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Abstract 

The purpose of the present study was to determine the role of psychosocial factors 

in predicting relapse of Major Depressive Disorder (MDD) in an adult female sample of 

remitted depressed individuals. It has been recommended that multivariate models of 

depression be developed which incorporate psychosocial factors such as life stress, 

cognitive-personality vulnerability factors, social support, and coping responses. The 

present study represents the first effort to formulate an integrated model of the role of 

these psychosocial factors in relapse of MDD. 

A series of hierarchical logistic regression analyses were conducted on 

theoretically driven component models of relapse (life stress model, social support 

model, coping model, and cognitive-personality congruency model), both to evaluate 

their contribution to the prediction of relapse, as well as to determine the variables to be 

included in the psychosocial models. Results indicated that major difficulties were a 

significant predictor of depressive relapse. Also, support was found for both the main 

effects and buffering models of coping and social support. Further, an integrated model 

involving major difficulties, social support, task-oriented coping, and emotion-oriented 

coping, was the best-fitting and most parsimonious model. Thus, a model involving 

chronic difficulties of a threatening nature, in conjunction with social support and coping 

responses significantly predicted depressive relapse. Further, this model had greater 

explanatory power than the theoretically-driven models. These results, although 

preliminary in nature given the relatively limited sample size, represent a promising 

avenue for future research. Limitations of the present study are discussed and directions 

for future research are proposed. 
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RELAPSE IN CLINICAL DEPRESSION: 

TEST OF AN INTEGRATED PSYCHOSOCIAL MODEL 

Depressive disorders are the single most common problem seen in clinical 

practice (Beck, 1972). Between five and 25% of individuals will become depressed in 

the course of their lifetime, with women at twice the risk compared to men (American 

Psychiatric Association, 1994; Regier & Robins, 1 99 1 ; Smith & Weissman, 1 992; 

Spaner, Bland, & Newman, 1994). According to the 1994-95 National Population Health 

Survey, one in 20 Canadian adults - approximately 1.1 million individuals - had 

experienced a depressive episode in the previous year (Beaudet, 1996). MDD is 

characterized by a recurring course, as 50% to 60% of individuals who recover fiom a 

single episode of depression can be expected to have at least one additional episode in 

their lifetime (Belsher & Costello, 1988; Smith & Weissman, 1992). The rates of relapse 

within one year of recovery range fiom 19% to 65%, with an average rate of 

approximately 40% (Belsher & Costello, 1988; Blaine, Prien, & Levine, 1983; Coryell, 

Endicott, & Keller, 1991; Gonzales, Lewinsohn, & Clark, 1985; Keller, Lavori, Endicott, 

Coryell, & Klerman, 1983; Keller, Lavori, Lewis, & Klman ,  1983; Maj, Veltro, Pirozzi, 

Lobrace, & Magliano, 1992; Perry & Tsuang, 1979; Segal, Shaw, Vella, & Katz, 1992; 

Simons, Murphy, Levine, & Wetzel, 1986; Thase et al., 1992a). Although relapse rates 

are somewhat reduced in individuals who respond to antidepressant medication (e.g., 

Melfi et al., 1998) there still remain 20% to 35% of these individuals who will relapse 

within 12 months (Keller, Lavori, & Mealler, 1992; Thase, Frank, Hamer, & Kupfer, 

1992b). Finally, on average, depressed patients will experience 4.3 major depressive 

episodes in their lifetime (Penis, 1992) with each additional episode increasing the future 
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possibility of relapse (American Psychiatric Association, 1994; Gonzales et al., 1985). 

In order to adequately research depression, it is first important to understand the 

course of the disorder. Onset, in its simplest definition, refers to the beginning of an 

episode of depression meeting diagnostic criteria (Frank et al., 1991). There is debate in 

the literature regarding whether this term is restricted to the beginning of the first episode 

experienced, or whether it can be used more loosely to characterize the beginning of any 

episode of depression. According to the consensus definitions provided by Frank et al. 

(1991), the term "onset" should be used only for first episodes of depression, and should 

refer only to those which meet DSM-IV or ICD-10 diagnostic criteria for an episode of 

depression. Unfortunately, very little research truly investigates onset defined in this 

sense. Rather, the majority of "onset" research typically includes true onsets as well as 

second or later episodes of depression. 

Offset of depression can be divided into remission and recovery. Remission 

refers to a significant decrease in symptomatology such that diagnostic criteria are no 

longer met (Frank et al., 1991). In remission, individuals show few signs of depression, 

although residual symptoms may be present. Recovery refers to a sustained period of 

remission, which is assumed to represent the resolution of the depressive episode. 

According to the consensus definitions proposed by Frank et al. (1991), this sustained 

period should be no less than 6 months. 

Perhaps one of the biggest debates with regard to the course of depression has 

focused on the distinction between relapse and recurrence. The term relapse is typically 

used to refer to the worsening of symptoms to a level sufficient to meet diagnostic criteria 

during a period of remission, whereas recurrence refers to the development of an episode 



of depression following a full recovery. Relapse is assumed to represent the 

reemergence of the previous episode of depression, whereas recurrence is thought to 

represent the beginning of a new episode of depression. The most recent criteria for 

determining the time frame for this distinction have been proposed by Frank et al. (1991). 

Specifically, episodes occurring within 6 months after a previous episode are considered 

a relapse, whereas episodes occurring after this time frame are considered a recurrence. 

Investigating relapse of MDD is imperative for several reasons. Of clinical 

importance is the enormous cost, both in terms of health care utilization and in terms of 

human suffering (Akiskal, 1983; Berti Ceroni, Neri, & Pezzoli, 1984; Keller, Lavori, 

Rice, Coryell, & Hirschfeld, 1986; Segal et al., 1992). Greater understanding of the 

process of depressive relapse will provide insight into possible avenues for intervention 

and prevention of relapse. There are also methodological advantages to studying relapse 

of depression (Belsher & Costello, 1988). First, subjects vulnerable for relapse are easily 

identified by virtue of having experienced a previous episode of depression. Second, 

because of the high base rate of relapse, smaller sample sizes are required to study relapse 

as opposed to onset of depression. Finally, the study of relapse is ideally conducted 

within a prospective, longitudinal design which is recognized as one of the most 

informative research designs for studying psychopathology. 

Purpose 

The purpose of the present study was to determine the role of psychosocial factors 

in predicting relapse of Major Depressive Disorder (MDD) in an adult female sample of 

remitted depressed individuals. It has been recommended that multivariate models of 

depression be developed which incorporate psychosocial factors such as life stress, 
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cognitive-personality vulnerability factors, social support, and coping responses (Paykel 

& Hollyman, 1984; Robins & Block, 1988; Segal et al., 1992). The empirical literature 

suggests that these psychosocial factors represent promising predictors of the course of 

depression. The present study represents the first effort to formulate an integrated model 

of the role of these psychosocial factors in relapse of MDD. 

This project provides valuable information regarding the role of psychosocial 

factors in the process of depressive relapse. This information can then be utilized by 

theorists and clinicians to develop the means to identify individuals at risk for relapse so 

that appropriate interventions can be implemented. These results will be of interest to 

researchers and clinical health planners, as the results have implications for both the 

theory of depression and its treatment (e.g., Lewinsohn, Allen, Seeley, & Gotlib, 1999). 

Literature Review 

Life Stress Models 

Interest in the role of life events in onset or course of mental disorder has a long 

historical research tradition, dating back to Kraepelin (1 921, as cited in Monroe, Roberts, 

Kupfer, & Frank, 1996). Research into the impact of life stress on health has investigated 

both physical and mental health conditions. One of the most researched areas in this 

regard, both historically and currently, has been major depressive disorder (MDD). 

Research on the role of life stress in MDD has focused on the premise that the 

occurrence of negative life stressors is associated with onset, course, or severity of 

depression. Results demonstrate that the risk of onset of depression is significantly 

increased following the occurrence of life stressors (Paykel & Cooper, 1992; Paykel, 

1994). For example, in their seminal work, Brown and Harris (1 978) found that 



depressed women had experienced significantly more life events prior to onset than a 

control group of non-depressed women reported in the same time frame. Severe life 

events occurred in only 16% of their control group; for depressed women, life events 

occurred at a rate four times greater. Further, 30% of the control group experienced 

major difficulties (i.e., severe ongoing problems), compared to 89% of the depressed 

group. Costello (1982) replicated this study in a Canadian sample, and found support for 

the role of severe events and difficulties in onset of depression. 

The most consistent finding and strongest relationship appears to be the 

association of depression with "threatening" or undesirable life events of all types 

(Paykel, 1994). For example, research has consistently found that only severe life events 

which require major adjustment, and to a somewhat lesser extent, severe chronic life 

difficulties, predict the onset of clinical depression (Brown, Bifulco, Harris, & Bridge, 

l986a; Brown & Harris, 1978; 1982; 1986; 1989; Dohrenwend et al., 1987; Surtees et al., 

1986). 

With respect to relapse, research has generally indicated that individuals who 

relapse experience significantly more negative life events prior to their relapse as 

compared to individuals who do not relapse. For example, Perry, Lavori, Pagano, Hoke, 

and O'Connell(1992) conducted a 12-month prospective follow-up study in a sample of 

individuals diagnosed with borderline or antisocial personality disorders to investigate the 

role of life events in recurrent depression. Life events and depression were assessed at 

several time points, and each case was used as its own control by comparing rates of 

relapse during periods of time in which no recent life events had occurred with rates of 

relapse during periods of time soon after life events had occurred. They found that 
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participants who were classified as experiencing "high stress events" were significantly 

more likely to experience a relapse of depression. A more recent study (Lam, Green, 

Power, & Checkley, 1996) found that risk of relapse was significantly increased for 

individuals who had experienced severe life events, and was even greater for individuals 

who experienced severe life events that matched their personality needs (here defined as 

dependency dysfunctional attitudes). 

Despite these promising findings, there exists inconsistency in the research 

literature on life events. Three issues which have contributed to this inconsistency are 

varying methodologies, timing of life stressors, and relative contribution of discrete 

events compared to chronic, ongoing difficulties. Each of these issues will be reviewed 

in turn. 

Varving Methodologies 

Various methodologies have been used to assess life stress, ranging fiom the k t  

simple life events checklists (e.g., the Holmes and Rahe Social Readjustment Rating 

Scale, 1967) to more recent semi-structured interview formats with complex coding 

schemes. Life events checklists, as exemplified by the classic Holmes and Rahe (1 967) 

measure, typically feature a relatively comprehensive list of both major and minor events 

that may occur in the course of an individual's life. Examples of events include death of 

a spouse, moving to a new house, and losing a job. Developers of such checklists have 

assigned a numerical value to each event that is standard across all individuals and that is 

assumed to reflect the typical impact of such an event. For example, on the Holmes and 

Rahe measure, birth of a child is assigned a value of 39 out of 100, regardless of the 

circumstances surrounding the birth (Brown, 1989; Kessler, 1997). The occurrence of 
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events is then tallied to arrive at a composite score of the magnitude of life events. Such 

measurement results in a superficial coverage of life events which cannot adequately 

capture information about the impact of that event (e.g., in terms of positive or negative 

consequences), the meaning of the event for that individual, nor can it take into account 

the vast differences in terms of types of life events (Paykel & Cooper, 1992; Segal et al., 

1992). 

These checklists suffer fiom the general limitations of self-report measures, but 

also feature some specific additional shortcomings (Cope & Downey, 1991; Kessler, 

1997). First, checklists suffer fiom a lack of consistency, both in terms of inter-rater and 

test-retest reliability (Brown, 1989). That is, respondents differ on the specific instances 

that constitute a life event, and individual respondents are not consistent in reporting life 

events fkom one administration to the next (Katschnig & Fuchs-Robetin, 1984, as cited in 

Katschnig, 1986). 

Second, extensive variability within event categories (e.g., move to a new home) 

is characteristic of checklists, since each event could represent a range of experiences 

depending on the particular circumstances (e.g., move to a larger house or a move to a 

rundown apartment). Some authors have suggested that this within-category variability is 

as great as that between categories (Brown, 1989; Dohrenwend, Link, Kern, Shrout, & 

Markowitz, 1990; Paykel & Hollyman, 1984). 

Third, life event checklists typically include a broad range of life events, ranging 

fiom very minor events (e.g., do poorly on an exam) to very serious events (e-g., death of 

partner). Checklist measures assume an additive contribution of stressors, implying that a 

number of smaller events would have the equivalent impact of a severe event. This 
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assumption is questionable given the current state of knowledge concerning life events. 

Specifically, existing research has found rather convincing evidence that only severe 

events and difficulties are predictive of depression (Brown & Hanis, 1986; 1989). 

Further, checklists do not attempt to distinguish independent fiom dependent events (i.e., 

those that occur randomly versus those that could have been precipitated by the 

depression itself), an additional factor that is important to consider in predicting 

depression. 

Fourth, checklists of life events are rife with opportunities for biased responding, 

whether this involves underreporting or overreporting of events (Brown, 1989). 

Checklists do not provide any means to verifl that respondents understand how much 

information is required, to query responses to insure accurate recall, nor to allay 

respondent's fears of embarrassment to report certain events. 

Finally, researchers using checklist approaches for the measurement of life events 

have not attempted to gather information regarding the dating of occurrence of events 

relative to depressive relapse. This inability to accurately date the occurrence of life 

events means that such measures do not provide adequate information to evaluate the 

possible etiological role of life events with respect to depressive relapse (Brown & 

Harris, 1989; Kessler, 1997). Thus, the construct of interest (life events which may play 

an etiological role in depressive relapse) is not adequately assessed by such life events 

checklists. 

Significant gains have been made in the measurement of life events since the 

introduction of the Holmes and Rahe Social Readjustment Rating Scale (1967). For 

example, there has been a growing recognition that the impact of life stress, and thus its 
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proposed relationship with depression, wiI1 be affected by the circumstances 

surrounding the life stressors. The most influential group in promoting this trend has 

been the research team of George Brown and Tirril Harris (1978) who developed an 

interview-based contextual threat approach to measuring life events. These researchers 

established standard definitions of what would constitute life stressors and developed a 

semi-structured interview format to query these stressors as well as the date@) of their 

occurrence. Further, they determined a priori what types of contextual information would 

be required to sufficiently establish the impact of the stressor. 

The major advance made by this approach was to establish the threat or severity 

of the life stressor without confounding the impact with the respondent's reaction to the 

stressor (Brown & Hams, 1978). Specifically, ratings of threat are made by blind raters 

who are provided with information about the event and about the circumstances 

surrounding the event. Then, according to pre-established guidelines, the raters agree 

upon the impact that would accrue to such an event to any similar person in these same 

circumstances. 

Interview measures, as typified by the Brown and Harris approach, overcome 

many of the limitations associated with self-report measures (Brown, 1989; C o p e  & 

Downey, 1991; Kessler, 1997; Paykel & Cooper, 1992). First, both adequacy and 

accuracy of measurement is vastly improved by offering a comfortable context in which 

to discuss potentially difficult topics, and by extensive use of interview probes to ensure 

adequate coverage of information, as well as to facilitate accurate recall. Second, the 

intensive training required to effectively use this system, as well as the detailed guides 

and precedents provide improvements in inter-rater reliability (both for occurrence of 
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events, as well as for ratings of the contextual threat of events), as well as precision and 

standardization of administration. In this way, the potential response biases associated 

with self-report checklist measures (e-g., undmeporting, overreporting) have been 

effectively eliminated. Finally, this method allows specification of the timing of stressors 

with respect to onset of symptoms, an issue which is essential to research design issues as 

well. 

Despite the general consensus that the semi-structured contextual threat 

methodology is more sensitive that the checklist approach (e.g., Monroe & Roberts, 

1990; Oei, 1988; Oei & Zwart, l986), the research literature still contains examples of 

the use of simple checklists, presumably because of the convenience of their use. The 

pattern of results found in the life stress literature reflects the different emphases in 

assessment. For example, using methods such as the LEDS (e.g., Brown et al., 1986a; 

Brown & Harris, 1978; 1982; 1986; 1989) it has become clear that it is only severe and 

negative stressors that seem to have the potential to be depressogenic. 

Timing; of Assessment 

Another concern with past research has been the use of different time points to 

evaluate life stressors (Brown, 1989). Studies have varied, looking at life stress at and 

prior to recovery, prior to initial onset, after recovery but prior to relapse, or looking at 

life stress throughout the course of the individual's life. Additionally, some studies have 

failed to distinguish between stressors occurring prior to onset and those occurring after 

onset (which obviously have no etiological significance for that episode). In order to 

explain the role of life events in relapse of depression, it is crucial to evaluate events 

occurring prior to relapse but after onset of the previous episode. 



11 
Using the contextual threat approach, Monroe et al. (1 996) found that life events 

at recovery did not predict recurrence, whereas life events measured after 17 weeks of 

sustained recovery did predict likelihood of recurrence. However, these researchers 

caution that their results do not address the possible etiological role for events because 

events that may have occurred after recurrence were not excluded. 

O'Leary, Costello, Godey,  and Webb (2000) used the Inventory of Recent Life 

Events (Paykel, 1997) to assess life events for the 6 months prior to hospital admission 

for treatment of depression to predict remission and relapse. While this may be an 

appropriate strategy for predicting remission fiom depression, it does not address the 

possible etiological role of life stress for relapse. Not surprisingly, they found that life 

events measured at this time were not predictive of relapse. 

Two substantive reviews (Belsher & Costello, 1988; Kessler, 1997) conclude that 

only negative events that occur after recovery from the index episode of depression 

distinguish between relapsers and non-relapsers. Consequently, research investigating 

the possible etiological role of life stress should restrict analysis to this time m e .  An 

example of such a study was conducted by Lam et al. (1996) using the contextual threat 

approach. Results indicated that the risk of relapse was significantly greater for 

individuals who had experienced severe life events, and even greater for individuals who 

experienced severe life events which matched their personality needs. Thus, it is 

apparent that the appropriate timing of life stress measurement and onset of depression is 

imperative for an adequate investigation of the possible etiological role of life events in 

depression (Monroe et al., 1996). 



Tme of Stressor 

An additional issue has been the type of stressor that is of importance. The 

distinction has been made between acute stressors and ongoing chronic difficulties, and 

conflicting results have been found for the relative importance of each. Brown and 

Harris (1978) found that both events and difficulties contributed independently to the risk 

of depression. However, Monroe et al. (1996) found support only for events and not for 

long-term difficulties. These authors caution that methodological differences may 

account for this difference, in that difficulties were not measured in the same way as 

Brown & Harris have done. They recommended that their study be replicated using the 

LEDS methodology to more adequately assess the role of long-term difficulties in 

depression. 

The available research has confirmed the importance of studying the role of life 

events in depression (Perris, 1984). However, methodological issues must be addressed 

in future research to provide the most adequate test of this hypothesis. First, more 

sophisticated measures of life stress, including interview-based assessments, must be 

used (Gillis & Laming, 1989). Second, a longitudinal design with periodic assessment of 

life events is necessary (Surtees et al., 1986). Additionally, despite the statistical 

significance of the relationship between life events and depression, the effect is only 

moderate to weak, and it is likely that a simple cause and effect relationship between life 

events and depression is oversimplified (Andrews, 1978; Paykel, 1994; Paykel & 

Hollyman, 1984; Segal et al., 1992). Consequently, it has been recommended that a more 

complex relationship be explored using both individual and social factors (Dobson, 2000; 

Kessler, 1997; Mazure, Bruce, Maciejewski, & Jacobs, 2000; Monroe & Roberts, 1990; 



Paykel, 1994; Paykel & Cooper, 1992). 

The present study was designed to address these issues. Specifically, the 

contextual threat approach to life events developed by Brown and Harris (1 978) was used 

in this study. Second, a longitudinal follow-up with rigorous evaluation of the timing of 

events relative to remission and relapse was used. Finally, a number of psychosocial 

variables were incorporated to evaluate a more complex mode1 of depressive relapse. 

Cognitive Models 

Cognitive models of depression share the common tenet that thoughts, beliefs, 

and attitudes play a central role in the development and/or maintenance of mood 

disorders. Beck has proposed a cognitive diathesis-stress model of depression, which 

posits that the cognitive-personality constructs of sociotropy and autonomy represent 

predisposing vulnerability factors for the onset of depression, given the occwence of 

congruent stressors (Beck, 1983; 1987; Beck, Epstein, & Harrison, 1983). According to 

Beck's model, the constructs of sociotropy and autonomy specify the cognitive- 

personality vulnerabilities that increase the risk of depression, given the occurrence of 

congruent stressors. Sociotropy refers to goals and attitudes that place a high value on 

close interpersonal relationships. A highly sociotropic individual would place extreme 

importance on being loved and accepted by others. Highly sociotropic individuals would 

be likely to become depressed in response to an event that is interpreted as involving 

threatened or actual loss of a social nature, for example, loss of acceptance or personal 

attractiveness. Autonomy refers to goals and attitudes that place a high value on 

independence, achievement, and fieedom of choice. A highly autonomous individual 

would place extreme importance on accomplishments, independence, and maintaining 
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control. Highly autonomous individuals would be likely to become depressed if an 

event is perceived as a loss or limitation of independence, control, or achievement. 

Analogous concepts (i.e., dependency, self-criticism) have also been evaluated by 

researchers interested in this relationship (e.g., Blatt, Quinlan, Chevron, McDonald, & 

Zuroff, 1982; Hammen, Marks, Mayol, & deMayo, 1985; Segal, Shaw, & Vella, 1989; 

Segal et al., 1992; Zuroff & Mongrain, 1987). 

The diathesis-stress formulation of depression emphasizes the need to understand 

the specific vulnerability factors that interact with congruent life stressors or situational 

factors to result in depression (Segal et al., 1989). More work is required to understand 

these vulnerability factors and the processes by which they might interact with life stress 

to produce depression. 

Research has focused on three main issues of relevance to the present study: 1) 

the association between cognitive-personality vulnerability factors and self-reported 

distress or disorder, 2) the congruency hypothesis, which proposes that individuals 

become depressed when they experience a life event that matches their cognitive- 

personality vulnerability; 3) the stability of sociotropy and autonomy throughout the 

course of depression. 

The first area of research has evaluated the main effect of sociotropy and 

autonomy on subsequent self-reported distress or clinical depression, by measuring 

personality at Time 1 and distress or depression at Time 2. Results generally do not 

support the hypothesis that personality alone predicts self-reported distress or the onset of 

depression (e.g., Boyce, Parker, Barnett, Cooney, & Smith, 199 1 ; Hirschfeld et d., 1989; 

Zuroff, Igreja, and Mongrain, 1990). It is important to remember that the cognitive 
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model specifies a diathesis-stress model of depression, however, which implies an 

interaction between personality and life events in the prediction of depression, rather than 

a main effects model as tested by these studies. 

