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ABSTRACT

COPING IN ADOLESCENT-MOTHER CONFLICTUAL INTERACTIONS

AS A PREDICTOR OF ADOLESCENT DEPRESSION

MAY 2002

CHERYL BONICA, B.S., UNION COLLEGE

M.S., UNIVERSITY OF MASSACHUSETTS AMHERST

PH.D., UNIVERSITY OF MASSACHUSETTS AMHERST

Directed by: Professor Sally I. Powers

This longitudinal study investigated the association between adolescent depressive

symptoms and adolescents' behavioral coping during a conflictual family interaction

task. The primary hypothesis was that adolescents' use of behavioral-avoidance coping

predicts concurrent and future adolescent depressive symptoms. Four secondary

hypotheses were: (a) adolescents' use of behavioral-approach coping is negatively related

to depressive symptoms, (b) adolescents' use of behavioral-avoidance coping uniquely

predicts depressive symptoms, and thus, does not predict externalizing symptomatology,

(c) adolescent boys use behavioral-approach coping to a greater extent than adolescent

girls, and (d) adolescents model their mothers' coping strategies. Seventy adolescents

engaged in videotaped conflict interactions with their mothers and filled out

questionnaires. Trained coders watched thirty-four fifteen-second segments of these

interactions and rated adolescents and mothers on behavioral indicators of avoidance and

approach coping during each segment. The hypotheses that adolescents' use of
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behavioral-avoidance and behavioral-approach coping predicts adolescent depressive

symptoms were not confirmed. Gender differences in behavioral coping strategies were

not supported. As predicted, adolescents modeled their mothers' behavioral coping. The

influence of contextual characteristics of interpersonal stress on adolescent behavioral

coping strategies is highlighted and clinical implications are discussed.
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CHAPTER 1

INTRODUCTION

Efforts to cope with stressful situations play a role in the development and

maintenance of depressive symptoms (Compas, Orosan, & Grant, 1993; Davila,

Hammen, Burge, Paley, & Daley, 1995; Ebata & Moos, 1991; Herman-Stahl, Stemmler,

& Peterson, 1995; Nolen-Hoeksema, 1994; Tennen, Affleck, Armeh, & Carney, 2000).

Coping research has traditionally focused much of its attention on coping with stressful

life events or aggregated stressful experiences (Bolger, 1990; Lazarus & Folkman, 1984;

Coyne & Raccioppo, 2000), whereas depression research has largely focused its attention

on the biological, psychosocial, and cognitive causal factors and correlates of depression.

The integration of these two literatures have made four critical contributions to our

understanding of the associations between stress, coping and depression: 1) interpersonal

stress is a vulnerability factor for depression (Coyne & Whiffen, 1995; Davila, et al,

1995; Hammen, 2000), 2) depression is an interpersonal phenomenon, such that

interpersonal factors are thought to play causal, moderating, and mediating roles in the

development and maintenance of depression(Joiner, Coyne, & Blalock, 1999; Cummings

& Davies, 1999), 3) coping strategies, which effectively regulate internal demands and/or

effectively minimize external demands that tax or exceed the resources of the person,

reduce the impact of stress (Bolger, 1990; Folkman & Lazarus, 1985; Sherboume, Hays,

& Wells, 1995), and 4) coping strategies, which are ineffective at regulating internal

demands and/or ineffective at minimizing external demands that tax or exceed the

resources of the person, are associated with depression (Holahan, Moos, & Bonin, 1999;
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Tennen et al., 2000). Yet, a critical omission of both literatures concerns the link between

coping with interpersonal stress and depression. For the field of coping and

psychopathology to broaden its knowledge base of how coping is associated with

depression, interpersonally-focused behavioral coping strategies assessed in stressful

situations directly involving other people are needed. This dissertation contributes to the

body of coping research on depression by investigating the association between

adolescent depressive symptoms and the use of two behavioral coping strategies,

behavioral-avoidance and behavioral-approach. These coping strategies are assessed for

adolescents and their mothers during a conflictual interaction.

Depression in Adolescence

Depression is one of the most common and costly mental health problems in

adolescence (Bimiaher et al., 1996; Cicchetti & Toth, 1998; Lewisohn, Hops, Seeley, &

Andrews, 1993). In adolescence, lifetime prevalence estimates of Major Depressive

Disorder (MDD) are between 15% and 20% (Kessler, et al., 1994) and point prevalence

ofMDD ranges from 0.4% to 8.3% (Birmaher et al., 1996). Depressive disorders and

symptoms in adolescence have been linked with poor psychosocial adjustment (Blatt,

Hart, Quinlan, Leadbeater, & Auerbach, 1993; Lewinsohn et al., 1994; Peterson, et al,

1993), negative life events (Ge, Lorenz, Conger, Elder, & Simmons, 1994), and the

development of depressive disorders in adulthood (Hankin et al., 1998). Given the

magnitude and consequences of depression on the lives of adolescents, a better

understating of the association between depressive symptoms and how adolescents cope

with interpersonal stress will help to explain the role that these coping strategies play in

the development and maintenance of depressive symptomatology in adolescence.
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An Integrated Perspective on Adolescent Interpersonal Stress. Coping, and Depression

Drawing on several theories of adolescent stress, coping, and depression (Compas

et al., 1993; Davila et al., 1995; Hammen, 1991, 2000; Hammen & Brennan, 2001;

Nolen-Hoeksema, 1990, 1994; 2000; 2001 Powers & Welsh, 1999), this dissertation

proposes that the coping strategies adolescents use to manage interpersonal stress play a

role in the development and maintenance of depressive symptoms. As mentioned

previously, this dissertation specifically focuses on the coping strategies adolescents use

to manage interpersonal stress, rather than academic, medical, or aggregated daily

stressors, and how these coping strategies are linked with depressive symptomatology.

Moreover, I am interested in coping particularly with interpersonal stress and its link with

depressive symptoms given that a) interpersonal stress is associated with depressive

symptoms in adolescence (Davila et al., 1995, Hammen, 2000; Rudolph et al., 2000), b)

adolescent girls are more responsive to interpersonal stress than boys (Leadbeater, Blatt,

& Quinlan, 1995), c) adolescent girls are hypothesized to use different coping strategies

than boys to manage interpersonal stress (Compas et al., 1993; Nolen-Hoeksema, 1994;

2001). The interpersonal stressor used in this study was an adolescent-mother conflictual

interaction. I will now turn to a discussion of the coping strategies used to manage

interpersonal stress in this study.

Coping

Coping refers to cognitive and behavioral efforts to manage conflicts that tax or

exceed resources, such as interpersonal disagreements (Coyne, Aldwin, & Lazarus,

1981). Two widely used coping classification systems exist: a) problem-solving versus

emotion-focused coping (Folkman & Lazarus, 1984), and b) approach versus avoidance
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coping (Billings & Moos, 1984). Similarities exist between these classification systems.

Problem-solving coping aims at reducing stress through behavioral or environmental

changes and, similarly, approach coping involves active problem solving and gathering of

information. In the same vein, emotion-focused coping aims at reducing emotional

distress through emotion expression, avoidance, distance, detachment, and withdrawal,

and avoidance coping involves withdrawal, denial, and avoidance. Capitalizing on these

similarities, other classificatory systems combine approach with problem-solving coping

and avoidance with emotion-focused coping into either approach/problem-solving versus

avoidant/emotion-focused coping strategies (Blalock & Joiner, 2000) or active versus

passive coping strategies (Sherboume et al, 1995).

Stress and Coping

Several studies have investigated coping strategies to manage stressful situations

using self-report measures, which aggregate different types of stressors (e.g., academic

stressors, health-related stressors, and interpersonal stressors) (Bolger, 1990; Compas,

Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001; Coyne & Racciopo, 2000;

Lazarus, 2000). These investigations have consistently documented a relation between

coping and distress (Bolger, 1990; Carver & Scheier, 1994; Hamilton & Fagot, 1988;

Ptacek, Smith, & Zanas, 1992; Valnetiner, Holohan, & Moos, 1994). However, because

these investigations typically aggregate over a wide variety of stressful situations or focus

on specific stressors outside of the interpersonal domain, they do not permit the

examination of interpersonal, situation-specific coping strategies used to manage

interpersonal stress. Researchers need to consider the interpersonal coping strategies that

are relevant to interactions directly involving another person (Lazarus, 2001). The
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operationalization of approach coping to manage interpersonal stress refers to cognitive

and behavioral efforts directed at solving or managing the interpersonal problem that is

causing distress. Approach coping strategies include gathering information about the

conflict, making decisions about the conflict, resolving the interpersonal conflict,

acquiring resources (e.g., skills, tools, and knowledge) to help manage the underlying

interpersonal problem, and carrying out task-specific actions to negotiate or resolve the

conflict (Lazarus, 1999; Lazarus & Folkman, 1984). Avoidance coping to manage

interpersonal stress refers to the cognitive and behavioral efforts directed at avoiding the

interpersonal problem that is causing the distress. Approach coping strategies include

actions taken to minimize or avoid the conflict, as well as situation-specific, passive

actions including avoidance, distance, detachment, withdrawal, and denial. To avoid

conceptual confusion, this dissertation keeps the approach-avoidance coping terminology.

Unlike past studies, it focuses on behavioral as opposed to cognitive coping and therefore

uses the temis behavioral-avoidance and behavioral-approach coping strategies.

Behavioral coping strategies consist of the concrete actions individuals use to manage the

stressor (Moos & Schaefer, 1993)

Avoidance Coping and Depression

Evidence indicating a link between avoidance coping strategies and depression

yields four main insights from the adult literature. First, clinically depressed patients

make greater use of avoidant coping than nondepressed individuals (Billings, Cronkite, &

Moos; 1983, Coyne et al., 1981). Second, avoidance coping strategies were associated

with greater depressive symptoms in clinically depressed adult patients (Billings & Moos,

1984) and adult non-patients (Holohan & Moos, 1987). Third, less avoidance coping was
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associated with a better course of depression in clinically depressed patients (Sherboume

et a!., 1995). Fourth, avoidance coping strategies mediate the relation between negative

life events and increases in depressive symptoms for women only. Thus, high numbers of

negative life events predict increases in depressive symptoms among females, but not

males, who endorsed greater use of avoidance coping (Blalock & Joiner, 2000).

Findings from the adolescent literature also support an association between

avoidance coping and depressive symptoms. Avoidance strategies were positively

correlated with depressive symptoms in both boys and girls (Chan, 1995; Connor-Smith

et al., 2000; Dumont & Provost, 1999; Hennan-Stahl & Peterson, 1996; Herman-Stahl et

al., 1995) and for girls only (Compas, Malcame, & Fondacaro, 1988). Second, depressed

adolescents use more avoidant coping than healthy controls and adolescents with

rheumatic disease (Ebata & Moos, 1991). Lastly, change in coping strategies from

approach to avoidance coping predicts increases in depressive symptoms over time

(Herman-Stahl et al., 1995).

The idea that avoidance coping relates to depression has support from Nolen-

Hoeksema's Response Styles Theory of depression. Nolen-Hoeksema proposes that

ruminative coping predicts depression (Nolen-Hoeksema, 1990, 1994, 2000). According

to this model, women's lack of social power in a male dominated society contributes to

their tendency to ruminate, which involves passively and repetitively focusing on one's

symptoms of distress and the meaning and consequences of the distress, and, in turn,

leads to more depression in women. Ruminative coping also disrupts approach coping by

interfering with problem solving (Nolen-Hoeksema. 1990; 1994). Depressed, ruminating

individuals generate less effective solutions to interpersonal problems than nondepressed
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individuals (Lyubomirsky & Nolen-Hoeksema, 1995; Lyubormisky, Tucker, Caldwell, &

Berg, 1999).

