinical 

group, showing strong trends in the expected direction (see Table 10).  

The  trend of low protective  family  variable   scores   (SRO,  Communication/Cohesion 

and Family Messages) demonstrated by adolescents in the depressed group is consistent with the 

literature on depressed youth.  The relationships among loneliness, protective or isolating family 

situations, and child affective disorders have been well documented (Simic & Fombonne, 2001; 

Grotevant, 1983), leading to expectations of low social/recreational behaviors.  Reports of low 

family Communication/Cohesion are in line with well-supported findings associating 

underresponsive and overcontrolling parenting with pessimistic attributions and helplessness in 

children and adolescents with depression (Barber, 1992; Baumrind, 1991).  Depression research 

has also placed import on parental messages (Stark, Schmidt & Joiner 1996; Schmidt, 2001), 

finding, for instance, that mothers with depression have been described as more negative and less 

positive in communications with their children (Hammen, et al, 1990; Hops, et al, 1987). 

Children described as “purely” depressed are evidenced to internalize percieved negative 

messages and events (Beck, 1979; Gotlib, et al, 1993; Lewinsohn, et al, 1994; Stark, et al, 1996; 

Stark et al, 2000). The fact that the above-mentioned family variables did not meet significance is 

likely due to power constraints, the result of a large number of predictor variables and diagnostic 

categories relative to case size.   

Family Patterns in Externalizing and Co-occurring Conditions 

In the current study, adolescents with externalizing and co-occurring 

externalizing/depressive disorders were predicted to endorse similar family processes. Though 
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research in this area is somewhat contradictory, evidence appears to portray adolescent 

externalizing behaviors as overpowering or perhaps simply masking the influence of depression 

(Simic & Fombonne, 2001). Children displaying overt antisocial behaviors, with or without co-

occurring depression, have been reported to share more characteristics with each other than with 

those who are purely depressed.  For instance, in a large study comparing conduct disordered and 

depressed/conduct-disordered (DCD) adolescents, the DCD group showed somewhat fewer 

overtly aggressive behaviors but had similar reports of serious family disturbance, while high 

levels of depression were associated with low levels of conflict and anger in family members 

(Simic, et al, 2001).  Research conducted by Dadds and Sanders (1992a, 1992b) found that 

youths with pure conduct disorder displayed both depressed and angry affect. Inconsistent and 

ineffective discipline, described as laissez-faire parenting, has also been found to relate more 

directly to conduct problems (Kazdin, 1998; Lindahl, 1998; Rutter, 1995, 1997).  

It was expected that high Conflict and Laissez-Faire Style would be potent predictors of 

both externalizing and co-occurring classifications.  Though these trends were evidenced, it was 

the dearth of protective factors Social-Recreational Orientation, Communication/Cohesion and 

Family Messages, rather than high endorsement of Conflict and Laissez–Faire Style, that best 

distinguished between youngsters with diagnosed externalizing behaviors, with or without 

depression, and those in the nonclinical condition. The two groups with externalizing behaviors 

had similar scores on family Conflict, but these scores were lower than the protective factors in 

predictive significance. Of note, Laissez Faire was the only significant variable that did not 

follow the pattern of distinguishing between both externalizing conditions (pure and co-

occurring) and the nonclinical group. In this study, Laissez Faire Style was most closely 

associated with the “pure” externalizing condition; adolescents in the “pure” externalizing 

condition had Laissez Faire scores significantly higher than nonclinical participants, but those 

experiencing co-occurring depression and aggression did not.  
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Consistent with the current results accenting the inverse relationship between protective 

family socialization processes and adolescent externalizing conditions, Tolan and his associates 

(1997) found family cohesion to be inversely related to child aggression but not to depression 

(Tolan, et al, 1997). As relates to SRO, the limited findings specific to family leisure suggest that 

recreational patterns relate to family stability, cohesion and adaptability (Zabriskie & 

McCormick, 2001), areas evidenced to be highly problematic in families of children with 

antisocial behaviors. Family communication and parental messages are implicated in 

investigations of expressed emotion (capturing parental critical and positive comments and 

warmth), which indicate a relationship between parents’ negative expressed attitudes and child 

externalizing. A recent study of environmental risks found maternal expressed emotion to be 

strongly associated with children’s antisocial behaviors, both cross-sectionally and longitudinally 

(Caspi, Moffitt, Morgan, Rutter, Taylor, Arseneault, Tully, Jacobs, Kim-Cohen & Polo-Thomas, 

2004). McCarty and Weisz (2002) have observed similar findings, describing mothers of children 

with behavior problems as expressing more critical comments, and fewer positive comments and 

expressions of warmth.  

Interpersonal Schema Hypotheses 
 

Using an exploratory measure of interpersonal schema created for the purposes of this 

research, it was predicted that adolescents’ scores on interpersonal schema subscales would 

differ among four diagnostic categories, with each group indicating unique, significantly 

different patterns of interpersonal schema. Of the six original variables, two, 

Aggression/Entitlement and Quality of Relational Interaction (QR), were found to contribute to 

significant differences between two or more groups. After entering the two interpersonal schema 

variables into an MDA, results indicated a single significant discriminant function solution in 

which Aggression/Entitlement was the dominant predictor in distinguishing among groups.  QR, 
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which captures expectations of relational rejection or unresponsiveness, also contributed to 

group discrimination at lower predictive strength. The function improved overall classification 

accuracy by 15%, but was very ineffective (below chance) at correct classification of 

participants in the depressed and externalizing groups, while significantly improving the ability 

to correctly classify participants in co-occurring and nonclinical conditions.  

 The function can be characterized as expectations of social hostility, in which the 

individual’s interpretation or anticipation of social interactions as rejecting or actively 

threatening provide the best predictive differentiation among groups. The strength of 

Aggression/Entitlement in differentiating among groups lends strong support to the existence of a 

negative bias in social information processing leading to interpretations of hostile intent (Burk, et 

al, 1999), an “I’ll get them before they get me” reflexive response mentality common in 

aggressive children.  

Interpersonal Schema Patterns Among Conditions 

 Because the schemata measured by the MISA are defined as maladaptive, it was 

predicted that the nonclinical group would produce the lowest scores on each of the subscales.  

Results indicated trends going in expected directions in most cases (Table 11). The nonclinical 

group reported lower scores than externalizing and co-occurring groups on all scales except 

Social Isolation, which had very low endorsement across all groups. On the two other scales 

with low endorsement – Abandonment/Neglect and Emotional Deprivation – the control group 

scores were slightly higher (nonsignificant) than the depressed group scores.  

 Overall (with the exception of Social Isolation) scores generated by the adolescents with 

depression were more similar to those in the nonclinical group than  those of the externalizing or 

co-occurring groups. Over and above the psychometric flaws existing in the current measure of 

interpersonal schema, it appears that interpersonal schemata may be more difficult to capture in 
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those suffering from depression, perhaps due to dampened verbal expressiveness associated with 

low energy, and feelings of self-consciousness, guilt and low self-worth commonly associated 

with depression (Garber, 2001; Lewinsohn et al, 1997). Alternatively, it is possible that self-

schema is more relevant than interpersonal schema to the depressive condition, though there is 

overlap between the two constructs. It has long been theorized that negative self-schema – 

created by the exaggeration of negative and minimalizing of positive self-referent information - 

contributes to depression (Beck, 1967), and research has since bourn out the relationship 

between depressive conditions and a negative (or depressogenic) style of processing personally 

relevant information (Coyne & Gotlib, 1983; Rector, Segal & Gemar, 2005). The critical self-

focus and social isolation common to depressed individuals connote the relatively greater 

significance of self-schema. 

 Among the diagnostic groups, the participants with depression indicated the lowest 

levels of Aggression/Entitlement and Quality of Relational Interaction.  Indications of 

Aggression/Entitlement were significantly lower in the young people described as depressed 

than in those described as having co-occurring depression/externalizing disorders.  The 

externalizing and co-occurring groups displayed similar high levels of Aggression/Entitlement 

schema, which seems to indicate that adolescents in these two conditions share a hostile 

interpretation bias for processing social situations. This is in marked contrast to the relative lack 

of aggressive content noted in the youngsters described as purely depressed, where hostile 

attributions, if present, might be more likely turned inward rather than projected onto others 

(Beck, et al, 1979; Reinherz, et al, 1999). For the child experiencing depression, a bias toward 

negative social interpretations typically results in increased feelings of worthlessness, guilt and 

self-blame. 
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Interpersonal Schema as Mediator 

 This study could not provide meaningful evidence for mediational effects of 

interpersonal schema on family socialization (see Figure 5). Due to small sample size, an 

illustrative path analysis was run using only the most discriminating family variable, SRO, and 

interpersonal schema variable, Aggression/Entitlement. In the exploratory analysis, 

Aggression/Entitlement showed small mediational effects on the depressed and externalizing 

groups, but the effect on the externalizing group was not in the expected direction. Path 

estimates are highly unstable in small samples, and highly sensitive to outliers; therefore, it is 

likely that these results are not valid. In future research, the hypothetical model will require a 

much larger sample size for adequate exploration. 

Measurement of Interpersonal Schema 

Validity 

 
The individual’s internal working models or schema are a compelling area of exploration, 

yet difficult to operationalize.  Because these internal beliefs are not consciously held, traditional 

measures such as self-reports might not reflect them.  Projectives have the potential to activate 

schema through affective content that other measures can’t elicit (Shirk, 1996). Over the last 

couple of decades, Thematic Apperception Test (TAT; Murray, 1943) research has been 

developing in the area of interpersonal object relations studies (Abrams & Bellak, 1986). The 

TAT has also been well utilized with young people; the individual’s use of projection becomes 

stronger by middle childhood, as does verbal production, making this instrument more 

appropriate as a child matures (Cramer, 1996).  
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Thus far, approaches for scoring the TAT for interpersonal themes have been primarily 

focused on schizophrenia and personality disorders research due to the significant interpersonal 

component (Westen, 1991; Westen, et al, 1990).  Because relational difficulties are also 

common in those suffering from mood and externalizing disorders, the TAT seems a promising 

method for examining these disturbances from a cognitive-interpersonal framework.  

In the current study, despite important measurement weaknesses, the family and 

interpersonal schema scores within each diagnostic group, as well as among the groups, gives 

some support to the concurrent and construct validity of the interpersonal schema measure. 

Generally, theoretically predicted relationships between the interpersonal schema measure and 

family measure relate in meaningful, expected ways as discussed above.  

Limitations of MISA: Reliability, Measurement and Power 

The relationship between measurement and power is an important concept, but  the two 

areas have often been treated as separate topics (Zimmerman, D.W. 1986).  Studies that lack 

power due to unreliable measures may result in false-negative findings (Muller & Szegedi, 

2002).  Low reliability of variables degrades analysis by increasing measurement error; 

specifically, the relationship between the power of a test and the observed error variance is 

inverse – power to detect group differences decreases as error variance increases.  Given the 

exploratory nature of the MISA and the issues unique to projective measures, a brief discussion 

of power seems warranted, though “a power analysis conducted after the data are collected may 

be too little too late and more like an autopsy than a diagnostic procedure” (Kline, p. 308),  

In creating the MISA, inter-rater reliability, or agreement among raters, was the first 

concern.  More recent TAT research studies have succeeded in reaching rater agreement at .85 

and higher by creating detailed standard scoring manuals developed through extensive group 

discussion, multiple examples, practice protocols, etc. (Cramer, 1996).  The MISA was 

developed following the same methods, with mixed results. Individual scale reliabilities (each 
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rater’s average scores across cards for each scale’s total score) determined using six practice 

protocols ranged from .80 to .99, as reported in Table 4.  Because this research considers the 

scales as a sum of ratings across cards, not as card-specific, this reliability indicator was 

considered the most meaningful.  However, when properties of the scales were examined at card 

level (inter-rater agreement card by card for each scale), weaknesses were evidenced (see Table 

5).  As a way to minimize error, cards with inter-rater reliabilities below .69 on a given scale 

were dropped and internal consistency scale reliabilities were then calculated for the whole 

sample (see Table 6).   

 Internal consistency scale reliabilities calculated for the 94-subject sample range from 

.48 to .71, with a total IS score reliability of .89.  The relatively robust total score reliability 

appears to indicate that the scales taken as a whole are capturing a homogenous construct (Table 

6), but individual scale reliabilities are low when compared with traditional tests.  Scale standard 

deviations were in some cases higher than mean scores, another indication of measurement error 

resulting from the wide distribution.  Low internal consistency reliabilities substantially 

increased measurement error on the individual scales, though the measure as a whole was robust.  

The reliability problem is inherent in a measure such as the TAT.  On the TAT, items 

(cards) are not intended to be homogeneous, as might be expected from a traditional test 

capturing a sampling of like behaviors.  The TAT was not designed to produce a high internal 

consistency reliability coefficient, as different cards aren’t intended to elicit the same responses, 

and in fact, tap into different psychological constructs.  The response trend over a series of cards 

is considered more meaningful for interpretation of projective techniques (Anastasia, 1988), and 

high construct validity of total scores can be found for TAT-like instruments even when internal 

consistency is extremely low (Atkinson, 1981).  Despite the fact that TAT cards do not lend 

themselves to homogeneous groupings, the resulting low internal consistency reliabilities impact 
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results in a statistical analysis by contributing to measurement error and therefore the power to 

detect group differences.  

While sample size and number of variables had some diminishing effect on power in this 

study, with the cost in degrees of freedom, it appears that measurement error largely degraded the 

ability to detect significant effects among interpersonal schema variables.  Reliability, the 

restricted variability of scores due to low endorsement (specifically a high number of “0” s, 

meaning “not present”, on most scales), and the related issue of limited narrative productivity, 

were serious limitations in the current research.   

To gather data on interpersonal schema, this study used existing protocols. Future 

research might focus on ways to encourage the child’s verbal productivity in response to stimulus 

cards, and consistent methods of querying and prompting during test administration.  Where 

possible, more developed and detailed definitions and examples could improve inter-rater 

reliability, resulting in increased power and decreased required sample size (Muller & Szegedi, 

2002).  Finally, using subsets of more homogeneous cards might bolster internal consistency 

reliability, but probably not to the level of traditional tests (Tabachnick & Fidell, 2001, p 12).  

Further Methodological Limitations:  

Biology and Reciprocity in Family Processes 
 

Obviously, parent and family characteristics do not act on a child unidirectionally. 

Children characterized broadly as having difficult temperaments put extra stress on the family, 

which might result in attachment difficulties, negative reinforcement traps (Patterson, 1982), and 

other maladaptive patterns of parent-child interaction (Kazdin, 1998; Lindahl, 1998; Rutter, 

1995, 1997).  Likewise, parents may have characteristics, physical or psychological impairments, 

or external life stressors that detrimentally affect their parenting abilities. Socioeconomic status, 

with potential buffering or stressor effects, was not included in this study due to insufficient data. 
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Sometimes, too, parent and child have characterological differences or “mismatched” 

temperaments that are hard to reconcile.  Sibling influences are yet another factor in family 

functioning.  A child’s biologically predisposed affective and behavioral tendencies interact with 

the surrounding social environment to create experiences unique to that individual.  For instance, 

two children might react very differently to an emotionally unavailable mother; a shy, passive 

child might grow increasingly withdrawn and insecure, while a more active, curious child seeks 

out other social connections to fill the void.  All of these factors can and do influence 

psychological adjustment, and were not part of this study. 

This study takes the adolescent’s perspective, at one point in time, on certain areas of 

family functioning that research has evidenced as particularly compelling.  The youngster’s 

subjective experience is arguably most relevant to his or her current psychological state, but 

adolescent self-reports of family functioning may not be an accurate reflection of the 

longstanding childhood environment.  Ideally, parent and child assessment should be considered 

together to form a more complete conceptualization of the dynamics of family interactions 

(Brady, 1995). 

Clinical Implications and Future Directions 

 
Protective Family Factors   

A striking finding from this research was the strength of protective factors- positive 

Family Messages, Communication/Cohesion and particularly Social Recreational Orientation - in 

differentiating among groups. Of all the family process variables, SRO had the strongest 

association with current adolescent functioning. The SRO scale concerns family 

leisure/recreation time and social experiences involving combinations of family and friends (e.g. 

shared meals, hobbies and activities, social gatherings, presence of family friends).  
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Several factors are encompassed in this dimension, including opportunities for parent-

child bonding, communication, skills and knowledge acquisition and social-emotional modeling 

(Mactavish & Schleien, 2004). This begs the question: Are specific identifiable factors within 

family SRO at work to contribute to a child’s psychological well-being, or is it the integrated, 

multidimensional nature of the social recreational experience that makes it such a powerful 

influence? A tripartite model of potential parent/family influences on child peer relations 

describes three primary modes (Parke, Burks, Carson, Neville & Boyum, 1994). In the first, 

parents influence the child’s peer relations through their own interactive and childrearing styles, 

which contribute to the second mode of the parent as instructor or teacher. Lastly, parents 

influence through their management of the childs’ social life, including limitations and 

opportunities for children to interact with peers and other extrafamilial relationships.  