The second area of research concerns the congruency hypothesis, which proposes 

that individuals become depressed when they experience life stress that matches their 

cognitive-personality vulnerability. Research in this area has generally found support for 

the congruence of sociotropic personality and interpersonal life stress in nonclinical 

samples (e.g., Clark, Beck, & Brown, 1992; Hamrnen et al., 1985; Robins & Block, 1988; 

Zuroff & Mongrain, 1987); support for the congruency of autonomous personality and 

achievement life stress has been found in clinical samples (e.g., Hammen, Ellicott, Gitlin, 

& Jamison, 1989a; Segal et al., 1992). 

For example, Hammen et al. (1989a) conducted a 6-month follow-up study of 20 

unipolar depressed participants. They found that the course of the disorder was 

significantly predicted by the congruency hypothesis. That is, onset of a new episode of 

depression or worsening of an existing episode was predicted by the match between 

cognitive-personality characteristics and life event types, but only for autonomous 

individuals, with only a trend toward significance for the sociotropic group. However, a 

major limitation of this study was the small sample size (i.e., only 6 participants 

experienced an onset or worsening of depression). Hammen, Ellicott, & Gitlin (1989b) 

conducted a prospective study (with follow-up ranging from 6 months to 2 years) to 

evaluate the congruency hypothesis with respect to severity of depressive symptoms in a 

sample of 27 depressed participants. They found that, of the participants who had 

remitted and then relapsed, severity of depressive symptoms was predicted by the 
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matching of achievement-related events and autonomous cognitive-personality 

characteristics, but not for the matching of interpersonal events and sociotropic cognitive- 

personality characteristics. 

In a more indirect assessment of the congruency hypothesis, Robins (1 990) 

compared the amount of life events reported by a group of highly sociotropic depressed 

participants with those reported by a group of highly autonomous depressed participants. 

Results indicated that sociotropic participants reported more interpersonal than 

achievement life events, but autonomous participants did not report more achievement 

than interpersonal events. However, this study did not directly evaluate the impact of this 

congruence on depressive status or symptom severity. 

Mazure et al. (2000) retrospectively investigated the role of life events and 

cognitive-personality characteristics in the onset of depression with a sample of 43 

depressed individuals and 43 matched community sample participants. Results did not 

support the congruency hypothesis, as only adverse life events, degree of sociotropy, and 

degree of the autonomy "need for control" factor were independently found to be 

predictive of a diagnosis of depression. 

Relatively few studies have investigated the congruency hypothesis with respect 

to relapse of depression. Segal et al. (1 989) conducted a 6-month follow-up study of 26 

remitted depressed participants to evaluate their risk for relapse following life events of 

an interpersonal or achievement nature. They found support for the congruency 

hypothesis only for sociotropic participants. Segal et al. (1992) conducted a 12-month 

follow-up study of 59 remitted depressed participants, and found support for the 

congruency hypothesis for autonomous participants, but not for sociotropic participants. 
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Methodological differences between these two studies are likely responsible for the 

different results found. Specifically, the sample sizes in these studies were quite 

different, with the Segal et al. (1 992) study utilizing more than twice as many participants 

compared to the Segal et al. (1989) study (i.e., sample size of 59 compared to 26). 

Additionally, different statistical analyses were used in each study (i.e., multivariate 

analysis of variance in the 1989 study, and logistic regression analysis in the 1992 study). 

Both studies used the Dysfunctional Attitudes Scale (Weissman & Beck, 1978) to 

determine levels of dependency and self-criticism (analogous concepts to sociotropy and 

autonomy). However, in the Segal et al. (1989) study, the scores were used to 

dichotomize the participants into two groups (using a median split), whereas in the Segal 

et al. (1992) study, the scores were used as continuous variables in the regression 

analysis. Finally, the Segal et a1 (1989) study utilized life stress occurring throughout the 

entire follow-up period, regardless of when the participant relapsed. In contrast, the 1992 

study conducted two sets of analyses, one evaluating life stress occurring throughout the 

entire follow-up period and the other focusing only on stressors that occurred in the 2 

months prior to relapse. Based on these analyses, an interesting pattern occurred. Using 

the entire follow-up period, support was found for the congruency hypothesis with 

respect to self-criticism and achievement related stressors. However, using only the 2 

months prior to relapse (and only with stressfulness ratings and not for simple occurrence 

of life events), the opposite was found: support was found for the congruency hypothesis 

with respect only to dependency and interpersonal stressors. Based on these 

methodological differences, it would seem that the 1992 study was more 

methodologically sound, and thus the results of the 1992 study should be given more 
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The third area of research has examined the stability of these cognitive- 

personality vulnerability factors during and following a depressive episode in order to 

rule out the possibility that these characteristics are simply concomitants or consequences 

of the depression. In order to be considered a stable vulnerability factor, sociotropy and 

autonomy scores should be relatively stable over time, rather than reflecting the 

individual's mood state (Moore & Blackburn, 1996). Research has found support for the 

stability of sociotropy and autonomy by finding that recovered depressed individuals 

consistently exhibit increased scores on measures of sociotropy and autonomy compared 

to never-depressed individuals (e.g., Franche & Dobson, 1992; Hirschfeld, Klerman, 

Clayton, Keller, & Andreason, 1984). Additionally, sociotropy and autonomy scores are 

highly correlated across time despite reductions in symptom measures due to treatment 

(e.g., Moore and Blackburn, 1 996). Moore and Blackburn (1 996) conclude that 

sociotropy and autonomy appear to be good candidates for the cognitive-personality 

diathesis for depression. 

Although the cognitive diathesis-stress model features a promising line of 

research, a number of methodological limitations must be addressed in fbture studies 

(Cope & Whiffen, 1995; Robins & Block, 1988; Segal et al., 1992). First, past research 

has relied on self-report checklists of life events whose limitations have been previously 

discussed. Second, future studies need to test the congruency hypothesis adequately in 

clinical samples by measuring personality at Time 1 and life stress and depression at the 

follow-up assessment. Third, integration of social factors is required to make the 

diathesis-stress model more complete. Finally, conducting this research in high-risk 
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samples (e.g., remitted depressed individuals) has also been recommended (Robins, 

1990; Segal et al., 1992). 

The present study was designed, in part, to address these methodological issues. 

Using an interview-based measure of life events, the present study directly evaluated the 

congruency hypothesis proposed by the cognitive diathesis-stress model by evaluating 

sociotropy and autonomy at Time 1 (remission) and life events at Time 2 (follow-up) in 

order to predict depressive status (relapse, stable remission) at Time 2. Additionally, the 

present study also formulated a complex psychosocial model including social support and 

coping responses in the prediction of relapse in a high-risk (e.g., remitted depressed) 

sample. 

Social Sumort Models 

Research examining the role of social support in depression has investigated its 

association with onset, relapse, and severity of depression. Two main hypotheses, 

referred to as the main effects and buffering hypotheses, have been tested in this regard. 

The main effects hypothesis proposes that social support is directly related to depression. 

This hypothesis suggests that social support is beneficial in terms of mental health, 

regardless of the occurrence of life events. Conversely, this theory proposes that 

diminished social support increases risk of subsequent depression, regardless of the 

occurrence of negative life events (Aneshensel & Stone, 1982; Cohen & Wills, 1985). 

The buffering hypothesis proposes that social support acts indirectly on depression by 

moderating the relationship between life events and depression. This hypothesis suggests 

that social support "buffers" the effects of negative life events, and conversely, that 

diminished social support is only associated with depression in the face of negative life 
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events (Alloway & Bebbington, 1987; Cohen & Wills, 1985; Thoits, 1982). 

The majority of studies investigating these hypotheses have been cross-sectional 

in design, and have generally found a relationship between diminished social support and 

the presence of depressive syrnptomatology in both clinical and community samples (for 

a review, see Paykel & Cooper, 1992). The majority of cross-sectional studies have 

found support for the main effect of social support on depression (e.g., Aneshensel & 

Stone, 1982; Bebbington, Sturt, Tennant, & Hurry, 1984; Flaherty, Gaviria, Black, 

Altman, & Mitchell, 1983; Ganellen & Blaney, 1984; Hallstrom, 1986; Henderson, 

Duncan-Jones, McAuley, & Ritchie, 1978; Lin, Ensel, Simeone, & Kuo, 1979; Parry & 

Shapiro, 1986; Schaefer, Coyne, & Lazarus, 1 98l), although some studies have found 

support for the buffering hypothesis (e.g., Brown & Hanis, 1978; Campbell, Cope, & 

Teasdale, 1983; Paykel, Emms, Fletcher, & Rassaby, 1980). 

For example, in an epidemiological study of a community sample, Aneshensel 

and Stone (1982) evaluated the role of social support on severity of depressive 

symptomatology and found support for the main effects model of social support. In a 

clinical sample of depressed individuals, Billings and Moos (1 984) also found support for 

the main effects model of social support. Another research team (McNaughton, 

Patterson, Irwin, & Grant, 1992) compared hospitalized depressed patients with non- 

depressed controls and found that poor social support was a significant predictor of 

depression status. They also found that social support moderated the role of life events in 

prediction of depression status. Thus, they found support for both the main effects and 

the buffering hypothesis. 

Flaherty et al. (1983) evaluated the role of social support in predicting severity of 
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depressive symptoms in a sample of individuals who had recovered fiom an episode of 

depression. They found that social support was negatively associated with severity of 

depressive symptoms. That is, depressive symptoms increased as social support 

decreased. They also found that there was not an interaction between life events and 

social support in predicting severity of depressive symptoms. They concluded that their 

findings provide support for a main effects model of social support. 

Relatively few longitudinal studies have examined the role of social support in 

depression. Studies that have used this research design typically have investigated the 

relationship between social support measured either during the index episode or at 

recovery, and subsequent outcome of the disorder (in terms of recovery or severity of 

depressive symptoms). Such studies indicate that social support is generally predictive of 

outcome, although again evidence has been found for both the main effects (e.g., Brugha 

et al., 1990; Brugha, Bebbington, Stretch, MacCarthy, & Wykes, 1997) and buffering 

hypothesis (e.g., Bolton & Oatley, 1987). 

For example, Aneshensel and Huba (1 984) conducted a prospective 

epidemiological study addressing the role of social support as well as several other 

psychosocial variables (most notably, stress) as antecedents and consequences of 

depression. Their results indicated support for the main effects model of social support, 

in that social support was found to be predictive of depression, regardless of the 

occurrence of life events. 

Brown, Andrews, Harris, Adler, and Bridge (1986) conducted a prospective study 

of 400 working-class women in London. They assessed social support at time 1 as well 

as actual "crisis support" (i.e., the social support received at the time of experiencing a 
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life stressor) to predict the risk of depression once the participants had experienced a 

life stressor. They found support for the buffering model of social support. Specifically, 

they found that lack of social support fiom a "close tie" (i.e., spouse, boyfiiend, very 

close fiiend) at time 1 was significantly associated with increased risk of depression 

given the occurrence of a stressor. As well, lack of "crisis support" fiom a close tie was 

especially strongly linked with increased risk. The study represents one of the best tests 

of the social support model with respect to onset of depression in a nondepressed sample. 

Of most relevance to the present study was the use of the LEDS methodology to evaluate 

life events. 

Billings and Moos (1985a) conducted a 12-month prospective study of depressed 

individuals to determine the role of life stress and social support in post-treatment 

outcome. Results indicated that at the 12-month follow-up, social support was predictive 

of symptom severity even after controlling for the effects of demographic factors, initial 

symptom severity, and treatment. Interaction effects of social support and life stressors 

were explicitly evaluated in this study. Results indicated that there was not a stress 

buffering effect of social support for life events, however, there was a stress buffering 

effect for what Brown and Harris would term ongoing "difficulties" (e.g., work stressors, 

negative home environment, medical conditions, spouse illness). 

Brugha et al. (1990) found support for the main effects model of social support 

with respect to recovery fiom depression, although it is important to note that this study 

did not assess life events and therefore did not evaluate the buffering hypothesis. Lara, 

Leader, and Klein (1 997) also found support for the main effects model in predicting 

severity of depressive symptoms and recovery status of depressed individuals. Again, 
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however, this study did not assess thk buffering hypothesis. 

It is important to note that these studies, although providing valuable infomation 

regarding the role of social support in the course of depression, have not directly 

addressed the issue of onset andlor relapse of depression as a dichotomous variable. 

Rather, the dependent variable in these studies has typically been depressive symptom 

severity as a continuous variable, or some classification of depression based on self- 

report measures. Depressive symptom severity is not equivalent to diagnostic criteria for 

onsethelapse of depression, and should therefore not be used to evaluate this relationship. 

Of those studies that have adequately addressed the issue of onset andlor relapse, 

results are again mixed, with some studies finding support for the buffering hypothesis 

(Brown & Harris, 1978; Brown et al., 1986a; Dalgard, Bjork, & Tambs, 1995) whereas 

others find support for the main effect of social support (e.g., Bolton & Oatley, 1987). 

Brown and Harris (1 978) found that absence of a confidant was a vulnerability 

factor which, in combination with life stressors, predicted onset of depression. Andrews 

& Brown (1988) assessed "crisis support" (i.e., the level and quality of support obtained 

in response to the experience of a life events), which in essence represents an interaction 

between life events and social support. Their results support the buffering hypothesis of 

social support, as lack of support, in the face of life events, was associated with increased 

risk of onset of depression. 

Using a community sample, Lewinsohn, Hoberrnan, & Rosenbaum (1 988) sought 

to determine variables that are antecedents to onset of depression. They investigated the 

role of social support and life events (both major and minor), among other variables. 

They found that for the females in the sample, life stress and social support made 
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independent contributions to the prediction of onset and/or relapse, but that social 

support did not play a buffering role. 

Sherbourne, Hays, and Wells (1 995) found that the likelihood of developing a 

new episode of depression in a previously depressed sample was significantly reduced for 

those with high levels of social support. They did not find an effect of life events, either 

on its own or in combination with social support. Thus, their results provide support for 

the main effects model of social support. 

Dalgard et al. (1995) investigated the buffering hypothesis in a large community 

sample. They measured social support at time 1 (when individuals had relatively few 

psychiatric symptoms), and measured life events 12 months later. Results indicated 

support for the buffering hypothesis of social support, in that there was a significant 

interaction between social support and life events in predicting who would develop an 

episode of depression at time 2. 

Staner et al. (1 997) investigated the main effects model of social support and 

found that social support (measured when participants had been recovered for 6 months) 

was not associated with recurrence of unipolar depression. However, these researchers 

included both "minor" and "major" episodes of depression as recurrence, and did not 

analyse the effects separately for major episodes. 

Paykel, Cooper, Ramana, and Hayhurst (1996) investigated the effect of life 

events, social support, and marital relationships in a sample of depressed inpatients. This 

prospective study followed participants until remission and then for up to 15 months 

following remission. As these participants were considered to be suffering from severe 

recurrent depression, the goal of the study was to determine whether psychosocial 
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variables are as important within this group as with the more mildly depressed samples 

typically used. Social support was measured three months prior to relapse. The results 

did not support either the main effects or buffering model of social support. One caveat of 

this finding, however, is that participants in this study were pre-selected as they were also 

part of a larger study on expressed emotion. Therefore, as a prerequisite to entering this 

study, they needed to have a key relative or friend who agreed to participate in the study. 

This requirement may have biased the results by including individuals who had relatively 

adequate social support, and by excluding those who did not. 

Veiel(1990) evaluated the role of social support in a sample of remitted 

depressed individuals, measuring social support at the time of discharge fiom hospital 

and depressive symptoms six months later. Results indicated that social support did not 

predict relapse, but had a more specific impact only on mood-related depressive 

symptoms, and not on vegetative and non-specific depressive symptoms. 

In addition to the heterogeneity of samples (i.e., community, clinical) and 

dependent variables (i.e., recovery, depressive severity, onset, relapse) used in this 

research literature, a number of additional methodological issues are important to 

consider when evaluating the literature and adequately assessing the role of social support 

in depression. 

A primary methodological issue is the definition of social support (Alloway & 

Bebbington, 1987; Kazarian & McCabe, 1991; Paykel, 1994; Zirnet, Dahlern, Zimet, & 

Farley, 1988). Investigators have varied with respect to what they consider to be the 

important aspect of social support with respect to depression. The primary debate has 

been between perceived social support (i.e., satisfaction with the quality or adequacy of 
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social support available) and more objective measures of social support (i.e., size of 

support network). Most research has found that perceived social support is a better 

predictor of depression than objective measures of social support (e.g., Schaefer et al., 

198 1). 

In their review, Cohen and Wills (1 985) conclude that studies that have 

investigated perceived social support appear to provide support for the buffering 

hypothesis of social support. They also found that studies using structure measures (i.e., 

social support measures that are focused on the existence of relationships, such as the size 

of the support network rather than on the quality of or satisfaction with those 

relationships) typically find support for the main effects model of social support. 

However, this review included articles that primarily used non-clinical samples and used 

depressive symptom severity scores as the dependent variable, and thus did not address 

the issue of onset andlor relapse directly. 

Studies that have directly addressed the issue of onset andlor relapse have 

primarily produced support for the importance of perceived adequacy or quality of social 

support. However, the research is again mixed with respect to findings for main effects 

versus buffering models of social support. 

For example, Dalgard et al. (1995) found support for the buffering hypothesis 

using a measure of the perception of social support provided by close family and fiends. 

Andrews & Brown (1988) assessed "crisis support" (i.e., the social support received at 

the time of experiencing a life stressor) and found that low perceived support during a 

crisis was related to onset of depression, thus offering support for the buffering model. 

Staner et al. (1997) used a measure of the quantity of social support, and found that social 
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support measured at recovery was not associated with recurrence of depression. 

However, other researchers have not found support for a specific relationship 

between perceived support and depression. Aneshensel and Stone (1982) assessed both 

perceived and objective social support and found support for the main effects model of 

social support, regardless of whether the focus was on perceived or objective measures of 

support. In a sample of remitted depressed participants, Veiel(1990) found that neither 

perceived support nor quantity of support was related to relapse. 

Another methodological issue with respect to the buffering hypothesis has to do 

with measurement of life events. The majority of studies have used self-report measures 

of life stressors and have included all reported life events regardless of their severity or 

valence (i.e., positive or negative). Given findings from the life events literature (e.g., 

that only severe life stressors possess etiological significance for depression), it seems 

possible that such studies do not represent the optimal test of the buffering hypothesis. 

A final methodological issue related to social support has been the timing of 

assessment of social support. With respect to this issue, it is important to consider the 

impact of support and its supposed etiological significance in the development of 

depression. It is possible that social support measures taken at the time of depression are 

confounded such that social support is perceived as less satisfactory due solely to a 

negative bias inherent in depression (Monroe & Steiner, 1986). However, it is also 

possible that reduced satisfaction with social support gives rise to depression. As 

Andrews & Brown (1 988) indicate, "support available at one point in time does not 

necessarily translate into effective support in a later crisis" (p. 99). Thus, social support 

measured at recovery may not be stable, and thus may differ appreciably h m  the 
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experience of social support at the time of relapse (e.g., Alloway & Bebbington, 1987). 

However, the majority of the research has all evaluated social support at Time 1 and 

subsequent depression at Time 2 (e.g., Barnett and Gotlib, 1988). For example, Andrews 

& Brown (1988) assessed "crisis supportyy at the follow-up interview, which was 

necessary because the support had to be that related to a life event prior to onset/relapse. 

They found that low perceived support during a crisis was related to onset of depression. 

Staner et al. (1997) found that social support (measured when participants were recovered 

for 6 months) was not associated with recurrence of unipolar depression. Flaherty et al. 

(1983) indicate that their earlier work suggested that social support was stable over time, 

and was not affected by symptom picture. 

Overall, results indicate that social support is associated with depression. In their 

review, Paykel and Cooper (1 992) conclude that the results to date indicate that 

diminished social support is related to course and outcome of depression. Perceived 

social support appears to have a stronger relationship in this regard as compared to 

measures of quantity of support. Whether this relationship is due to the indirect or 

buffering effects of social support or is due to the independent effects of social support 

remains to be seen. Additionally, whether this relationship holds for a strong test of 

relapse of depression has not yet been adequately tested. 

The present study represents an effort to assess both the main effects and 

buffering models of perceived social support in relapse of depression in a clinical sample. 

In order to address methodological issues identified above, the present study assessed 

social support at each assessment, and the stability was evaluated. The social support 

scores taken at the relapse and 6-month stable remission follow-up assessments were 
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used, as these have the greatest relevance to the issue of relapse, as per Andrews and 

Brown's (1988) argument. Further, the present study represents a more stringent test of 

the buffering model of social support by utilizing a contextual threat measure of life 

stressors, and including only those that are considered to be etiological with respect to 

depression. 

Coping Models 

Coping can be defined as the strategies or efforts by an individual to master, 

reduce, or tolerate a stressll situation or experience (Endler & Parker, 1990; Turner, 

King, & Tremblay, 1992). Three main types of coping have been discussed in relation to 

depression (Endler & Parker, 1990; Lazarus, 1993). Problem-focused or task-oriented 

coping can be defined as a problem-resolution strategy that involves changing one's 

relationship with the environment or stressful situation. An example would be actively 

taking steps to solve the problem, or to gather information toward this end. Emotion- 

oriented coping is a self-preoccupation strategy that involves changing the way one feels 

about or perceives the situation rather than changing the situation itself. An example 

would be expressing feelings about the problem. Avoidance-oriented coping is a 

distraction strategy in which stress is reduced by temporarily distracting oneself h m  the 

situation with a different activity. Regardless of the specific configuration, coping 

processes are understood to be influenced by both personality and environmenl 

characteristics (e.g., Endler & Parker, 1990; Follanan & Lazarus, 1986; Mattlin, 

Wethington, & Kessler, 1990; Pearlin & Schooler, 1978; Suls & Fletcher, 1985). 

It is well recognized that the way that individuals cope with stressfuf experiences 

is associated with depression (Abramson, Seligman, & Teasdale, 1978; Aldwin & 
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Revenson, 1987; Beck, 1976; Billirlgs & Moos, 198 1 ; Collins, Baurn, & Singer, 1 983; 

Follanan, Lazarus, Gruen, & Dehngis, 1986; Fondacaro & Moos, 1987; Pearlin & 

Schooler, 1978). As with the social support literature, researchers have attempted to 

evaluate the role of coping as a main effects model (i.e., coping plays an independent role 

in depression, regardless of the occurrence of life events) versus a stress buffering model 

(i.e., coping mediates the role of life stress in depression). 