Two additional interpersonal and social cognitive models of depression lend

further support to the notion that avoidance coping correlates with depression. The

Silencing the Self Theory of depression proposes that women "silence" their opinions and

desires in favor of keeping a positive emotional tone in their relationships (Jack, 1991).

This inhibition of self-expression during conflicts serves to deescalate the intensity of the

conflict but results in compliant demeanors that might not reflect true inner experiences.

The Agitated-Submission model states that adolescents' behaviors during conflictual

interaction with parents that are perceived by themselves as both highly conflictual and

submissive become a vulnerability factor for adolescent depressive symptomatology

(Powers & Welsh, 1999).

Approach Coping and Depression

While avoidance coping leads to higher levels of depressive symptoms, approach

coping has the reverse effect. The evidence from the adult literature shows that higher

percentages of approach coping strategies predict fewer depressive symptoms over a 1-

year period in adults with cardiac illness (Holahan, Moos, Holahan, & Brennan, 1995)

and higher percentages of approach coping are associated with lower levels of depressive

symptoms in clinically depressed adult patients (Holohan & Moos, 1984). Additionally,

approach coping mediates the relation between social support and adjustment

(Valentiner, Holahan, & Moos, 1994) and social stressors and adjustment in adults

(Holahan, Moos, Holahan, & Brennan, 1997).
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Approach coping also predicts fewer depressive symptoms in adolescents. A

longitudinal study comparing adolescent coping strategies found that approach copers

reported the fewest symptoms of depression (Herman-Stahl et al, 1995). A study

examining coping strategies that adolescents use to manage social and academic stressful

events found that problem-solving strategies were related to fewer depressive symptoms

in girls (Compas et al., 1988). Youth who use more approach-coping responses are older,

more active, appraise focal stressors as controllable and as challenges, and have more

ongoing social resources (Ebata & Moos, 1994), Furthermore, greater social resources

have been associated with fewer depressive symptoms (Holohan & Moos, 1987).

Adolescents who are able to elicit social support engage in problem solving, and

cognitively restructure events in a positive light are more likely to successfully negotiate

the challenges of adolescence than other adolescents (Herman-Stahl et al.,1995). Finally,

a study on resilience in adolescents concluded that problem-solving coping strategies are

a protective resource that adolescents can use against stress and depression (Dumont &

Provost, 1999).

Understanding Whether Coping with Interpersonal Stress Predicts Depression and Other

Fonns of Psychopathology

The issue of whether adolescent coping with interpersonal stress predicts only

depressive symptoms or predicts other forms of psychopathology as well illustrates a

growing emphasis in the field of developmental psychopathology and depression on

diverse pathways to the development of psychopathology. This line of research seeks to

identify developmental processes and pathways which are unique to the development of

depressive symptoms and those pathways which are shared with the development of other
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forms of psychopathology (Ciccheti & Toth, 1998). Initial evidence has been found for

an association between particular patterns of depressive symptomatology and responses

to a particular stressor (Aseltine, Gore, & Colten, 1994). It is now important to

investigate whether approach and avoidance coping strategies are associated with only

depressive symptoms or with other forms of psychopathology also. Relatively few

studies on coping have examined an association between coping strategies and other

forms of psychopathology in adolescence (see Compas et al., 2001 for a review). Of these

limited studies, results have been inconsistent and additional studies are needed to

examine the link between coping and other forms of psychopathology in adolescence.

An additional goal of this dissertation was to investigate this gap in the literature by

examining the association between adolescent behavioral coping strategies and

externalizing symptomatology.

Gender Differences in Coping Strategies

The gender difference in coping strategies hypothesis predicts that men are more

likely to use approach coping strategies (e.g., instrumental or problem-solving coping)

than women and women are more likely to use avoidant coping strategies (e.g. avoidant

or emotion-focused coping) than men (Billings & Moos, 1981; Folkman & Lazarus,

1980, Hamilton & Fagot, 1988). However, support for this hypothesis has been

inconsistent: sometimes gender differences in coping emerge (Folkman & Lazarus, 1980,

Ptacek, Smith, & Dodge, 1994; Ptacek et al.,1992;) and sometimes they do not (Hamilton

& Fagot, 1988; Porter & Stone, 1995). Nolen-Hoeksema (1990, 1994, 2001) has

proposed that gender differences in coping may play an important role in explaining the

gender difference in depression. According to her model, women are more likely to use
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ruminative coping than men and rumination is one risk factor that predicts higher rates of

depressive symptoms and cHnical depression in women than men (Nolen-Hoeksema,

Larson, & Grayson, 1999; Nolen-Hoeksema, 2001). Studies have also examined gender

differences in ruminative coping in adolescents and found that adolescent girls are more

hkely to use ruminative coping than adolescent boys (Broderick, 1998; Nolen-Hoeksema,

1994). Given the inconsistent evidence for gender differences in coping strategies

combined with the well-documented gender difference in adolescent depressive

symptoms and clinical depression, a closer examination of gender differences in the

coping strategies of adolescents is warranted.

Value of Observed Interactions in the Assessment of Coping Behaviors

Examining adolescents with depressive symptoms in their "ecological niches"

(Coyne, 1999) or "person-process-contexts" (Bronfenbrenner, 1977, 1986) offers the

opportunity to gain a better understanding of the development and maintenance of

depressive symptomatology. Directly observing coping strategies occurring in close

interpersonal interactions provides both a view of ongoing, unfolding coping processes

operating on real-life stressful events and a more in-depth understanding than traditional

coping self-report measures can offer. That is, direct observation of interpersonal

behaviors "can provide measures of responses that most subjects cannot accurately

describe, such as behavior rates, expressive movements, and fleeing moments, and for

events that subjects may be unwilling to report or may distort. .

." (Hartmann & Wood,

1990).

Although observational studies of adolescent depression exist, they largely focus

on the influence of parental behaviors on adolescents' depressive behaviors (Allen,

10



Hauser, Eickholt, Bell, & O'Connor, 1994; Ge, Lorenz, Conger, Elder, & Simons, 1994;

Ge, Best, Conger, & Simmons, 1996; Sheeber, Hops, Andrews, Alpert, & Davis, 1998;

Slesnick & Waldron, 1997), rather than the influence of adolescent behaviors on

adolescent depression. Further, although observational studies of coping strategies of

children and adolescents exist, they have been largely used to assess coping with medical

procedures (Altshuler, Genevro, Ruble, & Bomstein, 1995; Bachanas & Blount, 1996;

Manne, Bakeman, Jacobson, & Redd, 1993). To the best ofmy knowledge, this study is

unique in its use of observational methods to assess adolescent behavioral coping

strategies to manage interpersonal stress during a conflictual adolescent-mother

interaction. Additionally, by using observational tools to assess adolescent coping

strategies this dissertation represents a departure from reliance on coping self-report in

the field of coping research.

Relationship between Adolescent and Parental Coping Strategies

Evidence suggests that parental coping influences adolescent coping. According

to coping socialization models, both mothers and fathers coach their children in particular

coping strategies (Kliewer, Feamow, & Miller, 1996; Miller, Kliewer, Hepworth, &

Sandler, 1994). Consistent with this model, mothers who trained their kids to have

positive cognitive restructuring (e.g., to think about the situation more positively) have

daughters who use support seeking coping (e.g., to ask others for support) (Kliewer et al.,

1996). Parents also influence their children's coping strategies by modeling coping

strategies (Bandura, 1977). While there is some evidence for a relation between parent's

support coping and daughter's support coping, to date, investigations of the relation

between parents' and adolescents' approach or avoidance coping strategies are rare
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(Kliewer et al., 1996). Given that most adolescent coping strategies with parental conflict

occur in a specific interpersonal context, adolescent-parent modeling of coping strategies

is plausible. As a last goal, this study investigates whether modeling mechamsms operate

in parent-adolescent coping exchanges.

The Present Studv

The purpose of the present study was to address the relation between adolescent

behavioral coping strategies and adolescent depressive symptoms by examining how

behavioral-avoidance and behavioral-approach coping was associated with concurrent

and future adolescent depressive symptoms. Using longitudinal data from the Rural

Adolescent Family Study, observers coded videotapes of conflictual adolescent-mother

interactions to assess avoidance and approach coping. The relation of coping strategies to

depressive symptomatology was then examined. My primary goal was to examine the

relation between adolescent behavioral-avoidance coping and depressive symptoms. I

hypothesized that adolescent use of behavioral-avoidance coping strategies to manage

adolescent-mother conflict interactions would positively predict concurrent adolescent

depressive symptoms. 1 further hypothesized that adolescent use of behavioral-avoidance

coping strategies to manage adolescent-mother conflict interactions would positively

predict future adolescent depressive symptoms. My secondary goal was to investigate the

relation between adolescent behavioral-approach coping and adolescent depressive

symptoms. 1 hypothesized that adolescent use of behavioral-approach coping strategies

would negatively predict concurrent adolescent depressive symptoms. I further

hypothesized that adolescent use of behavioral-approach coping strategies would

negatively predict future adolescent depressive symptoms. My tertiary goal was to

12



investigate gender differences in coping strategies. Based on the gender difference theory

and literature, I hypothesized that sons would use more behavioral-approach coping

strategies than daughters. Another goal of this study was to examine whether adolescent

use of behavioral-avoidance coping strategies uniquely predicts depressive symptoms.

That is, does adolescent behavioral-avoidance coping positively predict adolescent

depressive symptoms but not predict adolescent externalizing symptoms? A final goal of

this dissertation was to examine the relation between adolescents' coping strategies and

their mothers' coping strategies. Based on modeling theory, I hypothesized that

adolescent behavioral-avoidance coping would positively correlate with maternal

behavioral-avoidance coping and adolescent behavioral-approach coping would

positively correlate with maternal behavioral-approach coping

13



CHAPTER 2

METHOD

Participants

The 70 adolescent-mother dyads in this study were a subsample of adolescents

involved in a larger study of 692 adolescents, the Rural Adolescent and Family Study

(RAFS) that began in 1990 (Powers, Welsh, & Wright, 1994). This study sampled 95%

of the adolescent population, ages 14-18 years old, from a nine-town region in rural

Massachusetts. The longitudinal subsample of the study involved three phases of data

collection, (Time 1 = community survey. Time 2 = intensive family phase, and Time 3 =

community survey), over a 3-year period.

All adolescents between the ages of 14-18 who were attending two regional high

schools and adolescents who had dropped out of high school were invited to participate in

this longitudinal study at Time 1 . At Time 1 , 383 adolescents agreed to participate in this

study. At Time 2, 218 adolescents were eligible to participate in this wave of data

collection and were invited to participate. Eligibility at Time 2 data collection required

that: 1) the adolescent live in the rural Massachusetts community, 2) the adolescent did

not have an adolescent sibling who was also participating in Time 2 data collection, 3)

the adolescent's father was not a single parent, and 4) the adolescent was not a foster

child. Of the 218 families of adolescents who were eligible at Time 2, 76 agreed to

participate and an additional 7 families, who had not participated at Tl, also volunteered

to participate, for a total of 83 families at Time 2. Of the 83 families that agreed to

participate at Time 2, 4 families did not complete the second component of Time 2 data

collection, this left 79 families with interaction data. However, only 70 families fully
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completed both questionnaires and videotape data at Time 2. Of these 70 adolescents, 44

are females (63%) and 26 are males (37%). Adolescents had a mean age of 16.81 years

(range of 15-19 years). Mothers had a mean age of 43.27 years (range of 30-61 years).

When asked to identify ethnicity/race, 83.5% of the families identified as European-

American/Caucasian, 2.5% as African-American, 1.3% Hispanic, 5.1% Native American,

and 3.8% did not provide ethnicity/race information. At Time 3, all adolescents in the 9

towns were invited to participate in the data collection. Of the 79 adolescents who

participated at Time 2 with their families, 50 agreed to participate in Time 3 data

collection.