Anecdotal evidence abounds for the general benefits of family recreation, and a modest 

body of scientific evidence, mostly from white middle class populations, explores the 

contribution of family social/recreational activities to overall family satisfaction and cohesion 

(Mactavish & Schlein, 2004). For instance, regular child disclosure of information about daily 

activities, commonly shared at meal time or other casual social interactions, is related to high 

self-esteem, high self-reported warmth toward parents, and low symptoms of depression (Kerr, 

Stattin, Biesecker, & Ferrer-Wreder, 2003). More time spent at family meals has been linked to 

fewer behavior problems. Similar findings specific to family leisure functioning suggest that 

leisure patterns relate to family stability, cohesion and adaptability (Zabriskie & McCormick, 

2001). In a study of family recreation involving at-risk adolescents, measures of family 

functioning (specifically collective and conflict resolution efficacies) were significantly enhanced 

by shared challenge-based outdoor recreation experiences (Wells, Widmer & McCoy, 2004). 

Family reports of greater time spent in structured sports and social activities has been associated 

with higher school achievement (Hofferth & Sandberg, 2001). Finally, results from several 
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studies on the lifestyles of happy and distressed individuals indicate that “happy” people differed 

markedly from “average” and “unhappy” people by an active social life, including number of 

causal and close friends and involvement in group activities (Seligman, 2002). 

Considered together, these related findings suggest the need for further exploration of 

social-recreational ingredients to adaptive child development. To date, research has provided 

only hazy illumination of the specific effects of family recreation on the child’s mood, self-

esteem and social competence. Research opportunities are numerous, and might include 

comparing the impact of different forms of family social and recreational time (for instance, 

active vs passive, structured vs unstructured, opportunities for extrafamilial involvement, etc), 

the frequency of family recreation, and distinguishing among combinations or subsets of family 

involvement. Useful information can also be gained through exploring the impact of family 

social-recreational variables on child cognitions. Experimental family interventions with a social-

recreational focus should provide beneficial evidence of direct causal relationships and build 

clinical knowledge for effective family interventions. 

Elusive Interpersonal Schema  

Recent literature from a wide range of theoretical orientations seems to converge in 

general agreement on the existence of interpersonal schema (a.k.a.., guiding social knowledge 

structures, mental representations, internal templates, internal working models). It is extremely 

rare in the research to find any reliability estimates on measures of information processing, as if 

these researchers had been granted “psychometric free rein”(Vasey, et al, 2003). It is widely 

acknowledged that schema research has the potential to advance knowledge important to 

understanding clinical problems in young people (Crick & Dodge, 1996, Schippell, et al, 2003). 

That said, little evidence-based research exists to explain the developmental processes by which 

schema evolve and morph. To varying degrees, emphasis is placed on family-based social 

processes and how they contribute to children’s social knowledge structures.  
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The greatest challenge in the current research was to successfully measure interpersonal 

schema, and this was not adequately accomplished. As described in a critical commentary by 

Vasey and several colleagues, error variance on measures of information-processing is inevitably 

high relative to that found on traditional self-report measures (Vasey, et al 2003). While the 

MISA measure as a whole had good reliability, the individual scales generally did not. There are 

obvious difficulties in attempting to quantify narrative-based information. The MISA total score, 

with good overall reliability, appears to measure the existence of a general pattern of maladaptive 

thoughts and expectations. This method was not amenable to capturing more specific individual 

variations in social schema, if indeed they exist.  

Future studies in the area of interpersonal schema might involve developing measures 

designed to capture biased attention allocation for specific interpersonal templates. Open-ended 

storytelling and emotional Stroop tasks have been used in related research, with mixed success 

(Vasey & MacLeod, 2001). The Rorschach is another avenue for schema exploration, and has 

been used clinically to elicit stories reflecting the client’s internal beliefs and expectations 

(Fischer, 1994). Novel approaches will likely be required to better access the internal processes 

critical to understanding and addressing maladaptive, as well as adaptive, functioning. 

Conclusion 

The diagnostic classifications described in this research imply discrete conditions, yet in 

reality, most of the DSM-IV mood diagnoses have overlapping symptoms and characteristics. In 

recognizing the porous nature of the current diagnostic classification system, clinician and 

researcher alike also recognize the porousness of boundaries between the major psychological 

domains. It seems to matter not so much what diagnostic label is applied, but what ingredients 

have combined and conspired to cause the individual’s unique experience of distress.  

The cognitive-interpersonal model emphasizes the interrelatedness of social and cognitive 

development, with specific attention to social schemata and family-based contributors to 
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psychological functioning.  Through this developmental lens, each individual presents with a 

unique psychological fingerprint. The conceptualization is theoretically rich, but pragmatically 

formidable, as results from the current research suggest. For the cognitive-interpersonal 

framework to contribute meaningfully to research and therapy, ambitious goals must be met, 

including the successful development of measures of interpersonal schema, specific models that 

explicate the processes and outcomes related to interpersonal schema, and the creation and 

evaluation of treatments based on this approach (Shirk, 1998).  
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Appendix A 

 

Cognitive, Interpersonal and Family Variables in Depressive  
and Disruptive Behavior Disorders 

 
Parental Consent Form 

 
As part of our commitment to maintaining an effective treatment facility, we have begun an 
ongoing evaluation of the treatment program and additional studies of the relationship between 
thoughts, feelings, and interpersonal behaviors, and psychological disorders in children and 
adolescents.  These studies are a collaborative effort between Meridell Achievement Center and 
Kevin Stark Ph.D. a researcher from The University of Texas and his Graduate Research 
Assistants. 
 
You and your child are invited to participate in a study of the relationship between thoughts, 
feelings, interpersonal behaviors and psychological disorders in children and adolescents.  We 
are researchers at The University of Texas at Austin, Department of Educational Psychology.  
You were selected as a possible participant in this study because you and your child have sought 
child psychological treatment services from Meridell Achievement Center.  You and your 
child/adolescent will be one of 120 patients chosen to participate in this study. 
 
Should you decide to participate, a researcher from The University of Texas will ask you and 
your child to participate in a semi-structured diagnostic interview regarding your child's feelings 
and behaviors in order to gain a clearer understanding of the difficulties your child has been 
experiencing.  For each of you, the interview should take, at most, an hour to complete.  You and 
your child will also be asked to complete a number of questionnaires regarding your child, your 
family, and yourselves.  Your child will be asked to complete a questionnaire that assesses his or 
her self-perceptions, things in general and the future (Cognitive Triad Inventory), a questionnaire 
about thoughts that he or she has (Automatic Thoughts Questionnaire), a questionnaire about his 
or her expectations for the future (Hopelessness Scale), a questionnaire that assesses your child’s 
thoughts about what causes good and bad things to happen (KASTAN CASQ-R), a questionnaire 
about social skills (MESSY), a questionnaire about his or her perceptions of the way the family 
works (Self-Report Measure of Family Functioning), and a questionnaire about his or her 
perceptions of messages that parents communicate about him/her, things in general, and the 
future (Family Messages Measure).  In addition, your child would be asked to complete a story 
telling task entitled the Thematic Apperception Test.  The individual that gave you this form to 
read has copies of all of these materials available for your review at this time as well as any time 
in the future.  You would be asked to complete a questionnaire about your own emotional well-
being (Symptom Checklist 90-R), a questionnaire about your own thoughts about yourself, things 
in general and the future (Cognitive Triad Inventory), and a questionnaire about your perceptions 
of the way your family functions (Self-Report Measure of Family Functioning).  You and your 
child may complete the interviews and questionnaires in more than one session.  In sum, it would 
take you approximately 1.5 hours to complete the interview and the measures and a total of 2 to 
2.5 hours for your child to complete the interviews and measures.  The interview, questionnaires, 
and story telling task are commonly used to evaluate the emotional functioning of youths and 
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adults.  They have been completed by hundreds of individuals without any adverse effects.  If 
your child should have a reaction to any of the measures, a trained Research Assistant and a 
member of the treatment staff at Meridell would address your child’s concerns.  This study will 
be beneficial in that it should serve to identify psychosocial factors relevant to psychological 
disorders in children and adolescents, an area largely unexplored to date.  Any information in 
connection with this study that can be identified with you will remain confidential and will be 
disclosed only with your permission.  If your child reports that he or she is being hurt by 
someone, is planning on hurting someone, or is going to hurt him or herself, then this information 
will be communicated to the proper authorities.  With your permission, the research staff will 
share treatment-relevant information with the professional staff who are directly responsible for 
your child's treatment. 
 
For research purposes, we would like your permission to audio-tape the interviews.  The tapes 
are used to determine whether the interview was administered correctly.  The tapes will be kept 
in a locked file cabinet without any identifying information on them and they will be erased once 
the study has been completed. 
 
Your decision whether or not to participate will not prejudice your future relations with The 
University of Texas or Meridell Achievement Center.  If you decide to participate, you are free to 
discontinue participation at any time without prejudice.  Should you decide to allow your child or 
adolescent to participate, he/she will also have a chance to decide whether or not to participate. 
 
If you have any questions, feel free to ask us now.  Should you have any additional questions 
about you or your child's participation or the research study, feel free to contact the faculty 
sponsor, Dr. Kevin Stark to ask any questions you might have.  Dr. Stark can be reached by 
telephone at 512-471-4407, or in writing: SZB 504, The University of Texas at Austin, Austin, 
TX  78712. 
 
You will be offered a copy of this form to keep.  
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Cognitive, Interpersonal and Family Variables in Depressive  

and Disruptive Behavior Disorders 
 

Parental Consent Form 
 
You are making a decision whether or not your child may participate.  Your signature indicates 
that you have read the information provided and have decided to participate and to allow your 
child to participate should (s)he chose to.  By signing this form you are agreeing to participate 
both by completing the questionnaires and the clinical interview; you are also giving permission 
for the interview to be audio-taped.  You may withdraw at any time without prejudice after 
signing this form, should you choose to discontinue participation in this study. 
 
 
 Yes, I am giving my permission for my child and I to participate in this study 
 
 
 No, I am not giving my permission for my child and I to participate in this study 
 
 
 
 
 
_____Yes, I am giving my permission for the research staff to share information gained through 
the research project which is relevant to my child's treatment with the professional staff who are 
directly responsible for my child's treatment. 
 
_____No, although I am consenting to participate in the research study and giving permission for 
my child to participate in the research study, I DO NOT want information gained through the 
research project to be shared with anyone, including the professional staff directly responsible for 
my child's treatment. 
 
 
             
Signature of Parent or Legal Guardian     Date 
 
 
             
Signature of Staff/Researcher       Date 
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Child/Adolescent Assent Form 

 
 

I agree to participate in a study that is interested in evaluating the relationship between thoughts, 
feelings, and interpersonal behaviors in children and adolescents.  I understand that this study has 
been explained to my parent or guardian and that he or she has given permission for me to 
participate.  I understand that I may decide at any time that I do not wish to continue this study 
and that it will be stopped if I say so.  Information about what I say and do will not be given to 
anyone else unless I say so.  However, I do understand that if I say so, some of the information 
that I provide will be given to the people directly involved with my treatment here at Meridell, 
such as my case supervisor, individual therapist, and/or family therapist. 
 
I understand that I will be asked to complete an interview about my current feelings, behaviors, 
and thoughts as well as a number of questionnaires about myself and my family.  I understand 
that by signing this form I am giving permission for the interview to be audio-taped for research 
purposes and that these tapes will be erased as soon as the study is completed. 
 
I understand that nothing bad or wrong will happen to me if I decide to stop my participation in 
this study at any time.  When I sign my name to this page I am indicating that this page was read 
to me and that I am agreeing to participate in this study.  I am indicating that I understand what 
will be required of me and that I may stop my participation at any time. 
 
             
Child/Adolescent Signature     Date 
 
             
Staff/Researcher Signature     Date 
 
 
Check One: 
 
 Yes, I want information I give to be shared with the people responsible for my treatment 
at Meridell. 
 
 No, I DO NOT want information I give to be shared with the people responsible for my 
treatment at Meridell. 
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Appendix B 

K-SADS-E & P COMBINED 
6-18-97 

DEPRESSIVE 
DISORDERS UNIPOLAR 

TIME FRAME 
Major Depression 2 wks. 
Dysthymic Dis.  1 yr. 
Anhedonia 75% 
At least 3 hours a day for 3 days a week for children under 12 

Work off of the timeline and be sure to identify the approximate point of onset and the duration of 
the current episode. Also, if the child reports being depressed, check to see if the youngster has 
experienced another episode in the past. If so, ask if it was similar in severity or worse and the 
date of onset and the duration.  

SCREENS 
1. Depressed or Irritable Mood 
Dysphoria 
[Remember, when asking these questions, use the child's language i.e. "bummed", "down", etc] 
 
In the interview with parent, mother’s “gut feeling” (emphatic  0. No information. 
sensing) that child frequently feels depressed can 
be taken as positive evidence of child’s depressive   1. Not at all or less than once a week. 
mood if parent is not concurrently depressed. 

2. Slight:  Occasionally has dyphoric 
         mood at least once a week for more 
How have you been feeling?      than one hour. 
Would you say you are a happy child or a sad child? 
Mostly happy or mostly sad unhappy, empty, like   3. Mild:  Often experiences dysphoric 
crying.  Is this a good feeling or a bad feeling?    mood at least 3 times a week for 
Have you had any other bad feelings?     more than 3 hours each. 
Do you have a bad feeling all the time that you can’t 
Get rid of?  Have you cried or been tearful?   4. Moderate:  Most days feels 
Do you feel (  ) all the time, some of the time?    “depressed” (including weekends) 
         or over 50% of awake time. 
 
Does it come and go?      5. Severe:  Most of the time feels 
How often?        depessed and it is almost painful. 
Every day?        Feels wretched. 
How long does it last? 
All day?       6. Extreme:  Most of the time feels 
How bad is the feeling?       extreme depression which “I can’t 
Can you stand it?       stand.” 
 

7. Very extreme: Constant unrelieved, 
Extremely painful feelings of 
depression.  

NOTE: THE FOLLOWING QUESTIONS WOULD ONLY BE ASKED IF THE CHILD 
IS EXPERIENCING DYSPHORIA (APPEARANCE, QUALITY, REACTIVITY, ETC.) 
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Depressed Appearance 
 
Nonverbal manifestations of depressed mood such  0. No information 
as tearfulness, sad face, neglected personal 
appearance, crying.     1. Not at all. 
 

2. Slight:  Of doubtful clinical 
significance. 

 
3. Mild:  Definitely looks somewhat 

sad. 
 

4. Moderate:  Generally sad appearance, 
occasionally tearful. 

 
5. Severe:  Persistent sad face, 

disheveled, frequent crying. 
 

6. Extreme:  Continually weeping, 
meaningful conversation is almost 
impossible, or practically unresponsive 
(depressive stupor). 

 
 
3.a. Distinct quality of mood 
(code 2 if mood is different from 
what experienced after a death) 
Has anybody close to you died?  Is 
(was) this the same feeling as when  
  died, or is it different?  How? 
Extent to which the subjective feelings of   0. No information or unable to 
depression are felt by the subject to be    understand question. 
qualitatively different from the kind of feeling 
he would have or has had following the death of  1. No difference or just more severe. 
a loved one, a pet, or from loneliness or from 
feelings of missing someone during separation  2. Questionable or minimal differences. 
experience (more common in child’s life).  If 
possible, get baseline for comparison of missing,   3. Definitely different, but only mildly 
grief, or loneliness feelings during a period when   so (describe). 
child was not depressed.  NOTE:  Parent can only 
report this item if the child has actually stated this  4. Very different (describe). 
spontaneously before. 
 
Is this feeling different than the one you get when a 
friend or your parent moved away?  Is this like a  
“missing” or “lonely” feeling?  How is it different? 
Has anybody close to you died?  A pet?  How did 
you feel after his/her death?  Were you depressed 
before he died or got sick?  Is this feeling of  
(    ) now different from the 
feeling you had after he died?
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Degree of Association of Depressed Mood with 
Specific   Events   or   Preoccupations 

When you feel ( ), do you always know   
why  you  feel   that  way? 
What is it? 
Do you sometimes feel (  ) when this didn’t 
happen? 

0. No information or unable to 
understand question. 

1. Nearly always, e.g., "It's because my 
mother died 2 mths. ago..." Etc. 

 
Do you sometimes feel (  ) and don’t know 2. Most of the time. 
why? 
What happens more often: that you know why or  3. Usually not. 
that you don’t? 

4. Practically never, e.g., “There is 
Absolutely no reason for me to 
feel this way” or “I do not know 
why.” 

 
2.  Lack of Reactivity 
(Code 2 if mood does 
not improve significantly) 
 
Extent to which temporary improvement in mood  0. No information. 
was associated with positive environmental events. 
Differentiate between improvements of separation  1. Very responsive to environmental 
anxiety (especially in inpatients during visiting)   events, in both extent and duration 
and improvement of depression feelings.  Only the   of improvement. 
latter is to be recorded.  The ratings take into account 
both extent and duration of mood improvement.  2. Usually mood responds fully but 
        improvement does not last more  
If someone tried to cheer you up, could they?   than one hour. 
Has anything good happened to you since you 
Started feeling (  )?    3. Somewhat responsive, but still feels 
If yes, what was it?      depressed:  Mood improves partially 
If no, are you sure?      and stays like that for more than a 
Anything a litle bit good?      few minutes. 
Did this good thing make you feel any better? 
If yes, how good did you feel?    4. “Brief peak.”  Mood clears up almost 
Did you feel happy?      completely for a few minutes and goes 
Did you laugh at anything?     back down again. 
When you were at your worst, did this feeling 
ever go away?      5. Rarely feels any better:  Mood  
When you got your mind on other things or    improves partially for only a few 
when something good happened, did the feeling   minutes (subnormal brief peak). 
ever go away? 
Did all of it go away?     6. Unresponsive (doesn’t make any 
What made it go away? (e.g. like when you    difference). 
were playing with other children?) 
How long did the good feeling last? 
  Minutes? 
  Hours? 
  All Day? 
Did you feel bad no matter what was happening? 
 