Cross-sectional studies have found that depressed individuals are more likely to 

use emotion-oriented coping strategies than are non-depressed individuals (Billings, 

Cronkite, & Moos, 1983; Billings & Moos, 1984; Coyne, Aldwin, & Lazarus, 198 1 ; 

Endler & Parker, 1990; Folkman & Lazarus, 1986; McNaughton et al., 1992; Mitchell, 

Cronkite, & Moos, 1983; Tremblay & King, 1994; Turner et al., 1992). Depressed 

subjects are also less likely to use problem-focused or task-oriented coping strategies as 

compared to non-depressed subjects (Billings et al., 1983; Billings & Moos, 198 1,1984; 

Endler & Parker, 1990; Kuyken & Brewin, 1994; Mitchell et aI., 1983; Tremblay & 

King, 1994; Turner et al., 1992). Further, some studies have found that depressed 

individuals are more likely than nondepressed individuals to use avoidanceoriented 

coping responses (Billings & Moos, 1 98 1 ; Coyne et al., 198 1 ; Kuyken & Brewin, 1994; 

Mitchell & Hodson, 1983; Rosenberg, Peterson, & Hayes, 1987) whereas other studies 

have not found this relationship (Tremblay & King, 1994; Turner et al., 1992). 

For example, Kuyken and Brewin (1 994) evaluated the coping responses of 

depressed and nondepressed groups in response to a recent stressful interpersonal event. 

They found that the depressed group responded with more avoidance-oriented coping 

responses than the non-depressed group, providing support for the role of coping as a 



31 
mediator of life stress in depression. 

Billings and Moos (1984) investigated the role of wping, life events, and social 

support in a sample of more than 400 depressed individuals. Using depressive symptom 

severity as an outcome measure, they found that problem-focused wping was related to 

less depression, whereas emotion-oriented coping was related to more depression. Using 

hierarchical multiple regression analyses, they found that these results represented main 

effects, rather than stress buffering effects. It is important to note, however, that in this 

and many of the cross-sectional studies summarized above depressive symptom severity 

has been used as the outcome variable. Thus, the results cannot be assumed to generalize 

to onset andfor relapse of depression. 

Research investigating the role of coping responses in the long-term course of 

depression has not received as much attention, and therefore less is known about this 

relationship (Swindle, Cronkite, & Moos, 1989). The majority of studies have used 

nonclinical or mildly depressed community samples and generalized these results to 

clinical depression (e.g., Cope et al., 198 1 ; Folkrnan, & Lazarus, 1986; Holahan & 

Moos, 1991). The few studies which have used a clinical sample have found that wping 

responses add significant predictive power to the prediction of subsequent depression 

(e.g., Billings & Moos, 198%; Swindle et al., 1989). For example, Moos (1992) found 

that coping responses were significantly associated with course of depression (i.e., 

chronicity, severity of symptoms, likelihood of remission), and that coping responses 

acted in a stress-buffering manner. 

Swindle et al. (1989) conducted a +year longitudinal follow-up study of the 

sample of depressed individuals that had been utilized for their previous cross-sectional 
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and longitudinal studies (e.g., Billings & Moos, 1984,1985q 1985b). They found that 

coping responses provided a significant amount of additional explanatory power to the 

prediction of depressive symptom severity (after evaluating demographic and clinical 

factors, life events, and social support). Specifically, problem-focused coping was 

related to less depression, and emotion-oriented coping was associated with more 

depression. The authors conclude that these findings support a main effects model of 

wping, however, their statistical analysis did not directly evaluate the possibility of 

stress-buffering effects. 

Research to date provides evidence that coping responses play an important role 

in the course of depression (Moos, 1992). However, the nature of this relationship is still 

not well understood (Cope & Gottlieb, 1996; Kuyken & Brewin, 1994). Four main 

issues need to be considered in order to adequately evaluate the role of coping responses 

in depression. The first is the issue of outcome variables. As noted previously, 

depressive symptom severity is not equivalent to diagnostic criteria for depression. In 

order to adequately evaluate the role of coping in the course of depression, the outcome 

variable needs to be a dichotomous variable reflecting strict diagnostic criteria. This 

outcome variable needs to be further defined according to whether the diagnosable 

episode represents a first onset or later episode of depression. Second, it is necessary for 

future research to directly evaluate the main effects versus stress buffering effects of 

wping in depression. Third, to adequately evaluate the stress buffering model, it is 

necessary for future research to incorporate measures of life stress that more adequately 

evaluate aspects of life stressors that are of relevance to depression. Finally, it has also 

been recommended that future research examine the interrelationships of coping with 
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other psychosocial factors in prediction of depression (e.g., Kuyken & Brewin, 1994). 

The present study specifically addresses these issues. For the purpose of this 

study, the outcome variable has been strictly defined as diagnosable relapse of 

depression. The statistical analyses conducted allowed a direct comparison of the role of 

coping responses as independent or stress-buffering effects. This study also features an 

interview-based measure of life events to adequately evaluate the stress buffering role of 

coping. Finally, the interaction of coping responses with other psychosocial variables is 

evaluated. 

Multivariate Models 

Although it has been recommended for some time that multivariate models of 

psychosocial predictors of depression be developed and evaluated (Paykel & Hollyman, 

1984; Robins & Block, 1988; Segal et al., 1992), it is remarkable that the vast majority of 

research to date has examined either main effects models, or, at most, two-factor 

interactional models. The following articles represent the available research that has 

investigated more complex psychosocial models of depression. As with the previous 

literature reviewed, the dependent variable (with one exception) has been depressive 

symptom severity, rather than onset andlor relapse. 

A series of studies using the same sample of depressed patients entering treatment 

have been conducted by Billings, Moos, and colleagues. These studies have investigated 

the roles of social support, coping, and life stressors in the prediction of depressive 

symptom severity. Generally, these studies have found that coping, social support, and 

life stressors are important independent predictors of outcome of depression, and where 

explicitly tested, have also found interactive or stress-buffering effects of social support 



and coping. 

Billings et al. (1983) conducted a cross-sectional analysis comparing this 

depressed sample with a nondepressed control group. They found that the depressed 

sample used less problem-focused and more emotion-oriented types of coping. The 

depressed sample also reported less social support, both in terms of amount of support 

and quality of that support. Finally, the depressed sample experienced significantly more 

severe "life strains" (i.e., ongoing difficulties) and negative life events than the control 

group. Further, using discriminant function analysis to predict group membership, results 

indicated that each of these variables independently contributed to the prediction of 

outcome. The authors also note that these variables likely "share some variance," 

however they did not explicitly evaluate interaction terms. 

Billings and Moos (1 984), in a cross-sectional analysis, found that social support, 

coping, and life stressors all contributed significantly to the prediction of depressive 

symptom severity. Interestingly, they found that ongoing "life strains" (i.e., difficulties) 

were more strongly associated with outcome than acute life events. However, this 

finding may simply reflect the inadequacy of their life events measure in that they did not 

isolate severe life events, but instead included all self-reported "undesirable events" (a 

criticism that extends to this entire series of studies). Using hierarchical multiple 

regression analyses, they found that these effects were main effects, rather than 

interactional or stress-buffering effects. 

Billings and Moos (1 98%) investigated the role of life stressors, social support, 

and coping responses in predicting post-treatment outcome at 12-month follow-up. They 

found that, compared to remitted individuals, non-remitted individuals used more 
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emotion-oriented coping and less problem-focused coping. Non-remitted individuals 

also reported significantly more life stressors and less social support (both in terms of 

quantity and quality) compared to remitted individuals. Using multiple regression, they 

found that negative life events, lack of problem-solving coping, and lack of social support 

were all independently significant predictors of nonremission at 12-month follow-up. 

However, their analyses did not explicitly evaluate the possibility of stress-buffering 

effects of social support and coping. 

Fondacam and Moos (1 987) conducted a longitudinal evaluation investigating the 

roles of social support and coping. They found that social support and coping were 

linked together in a complex fashion, depending on gender, source of social support, and 

type of coping response. However, this study did not directly address the role of the 

interaction of these two psychosocial variables in predicting onset andfor relapse of 

depression. 

Swindle et al. (1989) conducted a 4-year longitudinal follow-up study of the same 

sample of depressed individuals. They found that life stressors measured at the time of 

follow-up (including medical conditions and family conflict) were significant predictors 

of depressive symptom severity at Cyear follow-up. They also found that both structure 

and quality of social support were predictive of decreased depressive symptom severity. 

In addition, coping responses provided a significant amount of additional explanatory 

power to the prediction of depressive symptom severity. Specifically, problem-focused 

coping was related to less depression, while emotion-oriented coping was associated with 

more depression. These results are assumed to represent main effects, as the researchers 

did not directly evaluate stress buffering effects (i.e., they did not enter interaction terms 
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into their hierarchical regression analyses). 

Interestingly, Swindle et al. (1 989) found that psychosocial variables measured at 

the time of follow-up were strongly predictive of outcome. However, psychosocial 

variables measured at previous time points (i.e., at entry into study, and at 1-year follow- 

up) did not predict outcome at the 4-year follow-up. In order to evaluate whether the 

significant relationships found with measures at the time of follow-up were due to 

confounding with depression, they conducted a number of analyses to address this 

possibility. Based on these analyses, they concluded that in this sample, participants did 

not show depressive biases on these measures (i.e., were not confounded with 

depression). 

Finally, Moos (1992) found that coping responses were significantly associated 

with course of depression (i-e., chronicity, severity of symptoms, likelihood of 

remission), and that coping responses acted in a stress-buffering manner. This study also 

found interactive effects of coping styles, life events, and social support. 

In addition to the work done by Billings, Moos, and colleagues, a handful of other 

researchers have attempted to evaluate more complex relationships among psychosocial 

variables with respect to depression. McNaughton et al. (1992) compared a sample of 

depressed male inpatients and a matched control group of nondepressed nonpatients to 

investigate the relationships among life events, coping, and social support in depression. 

Results revealed that the depressed group reported less social support, both in terms of 

quantity and quality. The depressed group also used more emotion-focused coping than 

the nondepressed group. However, the two groups did not differ with respect to 

experiencing negative life events, once independence was accounted for (i.e., excluding 
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events that were likely caused by the: depression). Using discriminant function analysis 

to predict membership in the depressed or nondepressed group, the researchers found that 

a combination of "marked adversities" (defined as either a severely threatening event or 

marked difficulty), reduced quantity of social support, and greater use of emotion- 

focused coping predicted membership in the depressed group. 

Sherbourne et al. (1 995) conducted a longitudinal study to detennine the role of 

the psychosocial variables of social support, coping, and life events in the outcome of 

depression. Decreased symptom severity was associated with avoidancesriented coping 

and increased social support, whereas remission was associated with "active coping 

styles" (similar to the problem-focused styles described above). Avoidance-oriented 

coping was related to the development of a new episode, whereas perceived social 

support was negatively related to development of a new episode. 

Holahan and Moos (1 991) conducted a longitudinal study to investigate the role 

of personality, social support, coping, and life events in depressive symptom severity in a 

nondepressed community sample. Their results indicated that personality characteristics 

(here defined as "self-confidence" and an "easygoing disposition") and positive family 

social support were predictive of depressive symptom severity over a period of 4 years. 

These effects operated either directly for individuals experiencing low levels of stress, or 

indirectly through coping responses for individuals experiencing high levels of stress, in 

predicting reductions in depressive symptoms. Although not directly relevant to studies 

of depression (due to its sample), this is an example of the type of study that could be 

undertaken to evaluate more complex psychosocial models of depression. 

Finally, Oldehinkel, Orrnel, and Neeleman (2000) conducted a longitudinal 
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examination of depressed individuals to evaluate the role of personality, social support, 

coping responses, and positive life change on time to remission fiom depression. 

Although a focus on positive, rather than negative, life events represents a change in 

emphasis fiom the previous studies, the theoretical grounding is the same: these 

psychosocial variables are proposed to "mediate" the impact of the life change. Results 

indicate that social support, coping style, and positive life changes were all predictive of 

time to remission fiom depression. Unfortunately, interaction effects for coping, social 

support, and life events were not included in the regression analyses. 

This emerging literature, although relatively limited, represents a promising move 

toward formulating and evaluating more complex psychosocial models of depression. 

However, it is clear that with respect to relapse, this literature is in its infancy. At least 

two methodological issues remain to be addressed. First, existing research has primarily 

relied on self-report checklist measures of life events. Additionally, a wide range of 

events are included in these analyses, many of which could be more appropriately 

classified as "hassles" rather than life events. Second, the statistical analyses used often 

don't evaluate the possibility of interaction or stress-buffering effects, which are essential 

to understand more complex models. 

The present study was designed to address these methodological issues and 

investigate more complex interactions. This study represents the first attempt to 

formulate an integrated psychosocial model of relapse in depression. In this study, a 

semi-structured interview measure was used that was designed to assess life events and 

difficulties thought to be of significance to the etiology and come of depression. 

Additionally, a number of theoretically and clinically significant psychosocial variables 



were also evaluated. 

Method 

Recruitment 

Participants were recruited from a broad range of community services and 

locations. Specifically, participants were recruited from the outpatient mental health 

programs of the Calgary Health Region, physician's offices, pharmacies, public 

information sessions, Calgary Woman's Show, community agencies, and advertisements 

and articles in local newspapers. 

Inclusion & Exclusion Criteria 

As noted above, participants were considered suitable for inclusion in the present 

study if they were currently experiencing a Major Depressive Episode or if they had 

experienced a Major Depressive Episode within the past eight weeks. Subjects were 

excluded from the study if they had ever experienced a Manic or Mixed Episode, if they 

had ever met diagnostic criteria for a psychotic disorder or had ever experienced two or 

more psychotic symptoms, if they had ever met criteria for Major Depressive Episode 

with Psychotic features, or if they currently met diagnostic criteria for Substance Abuse 

or Dependence. Participants were not excluded on the basis of comorbid medical 

conditions. 

Methodology 

Prospective participants were provided with informed consent procedures. The 

Beck Depression Inventory - I1 (BDI-11) was then administered, followed by the 

Structured Clinical Interview for DSM-IV Axis I Disorders - Research Version (SCID-I) 

to determine if inclusion and exclusion criteria were met. If an individual met exclusion 
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criteria or failed to meet inclusion criteria, she was debriefed and her participation was 

complete. Individuals who qualified for this study were provided with detailed 

information regarding the process of the study. 

Bi-Weekly Monitoring 

Participants were telephoned by a research assistant on a bi-weekly basis in order 

to monitor depression status as well as treatment compliance. This bi-weekly contact 

took approximately 5 - 10 minutes, and consisted of the verbal administration of the BDI 

- I1 as well as a brief assessment regarding treatment compliance. The assessment of 

treatment compliance consisted of a series of questions designed to gather information 

about both the medications participants were taking and their daily dosages, as well as 

therapy or counselling participants were currently involved in. 

Remission Assessment 

At the point in time at which a participant's score on the BDI - I1 decreased to 13 

or below ("minimal depression"), she was scheduled for a Remission Assessment. In 

addition, in a few instances, the participant indicated that she was feeling significantly 

better, although her BDI-I1 scores did not decrease to 13 or below. In these cases, the 

remission assessment was also undertaken. In the remission assessment, the participant 

was interviewed with the SCID- I to determine whether she met the diagnostic criteria for 

remission. This diagnostic interview covered the period of time from the initial intake 

until the present time. For the purposes of the present study, remission was operationally 

defined according to the consensus definitions proposed by Frank et al. (1991). 

Accordingly, remission was defined as both of the following: 1) less than two symptoms 

of depression reported on the SCID-I for at least two weeks; and 2) BDI-I1 score of 13 or 
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less. The second requirement was optional, so that if a participant no longer met 

diagnostic criteria for depression, she was considered remitted regardless of her BDI-11 

score. 

If the participant had remitted, she was administered the following battery of 

measures: Short Life Events and Difficulties Scale, the Sociotropy-Autonomy Scale, the 

Multidimensional Scale of Perceived Social Support, and the Coping Inventory for 

Stressful Situations. Following this remission assessment, the participant continued to be 

telephoned biweekly to monitor depression status and treatment compliance. 

Relapse Assessment 

At the point in time at which a remitted participant's score on the BDI-11 

increased to a score of 14 or above ("mild depression1'), she was scheduled for a Relapse 

Assessment. In the relapse assessment, the participant was interviewed using the SCID - 
I to determine whether she met criteria for relapse of depression. This interview with the 

SCID-I covered the period of time fiom the initial intake until the present time. For the 

purposes of the present study, relapse was operationally defined according to the 

consensus definitions of Frank et al. (1 991) with slight modification. Accordingly, 

relapse was defined by both of the following: 1) five or more symptoms of depression 

present for at least two weeks; and 2) BDI - I1 score of 14 or above. If the participant had 

relapsed, she was administered the same battery of measures administered at the 

Remission Assessment, and her participation was complete. If the participant did not 

meet criteria for a relapse, she was not administered the battery of measures, but 

continued to be telephoned biweekly to monitor depression status and treatment 

compliance. 



6-month Follow-up Assessment 

At the completion of the 6-month follow-up, all remaining stable remitted 

participants were scheduled for a follow-up assessment. In this assessment, participants 

were interviewed with the SCID - I to determine whether an undetected episode of 

depression or other disorder had occurred during the period of the present study. 

Participants who had experienced a disorder mentioned in the exclusion criteria were 

excluded fiom the final analysis. Participants who had experienced a relapse of 

depression but who were not detected during the biweekly telephone contacts were also 

excluded fiom the main analyses. For those participants who were not excluded, the 

entire battery of measures described above was administered. 

.Multiple Exit Points 

The methodology for the present study involved multiple exit points, depending 

on each participants' course of depression. For example, a participant who was remitted 

upon entry into the study and who did not relapse during the course of the study 

underwent the Remission Assessment and the Follow-up Assessment. On the other hand, 

an individual who was depressed upon entry into the study, remitted and then relapsed 

underwent the Remission Assessment and the Relapse Assessment, and then her 

participation was complete. It is most important to note that once a participant relapsed 

and underwent the Relapse Assessment, her participation was complete. 

Measures 

The Structured Clinical Interview for DSM-IV Axis I Disorders - Research 

Version (SCID-I: First, Gibbon, Spitzer, & Williams, 1996) is a structured clinical 

interview designed to gather the information necessary to make a current or lifetime Axis 
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I diagnosis. The SCID-I also provides information to specifL the subtype of depressive 

episode. Early research using an earlier version of the SCID for DSM-111 (Riskind, Beck, 

Berchick, Brown, & Steer, 1987; Spitzer, Fonnan, & Nee, 1979) found inter-rater 

reliability rates (kappa coefficients) ranging fiom .72 to .77. These rates were similar to 

or better than other available diagnostic measures such as the Schedule for Affective 

Disorders and Schizophrenia (SADS: Endicott & Spitzer, 1978). A review of more 

recent studies using the SCID for DSM-III-R found inter-reliability rates for MDD 

ranging fiom .64 to .93 (Segal, Haen, & Van Hasselt, 1994). 

In tenns of validity, the authors of the SCID comment that it is difficult to 

evaluate validity when that means comparison to a "gold standard", because such 

structured interviews were developed to improve upon the difficulties inherent in general 

clinical diagnosis. In fact, agreement between unstructured clinical interviews and the 

SCID has typically been poor (e.g., Shear et al., 2000; Steiner, Tebes, Sledge, & Walker, 

1995). 

For the purpose of the present study, the SCID-I interviews were conducted by a 

number of trained diagnosticians who were either Clinical Psychology graduate students 

or who had received specialized training in Clinical Psychiatry. Two steps were taken to 

ensure the reliability of the interviews: 1) the diagnosticians received training in 

conducting structured clinical interviews using the SCID-I; and 2) a test of reliability 

was conducted by having a trained diagnostician (KSD) review the audiotapes of a 

random sample of the SCID-I interviews. An inter-rater reliability estimate of 1 .OO 

(kappa coefficient) was found. 

Beck Depression Inventory - I1 (BDI-11; Beck, Steer, & Brown, 1996a) is a 21 - 
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item self-report scale that measures the presence and severity of depression in both 

clinical and nonclinical populations of adolescents and adults. Total scores range fiom 0 

to 63, with the following classifications established: minimal depression (1 -13); mild 

depression (14-19); moderate depression (20-28); and severe depression (29-63). 

The BDI-I1 represents the latest revision of the original Beck Depression 

Inventory (Beck, Rush, Shaw & Emery, 1979) designed to reflect the diagnostic criteria 

set out in the most recent revision of the Diagnostic and Statistical Manual of Mental 

Disorders - Fourth Edition (DSM-IV; 1994). The original BDI had acceptable 

psychometric properties (e.g., Beck, Steer, & Garbin, 1988), and the revision was meant 

to reflect changes in DSM-IV as well as to improve upon these psychometric properties. 

Specifically, content validity was improved by revising the items to adequately assess 

depressive symptoms as defined by DSM-IV. Additionally, the time fiame for the BDI-11 

was extended to 2 weeks to be consistent with DSM-IV. 

In the samples used by Beck et al. (1996a) internal reliability coefficients ranged 

fiom .92 for an outpatient sample to .93 in a student sample. Other studies have found 

similar internal reliability coefficients for outpatient samples (Beck, Steer, Ball, & 

Ranieri, 1996b) and college student samples (Dozois, Dobson, & Ahnberg, 1998; Steer & 

Clark, 1997). Test-retest reliability in a sample of psychiatric outpatients was .93 (Beck 

et al., 1996a). 

Concurrent validity estimates with the Hamilton Rating Scale for Depression and 

the original BDI ranged fiom .61 to .86 (Beck et al., 1988). For the BDI-11, these values 

are comparable (Beck et al., 1996a). Further, discriminant validity has been evaluated by 

comparing scores on the BDI-I1 to those on measures of anxiety (i.e., Beck Anxiety 
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Inventory, Hamilton Rating Scale for Anxiety). In both college student and clinical 

samples, correlations between the BDI-I1 and measures of depression have been higher 

than those between the BDI and measures of anxiety (Beck et al., 1996a; Steer & Clark, 

1997). 

Steer and Clark (1 997) conducted factor analysis on the BDI-11 and found a 

similar factor structure to that found by Beck et al. (1996a), with two clear factors 

emerging: Cognitive-Affective and Somatic factors. Others have replicated this study 

with a sample of clinically depressed outpatients (Steer, Ball, Ranieri, & Beck, 1999; 

Schotte, Maes, Clugdts, De Doncker, & Cosyns, 1997) and with college student samples 

(Dozois et al., 1998; Endler, Rutherford, & Denisoff, 1999) and found support for these 

two factors. 