Procedure

At Time 1 data collection, adolescent participants completed self-report

questionnaires about their psychopathology and behavior. At Time 2, one year after Tl

data collection, adolescents and their parents participated in two components of the data

collection. The first component of T2 data collection required participants to complete

self-report questionnaires about psychopathology, behavior, and family characteristics.

The second component of the T2 data collection required the adolescent-mother dyads

and/or adolescent-father dyads to engage in two video-taped discussions in their own

home. During the first task, participants were asked to engage in a 5-minute discussion

about planning a family vacation (Grotevant & Cooper, 1985). Immediately after

completing this discussion, dyads were asked to engage in a 1 5-minute discussion about a

conflict specific to their relationship. Participants were informed that the goal of this task

was to resolve the conflict. To determine what conflict adolescent and mother would

discuss experimenters chose five conflict topics from adolescent and mother's
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independent ratings of conflict topics using the Topics Checklist (Prinz, Foster, Kent, &

O'Leary, 1979; see Appendix A). Experimenters selected topics that both the adolescent

and the parent reported as a frequent source of conflict. Adolescent-mother dyads were

instructed to discuss the first conflict and come to a resolution. If they resolved the topic

in less than 15 minutes, participants were instructed to go onto the next topic. Within a

few days of completing the interaction tasks, each participant was asked to view the taped

interaction and rate his or her own behavior during 34, 15-second segments. At Time 3 of

the data collection, one year after T2 data collection, participants completed self-report

questionnaires about their psychopathology, and behavior.

Measures

Adolescent-Mother Observer Coding Svstem (see Appendix B) . We used a

combination of three revised coding systems for family and marital communications: the

Observer Coding Manual for the Rural Adolescent-Family Study (Powers & Welsh,

1993), the Iowa Family Interaction Rating Scale (Melby et al., 1998) and the Couples

Problem Solving Rating System (CRS; Heavey, 1994/ The final system contained five

behavior codes: "withdrawal," "avoidance," "submission," "problem-solving," and

"solution quantity." Three behavioral indicators, withdrawal, avoidance, and submission

measured behavioral-avoidance coping strategies. Two behavioral indicators, problem-

solving, and solution quantity measured behavioral-approach coping strategies.

Two trained graduate students, unaware of the depressive status of the

participants', coded the videotapes. After extensive training, each coder watched 34, 15-

second segments, attending to both verbal and nonverbal behavior. After each segment,

coders used a 5 -point scale to describe the intensity/frequency of each behavior (see
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Appendix A). Ratings were aggregated into a total for each behavior. Next, aggregate

scores of withdrawal, avoidance, submission, were summed to create a total score for

behavioral-avoidance coping. Aggregates of problem-solving and solution quantity were

summed to create a total score for behavioral-approach coping.

Adolescent Depression. The term depression covers a wide variety of constructs

including clinical depression, subclinical depression, depressive symptomatology, and

internalizing symptoms, which are assessed by a diverse array of methods, hi this

dissertation, the internalizing subscale of the Youth Self-Report (YSR) form (Achenbach,

1991; see Appendix A) was used to assess adolescent depression at Time 2 and Time 3.

The YSR, designed for use with adolescents between 1 1 and 18, is a pencil and paper

measure which asks participants to indicate the extent to which they have experienced

102 behavioral symptoms over the past 6 months, using a 3-point scale: 0 = not true;

l=somewhat or sometimes true, 2=very often true. The YSR is one of the most widely

used instruments to assess adolescent psychopathology (Brown & Achenbach, 1996) and

has excellent psychometric properties, including test-retest reliability, internal

consistency, and validity (Achenbach, 1991; Achenbach, Howell, McConaughy, &

Slanger, 1995). The internalizing subscale assesses a set of symptoms (i.e., withdrawal,

depression, anxiety, somatic complaints) characterized broadly by "internalizing." The

internalizing subscale consists of three syndromes: Anxious/Depressed, Withdrawn, and

the Somatic Complaints syndrome.

Adolescent Externalizing Behaviors. The Externalizing subscale of the YSR was

used to assess externalizing behaviors at Time 2 and Time 3. The Externalizing subscale

is comprised of two syndromes. Delinquency and Aggression. The externalizing subscale
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has been widely used to investigate adolescent psychopathology and has good

psychometric properties (Stanger, Achenbach, Verhulst, 1997).

Maternal Depression. The Depressive Index of the Symptom Checlist-90-Revised

(SCL-90-R; Derogatis, 1983) was used to assess maternal depressive symptomatology at

Time 2. The checklist is a 90-item measure designed to assess a wide variety of

symptoms (see Appendix A). Participants rate the extent to which they have been

distressed by each symptom during the past week on a 0-4 scale, ranging from not at all

to extremely). This measure has good test-retest reliability, internal consistency, and

concurrent validity (Derogatis, 1983).
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CHAPTER 3

RESULTS

Descriptive Analyses

The means and standard deviations for adolescent depressive and externalizing

symptoms for Time 2 and Time 3 are presented in Table 1 for the entire sample and by

sex. The univariate distribution of depressive symptoms at T2 has a slight positive skew

and the univariate distribution of depressive symptoms at T3 has a positive skew and a

moderate to high value for kurtosis, indicating the right tail of the distribution is longer

than that of a normal distribution. The non-normal shape of these distributions was

expected given that clinical symptoms are being assessed within a community sample. As

reported in an earlier study of gender differences in adolescent depressive symptoms

conducted with this longitudinal sample (Powers & Welsch, 1999) there was a significant

gender difference in depressive symptoms at Time 2, such that girls had higher levels of

depressive symptoms than boys(t = -2.65, p = .01). It is interesting to note that the

adolescent depressive symptom scores for this sample were higher than national nomis

reported by Achenbach (1991). There was a significant gender difference in externalizing

at Time 3, such that girls had higher levels of externalizing symptoms than boys (t = -

2.07, p<. 05).

The means and standard deviations for behavioral-avoidance and behavioral-

approach coping for the total sample and by gender are also presented in Table 1

.

The univariate distribution of adolescent behavioral-avoidance has a positive skew and a

moderate to high value for kurtosis, indicating the right tail of the distribution is longer

than that of a nomial distribution. The univariate distribution of adolescent behavioral-
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approach has a shght negative skew and a negative value for kurtosis, indicating the left

tail of the distribution is longer than that of a normal distribution. Given that regression

analysis is fairly resistant to departures from normality, I made the decision not to

transform the data. Based on the literature on gender differences in coping styles, I

hypothesized that boys would use more behavioral-approach coping strategies than girls.

Contrary to prediction, there were no significant gender differences in behavioral-

approach and behavioral-avoidance coping strategies.

Means and standard deviations for maternal depressive symptoms, behavioral-

avoidance, and behavioral-approach at Time 2 are presented in Table 2. Univariate

distributions of maternal depressive symptoms (T2) indicated that maternal depressive

scores for this sample were higher than national norms reported by Derogatis (1983). The

univariate distribution of maternal behavioral-avoidance has a positive skew and a high

value for kurtosis, indicating the right tail of the distribution is longer than that of a

nomial distribution. The univariate distribution of maternal behavioral-approach has a

slight negative skew and a positive value for kurtosis, indicating the right tail of the

distribution is longer than that of a nomial distribution. Again, I made the decision not to

transfomi the data, and avoid losing meaningful information from the original data, given

that regression analysis is fairly resistant to departures from normality. Mothers of girls

did not have significantly different depressive scores than mothers of boys (M = 54.57,

SD = 9.97 for mothers of boys; M = 53.12, SD = 10.32 for mothers of girls; p = .64)

Interrater Reliability of Codes

Approximately 20% of the tapes were rated by two coders to provide estimates of

interrater reliability for the adolescent behavioral-approach and avoidance codes as well
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as the positive and negative emotion codes. Interrater rehabihty was assessed using the

interclass correlation and the adolescent codes was .86 for behavioral-approach, .81 for

behavioral-avoidance, .75 for positive emotion, and for .76 negative emotion, hiterrater

reliability for the mother codes was .85 for behavioral-approach and .69 for the

behavioral-avoidance.

Correlational Analysis

Correlations among adolescent depressive symptoms, behavioral coping

strategies, and positive/negative emotion are presented in Table 3. Adolescent depressive

symptoms (T2, T3) were not significantly associated with behavioral-approach coping,

behavioral-avoidance coping, positive emotion, or negative emotion. Adolescent

externalizing symptoms (T2, T3) were not significantly related to behavioral-approach

coping, behavioral-avoidance coping, positive emotion, or negative emotion. Behavioral-

approach coping was negatively associated with behavioral-avoidance coping.

Behavioral-Avoidance and Depressive Svmptoms

To test my hypotheses that adolescents' use of behavioral-avoidance coping

predicts concurrent (T2) and future (T3) depressive symptoms, I first examined

behavioral-avoidance coping as a predictor of Time 2 depressive symptoms, controlling

for sex, with regression analysis. Behavioral-avoidance coping did not significantly

predict concurrent adolescent depressive symptoms (b = -.05, SE = .05, t(64) = -.45, p =

.66). Next, I examined whether behavioral-avoidance interacted with gender to predict

concurrent depressive symptoms (T2). All initial terms were centered before forming

interaction temis to eliminate multicollinearity problems (Jaccard, Turrisi, & Wan, 1990).

There was not a significant interaction between gender and behavioral-avoidance in
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predicting concurrent adolescent depressive symptoms (b = .10, SE = .10, t(64) = .60, p =

.55). In an exploratory analysis, I examined whether behavioral-avoidance interacted with

behavioral-approach coping to predict concurrent depressive symptoms (T2), controlling

for sex. There was not a significant interaction between behavioral-avoidance and

behavioral-approach coping in predicting concurrent adolescent depressive symptoms (b

= .16, SE = .002, t(64) = .88, p = .38).

To address the hypothesis that adolescents' use of behavioral-avoidance coping

predicts future (T3) depressive symptoms, I examined behavioral-avoidance coping as a

predictor of Time 3 depressive symptoms, controlling for sex. Behavioral-avoidance did

not predict future adolescent depressive symptoms (b = -.17, SE = 3.2, t(45) = .92, p =

.36). Next, I examined whether behavioral-avoidance interacted with gender to predict

future depressive symptoms. There was not a significant interaction between gender and

behavioral-avoidance in predicting future adolescent depressive symptoms (b = .03, SE =

.18, t(45 ) = . 1 2, p = .9 1 ). In an exploratory analysis, I examined whether behavioral-

avoidance interacted with behavioral-approach coping to predict future depressive

symptoms (T3), controlling for sex. There was not a significant interaction between

behavioral-avoidance and behavioral-approach coping in predicting future adolescent

depressive symptoms (b = -.12, SE = .004, t(45) = -.58, p = .57).

Behavioral-Avoidance and Externalizing Symptoms

In order to address my hypotheses that adolescents' use of behavioral-avoidance

coping uniquely predicts depressive symptoms, and not other forms of psychopathology,

I examined behavioral-avoidance coping as a predictor of externalizing symptoms,

controlling for sex. Behavioral-avoidance coping did not significantly predict concurrent
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adolescent externalizing symptoms (b = .05, SE = .04, t(64) = .42, p = .68) or future

externalizing symptoms (b = -.06, SE = .05, t(45) = -.38, p = .71). A second regression

analysis was conducted to examme whether behavioral-avoidance interacted with gender

to predict externalizing symptoms. There was not a significant interaction between

gender and behavioral-avoidance in predicting adolescent externalizing symptoms at

Time 2 (b = -.02, SE = .07, t(64) = -10, p = .92) or Time 3 (b = -.15, SE = .12, t(45) = -

.48, p = .64). In an exploratory analysis, I examined whether behavioral-avoidance

interacted with behavioral-approach coping to predict externalizing symptoms,

controlling for sex. There was not a significant interaction between behavioral-avoidance

and approach coping in predicting externalizing symptoms at Time 2 (b = -18, SE = .002,

t(64) = -.92, p = .36) or at Time 3 (b = -.05, SE = .003, t(64) = -.28, p = .78).