Three (or more) of the following symptoms:
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2. Lack of Reactivity Separation Dependent 
Dysphoria/Irritability 
Depressed or Irritable Mood/Relieved by Presence of 
Parent The child's depressed or irritable mood always is 
completely and totally relieved by the presence of the 
parent(s) (main attachment figure). 

0. No information. 
1. No 
2. Occasionally fully relieved 
3. Usually fully relieved. 
4. Always fully relieved. 

 
b. Diurnal Mood Variation 
(Code 2 if depression usually worse in A.M.) 
Extent to which, for at least one week there is a 
persistent fluctuation of mood (depressed or 
irritable)with the first or second half of the day. 
Rate regardless of regular environmental changes. 
Do not rate positive if it gets worse only at bedtime, 
school time or other separation times. The worst 
period should last at least 2 hours. Ask about 
weekends. Make sure the worsening refers to 
dysphoric mood and not to anxiety or 
environmental effects. 

Do  you  feel   more   (__)   in  the  morning  
when you wake up, or in the afternoon, or in 
the evening?     How  long  does  it  last? 
Does  this  happen  every  day,  after  you  get  
home from   school,   after     dinner? 
When do you start feeling better? 
How much worse? 
When you feel worse, is it a different feeling or 
just more of the same? 

(Use regular events as time milestones: lunch, 
second AM class, TV program, etc.) 

Minimally or questionably worse or 

Minimally or questionably worse or 
for less than 2 hours. 

Mildly worse for at least 2 hours. 

Considerably worse for at least 2 

Worse in Morning 

0. No information. 

Not worse in the morning or variable. 1

2

3

4

Worse in Afternoon and/or Evening 
0. No information. 

1. Not worse in the afternoon or variable. 

2. Minimally or questionably worse or for less 
than 2 hours. 

3. Mildly worse for at least 2 hours. 

4. Considerably worse for at least 2 hours. 
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Do you get annoyed and irritated or cranky at little     
things? 
Have you  been feeling mad  or angry also (even  
if you   don't  show   it)? 

How   angry? 

Do   you   sometimes   feel   angry   and/or 
irritable  and/or  cranky  and 
don't   know   why? 
Does   this   happen   often? 
Do  you   lose  your  temper? 
What do you do? 
How much of the time do    you feel angry? 

When you  get mad, what do you  think about Do  
you   think  about  killing  others?     Or  about 
hurting  them  or  torturing  them?     Whom: Do 
you have a plan?    How? 

No information. 

Not at all, clearly of no clinical 
significance. 

Not at all, clearly of no clinical 
significance. 

33. Mild: Often (at least 3 times/3 hours 
each week) feels definitely more 
angry, irritable than called for by the 
situation, relatively frequent but 
never very intense. Or often 
argumentative, quick to express 
annoyance. No homicidal thoughts. 

4. Moderate: Most days feels 
irritable/angry or over 50% of awake 
time. Or often shouts, loses temper. 

5. Severe: At least most of the time 
child is aware of feeling very 
irritable or quite angry or has 
frequent homicidal thoughts (no 
plan) or thoughts of hurting others.  
Or throws and breaks things around 
the house. 

6. Extreme: Most of the time feels 
extremely irritable or angry, to the 
point he "can't stand it." Or frequent 
uncontrollable tantrums. 

7. No. 6 Plus homicidal plan. 

Degree of Association of Irritable Mood with 
Specific   Events   or   Preoccupations 

Do you sometimes feel (  ) and don’t know 
why?       2. Most of the time. 
What happens more often: that you know why or 
that you don’t?      3. Usually not. 
 
       4. Practically never, e.g., “There is absolutely 
        no reason for me to feel this way,” or “I do 
        not know why.”

Irritability 

0 

1

No information or unable 
to understand question. 

When   you   feel   (____),   do   you   always   know 0.
why  you  feel  that  way? 
What is it? 
Do you sometimes feel (____) when this didn't 1.           Nearly always, e.g., "It's because my
happen? mother died 2 mths. ago..." Etc. 
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2. Lack of Reactivity 
(Code 2 if mood does not 
improve significantly) 

Extent to which temporary improvement in mood 
was associated with positive environmental events. 
Differentiate between improvements of separation 
anxiety (especially in inpatients during visiting) and 
improvement of depression feelings. Only the latter 
is to be recorded. The ratings take into account both 
extent and duration of mood improvement. 

If someone  tried  to cheer you  up,  could  
they? 
Has anything good happened to you since you 
started feeling (__)? 
If yes, what was it 
If no, are you sure? 
Anything a little bit good? 
Did this good thing make you feel any better? 
If yes, how good did you feel? 
Did you feel happy? 
Did you laugh at anything? 
When you were at your worst, did this feeling 
ever go away? 
When you got your mind on other things or 
when something good happened, did the feeling 
ever go away. 
Did all of it go away? 
What made it go away? (e.g. like when you 
were playing with other children?) 
How long did the good feeling last 

Minutes? 
Hours? 
All Day? Did you feel bad no matter what was 

happening? 

Three (or more) of the following 
symptoms: 

0.         No information. 

1.         Very responsive to environmental 
events, in both extent and duration 
of improvement. 

2.         Usually mood responds fully but 
improvement does not last more 
than one hour. 

3.         Somewhat responsive, but still feels 
depressed: Mood improves partially 
and stays like that for more than a 
few minutes. 

4.         "Brief peak." Mood clears up almost 
completely for a few minutes and 
goes back down again. 

5.         Rarely feels any better: Mood 
improves partially for only a 
few minutes (subnormal brief 
peak). 

6.         Unresponsive (doesn't make 
any difference). 

Separation Dependent Dysphoria/Irritability 
Depressed or Irritable Mood/Relieved by Presence of 
Parent The child's depressed or irritable mood always is 
completely and totally relieved by the presence of the 
parent(s) (main attachment figure). 

0. No information. 
1. No 
2. Occasionally fully relieved 
3. Usually fully relieved. 
4. Always fully relieved.
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b. Diurnal Mood Variation 
(Code 2 if depression 
usually worse in A.M.) 
Extent to which, for at least one week, there is   Worse in Morning 
a persistent fluctuation of mood (depressed or  
irritable) with the first or second half of the day.   0. No information. 
Rate regardless of regular environmental changes. 
Do not rate positive if it gets worse only at bedtime,   1. Not worse in the morning or variable. 
school time or other separation times.  The worst 
period should last at least 2 hours.  Ask about   2. Minimally or questionably worse 
weekends.  Make sure the worsening refers to    or for less than 2 hours. 
environmental effects. 
 
Do you feel more ( ) in the morning when   3. Mildly worse for at least 2 hours. 
you wake up, or in the afternoon, or in the 
evening?  How long does it last? 
Does this happen every day, after you get home   Worse in Afternoon and/or Evening 
from school, after dinner?     0. No information. 
When do you start feeling better? 
How much worse?      1. Not worse in the afternoon or variable. 
When you feel worse, is it a different feeling or 
just more of the same?      2. Minimally or questionably worse or for 
         less than 2 hours. 
(Use regular events as time milestones:  lunch, 
second AM class, TV program, etc.)    3. Mildly worse for at least 2 hours. 
 
        4. Considerably worse for at least 2 hours.
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2. Loss of Interest/Pleasure 
Boredom is a term all children understand 
and which frequently refers to loss of ability to 
enjoy (anhedonia) or to loss of interest or both. 

What are things you used to do for fun?  enjoy? 
(Get examples: sports, friends, favorite games, 
school subjects, outings, family activities, favorite 
TV programs, computer or video games, music, 3. 
dancing, playing alone, reading, hanging out, etc.) 
Do  you  still  do  the  things  you  used  to  do 
for fun?    Do you feel bored a lot of the time? 
Are  you  bored  because  you  don't  enjoy  things  
or because  you  are  not  interested  in  even 
starting    them. 

Does   this   stop   you   from   doing   those   things? 
Do   you   (also?   feel bored  while you  are  doing  
things   you   used   to   enjoy 
Do you do less  than you used to? 
How   much   less? 
Do you have as  much fun doing them as you used? 
If less  fun,  do  you  enjoy  them  a  little  less?  
Much    less? 
Not  at  all? 
How many  things  are less fun now than they 
used to be? 
How many are as much fun? 

More   fun? 
What  are  your favorite foods? Do you  enjoy 
them  as much as you used to? Do  they  taste  as  
good? 
Do  you  start  to  do  things  that  interest you but 
then find out you  are  not enjoying  them as much? 
Do  you  look  forward  to  doing  the  things  you 
used   to   enjoy?      (Give   examples.) Do you try 
to get    into them? 
Do  you  have  to  push  yourself to  do  your favorite 
activities? 
Do   they   interest   you? 
Do   you   get   excited   or  enthusiastic   about   doing   
them? Why   not? 
Have  you  stopped  even  trying  to  do  things  that  you 
used  to   because   they just  don't  excite  you   anymore? 
How   many   things   are   less   interesting   now   than   
they were   before   you   started   feeling   (sad,   etc.)? 

0. 0. No information. 

1. All activities are pleasurable and 
interesting, or more so. 

2. Slight: 1 or 2 activities less pleasurable 
or interesting than before or than 
his/her friends. 

3. Mild: Several activities less 
pleasurable or interesting. Bored or 
apathetic over 50% of the time during 
activities. 

4. Moderate: Most activities much less 
pleasurable or interesting. Bored or 
apathetic over 75% of the time during, 
activities. 

5. Severe: Almost all activities much less 
pleasurable or interesting. Bored or 
apathetic 90% of the time during 
activities. 

6. Extreme: Total inability to 
experience or interest pleasure ("I 
don't enjoy anything")>? 

IF NO MOOD DISTURBANCE IS EVIDENT, SKIP TO PAGE 27. 
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MAJOR DEPRESSION & DYSTHYMIA 

If the child/adolescent/parent reports a mood disturbance, then go on to ask about the 
following symptoms. 

3. Appetite and Weight 
Make sure to differentiate between decrease of food intake because of 
dieting and because of loss of appetite. Rate here loss of appetite only.  
a. Appetite Loss 

0. No information. 

How   is   your   appetite? 
Are you  eating  more or less  than  
before? 
Do  you  leave  food  on  plate? 
When  did you  begin  to lose  your  
appetite? 
Do  you  have  to  force  yourself to  eat? 
When  was  the  last  time  you  felt  
hungry? 
Are you on a diet? 
What kind of diet? 

1. Not at all - normal or increased. 

2. Slight decrease of questionable 
clinical significance. 

3. Mild decrease. 

4. Moderate decrease. 

5. Rarely feels hungry. 

6. Never feels hungry. 

b. Weight Loss 
Total weight loss from usual weight since onset 
of the present episode (or maximum of 12 
months). 

Have   you   lost  any   weight  since  you   
started feeling sad?     How do you know? 
Failure to gain 1.5 kg. over a 6 month period for 
children between 5 and 11 years old qualifies as 
weight loss, as does loss of percentile grouping 
over a 6 month period (Iowa tables). Groupings 
are: Under 3rd %tile; between 3-10; 10-25; 50-
75; 75-90; 90-97; and over 97th %tile. Rate this 
item even if later he regained weight or became 
overweight. If possible, rater should have verified 
weights available at time of interview. 

Do   you   find   your   clothes/belt   are   
looser   now? When  was  the  last time  you  
were  weighed? How  much  did you  weigh  
then? What about  now?     (measure  it). 

0. No information. 

1. No weight loss (stays in same 
percentile grouping). 

2. Weight loss or failure to gain 
1.5 kg. (3.3 Ib.) or doubtful. 

3. Weight loss plus failure to gain 
between 1.5 kg. - 3 kg.(3.3 - 6.6 
Ib.). 

4. Weight loss plus failure to gain 3 
kg. - 4.5 kg. (6.6 - 9.9 Ib.). 

5. Weight loss plus failure to gain 
between 10-24% of ideal body 
weight. 

6. Weight loss of 25% or more of 
ideal 
body weight. 
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c. Increased Appetite 
As compared to usual. Inquire about this item even 
if anorexia and/or weight loss were rated 3-6. 

Have  you  been  eating  more  than  
before? 

Since  when? 
Is  it  like  you  feel  hungry  all  the  time? 
Do  you  feel  this  way  every  day? Do 
you  eat less than you  would  like  to eat? 

Why? 

0. No information. 

1. Not at all - normal or decreased. 

2. Slight increase of questionable 
clinical significance. 

3. Mild increase. 

4. Moderate increase. 

5. Hungry most of the time, but 
restrains self. 

6. Hungry most of the time and eats 
without restraint. 

 
Strong Craving for Sweets 
Do you eat especially sweets? 
What do you eat too much of? 

0. No information. 
1. Absent. 
2. Doubtful. 
3. Present (mild to moderate) 
4. Severe. 

d. Weight Gain 

Total weight gain from usual weight during 
present episode (or a maximum of the last 
12 months) not including gaining back 
weight previously lost or not gained 
according to the child's usual percentile for 
weight. 

Have  you   gained  any   weight  since  you  
started 
feeling    sad? 
How do you  know? 
Have  you  had  to  buy  new  clothes  
because  the 
old ones  did not fit any longer? 
What  was  your  last  weight? 
Where  were  you  last  weighed? 

0. No information. 

1. No weight gain (stays in same 
percentile). 

2. Weight gain under 1.5kg. 3.3 Ib.) 
or doubtful. 

3. Weight gain over his/her percentile 
between 1.5 kg. - 3 kg. 

4. Weight gain over his/her percentile 
between 3.1 kg. - 4.5 kg. (6.7 - 9.9 Ib.). 

5. Weight gain over his percentile between 
4.6 kg. - 6 kg. (10 - 13.2 Ib.). 

6. Weight gain over his percentile over 
6 kg. (13.2 Ib.). 
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Severity rating of sleep disturbances for current episode should be based on amount of time of change. 

4.  Sleep (@ least 1 hour=mild) 

Take into account 
the estimated number of hours slept and the subjective 
sense of lost sleep. Normally a 6-8 year old child should 
sleep about 10 hours + 1 hour. 9-12-9 hours + 1 hour.  
12-16 years - 8 hours + 1 hour. 

Have   you   had   trouble   sleeping? 
What  kind  of trouble? 
How  long  does  it  take  you  to  fall  asleep? 
Do you wake up in the middle of the night? 

How   many   times? 
Any   reason   for   it   (urinating,   nightmares)? At 
what time do you wake up in the morning? 

0. No information. 

1. Not at all, or feels no need for 
any sleep. 

2. Slight: Occasional difficulty. 

3. Mild: Often (at least 2 times a 
week) has some significant difficulty. (At 
least 1 hour to fall asleep, or bedtime 
delayed for one hour. No middle or 
terminal insomnia.) 

4. Moderate: Usually has 
considerable difficulty. (Either at least 2 
hours initial insomnia, or any middle or 
terminal insomnia unrelated to urination, 
lasting up to half an hour). Feeling of 
unrestorative sleep. 

5. Severe: Almost always has great 
difficulty. Either at least 3 hours initial 
insomnia or any middle or terminal 
insomnia lasting over one hour total. 
Considerable circadian reversal. 

6. Extreme: Claims he almost 
never sleeps and feels exhausted the 
next day or complete circadian 
inversion. 

NOTE: Make the overall rating of Insomnia after inquiring about each of the 6 types noted in 
this section. Rate each of the following 6 types of insomnia on the four point scale to the 
right. 

Initial Insomnia  

Middle insomnia 

Terminal  insomnia 

Circadian reversal  

Non-restorative sleep 

Daytime sleepiness 

0.  No information. 

1. Not present. 

2. Doubtful (or < 30 Minutes) 

3. Definitely present, mild to moderate (or 30 
Minutes - 1 1/2 Hour.) 

4. Definitely present, severe (or over 
11/2 Hours). 

Is that later or earlier than usual?
Do you wake up before you want or have 
to get up?   Or before your mother calls you? 
Do  you  feel  you  would  sleep  more  if you  
could? 
How   long   have   you   been   having   trouble  
sleeping?  Are you having this trouble- 
Every    night? 
Almost   every    night? 
Sometimes? 
Only now and  then? 

Do you feel  rested when you  wake  up? 
Do you feel not rested through 3 hours after being 
up?

6
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d. Hypersomnia 

Do not rate positive if daytime sleep time plus 
nighttime true sleep time = norm (compensatory 
naps) 

Increased need for sleep, sleeping more than 
usual. Inquire about hypersomnia even if 
insomnia was rated 3-6. Sleeping more than 
norms in 24 hour period. 

Are   you   sleeping   longer   than   usual? 
Do you go back to sleep after you wake up 
in   the   morning? 
When did you start sleeping longer than usual? 
What about taking long  naps  during  the 
day? 
Did you used to take naps before? 
When did you start to take naps? 
How  many hours did you use^ to. sleep 
before 
you  started  to  feel  so  (sad)? 