The BDI-11 was used in the present study to evaluate depressive symptom severity 

to determine when a more thorough assessment of depressive diagnosis (i.e., the SCID-I) 

was required. 

The Short Life Events and Difficulties Scale (SLEDS; Smith & Oatley, 1997) is a 

shortened version of the Life Events and Difficulties Scale (LEDS; Brown & Harris, 

1978). The LEDS is a semi-structured life stress interview guided by 91 probes, and 

designed to ensure accurate dates of stressor onset and termination. The LEDS involves 

a three-step process: 1) the interview itself; 2) transcription of summaries of each life 

stressor after the interview; and 3) presentation of the life stressor summaries to a trained 

rating team for rating of the contextual threat of the life stressor. 

In the LEDS system, life stressors are rated on the basis of knowledge of the 

participant's biographical information as well as extensive information about the 
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circumstances mounding the particular event. The goal is to arrive at a "contextual 

threat rating" in which the stressor is rated according to the expected impact on the 

average person with this particular biography in these particular circumstances. Stressors 

are compared to a large set of examples of event and difficulty rankings gathered in 

previous research using this measure. However, it is important to note that these rankings 

are used simply as guidelines, as there are no universal ratings of events outside of the 

individual's contextual information. 

The LEDS system also emphasizes the importance of rating life stressors 

according to their independence fiom the dependent variable. That is, each event and 

difficulty is rated in terms of its relationship to depression. This is crucial in analysis of 

onset and relapse, in order to determine whether life events make an independent 

contribution to risk for depression, apart h m  events that arise out of the depression 

itself. For example, an illness-related event may be one in which an individual is 

reprimanded at work because she is taking excessive sick days, not performing 

adequately, and not coping with the stress of the job due to her experience of depression. 

This is much different than an individual who is reprimanded at work for reasons out of 

her control (e.g., because her colleague has made a mistake that she is blamed for). The 

first example would not be included in data analysis as it is obviously confounded with 

the dependent variable of depression. On the other hand, the second example could be 

evaluated as a risk factor for depression, as it appears to be independent of the dependent 

variable. In the present study (as in all use of the LEDS), "illness-related" events and 

difficulties were excluded from data analysis. 

The shortened version of the LEDS (the SLEDS) was used for the present study. 
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In the SLEDS, the number of life event categories has been reduced to 10, with 12 

interview probes, which were chosen on the basis of being event categories within which 

severe life stressors are most likely to occur. The SLEDS was developed specifically to 

assess those events and difficulties thought to be of etiological significance for 

depression. The SLEDS features the same interview foxmat, data summary, and rating 

procedures as the original LEDS. 

The SLEDS has been found to be comparable to the LEDS in terms of the number 

of major stressors reported (severe life events, severe and major difficulties). For 

example, Smith and Oatley (1 997) evaluated the level of agreement between the LEDS 

and the SLEDS for number of major stressors reported in the 6 months prior to onset of 

depression and found Cronbach's alpha coefficient of .8S. Thus, although the SLEDS is 

a relatively recent publication, there are emerging data that the SLEDS and the LEDS 

measure comparable constructs. 

Overall, the LEDS system has proven to be a reliable and valid measure of life 

stress (Brown & Harris, 1989; Kessler, 1997; Monroe & Roberts, 1990; Monroe et al., 

1996). For example, in the original Camberwell study (Brown & Harris, 1978) inter- 

rater reliability for the LEDS of short-term and long-term contextual threat was .9l. 

Other researchers have found reliability rates ranging from -76 to .84 (Monroe, Kupfer, & 

Frank, 1992). 

Validity was assessed in the original study by examining the degree of 

agreement about the occurrence and dating of events between participants and a relative. 

Over the 12 month period covered by the LEDS interview, an agreement rate of .79 was 

found (Brown & Harris, 1978). Additionally, research investigating the correspondence 
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of information gathered through checklists and that gathered via interview-based 

measures such as the LEDS has found that the LEDS is more sensitive in terms of 

endorsement of life stressors (Katschnig, & Fuchs-Robetin, 1984, as cited in Katschnig, 

1986; McQuaid, Monroe, Roberts, Kupfer, & Frank, 2000). For example, McQuaid et al. 

(1 992) found that life events reported on the Psychiatric Epidemiology Research 

Interview (PERI) Life Events Scale (Dohrenwend, Krasnoff, Askenasy, & Dohrenwend, 

1978) accounted for only 16% of the variance in the number of events reported in the 

LEDS interview. Three of the discrepancies in the data obtained in that study are crucial 

to studies investigating the etiological significance of life stressors in depression. First, 

participants often endorsed ongoing difficulties as discrete events on checklists, whereas 

on the LEDS, the ongoing nature of the difficulty could be established. Second, 

participants often reported events that occurred outside of the time fiame that would be 

relevant to the onset of depression. Third, many of the events reported on the checklist 

did not meet criteria for an event on the LEDS. 

For the present study, six individuals (five research assistants and the author) 

were trained by T. Harris to conduct and rate the SLEDS interviews. These six 

individuals conducted all of the SLEDS interviews. Consensus meetings to determine 

contextual threat ratings for events and difficulties were held with a minimum of three 

trained raters. In the initial consensus meetings, a narrative description of each event and 

difficulty was presented, but raters were not provided infonnation about depressive status 

(i.e., remitted, relapsed) nor about the participant's subjective response to the stressor. 

Each stressor was then rated, and any discrepancies were resolved through group 

consensus. The consensus ratings derived from this process were then forwarded to T. 
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Harris for a second and final consensus rating. At this stage, inter-rater reliability 

estimates (kappa coefficients) between the groups' consensus rating and T. Hanis' expert 

rating were .60 for events, .88 for severe difficulties, and 1 .OO for major difficulties. 

Amendments suggested by T. Hanis were incorporated into the final consensus rating to 

be included in the data analysis. 

For the purpose of the present study, only severe life events, severe difficulties 

and major difficulties were included in the data analysis. The research of George Brown, 

Tirril Hanis, and colleagues has established that these are the types of life stressors that 

are of etiological significance for depression. Severe life events are those rated either a 1 

("marked threat/unpleasantness") or 2 ("moderate threat/unpleasantness") on long-term 

(i.e., 10-14 days after the event) contextual threat, and are focused on the participant or 

jointly with another close individual (i.e., not those occurring solely to others). Severe 

difficulties are those that are rated either a 1 ("high marked"), 2 ("low marked"), or 3 

("high moderate") on contextual threat and that have lasted at least 4 weeks. Major 

difficulties are marked difficulties that have lasted continuously at that contextual threat 

level (i.e., 1,2, or 3 on contextual severity) for at least 2 years, and exclude purely health 

difficulties. 

In the present study, examples of severe life events included separation fiom a 

marital partner, death of a close fiiend or relative, termination fiom employment, major 

argument with a partner or close fiiend, and illness of a family member. Examples of 

severe andlor major difficulties in the present study include significant ongoing problems 

in marital relationships, problematic family relationships (e.g., child behavior problems), 

problematic work situations, and serious financial problems. 
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For the present study, events and difficulties were coded as present or absent in 

each time fiame, and this dichotomous variable was used in the data analyses. This 

method is in keeping with that used by Brown & Harris (1978) as well as others (e.g., 

Monroe et al., 1992). 

To evaluate the cognitive-personality congruency hypothesis, severe events, 

severe difficulties, and major difficulties were classified as primarily interpersonal or 

related to achievement according to the model established by Hammen and colleagues 

(e.g., Hamrnen et al., 1989a). Specifically, events and difficulties were classified as 

interpersonal if they featured issues related to relationships with others, while events and 

difficulties were classified as achievement-oriented if they featured issues related to 

work, finances, accomplishments, and health. Narrative descriptions of the events and 

difficulties were used to classify events as primarily interpersonal or achievernent- 

oriented in nature by the author who was (at the time) unaware of the participant's SAS 

scores. A random sample of classifications of 30% of events and difficulties were then 

reviewed by an independent judge (KSD), resulting in an inter-rater reliability estimate 

(kappa coefficient) of .96. 

The Revised Sociotropy-Autonomy Scale (SAS; Clark & Beck, 1991) is a revised 

59-item self-report scale designed to measure Beck's (1983) constructs of sociotropic and 

autonomous personality dimensions. Twenty-nine items comprise the Sociotropy Scale 

and 30 items comprise the Autonomy Scale. The Autonomy Scale is firher subdivided 

into two subscales: Autonomy-Independence and Autonomy-Solitude. This subdivision 

was based upon factor-analytic studies which determined that the Autonomy Scale 

actually was composed of two relatively distinct factors: Need for Independence (17 
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items), and Need for Solitude (12 iteins). The Need for Independence subscale taps 

desire for individualism and independence from others. The Need for Solitude subscale 

assesses ambivalence about relationships with others as well as feelings of loneliness. 

Subjects are asked to rate on a 5-point scale (0% to 100%) how much each statement 

applies to them. Thus, this measure provides three subscale scores: Sociotropy, 

Autonomy-Independence, and Autonomy-Solitude. 

The original SAS (Beck et al., 1983) possessed adequate psychometric 

characteristics as a whole, but the psychometric qualities of the autonomy subscale were 

less adequate than that of the sociotropy subscale. For example, using a sample of 

unipolar and bipolar depressed participants, Duran & Harnmen (1 987, as cited in 

Hammen et al., 1989a) found internal reliability coefficients of .93 for sociotropy and .88 

for autonomy. Test-retest reliabilities over 6 months for a subset of the sample was -82 

for sociotropy and .66 for autonomy. 

In a college student sample, Clark, Steer, Beck, and Ross (1995) tested the revised 

59-item SAS and found internal reliability coefficients for each of the subscales to be 

greater than .70. Most importantly, the internal consistency estimates for the revised 

autonomy subscales (alpha Independence = .76; Solitude = .70) were higher than those 

reported for the original autonomy subscales (Freedom from Control = .56; Preference 

for Solitude = .63). They also reported satisfactory construct validity with respect to a 

variety of psychological measures. Support was also found for the three factors using 

factor analysis. In general, the revised measure demonstrated improved construct validity 

with respect to the autonomy subscales, and similar psychometric properties for the 

sociotropic subscale. 
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The SAS has been found to assess cognitive-personality characteristics that 

represent fairly stable vulnerability factors to depression. Specifically, for depressed 

persons, scores on the SAS, despite some reductions following successful treatment for 

depression, remain relatively stable compared to scores when they were depressed 

(Moore & Blackburn, 1996). Research using other measures assessing analogous 

concepts (e.g., DAS; Weissman & Beck, 1978) has found that scores on these measures 

are not as stable, changing significantly over the course of depression and therefore 

assumed to be confounded with depression or mood state. (e-g., Silverman, Silverman, & 

Eardley, 1984). 

Sociotropy and autonomy scores measured at remission were used to 

prospectively evaluate the congruency hypothesis. One of the primary limitations of 

previous research investigating the congruency hypothesis is that cognitive-personality 

characteristics and life stress have been measured concun-ently, rather than measuring 

depression and cognitive-personality characteristics at one point in time and depression 

and life events at a second point in time (Coyne & Whiffen, 1995). 

Sociotropy and autonomy scores were treated as continuous variables. Coyne and 

Whiffen (1 995) recommend maintaining sociotropy and autonomy as continuous scores 

rather than dichotomizing them in an arbitrary fashion. Other researchers (Robins, 

Bagby, Rector, Lynch, & Kennedy, 1997) have specifically evaluated the incremental 

utility of using a categorical versus a dimensional approach. They found that the 

dimensional approach was as effective as the categorical approach in capturing the 

necessary information, and also allowed for a more powerfbl analysis because the entire 

sample can be used, rather than including only participants with extreme scores. 
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The Multidimensional Scale of Perceived Social Support (MSPSS; Zimet et al., 

1988) is a 12-item scale which measures three sources of support: 1) family; 2) fiiends; 

and 3) significant other. Respondents rate each item on a 7-point scale fiom 1 (very 

strongly agree) to 7 (very strongly disagree). The MSPSS was designed specifically to 

assess perceived social support. 

In college student samples, internal reliability coefficient values have ranged fiom 

.85 to .95 for the subscales, and fiom .87 to .91 for the scale as a whole (Dahlem, Zimet, 

& Walker, 1991; Kazarian and McCabe, 1991; Zimet et al., 1988). Test-retest reliability 

has ranged fiom .72 to .85 for the subscales, and .85 for the scale as a whole in a college 

student sample (Zimet et al., 1988). Across a range of samples (i.e., pregnant women, 

adolescents, pediatric residents, adolescent and adult psychiatric patients) similar support 

has been found for the psychometric qualities of the MSPSS (Cecil, Stanley, Carrion, & 

Swann, 1995; Kazarian & McCabe, 199 1; Zimet, Powell, Farley, Werkman, & Berkoff, 

1990). In these samples, internal reliability ratings have ranged fiom .80 to .98 for the 

subscales, and from .84 to .94 for the entire scale. 

Construct validity has been assessed by examining correlations between the 

MSPSS and the Depression and Anxiety subscales of the Hopkins Symptom Checklist. 

Perceived social support was significantly negatively correlated with both measures of 

depressive and anxiety symptoms (correlations ranged fiom -.I3 to -.25) (Zimet et al., 

1988). 

In addition, the factorial validity of the three subscales has been supported, as 

support was found for the differentiation of the three subscales in a range of samples 

(Dahlem et al., 1991; Zimet et al., 1988; Zimet et al., 1990). 
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For the purpose of the present study, social support was treated as a composite 

variable by summing scores on the three subscales to arrive at a continuous measure of 

level of social support. Although this may reduce some of the power of the findings for 

social support, it makes theoretical sense because there are no specific hypotheses 

attached to each type of social support, only to the notion of social support in general. 

The Coving: Inventorv for Stressful Situations (CISS; Endler & Parker, 1990) is a 

48-item self-report measure of coping styles that measures task-oriented, emotion- 

oriented, and avoidance-oriented coping. The items cover a wide variety of coping 

behaviors that could be used to deal with stressfbl experiences. Respondents rate coping 

behaviors on a 5-point scale fiom 1 ("Not at all") to 5 ("Very much"). Three scale 

scores, measured as continuous variables, are produced: Task-Oriented Coping, 

Emotion-Oriented Coping, and Avoidance-Oriented Coping. Higher scores indicate 

greater use of this type of coping response. 

In college student and general population adult samples, internal reliability 

coefficients have ranged from .76 to .92 for the three subscales (Endler & Parker, 1994; 

Parker & Endler, 1992). The factor structure has been found to be stable in both the 

student and general population adult samples. 

Construct validity of the CISS has been found to be satisfactory in comparison 

with other measures of coping styles. Construct validity has also been found to be 

satisfactory in comparison with measures of psychopathology. Specifically, task-oriented 

coping was found to be negatively related with psychopathology, while both avoidance- 

oriented and emotion-oriented coping were correlated positively with psychopathology. 

As well, there was a significant relationship between scores on individual subscales of the 
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CISS, and the way in which participants report handling life stressors in the recent past 

(Endler & Parker, 1994). 

Each of the three primary subscales of the Coping Inventory for Stressful 

Situations (i.e., Task, Emotion, and Avoidance subscales) were used as continuous 

variables in the data analysis. 

Hvvotheses 

An integrated psychosocial model of the prediction of relapse was developed and 

tested. The integrated model can be described in terms of the research question: How 

will cognitive-personality vulnerability factors, life events, social support, and coping 

responses interact to predict relapse of depression? In addition, methodologically 

rigorous tests of each of the psychosocial models discussed above were conducted. Thus, 

individual predictors and theoretical models were evaluated to determine which measured 

variables possessed adequate predictive power to be included in the final integrated 

psychosocial model to be evaluated. In addition, specific hypotheses for a variety of 

theoretically driven models were evaluated to compare the predictive adequacy of 

competing models. 

To evaluate the life stress model, the following hypotheses were proposed: 1) 

Severe events prior to relapse would predict relapse; 2) Severe difficulties prior to 

relapse would predict relapse; 3) Major difficulties prior to relapse would predict relapse. 

To evaluate the cognitive-personality congruency model, the following hypotheses were 

proposed: 1) High sociotropy or high autonomy and congruent life events or difficulties 

would predict relapse. To evaluate the social support model, the following hypotheses 

were proposed: 1) Low social support would predict relapse, whereas high social support 
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would not predict relapse (main effects model); 2) The occurrence of life events or 

difficulties and low social support would predict relapse, whereas the occurrence of life 

events or difficulties and high social support would not predict relapse (buffering model). 

To evaluate the coping model, the following hypotheses were proposed: 1) High levels 

of emotion-oriented coping would predict relapse; 2) High levels of avoidance-oriented 

coping would predict relapse; 3) Low levels of task-oriented coping would predict 

relapse; 4) The occurrence of life events or difficulties and high levels of emotion- or 

avoidance-oriented coping would predict relapse; 5) The occurrence of life events or 

difficulties and low levels of task-oriented coping would predict relapse. 

Results 

A sample of 258 adult female participants were screened to determine their 

suitability for this study (see Table 1 for information about recruitment sources). 

Participants were considered suitable for the present study if they were currently 

experiencing either a first or a recurrent Major Depressive Episode (MDE) or if they had 

experienced a MDE within the past eight weeks. From this initial screening, a total of 

136 potential participants were considered unsuitable for the following reasons: never 

depressed (n = 20), remitted more than 10 weeks (n = 59), current or past psychotic 

symptoms (n = 16), cumnt or past manic, hypomanic, or mixed episode (n = 19), 

current substance abuse or dependence (n = 7), primary diagnosis of dysthymia (n = 8), 

MDE due to a general medical condition (n = I), Substancehduced MDE (n = I), not 

interested in participating (n = 5). These individuals were debriefed and excused from 

participation. 

A total of 122 participants who met inclusion criteria and who consented to 



Table 1 

Recruitment Sources 

Total Suitable Unsuitable 

Outpatient Mental Health Sites 48 25 23 

Newspaper advertisements 14 5 9 

Physician's offices 3 1 13 18 

Public Information Sessions 7 2 5 

Calgary Woman's Show 34 17 17 

Community postings 18 13 5 

Calgary Herald article 86 3 7 49 

Calgary Mirror article 8 5 3 

Other 12 5 7 

Totals 258 122 136 
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become involved were recruited into'the present study. Of these participants, 24 

dropped out prior to remission. A total of 83 participants met criteria for remission at 

some point during the course of their involvement. These individuals were then followed 

for up to 6 months or until they experienced a relapse. Of these, a total of five 

participants dropped out before completing either a relapse or 6-month remitted 

assessment. Two additional participants were excluded because they developed 

psychotic symptoms during the course of the study. Of the final 76 participants included 

in the sample, 36 remained in stable remission until the 6-month follow-up assessment 

and 21 relapsed prior to the 6-month follow-up assessment. The remainder of the 

participants (n = 13) are continuing to be followed for the purpose of a 12-month follow- 

up study. 

The proportion of individuals who relapsed prior to the 6-month follow-up was 

27.63%. This result compares with the rates of 20% to 40% in a 12-month period given 

by Belsher & Costello (1 988) and others (Keller et al., 1992; Thase et al., 1992a). For 

those participants who did relapse, the average amount of time to relapse was 1 1 1 days, 

with a range of 35 to 178 days. It is important to note that these values are necessarily 

restricted as we are only looking at individuals who relapsed within 6 months of 

remission. 

Three sets of analyses were conducted to evaluate the present study. The first set 

of analyses were descriptive in nature, describing the demographic, clinical, treatment, 

and psychosocial characteristics of the sample. The second set of analyses evaluated the 

individual predictors and theoretical models using hierarchical logistic regression. In the 

third set of analyses, three integrated psychosocial models were developed and evaluated 
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using hierarchical logistic regression analysis. Each set of analyses will be described in 

turn. 

Characteristics of the Sam~le 

Independent samples t-tests and chi-square analyses were calculated on 

demographic, clinical, and treatment characteristics to determine if any significant 

differences existed between the women who stayed in the study and the women who 

dropped out. No significant group differences were found on any of these variables (see 

Tables 2 and 3). 

Demographic characteristics of the final sample are presented in Table 4. No 

significant group differences were found on any of these variables. Clinical and 

treatment characteristics of the final sample are included in Tables 5 and 6 respectively. 

The two groups did not differ with respect to age at onset of first depressive episode, 

number of previous episodes, or number of hospitalizations for depression. The only 

significant group difference was with respect to psychotherapy prior to exit fiom the 

study. Specifically, compared to stable remitted participants, participants who relapsed 

were more likely to have been involved in psychotherapy in the time period between 

remission and follow-up. 

Information regarding current cornorbid mental disorders was gathered using the 

SCID-I. These results are presented in Table 7. The two groups had similar rates of 

comorbidity with no significant group differences on any disorder. 

A correlational analysis was conducted to assess relationships among the 

predictor variables and the dependent variable. These results are presented in Table 8. 

Outcome (stable remission, relapse) was negatively correlated with social support 
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Table 2 

Demom~hic Characteristics of Corndeters and D~oD-Outs 

Completers DropOuts 
(n = 57) (n = 29) 

Age at entry 
M - 
SD - 

Ethnicity 
Caucasian 
Other 

Marital status 
MarriecUCommon-Law 
Divorced 
Never married 
Separated 
Widowed 

Education 
4 years university/college 
2 years universityJcollege 
Some university/college 
Graduated high school 

Occupation 
Employed 
Unemployed 
Other (homemaker, retired) 

Note. An independent samples t-test was conducted on age at entry. Chi-square 

analyses were conducted for all other variables. All analyses were non-significant with 

two-tailed tests of significance. 



Table 3 

Clinical Characteristics of Comvleters and Drop-Outs 

Completers Drop-Outs 
(n = 57) (n = 29) 

Age at first onset 
Before age 18 
Age 18-30 
Age 3 1-40 
Age 41 + 

Number of previous episodes 
1-2 
3-5 
> 5 

Number of hospitalizations 
0 
1 
> 1 (2 - 5) 

History of antidepressant medication 
Yes 
No 

History of psychotherapy 
Yes 
No 

Note. Chi-square analyses were conducted for all variables. All analyses were non- 

significant with two-tailed tests of significance. 
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Table 4 

Demom~hic Characteristics of Participants 

Relapsed Stable 
Remitted 

(n = 21) (n = 36) 

Age at remission 
M - 
SD - 

Ethnicity 
Caucasian 
Asian 

Marital status 
Married/Common-Law 
Divorced 
Never married 

Education 
4 years universitylcollege 
2 years universitylcollege 
Some universitylcollege 
Graduated high school 

Occupation 
Employed 
Unemployed 
Other (homemaker, retired) 

Note. An independent samples t-test was conducted on age at remission. Chi-square 

analyses were conducted for all other variables. All analyses were non-significant with 

two-tailed tests of significance. 