Behavioral-Approach Coping and Depressive Symptoms

To address my hypotheses that adolescents' use of behavioral-approach coping

was negatively associated with concurrent (T2) and future (T3) depressive symptoms, I

regressed depressive symptoms on behavioral-approach coping, controlling for sex.

Behavioral-approach coping did not significantly predict concurrent adolescent

depressive symptoms (b = -.06, SE = .06, t(64) = -.53, p = .60) or future adolescent

depressive symptoms (b = .06, SE = .08, t(45) = .41, p = .69). Next, I examined whether

behavioral-approach interacted with gender to predict depressive symptoms. There was

not a significant interaction between gender and behavioral-approach in predicting

concurrent adolescent depressive symptoms (b = -.03, SE = .13, t(64) = -.14, p = .88) or

adolescent depressive symptoms at Time 3 (b = .03, SE = .21, t(45) = .10, p = .92).
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Behavioral-Approach Coping and Rxtemalizin^ SYmptomQ

To determine whether adolescents' use of behavioral-approach coping predicts

other forms of psychopathology at T2 and T3, 1 examined behavioral-approach copmg as

a predictor of externalizing symptoms at Time 2 and Time 3, controlling for sex.

Behavioral-approach coping did not significantly predict concurrent adolescent

externalizing symptoms (b = .04, SE = .05, t(64) = .31, p = .76) or future adolescent

externalizing symptoms (b = .10, SE = .05, t(45) = .63, p = .53). Next, I examined

whether behavioral-approach coping interacted with gender to predict externalizing

symptoms. There was not a significant interaction between gender and behavioral-

approach in predicting adolescent externalizing at Time 2 (b - .29, SE = .09, t(64) = 1.49,

p = .14) or at Time 3(b = .09, SE = .13, t(45) = .27, p = .79).

Links Between Adolescent Coping Strategies and Mother Copina Strategies

A secondary goal of my dissertation was to investigate the relation between

adolescent behavioral coping and maternal coping strategies. Based on social learning

theory, T hypothesized that adolescent coping strategies model their parents' coping

strategies. More specifically, I hypothesized that a) adolescent behavioral-avoidance

coping would be positively correlated with maternal behavioral-avoidance coping and, b)

adolescent behavioral-approach coping would be positively correlated with maternal

behavioral-approach coping. Table 4 presents the correlational analysis between

adolescent and maternal coping strategies. As predicted, adolescent behavioral-avoidance

coping strategies were positively correlated with maternal behavioral-avoidance coping

strategies and negatively correlated with maternal behavioral-approach coping strategies.

Adolescent behavioral-approach coping strategies were positively correlated with
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maternal behavioral-approach coping strategies and negatively correlated with maternal

behavioral-avoidance coping strategies.

To further address my hypothesis that adolescent coping strategies model their

parents' coping strategies, I regressed maternal behavioral-avoidance on adolescent

behavioral-avoidance coping, controlling for gender. The results indicated that adolescent

behavioral-avoidance coping significantly predicted maternal behavioral-avoidance

coping (b = .68, SE = .06, t(66) = 7.61, p = .001). Next, I examined whether gender

interacted with adolescent-behavioral-avoidance in predicting maternal behavioral-

avoidance. There was significant interaction between adolescent behavioral-avoidance

and gender in predicting maternal behavioral-avoidance (b = -.33, SE = .12, t(66) = -2.9,

p = .005) indicating that the rate of change of maternal behavioral-avoidance with

adolescent behavioral-avoidance is greater for boys than girls. Correlational analyses

examined separately for boys and girls revealed that adolescent behavioral-avoidance was

positively associated with maternal behavioral-avoidance for boys (r = .76, p = .001) and

girls (r = .63,p = .001).

To investigate whether adolescent behavioral-approach coping predicted mother

behavioral-approach coping, I regressed adolescent behavioral-approach coping on

mother behavioral-approach coping, controlling for gender. Results indicated that

adolescent behavioral-approach coping significantly predicted maternal behavioral-

approach coping (b = .35, SE = .09, t(66) = 2.97, p = .004). Next, I examined whether

gender interacted with adolescent-behavioral-approach in predicting maternal behavioral-

approach. There was a not a significant interaction between behavioral-approach coping

and gender in predicting maternal behavioral-approach coping (b = -.27, SE = .18, t(66) =
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-1.41, p =
. 16).

Exploratory Analyses of the Associations Among Materna l Depressive Svmptnnn.

Adolescent Depressive Symptoms. Adolescent Coping and Maternal Coping Str.tPaiP.

Although I did not propose to mvestigate the associations among maternal

depressive symptoms and coping with adolescent depressive symptoms and behavioral

coping strategies, I examined these relations for exploratory purposes intended to inform

future research. More specifically, I explored the following questions: 1) whether

maternal depressive symptoms were positively associated with maternal behavioral

coping strategies; 2) whether maternal behavioral coping was associated with adolescent

depressive symptoms; and 3)whether maternal depressive symptoms were positively

associated with adolescent behavioral coping strategies

First, I investigated the strength of the correlations among maternal depressive

symptoms, maternal behavioral coping strategies, and adolescent behavioral coping

strategies (see Table 5). Maternal depressive symptoms (T2) were not significantly

related to maternal behavioral-approach or behavioral-avoidance coping strategies (T2).

Maternal depressive symptoms (T2) were not significantly related to adolescent

behavioral-approach or behavioral-avoidance coping strategies (T2).

Second, I ran a set of exploratory regression analyses to examine whether

maternal behavioral coping predicted maternal depressive symptoms. Maternal

behavioral-avoidance did not significantly predict maternal depressive symptoms (b = -

.18, SE = .08, t(66) = -1.52, p = .13). There was not a significant interaction between

adolescent gender and maternal behavioral-avoidance in predicting maternal depressive

symptoms (b = .15, SE = .19, t(66) = 1.08, p = .28). Maternal behavioral-approach coping
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did not significantly predict maternal depressive symptoms (b = -.03, SE = .01, t(66) = -

.24, p = .82). There was not a significant interaction between adolescent gender and

maternal behavioral-approach coping in predicting maternal depressive symptoms (b = -

1.73,SE = .01,t(66) = -.19,p = .85).

Third, I ran a set of exploratory regression analyses to examine whether matemal

behavioral coping strategies predicted adolescent concurrent and future depressive

symptoms. Matemal behavioral-avoidance coping did not predict adolescent depressive

symptoms at Time 2 (b = -.17, SE = .06, t(62) = -1.45, p = .15). There was not a

significant interaction between adolescent gender and matemal behavioral-avoidance in

predicting adolescent depressive symptoms at Time 2 (b = .006, SE = .10, t(62) = .03, p =

.97). Matemal behavioral-avoidance coping did not predict adolescent depressive

symptoms at Time 3 (b = -.01, SE = .16. t(44) = -.09, p = .93). Matemal behavioral-

approach coping did not significantly predict adolescent depressive symptoms at Time 2

(b = -.02, SE = .08, t(62) = -.19, p = .86) or at Time 3 (b = -.12, SE = -.1 1, t(44) = -.82, p

- .42).

Lastly, I ran a set of exploratory regression analyses to examine whether

adolescent behavioral coping played a role in predicting matemal depressive symptoms.

Results revealed that adolescent behavioral-avoidance did not significantly predict

matemal depressive symptoms (b = -.10, SE = .06, t(68) = -.79, p = .43), Adolescent

behavioral-approach coping did not significantly predict matemal depressive symptoms

(b = -.14, SE - 2.5, t(68) = -1.1, p = .26).
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Exploratory Analyses of the Associations Amonp Positive and Negative Emotion ToHp.

Adolescent Depressive Symptoms, and Behavioral Coping Strp^temp.;

The means and standard deviations for negative and positive emotion for the total

sample and by gender are also presented in Table 1. Adolescent girls displayed more

positive emotion than boys (M = 42.00 for boys, M = 49.93 for girls; t
= -2.46, p < .05).

Correlation analyses among positive and negative emotion, adolescent depressive

symptoms, and behavioral coping strategies are presented in Table 6. Positive and

negative emotion codes were not significantly associated with adolescent depressive

symptoms at Time 2 or Time 3. Additionally, positive and negative emotion codes were

not significantly associated with behavioral-avoidance or behavioral-approach coping

strategies at Time 2.
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CHAPTER 4

DISCUSSION

This dissertation explored the relation between adolescent depressive symptoms

and the use of behavioral-avoidance and behavioral-approach coping strategics during a

connictual family interaction task. The first goal was to evaluate the hypothesis that

behavioral-avoidance coping predicts concurrent and future depressive symptoms in

adolescents. Contrary to expectations, results did not confirm a significant positive

association between adolescent behavioral-avoidance coping and adolescent depressive

symptoms at Time 2 or Time 3. The second goal was to examine the hypothesis that

adolescent behavioral-approach coping would predict fewer concurrent and future

adolescent depressive symptoms. However, no association between behavioral-approach

coping and adolescent depressive symptoms was found. The third goal was to investigate

whether adolescents model their mothers' coping strategies. Findings do support this

hypothesis. Lastly, exploratory analysis examined the associations among maternal

depressive symptoms, adolescent depressive symptoms, adolescent behavioral coping

strategies, and maternal behavioral strategies. Results did not reveal a significant

correlation between maternal depressive symptoms and adolescent depressive symptoms

and. There was not a significant association between maternal depressive symptoms and

maternal coping strategies or between maternal depressive symptoms and adolescent

coping strategies.
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Behavioral-Avoidance and Behavioral-Approach Coping p^s a Predictor of AHnlP.rpnt

Depressive Symptoms

As noted above, results did not confirm the hypothesis that adolescent behavioral-

avoidance coping predicts concurrent and future adolescent depressive symptoms. Thus,

these results do not provide support for earlier evidence of 1) a positive relation between

depressive symptoms and avoidance coping in adolescents (Chan, 1995; Compas et al,

1988; Herman-Stahl et al., 1995); or 2) clinically depressed individuals are more likely to

engage in avoidance coping strategies than nondepressed individuals in both adult

(Billings & Moos, 1984; Holahan et al., 1997; Sherboume et al, 1995) and adolescent

(Ebata & Moos, 1991) samples. Results also did not confirm the hypothesis that

adolescent behavioral-approach coping predicts less concurrent and future adolescent

depressive symptoms. One explanation for why our findings conflict with findings from

the above mentioned studies is that the studies differ in methods used to assess coping

strategies. Previous studies investigating coping and depressive symptomatology in

adolescents have used self-report questionnaires to assess adolescent coping strategies,

rather than obser\'ational assessment of adolescent coping strategies. In fact, this

dissertation was the first known study to employ observational methods to assess coping

strategies used by adolescents to manage interpersonal stress. Perhaps if this study

employed self-report questionnaires to assess behavioral-avoidance coping, the

hypothesized link between behavioral-avoidance coping and depressive symptoms would

have been supported. Self-report checklists have advantages over obser\'ational methods

in that they are faster to administer, easier to standardize than obser\'ational methods, and
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provide information about the adolescent's subjective experience of coping with

interpersonal stress whereas observational methods do not. Keep in mmd that child and

adolescent self-report coping measures also have their disadvantages. Limitations include

reporter bias, problems with basic reliability and validity on several self-report coping

measures, and overlap of items on coping measures with items on psychopathology

measures (Compas et al., 2001). However when used in isolation both self-report and

observational methods have limitations. Future studies would benefit from multi-

informant approaches to assess adolescent coping and observational assessment of coping

strategies could be used to validate self-reports measures of coping strategies.