Parents may say that if child was not awakened 
he/she would regularly sleep >11 - 12 hours and 
he/she actually does so, every time he/she is left 
on his own. This should be rated 3. 

0. No information. 

1. Not at all, or needs less sleep than 
usual. 

2. Occasionally sleeps more than usual. 

3. Frequently sleeps at least 1 hours 
more than usual, or regularly 
sleeps much longer if not forced 
out of bed by parent or other 
authority. 

4. Frequently sleeps at least 2 hours 
more than usual. 

5. Frequently sleeps at least 3 hours 
more than usual. 

6. Frequently sleeps at least 4 hours 
more than usual. 

5. Fatigue/Loss of Energy 

This is a subjective feeling. (Do not confuse with 
lack of interest). (Rate presence even if subject feels 
it is secondary to insomnia). Differentiate from 
drowsiness, sleepiness, etc. which should not be 
rated here. 

Have you     been     feeling tired? 
Do you feel tired - 

All of the time 
Most of the time? 
Some of the time? 
Now and then? 

When did you start feeling so tired? Was it after you 
started feeling (__)? Tell   me   more   about   this   
feeling,   is   it   sleepiness or that you just do not have 
energy? Do   you   spend   time   resting? How much? 
Do you have to rest? Do   your   limbs   feel   heavy? Is 
it very hard to get going? ...to move your legs? Do you 
feel like this all the time? 

No information. 

Not at all or more energy than usual. 

Slight:  Possible less energy than 
usual. 

Mild: At times definitely more 
tired? or less energy than usual. 

Moderate: Often feels tired without 
energy. Has to rest (not sleep) during the 
day. 

Severe: Almost all the time feels very 
tired or without energy or spends a great 
deal of time resting, (not sleeping). Limbs 
may feel heavy and hard to move. 

Extreme: Constant feeling of 
extreme fatigue or lack of energy or 
spends most of the time resting. 
Limbs feel heavy and hard to move.   
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6. Psychomotor Disturbance 
(Observable by others) 

a. Agitation 

Includes inability to sit still, pacing, fidgeting, 
repetitive lip or finger movement, wringing hands, 
pulling at clothes, and non-stop talking. To be rate 
positive, such activities should occur while the 
subject feels depressed, not associated with the 
manic 
syndrome, and not limited to isolated periods when 
discussing something upsetting. Do not include 
subjective feelings o tension or restlessness which 
are often incorrectly called agitation. To arrive at 
your rating, take into account your observations 
during the interview. 

When you feel  so  (sad), are there times  
when 
you   can't  sit  still,  or  you   have  to   keep   
moving 
and  can't stop? 
Do you walk up and down? 
Do you  wring  your  hands? (demonstrate) 
Do  you  pull  or  rub  on  your  clothes,  hair,  
skin 
or   other   things? 
Do  people  tell  you  not  to  talk  so  much? 
Did you do this before you began to feel (sad)? 

When you do these things, is it that you are 
feeling (sad) or do you feel high or great? If 
someone was taking movies of you while you 
were eating breakfast and talking to your ( 
mother), and they took these movies before 
you got (depressed) and again while you were 
(depressed) would I be able to see a 
difference? What would it be? What would I 
see? What would I hear? 
Probe: Would it talk longer before or 
while you were (depressed)? 

A little longer? 
Much longer? 

0. No information. 

1. Not at all, retarded, or associated 
with manic syndrome. 

2. Slight: Increase which is of doubtful 
significance. 

3. Mild: Unable to sit quietly in a 
chair fidgeting or pulling and/or 
rubbing. 

4. Moderate: Frequent temper tantrums 
or marked inability to sit in class, 
always disruptive. 

5. Marked: Pacing, hand wringing, or 
very frequent temper tantrums. 
Increased activity both at home and 
school. 

6. Extreme:  Almost constantly moving 
or pacing about or nonstop talking. 
Hyperactive in all settings. 

Unable to sit still. 0. 

Pacing 1. 

Hand wringing 2. 

Pulling or rubbing on hair, clothing, skin 3. 

Can't stop talking; talks on and on 4. 

No information. 

Not present. 

Doubtful. 

Present (mild or moderate). 

Severe. 
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b. Retardation 

Visible, generalized slowing down of physical 
movements, reactions, and speech. It includes long 
speech latencies. Make certain that slowing down 
actually occurred and is not merely a subjective 
feeling. To arrive at your rating take into account 
your observations during the interview. 

Since  you   started  feeling   (sad)   have   you   
noticed that you can't    move as fast as 
before? 
Have you found it hard to start talking? 
Has your speech slowed down? 
Do you talk a lot less than before? 
Have  you   felt  like  you're   moving  in     
slow 
motion?   Have other people noticed it? 

If someone was taking movies of you while you 
were eating breakfast and talking to your (mother), 
and they took these movies before you got 
(depressed) and again while you were (depressed) 
would I be able to see a difference? 
What would it be? 
What would I see? 
What would I hear? 

Probe: Would it take longer before or while you 
were (depressed)? 

A little longer? 
Much longer? 

If I saw a videotape or heard an audio tape of your child 
at home while he/she was depressed and another when 
he/she wasn't depressed, could I tell the difference? I f 
yes, what would I see (hear) different? 

Make sure it does not refer to content of speech or 
acts or to facial expression. Refer only to speed and 
tempo. 
Rate only current episode. 

0. No information. 

1. Not at all. 

2. Slight, and of doubtful clinical 
significance. 

3. Mild: Conversation is noticeably 
retarded but not strained, and/or 
slowed body movement. 

4. Moderate: Conversation is difficult 
to maintain, and/or hardly moves at 
all. 

5. Marked: Conversation is difficult to 
maintain, and/or move very slowly. 

6. Extreme: Conversation is almost 
impossible, mute and immobile 
most of the time (depressive 
stupor). 

Slowed speech 
Increased pauses before answering 
Low or monotonous speech 
Mute or markedly decreased 
amount of speech 
Slowed body movements 
Depressive stupor 

0. No information. 

1. Not present. 

2. Doubtful. 
 
3. Present (mild or moderate). 
 
4. Severe. 
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7.   Worthlessness/Excessive Guilt 
(Not merely self-reproach about being sick) 

a.  Worthlessness/Low 
Self-Esteem 

Includes feelings of inadequacy, 
inferiority, failure and worthlessness, 
self depreciation, self belittling. Rate 
with disregard of how "realistic" the 
negative self evaluation is. 

How   do  you  feel   about  yourself? 
Are you down on yourself? 
Do you like yourself as a person? Why? 
Describe yourself. 
Do  you  ever  think  of yourself as  ugly? When? 
How often? 
Do you think you  are bright or stupid? Why 
Do you often think like that? 
Do you think you are better or worse than your 
friends? 
Is any one of your friends worse than you are? 
What things are you good at? Any others? 
What things are you bad at? 
How often do you feel this way about yourself? 
What  would  you  like  to  change  about  you? 

0. No information. 

1. Not at all. 

2. Slight: Occasional feelings of 
inadequacy. 

3. Mild: Often feels somewhat 
inadequate, or would like to change 
his looks or his brains or his 
personality. 

4. Moderate: Often feels like a failure, 
or would like to change 2 of the 
above. 

5. Severe: Frequent feelings of 
worthlessness, or would like to 
change all 3. Occasionally says he 
hates himself. 

6. Extreme: Pervasive feelings of being 
worthless or a failure. Says he hates 
himself. 
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.. .and self reproach, for things done or not done, 
including delusions of guilt. Rate according to 
proportion between intensity of guilt feeling or 
severity of punishment child thinks he deserves 
and the actual misdeeds. 

When people say  or do  things  that are  good, they 
usually feed good, and when they say or do something 
bad they feel bad about it.     Do you feel bad  about a  
anything you have done? 
What is it? How often do you think about it? 
When did you do that? 
How much of the time do you feel like this? 

Most of the time? 
A lot of the time? 
A little of the time? 
Not at all? 

What kind of things do you feel guilty about? D o 
you   feel   guilty   about   things   you   have   not  
done? 
or  are  actually  not your  fault? Do you feel guilty 
about things your parents or others do? Do you 
feel you cause bad things to happen? Do you feel 
you cause bad things to happen? Do   you   think 
you   should   be  punished  for  this? What kind of 
punishment do you feel you deserve? Do you 
want to be punished? How do your parents 
usually punish you? Do   you   think   it's   enough? 

For many young children it is preferable to give 
a concrete example such as: "I am going to tell 
you about three children and you tell me which 
one is most like you. The first is a child who 
does something wrong, then feels bad about it, 
goes and apologizes to the person, the apologies 
are accepted and he just forgets about it from 
then on. The second child is like the first but 
after his apologies are accepted, he just cannot 
forget about what he had done and continues to 
feel bad about it for one or two weeks. The third 
is a child who has not done much wrong, but 
who feels guilt for all kinds of things which are 
really not his fault like... Which one of these 
three children is like you? I t is also useful to 
double check the child's understanding of the 
questions by asking him to give an example, like 
the last time he felt guilty " like the child in the 
story." 

0. No information. 

1. Not at all. 

2. Slight: Occasional feeling of mild 
self-blame, but no persistent 
ruminations beyond reasonable time. 

3. Mild: Often feels guilty about past 
actions, the significance of which he 
exaggerates, and which most children 
would have forgotten about. 

4. Moderate: Feeling about guilt which he 
cannot explain or about things which 
objectively are not his fault. (Except 
feeling guilty about parental 
separation and/or divorce which is 
normative and should not lead by and 
of itself to a positive guilt rating in 
this score, except if it persists after 
repeated appropriate discussions with 
the parents)/ 

5. Severe: Pervasive feelings of intense 
guilt, or generalized feelings of self 
blame for most situations. Feels he 
should be punished more than he has 
been.? 

6. Extreme: Delusions of guilt, 
hallucinations in which he is 
accused of having done something 
terrible, or agonizing constant 
feelings of guilt. 

(This rating might be changed from 
4 or 5 to 6 at the time of assessing 
hallucinations and delusions.) 

b. Excessive Guilt 
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8.    Concentration/Thinking/Indecision 

a. Concentration Slowed 
Thinking 

(School information may be crucial to 
proper assessment at this time.) 

1. 
Complaints (or evidence from teacher) of diminished 
ability to think or concentrate which was not present 2. 
to the same degree before onset of present episode. 
(Do not include if associated with formal thought 
disorder). (Distinguish from lack of interest or motivation.)    
3. 

Do you know what it means to concentrate? 
Sometimes children have a lot of trouble concentrating. 
For instance, they have to read a page from a book, 
and can't keep their mind on it so it takes much longer 4. 
to do it or they just can't do it, can't pay attention. 
Have you been having this kind of trouble? 
When did it begin? 5. 
Is your thinking slowed down? 
If you  push  yourself very hard  can you  
concentrate? 

Does it take longer to do your homework?  
When you try to concentrate on something,does   6. 
your mind drift    off    to other thoughts? 
Can   you   pay   attention   in   school? 
Can you  pay  attention when you want  to do 
something you like  or do you find  it hard  even 
then? 
Do you forget about things a lot more? 
What things can you pay attention to? 
Is it that you cannot concentrate? 

or is it that you are not interested. 
or don't care? 

Did you have this kind of trouble 
before? When did it start? 

Not enough information. 

Not at all. 

Slight:  Slight and of doubtful 
clinical significance 

Mild: Definitely aware of limited 
attention span but causes no 
difficulties other than substantially 
increased effort in schoolwork 

Moderate: Interferes with 
school marks. Forgetful. 

Severe: Interferes with school work 
and most other activities. Can't 
concentrate even when he want to. 
Very forgetful. 

 

Extreme: Unable to do the simplest 
task, e.g., watch T.V., or engage in 
a conversation. 

 
b. Indecision 
     NA/No 
       Info  No Mild Mod Severe 
 
Is (was) it harder to make     X   1    2   3     4 
your mind up?  Like you  
don’t know what to do? 
Or can’t make a decision? 
 

0.
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MELANCHOLIC FEATURES 
THE MATERIAL THAT FOLLOWS IS FOR THE ASSESSMENT OF MELANCHOLIA. 
ATYPICALLY, FUNCTIONAL IMPAIRMENT, CHRONOLOGY, AND SYMPTOMS 
THAT MAY BE OF CLINICAL INTEREST. DYSTHYMIA IS ASSESSED SEPARATELY. 

Either 1 or 2 below occurred during 
most severe part of episode 

1. Anhedonia at a severe level 
(See page 8 for rating) 

2. Lack of Reactivity 
(See page 3 for rating) 

3. a. Distinct quality of mood 
(See page 2 for rating) 
(Code 2 if mood is different from 
what experienced after a death) 

b. Diurnal Mood Variation 
(See page 4 for rating) 

c. Early Morning Awakening 
(see Q.4c (Terminal Insomnia) above) Extent to 
which, for at least one week there is a persistent 
fluctuation of mood (depressed or irritable)with the 
first or second half of the day. Rate regardless of 
regular environmental changes. Do not rate positive if 
it gets worse only at bedtime, school time or other 
separation times. The worst period should last at least 
2 hours. Ask about weekends. Make sure the 
worsening refers to environmental effects. 

4. Marked Psychomotor Retardation or Agitation 
(See Q.6a & b, page 14 above) 

5. Significant Anorexia or Weight_Loss 
(See Q.3a & b, page 9 above) 

6. Excessive or Inappropriate Guilt 
(See Q.Tb, page 16 above) 



   
 

121

 

ATYPICAL FEATURES: CANNOT MEET CRITERIA FOR MELANCHOLIA FOR 
SAME EPISODE 

Does this (that) time when 
you feel (felt) __ 

1. Mood Reactivity 
(Based on ratings from previous section on Melancholia) 

Two (or more) of the following features: 

2. a. Significant weight gain or 
increase in appetite 
(See Q.3c & d, page 10 above) 

b. Hypersomnia - @ least 2 
hours (See Q.4d, page 12 above) 

NA/No Info      No      
Yes 

c. Leaden Paralysis X         1          2 

Do (did) you feel like your arms or legs 
or your body are (were) really heavy? 
Almost like it's hard to move and you 
have to drag yourself around? Like 
you're paralyzed? How long does the 
feeling last? 

3. Lifelong Pattern of Severe_ X         1         2 

Sensitivity to Interpersonal Rejection 

Do you worry a lot about what other kids think of 
you? If somebody doesn't want to be your friend 
do you get very upset? How much does it bother 
you? Do you sometimes stay away from other 
kids because you're afraid they may not like you? 
Are you always like this? Even when you're not 
feeling sad (__)? Do your feelings get easily hurt? 
What do you do when someone hurts your 
feelings? Are you overly sensitive? 



   
 

122

  

OTHER CHARACTERISTICS/SYMPTOMS 

1. Hopeless Pessimistic 

Negative outlook toward the future, regarding his 
life and his current problems. This item refers to 
ideational content and not to feelings. 

What do you  think  is  going  to  happen to you? Do  
you  think you  are  going  to  get better? 
Any better? 
Do you think we can help you?     How? 
Do you think anyone can help you? Who? How? 
What do you want to do (to be) when you grow up? 
Do you think you'll make it? Why not? 
Have you given up on life? 
Do you ever feel that your death is near? 
Do you feel that the world is coming to an end now? 
Do you feel that you are going to continue suffering 
forever? 
How often do you feel this way? 
Are you sure that there is no hope for you? 
How do you know? Could it be that there might 
be little hope for you? 

0. No information. 

1. Not at all discouraged about the future. 

2. Slight: Occasional feelings of mild 
discouragement about future. 

3. Mild: Often discouraged. Doubts he 
will get better. 

4. Moderate: Often feels quite 
pessimistic about the future. Doubts 
he will make it to being a grown up. 

5. Severe: Pervasive feelings of intense 
pessimism. Has given up.  Helpless. 

6. Extreme: Delusions or hallucinations 
that he is doomed, or that the world 
is coming to an end. 

(This rating may be changed to 6 at the time of 
assessing hallucinations and delusions) 

 
2. Multiple Physical Complaints 

Somatic complaints of headaches, 
stomachaches, chest pains, not feeling well, 
backaches, other aches and pains. 

Do not include fatigue, or complaints 
secondary to a diagnosable medical illness. 

Have  you  been  having  any  pains? 
What   about   headaches,   etc.? (see 
above). Any   other   pains? 
How often? 
How bad do they get? 

How often? 
Do you get them only when you have to go to 
school? 
What about weekends? 

 

0. No information. 

1. Not at all. 

2. Slight: Occasionally, at least once 
every two weeks. 

3. Mild: One or more physical 
symptoms to mild degree, at 
least once a week. 

4. Moderate: One or several symptoms 
to a considerable degree, at least 
every other day. 

5. Severe: Frequently bothered, almost 
daily. 

6. Extreme: Constantly bothered, 
almost daily. 
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Hypochondriasis 
Unrealistic concerns with the possibility that he is 
suffering from a physical. Rate the degree of 
preoccupation taking into account intensity, 
unreasonableness, and amount of time spent worrying. 

Do  you  worry  much  about your  health? 
...about your bowels? ...about 
your urine? ...about your 
eating? ...about your heart? 
...about other things? What? 

What do you think makes you suffer from (__)? Are 
you sure? Could it be something else? Are you sure you 
are really sick? in your (__)? 