Table 5 

Clinical Characteristics of Particivants 

Relapsed Stable Remitted 
(n= 21) (n = 36) 

Age at first onset 
Before age 18 
Age 18-30 
Age 3 1 -40 
Age 41 + 

Number of previous episodes 
1-2 

Number of hospitalizations 
0 
1 
> 1 

Note. Chi-square analyses were conducted on all variables. All analyses were non- 

significant with two-tailed tests of significance. 
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Table 6 

Treatment Characteristics of Partici~ants 

Relapsed Stable Remitted 
(n= 21) (n = 36) 

History of antidepressant medication 
Yes 
No 

History of psychotherapy 
Yes 
No 

Antidepressants adprior to remission 
Yes 
No 

Psychotherapy adprior to remission 
Yes 
No 

Antidepressants adprior to exit 
Yes 
No 

Psychotherapy adprior to exit * 
Yes 
No 

Note. Chi-square analyses were conducted on all variables. 

*g < .05, **g < .01, two-tailed tests of significance. 
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Table 7 

Cornorbid Conditions 

Relapsed Stable 
Remitted 

(n= 21) (n = 36) 

Dysthymic disorder 

Panic disorder without agoraphobia 

Panic disorder with agoraphobia 

Agoraphobia without panic disorder 

Social phobia 

Specific phobia 

PTSD 

GAD 

Anxiety disorder NOS 

Note. Chi-square analyses were conducted for all variables. All analyses were non- 

significant with two-tailed tests of significance. 



Table 8 

Correlations among indmendent and dependent variables 
- -~ 

BDI-I1 Soc Ind Sol MSPSS Task Emotion Avoidance Events Severe DiE Major Diff. Outcome 

SOC -- -.24 .20 .05 -.I4 .27** .26 .05 .02 -.lo -.04 

Ind -- .14 -.09 .21 -.I6 -.50** .02 -.09 -.17 -.2 1 

Sol -- -.03 -.43** .21 -.lo .05 -.04 -.I1 -.02 

MSPSS -- .22 -.24 .35** -.06 -. 16 -.54** -.56** 

Task 

Emotion 

Avoidance 

Events 

Severe Diff. 

Major DiE -- .38** 

Outcome -- 

Note. For legend, see Table 9. 



@ = - S6, p < .Ol) and with task-oriented coping @ = -.37, E < .01). Outcome was 

positively correlated with ernotion-oriented coping @ = .36, p < .01), with major 

difficulties (g = .38, p < .01), and with BDI-I1 at follow-up (g = .44, p < .01). Severe 

life events and severe difficulties were not correlated with any of the predictor variables, 

nor with the outcome variable. Major difficulties were negatively correlated with social 

support @ = 4 6 ,  g < .01). 

Table 9 presents the results of Pearson correlations conducted to assess the 

stability of scores on the questionnaires over time. Scores on the measures at Time 1 

were significantly correlated with those at Time 2, with two exceptions: BDI-I1 scores 

were not correlated at Time 1 and 2 for either group, and ernotion-oriented coping scores 

were not correlated at Time 1 and 2 for the relapsed group. All of the other measures 

appear to be relatively stable over time. 

A 2-way repeated measures MANOVA was conducted on the continuous 

predictor variables (SAS-Sociotropy, SAS-Autonomy-Independence, SAS-Autonomy- 

Solitude, MSPSS, CISS-Task, CISS-Emotion, and CISS-Avoidance), with time 

(remission, follow-up) as the within-subjects factor, and group (stable remitted, relapsed) 

as the between-subjects factor. This analysis was conducted to determine if significant 

differences existed between the groups on the continuous predictor variables as well as to 

assess stability of the measures over time. A decision was made to conduct multivariate, 

rather than univariate analyses for two reasons (e.g., Tabachnick & Fidell, 1996). First, 

because of the comlations noted above, multivariate analysis is preferable. Second, 

when there are only two levels of the within-subject effect, multivariate analyses and 

univariate analyses provide the same data, however multivariate analysis provides 



Table 9 

Stability of Measures 

Relapse Stable Remitted 

Measure 

BDI-I1 

Sociotropy 

Independence 

Solitude 

MSPSS 

CISS-Task 

CIS S-Emotion 

CISS-Avoidance 

Time 1 
Time 2 

Time 1 
Time 2 

Time 1 
Time 2 

Time 1 
Time 2 

Time 1 
Time 2 

Time 1 
Time 2 

Time 1 
Time 2 

Time 1 
Time 2 

Note. BDI-I1 = Beck Depression Inventory - 11, Sociotropy = Sociotropy subscale, 
Independence = Autonomy-Independence subscale, Solitude = Autonomy-Solitude 
subscale, MSPSS = Multidimensional Scale of Perceived Social Support, CISS = 
Coping Inventory for Stressll Situations, CISS-Task = Task-oriented subscale, CISS- 
Emotion = Emotion-oriented subscale, CISS-Avoidance = Avoidance-oriented subscale. 
*p < .05, **p < .O1 with two-tailed tests of significance. 
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protection against elevated Type I errors. 

There was a significant main effect of group, F (7,44) = 3.59, p < .05, as well as 

a significant interaction of time by group, F (7,44) = 5.56, g < .01, on the continuous 

predictor variables. Univariate F tests revealed time by group interactions for Sociotropy, 

F (1,50) = 8.90, g < .O5, CISS-Task, E (1,50) = 7.75, p < .O5, CISS-Emotion, F (1,50) - 

= 15.54,pC .05, andMSPSS,F(l, 50)= 1 8 . 0 4 , ~ ~  .05. 

Simple effects tests were conducted to follow up the significant time by group 

interaction. Tests of simple effects revealed no significant group differences at time 1. 

There was a significant group effect at time 2 with respect to CISS-Emotion, F (1,51) = 

7 .58 ,~  < .05. That is, scores on CISS-Emotion were significantly higher for the 

relapsed group than the stable remitted group at the follow-up assessment. There was 

also a significant time effect for the stable remitted group, F (1,51) = 10.77, g < .05, 

with scores on CISS-Emotion decreasing significantly fiom Time 1 to Time 2. There 

was also a significant time effect for the relapsed group, F (1,Sl) = 5 .94 ,~  < .05, with 

scores on CISS-Emotion increasing significantly fiom Time 1 to Time 2. There was a 

significant group effect at time 2 with respect to MSPSS, ' (l,51) = 29.95, g < .05. 

That is, scores on the MSPSS were significantly higher for the stable remitted group than 

for the relapsed group at the follow-up assessment. There was also a significant time 

effect for the relapsed group on MSPSS, F (1,51) = 14.76, E < .05, such that their scores 

significantly decreased fiom Time 1 to Time 2. 

There was a significant effect of group at time 2 for CISS-Task, F (1,51) = 7.90, 

p < .05. That is, scores on the CISS-Task were significantly higher for the stable 

remitted group than for the relapsed group. There was also a significant effect of time for 
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CISS-Task for the relapsed group, F (1,51) = 7.84, p < .05, with scores significantly 

decreasing fiom Time 1 to Time 2. 

Finally, tests of simple effects revealed that, with respect to SAS-Sociotropy, 

there was not a significant effect of group. However, there was a significant effect of 

time for the stable remitted group, F (1,51) = 4.26, p < .05, and for the relapsed group, 

F (1,51) = 5.43, p < .05. Sociotropy scores significantly decreased for the stable - 

remitted group fiom Time 1 to Time 2, whereas for the relapsed group, scores 

significantly increased from Time 1 to Time 2. 

The two groups did not significantly differ in texms of experiencing severe events 

or severe difficulties at both Time 1 and Time 2. However, relapsed participants were 

more likely to experience major difficulties at both Time 1 and Time 2 (see Tables 10 and 

1 1). The McNemar test of repeated measures for categorical variables revealed no 

significant effect of time (i.e., groups were just as likely to experience psychosocial 

stressors at both time points). 

Psvchosocial Models 

A series of hierarchical logistic regression analyses were conducted to evaluate 

the theoretically driven component models of relapse (life stress model, social support 

model, coping model, and cognitive-personality congruency model). A logistic 

regression analysis was conducted for each individual predictor, using outcome (stable 

remission, relapse) as the dependent variable. A set of additional logistic regression 

analyses were then conducted for each theoretical model by entering the individual 

predictors (for example, life events and sociotropy) on the first block, and entering the 

interaction term (for example, life events x sociotropy) on the second block. In this way, 



Table 10 

Descriptive Statistics for Psychosocial Stressors at Remission 

Relapsed Stable Remitted 

Severe events 
Yes 
No 

Interpersonal 
Achievement-oriented 

Severe difficulties 
Yes 
No 

Interpersonal 
Achievement-oriented 

Major difficulties** 
Yes 
No 

Interpersonal 
Achievement-oriented 

Note. Chi-square analyses were conducted on all variables. 

*p < .05, **p < .O1 with two-tailed tests of significance 



Table 11  

Descrivtive Statistics for Psychosocial Stressors At Follow-Uv 

- ~p 

Relapsed Stable Remitted 

Severe events 
Yes 
No 

Interpersonal 
Achievement-oriented 

Severe difficulties 
Yes 
No 

Interpersonal 
Achievement-oriented 

Major difficulties* 
Yes 
No 

Interpersonal 
Achievement-oriented 

Note. Chi-square analyses were conducted on all variables. 

*p < .05, **p < .O1 with two-tailed tests of significance. 
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it was possible to determine the incremental value of the 2-way interaction terms after 

controlling for the contribution from the individual predictors in the model. 

The decision was made to use this approach rather than a single model with all 

individual predictors entered on the first block and all 2-way interactions entered on the 

second block for two primary reasons. First, due to the relatively small sample size, and 

the preliminary nature of this study, it was desirable to approach this analysis from a less 

conservative perspective. Second, this approach allowed a determination of important 

predictors to be included in an integrated psychosocial model of relapse. 

The overall fit of each simple logistic regression model was assessed by means of 

its model chi-square as well as goodness of fit indices (Tabachnick & Fidell, 1996). 

Specifically, the model chi-square was evaluated to determine the improvement found in 

a model with the predictors relative to the constant-only model. For the models involving 

both individual predictors and interaction terms, the overall fit of each block of entry was 

assessed by means of its block chi-square, which compares the incremental value of the 

variables entered on that block controlling for the predictive value of the variables in the 

block that preceded it. Nagelkerke's R~ was used as an approximate estimate of the 

amount of variance in the dependent variable accounted for by the model. Classification 

tables were used to determine the relative success of each model in predicting group 

membership. Finally, evaluation of the Wald tests was done to evaluate whether 

individual predictors and interaction terms were significantly associated with outcome. 

Based upon recommendations regarding logistic regression analysis (e.g., that the sample 

size of the smallest group should exceed the number of predictor variables; Tabachnick 

& Fidell, 1983), the sample size proposed will be sufficient to determine true differences 



in these two groups. 

Table 12 contains the results of the simple logistic regression analysis of 

individual predictor variables. The results of the logistic regression analyses for the 

theoretically relevant models are presented in Appendix D. 

Life stress model 

Contrary to prediction, a logistic regression model consisting of severe life events 

was not a significant predictor of depressive relapse. A simple model involving severe 

difficulties was also not a significant predictor of depressive relapse. However, a simple 

model involving major difficulties was a significant predictor of depressive relapse, $(I, 

N_ = 57) = 6 . 1 7 , ~  < .05. This model accounted for approximately 14% of the variance 

in the dependent variable and correctly classified 70% of the sample. These results 

suggest that chronic, ongoing difficulties with high levels of contextual threat are 

predictive of depressive relapse, whereas more circumscribed severe events and shorter- 

term difficulties are not. 

Cognitive-Personality Conmencv Model 

With respect to evaluating the cognitive-personality congruency model, the 

logistic regression analyses were first conducted on all severe life events, severe 

difficulties, and major difficulties and the cognitive-personality characteristics of 

sociotropy and autonomy. An additional set of analyses were then conducted including 

only interpersonal- and achievement-oriented severe life events, severe difficulties, and 

major difficulties with sociotropy and autonomy in order to explicitly evaluate the 

congruency hypothesis. 

As expected, the individual variables of sociotropy, autonomy-independence, and 



Table 12 

Logistic Regression Analyses of Individual Predictors 

Variables 
B SE(B) Wald p OR 

Severe events ( 2 =  .83, g = .36) 

Severe difficulties (2 = 3.37, E = .07) 

Major difficulties (2 = 6.17, g < .05) 

sociotropy ( 2  = .lo, g = .75) 

Independence ( 2  = 2.54, p = -1 1) 

Solitude (2 = .02, g = .88) 

MSPSS ( 2  = 18.37, g < .01) 

Task ($= 7.41, g < .01) 

Emotion ( 2  = 7.22, g < .01) 

Avoidance ( 2  = .13, p = .72) 

Note. Sociotropy = Sociotropy subscale, Independence = Autonomy-Independence 

subscale, Solitude = Autonomy-Solitude subscale, MSPSS = Multidimensional Scale of 

Perceived Social Support, Task = Task-oriented subscale, Emotion = Emotion-oriented 

subscale, Avoidance = Avoidance-oriented subscale. 

*pl < .05, **pl < .O1 with two-tailed tests of significance. 

1 degree of freedom for each simple logistic regression model. 
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autonomy-solitude were not significant predictors of depressive relapse. The 

congruency hypothesis proposes that it is the interaction between cognitive-personality 

vulnerability and congruent life stressors that is depressogenic, not the main effects of the 

cognitive-personality vulnerability. 

When all events and difficulties were examined in relation to cognitive- 

personality variables, (i.e., not specifically addressing the congruency issue), results 

indicated that models involving the interaction of severe events with sociotropy, 

autonomy-independence, and autonomy-solitude were not significantly predictive of 

depressive relapse. Models involving the interaction of severe difficulties with 

sociotropy and with autonomy-solitude were also not significantly predictive of 

depressive relapse. However, a model involving the interaction of severe difficulties 

with autonomy-independence was significantly predictive of depressive relapse, model 

2(2, N = 56) = 6.40, p < .05. This model accounted for approximately 15% of the 

variance in the dependent variable, and accurately classified 64% of the sample. 

However, the interaction term did not contribute incremental value to this prediction, 

block ?(l, N = 56) = .lo, 2 = -75. 

A model involving the interaction of major difficulties with sociotropy was 

significantly predictive of depressive relapse, model 2(2, N_ = 56) = 6.51, E < .05. This 

model accounted for approximately 15% of the variance in the dependent variable and 

accurately classified 71% of the sample. However, the interaction term did not add 

incremental value to this prediction, block ?(l , = 56) = .02, p = .09. A model 

involving the interaction of major difficulties with independence was significantly 

predictive of depressive relapse, model ?(2, N = 56) = 8.63, p < .05. This model 
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accounted for approximately 20% of the variance in the dependent variable, and 

accurately classified 71 % of the sample. However, the results became unstable once the 

interaction terms were entered on the second block of the logistic regression analysis, 

and therefore were not interpreted. 

A model involving the interaction of major difficulties with autonomy-solitude 

was significantly predictive of depressive relapse, model $(2, N = 56) = 6.61, p < .05, 

however, the interaction term did not add incremental value to this prediction, block 

3(1, N_ = 56) = .06, p = .8l. This model accounted for approximately 15% of the 

variance in the dependent variable, and accurately classified 71 % of the sample. 

When the congruency hypothesis was explicitly tested by looking at the presence 

of interpersonal or achievement-oriented life stressors, the following results were found. 

A model involving interpersonal severe events and sociotropy was not significantly 

predictive of relapse. A model involving interpersonal severe difficulties and sociotropy 

was also not significant. However, a model involving interpersonal major difficulties 

and sociotropy was significantly predictive of relapse, model 2 ( 2 ,  N = 56) = 8 . 6 3 , ~  < 

.05. This model accounted for approximately 20% of the variance in the dependent 

variable, and accurately classified 73% of the sample. However, the interaction term did 

not add significant incremental value to the prediction, block $(I, N_ = 56) = . 0 1 , ~  = 

.94. 

The remaining models involving both achievement-oriented and interpersonal- 

oriented severe events, severe difficulties, and major difficulties with sociotropy, 

autonomy-solitude, and autonomy-independence were not significant predictors of 

depressive relapse. These results suggest that for this sample the congruency hypothesis 
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is generally not predictive of depressive relapse, with the exception of a model 

involving interpersonal major difficulties and sociotropy (but not the interaction term). 

Thus, for the present study, the match between cognitive-personality characteristics and 

congruent life stressors is generally not predictive of depressive relapse. 

Social Sumort Model 

Support was found for the main effects model of social support, as a 

simple model involving social support was a significant predictor of depressive relapse, 

$(I, N = 56) = 18.37,~  < .05. This model accounted for approximately 40% of the 

variance in the dependent variable, and correctly classified 79% of the sample. Support 

was also found for the buffering model of social support. Specifically, models involving 

interactions of social support with severe life events, model &2, N = 53) = 19.03, p < 

.05, severe difficulties, model 2(2, N = 53) = 20.65, p < .05, and major difficulties, 

model $(2, N_ = 53) = 21 20, p < .05 were all significant predictors of depressive 

relapse. These models accounted for 41%, 44%, and 45% of the variance in the 

dependent variable and correctly classified 79%, 74%, and 77% of the sample, 

respectively. However, for two of these models (involving severe events and major 

difficulties), the results became unstable when the 2-way interaction tenns were entered 

on the second block and therefore were not interpreted. For the severe difficulties model, 

the interaction term did not add incremental value to the prediction of depressive relapse, 

block 3(l, N = 53) = .75, p = .39. 

Coving Model 

In support of the main effects model of coping, a simple model involving task- 

oriented coping was a significant predictor of relapse, ?(I, N = 53) = 7.41, E < .05, as 
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was a simple model involving emotibn-oriented coping, 2 ( l ,  N = 53) = 7.22, p < .05. 

These simple models each accounted for 18% of the variance in the dependent variable, 

and correctly classified 74% and 68% of the sample, respectively. However, a simple 

model involving avoidance-oriented coping was not predictive of depressive relapse, 2 

( l , N =  53)= .13,p= .72. 

With respect to the buffering model of coping, a model involving the interaction 

of severe events with task-oriented coping was a significant predictor of depressive 

relapse, model 2(2, N = 53) = 7.56, p < .05. This model accounted for 18% of the 

variance in the dependent variable, and correctly classified 75% of the sample. There 

was a nonsignificant trend indicating the possibility of incremental value added by the 

interaction term, block ?(I, N = 53) = 3.2 l , p  = .07. 

A model involving the interaction of severe events and emotion-oriented coping 

was a significant predictor of depressive relapse, model 2(2, N = 53) = 8.63, p < .05. 

This model accounted for 21% of the variance in the dependent variable, and correctly 

classified 72% of the sample. The interaction of severe events and emotion-oriented 

coping added incremental value to this model, block g(1, N = 53) = 5.1 8, p < -05, 

resulting in a model that accounted for 32% of the variance in the dependent variable and 

correctly classified 74% of the sample. A model involving the interaction of severe 

events and avoidance-oriented coping was not significantly predictive of relapse. 

A model involving the interaction of severe difficulties and task-oriented coping 

was significantly predictive of depressive relapse, model 2(2, N = 53) = 13.17, E < 

.05. This model accounted for 30% of the variance in the dependent variable, and 

correctly classified 70% of the sample. In addition, the interaction term added 
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incremental value to the prediction, block $(I, N = 53) = 5.09, p < .05, resulting in a 

model that accounted for 40% of the variance in the dependent variable, and correctly 

classified 72% of the sample. 

A model involving the interaction of severe difficulties with emotion-oriented 

coping was also significantly predictive of relapse, model $(2, N = 53) = 10.87, < 

.05. This model accounted for 25% of the variance in the dependent variable, and 

correctly classified 68% of the sample. However, the interaction term did not add 

incremental predictive value. A model involving the interaction of severe difficulties 

with avoidance-oriented coping was not predictive of relapse. 

A model involving the interaction of major difficulties with task-oriented coping 

was significantly predictive of depressive relapse, model $(2, N = 53) = 21.98, p < 

.05. This model accounted for 47% of the variance in the dependent variable, and 

correctly classified 83% of the sample. However, the results became unstable when the 

interaction term was entered on the second block, and therefore were not interpreted. 

A model involving the interaction of major difficulties and emotion-oriented 

coping was significantly predictive of relapse, model 2(2, N = 53) = 19.05, p < .05. 

This model accounted for 41 % of the variance in the dependent variable, and correctly 

classified 77% of the sample. However, the results again became unstable when the 

interaction term was entered, and therefore were not interpreted. 

Finally, a model involving the interaction of major difficulties with avoidance- 

oriented coping was also significant, model $(2, N_ = 53) = 11.29, p < .05. This model 

accounted for 26% of the variance in the dependent variable, and correctly classified 

74% of the sample. However, again the results became unstable when the interaction 



term was entered, and therefore were not interpreted. 

Two points are important to note with respect to the models involving major 

difficulties. For several of the models involving major difficulties, the odds ratio was 

quite large in the initial block of analysis, and for a smaller number of models, the results 

became unstable once the interaction terms were entered on the second block of the 

logistic regression analysis. These results likely occurred due to two factors. First, such 

difficulties were relatively rare in the present study (i.e., only 27% of participants 

experienced such difficulties over the course of the follow-up period used in this study). 

Second, there are some correlations evident in the data, especially with respect to major 

difficulties. It is important to note that the parameter estimates (B and SEIB) were within 

acceptable ranges. Therefore, it would be prudent to replicate these findings in a larger 

sample in order to demonstrate consistency of findings. However, this does not lessen 

the impact of the overall findings of the present study. 

Clinical Characteristics 

A set of logistic regression analyses was conducted on the clinical characteristics 

of the sample (i-e., medication status prior to follow-up, psychological therapy status 

prior to follow-up, number of prior episodes, and age at first onset) to determine the 

appropriateness of adding these factors to an additional integrated model which included 

both psychosocial and clinical variables. However, the only clinical variable to 

demonstrate predictive value for relapse was psychological therapy prior to follow-up, 

2(1, N_ = 57) = 4.81, p < .05. The number of prior episodes of depression, age at first 

onset, and medication status prior to follow-up were not significant predictors of 

depressive relapse. Based on these results, it was decided to exclude clinical 



characteristics fiom the following analyses. 