Another difference between this study and previous studies that may explain the

inconsistent results relates to differences in the identified stressor. Previous studies have

traditionally assessed coping strategies using aggregated measures of stressful situations,

including academic, occupational, and interpersonal stressors, rather than focusing on a

particular interpersonal stressor. It seems plausible that self-report instruments that

measure coping strategies across a wide range of stressors are assessing different

frequencies in coping strategies and/or different coping strategies used to manage specific

interpersonal stressors. Perhaps if this dissertation assessed adolescent behavioral coping

strategies with a wide range of stressors, the hypothesized links between adolescent

behavioral-avoidance coping and depressive symptoms would have been supported.

Moreover, characteristics of this particular interpersonal stressor, an adolescent-

mother conflictual interaction, may have accounted for the lack of support for an

association between behavioral coping strategies and depressive symptoms. One

characteristic of this interpersonal stressor that may have influenced the adolescents'
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behavioral coping strategies, and in turn, account for the lack of findings, is the appraisal

of the interpersonal stressor. Overall, adolescents may not have appraised this

interpersonal stressor as highly stressful; and therefore, their behaviors may not reflect

coping efforts to manage stress. Or perhaps the overwhelming majority of adolescents

appraised the conflictual interaction as either highly controllable or highly uncontrollable,

which in turn, influenced the particular strategies adolescents used to minimize the stress.

Studies have indicated that the appraisals of event controllability of the stressor influence

the coping strategies individuals use to manage the stressor (Ebata & Moos, 1994;

Lazarus & Folkman, 1984; Valentiner et al., 1994) such that when the stressor is

appraised to be a controllable event individuals use more approach coping strategies

(Valentiner et al., 1994) and when the stressor is appraised to be a uncontrollable event

individuals use more avoidance coping strategies (Ebata & Moos, 1994).

Another difference between this study and previous studies is the way depression

was assessed. Several adolescent studies that found support for an association between

depressive symptomatology and behavioral-avoidance coping used other self-report

measures of depressive symptoms (Chan, 1995; Dumont & Provost, 1999; Herman-Stahl

& Peterson, 1996). This dissertation used the internalizing subscale of the YSR

(Achenbach, 1991) that includes items, which assess depressive symptoms, as well as

items that assess anxiety symptoms and somatic complaints. Thus, the internalizing

subscale of the YSR may be a better indicator of mixed anxiety, depressive and

somaticizing symptomatology than just depressive symptomatology, and may explain our

lack of findings, in contrast to previous research on coping and depressive symptoms.

Future studies using the Center for Epidemiological Studies Depression Scale (CES-D,
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Radloff, 1977) or other depressive symptom checklists are needed to investigate the

association between behavioral coping and depressive symptoms in adolescents.

Moreover, in several adult studies that found support for an association between

depression and avoidance coping, clinical depression was assessed rather than depressive

symptomatology (Billings et al., 1983; Billings & Moos, 1984; Coyne et al., 1981;

Sherboume et al., 1995). Clinical depression is characterized by significant impairment

in academic, social, or occupational functioning, as well as high levels of depressed

mood, emotional and social withdrawal, lethargy, avolition, sleep and appetite

difficulties, suicidal ideation and thoughts of death, whereas subclinical levels is

characterized by depressed mood without the presence of functional impairment. It may

be the combination of depressive symptoms and functional impairment, which influences

individuals with clinical depression to manage interpersonal stress with avoidant coping

strategies and interferes with their ability to employ behavioral-approach strategies to

manage interpersonal stress. It would be important to know whether clinically depressed

adolescents use more behavioral-avoidance coping to manage interpersonal stress, than

adolescents experiencing subclinical levels of depression or adolescents without

depressive symptomatology. Given that this study focused on symptom levels of

depression, rather than clinical levels of depression, it remains unclear whether clinically

depressed adolescents are more likely to use behavioral-avoidance coping to manage

interpersonal stress than nondepressed adolescents. Future research with clinical

adolescent populations is needed to clarify whether behavioral-avoidance plays a role in

the development, maintenance, and severity of clinical depression in adolescents.
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It also seems plausible that the presence of clinical depression in one member of

the adolescent's family influences the particular coping strategy that the adolescent uses

to manage conflictual family interactions and may explain the lack of findings. For

example, an adolescent who has a clinically depressed father may employ a behavioral

avoidant coping strategy during conflict with the nondepressed parent. The adolescent

may have developed this behavioral-avoidant coping style as a means to manage the

overall stress in the family setting or as a means to avoid or decrease the amount of

overall conflict in the family. Although this dissertation study did not examine the role of

father's depression as it related to adolescent behavioral-avoidance coping during

adolescent-mother interactions, it is possible that father's depression may play a

moderating or mediating role between adolescent behavioral-avoidance and adolescent

depression. Given that our understanding of the role of paternal depression in the

development and maintenance of adolescent depression remains limited, future research

is needed to determine the associations among father's depression, adolescent depression,

and adolescent coping strategies.

Lack of findings may also be understood in the context of methodological

weaknesses, such as a relatively small sample size, limitations of the coding system, or

limitations of observer ratings versus subjective ratings. It is possible that the coping

patterns observed in this study were a function of the coding system rather than an actual

representation of the avoidance strategies used by adolescents. However, the single codes

that comprise the aggregated behavioral-avoidance coping code was closely modeled

after widely used coding systems such as, avoidance and withdrawal from the Couples

Problems Solving Rating System, (Heavey, 1994) and submission codes used in the
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Observer Coding Manual for the Rural Adolescent-Family Study (Powers & Welsh,

1993) and the Couples Problems Solving Rating System, (Heavey, 1994). Replication

studies using this coding system are needed to further assess the validity of the behavioral

coding system used in this dissertation. Additionally, codes maybe inaccurate

representations of the adolescents' behavioral-avoidance because coping strategies were

rated by an outsider rather than the adolescent. Observer codes are limited by their lack of

understanding of the adolescent's subjective meaning of the behavior, and the mtimate

behavioral exchanges and meanings between the dyad (Powers, Welsh, & Wright, 1994).

Adolescent and Maternal Behavioral Copinu Styles During an Interaction Task

Findings that 1) adolescents' use of behavioral-avoidance was positively

associated with maternal behavioral-avoidance and 2) adolescents' use of behavioral

approach was positively associated with maternal behavioral approach coping are

consistent with previous studies supporting the social learning theory that children model

their parents' behavior (Bandura, 1977). To the best ofmy knowledge, few studies have

examined the reciprocal or causal relations between parental coping strategies and

adolescent coping strategies. Of these limited studies, the modeling hypothesis is

supported such that maternal coping associated with adolescent coping (Hoffman &

Levy-Shiff, 1994; Kliewer et al.,1996; Miller et al., 1994). Modeling parental coping

strategies is likely to have long term consequences on the development and maintenance

of self-regulatory processes in adolescence. Modeling parental coping strategies in

conflict interactions may place adolescents on particular developmental trajectories

throughout adolescence and predict patterns of coping in adulthood. A better

understanding of effective coping strategies during adolescence would help inform
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developmental interventions aimed at increasing adaptive coping m adolescents.

Interestingly, in the adult marital literature, couples who use similar copmg strategies to

manage interpersonal conflict as well as couples who believe they use similar coping

strategies have been found to be more satisfied in their marital relationships (Ptacek &

Dodge, 1995). It remains unclear whether adolescent-parent dyads that use similar coping

strategies to manage conflict interactions have more satisfying or cohesive relationships

than dyads that use different coping strategies.

Furthermore, recent work on socialization of children's prosocial behavior and

emotion regulation has found that maternal prosocial behaviors are linked with children's

prosocial behaviors (Mussen & Eisenberg, 2001). Moreover, maternal socialization

processes, specifically maternal emotion regulation, is linked with children's regulation

of emotional expression and arousal (Eisenberg, Cumberland, & Spinrad, 1998). Abetter

understanding of how parents socialize their adolescent to use specific coping strategies

to manage stress is needed. Longitudinal research in this area will contribute to greater

understanding of how parental socialization processes impact the development and

maintenance of effective and/or ineffective coping strategies to manage stress in

adolescence.

Adolescent Depressive Symptoms, Maternal Depressive Symptoms,

and Behavioral Coping

In a set of exploratory analysis, I investigated the associations among adolescent

depression, maternal depressive symptoms, maternal behavioral-avoidance coping,

adolescent behavioral-avoidance coping. Findings did not support: 1) an association

between maternal depressive symptoms and adolescent behavioral coping strategies; 2)
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an association between maternal depressive symptoms and maternal behavioral coping

strategies; and 3) an association between maternal behavioral coping and adolescent

depressive symptoms. Although this study did not find an association between maternal

depressive symptoms and maternal coping strategies or adolescent coping strategies,

future studies investigating clinically depressed mothers will help to clarify the links

between maternal depression and maternal and adolescent behavioral coping strategies.

Study Limitations

The longitudinal design of this study provided an opportunity to examine

behavioral coping as a predictor of depression in adolescents; however, given the high

rate of attrition from Time 2 to Time 3, which resulted in a small sample size at Time 3

(N-44), an understanding of the effects of these coping strategies is limited. Another

limitation of this study was the ethnicity of the sample. Because the sample consisted of

predominantly European-American rural families, findings cannot be generalized to

other, more diverse, sample populations. Additionally, this subsample included only

mother-adolescent dyads, which precludes investigation of the behavioral coping

strategies adolescents use with their fathers during conflictual interactions. Future studies

replicating the methods of this study with larger and more diverse samples of parent-

adolescent dyads are likely to yield more representative results.

The extent to which the coping strategies observed in this dissertation are a

function of the coding system remains unclear. Although coders achieved a high level of

inteiTater reliability, coders may have reliabily rated coping behaviors inaccurately. Also,

although the coding system used to code the behavioral coping strategies was created

from three observational coding systems with demonstrated construct validity, the
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construct validity of this system could be further explored. Conclusions based on the

observer ratings of coping would be enhanced by other informants of copmg, such as self

and parental report of coping strategies, by measuring coping at more than one time

point, or by relating coping to other dependent variables, such as family cohesiveness, or

adolescent self-efficacy.

It is also noteworthy that this study did not include adolescent or parental

appraisal ofhow stressful the conflictual interaction was for each person. For some

adolescents, this interaction may have been perceived as a highly intense stressor but for

others it may have been only a mild stressor. In turn, the intensity of the perceived

stressor is likely to have influenced the use of particular coping strategies. It also

remains unclear whether the adolescent a) perceived the situation to be within his/her

control, b) felt empowered to use a range of coping strategies, or c) had a specific goal

for the interaction task. A quantitative or qualitative assessment of the adolescent's

subjective experience of the interpersonal interaction (e.g. perceived intensity, goals, etc.)

and how these perceptions detemiine the use of behavioral coping strategies would help

to increase our understanding of adolescent coping and depression. Perhaps clinically

depressed individuals with a tendency to perceive their interactions as more negative or

rejecting are more likely to use behavioral-avoidant strategies in efforts to decrease

further rejection than depressed individuals without such negative cognitions about their

social interactions.

Questions also remain about the conclusions drawn from the symptom measure of

depression used in this study. Given that this measure was a self-report form, self-

enhancing bias may have influenced the participants to underreport symptoms. Further, it
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is possible that the intemahzmg subscale of the YSR (1991) reflects a broader spectrum

of psychopathology than depressive symptomatology; and thus conclusions do not

provide accurate information about depressive symptoms. Future studies are needed

which use more valid assessments of adolescent depressive symptomatology, such as the

Center for Epidemiological Symptom Measure of Depression (CES-D; Randolf, 1977)

and multi-method assessments of adolescent depressive symptoms to validate self-report

assessments of depressive symptoms.