3.  Social Withdrawal 
Frequency of contact and depth of involvement 
with family members, friends, or other social 
situations compared to usual before onset of illness 
(or to peers' social involvement if episode of 
disorder was long >1 or 2 years). The key issue is 
child's degree of initiative to be with and interact 
with others. Differentiate from social isolation. A 
withdrawn child is not happy with his withdrawal, 
and withdrawal is limited to the duration of the 
overall disorder. 

Since you  started  to  feel so  (sad),  do you  
prefer to  play  by  yourself or  with  other  
children? Do you like to be with your friends 
or do you prefer to    be alone? 
Was it different before you started to feel so sad? 
What kinds of things have you been doing by 
yourself? 
Do your friends have more friends than you do? 
Have you lost friends since you started feeling sad? 
Who? 
Why, what happened? Who is 

your best friend now? When did 
you see him/her last? 
What did you do together before you started feeling so 
bad? Are you a member of any clubs like the Boy 
Scouts, etc.? 
Have you been going to their activities as much as 
before? How come? Have you stopped calling your 
friends?  
If your friend comes for you, do you play or do you  
tell  him  to  go  away? 

0. No information. 

1. Not at all or concern is appropriate 
to real physical illness. 

2. Slight: Occasional excessive 
concern 
about body, symptoms, or physical 
illness. 

3. Mild: At times is preoccupied with 
thinking about illness, without 
actually feeling sick in any way. 

4. Moderate: Frequent preoccupation. 
> 25% of awake time. 

5. Severe: often absorbed. > 50% of 
awake time. 

6. Extreme: Delusional 
hypochondriasis 
(somatic delusions). 

(This rating might be changed to 6 at the 
time of assessing hallucinations and 
delusions.) 

0. No information. 

1. Not at all, no change from usual or 
increased contact. 

2. Less contact or slight avoidance, 
but 
of doubtful clinical significance. 

3. Mild: Somewhat less involved or 
sometimes avoids social contact that 
he ordinarily participates in. 

4. Moderate: Definitely less involved 
when with people or often avoids 
social contact that he ordinarily 
participates in. Has lost friends. 

5. Severe: Goes out of his way to 
avoid many social situations that he 
ordinarily participates in. 

6. Extreme: Actively avoids all social 
contact that he ordinarily 
participates 
in. 
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Social Isolation 
Refers to a lifelong pattern of lack of friends and 
relationships with humans, which results from 
persistent preference for being alone. Differentiate 
form Social Withdrawal, which may be lifelong in 
children, but it is not secondary to a preference, and 
the child feels badly about it. 

Did  you  ever  have  any  close  friends? 
When was the last time? 
Did  you   ever  enjoy   being  with  
friends? 
or did you always prefer to be by    
yourself? 
Did your mother or anyone else ever try to get you 
to make friends? What did you do? 

If always remained isolated by preference, ask: 

Did you feel this way even when you were not sad 
(depressed, blue, etc.?) 

0. No information. 

1. Not present. 

2. Slight: Not very sociable but can 
enjoy activities with peers and 
sometimes initiates them. 

3. Mild: Prefers to be alone but could 
engage in some social activities if 
actively encouraged. 

4. Moderate: Indifferent to social 
contact; very difficult to encourage 
him/her to participate. 

5. Severe: Has always been a "loner" 
by 
preference; cannot be encouraged to 
associate with peers. 

6. Extreme: Totally non-social; 
truly 
enjoys isolation and actively 
avoids 
peer contact. 

  

5. Evidence of a Precipitant 

Inquire regarding a significant 
life event 

and    specify:    _________    

When   you   feel   (___),   do   you   always   
know 
why   you feel that way? 
What is it? 
Do you sometimes feel (___)when this didn't 
happen? 
Do you sometimes feel (___) do you know 
why? 
What happens more often: that you know why or 
what you had done? 

0. No information or unable to 
understand question. 

1. No difference or just more severe. 

2. Questionable or minimal difference. 

3. Definitely different, but only mildly 
so (describe). 

  

4.   Impairment 
Socially (Peers) 

Family In 
School 

Very different (describe). 4.
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Feeling   Unloved/Forlorn 
Extent to which subject feels uncared for, 
unloved, alone in the world. 

Who  is  the  person  who  cares  most about 
you? 
Does he/she care a lot or a little? 
Does he/she really love you? 
How do you know he/she does/doesn't? 
When   he/she   tells   you   he/she   really   
cares,   do 
you    believe    her/him? 
Is there any one else who cares a lot about you? 
A little? Who? 
When you have problems, is there any one 
you can tell? 

Does he/she listen? 
Does he/she try to help? How? 

IF NO TO THE ABOVE: Do you feel all alone? 
How bad does it make you feel? Do you think 
about it often? How much of the time? Can you 
get your mind off it? 

0. No information. 

1. No present. 

2. Slight: Occasional feelings of not 
being loved (i.e. in response to 
reprimands or punishment). 

3. Mild: Often feels neglected or less 
loved than other children. 

4. Moderate: Very often concerned 
about not being loved, but can be 
reassured. 

5. Severe: Frequent, marked feelings 
of 
being unloved; broods about it; 
difficult to reassure. 

6. Extreme: Convinced he/she is 
unloved; preoccupied with the 
feeling and cannot be reassured. 

Self-Pity 
Overly negative evaluation of the patient's past life 
and current problems. Does not include the future. 
This item refers only to ideational content and not to 
feelings. 

Do you feel that life has been harder for 
you than  for your   friends? 
Are you more unfortunate than others? 
Has life been unfair to you? 
Do you deserve more than you have 
A better deal than you got? 
Have  things  ever  turned  out  right for 
you? 
Sometimes? Never? 
Do you feel (think) sorry for yourself? 

0. No information. 

1. Does not feel (think) sorry for 
himself. 

2. Occasionally thinks that he is less 
fortunate than others and things 
often do not go right for him. 

3. Often thinks that life has been unfair 
to him and he deserves a better fate.? 

4. Almost constant thoughts that he is a 
victim of fate or that nothing ever 
goes right for him. 

 

Decreased Activity/ 
Productivity 

Are (were) you doing less than before? Like 
what? Playing or going out less? Getting 
less done at school? Does (did) it feel like it 
is (was) hard to get anything accomplished? 

No    Mild    Mod   Severe 

1 2 3 4  

NA/No 
Info 

X 
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9. Suicidality NA/No 
a. Recurrent Thoughts of Death               Info 

X 
Do (did) you feel so bad that 
you think (thought) about 
death or dying? A lot? 

b. Suicidal Ideation 
This includes preoccupation with thoughts of death 0. 
or suicide and auditory command hallucinations 
where the child hears a voice telling him to kill 1. 
himself or even suggesting the method. Do 
not include mere fears of dying. 2. 

Sometimes children who get upset or feel bad 
think   about   dying   or   even   killing   themselves. 
Have  you  had   such  thoughts? 
Do you  have a plan? 3 
Have you told anybody (about suicidal thoughts)? 
When did you start to think about suicide? 
Have   you   actually   tried   to   kill   yourself? 
When? 4. 
What did you do? 
Any other thing? 
Did you  really want to  die? 5 
How close did you actually come to doing it? 

No information. 

Not at all. 

Slight: Thoughts of his death (without 
suicidal thoughts), "I would be better off 
dead" or "I wish I were dead: or only in 
the context of anger. 

3.3. Mild: Occasional thoughts of 
suicide but has not thought of a 
specific method. 

Severe: Often thinks of suicide and has 
thought of, or mentally rehearsed a 
specific plan, or has made a suicidal 
gesture of a communicative rather than a 
potentially medically harmful type, or 
has heard a voice telling him to kill 
himself. 

6. Extreme: has made preparations for 
a potentially serious suicidal 
attempt. 

Very extreme: Suicidal attempt 
with definite intent to die or 
potentially medically harmful. 

c. Suicidal Plan 
SEE ABOVE 

d. Suicide Attempt 

Number of discrete suicidal acts (gestures or 
attempts ) since onset of the present episode (or 
up to the last 12 months). 

Note "0" indicates none or no information 

No    Mild    Mod   Severe 

4.           Moderate: Often thinks of suicide
and has thought of a specific 
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Suicidal Acts/Seriousness 

Judge the seriousness of suicidal intent as 
expressed in his suicidal acts like: Likelihood of 
being rescued; precautions against discovery; 
actions to gain help during or after attempt; 
degree of planning; apparent purpose of the 
attempt (manipulative or truly suicidal intent). 

How id you try to kill yourself? 
Was anybody in the room? 
In the apartment? 
Did you tell them in advance? 
How were you found? 
Did you really want to die? 
Did you ask for any help after you did it? 

Suicidal Acts-Medical Lethality 

Actual medical threat to life or physical 
condition following the most serious suicidal act. 
Take into account the method, impaired 
consciousness at time of being rescued, 
seriousness of physical injury, toxicity of 
ingested material, reversibility, amount of time 
needed for complete recovery and how much 
medical treatment is needed. 

How close were you to dying after your 
(most serious suicidal act)? 

0. No information or no attempt. 

1. Obviously no intent, purely 
manipulative gestures. 

2. Not sure or only minimal intent. 

3. Definite but very ambivalent. 

4. Serious. 

5. Very serious. 

6. Extreme (every expectation of death). 

No information. 

No danger, e.g., no effects, held 
pills in hand. 

Minimal, e.g., scratch on wrist. 

Mild, e.g., took 10 aspirins, mild 
gastritis. 

4. Moderate, e.g., took 10 seconds, had brief 
unconsciousness. 

5. Severe, e.g., cut throat, hanging. 

6. Extreme, e.g., respiratory arrest, 
prolonged coma. 

Non-Suicidal Physical Self-Damaging Acts 
Refers to self-mutilation, or other acts 
done without intent of killing him/herself. 

Did you ever try to hurt yourself? 
Have you ever burned yourself with 
matchess/candles? 
Or scratched yourself with needles/a knife? 
Or put hot pennies on your skin? 
Anything else? 
Why did you do it?  How often? 
Do you have many accidents? 
Whaytkind? How often? 

No information. 

Not present 

Slight: Has had thoughts about hurting 
(not killing) himself but has not done so. 

Mild: Infrequent (1-3 times a year). 

Moderate: Frequent (4-11 times a year). 

Severe: Very frequent (12 or more times a 
year). 

6. 6.6. At least one nonaccidental act which left 
permanent permanent substantial functional deficit. 

0.

1. 

2. 

3. 

0. 

1. 

2. 

3. 

4. 

5. 
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DYSTHYMIA 

IF YOU SUSPECT THAT THE CHILD IS EXPERIENCING BOTH MAJOR DEPRESSION AND 
DYSTHYMIA, NOTE THIS BY COMPLETING THE DYSTHYMIA SECTION OF THE SCORING 
PROTOCAL. 
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ATTENTION DEFICIT DISORDER 

When eliciting symptoms, it is helpful to FOCUS ON THE 7-10 YEAR AGE PERIOD considered 
the peak age group for referral. If child is BETWEEN AGE 6-10 YEARS, ask questions in present 
tense and determine if each positively rated behavior is characteristic. For children OVER AGE 
10 YEARS ask questions with FOCUS ON 7-10 YEAR AGE PERIOD and determine if each 
positively rated behavior was characteristic.  Also determine if symptom is still present, so that 
offset and residual status can be determined. 

When inquiring about symptoms, ask if the symptom happens a lot, if it causes problems (i.e., 
parent or teacher complains) and if it is more true of child than his/her peers. Ask for examples 
or descriptions when necessary to determine if symptom or behavior is clinically significant. 
Confirmatory information from parent(s) and school is often necessary. 

TIME FRAME 
(TIME FRAME: Be sure to go back to the timeline and make sure that the problems are evident 
before 7 years old.) 

A. INATTENTION: (6 or more Required) 
NA/No Info         No   Mild    Mod   

Severe 

1. Careless/Sloppy X           1          2         3          4 

Do (did) you make a lot of mistakes (in school)? Is 
(was) this because you're careless?  Are (were) your 
messy or sloppy? Does (did) your mother or teacher 
complain that you're careless? 

2. Difficulty Sustaining Attention X           1           2         3           4 

Do (did) you have trouble paying attention?  Keeping your 
mind on school work, games? Do (did) your friends have 
this problem? Is (was) it harder for you than some other 
kids? 

3. Doesn't Listen X           1           2         3           4 

Does (did) your mother (or teacher) complain that 
you're not listening (or daydreaming)? A lot? Does it 
cause problems? 

4. Difficulty Following Instructions X           1          2  3          4 

Do (did) you have trouble finishing things... 
homework, chores? Do (did) you have trouble 
following instructions? 

5. Difficulty Organizing Tasks/Activities X           1  2         3           4 

Do (did) you have trouble organizing things? Is 
(was) it hard to do things when they have to be 
done in a certain order....with different steps? 
Does (did) it cause problems? 
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2. Difficulty Remaining Seated X  1 2 3 4 

Do (did) you have trouble staying in your seat? At 
school? At home (e.g., during dinner)? In 
church/temple? 

3. Runs/Climbs Excessively/Inappropriately X  1 2 3 4 

Do (did) you run or climb on things? A lot? Where? Is 
(was) it hard not to do this, to stay in one place? 

4. Difficulty Playing Quietly X  1 2 3 4 

Can (could) you play quietly? Do (did) you? Is 
(was) it hard to be quiet? Do (did) you get into 
trouble because of this? 

NA/No 
Info 

6. Difficulty with Sustained Mental Effort X 

Do (did) you try not to (read, do homework....) because 
it's hard to concentrate (keep your mind) on these things 
for a long time? How hard is (was) it? 

7. Loses Things X 

Do (did) you lose things (i.e., toys, books, 
homework, etc.)? A lot? More than other kids? Do 
(did) you get into trouble for this? 

8. Easily Distracted X 

Can (could) almost anything get your mind off what 
you are (were) doing? In school or a game or if 
you're talking to someone? 

9. Forgetful in Daily Activities X 

Do (did) you forget a lot of things? Like what? 
Chores? Homework? Other things you were 
supposed to do?  Like what? 

B. HYPERACTIVTY/IMPULSIVrrY: (6 or more Required) 

Mild 

2 

 

 

2 

 

 

2 

 

 

2 

No 

1 

 

 

1 

 

 

1  

 

 

1 

Mod   Severe 
 

3 4 
 
 
 
 

3 4 
 
 
 
 

3 4 
 
 
 
 
   3     4 

Mild 

2 

NA/No
  Info       No 

X 1 

Mod   Severe 
    

3 41. Fidgets/Squirms 

Can (could) you sit still or are (were) you always 
moving your hands, feet, or in your chair? A lot? 



   
 

131

 

NA/No Info       No    Mild    Mod   
Severe 

5. "On the Go"/Driven by a Motor X           1         2          3          4 

Do (did) you feel like you always have (had) to be 
moving, are (were) always "on the go"? Like you're 
driven by a motor? 

6. Talks Excessively X           1         2          3          4 

Do (did) you talk a lot? All this time? More than other 
kids? Do (did) people call you a "motormouth"? Is (was) 
it a problem? 

7. Blurts out Answers X           1         2          3          4 

Do (did) you give answers to questions before 
someone finishes asking? Do (did) you call out 
answers in school without the teacher calling on 
you? A lot? 

8. Difficulty Waiting Turn X            1         2          3          4 

Is (was) it hard to wait your turn when you play(ed) with 
other kids? Do (did) you? Does (did) it cause 
fights/problems? 

9. Interrupts or Intrudes X           1         2          3          4 

Do (did) you talk when others were talking without 
waiting till they're finished? a lot? Do (did) you interrupt 
other children's games? 

Notes: 

IF FEWER THAN 6 ITEMS POSITIVE IN A OR B, SKIP TO 
CONDUCT DISORDER. 

Other Characteristics: Asked of Parents 

1. Acts Before Thinking X           1         2          3          4 

Do (did) __ get into trouble (or get hurt) because s/he 
rushes (ed) into things without thinking (e.g., turns into 
street without looking)? 

2. Shifts Activities Excessively X           1  2          3          4 

Do (did) __ do one thing and then something else 
without finishing the first thing? Is (was) it hard to stay 
with anything for long? 
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       NA/No 
         Info    No   Mild    Mod   Severe
 
3. Accidents          X      1          2       3       4

Does (did) he/she have a lot of accidents (lots of 
visits to the ER)? 

4. Clumsy         X      1      2      3       4

Is (was) he/she a clumsy child? 

5.   Peer Relations: Does (did) s/he....  

fight with other kids his/her age? get      X      1      2      3       4

rejected by other kids his/her age?      X      1      2      3       4      

Impairment  

Socially with Peers     X      1      2      3      4 

With Family Members    X      1      2      3       4  

In School (or Work)     X      1      2      3       4 
 
 
Academic Achievement during   Good   Average Fair  Poor 
2nd to 5th grade, on average, was (As & Bs) (Bs & Cs)    (Cs & Ds)      (Ds & Fs)  
 
          1        2     3        4 
 
         NA/No 
           Info  No Yes 

Specify Type: 

Combined Type (Criteria from Al & 11 are met)       X   1   2 

Predominantly Inattentive Type (Criteria from Al, only)      X   1    2 

 
Predominantly Hyper active/Impulsive Type        X   1   2 
(Criteria from All, only) 
Chronology        NA/No 

           Info  No Yes 

At least some impairing symptoms present before age 7      X   1   2 
 
Impairment present in two or more settings (e.g., school      X   1   2  
and home) 
 
Age at Onset            X   1   2 
Duration over 6 months 
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CONDUCT DISORDER 

TIME FRAME 
For at least 12 mos. - (At least 3 symptoms Required) 

Al. AGGRESSION TO PEOPLE AND ANIMALS     NA/No 
                                                                                     Info       No    Mild    Mod   Severe 

1. Often bullies, threatens, or intimidates others    X                       1 2 3 4  

2. Often starts physical fights   X 1 2 3 4 

3. Used a weapon (e.g. bat, brick, knife, gun, etc.)   X 1  2 3 4  

4. Physically cruel to people (e.g., tied child to a tree)   X 1 2 3 4  

5. Physically cruel to animals   X 1          2          3          4 

6. Has stolen with confrontation of a victim (i.e.  X            1 2 3 4  
mugging, purse-snatching, extortion, armed 
robbery, etc.) 