Integrated Psvchosocial Models 

Based on the preceding analyses, three integrated psychosocial models of relapse in 

clinical depression were formulated, taking into account the individual predictors found 

to be significant in the above analyses. The individual predictors and theoretical models 

that proved to be significant predictors of relapse in the preceding analyses were included 

in the final integrated psychosocial model. The difference in explanatory power for the 

three models was reviewed. 

Maior Difficulties Model 

The following variables that were found to be significant individual predictors of 

depressive relapse were entered on one block: major difficulties, social support, task- 

oriented coping, and emotion-oriented coping. On the second block, the following 

predictors that were found to be significant in the theoretical models were entered: 

autonomy-independence, sociotropy, autonomy-solitude, and avoidance-oriented coping. 

Interaction terms were not entered, as the sample size was not large enough to permit 

such fine-grained analyses. 

The integrated model was significantly predictive of depressive relapse, model 

2(4, N = 53) = 30.1 1, g < .05. However, the addition of variables on the second block 

did not add significant predictive value to the model, block 2(4, N_ = 53) = 6.30, p = 

.18. This model accounted for 68% of the variance in the dependent variable and 

correctly classified 83% of the sample. This result suggests that a combination of major 

difficulties, task-oriented coping, emotion-oriented coping, and social support represent a 

promising integration of psychosocial factors with respect to depression. 
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Severe Difficulties Model 

With the exception of major difficulties, the following variables that were found 

to be significant individual predictors of depressive relapse were entered on one block: 

social support, task-oriented coping, and emotion-oriented coping. On the second block, 

the following predictors that were found to be significant in the theoretical models were 

entered: severe difficulties, independence, sociotropy, solitude, and avoidance-oriented 

coping. Interaction terms were not entered, as the sample size was not large enough to 

permit such fine-grained analyses. 

This integrated model was significantly predictive of relapse, g(3, N = 53) = 

25.47, g < .05. Additionally, the addition of variables on the second block added 

significant predictive value, block $(5, N = 53) = 12.06, g < .05, and improved the 

classification rate fiom 8 1 % to 87%. Approximately 70% of the variance in the 

prediction of depressive relapse was accounted for by this model. 

Severe Events Model 

With the exception of major difficulties, the following variables that were found 

to be significant individual predictors of depressive relapse were entered on the first 

block: social support, task-oriented coping, and emotion-oriented coping. On the second 

block, severe events were entered. Interaction terms were not entered, as the sample size 

was not large enough to permit such fine-grained analyses. 

This integrated model was significantly predictive of relapse, g(3, N = 53) = 

25.47, g < .05, accounting for 52% of the variance in the dependent variable and 

correctly classifjmg 8 1% of the sample. However, the addition of severe events on the 

second block did not add significant predictive value, block ?(I, N = 53) = .58, p = 



Based on the analyses of these integrated models, it appears as though a model 

involving major difficulties, social support, task-oriented coping, and emotion-oriented 

coping offers the most parsimonious integrated model of depressive relapse. 

Discussion 

The purpose of the present study was to confirm and extend knowledge about the 

role of psychosocial factors in depressive relapse. The first goal was to evaluate a 

number of theoretical models of depression. The psychosocial models evaluated were 

chosen based upon their theoretical and clinical relevance to depressive relapse. These 

models were explicitly tested for prediction of depressive relapse, a more common and 

clinically frustrating phenomena than onset of depression, and one that has not received 

much in the way of empirical attention. 

The second goal was to evaluate the possibility of an integrated psychosocial 

model of depressive relapse. To date, few such integrated models have been proposed or 

examined in the depression literature. Given the complexity of the depressive 

phenomenon, and the likelihood that numerous factors are involved in onset and/or 

relapse, this represents a logical direction for depression research. This study represents 

the first longitudinal study to develop and evaluate integrated psychosocial models of 

depressive relapse. 

The present study featured a number of methodological strengths which allowed a 

stringent test of these models. A longitudinal follow-up was conducted for up to 6 

months from the time that participants achieved remission from depression. Participants 

were monitored by telephone on a biweekly basis to assess changes in symptomatology. 
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A structured clinical interview was used to determine the diagnosis of depression. The 

self-report measures used were chosen on the basis of their strong theoretical and 

psychometric qualities. Finally, the most sophisticated method of measurement of life 

events available (the LEDS) was used. All of these features make this a strong study, 

both theoretically and methodologically. 

Based on these merits, the results of the present study offer a promising 

contribution to literature on the course of depression. The findings and their implications 

will be discussed, first examining the contributions of individual predictors and 

theoretical models, followed by a discussion of the integrated psychosocial models. 

Methodological considerations will then be presented, followed by directions for future 

research and clinical implications. 

Summarv of Results 

A series of hierarchical logistic regression analyses were conducted to evaluate 

both the individual predictors and theoretical models. Contrary to prediction, severe life 

events and severe difficulties were not significant predictors of depressive relapse. 

However, major difficulties (i.e., chronic ongoing problems of a relatively severe nature 

that last at least 2 years) were a significant predictor. Further, the congruency hypothesis 

with respect to cognitive-personality variables was generally not supported by the present 

results. The only significant predictive model in this regard was one involving 

interpersonal major difficulties and sociotropy, indicating that for individuals for whom 

interpersonal relationships are very important, ongoing difficulties of an interpersonal 

nature represent a risk factor for depressive relapse. 

The strongest findings in the present study were with respect to social support and 
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coping. The results revealed support'for both the main effects and the buffering models 

of social support. Specifically, on its own, social support is a significant predictor of 

depressive relapse, indicating that lack of social support is predictive of relapse. In 

addition, in support of the buffering hypothesis, models involving social support and each 

of the life stressors were also significant predictors of relapse. Unfortunately, the limited 

sample size as well as the relative infrequency of the life stressors rendered evaluation of 

the interaction terms impossible for two of the models. For the third model (involving 

severe difficulties), the interaction tenn did not add predictive power to the model. 

With respect to coping, results support the main effect model of coping for task- 

oriented and emotion-oriented coping, but not for avoidance-oriented coping. That is, 

decreases in task-oriented coping predicted relapse, whereas increases in emotion- 

oriented coping predicted relapse. Further, support was found for the buffering 

hypothesis, as models involving severe events and both task-oriented and emotion- 

oriented coping were predictive of relapse. As above, decreases in task-oriented coping 

together with severe events were predictive of relapse, whereas increases in emotion- 

oriented coping together with severe events were predictive of relapse. The same pattern 

was found for severe difficulties. Finally, models involving major difficulties with each 

type of coping (task, emotion, avoidance) were predictive of relapse. It is important to 

note that the model involving major difficulties and avoidance-oriented coping was the 

only instance of avoidance-oriented coping being related to outcome. 

The most innovative finding of the present study was with respect to the 

development of an integrated psychosocial model. Specifically, in the present study, 

three integrated models were formulated and evaluated. First, a model involving major 
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difficulties, social support, and two types of coping (task-oriented and emotion- 

oriented) was significantly predictive of depressive relapse, accounting for 60% of the 

variance in the dependent variable and correctly classifying 83% of the sample. Second, 

a model involving social support, two types of coping (task-oriented and ernotion- 

oriented), severe difficulties, independence, sociotropy, solitude, and avoidance-oriented 

coping was also significantly predictive of relapse, accounting for 70% of the variance 

and correctly classifying 87% of the sample. A third model involving social support, 

task-oriented coping, and emotion-oriented coping was also a significant predictor of 

depressive relapse (severe events entered on the second block did not add predictive 

power), accounting for 52% of the variance and correctly classifying 81% of the sample. 

The predictive power of these models is impressive, especially given the findings for the 

individual predictors and theoretical models. Specifically, for the significant individual 

predictors, the amount of variance explained in the dependent variable ranged h m  14% 

to 41 %, and the classification rates ranged fiom 64% to 79%. Similarly, for the 

significant theoretical models, the amount of variance explained by the models ranged 

from 15% to 47%, and the classification rates ranged from 64% to 83%. 

Thus, models involving chronic difficulties of a threatening nature, in conjunction 

with social support, coping responses, and cognitive-personality variables significantly 

predict depressive relapse. Further, these models have greater explanatory power than 

the smaller theoretically-driven models. These models are presented in Figures 1,2, and 

3. 

Clinical factors such as number of prior episodes, age at first onset, and treatment 

status were generally not predictive of depressive relapse (with the exception of 
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Figure 1. Integrated Psychosocial Model Involving Major Difficulties 
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Figure 2. Integrated Psychosocial Model Involving Severe Difficulties 
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Figure 3. Integrated Psychosocial Model Involving Severe Events 
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psychological therapy prior to exit from the study, which was significant) and therefore 

were not included in the integrated models. The lack of predictive power associated with 

these clinical predictors is surprising, given that previous research has found that number 

of prior episodes (e.g., Coryell et al., 1991; Gonzales et al., 1985; Kessing, Andersen, 

Mortensen, & Bolwig, 1998; Lewinsohn, Zeiss, & Duncan, 1989; Solomon et al., 2000) 

and medication status (Dawson, Lavori, Coryell, Endicott, & Keller, 1998; Lavori et al., 

1994; Maj et al., 1992) are strong predictors of the clinical course of depression. In the 

present sample, there was a wide range in terms of number of episodes these participants 

experienced, as would be expected with a representative sample of depressed individuals. 

Therefore, the discrepancy in results obtained compared to other studies is not easily 

explained. However, some researchers have found similar nonsignificant findings for 

number of previous episodes (e.g., Ramana et al., 1995; Staner et al., 1997; van Londen, 

Molenaar, Goekoop, Zwindennan, & Rooijmans, 1998). However, with respect to 

medication, these participants reported use of a wide range of antidepressant medications 

as well as great range in the dosages prescribed. It remains a possibility that the dosages 

for many participants may have been too minimal to have an antidepressant effect and 

that this may account for the lack of relationship between medication status and 

depressive relapse. However, this possibility was not explicitly evaluated. 

The only treatment variable on which the two groups differed was that of 

involvement in psychotherapy during the study period. Specifically, in the present 

sample, participants in the relapsed group were more likely to have been involved in 

psychotherapy compared to participants in the stable remitted group. This unexpected 

finding raises interesting possibilities regarding the possible role of psychotherapy in 
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relapse. However, such speculation must be tempered with an analysis of the method 

of measurement used to arrive at this finding. Specifically, the rating was made by 

tallying the number of participants who reported that they had been involved in 

"individual therapy" or "counselling" during the study period. Judgements were not 

made regarding the type, quality, or source of the therapy, nor were criteria provided to 

define the above terms for participants. Consequently, it is possible that the estimates of 

psychotherapy involvement are not as accurate as they could have been if a more 

sensitive method of measurement had been used. Future research should more carefully 

evaluate the possibility that psychotherapy is associated with depressive relapse by 

providing participants with explicit definitions of psychotherapy and developing a 

scheme to evaluate what constitutes psychotherapy. 

hdications 

What do the present results indicate with respect to both the individual predictors 

and the component models specified by theory? First, these results suggest that severe 

psychosocial stressors are only of etiological significance for depressive relapse if they 

are of an ongoing nature. The implication of this finding is that problems that resolve 

relatively quickly (i.e., within a month), regardless of their severity while they last, are 

not as important for depressive relapse as those that persist over a period of months or 

years. 

Circumscribed life events, such a strong predictor of depression in many studies, 

did not appear as such in the present study. However, these results are not entirely out of 

keeping with previous research. Methodological variance may account, at least in part, 

for the predictive significance in the present study of ongoing difficulties. For example, 
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researchers who have explicitly evaluated ongoing difficulties have found support for 

their role in depression. For example, in the original Brown and Harris (1978) study, 

major difficulties (i.e., those rated high on threat and lasting more than 2 years) were also 

associated with increased depression. This effect was present in the absence of severe 

events, and presence of both events and difficulties resulted in little increase of 

depression above that for either one on its own. 

Further, self-report checklist measures of life stress measurement have been used 

in a large proportion of previous life stress research that has found support for the role of 

discrete events. Unfortunately, these measures typically do not differentiate between 

discrete events and ongoing difficulties (cf. Monroe & Roberts, 1990; Monroe & Simons, 

1991). What is captured by such measures is a mixture of events and difficulties which 

are assumed to be "events", likely resulting in an inflated estimate of the significance of 

discrete life events. 

However, there are several additional possibilities that may account for this 

finding in the present study. First, it is important to note that this study represented a 

rigorous test of the contribution of psychosocial stressors to depressive relapse by 

analyzing only those events that were substantially threatening to the individual (cf. 

Brown & Harris, 1978; 1986; 1989). This significantly reduces the number of life events 

included for analysis, and therefore may yield a more conservative estimate of the 

strength of psychosocial stressors in prediction of relapse. 

Further, while previous research has provided evidence for the role of severe life 

events and difficulties in the course of depression, research specifically addressing the 

role of such stressors in depressive relapse is less common. It is possible that for relapse, 
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less severe events may have etiological importance. For example, it has been proposed 

that the effect of life events decreases in magnitude as the number of depressive episodes 

increases (e.g., Brugha et al., 1997). Post (1992) proposed that over time episodes of 

depression become more spontaneous and less closely tied to the occurrence of life 

stressors. Consequently, he proposed that psychosocial stressors would be more strongly 

associated with initial episodes of depression and less strongly associated with relapse of 

depression. Recent studies (e.g., Kendler, Thornton, & Gardner, 2000; Lewinsohn et al., 

1999) have found support for this hypothesis. 

Perhaps less severe life stressors have the potential to act in an additive fashion to 

precipitate depressive relapse. Historically, Kraepelin (1 92 1, as cited in Monroe et al., 

1996, p. 3 13) described this possibility, noting that for one his patients, her depression 

came on the heels of "the death first of her husband, next of her dog, and then of her 

dove". Based in part on the theoretical model proposed by Brown and Harris (1 978), the 

present study did not evaluate the possibility that minor life stress might predict 

depressive relapse. However, it will be important for future research to comparatively 

evaluate the role of severe and minor life stressors in the prediction of depressive relapse. 

Second, it may be that our sample experienced less of these types of events 

compared to samples used in previous studies. For example, in the present study, only 

33% of the relapsed participants experienced severe events prior to relapse. However, 

this is comparable to 39% found in the original Brown and Harris (1978) study. 

Researchers have also investigated the relative amount of life stressors that put a person 

at risk for onset of depression. For example, Brown and Harris (1 978) found that three or 

more severe life events appeared to represent a critical threshold for risk of onset of 



95 
depression. For the present sample, the number of severe life events experienced 

ranged from zero to two in each group. Perhaps the relative infrequency of events in this 

sample is indicative that this threshold is critical. Again, however, Brown and Harris 

(1986) found that most depressed individuals in their sample had experienced only one 

event prior to onset. As well, in the present study, different statistical methods were used 

to assess the relationship between severe events and depression, compared to those used 

by Brown and Harris (1978, 1986). This is a point that will be returned to in a 

subsequent section. 

Future research should address the possibility that a certain threshold of events is 

required by comparing outcome for individuals who experience three or more severe 

events with those who experience less than three severe events. Further, the importance 

of this threshold should be evaluated over the course of depression to determine whether 

the threshold varies relative to number of episodes experienced. 

Third, of methodological interest, a dichotomous predictor variable of presence or 

absence of stressors was used, in keeping with the work of Brown and Hams. However, 

using number of events, or a rate value (as recommended by Surtees & Duff$ 1989) may 

have allowed for more power in the analysis. However, it is important to remember that 

the analysis of major difficulties was seemingly not affected by this data consideration. 

Fourth, it is possible that looking at all types of severe events obscured the 

possible significance of specific types of severe events. For example, Brown and Harris' 

group (Brown & Harris, 1978; 1986; Brown, Harris, & Hepworth, 1995) have proposed 

that events involving loss a d o r  humiliation seem to be particularly strongly related to 

onset of depression. Perhaps an analysis of the specific types of severe events 



experienced by the present sample would have resulted in a different pattern of 

findings. However, such an analysis was not done for the present study. It will be 

important for future research to comparatively examine the results found for all severe 

events versus those reflecting loss andlor humiliation. 

Regardless of the possible reasons for the non-significance of life events in this 

study, the fact that difficulties lasting for at least 2 years were found to predict depressive 

relapse is an exciting finding. This result suggests that the length of time a stressor is 

experienced may be the critical depressogenic aspect of life stress. Perhaps a process of 

erosion is involved, wherein the individual's personal resources slowly erode by virtue of 

dealing with chronic problems (cf. Monroe & Simons, 1991; Joiner, 2000). It is 

reasonable to hypothesize that as people experience ongoing difficulties, their sources of 

social support may dwindle, their ability to use healthy coping responses may become 

impaired, and consequently their ability to be buffered by these resources would be 

significantly reduced. Further, it may be that such an erosive process would operate 

differentially across episodes of depression, becoming more prominent for subsequent, 

compared to initial episodes of depression (cf. Dobson, 2000). It will be important for 

future research to further evaluate this possibility. Additionally, it would be informative 

to evaluate the temporal association of ongoing difficulties relative to the pattern of 

personal resources, such as coping responses and social support. For example, if personal 

resources for dealing with life stressors are eroded by chronic difficulties, when does this 

occur? Such research would shed light on the possibility that such ongoing stressors have 

the effect of eroding personal resources, and in this way represent a risk factor for 

depressive relapse. 
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With respect to the cognitive congruency hypothesis (Beck, 1983), the results of 

the present study suggest that the match between cognitive-personality vulnerability and 

type of severe life stressor experienced is generally not important in predicting relapse, 

with one exception. Once again, major difficulties appear to be an important factor in 

depressive relapse, as the only aspect of the congruency hypothesis that was supported by 

the present results was the model involving interpersonal major difficulties and 

sociotropy. The remaining congruency models were not supported in the present study. 

Again, several possibilities exist to explain this finding. First, it may be that only 

pathological levels of such cognitivepersonality vulnerability factors represent a risk 

factor that, in combination with psychosocial stressors, would predict relapse of 

depression. However, it was not possible in the present investigation to conduct such a 

fine-grained analysis given the limited sample size. 

Second, this study provided a rigorous test of the congruency hypothesis by only 

including severe events and difficulties. Such a strategy necessarily limits the number of 

psychosocial stressors evaluated, which has statistical implications for the analyses 

conducted. It may be that such a stringent approach worked against finding a significant 

effect for the congruency hypothesis. Certainly, previous research investigating the 

congruency hypothesis has not made this type of distinction (Hammen et d., 1989a; 

Segal et al., 1992). However, in keeping with the assumption that only such severe 

stressors have etiological significance for depression, it was necessary to limit analyses to 

these types of events. Further research comparing the support for the congruency 

hypothesis using different measures of life events and different types of life events (e.g., 

severe, minor) would help to clarifl this issue (cf. Clark & Oates, 1995). 
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Another methodological difference that may have affected the results with 

respect to sociotropy and autonomy was the use of the Revised Sociotropy-Autonomy 

Scale (Clark & Beck, 199 1). The majority of research investigating sociotropy and 

autonomy has used the original Sociotropy-Autonomy Scale (Beck, 1983), therefore the 

possibility exists that these variables as measured by the revised scale are not 

synonymous with those on the original scale. For example, .in a recent study with a 

similar sample but using the original Sociotropy-Autonomy Scale, Mazure, Raghavan, 

Maciejewski, Jacobs, and Bruce (2001) found support for a main effect of sociotropy and 

autonomy in predicting onset of depression. Further, they found that specific aspects of 

sociotropy and autonomy (i.e., concern about disapproval and need for control, 

respectively) were likely to predict depressed status. It would be helpful for future 

research to directly compare the results of the original with the revised Sociotropy- 

Autonomy Scale in terms of predicting depression in order to determine whether 

differences in the measures are responsible for some of the discrepancies in the research 

findings. 

The results of the Mazure et al. (2001) study also lend support to the 

possibility that there are healthy and unhealthy aspects of these cognitive-personality 

variables. The concept of sociotropy has been criticized on the grounds that it features 

healthy aspects of interdependence in addition to more unhealthy aspects of dependency 

(cf. Coyne & Whiffen, 1995). Further specification of specific aspects of these cognitive- 

personality variables and their relationship to depression might permit a stronger test of 

the congruency hypothesis. Future research should evaluate this possibility to determine 

whether specific aspects of sociotropy and autonomy are involved in depressive relapse. 
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An additional possibility is that the meanings attached to severe events may 

differ across individuals, despite appearing to be related to interpersonal and/or 

achievement issues according to the researcher. For example, Kwon & Whisman (1 998) 

note that "ending a relationship" would be considered an interpersonal event by 

researchers, while to the individual it may mean a loss of status and thus represent an 

achievement-related event. They suggest further that the concepts of sociotropy and 

autonomy will in fact influence how individuals perceive events (e.g., highly sociotropic 

individuals may interpret most events as having interpersonal implications due to the 

importance such individuals place on interpersonal relationships). Future research should 

evaluate this hypothesis with respect to depression in general and depressive relapse in 

particular. 

A final possibility is that cognitive-personality variables may not be as relevant to 

depressive relapse as they seem to be for onset of depression. It may be that once an 

individual has experienced an episode of depression, additional episodes require less in 

the way of precipitants (e.g., Post, 1992). It will be important for future research to 

evaluate the relative role of sociotropy and autonomy in predicting various aspects of the 

course of depression. 

The present findings lend strong support to the theory that lack of social support is 

a risk factor for relapse, both on its own and in combination with life stressors. This is an 

important finding, given the clinical implications for prevention and intervention. In fact, 

Harris and colleagues (Harris, Brown, & Robinson, 1999a; 1999b) tested the hypothesis 

that social support from trained laypeople would have a beneficial effect on individuals 

suffering fiom depression. They conducted a randomized controlled trial of a 12-month 
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period of "volunteer befiiending". A sample of 43 chronically depressed women 

received "befiiending" while a matched control group served as a wait-list control group. 

At the 12-month follow-up, 65% of the befiiended group had remitted, compared to 39% 

of the control group. Further, other possible explanatory factors (i.e., active treatment, 

symptom severity, duration of episode, comorbidity) were not associated with remission 

or with intervention status. 

The strong findings for the role of social support in depressive relapse give rise to 

a number of conceptual questions. Specifically, what is it about social support that is so 

important to depression? Is it the opportunity to express feelings and share important 

information with others? Or is it the comfort of knowing someone is there if support is 

needed? Certainly we can expect that social support means different things to different 

people. It will be important for fbture research to determine whether specific aspects of 

social support can be isolated that are especially crucial in tems of depression. 

Further, does the impact of social support change over the course of depression? 