Future Research Directions

Even though the results of this study do not support a link between the use of

avoidance coping and depressive symptoms, given the well-documented findings of an

association between depression and avoidance coping and related variants, such as escape

and rumination (Billings & Moos, 1984; Nolen-Hoeksema, Larson, & Grayson, 1999),

further observational research is needed to determine whether adolescents' behavioral

coping strategies play a role in the development and reoccurrence of adolescent

depression. Recently, prominent researchers in the fields of depression (Hammen &

Brennan, 2001) and coping (Folkman & Moskowitz, 2000; Lazarus, 2000) have

underscored the need for observational studies of interpersonal stress as a means to gain a

better understanding of coping processes that generate depression and positive affect.

As mentioned above, it is important to note that this study did not examine

differences in behavioral coping between clinically depressed and nondepressed

adolescents. Little is known about the coping processes of clinically depressed

adolescents versus nondepressed adolescents and research is needed to investigate

whether behavioral-avoidance plays a role in the development and maintenance of
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clinical depression in adolescents. A group comparison design that included a clinically

depressed group, a nondepressed group and a psychiatric control group would serve to

address possible coping differences between the groups. A larger group design would

also be needed to elucidate the coping strategies of clinically depressed and nondepressed

adolescents as a function of parental depression. Given the heterogeneity of clinical

depression, examining coping differences between groups of depressed adolescents

would have implications for treatment and preventative efforts.

It also remains unclear whether clinically depressed adolescents who have

depressed mothers use different coping strategies than depressed adolescents who have

nondepressed mothers. As noted earlier, it is possible that the lack of association between

adolescent behavioral-avoidance and adolescent depressive symptoms in this present

study may have been due to a low number of dyads without depressive symptomatology.

Thus, studying group differences in coping strategies of four types of adolescent-mother

dyads (e.g., depressed adolescents with depressed mothers, depressed adolescents without

depressed mothers, nondepressed adolescents with depressed mothers, and nondepressed

adolescents with nondepressed mothers) might help to clarify whether behavioral

avoidance coping predicts adolescent depression. In the future, investigators could also

assess group differences between adolescent-mother dyads with one or both members

depressed versus neither member depressed. Given the marital literature on couples with

one or more depressed partners has found that these dyads exhibit more distressed

communication than healthy couples, an investigation that found support for differences

in coping strategies of parent-adolescent dyads where one member was depressed would

have important implications for our understanding of adolescent depression as an
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interpersonal phenomenon. Behavioral-avoidance coping may represent a mechanism of

intergenerational transmission of depression from parem to adolescent that is transmitted

daily during interpersonal interactions. Longitudinal observational studies and daily diary

studies of family interactions are needed to determine whether it the use of behavioral-

avoidance over time plays a role in the transmission of depression from parent to child.

It is also important to understand how adolescents cope in interactions in which

one or more members of the dyad are clinically depressed. Perhaps dyads with one

clinically depressed family member (either the adolescent or parent is clinically

depressed) influences the particular coping strategy the adolescent uses, regardless of

whether he or she is clinically depressed. Given that large body of literature on family

mental illness and its impact on adolescent functioning has consistently shown that

adolescents with a depressed parent are more likely to have impaired psychosocial and

interpersonal functioning than adolescents without a depressed parent (see Goodman &

Gotlib, 1999 for a review) and adolescents with a depressed mother are more likely to be

depressed (Cummings & Davies, 1994; see Downey & Coyne, 1990; for a review), it

seems plausible that adolescent behavioral-avoidance coping is a function of the presence

of clinical levels of depression in the parent or the adolescent, rather than a sole function

of the adolescent's clinical depression. Future studies are needed to investigate the impact

of depression in families on adolescents' coping with stress.

This dissertation did not attempt to address whether behavioral-avoidance and/or

behavioral-approach coping in the context of a conflictual family interaction functioned

as a protective/resilient factor. Future research on coping as a mechanism that leads to

depression might also consider whether certain coping strategies play a preventative role
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in adolescent populations at high-risk for developing depression. As the field of

psychology moves its focus towards a more positive psychology (see Seligman &

Csikszentmihalyi, 2000), an important question to pursue is whether the use of

behavioral-approach or behavioral avoidant coping during interpersonal interaction

contributes to well-being and positive-affect.

Conclusions and Clinical hnolications

Although the results of this study did not support a link between behavioral-

avoidance coping and depression in adolescents, results emphasize the role of maternal

behavioral coping strategies on adolescent's use of behavioral-coping strategies. The

findings that adolescents model their parental coping strategies highlights the need for

family therapy for depressed adolescents, as well as preventative efforts, which focus on

coping strategies to effectively manage interpersonal stress. If the present results, which

show that maternal behavioral coping predicts adolescent coping, are replicated in future

studies, they suggest the need for specific treatments aimed at teaching effective coping

strategies to adolescents and their families.
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APPENDIX A

MEASURES

1. Topics checklist (Teen form)

2. Topics checklist (Parent form)

3. Behavioral Coping Coding Form (Adolescent form)

4. Behavioral Coping Coding Form (Parent form)

5. The Youth Self Report Form (YSR)

6. Items Comprising the SCL-90 Depression Scale
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APPENDIX Al

TOPICS CHECKLIST (TEEN FORM)

PART 1
:

Below is a list of things that sometimes get talked about at home.
First, go through and circle YES for the topics that you and your parent have talked about
at all durmg the last 4 weeks, and circle NO for those that have not come up Then go
back and complete PART 2.

PART 2: Now go back over the list. For those topics that you circled YES, answer these
2 questions:

1
.

How many times during the last 4 weeks has the topic come up? (Give a number.)
2. How "hot" are the discussions about each topic?

A

1. ielephone Calls

Calm little angry Angry
yes no 1 2 3 4 5

2. Time for going to bed yes no 1 2 3 4 5
/^i

3. Cleaning up room yes no 1 2 3 4 5

4. Domg homework yes no 1 2 3 4 5

5. Puttmg away clothes yes no 1 2 3 4 5
T T_ a1_ a 1 '

*

o. Usmg the television yes no 1 2 3 4 5

/. Cleanliness (washing, showers,

brushing teeth) yes no 1 2 3 4 5

6. Which clothes to wear yes no 1 2 3 4 5

9. How neat clothing looks yes no 1 2 3 4 5
1A\yfl' A 1 A \

10. Making too much noise at home yes no 1 2 3 4 5
1 1 T" 1 1

1 i. lable manners yes no 1 2 3 4 5
1 ^ '1a' 'ill At ' 1

12. righting with brothers or sisters yes no 1 2 3 4 5

13.Cursing yes no 1 2 3 4 5
1 /I T T ' A

14. How money is spent yes no 1 2 3 4 5
1 C 1~4 1 1 1

15. Picking books or movies yes no 1 2 3 4 5
1 All
16.Allowance yes no 1 2 3 4 5

17. Going places without parents yes no 1 2 3 4 5

18. Playing stereo or radio too

loudly yes no 1 2 3 4 5

19. Turning off lights yes no 1 2 3 4 5

20. Drugs yes no 1 2 3 4 5

21 Taking care of records, games,

toys, and things yes no 1 2 3 4 5

22. Drinking beer or liquor yes no 1 2 3 4 5

23 Buying records, games, toys.

and things yes no 1 2 3 4 5

24. Going on dates yes no 1 2 3 4 5

25. Who should be friends yes no 1 2 3 4 5

26. Selecting new clothes yes no 1 2 3 4 5

27. Sex yes no 1 2 3 4 5
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Topics Checklist Teen Form (continued)

Calm
yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

yes

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

no

A
little angry

3

3

3

3

3

3

3

3

2

2

2

2

2

2

2

2

2

2

2

2

2

2

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

Angry

5

5

5

5

5

5

5

5

28. Coming home on time yes no l 2
29. Getting to school on time yes no I 2
30. Getting low grades in school yes no i 2

31. Getting in trouble in school yes no i 2

32. Lying yes no 1 2

33. Helping out around the house yes no 1 2

34. Talking back to parents yes no l 2

35. Getting up in the morning yes no i 2

36. Bothering parents when they

want to be left alone

37. Bothering teenager when
he/she wants to be left alone

38. Putting feet on furniture

39. Messing up the house

40. What time to have meals

41. How to spend free time

42. Smoking

43. Earning money away from

the house

44. What teenager eats

45. Religion

46. Politics

47. Abortion

48. Birth control

49. AIDS
50. Prejudice

51. List any other topics you and your parent have talked about during the last four

weeks:

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

5

5

5

5

5

5

5

5

5

5

5

5

5

5
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APPENDIX A2

TOPICS CHECKLIST (PARENT FORM)

PART 1
:

Below is a list of things that sometimes get talked about at home
First, go through and circle YES for the topics that you and your parent have talked
about at all durmg the last 4 weeks, and circle NO for those that have not come up
Then, go back and complete PART 2.

PART 2: Now go back over the list. For those topics that you circled YES, answer these
2 questions:

1
.

How many times during the last 4 weeks has the topic come up? (Give a number.)
2. How "hot" are the discussions about each topic?

A
Calm little a

1. Telephone Calls yes no 1 2 3

2. Time for going to bed yes no 1 2 3

3, Lleannig up room yes no 1 2 3
A P\ ^ *

1 1

4. Uomg homework yes no 1 2 3

5. Putting away clothes yes no 1 2 3

0. Using the television yes no 1 2 3

7. Lleanliness (washing, showers,

brushing teeth) yes no 1 2 3

5. Which clothes to wear yes no 1 2 3

9. How neat clothing looks yes no 1 2 3

10. Making too much noise at home yes no 1 2 3

11.1 able manners yes no 1 2 3

12. highting with brothers or sisters yes no 1 2 3

13.Cursing yes no 1 2 3

14. How money is spent yes no 1 2 3
1 C T\'I'll •

15. Picking books or movies yes no 1 2 3
1 All
16.Allowance yes no 1 2 3

17. Going places without parents yes no 1 2 3

18. Playing stereo or radio too

loudly yes no 1 2 3

19. Turning off lights yes no 1 2 3

20. Drugs yes no 1 2 3

21 Taking care of records, games.

toys, and things yes no 1 2 3

22, Drinking beer or liquor yes no 1 2 3

23 Buying records, games, toys,

and things yes no 1 2 3

24. Going on dates yes no 1 2 3

25. Who should be friends yes no 1 2 3

26. Selecting new clothes yes no 1 2 3

27. Sex yes no 1 2 3

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

Angry

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5
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Topics Checklist Parent Form (continued)

A

28. Coming home on time yes no

Calm

1 2

little angry

3 4 5
29. Getting to school on timp yes no 2 3 4 5
30. Getting low erades in school yes no 2 3 4 5

31. Getting in trouble in school yes no 2 3 4 5
32. Lying yes no 2 3 4 5
33. Helnins out around the Houqp yes no 2 3 4 5
34. Talking back to narents yes no 2 3 4 5
35. Getting un in the momino^ ' ^—* ^ V 1 » 1^ M ^ tllw lilv^llllilci yes no 2 3 4 5
36. Bothennp narents when tbp\/—

'

^
•

' v^i-iiv^iiiiCj IJC4.1W111.0 w ii^ii Liicy

want to be left alone yes no 2 3 4 5
37. Bothering teenager when

he/she wants to be left ;^lonp yes no 2 3 4 5
38. Putting feet on fumiture yes no 2 3 4 5
39. Messing up the house yCo no z

->

3 4 5
40. What time to have meals yes no 2

—

*

3 4 5

41. How to SDend free time yc3 no 3 4 5

42 Smoking yes no 2 3 4 5

43. Earning monev awav from

the house no -1

z i 4 5

44. What teenager eats llu z 3 4 5

45. Religion no z 3 4 5

46. Politics HU z A4 5

47. Abortion yvo Tin z 1 c
J

48. Birth control yes no 2 3 4 5

49. AIDS yes no 2 3 4 5

50. Prejudice yes no 2 3 4 5

51. List any other topics you and your parent have talked about during the last four

weeks:

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5
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APPENDIX A3

BEHAVIORAL COPING CODING FORM (ADOLESCENT FORM)