7. Forced someone into sexual activity with him/her                        X 1 2 3 4  

II. DESTRUCTION OF PROPERTY 

8. Deliberately engaged in firesetting, intending to X           1 2 3 4  
cause damage 

9. Deliberately destroyed others' property (not                                X    1           2 3 4  
firesetting) 

III DECEITFULNESS OR THEFT 

10. Has broken into someone else's house, car, X           1 2 3 4  
building, etc. 

11. Often lies to obtain goods or favors or to avoid                         X 1 2 3 4  
obligations. 

12. Has stolen items of nontrivial value with X           1         2          3          4 
confrontation of a victim, (shoplifting without 
breaking and entering, forgery, etc.) 

IV. SERIOUS VIOLATIONS OF RULES 

13. Often breaks curfew (stays out late) beginning                              X 1 2 3 4  
before age 13 

14. Ran away from home overnight, at least twice X           1 . 2           3          4 
or once without returning for lengthy period. 

15. Often truant (plays hookey) beginning before X           1         2          3          4 
age 13. 
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INTERVIEWER:  IF LESS THAN 3 ITEMS POSITIVELY, SKIP TO OPPOSITIONAL 
DISORDER ON PAGE 82. 

Notes: 

Impairment NA/No 
Info        No    Mild    Mod   Severe 

Socially with Peers                                                             X           1 2 3 4

With Family Member                                                         X           1
 

2 3 
 

4

In School (or Work)                                                            X          1
 

2 
 

3 
 

4

Notes: 
 

 
 

 
 

 
 

OTHER CHARACTERISTICS 
 

NA/No 
Info 
 

No 
 

Yes 
 

Often "borrows" other children's possessions without permission
 

X 1 
 

2

Often cheats in games or in school work                                X
 

1 2 
 

Had voluntary sexual intercourse, beginning early for general 
subculture 
 

X 
 

1 
 

2 
 

At early age for general subculture, has regularly:
 

 
 

used tobacco X 1 2

used alcohol 
 

X 1 
 

2

used illicit drugs 
 

X 1 
 

2

Suspended or expelled from school (for behavior problems)
 

X 1 
 

2

Has subject ever been: 
 

 
 

in a gang 
 

X 1 
 

2

arrested X 1 2

in juvenile court 
 

X 1 
 

2

in juvenile detention center 
 

X 1 
 

2

convicted of a crime X 1 2

Has 1 or more friends for at least 6 months X 1 2
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NA/No Info      No      
Yes 

Is loyal to friends (e.g., doesn't inform on companions, X         1         2 
helps friends) 

Antisocial behavior is usually done as part of a group. X         1          2 

Duration of current episode (in months)               

Age of Onset ___ --  -- 

Childhood Onset Type (at least 1 criterion before age 10) X        1          2 

Adolescent Onset Type (no criteria before age 10)                                X         1         2 
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OPPOSITIONAL DISORDER 

TIME FRAME 
Present for at least 6 mos. 

NA/No 
(At least 4 Symptoms Required) Info       No    Mild    Mod   
Severe 

1. Often loses temper X 1 2 3 4 

2. Often argues with adults X 1 2 3 4 

3. Defies adults' requests/rules X 1 2 3 4 

Do (did you refuse to do things (e.g., chores)  X         1        2          3         4
your parents (or other adults) ask(ed) 
or disobey(ed) rules? A lot? 

4. Deliberately annoys people X              1            2               3               4 

5. Blames others for own mistakes X              1            2              3               4 
or misbehaviors 

6. Touchy/easily annoyed X               1           2              3               4 

Is (was) it easy to make you mad or angry or X          1        2         3          4 
annoy you? Does (did) it happen a lot? 

7. Often angry or resentful X          1         2         3         4 

8. Often spiteful/vindictive (gets even) X               1             2               3               4           

IF LESS THAN 4 ITEMS POSITIVE, SKIP TO ALCOHOL USE DISORDER ON 

PAGE 83. 

Notes: 

Duration of current episode (in months) 
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Appendix C 

Name:___________________________________ ID#:__________________________ 
 
 
 

FAMILY QUESTIONNAIRE (CHILD/ADOLESCENT) 
 
 
Directions 
 
Please read each sentence carefully.  Indicate how true the sentence is of your family 
by circling one of the following: 
 
 
Never True   A Little True          Sometimes True          Mostly True   Very True 
 
 
If you do not think that the sentence ever describes your family, then circle Never 
True. If you think that the sentence is true of your family once-in-a-while, then circle 
the words A Little True. If you think that the sentence is true of your family 
sometimes, then circle the words Sometimes True. If you think that the sentence is 
true of your family lots of the time, then circle the words Mostly True. If the sentence 
describes how your family is all of the time, then circle the words Very True. 
 
 
Let’s try an example together: 
 

1.Everyone takes turns doing the dishes in our family. 
 
Never True  A Little True        Sometimes True       Mostly True Very True 
 
Did you circle one of the responses above? Good Job!  Please circle only one (1) 
response for each statement. Answer every statement, even if you are not completely 
sure of your answer.  If you have any questions while you are filling out this form, 
raise your hand and ask for help.  Thank you for helping us learn more about families! 
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Appendix D 

 
FAMILY MESSAGES MEASURE-M 

 
Name: ____________________________ Today’s Date: ____________________ 
 
Instructions Carefully read each item below and indicate how often you hear 

these kinds of messages in your home 
 
 
1. My mother tells me that I’m good Never Sometimes Always 
 at different things. 
 
2. My mother says that schoolwork is  Never Sometimes Always 
 just something that must get done. 
 
3. My mother believes that most people  Never Sometimes Always 
 are friendly and helpful. 
 
4. Nothing I do seems to satisfy my  Never Sometimes Always 
 mother. 
 
5. My mother tells me that I’m a  Never Sometimes Always 
 failure. 
 
6. When I talk with my mother about  Never Sometimes Always 
 the future, it looks bright. 
 
7. I hear my mother say that I do  Never Sometimes Always 
 well at school. 
 
8. My mother tells me that she will  Never Sometimes Always 
 help me whenever I need it. 
 
9. My mother tells me that I will do  Never Sometimes Always 
 well in the future. 
 
10. My mother wonders how anyone  Never Sometimes Always 
 could be friends with me. 
 
11. My mother tells me that being  Never Sometimes Always 
 grown up is no fun. 
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12. My mother tells me that I can  Never Sometimes Always 
 have an enjoyable future. 
 
13. My mother tells me that I can’t  Never Sometimes Always 
 do anything right. 
 
14. My mother wonders how anyone  Never Sometimes Always 
 could like me. 
 
15. My mother tells me that I have a  Never Sometimes Always 
 limited future. 
 
16. My mother tells me that my problems  Never Sometimes Always 
 and worries will never go away. 
 
17. My mother tells me that I’m as  Never Sometimes Always 
 good as or better than my friends. 
 
18. My mother tells me that the world  Never Sometimes Always 
 is a very mean place. 
 
19. My mother tells me that things aren’t  Never Sometimes Always 
 going to get any better. 
 
20. My mother is helpful and nice to me.  Never Sometimes Always 
 
21. My mother tells me that you shouldn’t  Never Sometimes Always 
 like people who aren’t good at most 
 things. 
 
22. My mother tells me that I am  Never Sometimes Always 
 incapable of solving my own problems. 
 
23. My mother wonders why so many bad  Never Sometimes Always 
 things happen to me and nobody else. 
 
24. My mother tells me that I have nice  Never Sometimes Always 
 and helpful friends. 
 
25. My mother tells me that I can do  Never Sometimes Always 
 a lot of things well. 
 
26. My mother tells me that unless I  Never Sometimes Always 
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 change, my future is bleak. 
 
27. My mother tells me to do whatever I  Never Sometimes Always 
 want because it doesn’t matter to her. 
 
28. My mother tells me that I can always  Never Sometimes Always 
 work things out. 
 
29. My mother tells me that I should be  Never Sometimes Always 
 ashamed of myself for doing bad things. 
 
30. My mother says that no matter what I do,  Never Sometimes Always 
 other people will get in my way. 
 
31. My mother tells me that I am a good  Never Sometimes Always 
 person. 
 
32. My mother tells me that it is no fun  Never Sometimes Always 
 being an adult. 
 
33. My mother tells me that I am a likeable  Never Sometimes Always 
 person. 
 
34. My mother says that if there wasn’t  Never Sometimes Always 
 something wrong with me, I would 
 have more friends. 
 
35. My mother tells me that I have some  Never Sometimes Always 
 personality problems. 
 
36. My mother tells me that I will  Never Sometimes Always 
 continue to be happy as I get older. 
 
 
 



 145

Appendix E 

INTERPERSONAL SCHEMA CODING SYSTEM 

 
Abandonment/Neglect (AN)   
 
 0   1   2   3 

•    •    •    •  
No   Mild abandonment/ Moderate   Complete 
abandonment  neglect with  abandonment/  abandonment/ 
or neglect  regret   neglect or   neglect which 
      perception thereof, causes great 
      more pervasive  harm 
 

Perceived instability or unreliability of those available for support and connection. 
Involves the sense that significant others (those who would reasonably be expected to 
provide support) will not be able to continue providing emotional support, connection, 
strength, or practical protection because they are emotionally unstable and unpredictable, 
unreliable, or erratically present; because they will die imminently; or because they will 
abandon the individual in favor of someone better. 

• Note – AN includes abandonment such as the death of any emotionally 
significant other. The death of a parent/caregiver is typically coded as Level 3 

• Note – When a character references “the world” or makes global references in 
this light, it may be coded as AN. 

• Note – AN must occur within the context of a relationship to be coded, such 
as romantic relationships, parent/child or other caregiver/dependent 
relationships, relatives, or friendships. AN can occur parent to child or child to 
parent, as with Emotional Deprivation (e.g., a child running away from 
adaptive home environment). 

 
Examples: 
Level 0 – The mom’s thinking, you know, “Why don’t you face them and come back? 
Let’s face them; together we can face them.” (118, 9GF) 
 
Level 1 – She looks like she had a little trouble with her boyfriend, I guess. And she’s ah, 
she’s crying, she’s sad about what happened. She didn’t want to break up, or she didn’t 
want to have troubles. But then, she didn’t want to have trouble with her relationship. So, 
either she gathers her thoughts here while she’s crying or maybe she’ll go back and talk 
with him. (053, 3BM) 
 
This one was, um, this girl in the picture is looking at her daughter in her room. Her 
daughter is trying to commit suicide, and um, her mom opens the door and see her 
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daughter trying to do this. And the mom is feeling like, you know – is feeling like, she’s 
kinda confused. She’s like, “Why are you doing this?” And she feels really confused, and 
depressed. And like she wants to help her daughter. And she things, like, “What should I 
do?” She’s really confused because she don’t know what to do. And the daughter is just 
feeling depressed and doesn’t know what to do either. (118, 5) 
 
Level 2 – There was this boy, and he had this violin. And his dad, he like – this boy tried 
to play his violin for his dad, and his dad, like, never listened to him, you know? He’s 
never there, and the boy is thinking, “Why doesn’t my dad ever listen to me? Why 
doesn’t he understand?” And he felt really down and depressed and confused. And hurt. 
Because his dad didn’t listen. And, um, the ending of this is he just quit plating the violin 
and stayed depressed because his dad never listened. So he just quite playing. (118, 1) 

 
This is a girl, a little girl, who kind of pushes everybody away. Just the fact that a lot of 
things have happened to her. Bad things have happened to her, where she just don’t trust 
anybody anymore. Not even her mother. She feels just like…like she can never love 
people again. Like she never could trust anybody again. So she pushes everybody away. 
In this picture, her mom is trying to talk to her, and it’s just the fact that, she just doesn’t 
want to listen. Because she feels like pushing everybody away. And um, the mom is 
thinking, you know, “Why? What can I do? What can I do to make her talk to me?” And 
she feels like there’s no hope, but she feels like she has to get her child better. And um, it 
all ends with, her daughter ends up in rehab, and trying to get better. (118, 7GF) 
 
Level 3 – This is a little boy, and he is hiding from his dad. Because his dad beats him, all 
the time…This little boy feels like, “Why does my daddy have to do this to me?” He feels 
like…he feels like, “Why do they take it out on me?” And um, he thinks that- he feels 
like, that he wants to be out of there. And he thinks that, maybe if  he does something 
good, his dad wouldn’t beat him, but every time he does something good, it happens 
anyway. The end of it, I guess, is that he just ends up hiding from his dad. (118, 13B)  
 
This is a kid…his parents just abandoned him because they couldn’t afford him and they 
didn’t want him anyway…they’re putting him there and they’re going to let other parents 
come up and bid for him. (012, 13B) 
 
He wakes up, goes outside and sits down and waits for his dad to come home. But his dad 
never comes home. [He’s feeling] scared and worried. (037, 13BM) 
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Emotional Deprivation (ED)  
 
0   1   2   3 
•    •    •    •  
No deprivation Mild situational  Moderate  Complete 
   inattention   deprivation or  emotional 
     instability, which  deprivation or 
     results in unmet instability.   
     needs   Character responds 
        negatively or not at 

all. 
 

There must be an emotional need present that is not being met. Involves the expectation 
that one’s desire for a normal degree of emotional support will not be adequately met by 
others who would reasonably be expected to provide emotional support. May be 
deprivation of nurturance, empathy, or protection. 

• Note – The death of a character is not coded ED.  
• Note – ED is always coded in the context of a relationship as defined in 

Abandonment/Neglect (romantic relationships, parent/child or other caregiver/ 
dependent relationships, relatives, or friendships). ED may be coded parent to 
child or child to parent (e.g., parent’s sense that child is letting him or her 
down or not meeting his or her needs).  

• Note – ED must indicate that the need is not being met. 
• Note – ED may be coded globally, implying a larger “they” as somehow 

unsupportive or malevolent.  
 

Examples: 
Level 0 – That little girl’s older sis had a baby and that’s her mother looking over her 
shoulder at it. And her sister let her hold the baby. They’re looking at the baby…[They’re 
feeling] happy. [They’re going to] take it out to buy it clothes, I don’t know.  (002, 7GF) 
 
Level 1 – It’s a girl and her Mom, and she’s sad and her mom is reading her a book and 
she doesn’t care she’s thinking about being somewhere else.  Her Mom is done reading to 
her. 
E: And what is the Mom thinking or feeling? 
S: She doesn’t know, she’s just reading her book she doesn’t know what is going on. 
E: So the little girl is? 
S: She feels alone. (NS3, 5)  
 
This lady has just come from a hard day at work. Rough. Her boss chewed her out 
thousands of times for the smallest mistakes. She’s come home and she’s feeling 
extremely suicidal. That’s what the knife is for. She’s just cut her wrists because she 
wants to die so bad…” (024, 3 BM) 
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Level 2 – The guy’s trying to tell his mom something about…he’s gay and his mom 
doesn’t understand that, so she’s disappointed and he’s sad ‘cause he has to tell her now. 
(050, 6BM) 
 
This guy had just come back from like, a business trip and went to visit his mother. He’s 
like, talking to his mom and his mom’s just staring out the window. She’s like gloomy or 
something. He’s upset that she won’t talk to him and he’ll try to talk to her again…She’s 
crazy. She don’t feel nothing. (026, 6BM) 
 
Level 3 – She finally got away from her alcoholic parents.  They didn’t abuse her or 
anything but they were just so mean, the bad situations she was in, you know the fact that 
everyone wouldn’t except the fact that she had quit drugs and wasn't a slut anymore you 
know it was just horrible and no other family members would help her out. No one would 
really help her out. (NS4, 7)  
 
There was this boy, and he had this violin. And his dad, he like – this boy tried to play his 
violin for his dad, and his dad, like, never listened to him, you know? He’s never there, 
and the boy is thinking, “Why doesn’t my dad ever listen to me? Why doesn’t he 
understand?” And he felt really down and depressed and confused. And hurt. Because his 
dad didn’t listen. And, um, the ending of this is he just quit plating the violin and stayed 
depressed because his dad never listened. So he just quite playing. (118, 1) 
 
Social Isolation (SI)  
 

0   1   2   3 
•    •    •    •  
No social  Isolated or  Loneliness, social Overt, 
isolation  situationally-based separateness   pronounced 

  incidence of  indicated, but not  isolation or 
rejection or    focus of narrative  loneliness, a 
loneliness, or subtle    more 
sense of separateness     permanent 
or disconnectedness     state 
  

The feeling that one is isolated from the rest of the world and/or not a part of any group 
or community. Can also include a sense of separateness, disconnection, or 
“differentness.” 