Considering Post's (1992) theory with respect to life events, is it possible that the same 

process is at work in terms of social support? That is, should the predictive strength of 

social support decrease over the course of depression, so that for later episodes it is less 

important than for earlier episodes? The results of the present study certainly do not 

support this hypothesis, as they suggest that social support plays as significant a role in 

depressive relapse as has been demonstrated in onset of depression. Additionally, if 

Post's (1 992) theory holds for life events, what are the implications for the buffering 

model of social support? If life stressors take on less of a predictive role in subsequent 

episodes of depression, a significant buffering model may represent a stronger predictive 
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role for social support. Research evaluating the relative role of each in prediction of 

depressive relapse would be informative. 

Another issue has to do with the experience of depression on social support. The 

social withdrawal that is common in depression likely has some impact on social support 

(cf Joiner, 2000). The possible implications of social withdrawal at a time when social 

support appears to be critical remains to be evaluated. Further, whether such a process 

would operate differentially across the course of depression remains to be seen. 

In the present study, social support was measured across a number of sources (i.e., 

a composite measure including support from family, fiends, and a significant other was 

used). Some researchers have argued that social support fiom specific sources is crucial 

with respect to onset of depression (e.g., marital partners; Brown & Harris, 1978; Brown 

& Prudo, 198 1 ; Coyne & DeLongis, l986), however this possibility has not been 

explicitly evaluated with respect to depressive relapse. It will be important for 

researchers to continue to evaluate the specific components of social support that are 

important in the course of depression. 

Finally, social support is likely not a static entity, but rather more adequately 

characterized as a dynamic process. Existing methods of assessing social support may 

not capture the process of social support. For example, it is possible that social support 

changes in some characteristic way in the time fiame between remission and relapse that 

is not captured by the standard assessment at the time of remission andlor relapse. Most 

importantly, the process of social support may have a differential impact at different 

stages of the course of depression. It will be important for future research to address the 

issue of social support as a process in order to evaluate the potential impact of that 



102 
process on the various aspects of the course of depression. 

The present results also suggest that coping responses are critical to prediction of 

relapse, both on their own and in combination with life stressors. Specifically, the 

presence of task-oriented coping appears to be negatively related to depressive relapse. 

Lack of this type of active problem-solving approach is predictive of relapse. 

Conversely, the presence of emotion-oriented coping appears to be positively related to 

depressive relapse. That is, ruminative strategies (e.g., thinking about the situation, 

expressing your feelings about the situation, but not actively attempting to change the 

situation) are predictive of relapse. These results provide support for Nolen-Hoeksema's 

(1991) work on ruminative coping and its role in depression. Surprisingly, avoidance- 

oriented coping was not, on its own, predictive of relapse. However, in combination with 

major difficulties, the presence of such distraction strategies (e.g., eating, drinking, 

focusing on something else) was significantly predictive of relapse. 

Many of the same issues can be raised for coping as for social support. Again, 

coping is likely not a static entity, but a process that changes over time and is impacted 

both by individual and social factors. Whether this process has differential effects over 

the course of depression, such as those described as possibilities for social support, 

remains to be addressed in future research. 

The importance of coping in depressive relapse, as found in the present study, has 

clinical implications for prevention and intervention. For example, the significance of 

task-oriented coping responses lends support for the common therapeutic tasks of activity 

scheduling, evaluation of pros and cons of situations, and successive approximation that 

are used in cognitive-behavioral therapy for depression. Each of these tasks (and others) 



103 
focus on helping the client to actively deal with problematic situations rather than 

dwelling on the emotional impact of these difficulties. Additionally, these results 

support the possibility of improving coping responses as a means of preventing 

depression. For example, psychoeducational programs could be developed to teach 

people the importance of coping processes in depression, and provide specific 

information on how to improve coping skills (cf. Joiner, 2000). Further, 

psychotherapeutic work could include a more specific focus on teaching such coping 

skills. 

One of the interesting aspects of the findings with respect to both coping and 

social support is the relative predictive adequacy of the main effect versus buffering 

models. For social support, the amount of variance explained increased fiom 40% with 

the main effect model to only 45% in the buffering models. Further, the classification 

rate remained the same when looking at the main effect versus buffering models, and in 

fad, decreased somewhat for two of the buffering models. 

The main effects model of coping accounted for 18% of the variance, while the 

buffering models ranged fiom explaining 18% to 47% of the variance. Further, the 

classification rates for the buffering models were either the same as, or lower than those 

for the main effect model. Thus, it appears that for these psychosocial models, fiuther 

research is required to elucidate the specific configurations which most adequately 

explain the phenomena of relapse. Specifically, a more fine-grained analysis of the 

specific components of task-oriented and emotion-oriented coping that are associated 

with depressive relapse should be explored. Further exploration of buffering models may 

help to explain the specific aspects of social support and coping that interact with life 
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stressors to predict depressive relapse. Finally, the relative independence or 

interdependence of the main effects and buffering models should be explored. That is, 

are the main effects and buffering models relatively independent of each other, with each 

accounting for variance not accounted for by the other? Or, conversely, is more variance 

explained once the life stress term is added as compared to the main effects model alone? 

Future research should explore these issues in order to allow a better understanding of the 

role and significance of social support and coping models of depressive relapse. 

The most provocative finding in the present study was the significance of the 

integrated psychosocial models. This study provides preliminary evidence that prediction 

of depressive relapse may be improved by integrating information fiom a number of 

psychosocial models. For example, the integrated psychosocial model involving major 

difficulties accounted for 60% of the variance in the dependent variable and correctly 

classified 83% of the sample. The integrated model involving severe difficulties 

accounted for 70% of the variance in the dependent variable, and correctly classified 87% 

of the sample. However, the integrated model involving severe events predicted 52% of 

the variance, but severe events did not contribute to this prediction. Please refer to 

Figures 1,2, and 3 presented previously. 

Comparatively, the largest amount of variance accounted for by significant 

individual predictors was 40%, and by significant theoretical models was 45%. Also, the 

classification rate ranged from 70% to 79% for significant individual predictors and fiom 

64% to 83% for significant theoretical models. Thus, it is apparent that the integrated 

psychosocial models possess better explanatory power than these component theoretical 

models. 
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One of the issues to consider in this regard is that of parsimony. The goal of 

logistic regression analysis is to arrive at the best explanatory model with the smallest 

number of predictors (Tabachnick & Fidell, 1996). The integrated model involving 

major difficulties appears to be the most parsimonious model of prediction of depressive 

relapse. Additionally, examination of the statistical results in their entirety (i.e., 

correlational analyses, chi-square analyses, logistic regression analyses) reveals the 

importance in this sample of major difficulties, social support, task-oriented coping, and 

emotion-oriented coping in prediction of depressive relapse. 

However, discounting the second model involving severe difficulties means 

discounting a 10% increment in predictive adequacy. At least two issues would need to 

be addressed prior to assuming that the additional 10% of variance explained is important 

to the prediction of depressive relapse. First, it is possible that in the integrated model 

involving severe difficulties, entering severe difficulties on the second block made it 

appear as though the other predictors in the second block added value to the prediction, 

when it may be that only severe difficulties was responsible for this additional value. 

Second, the incremental value added by the severe difficulties model comes with 

the addition of several predictors. It will be important for future research to replicate this 

study with a larger sample in order to determine whether each of the additional predictors 

in the integrated model involving severe difficulties adds significant incremental value in 

the prediction of depressive relapse. 

Finally, the third model involving severe events does not appear to represent the 

best fitting model to the data. The integrated model involving major difficulties accounts 

for more than an additional 3 1% of the variance in the dependent variable compared with 
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the integrated model involving severe events, with the addition of only one predictor 

variables (major difficulties). Additionally, severe events did not contribute to the 

predictive adequacy of the model, and therefore it cannot be seen to be comparable to the 

other two integrated models in which life stressors did contribute to the prediction of 

depressive relapse. Based on these considerations, the integrated model involving major 

difficulties (see Figure 1) appears to represent the most parsimonious model of depressive 

relapse. 

The sample size in the present study did not allow a fine-grained analysis of the 

specific configurations of predictive variables in these integrated models. However, it is 

interesting to speculate on what these relationships might look like. The fact that social 

support, specific types of coping responses, and ongoing difficulties are all important 

predictors in both the theoretical models and in the integrated psychosocial models raises 

the question of how these variables might impact one another throughout the course of 

depression. It has been suggested (e.g., Lewinsohn, Steinmetz, Larson, & F d i n ,  1981; 

Rohde, Lewinsohn, & Seeley, 1990) that the experience of depression permanently alters 

or "scars" an individual's personality. In the context of the present findings, it seems 

more appropriate to hypothesize that the experience of depression may alter an 

individual's level of social support and coping abilities. For example, a "scar" of 

depression may be a reduction in social support or a reduced ability to use effective 

coping skills, such that these represent risk factors for subsequent relapse. Such a 

hypothesis would help to explain why coping and social support play such an integral 

role in prediction of relapse relative to cognitive-personality variables. It may be that 

cognitive-personality vulnerabilities are more important for predicting initial onset of 
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depression, but that for later episodes, coping and social support become more 

important. An alternative possibility is that coping and social support somehow interact 

with each other to modify the effects of life stressors. Unfortunately, an explicit analysis 

of these possibilities were not feasible in the present study, and remains to be evaluated in 

future research. 

Although preliminary, these results support the suggestion (e.g., Paykel, 1994) 

that life stressors are not an exclusive risk factor for depression, and open the door for 

future analyses of complex, and likely more representative, models of psychosocial 

factors in depression. A move toward integrative models is beginning to occur (e.g., 

Bieling & Alden, 2001; Hammen et al., 1995). 

Additionally, the psychosocial models chosen for the present study, although 

conceptually and methodologically important, are not the only models that could be 

evaluated in this way. These results provide support for alternative models of depression 

(e.g., interpersonal, attributional models, etc.) to consider the possibility of more 

integrated models of prediction. 

Strenfzths of the Present Study 

The present study featured a number of methodological strengths. The primary 

strength was the labor-intensive and rigorous methodology used to monitor participants 

to determine depressive status as well as timing of events and difficulties. Specifically, 

participants were telephoned biweekly to monitor depressive symptoms, which allowed 

accurate dating of both remission and relapse, and also ensured that episodes of 

depression were not missed. This methodology represents a significant improvement 

over previous studies which have monitored participants less regularly or have not held 



constant the length of time participants have been remitted. Many studies 

investigating relapse have included participants with varying lengths of remission or 

recovery (e.g., ranging from weeks to years). In the present study, participants were 

required to have achieved remission within 8 weeks prior to beginning the study. 

Holding this variable constant allowed a more specific evaluation of the role of 

psychosocial factors in relapse, rather than possibly conhsing this with the role of these 

factors in recurrence of depression (as noted previously, it cannot be assumed that these 

processes are similar). Additionally, the use of a longitudinal follow-up allowed the issue 

of direction of causality to be addressed. 

Stringent criteria corresponding to DSM-IV diagnostic standards were used to 

establish remission and relapse. This is one of the few studies to use the dichotomous 

outcome variable of relapse versus stable remission, whereas many studies evaluate 

symptom severity as a continuous outcome variable which is then assumed to be 

representative of the construct of depressive relapse. Although utilizing a dichotomous 

variable necessitates restrictions on the types of statistical analyses that can be used, it 

was necessary given the research question to be addressed. Specifically, if depressive 

relapse is the outcome of interest, it is necessary to explicitly evaluate outcome based on 

existing definitions of relapse. Depressive symptoms can be seen to exist along a 

continuum, however, distinct episodes of depression necessitate a categorical model. 

Consequently, although depressive symptom severity represents an adequate outcome 

variable for many studies interested more generally in the course of depression (e.g., 

chronicity, exacerbation of symptoms), an explicit evaluation of relapse requires 

definition of the outcome variable that represents the outcome of interest (i.e., relapse, 



stable remitted). The present study featured such an outcome variable. 

Another strength of the present study was the intensive method of assessment, 

especially with respect to the measurement of life stressors. Specifically, the timing of 

events and difficulties was carefully identified in order to distinguish between events 

prior to onset and those that occurred after onset. As necessary for an evaluation of the 

etiological significance of psychosocial stressors, only those stressors that occurred after 

remission but prior to relapse were included. Using a contextual threat measure allowed 

us to conceptualize the relative threat of each life stressor for each participant taking into 

consideration her specific life circumstances. Also, only severe events, severe 

difficulties, and major difficulties were included in these analyses, as these have been 

shown to be of etiological significance for depression (e.g., Brown & Harris, 1978; 1986; 

1989). Thus, this study represents a more rigorous evaluation of the role of psychosocial 

stressors in relapse than previous studies that have used self-report methodologies andlor 

have included all reported life stressors without consideration of severity. 

The independence (i.e., the extent to which the stressors were the result of the 

depression itself) of life stressors was also evaluated. Researchers such as Brown and 

Harris (1978) have recommended that stressors which might be a consequence of the 

depression (e.g., being fired because of missing work due to depressive symptoms) be 

excluded fiom analyses of prediction of depression. However, not all researchers have 

heeded this recommendation, and thus have run the risk of confusing cause and effect. 

The present study followed the lead of Brown and Harris in determining the 

independence of psychosocial stressors and excluding those stressors that may be a 

consequence of the depression itself. Hammen's (1991) stress-generation hypothesis 
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proposed that depression leads to the generation of stressful life events, rather than life 

stressors leading to depression. The findings of a recent study (Harkness, Monroe, 

Simons, & Thase, 1999) provided support for that hypothesis in recurrent depression, 

finding that individuals who experienced recurrent episodes of depression seem to 

generate much of the life stress they experience. The exclusion of "non-independent" 

events provides strength to the conclusion that, in the present study, life stressors are 

predictive of relapse, rather than the reverse. 

Another methodological strength of the present study was the use of a fairly 

representative sample of women suffering from depression. Specifically, the participants 

were recruited fkom a wide array of sources, including both hospital and community 

settings. Although many of our participants had not sought treatment for depression, the 

inclusion criteria required that they met strict diagnostic criteria for depression according 

to the SCID-I in order to be included in this sample. Although individuals suffering fkom 

the most severe cases of depression may have been underrepresented due to the 

recruitment strategies used (i.e., choosing not to recruit participants h m  inpatient 

psychiatric units), analysis of the range of BDI-I1 scores of the participants reveals that 

this sample represents a wide range of depressive severity. The representativeness of the 

sample was also improved by including individuals with common comorbid conditions 

(such as anxiety disorders). 

Limitations of the Present Study 

A primary limitation of this study was the limited sample size available for our 

analyses. This size resulted in spite of an extensive recruitment strategy spanning a 

period of more than two years, and involving numerous recruitment sources. It is 
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unfortunate that such recruitment is so arduous, given the necessity of large sample 

sizes to adequately evaluate psychosocial models of relapse. 

Additionally, the sample was not entirely representative of Canadian or North 

American culture in general. Specifically, it consisted of predominantly Caucasian 

participants and thus the results should be generalized with caution to other cultural 

groups. In addition, because we restricted our focus to women, the results cannot be 

generalized to depressive relapse in men. 

Another possible limitation is that, by necessity, measurement of life stressors 

occurred once participants had relapsed. It is possible that the experience of depression 

may have led participants to report stressors in a negative fashion. However, the LEDS' 

use of numerous interview probes to gather enough detail to make a contextual threat 

rating worked against this possibility. Additionally, life stressors were also measured at 

the time of remission in order to provide information about the level of stressors present 

at that time. Although the data gathered in these remission assessments were not 

included in the predictive models evaluated, they provided valuable information about the 

reporting styles of our participants that allowed an informal evaluation of tendencies to 

over- or underreport life stressors. Based on these considerations, although the 

possibility of a depressive bias exists, it is unlikely that it accounted for the findings of 

the present study. 

With respect to life stress measurement, only negative and threatening events and 

difficulties were evaluated in the present study, as these appear to have etiological 

significance for depression. Consequently, more minor events and/or positive events that 

may represent a "fiesh start" (e.g., positive events that signal the end to a stressor or the 
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possibility of positive change for the future) were not evaluated. Such "fi-esh start" 

events have been found to be associated with recovery from depression, possibly because 

they have the effect of neutralizing the effect of negative stressors (Brown, Adler, & 

Bifulco, 1988; Brown and Harris, 1978; 1989). Although assessing these types of events 

would have added more information to understanding the course of depression for this 

sample, it was not done for two reasons. First, the primary objective of the present study 

was to predict relapse of depression rather than remission or recovery Erom depression. 

Second, taking this approach would have meant using the full LEDS interview and 

assessing all minor events that participants experienced, which would have added 

approximately two hours to each assessment time required for each participant. This was 

considered prohibitive given the large time commitment participants were already 

required to make. 

Further, we did not specifically address the issue of resolution of difficulties. The 

long-term contextual threat rating for events assured that a relatively quickly resolved 

event was not included as a severe event. What this meant is that a very severe event 

which was quickly (i.e., within 10-14 days) resolved was not included for analysis, as the 

long-term contextual threat rating would reflect this resolution. An example of such an 

event would be rushing a child to the hospital for what appears to be a serious illness, and 

finding out within a few days that it was a simple illness fiom which helshe will quickly 

recover and suffer no long-term consequences. Thus, in terms of long-term contextual 

threat, this event would not meet criteria for a severe event. However, for difficulties, it 

is more difficult to make an assumption about the impact of resolution of a difficulty. In 

the present study, difficulties were included for analysis if they had been rated as severe 
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difficulties within the study period, regardless of whether the difficulty had resolved 

by the follow-up assessment. This does not present a problem for the major difficulties, 

as none of them had resolved prior to the follow-up assessment. However, for the severe 

difficulties, some of them had lessened in contextual severity prior to the follow-up 

assessment. In discussions with Tirril Harris (personal communication, November 12, 

2001), we have debated this issue in terms of what happens when a difficulty is reduced 

in severity or resolved and what the temporal impact is of such reductions. That is, does 

the impact of the difficulty immediately dissipate, or does the impact cany on for some 

time following resolution? If it continues to impact the individual, for what length of 

time? These are issues that remain to be addressed in future research. 

Finally, with respect to life stressors, we did not purposely investigate the 

differential impact of initial versus subsequent episodes of depression in terms of the 

possibility of differential risk factors or thresholds for risk factors. It may be that events 

and difficulties play differential roles across the course of depression. This is an issue to 

be addressed in future research. 

One of the possible limitations of the present study was the potential influence of 

the biweekly phone calls on the course of depression. Given the importance of social 

support to the course of depression, one concern was that the biweekly phone calls might 

provide an unintended source of social support to our participants. To assess this impact, 

participants were requested to complete an "exit questionnaire'' upon completion of the 

study in order to determine whether the biweekly phone calls had either a positive or 

negative impact on the individual. Approximately half (49%) of the participants who 

completed this exit questionnaire indicated that the biweekly calls had no impact on their 
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daily lives. Thirty-seven percent indicated that these calls "somewhat" affected them, 

and a further 14% indicated that the calls "very much" affected their daily life. 

Anecdotally, a few participants indicated that repeated use of the BDI-I1 has helped them 

to understand their symptom picture and recognize the signs of a relapse. However, that 

statement was not echoed in the results of the exit questionnaire. Further, given that the 

relapse rates in the present study were consistent with those from previous studies (cf 

Belsher & Costello, 1988), it seems likely that this biweekly contact did not influence the 

course of depression for this sample. 

Another limitation is that, by virtue of the follow-up period, the period of 

remission and the time to relapse are necessarily restricted. Future research should 

investigate the possibility that the psychosocial predictors investigated in the present 

study also hold for individuals who remain remitted (or in essence, recovered) for longer 

periods of time, and those who relapse (or more accurately, experience recurrence) over 

longer periods of time. It may be that this sample represents a high-risk group for 

relapse, as relapses occurred relatively quickly following remission. 

Finally, the present study does not represent a comprehensive assessment of all 

psychosocial predictors or models of depression. Although the models chosen for the 

present study were conceptually and clinically relevant, they do not represent the only 

psychosocial models of depression. For example, interpersonal models (e.g., Coyne, 

1 W6), models involving attributional style (e.g., Abramson, Metalsky, & Alloy, 1989), 

and models of dysfunctional attitudes (e.g., Beck, 1987) were not evaluated in the present 

study. Further, even with respect to the psychosocial models we did evaluate, there were 

aspects of each model that were not explicitly evaluated. For example, researchers have 
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studied the role of the appraisal processes that result in specific coping responses 

(Lazarus & Folkman, 1984). Additionally, various aspects of social support have been 

investigated (e.g., instrumental and expressive aspects; Dean & Lin, 1977; Thoits, 1982). 

Although these variables are likely important, they were not explicitly evaluated in the 

present study. 

The models evaluated in the present study represented proximal risk factors. 

Although research investigating the developmental origins of such proximal risk factors 

as well as more distal risk factors has been recommended (Alloy, 2001 ; Ingram, 2001), 

that was not a focus of the present study. Additionally, as this investigation focused on 

psychosocial models, other possible predictor variables (e.g., comorbidity of Axis II 

disorders) that may be implicated in relapse (cf. Hart, Craighead, & Craighead, 2001) 

were not included. Given the results of the present study, it is possible that future 

research could replicate this study and incorporate additional aspects of these models as 

well as other models of psychosocial and clinical predictors. 

Additional Methodological Issues 

In addition to the strengths and limitations discussed above, there are three 

additional methodological issues that must be addressed in the context of the present 

study. First, the criteria used for remission and relapse in the present study were not as 

stringent as some researchers have suggested. Specifically, the definition of remission 

used for the present study specified that participants no longer met criteria for a 

depressive episode (i.e., they had experienced 3 or less symptoms for a period of at least 

2 weeks). Consequently, a very small number of participants (4.80%) included in the 

final analyses relapsed fairly quickly (i.e., prior to being remitted for 8 weeks, a 
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minimum standard used in some studies). However, the remainder, although not 

required to be remitted for long periods of time, on average were remitted for 

approximately 1 1 1 days. Therefore, although it was not a requirement, most participants 

were remitted for at least 8 weeks. 

The term "relapseyy was used to refer to the emergence of a new depressive 

episode, regardless of amount of time spent in a remitted state. This choice was in 

keeping with the general standard of terminology for depression in which relapse is 

defined as the return of symptoms that meet criteria for an episode of depression within 4 

to 6 months of remission. Thus, the term relapse was used in the present study as it most 

adequately describes the course of depression within the time frame we have chosen. 

The timing of assessments represents another methodological issue in the present 

study. Cognitive-personality vulnerability was assessed at time 1 (remission), and other 

measures were assessed at both time 1 and time 2 (relapse, 6-month follow-up). 