Adolescent: BOY GIRL

SEGMENT 1: TEENAGER
Not at all

a. Teenager is PROBLEM SOLVING with parent 1 2 3 4

High

5

b. Teenager is WLFHDRAWING from the discussion 1 2 3 4 5

c. Teenager is offering SOLUTIONS to parent 1 2 3 4 5

d. Teenager is AVOIDING the discussion 1 2 3 4 5

e. Teenager is GIVING IN to parent 1 2 3 4 5

f. Teenager is EXPRESSING NEGATIVE STATEMENTS 1 2 3 4 5

g. Teenager is showing NEGTAIVE EMOTION 1 2 3 4 5

h. Teenager is EXPRESSING POSITIVE STATEMENTS 1 2 3 4 5

i. Teenager is showing POSITIV E EMOTION 1 2 3 4 5

SEGMENT 2: TEENAGER
Not at all

a. Teenager is PROBLEM SOLVING with parent 1 2

Moderate

3 4

High

5

b. Teenager is WITHDRAWING from the discussion 1 2 3 4 5

c. Teenager is offering SOLUTIONS to parent 1 2 3 4 5

d. Teenager is AVOIDING the discussion 1 2 3 4 5

e. Teenager is GIVING IN to parent 1 2 3 4 5

f Teenager is EXPRESSING NEGATIVE STATEMENTS 1 2 3 4 5

g. Teenager is showing NEGTAIVE EMOTION 1 2 3 4 5

h Teenager is EXPRESSING POSITIVE STATEMENTS 1 2 3 4 5

i. Teenager is showing POSITI\ E EMOTION 1 2 3 4 5
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APPENDIX A4

BEHAVIORAL COPING CODING FORM (PARENT FORM)

Parent: Mother

SEGMENT 1: Mother

Not at all

a. Mother is PROBLEM SOLVING with teenager 1 2

Moderate

3 4

High

5

b. Mother is WITHDRAWING from the discussion 1 2 3 4 5

c. Mother is offering SOLUTIONS to teenager 1 2 3 4 5

d. Mother is AVOIDING the discussion 1 2 3 4 5

e. Mother is GIVING IN to teenager 1 2 3 4r

f Mother is EXPRESSING NEGATIVE STATEMENTS 1 2 3 4r

g. Mother is showing NEGTAIVE EMOTION 1 2 3 4 5

h. Mother is EXPRESSING POSITIVE STATEMENTS 1 2 3 4 5

i. Mother is showing POSITIVE EMOTION 1 2 3 4 5

SEGMENT 2: Mother

Not at all

a. Mother is PROBLEM SOLVING with teenager 1 2 3 4

nign

5

b. Mother is WITHDRAWING from the discussion 1 2 3 4 5

c. Mother is offering SOLUTIONS to teenager 1 2 3 4 5

d. Mother is AVOIDING the discussion 1 2 3 4 5

e. Mother is GIVING IN to teenager 1 2 3 4 5

f. Mother is EXPRESSING NEGATIVE STATEMENTS 1 2 3 4 5

g. Mother is showing NEGTAIVE EMOTION 1 2 3 4 5

h. Mother is EXPRESSING POSITIVE STATEMENTS 1 2 3 4 5

i Mother is show ing POSITHT EMOTION 1 2 3 4 5
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APPENDIX A5

THE YOUTH SELF REPORT FORM (YSR)

Below is a list of items that describe kids. For each item that describes you now or within
the past SIX months, please circle the 2 if the item is very true or often true of you Circle
the

1 if the Item is somewhat or sometimes true of you. If the item is not true of vou
circle the 0.

'

0 = not true

1 = sometimes true

2 = often true

0 12 1
.

I act too young for my age.

0 12 2. 1 have an allergy.

0 12 3. 1 argue a lot.

0 12 4. 1 have asthma.

0 12 5. 1 act like the opposite sex.

0 12 6. I like animals.

0 12 7. I brag.

0 12 8.1 have trouble concentrating or paying attention.

0 12 9. 1 can*t get my mind off certain thoughts (describe):
.

0 12 10. I have trouble sitting still.

0 12 11. I'm too dependent on adults.

0 12 12. I feel lonely.

0 12 13. I feel confused or in a fog.

0 1 2 14. I cry a lot.

0 12 1 5. I am pretty honest.

0 12 16. I am mean to others.

0 12 17. I daydream a lot.

0 12 18.1 deliberately try to hurt or kill myself.

0 12 19. 1 try to get a lot of attention.

0 1 2 20. I destroy my own things.

0 12 21.1 destroy things belonging to others.

0 12 22. 1 disobey my parents.

0 1 2 23. I disobey at school.

0 1 2 24. 1 don't eat as well as I should.

0 1 2 25. I don't get along with other kids.

0 1 2 26. 1 don't feel guilty after doing something I shouldn't.

0 1 2 27. I am jealous of others.

0 1 2 28. 1 am willing to help others when they need help.

0 1 2 29. I am afraid of certain animals, situations, or places, other than school

(describe): .

0 1 2 30. 1 am afraid of going to school.

0 12 3 1 . 1 am afraid I might think or do something bad.

0 1 2 32. I feel that I have to be perfect.

0 1 2 33. 1 feel that no one loves me.
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The Youth Self-Report Form (YSR) continued

0 1 2 34. 1 feel that others are out to get me.
0 1 2 35. I feel worthless or inferior.

0 1 2 36. I accidentally get hurt a lot.

0 1 2 37. I get in many fights.

0 1 2 38. I get teased a lot.

0 1 2 39. I hang around with kids who get in trouble.

0 1 2 40. I hear things that no one else seems able to hear (describe)
0 12 41. I act without stopping to think.

0 1 2 42. I hke to be alone.

0 1 2 43. I lie or cheat.

0 1 2 44. I bite my fingernails.

0 1 2 45. I am nervous or tense.

0 1 2 46. Parts ofmy body twitch or make nervous movements (describe):
0 12 47. I have nightmares.

0 12 48, I am not liked by other kids.

0 1 2 49. I can do certain things better than most kids.

0 1 2 50. I am too fearful or anxious.

0 12 51. I feel dizzy.

0 1 2 52. I feel too guilty.

0 1 2 53. I eat too much.

0 1 2 54. I feel overtired.

0 1 2 55. 1 am overweight,

0 1 2 56. Physical problems without known medical cause.

0 12 a. Aches or pains.

0 12 b. Headaches.

0 12 c. Nausea, feel sick,

0 12 d. Problems with eyes (describe): .

0 12 e. Rashes, other skin problems.

0 12 f Stomachaches or cramps.

0 12 g. Vomiting, throwing up.

0 12 h. Other (describe):

0 1 2 57. 1 physically attack people.

0 1 2 58.1 pick my skin or other parts of my body (describe):

0 1 2 59. I can be pretty friendly.

0 1 2 60. I like to try new things.

0 12 61. My schoolwork is poor.

0 1 2 62. I am uncoordinated or clumsy.

0 1 2 63. I would rather be with older kid than with kids my own age.

0 1 2 64. I would rather be with younger kids than kids my own age.

0 1 2 65. I refuse to talk.

0 1 2 66. 1 repeat certain actions over and over (describe):

0 1 2 67. I run away from home.

0 1 2 68. 1 scream a lot.

0 1 2 69. 1 am secretive or keep things to myself
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The Youth Self-Report Form (YSR) continued

0 1 2 70. I see things that nobody else seems to see (describe):

0 12 71. I am self-conscious or easily embarrassed
0 1 2 72. I set fires.

0 1 2 73. I can work well with my hands.

0 12 74. I show off or clown.

0 1 2 75. I am shy.

0 12 76. I sleep less than most kids.

0 12 77. I sleep more than most kids during day and/or night.

0 1 2 78. 1 have a good imagination.

0 12 79. 1 have a speech problem(describe):

0 1 2 80. I stand up for my rights.

0 12 81.1 steal things at home.

0 1 2 82. 1 steal things from places other than home.
0 1 2 83. 1 store up things 1 don't need (describe):

.

0 12 84. 1 do things other people think are strange (describe): .

0 1 2 85. 1 have thoughts that other people think are strange (describe):

0 1 2 86. 1 am stubbom.

0 1 2 87. My moods or feelings change suddenly.

0 1 2 88. 1 enjoy being with other people.

0 1 2 89. I am suspicious.

0 1 2 90. 1 swear or use dirty language.

0 12 91. 1 think about killing myself

0 12 92. I like to make others laugh.

0 1 2 93. 1 talk too much.

0 12 94. I tease others a lot.

0 1 2 95. I have a hot temper.

0 1 2 96. I think about sex too much.

0 1 2 97. I threaten to hurt people.

0 1 2 98. 1 like to help others.

0 1 2 99. 1 am too concerned about being neat.

0 12 100. 1 have trouble sleeping (describe): .

0 12 101 . I cut classes or skip school.

0 12 102. 1 don' t have much energy.

0 12 103. I am unhappy, sad, or depressed.

0 12 104. I am louder than other kids.

0 12 105. I use alcohol or drugs other than for medical condition (describe):

0 12 106. I try to be fair to others.

0 12 107. 1 enjoy a good joke.

0 1 2 108. I like to take Hfe easy.

0 12 109. I try to help other people when I can.

0 12 1 10. I wish I were of the opposite sex.

0 12 111.1 keep from getting involved with others.

0 12 112. 1 worry a lot.
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APPENDIX A6

ITEMS COMPRISING THE SCL-90 DEPRESSION SCALE

1
.

Loss of sexual interest or pleasure

2. Feeling low in energy or slowed down
3. Thoughts of ending your life

4. Crying easily

5
.

Feelings of being trapped or caught

6. Blaming yourself for things

7. Feeling lonely

8. Feeling blue

9. Worrying too much about things

10. Feeling no interest in things

11. Feeling hopeless about the future

12. Feeling everything is an effort

13. Feelings of worthlessness
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APPENDIX B

ADOLESCENT-MOTHER OBSERVER CODING SYSTEM
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MECHANICS OF CODING
(Revised From the Iowa Rating Scale; Melby et al., 1998)

A. Code observed behaviors: Code only the behaviors you see. Don't try to "read
in" reasons or motivations for what is happening or how the individual is
behaving. Codes are designed to assess the behavior directed by one person
toward another person in an interaction context.

Intensity: In this coding system, intensity refers to the QUALITATIVE
dimension of the behaviors. Intensity may be thought of as the strength or
forcefulness of a behavior. The general scheme to use in determining the
appropriate intensity level for most behavioral scales is based on a 1-5 scale. In
this scheme:

Score =1: If behavior does not occur

Score -2: Low level of intensity (note: do not give a 2 if you are unsure whether
or not to count a particular behavior)

Score =3:Moderate level of intensity

Score=4: Moderately-high level of intensity

Score=5: High level of intensity

****The relative intensity of the behavior should be considered along with the

frequency when deciding the extent to which an individual displayed a given

behavior rather than using a simple counting or tallying of the frequency of

behaviors (see Heavey, 1994 for recommended use of both intensity and frequency)..

C. When in doubt: As a general rule, if debating between assigning a score of 1 or

2 CODE DOWN. On the other hand, if debating between assigning a score

between scores of 2 or higher, CODE UP.

D. Importance of nonverbal behaviors: Consider both verbal and nonverbal cues

when coding behaviors.

E. Not mutually exclusive: The scales that comprise the coding system are not

mutually exclusive. Cues used to rate one dimension (e.g., Conflictual), may also be

used to code other dimensions (e.g., Engaged).

F. Strategies for viewing videotapes:

1 . The tape id# will be randomly selected for each coder.
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2. A task begins when the experimenter finishes instructions and leaves the
room.

3. First, watch the mother-adolescent conflict task one time through without
stopping the tape for general overview of relationship and behavior.