• Note – SI must convey the experience of isolation or differentness, not simply the 
state of being alone.  

• Note – Physical or emotional isolation (e.g., child being sent to room, prisoner in 
cell, loss of a loved one), without loneliness implied, is not coded SI. 

• Note – Teasing could be coded as SI 1 or 2 depending on the circumstances and 
severity.  
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Examples:  
Level 0 – This boy just received some good news. His birthday is tomorrow but he didn’t 
really know it ‘cause he’s a retarded young man. He gets a harmonica, above all the most 
glorious gift ‘cause it came from his father. So he discards the other gifts….sits and starts 
to play in pure bliss, thinking “my father must really love me to give me what I always 
wanted.” (024, 13B) 
 
Level 1 – These two girls decided they would play hide-and –seek. The girl in the tree is 
hiding and she moves around the tree as the other girl goes by. They’re having fun. And 
after this she’ll run back to base and the girl will be it again. The one girl is thinking she’s 
gonna find the other girl and the other girl is thinking she ain’t gonna find her and they’re 
both having fun and happy. (032, 9GF) 
 
Level 2 – This boy starts this clubhouse in a shack on his land. Everybody joins, but he’s 
bossy. He won’t let them do anything unless it’s his idea. One day everybody wants to 
collect frogs from the creek, and he decided they weren’t allowed to collect frogs on his 
land. They all quit the club that day. He took his bucket of frogs back to the clubhouse. It 
was real still, there wasn’t anybody around. He sat on the doorstep and wished and 
wished that his friends were back. Of course, he’d just run them off. So, he’s sitting there 
and realizes that even if you have everything that you want it’s nothing without someone 
to share it with. He feels real lonely. (064, 13B) 
 
Level 3 –This story is about an adopted child. You know what jerks they are. Matthew 
has been through, been in foster homes ever since he can remember. People kept sending 
him back once they figured out he wasn’t the cute, charming , sweet boy they thought he 
was….This is the last night in her (foster mother’s) house. He really doesn’t care, he 
didn’t like her anyway. 
or…He wakes up, goes outside and sits down, waits for his dad to come home. But his 
dad never comes home. He’s scared and worried. (064, 5) 
 
This girl really stayed to herself, too. She’s in her room, and that’s usually where she 
goes to get away from people. And there’s something beside her, which is a knife. And, 
um, she’s thinking about committing suicide with the knife. But she doesn’t know what 
to do. She feels like – she feels like the world’s coming down on her, and everybody’s, 
like, treating her wrong. She feels like the world just don’t want her there. And she 
thinks…she thinks that, too. Um, but, the whole thing, how is ends – she doesn’t commit 
suicide. She just lives in this world of anger and depression, and she just doesn’t know 
what to do. (118, 3BM) 
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Aggression (AG) 
 
0   1   2   3 
•    •    •    •  
No aggression  Mild aggression, Moderate, reactive Complete 
   often with regret. aggression or  proactive, 
   May include verbal rejection  aggression, 
   aggression.         motivated by a 
         desire to 

inflict serious 
harm 

   
Any expression or indication of verbal or physical aggression/hostility towards others. 
Violence in general may be coded such as accidental aggression. 

• Note – Murder (not natural death) is always coded Level 3. 
• Note – Teasing may be coded as verbal aggression. 

 
Examples: 
Level 0 – He doesn’t know if he should have it (violin) out or not. And he, his dad 
catches him and asks him why he has it out and says he was in a (?) with his violin and he 
wishes he could play and his father says, um, the next time you want to look at it for him 
to ask permission to get it out and that it’s OK as long as he asks permission to look at it. 
(054, 1) 

 
Level 1 – He feels that, I don’t know he’s just upset,. He wanted his family…he wants to 
tell his parents that he doesn't like it but he can’t like do anything about it.  He can’t like 
tell em because he’s afraid, cause you don’t, he knows what they’ll do cause their you 
know like proper people that get all upset and defense and say ‘how dare you say that’ 
and probably wash his mouth out with soap just because his family is a bunch of 
psychopaths. (NS4,1)  
 
E:  What’s happening in this picture? 
S:  They…that looks…it looks like a mother and son and they’re in a fight. 
E:  What are the characters thinking? 
S:  She’s mad at him for doing something, and he…maybe the son is thinking that she is 
totally overreacting and being foolish. 
E:  What are the characters fooling? 
S:  They’re both mad at each other. 
E:  What happened before this? 
S:  He did something…I don’t know…maybe he got in a fight with his stepfather, and 
she’s mad at each other. 
E:  What’s going to happen next? 
S:  She’s going to pout and make him feel guilty, and he’ll probably apologize even 
though he doesn’t want to. (81, 6BM) 
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It looks like a boy and his grandmother, and they’re talking about um…some kind of 
business or something that he had to go to…that he’s supposed to be taking care of. His 
grandmother’s just not really listening to him, and he’s kind of mad because he thinks 
that all this stuff is very important, and so after they get into sort of a disagreement and 
what led up to it was um…he walked in and tried to tell her about his great deal he had 
and then she started talkin’ about “what about this?” “what about that?” and “you should 
do this…” and he started arguing with her, and so they’re both feeling…well, one’s 
feeling, well…real sad and things and they’re both feeling angry. (71, 6BM)   
 
Level 2 – They’re living on the island ‘cause they couldn’t handle the city anymore 
because the town thinks they are witches. The truth is that they are not. ‘Cause they 
always wear black, they keep to themselves, they’re shy, and they never come out of their 
house. That’s why they think they’re witches. The town barely knows them but still hates 
them. So they went to this island so they could get away from this town and now the 
town has found them. (003, 9GF) 
 
S: Somebody is sliding down a rope, and I guess they’re just trying to leave somewhere 
and uh… 
E: What is the character thinking? 
S: He’s thinking he’s happy to leave wherever he was.  
E: What is he feeling? 
S: He’s feeling determined but afraid of getting caught.  
E: What happened before this? What led up to this?  
S: Ummm…I don’t know. 
E: What is going to happen next?  
S: A person will see the rope, and they’ll cut the rope , and he’ll fall. Just short of killin’ 
someone… (071, 17BM) 
 
Level 3 – He asked if he could go live with his mother and his…and his guardian people 
wouldn’t let him….he’s gonna go back and live with his guardian, and then one day he’s 
gonna call his friend and they’re gonna go somewhere far away and they’re gonna hire a 
hitman to kill his guardian. (097, 14) 
 
S: There is a girl, and she’s running away and from her evil stepmom and that’s all. 
E: What happened before? 
S: The stepmom tried to kill her. 
E: What is going to happen next? 
S: The stepmom is going to get her and kill her. 
E: What is the stepmom thinking and feeling? 
S: The devil, she is just evil. 
E: And the girl? 
S: She is trying to get away, she’s scared. (NS3. 8) 
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She might be sleeping. She might have gotten beaten up or something….She got robbed. 
I guess when she was coming in the house a man beat  her up. She’s coming in and that 
man was hiding in the house and he beat her up…And he took her purse. [She’s feeling] 
scared. (002, 3BM) 

 
Entitlement (EN) 

 
0   1   2   3   
•    •    •    •  
No entitlement  Mild disregard for Intentional verbal  Clear intent to 
    another’s condition cruelty or crimes that hurt others 
   or emotional state. do not involve direct which creates 
   Might not cause physical harm (i.e.,  serious 

significant distress stealing).  physical or  
or victimization of    mental harm/ 
other.      death  
      (excludes self- 
      defense). 
 

Insistence that one should be able to do or have whatever one wants, regardless of what is 
reasonable or the cost to others; or an exaggerated focus on superiority, in order to 
achieve power or control. Disregard to what is reasonable and the cost to others. 
Sometimes includes excessive competitiveness toward, or domination of, others: 
asserting one’s power, forcing one’s point of view, or controlling the behavior of others 
in line with one’s own desires – without empathy or concern for others’ needs or feelings.  

• Note – EN may be coded in global light, not merely within a relationship. 
• Note – A code of EN is determined by the intent of the perpetrator rather than 

whether or not he or she is successful in harming. 
• Note – Overly harsh or inappropriate parent discipline may be coded as EN.  
• Note – Any mention of killing or rape is coded Level 3 with the exception of self-

defense or combat situations. 
 

Examples: 
Level 0 – Well this person is thinking that he wishes that he could sleep, but he has so 
much on his conscience that he would not be able to so he can’t…He’s feeling very guilty 
and depressed because him and his wife are getting a divorce because he had an 
affair….Well, his wife and him… they have children so they’re still gonna be civil to 
each other, and…but they’re getting a divorce, and he sees his kids like every weekend 
and they come to see him…go to his house. (089, 14)  

 
Level 1 – And the mom was pregnant with this child, and the little, this girl was always 
like, didn’t really want this baby to come, because she knew the baby would like take 
over her mom. And she didn’t what her - she wanted her mom all to herself. (118, 2) 
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Ok, the girl in the picture wanted to buy a baby doll. Her mom sent out to go buy her one. 
She came back with the wrong baby doll. So the girl started pouting, angry. And then the 
mom came and tried to calm her down but every single time she tried to cheer her up, she 
just, the girl would get even madder. So the lady was feeling kind of, like, worried ‘cause 
like she didn’t know what’s gonna happen next if there was a problem. So what happened 
after that, the girl grabbed the baby and threw it into the trashcan and then she saved her 
own money and bought the doll she wanted. (062, 7GF) 
 
This lady has just come from a hard day at work. Rough. Her boss chewed her out 
thousands of times for the smallest mistakes. She’s come home and she’s feeling 
extremely suicidal. That’s what the knife is for. She’s just cut her wrists because she 
wants to die so bad…” (024, 3 BM) 
 
Ok, this is a long time ago. Ok, these people are out working the farm and the girl just 
now got back from school and the lady’s taking a rest and she’s about to have to go start 
working again and she thinks she ought to be doing something else instead of just 
working over here. And later on she just ditches the work and starts doing all that other 
stuff she wants to… (004, 2) 
 
Level 2 – There’s a picture of some men and they’re going to their hideout cause they’re 
bank robbers. And they’re taking their loot and their horses into this hideout which is a 
cave under a waterfall, which before they just robbed a bank and they’re trying to hide 
from the police. They’re thinking pretty scared, they’re thinking once they get out, they’ll 
make it. They’re thinking once they get out with the money they’ll be rich. They don’t 
want to be caught. (NS1,11) 
 
It’s water. Maybe somebody’s out there drowning or having trouble with the water and 
maybe she’s up to it or something in the deep end and just decided to hide because she 
couldn’t figure out what to do about it. And this lady here runs around the corner and 
she’s just looking at her and she’s feeling kind of, looks like she’s feeling a little guilty 
about it, about what she did and I imagine she’ll come through it and she’ll ah, confess to 
what she did. Later on after maybe afterwards they’ll talk after awhile. (053, 9GF) 
 
Level 3 – Ok, there’s two girls. One of the girls don’t like the other girl. But the girl tries 
to be her friend. And this girl keeps on stalking her and now she’s hiding behind a tree 
watching the girl run, which the girl thought she was being chased after, but really, the 
girl’s just behind the tree watching her, studying her every moves so she can tackle her or 
something like that. And like the girl that’s stalking her is like, feeling, I hate this girl, I 
want to kill her or something like that. And like, the other girl’s like, oh my gosh, she 
wants to kill me, ah, I’d better run. And what happens is ah, she ah, she turns out to be 
like a nice person, she didn’t really want to kill her after all and they became friends. 
(062, 9GF) 
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That he’s some sort of horrible lead gang guy and they like catch him. They’re rivals, so 
this rival guy you know they’re just really pissed off at the other gang cause like a guy 
took some other guys’ girlfriend and the guy that took the other guy’s girlfriend from 
him, so they have him in there and they’re like really pissed off and they’re gonna like 
kill him, but first they want him to talk this is how creepy they are. Ok the guy that’s like 
getting cut he’s like not have a good day, he’s really scared and upset and I guess 
everything else that goes through a person’s mind when they’re about to die. (NS4, 8)  
 
This guy is a killer and a cannibal and now he’s in a mental facility wishing he never was 
who he was and he’s about to hang himself. (012, 3BM)  

 
Other-Directedness (OD)  

 
0   1   2   3   
•    •    •    •  
Other-Directedness Mild focus on   Moderate focus Complete  
not present  other–Situational  on other–Denial focus on  

denial of own needs/  of one’s own needs/ other– 
desires   desires but with  Complete  

      feelings of regret subjugation of  
      or hope of meeting one’s needs 
      own needs  
 

An excessive focus on the desires, feelings, and responses of others, at the expense of 
one’s own needs – in order to gain love and approval, maintain one’s sense of 
connection, or avoid retaliation. Usually involves suppression and lack of awareness of 
one’s own anger and natural inclinations.  

 
Examples: 
Level 0 – Well the teacher’s focusing more on the book and just reading it and not really 
paying attention to the little girl, and the little girl is more interested in what’s going on 
outside. (089, 
7GF) 
 
Level 1 – This girl’s name is Monica and she lives out in the country and ah, what she 
really wants to do with her life is, you know, ah, be like a manicurist, whatever. She lives 
like a really oppressive lifestyle because you know, she always has to like stay at home 
and you know, work, work on the farm, whatever. And ah, she’s studies up on her 
manicuring trade and you know, she’s just, she thinks of ways to kind of leave, or 
whatever. But she knows that sometimes she has to ah, kinda sacrifice herself for the sake 
of her family…Well of course she’s distressed because she wants to do what she wants to 
do, but she also knows that if she leaves, um, she’ll like hurt the people that she loves. 
(045, 2) 
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Level 2 – …He’s only twelve. But he’s studying, he’s got all these books. He’s like 
reading Plato and stuff like that. And he’s only twelve and he’s studying so hard because 
he’s trying to get into prep school not because he wants to, it’s because his parents want 
him to. And, um, he tries to be good for his parents because he was adopted. And  he 
didn’t find out from them, he found out by himself. And he wants to make sure that these 
parents don’t give up on him. And they want him to be a smart kid so he’s going to try to 
be a smart kid. (NS 5, RAT 3B)  

 
Level 3 – …Josh’s father had left suddenly a few weeks ago and his mother hadn’t had a 
job. She still doesn’t have a job. She’s been starting to. And ah they don’t have enough 
money to pay the rent this month…So Josh has decided to make a big leap. He’s packed 
his violin and he took it, he’s taking it to, down the street where he plays. He plays on the 
street corner on the weekend. Earns about $10 a week. It’s enough for food. Anyway, on 
the way to the street corner there’s a pawn shop, he just can’t give much for a violin, even 
if it was the best in the world. So he goes down the block a ways and he sees the second 
pawn shop. He only gave him a $100 for it and he can’t have that much. So he (finally 
sells the violin to a nice man who lets him earn it back)…He doesn’t tell his parents 
about what he’s done but he puts the money underneath the pillow. She finds it that night. 
(064, 1) 
 
Distorted Causality (DC)  
 

0   1   2   3   
•    •    •    •  

 No social causality Basic understanding Broad framework is Noncausal or 
 or sound social  of social causality consistent, but details grossly  

causality  with minor errors in contain incoherence illogical 
logic or unexplained  and/or inconsistencies depictions of  
transitions     psychological 

events     
   
The connection between emotional /behavioral depictions and interpersonal interactions 
and outcomes. The integrity of interpersonal cause and effect.  

• Note – If a story is brief but not inconsistent, the code of 0 is given. 
  