4. Nest, using the PCVCR watch the videotape for the adolescent's behavior and
code each 1 5 second segment.

5. Record on coding sheets.

6. Please note quality of the tape and write down any questions you may have.

7. Do not discuss the tape you watched with anyone except the trainer.
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Withdrawing
(revised Heavey, 1994)

Acting in ways that suggest the individual is emotionally and/or psychologically
withdrawn form the discussion.

• Generally speaking, how much does this person seem to be withdrawn from their
parent/teenager and the discussion?

J* Becomes silent

*> Refuses to discuss a particular topic

*l* Looks away
*> Refuses to argue or fight about the issue

<* Does not actively defend self

Retreats

Disengages self from the discussion

<* Does not offer solutions or assist in the discussion

Does not respond to partner

< Does not follow or pay attention to what the partner says

Remember, the relative intensity of the behavior should be considered along with the
frequency when deciding the extent to which an individual displayed a given behavior
rather than using a simple counting or tallying of the frequency of behaviors.

RATINGS:

1= No withdrawing

2=Mild withdrawing in intensity and frequency

3=Moderate withdrawing in intensity and frequency

4=Moderately-high withdrawing in intensity and frequency

5=High level of withdrawing in intensity and frequency
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Avoidance
(Heavey, Gill, & Christensen, 1998)

is More active than Withdrawn

Any behavior that serves to avoid engaging in the discussion. Generally
speaking, how much is the person trying to avoid the issue at hand rather than
actively engaging in the discussion.

Minimizing the importance of the problem being discussed
Denying the existence of the problem
Shifting the focus of the topic of discussion away from the problem
Changing the focus of the topic of discussion away from the problem
Purposely being vague or making ambiguous comments about the problem
to obscure the discussion or confuse the partner

Diverting attention

Remember, the relative intensity of the behavior should be considered along with the
frequency when deciding the extent to which an individual displayed a given behavior
rather than using a simple counting or tallying of the frequency of behaviors.

RATINGS:

1= No avoidance

2=Mild avoidance in intensity and frequency

3=Moderate avoidance in intensity and frequency

4=Moderately-high avoidance in intensity and frequency

5=High level of avoidance in intensity and frequency
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Submission
(Revised Welsh & Powers, 1993)

• This code IS unique m that it is somewhat dependent on the behavior of the
partner. There must be an opinion or position that the mdividual is submitting
to (i.e., the partner is trying to persuaded. Also there is the assumption that the
two partners are starting with different opinions and the individual "giving in"
is moving towards agreement with the partner. This code rates submissive,
giving in behaviors.

*If both participants start with the same position, problem solving is more likely the
code.

RATINGS:

1- No submission id present. The individual is not submitting or giving in to the other
person.

2= Mild submission.

Begrudging or perfunctory acknowledgement of other's perspective.

E.g., "1 guess I can see that."

Surrendering a little bit with a begrudging or resentful tone. E.g., " YES, but
"

3= Moderate submission. Backing off in an acknowledging way but not fully

relinquishing position. E.g., Alright-whatever you say but I still think.

.

4= Moderately-high level of intensity and frequency of submission: Completely genuine
acknowledgement of the other's perspective with a surrendering or conceding quality.

E.g., "Yeah-I see. That actually makes sense."

5= High level of submission: Forsaking own perspective with genuine endorsement of
the other's perspective. Conciliatory tone. E.g., "You're right. That makes more sense

than what 1 was saying."
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Solution Quantity
(Revised From the Iowa Rating Scale; Melby et al., 1998)

• This scale assesses the number of solutions the individual offers m the attempt
to solve the problem being discussed. A solution is defined as a proposed
means for reaching a goal that involves an action or change in behavior
There are several types of solutions, including tried, novel, helpful, exploitive,
buildmg, mcomplete, contingent, and brainstorming. Solutions may be
expressed as directives, questions, demonstrations, and combinations of these
types.

If the individual is asking questions about what could be done, do not code as a
solution

Individual's statement must clearly infer "This is my solution"

A solution may be proposed at any point in the conflict interaction. Pay particular
attention to context, timing, and tone of voice.

Tried solution^ a solution that has already been tried and proposed as something
that should be continued

< Novel: A new idea

< Helpful: A solution expressed with sincere attempt to resolve conflict

<* Exploitive: A solution that exploits an individual. " You should do all the chores."
< Building: Adds to a previous suggestion

Contingent: "What if you do this. . . and I'll do this"

<* Brainstonning: "I'll ask my sister to clean my room."

*THIS CODES REQUIRES FREQUENCY RATINGS ONLY.

1= no solutions proposed

2= 1 solution proposed

3= 2 solutions proposed

4= 3 solutions proposed

5= 4 or more solutions proposed
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Problem Solving
(Revised From the Iowa Rating Scale; Melby et al., 1998)

This scale assesses the degree to which the individual demonstrates behavior
that actively assists and/or promotes movement through the problem-solving
steps. It includes the extent to which the individual facilitates the process by
describing and clarifying the problem, encouraging partner to remain on task,
soliciting input from partner, providing summaries of progress toward solving
the problem, and moving the task along in a timely and appropriate manner.
Consider the individual's overall cooperative attitude and the extent to which
he/she accepts responsibility for clarifying and/or finding a solution to the
problem. IMPORTANT to NOTE PROBLEM SOLVING also measures
the degree to which the focal individual displays disagreement or
disapproval toward another individual.

The Problem solving Scale assesses behaviors that the individual exhibits that
facilitate movement through the problem-solving process. For our purposes,
the steps in the problem-solving process include:

identifying the problem
*> gathering possible solutions from partner

*l* selecting a solution

< developing a plan for implementation

*l* disagreeing

Include any statements describing the nature of the problem. If these are the only
problem solving behaviors evident, score no higher than a 4.

If description is blaming or denying do not count as Problem solving.

61



Problem Solving Rating Scale

1= No sign of problem solving. Individual does not participate m problem-solving effort.

2= Mildly characteristic: Rarely or briefly demonstrates problem solvmg behavior AlsoLow levels of disagreement in intensity and frequency. Examples: Disagreement over the
truth-value of a statement or disagreement with the other's stated opinion or position
without negative affect (e.g., I don't agree with that, shaking head in disagreement).

3= Moderately characteristic: The individual occasionally demonstrates problem solving
behaviors. Also, moderate levels of disagreement intensity and frequency: Backing up a
disagreement with additional evidence, elaboration, or support

4= Moderately-high characteristic: The individual fairly often demonstrates a variety of
problem solving behaviors. ALSO, Moderately-high disagreeing in level of intensity and
frequency SUCH as Clearly arguing about a disagreed point.

5= Highly characteristic: frequently or characteristically demonstrates problem solving
behaviors. All problem solving behaviors are present, and most, if not all, are present at a
high level. Also, continued efforts at CLEAR, determined, consistent, disagreeing in a
firm voice.
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Expresses Positive Emotion
(Revised Heavey, Gill, & Christensen, 1994)

An expression of a positive emotion(s) in a direct manner using "I"
statements indicating the individual is "owning" their feelings. Generally
this involves the extent to which the individual expresses positive feelings
that may facilitate problem solving or ignite further conflict

< Express their feelings in a direct and sincere manner

Stating verbally positive emotions that are directed outward (at the partner).
Included are such emotions as joy, and caring.

Example:

"I care about you"

"I love you"

"I am so happy that you shared this with me"

This IS the extent to which the individual expresses positive emotions, hicluding
joy, caring, and enthusiasm.

Example: "I feel great!"

Remember, the relative intensity of the behavior should be considered along with the
frequency when deciding the extent to which an individual displayed a given behavior
rather than using a simple counting or tallying of the frequency of behaviors.

RATINGS:
1= No expression of emotion about self

2=MiId emotional expression intensity and frequency about self

3=Moderate emotional expression intensity and frequency about self

4=Moderately-high emotional expression intensity and frequency about self

5=High level of intensity and frequency in the emotional expression
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Negative Emotion

• An expression of a negative emotion(s) in a NONDIRECT manner
This behavioral code includes the following emotions:
Anger

Sarcasm toward another

Ridicule

Fear

Anxiety

Being startled

Sadness

Depression

Fatigue

Sullenness

Crying

Boredom

Whining

Any verbal or non-verbal expression of pain

l=Lack of negative emotion.

2= Mild levels of intensity and frequency of anger, irritation, sadness

E.g., Narrowed eyes and pursed lips, frustrated sighs

• Tense or rigid body postures

• Frowning

S^Moderate levels of intensity and frequency of negative emotions.

E.g., Raised voice and clenched jaw

• stuttering, quavering voice

• cowering or pouting

• '^OhmyGod!"

4=Moderate]y high levels of intensity and frequency of negative emotions.

E.g., Gestures that humiliate or make fun of another such as mimicking

• finn expressions of anger and frustration, such as hitting pillow or large

sighs and fluctuations in angry tone to moderately-high levels

5==High levels of intensity and frequency of negative emotions. The person is furious or

distraught.

E.g., Yelling, screaming, or crying

• gasps of horror
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Positive Emotion

• An expression of a positive emotion(s) in a NONDIRECT manner.
This behavioral code includes the following emotions:

Happiness

Cheerful

Genuine Smiling

Excitement

Enthusiastic

Thrilled

Humorous

Silly

Wamith
Affection

Supportiveness

Liking another

l=Lack of positive emotions.

2= Mild levels of intensity and frequency of positive emotions.

E.g., Smiling

3=^Moderale levels of intensity and frequency of positive emotions.

E.g., laughter, verbal praise, silly behaviors or making jokes

4=Moderatcly high levels of intensity and frequency of positive emotions.

E.g., continued laughter and giggling

• High-pitched happy, sing-songy voice

5=High levels of intensity and frequency of positive emotions.

E.g., hugs and kisses, laughing so hard it seems difficult to stop
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Expresses Negative Emotion
(Revised Heavey, Gill, & Christensen, 1994)

An expression of negative emotion(s) in a direct manner using "I" statements
indicating the individual is "owning" their feelings. Generally, this involves
the extent to which the individual expresses negative feelings which may
facilitate problem solving or ignite further conflict

> Express their feelings in a direct and sincere manner

Stating verbally negative emotions that are directed outward (at the partner).
Included are such emotions as anger, hostility, contempt, rage , and disgust.

Example: "I am angry at you."

< This is the extent to which the partner expresses negative emotions that are

oriented toward the self Included are emotions such as sadness, disappointment,
despair, fear, and hopelessness.

Example: "I feel really sad."

Remember, the relative intensity of the behavior should be considered along nith
the frequency when deciding the extent to which an individual displayed a given
behavior rather than using a simple counting or tallying of the frequency of
behaviors.

RATINGS:
1= No expression of negative emotion about self

2=Mild, negative emotional expression of intensity and frequency about self

3=Moderate, negative emotional expression intensity and frequency about self

4=Moderately-high, negative emotional expression intensity and frequency about self

5=High level of intensity and frequency in the negative emotional expression
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APPENDIX C

TABLES

1. Table 1: Means and Standard Deviations of Adolescent Depressive and Externalizing
Symptoms at Time 2 and Time 3, Behavioral-Avoidance Coping,
Behavioral-Approach Coping, and Positive and Negative Emotion

2. Table 2: Means and Standard Deviations of Maternal Depressive Symptoms,
Behavioral-Avoidance Coping, and Behavioral-Approach Coping

3. Table 3: Correlations Among Adolescent Depressive Symptoms, Externalizing
Symptoms, Behavioral-Avoidance Coping, Behavioral-Approach Coping, and
Positive/Negative Emotion

4. Table 4: Correlations Among Adolescent Behavioral Copmg Strategies and Matemal
Behavioral Coping Strategies

5. Table 5: Correlations Among Matemal and Adolescent Depressive Symptoms, and
Matemal and Adolescent Behavioral Coping Strategies

6. Table 6: Correlations Among Adolescent Positive and Negative Emotion Codes,
Depressive Symptoms, and Behavioral Coping Strategies
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