Examples: 
Level 0 - This boy starts this clubhouse in a shack on his land. Everybody joins, but he’s 
bossy. He won’t let them do anything unless it’s his idea. One day everybody wants to 
collect frogs from the creek, and he decided they weren’t allowed to collect frogs on his 
land. They all quit the club that day. He took his bucket of frogs back to the clubhouse. It 
was real still, there wasn’t anybody around. He sat on the doorstep and wished and 
wished that his friends were back. Of course, he’d just run them off. So, he’s sitting there 
and realizes that even if you have everything that you want it’s nothing without someone 
to share it with. He feels real lonely. (064, 13B) 
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Level 1 – E:  What’s happening in this picture? 
S:  The person looks really upset. Umm…It looks like they are lying on a bench or 
something…I don’t know…umm…the person looks really, really upset…the woman 
looks like she is crying about something…or they’re just tired or maybe they’re just tired 
and stressed out. 
E:  What is the character thinking? 
S:  Umm...about the things that happened. 
E:  What is this character feeling? 
S:  Depressed or maybe disappointed about something. 
E:  What happened before this? 
S:  The lady got in trouble or got yelled at, or maybe just had a bad day. I don’t know. 
E:  What is going to happen next? 
S:  I don’t know…maybe someone is going to go talk to them. (81, 3BM)  
 
This man…he’s rich, and he owns a mansion. This lady…she’s a maid in his house. And 
he’s asking her if she should retire cause she’s getting too old to be a maid. And before 
this she was cleaning and all fine, but he asked her to come talk to him. She’s 
thinking…she’s sad because she’ll kind of miss it, the house, the people in it. She’s 
thinking, “Where will I go?” I don’t know what the man is thinking. He looks pretty sad 
cause well…It ends by she going and retiring and they all live happily ever after. (NS1, 
6BM)  
 
A mother is comforting her daughter ‘cause her daughter asked a boy out and was told 
“no”. And afterwards she’ll go and play with her baby doll. (032, 7GF)  
 
Level 2 – The other two girls are drag rats, they hang out on the drag and they like to try 
all sorts of interesting clothes in those stores. Just like me and my friends, I like to do that 
sometimes - stupid stuff just for the hell of it.  They live like quite a walk away but they 
always ride the bus or whatever, and they were trying on some costume things from a 
very long time ago. The guys were a bit like ?  and they were just kinda embarrassed and 
they start walking into the dressing room and the girls were outside of the dressing room 
just sitting there and laughing.  Oh god, we can’t get back we can’t get our clothes back, 
if they see it’s gonna be too embarrassing. So, they just take off running.  Ok, they live in 
like a more rural part of Austin you know where there is like - by the river basically.  So 
they take of running all the way from the drag to the river like by where they live,  just 
because they don’t want to be seen by anybody and be embarrassed. (NS 4, 9)   
 
Level 3 - Once upon a time there was a mom and her son…the mom couldn’t have more 
kids…it wasn’t a big family, but one day some soldiers come and ruined all of the life of 
them…the grandma and her son got saved…it was somebody else’s plan to kill everyone, 
but the grandma and her son know karate and stopped them with a big giant machine, that 
could stop anything …or otherwise he could turn the little  tiny thing that can pick up a 
whole big building…that could transform into anything. 
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E: So what’s happening in the story now? 
S: The kid doesn’t want to tell Grandma that the soldiers are coming. 
E: What is the kid feeling? 
S: That I should tell her. 
E: That sounds like what he’s thinking. What’s he feeling too? 
S: Um, I should tell her…she will be angry. 
E: And what is Grandma thinking? 
S; I think soldiers are gonna come today. 
E: And what is she feeling? 
S: Ashamed to the kid…she didn’t want neither to tell him.  So they started talking… 
E: How did this story end? 
S: When Grandma and son transform machine to a hospital…and there was a 
robot…robots were nice and helped people and saved their (Grandma and son) lives. (NS 
#, 6BM)  
 
 
Helplessness (HE)  

 
0   1   2   3 
•    •    •    •  

 No helplessness Minor helplessness Moderate  Total  
    that does not   helplessness, such character  
    reflect cognitive as in an unfair  helplessness  

  distortion (e.g., situation or   within  
  authoritative  powerful, external situation.   

    parenting).  forces.   Complete lack 
of strategy or 
efficacy. 

 
The lack of control over negative, external forces. Sense of control as environmental or 
outside of self. Helplessness (HE) describes situations in which characters are primarily 
acted upon rather than being proactive or influential. 

• Note – Helplessness does not have to occur in interpersonal context. Random acts 
of violence, powerful outside forces, etc. are considered as metaphors for general 
expectations of powerlessness. 

• Note – If the narrative contains elements of both powerful external and internal 
influences demonstrated, with external forces outweighing the internal, the 
highest HE code that may be given is level 1. 

 
Examples: 
Level 0 - This boy is in gym, they’re having a contest on who can get up the rope the 
highest and he’s over half way. One person is just a head taller than him and is almost 
about to win, but he sets his mind to going way up and back down real fast even though 
he’s afraid of heights. And he makes it. (032, 17BM) 
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Level 1 – A farm setting, everyone just woke up. The girl’s going to school, a man’s 
working the farm, the wife is looking at the sunrise getting ready to get started. The girl is 
off to school just like she does every day, I guess. The lady leaning on the tree, she’s 
looking at how nice, gonna be a nice, hot day, and the guy is like “Oh, here comes 
another day of hard work.” (032, 2)   
 
E: What’s happening in this picture? 
S: They…that looks…it looks like a mother and son and they’re in a fight. 
E: What are the characters thinking? 
S: She’s mad at him for doing something, and he…maybe the son is thinking that she is 
totally overreacting and being foolish. 
E: What are the characters fooling? 
S: They’re both mad at each other. 
E: What happened before this? 
S: He did something…I don’t know…maybe he got in a fight with his stepfather, and she’s 
mad at each other. 
E: What’s going to happen next? 
S: She’s going to pout and make him feel guilty, and he’ll probably apologize even though he 
doesn’t want to. (81, 6BM)  
 
S: This girl, is ah, a modern 30’s girl. She’s walking home from school one day. She’s 
thinking about what life in the Midwest must be, away from the city and away from all 
the mundane noise and everything. So he pictures a farmer plowing his fields and a wife 
who is pregnant with his baby and wondering, “Will I ever wind up like that?” 
E: Ok, so what happens? 
S: Turns out that her imagination ends when she goes home her parents tell her, “Pack 
your things. You father’s just been fired so we’re going to move to another state.” 
E: Ok, and what is she thinking and feeling? 
S: She’s thinking it would be wonderful if I could get out of this city. (024, 2) 
 
Level 2 – A guy climbing down a rope trying to escape a building on fire. Looks like he’s 
scared and confused thinking about what he left behind in the building. He’s escaped the 
fire and everything. He’s going to have to start all over, everything has been burned. 
(094, 17BM) 
 
This is a man, who has been in war, and he was a medic but he’s been injured or shot. 
This nurse is trying to help him, but then she falls in love with him, and she doesn’t want 
him to die when he goes out to help others cause he’s a medic. At the end, he dies, and 
she becomes very sad. Before this he was in the battlefield. He’s sad because he doesn’t 
want to go back out. He’s thinking of why he joined to be a medic. That’d be cool to be a 
medic. You wouldn’t have to fight. That’s what I’d do. She’s very sad. She doesn’t want 
him to go. (NS1, 4)  
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S: Um, it’s a little boy that he looks like he’s been practicing the violin, kinda frustrated 
with it, ‘cause he’s kind of going like that (imitated boy’s body expression), he don’t 
want to practice anymore. 
E: What is he thinking? 
S: That he’s tried of practicing. 
E: What is he feeling? 
S: He’s feeling that he’d rather go outside and play rather than sit inside and have to 
practice violin. 
E: What happened before this? 
S: He was practicing a lot. 
E: What is going to happen next?   
S: His mother’s going to come into the room and tell him to start practicing again before 
he can go outside and play. (82, 1)  
 
This looks kind of like a scene from Alice in Wonderland. Ok, the maid is reading the 
book to the girl, an the girl and the other girl is not really paying attention to it…she’s 
just dreaming of other stuff besides this loony tune…what the maid has…what the story’s 
about because the maid’s always supposed to read her at least one story a day. The girl 
doesn’t really like listening to the stories but her mother says she has to. 
E: What are the characters thinking?  
S: The maid’s thinking that…that the girl is being kind of rude because the maid’s trying 
to do her best to help her mother, and the girl…she’s just daydreaming so I’m not really 
sure what she’s thinking…she’s just dreaming about stuff. 
E: What are the characters feeling?  
S: The girl’s feeling dazed, and she really doesn’t care, and the maid’s feeling that she 
hates the girl. 
E: What happened before this? What led up to this?  
S: Ummm, the maid was calling…looking for her, and the little girl told her that she 
didn’t like listening to the stories and hated having to do it but the maid told her that she 
had to because she does. 
E: What is going to happen next? 
S: The girl will get up and run off someplace. (71, 7GF)  
 
S: It looks like a guy is looking out a window. 
E: What is the character thinking? 
S:  Maybe he’s trying to device to jump or not.  
E: What is the character feeling?  
S: I don’t know…pretty bad. 
E: What happened before this picture? 
S: Maybe he lost his job or something. 
E: What’s going to happen next? 
S: He umm…he almost jumps but then chickens out…I don’t know. (079, 14) 
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Level 3 – Mmmm…she’s sad. She’s been crying. She’s scared…Because of her family 
and stuff…Um…her parents probably beat her. (013, 3BM) 
 
S: A little boy’s sitting in the doorway. Waiting for someone, probably…He looks like a 
young one, and, I guess he doesn’t have any brothers or sisters…  
E: What will happen? 
S: Mmmm…he won’t have any fun playing by himself. (013, 5) 
 
A person’s been closed up in a dark room for a long time. He finally gets to open his 
window and sees light ahead. He’s feeling really anxious to get out, but his window is too 
high for him to jump out. So he’s trying to figure out another way to get out of the room. 
And he never can find his way out. (032, 14) 
 
The person in the picture I guess the chick is all upset cause she just like killed somebody 
and she didn’t like wanna kill him cause she’s like a good natured person but then again 
she’s like crazy so she did it anyway.  She’s got like multiple personalities and like she’s 
got like this sweet personality so she’s all upset when she realizes what she’s done, and 
the other personality is like very violent so she’s like two people in one… Right now she 
is thinking how the hell could I have done this, I really need to get help for my problem 
but you know whenever that happens the other personality takes over it’s like you know I 
wanna kill somebody. (NS4, 3)  
 
This girl really stayed to herself, too. She’s in her room, and that’s usually where she 
goes to get away from people. And there’s something beside her, which is a knife. And, 
um, she’s thinking about committing suicide with the knife. But she doesn’t know what 
to do. She; feels like – she feels like the world’s coming down on her, and everybody’s, 
like, treating her wrong. She feels like the world just don’t want her there. And she 
thinks…she thinks that, too. Um, but, the whole thing, how is ends – she doesn’t commit 
suicide. She just lives in this world of anger and depression, and she just doesn’t know 
what to do. (118, 3BM)   
 
Quality of Relational Interaction (QR)  

0   1   2   3 
•    •    •    •  

 No relational   Empty disconnect- Relationships are Malevolent, 
 interaction OR  edness between somewhat hurtful  highly violent/ 
 positive, supportive characters or mild or antagonistic  aggressive 
 indications of caring/ situational     interactions 

responsiveness  rejection      
       
 
Westen calls it affect-tone of relationship paradigms, “the affective coloring of the object 
world”, captures relational attributions. The overall explanatory tone of social interaction, 
the affective representation of relationships.  
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• Note – Relationships are defined as any social interaction or occurrence between 
two entities (e.g., a random or accidental shooting in which characters are 
strangers). Closeness of the relationship is not a factor. Thus, QR may be coded 
between animals, enemies, or the larger world.  

• Note – If a global relational interaction exists, it must be strongly implied (e.g., 
“they” are all out to get him, or “everybody’s” just so mean…). 

• Note – References made to negative interpersonal expectations are coded as QR.  
 

Examples: 
Level 0 – She’s checking in on someone who should be in the room. Just making sure 
everything’s alright. She will probably run into the room and help whoever it is. She 
looks like she would provide a lot of comfort. (092, 5) 
 
Level 1 – The boy was being bad, so the mom said, you can’t come out of the house. So 
the boy’s looking at some of his friends having fun and thinking, “Boy I wish I wouldn’t 
have gotten into trouble because if I wouldn’t have gotten into trouble, I would have been 
out there playing with my friends.” So after that, he goes and tells his mom that he’s 
sorry and that he’ll never do it again. And he’s feeling like mad, I can’t stand my mom, 
why is she always getting me into trouble? Even though it was him that was doing it, she 
could have at least been a little bit easier on him, that’s what he’s thinking. After that, 
he’s says sorry to his mom he says he’ll never do it again and his mom says, “OK, you 
can go out and play now.” (062, 13B) 

 

This looks like a girl, and it’s very sad. About maybe some family problems of her 
friends don’t like her anymore. She’s feeling very sad, and thinking what to do, but in the 
end it all works out. She was all fine, walking in the halls, and her friends made fun of 
her for something that she did and she was already having a bad day because she got in a 
fight with her parents in the morning before she got to school. (NS 1, 3BM)  

 
Level 2 – Somebody just woke up and they’re, she comes into the room and it’s a mess. 
She’s thinking that her kid’s got a hold of a lot of things. She’s ready to kill him for it! 
And afterwards she finds out it was the cat. (032, 5) 
 
The little boy is looking at his instrument and he hates violin, or whatever instrument. He 
hates violin, his parents makes him violin but he didn’t want to play violin he wanted to  
play guitar, but since he comes from like one of those families that...what's the word well 
since he comes from a family that’s very cultured they want him to be cultured in the arts 
and they believe that  guitar music for the most part is not very cultured just it’s not a 
good kind of music.  So he’s looking at it and just thinking god this just really sucks, how 
do I get out of this, why does my family have to force me to play this stupid 
instrument…He feels that, I don’t know he’s just upset he wanted his family…he wants 
to tell his parents that he doesn't like it but he can’t like do anything about it.  He can’t 
like tell 'em because he’s afraid, cause you don’t, he knows what they’ll do cause their 
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you know like proper people that get all upset and defense and say ‘how dare you say 
that’ and probably wash his mouth out with soap just because his family is a bunch of 
psychopaths. (NS4, 1)  

 
Level 3 – She’s in a place like Meridell. She finally got away from her alcoholic parents. 
They didn’t abuse her but they were just so mean….It was just so terrible and no other 
family members would help her out. (117, 8GF) 
 
Once upon a time there was a happy family. One day the daddy come and he was doing 
bad…he never smoke and drugs but when he came to the house he was smoking and 
having drugs. And then he was having a gun in his pocket. He killed himself and the 
mom and the kids were crying…and they never stopped crying…so she didn’t have 
nothing to eat or to give to the kids…the only thing to do was kill herself and her kids. 
And she started to cry, “Oh my kids, oh my kids!” by the river…they were all sad. (NS2, 
3BM) 

 
Emotional Expression (EE)  
 

0   1   2   3 
•    •    •    •  
Advanced emotional More elaborate use Minimal emotional No emotional 
expression   of affective   expression  vocabulary 
(5+ different  vocabulary  (1-2 different  
emotionally  (3-4 different   emotionally    
descriptive  emotionally   descriptive  
words/phrases) descriptive   words/phrases) 
   words/phrases) 
 

The use of affective vocabulary, (e.g. words and phrases that reflect emotional insight).  
Indicates the ability to comprehend and convey emotions and label feelings.  

• Note – Boredom is coded as an emotion rather than a state of mind. 
• Note – Crying is not necessarily coded as an emotion. Specific emotion must 

be  
specified.  

• Note – When words/phrases are used that capture the same emotional 
experience, they are coded as one (e.g., sad and feeling down). 

• Note – Action verbs describing feelings are coded (e.g., love, like, adore, hate, 
dislike, etc.). 

• Note – When phrases such as “looks like” and “appears to” are used to convey 
emotion, they are coded. 

 
Examples: 
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Level 0 – This boy’s curious. He’s messing around cause he’s bored and he sees a violin 
on the table. He’s just looking at it wondering if he’s ever going to do something as 
magnificent as this violin. Cause his father made this violin and it’s very special, it can 
make beautiful music for anyone. He starts to play and his parents love his music. (024, 
1) 
 
S: And like, the girl just looks up at her and she, and she says "I was outside and I felt 
really strange." And her mom's like "well, come up here and she looks like pained and 
she says "dad's dead mom. I…I felt like he was passing through before he had to go to 
heaven and he was like stopped at me from playing to come in here." And her mom 
doesn't doubt her. It's just that the mom believes in that kind of stuff, like spiritual stuff? 
And it was kind of strange because the little girl, she thought that it was like scary at 
first? She feels like it is okay now because like the dad passed through like that so she 
would go to her  mom and be with her mom.  
E: How do you think the mom was feeling then? 
S; Well, upset because her daughter just told her that her husband was dead. But it kinda 
gives her daughter, cause her daughter's being so calm now, that it calmed her down. 
(NS#5, RAT 2G)  
 
Level 1 – E: What’s happening in this picture? 
S:  The person looks really upset.  Umm…It looks like they are lying on a bench or 
something…I don’t know…umm…the person looks really, really upset…the woman 
looks like she is crying about something…or they’re just tired or maybe they’re just tired 
and stressed out. 
E: What is the character thinking? 
S: Um...about the things that happened. 
E: What is this character feeling? 
S: Depressed or maybe disappointed about something. 
E: What happened before this? 
S: The lady got in trouble or got yelled at, or maybe just had a bad day.  I don’t know. 
E: What is going to happen next? 
S: I don’t know…maybe someone is going to go talk to them. (81, 3BM)     
 
Level 2 – This lady just had a hard day at work. Rough! Her boss chewed her out 
thousands of times for making the simplest mistake. She’s feeling extremely suicidal. 
She’s crying because she wants to die so bad. (024, 3BM) 
 
Level 3 - He was practicing his violin in the orchestra. Then he got tired and sat down. 
(038, 1) 
 
E:  What’s happening in this picture? 
S:  The woman is walking in a room and…it looks like the light is turned on so maybe 
somebody is in there. She’s walking in the door and looking in. 
E: What is she thinking? 
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S: Maybe she wants to know who is in her house…or maybe it’s not even her 
house…maybe she’s snooping around someone else’s house. 
E: What is she feeling? 
S: Uhh…no idea.  Maybe that she doesn’t know what to expect or maybe there is 
someone in there that she wants to talk to. 
E: What happened before this? 
S: Umm…maybe she was sitting outside and knocked on the door and…maybe 
somebody did answer and that’s why she went in. 
E: What is going to happen next? 
S: Maybe somebody will scare her.  (laughs) (81, 5) 
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General Coding Guidelines  
 
1) References to animals as characters in a story should be coded as human characters are 
coded. Animals are considered as metaphors for humans.  

 
2) If narratives contain two stories within a story, code according to the more 
maladaptive elements provided. 
 
3) Do not attend to unrealistic, magically resolved story endings. These endings do not 
nullify other codes.  
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