However, the decision was made to use scores on these measures (with the exception of 

SAS) at the time of follow-up precisely because of the nature of depression. The 

assumption was made that coping (for example) at the time of remission may differ from 

that at follow-up, and that this would be causal, rather than a consequence of the relapse. 

However, for the purpose of the present study, this distinction does not seem critical, as 

aggregate correlational analyses revealed that (with the exception of emotion-oriented 

coping) scores on these measures did not appreciably change over the follow-up period. 

However, it is important to note that simple effects tests revealed that there was some 

change on variables over time (i.e., sociotropy, emotion-oriented coping, task-oriented 

coping, social support) when looking at each group separately. 
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A final methodological issue has to do with statistical analyses. In the present 

study, hierarchical logistic regression analyses were conducted to evaluate the 

hypotheses, due to the use of a combination of dichotomous and continuous predictor 

variables, and a dichotomous outcome variable (relapse, stable remission). Using the 

same outcome variable, alternative statistical analyses such as discriminant function 

analysis could have been used. However, in comparing the two methods, logistic 

regression was chosen based on its merits relative to discriminant function analysis. 

Specifically, the predictor variables are required to be continuous for discriminant 

function analysis, which precludes the use of dichotomous life stress predictors. Further, 

discriminant function analysis has been criticized as being less reliable than logistic 

regression in the outcome it produces (e.g., Tabachnick & Fidell, 1996). Another 

alternative would have been survival analysis, an adaptation of logistic regression 

analysis that allows a determination of the role of time in the prediction of relapse. 

Specifically, survival analysis allows calculation of the amount of time that participants 

remain remitted prior to relapse. However, the goal of the present study was to predict 

depressive relapse, rather than, more specifically, the time to relapse. Therefore, logistic 

regression analysis was seen to be a more appropriate analysis. 

Alternatively, consideration of a continuous outcome variable (such as depressive 

symptom severity) would have meant that other statistical analyses (e.g., multiple 

regression analysis, MANOVA, or structural equation modeling) could have been 

employed. As noted previously, use of a dichotomous outcome variable limits the 

statistical analyses that can be used. However, at this preliminary stage of research 

specifically investigating relapse of depression, it seems important to carefully match the 
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outcome of interest with the outcome variable used. Future research may well 

consider replicating studies of relapse using a continuous outcome variable in order to 

allow use of more complex statistical methods. 

It certainly would be interesting to compare the results found in the present study 

with those that may have been found using other statistical methods. One of the 

limitations of depression research has been the heterogeneity of statistical methods used 

so that it becomes difficult to compare results across studies (cf. Parry & Shapiro, 1986; 

Tennant & Bebbington, 1978). The common occurrence of conflicting results found in 

the depression literature may be at least partially accounted for by this diversity of 

statistical methods. Future research should explicitly evaluate the impact of different 

statistical methods (and thus, assumptions about the nature of the relationships among 

variables) on results obtained. 

Future Directions 

The present study represents an important contribution to the research literature, 

both for what it reveals about the role of psychosocial models of depression, and for what 

it suggests about the development of this field of inquiry. The results of this preliminary 

investigation suggest that psychosocial factors are integral to predicting depressive 

relapse. Further work is required to clarify methodological issues and to elucidate the 

specific configurations of these psychosocial variables that most adequately explain the 

phenomenon of relapse. A number of suggestions have been made in the preceding 

sections, and are simply highlighted here. A number of additional possibilities for such 

future research are also presented. 

First, the results of the present study must be replicated with larger and more 
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diverse samples. Additionally, with larger samples, it will be possible to more fully 

evaluate the relative importance of each predictor, as well as the pattern of interactions 

among predictors. Methodologically, steps must be taken to begin to evaluate the process 

of relapse and the role of psychosocial factors throughout this process. One of the 

difficulties with assessing variables like social support at one time point is that the 

measurement does not reflect the potentially fluid nature of such a variable. This fluidity 

must somehow be captured in fbture studies in order to hlly explain the predictive value 

of social support in the come of depression. 

Another issue for future research has to do with the various stages of the course of 

depression. It is important to remember that models of relapse are not necessarily 

synonymous with models of onset or of depressive severity (cf Dobson, 2000). This 

study specifically addressed the issue of relapse. Given the relatively short follow-up 

period, it may be that participants who relapse within this time fiame represent a high- 

risk group for relapse. This may have implications for the pattern of &dings relative to 

studies of recurrence after a longer period of recovery. Future research should replicate 

the present study using a longer follow-up period in order evaluate these psychosocial 

models with respect to recurrence. In fact, a 12-month follow-up with the same sample is 

currently being conducted in order to evaluate this issue. It will be interesting to see 

whether the pattern of findings is replicated with this longer follow-up, or whether other 

patterns emerge. 

Second, the pattern of findings with respect to life stressors opens up many 

questions about the role of life events in the course of depression. For example, the 

relative infrequency of severe events in this sample may be an indication that a certain 
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threshold of events is critical. Future research should explicitly investigate this 

possibility with respect to depressive relapse. Additionally, the possibility that such a 

threshold changes over the course of depression also needs to be evaluated. 

The importance of chronic, negative difficulties in the prediction of depressive 

relapse, while providing valuable information, also stimulates many questions about how 

such stressors exert an influence on the course of depression. Specifically, what impact 

does the experience of such stressors have on an individual's personality, on their coping 

resources, their sources of social support, or their ability to access sources of social 

support? Conversely, what impact do these variables have on the difficulty itself? For 

example, there is emerging evidence to suggest that depressed individuals may actually 

generate the stress that then maintains their depression (cf Joiner, 2000, Hammen, 1991). 

However, this does not appear to be influential in the present study (as non-independent 

events were excluded fiom analysis). Finally, does this pattern of relationships change 

over the course of depression? Future research must evaluate the significance of these 

predictors, their relationships with each other and with outcome, and the stability of 

patterns of results across the course of depression. 

Third, given the strong findings for social support and coping, it would be 

beneficial for futue research to conduct a more fine-grained analysis of the buffering 

models in order to explain the specific aspects of social support and coping that interact 

with life stressors to predict depressive relapse. Additionally, future research should 

investigate whether the strength of the social support and coping models are mediated by 

the cognitive-personality variables. For example, it would be interesting to evaluate 

whether social support plays a stronger buffering role for highly sociotropic individuals 
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(e.g., Cheung, Sun, Mak, & Fung, 1997), or whether different types of coping 

responses are more beneficial for autonomous versus sociotropic individuals (e.g., Sun, 

Cheung, Fung, & Mak, 1999). These hypotheses were not explicitly tested in this study. 

As with the life events literature, researchers in the social support literature have 

recommended that the "independenceyy of social support be investigated (e.g., Paykel, 

1994). That is, to what extent does depression affect the receipt of social support? Use 

of interview measures of social support (e.g., O'Connor & Brown, 1984) which provide 

information about appraisal processes as well, may be usefil in this regard. Such 

research would allow a better understanding of the possibility of a reciprocal relationship 

between social support and depression. 

With respect to the congruency hypothesis, it will be important to clarify the 

nature of the cognitive-personality vulnerability that is associated with depression. 

Future research could replicate the present study with a larger sample, but utilize only 

participants who exhibit extreme scores on the Sociotropy-Autonomy Scale. This would 

allow an exploration of the importance of pathological levels of sociotropy and autonomy 

on the course of depression. Further, specific comparison of the role of such 

vulnerability factors in predicting various aspects of the depressive experience (e.g., 

onset, relapse, remission, etc.) would provide valuable information regarding the relative 

importance of such vulnerability factors across the course of depression. 

Finally, it will be important for future research to build on research on depressive 

relapse, by evaluating the integrated psychosocial models found using alternative 

statistical methods such as structural equation modeling which can provide more detailed 

information about the relationships among the variables. It is unfortunate, however, that 



SEM cannot be conducted with dichotomous outcome variables, as this would 

represent the best test of a model of depressive relapse. 

Clinical Imlications 

The present results suggest several clinical implications, as well as those for 

theory addressed above. The clinical implications of the results that have already been 

discussed will be highlighted, and additional recommendations will be discussed in the 

final setion. 

Given the relatively strong predictive ability of chronic stressors, social support, 

and coping responses, it seems logical to suggest that these variables could be seen as risk 

factors identifjring individuals who are prone to experience a relapse. Additionally, it 

seems plausible that interventions targeting these aspects may be helpful in both treating 

and preventing depression (e.g., Lewinsohn & Clarke, 1984) . First, it is possible that 

psychoeducational programs could be developed in which information is provided about 

"healthy" aspects of coping and social support. Such psychoeducational programs would 

not need to be restricted to the impact of these variables on depression alone, but could 

represent one aspect of a large-scale prevention strategy for psychopathology in general. 

Second, it seems logical to suggest that treatment for depression should feature an 

emphasis on chronic difficulties experienced by the individual. Additionally, such 

treatment should specifically teach coping skills and ways to increase andlor improve 

social support (e.g., Paykel, 1994). 

These integrated models hold great promise for advancing our understanding of 

possible mechanisms involved in depressive relapse. Such understanding is important for 

the advancement of both theoretical and clinical knowledge of depressive relapse. 
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Theoretically, such knowledge will allow for more fine-grained analyses of the 

specific predictors involved, their interactions, and the relationships among each other. 

Clinically, such knowledge may allow identification of individuals at risk for relapse, as 

well as avenues for prevention and intervention. Given the incredible burden of suffering 

associated with depression (e.g., Holden, 2000), it is imperative that such endeavors are 

undertaken to better understand and help individuals who suffer fkom depression. 



124 
References 

Abramson, L. Y., Metalsky, G. I., & Alloy, L. B. (1989). Hopelessness depression: A 

theory-based subtype of depression. Psvchological Review. 96,358-372. 

Abramson, L. Y., Seligman, M. E., & Teasdale, J. D. (1978). Learned helplessness in 

humans: Critique and reformulation. Joumal of Abnormal Psvcholonv. 87,49-74. 

Akiskal, M. S. (1 983). Dysthymic disorder: Psychopathology of proposed chronic 

depressive subtypes. American Journal of Psvchiatw. 140,ll-20. 

Aldwin, C. M., & Revenson, T. A. (1 987). Does coping help? A re-examination of the 

relation between coping and mental health. Journal of Personalitv and Social 

P S Y C ~ O ~ O ~ .  53,337-348. 

Alloway, R., & Bebbington, P. (1987). The buffer theory of social support: A review of 

the literature. Psvcholo~cal Medicine, 17,91-108. 

Alloy, L. B. (2001). The developmental origins of cognitive vulnerability to depression: 

Negative interpersonal context leads to personal vulnerability. Cornitive T h e r a ~ ~  

and Research 25,349-35 1. 

American Psychiatric Association (1994). Diagnostic and statistical manual of mental 

disorders (4th ed.). Washington, DC: American Psychiatric Association. 

Andrews, J. G. (1978). Life event stress and psychiatric illness. Psvcholonical Medicine, 

8,545-549. 

Andrews, B., & Brown, G. W. (1988). Social support, onset of depression and 

personality: An exploratory analysis. Social Psvchiatrv & Psvchiatric 

Evidemiolo~. 23,99-108. 

Aneshensel, C. S., & Huba, G. J. (1 984). An integrative causal model of the antecedents 



125 
and consequences of depression over one year. Research in Communitv & 

Mental Health. 4,35-72. 

Aneshensel, C. S., & Stone, J. D. (1982). Stress and depression: A test of the buffering 

model of social support. Archives of General Psychiatry, 39,13 92- 1396. 

Barnett, P. A., & Gotlib, I. H. (1988). Psychosocial functioning and depression: 

Distinguishing among antecedents, concomitants, and consequences. 

Ps~cholopical Bulletin, lO4,97-126. 

Beaudet, M. P. (1 996). Depression. Health Reports, 7,ll-24. 

Bebbington, P., Sturt, E., Tennant, C., & Hurry, J. (1984). Misfortune and resilience: A 

community study of women. Psychological Medicine. 14,347-363. 

Beck, A. T. (1972). Depression: Causes and treatments. Philadelphia: University of 

Pennsylvania Press. 

Beck, A. T. (1976). Cognitive therapy and the emotional disorders. New York: 

International Universities Press. 

Beck, A. T. (1983). Cognitive therapy of depression: New perspectives. In P. J. Clayton 

& J. E. Barrett (Eds.), Treatment of dmression: Old controversies and new 

approaches (pp. 265-284). New York: Raven Press. 

Beck, A. T. (1987). Cognitive models of depression. Journal of Connitive 

Psychotherapy, 1,s-37. 

Beck, A. T., Epstein, N., & Harrison, R. (1983). Cognitions, attitudes, and personality 

dimensions in depression. British Journal of Cognitive Psvchotheravv, 1, l -  16. 

Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive t h e r a ~ ~  of 

depression. New York: Guilford Press. 



126 
Beck, A.T., Steer, R. A., Ball, R., & Ranieri, W. F. (1996b). Comparison of the Beck 

Depression Inventories-IA and -11 in psychiatric outpatients. Journal of 

Personality Assessment. 67,588-797. 

Beck, A.T., Steer, R. A., & Brown, G. K. (1 996a). Manual for the Beck Depression 

Inventory - I1 (2nd ed.). San Antonia: The Psychological Corporation. 

Beck, A. T., Steer, R. A., & Garbin, M. G. (1988). Psychometric properties of the Beck 

Depression Inventory: Twenty-five years of evaluation. Clinical Psycholom 

Review, 8,77-100. 

Bieling, P. J., & Alden, L. E. (2001). Sociotropy, autonomy, and the interpersonal model 

of depression: An integration. Cognitive Therapy and Research, 25,167-1 84. 

Belsher, G., & Costello, C. G. (1988). Relapse aRer recovery fkom unipolar depression: 

A critical review. Psychological Bulletin. 104,84-96. 

Berti Ceroni, G., Neri, C., & Pezzoli, A. (1984). Chronicity in major depression: A 

naturalistic prospective study. Journal of Affective Disorders. 7-12 1 - 144. 

Billings, A. G., Cronkite, R. C., & Moos, R. H. (1983). Social-environmental factors in 

unipolar depression: Comparisons of depressed patients and nondepressed 

controls. Journal of Abnormal Psycholonv. 92,119-133. 

Billings, A. G., & Moos, R. H. (1981). The role of coping responses and social resources 

in attenuating the stress of life events. Journal of Behavioral Medicine, 4,139- 

157. 

Billings, A. G., & Moos, R. H. (1984). Coping, stress, and social resources among adults 

with unipolar depression. Journal of Personality and Social Psycholonv, 46,877- 

891. 



127 
Billings, A. G., & Moos, R. H. (1983a). Life stressors and social resources affect 

posttreatment outcomes among depressed patients. Journal of Abnormal 

Psvchologv, 94,140-1 53. 

Billings, A. G., & Moos, R. H. (1985b). Psychosocial processes of remission in unipolar 

depression: Comparing depressed patients with matched community controls. 

Journal of Consulting and Clinical Psycholow, 3,3 14-325. 

Blaine, J. D., Prien, R. F., & Levine, J. (1983). The role of antidepressants in the 

treatment of affective disorders. American Journal of Psvchotheravv. 37,502- 

520. 

Blatt, S., Quinlan, D., Chevron, E., McDonald, C., & Zuroff, D. (1982). Dependency and 

self-criticism: Psychological dimension for depression. Journal of consult in^ and 

Clinical Psvchologv. 50,113-124. 

Bolton, W., & Oatley, K. (1987). A longitudinal study of social support and depression 

in unemployed men. Psvcholo@cal Medicine. 17,453-460. 

Boyce, P., Parker, G., Barnett, B., Cooney, M., & Smith, F. (1991). Personality as a 

vulnerability factor to depression. British Journal of Psychiatry, 159,106- 1 14. 

Brown, G. W. (1 989). Life events and measurement. In G. W. Brown & T. 0. Harris 

(Eds.), Life events and illness (pp. 3-45). New York: Guilford Press. 

Brown, G. W., Adler, Z., & Bifulco, A. (1988). Life events, difficulties and recovery 

from chronic depression. British Journal of Psychiatry, 152,487-498. 

Brown, G.W., Andrews, B., Harris, T. O., Adler, Z., & Bridge, L. (198th). Social 

support, self-esteem and depression. Psycholonical Medicine. 16,8 13-83 1. 

Brown, G. W., Bifulco, A., Harris, T. O., & Bridge, L. (1986a). Life stress, chronic 



128 
psychiatric symptoms and vulnerability to clinical depression. Journal of 

Affective Disorders, 1 1,l-  1 9. 

Brown, G. W., & Harris, T. (Eds.). (1978). The social origins of depression. New York: 

Free Press. 

Brown, G. W., & Harris, T. (1982). Disease, distress, and depression. Journal of 

Affective Disorders, 4,l-8. 

Brown, G. W., & Harris, T. 0. (1986). Establishing causal links: The Bedford College 

studies of depression. In H. Katschnig (Ed.), Life events and ~svchiatric 

disorders: Controversial issues (pp. 107-1 87). Cambridge, England: Cambridge 

University Press. 

Brown, G. W., & Harris, T.O. (Eds.). (1989). Life events and illness. New York: 

Guilford Press. 

Brown, G. W., Harris, T. O., & Hepworth, C. (1995). Loss, humiliation and entrapment 

among women developing depression: A patient and non-patient comparison. 

Psvcholorrical Medicine, 25,7-21. 

Brown, G. W., & Prudo, R. (1981). Psychiatric disorder in a Nal and an urban 

population: I. Aetiology of depression. Psvcholopjcal Medicine, 1 1,58 1-599. 

Brugha, T. S., Bebbington, P. E., MacCarthy, B., Sturt, E., Wykes, T., & Potter, J. 

(1 990). Gender, social support and recovery from depressive disorders: A 

prospective clinical study. Psvcholo~cal Medicine. 20,147-1 56. 

Brugha, T. S., Bebbington, P. E., Stretch, D. D., MacCarthy, B., & Wykes, T. (1997). 

Predicting the short-term outcome of first episodes and recurrences of clinical 

depression: A prospective study of life events, difficulties, and social support 



129 
networks. Journal of Clinical Psvchiatrv, 58,298-306. 

Campbell, E., Cope, S., & Teasdale, J. (1983). Social factors and affective disorder: An 

investigation of Brown and Harris's model. British Journal of Psvchiatrv, 143, 

548-553. 

Cecil, H., Stanley, M. A., Carrion, P. G., & Swann, A. (1995). Psychometric properties 

of the MSPSS and NOS in psychiatric outpatients. Journal of Clinical 

PSVC~O~OEV. 5 1,593-602. 

Cheung, S-K., Sun, S. Y. K., Mak, Y-S., & Fung, W-W. (1997). Sociotropy/autonomy 

and differential effects of social support on psychological well-being. 

Psvcholonia, 40,112- 120. 

Clark, D. A., & Beck, A. T. (1991). Personality factors in dysphoria: A psychometric 

refinements of Beck's Sociotropy-Autonomy Scale. Journal of Psvchopatholo~ 

and Behavioral Assessment, 13,369-388. 

Clark, D. A., Beck, A. T., & Brown, G. K. (1992). Sociotropy, autonomy, and life event 

perceptions in dysphoric and nondysphoric individuals. Comitive Theravv and 

Research. 16,635-652. 

Clark, D. A., & Oates, T. (1 995). Daily hassles, major and minor life events, and their 

interaction with sociotropy and autonomy. Behavior Research and Therapy. 33, 

8 19-823. 

Clark, D.A., Steer, R.A., Beck, A.T., & Ross, L. (1995). Psychometric characteristics of 

the revised sociotropy and autonomy scales in college students. Behavioural 

Research and Theravv. 33,325-334. 

Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffering hypothesis. 



130 
Psycholo~cal Bulletin. 98,3 10-357. 

Collins, D. L., Baum, A., & Singer, J. E. (1983). Coping with chronic stress at Three 

Mile Island: Psychological and biochemical evidence. Health Psvcholow, 2, 

149-1 66. 

Coryell, W., Endicott, J., & Keller, M. B. (1991). Predictors of relapse into major 

depressive disorder in a nonclinical population. American Journal of Psvchiatr/, 

148,1353-1358. 

Costello, C. G. (1982). Social factors associated with depression: A retrospective 

community study. Psvcholo~cal Medicine, 12,329-339. 

Coyne, J. C. (1 976). Toward an interactional description of depression. Psvchiatrv, 39, 

28-40. 

Coyne, J. C., Aldwin, C., & Lazarus, R. S. (1 98 1). Depression and coping in stressful 

episodes. Journal of Abnormal Psychology, 90,439-447. 

Coyne, J. C., & DeLongis, A. (1986). Going beyond social support: The role of social 

relationships in adaptation. Journal of Consultinn & Clinical Psvcholom 54, 

454-460. 

Coyne, J. C., & Downey, G. (1991). Social factors and psychopathology: Stress, social 

support, and coping processes. Annual Review of Psvcholow. 42,401-425. 

Coyne, J. C., & Gottlieb, B. H. (1996). The misrneasure of coping by checklist. Journal 

of Personality, 64,959-99 1. 

Coyne, J. C., & Whiffen, V. E. (1995). Issues in personality as diathesis for depression: 

The case of sociotropy-dependency and autonomy-self-criticism. Psvcholo~cal 

Bulletin, 1 18,358-378. 



131 
Dahlem, N. W., Zimet, G. D., & Walker, R. R. (1991). The multidimensional scale of 

perceived social support: A confinnation study. Journal of Clinical Psvcholonv, 

47 756-761. 

Dalgard, 0. S., Bjork, S., & Tambs, K. (1995). Social support, negative life events and 

mental health. British Journal of Psvchiatrv, 166,29-34. 

Dawson, R., Lavori, P. W., Coryell, W. H., Endicott, J., & Keller, M. B. (1998). 

Maintenance strategies for unipolar depression: An observational study of levels 

of treatment and recurrence. Journal of Affective Disorders. 49,3 1-44. 

Dean, A,, & Lin, N. (1977). The stress-buffering role of social support. Journal of 

Nervous & Mental Disease. 165,403-41 7. 

Dobson, K. S. (2000). Chronic processes in depression: Differentiating self and other 

influences in onset, maintenance, and relapsefrecurrence. Clinical Psvchologv: 

Science and Practice. 7,236-239. 

Dohrenwend, B. S., Krasnoff, L., Askenasy, A. R., & Dohrenwend, B. P. (1978). 

Exemplification of a method for scaling life events: The PER1 life events scale. 

Journal of Health & Social Behavior. 19,205-229. 

Dohrenwend, B. P., Levav, I., Shout, P. E., Link, B. G., Skodol, A. E., & Martin, J. L. 

(1 987). Life stress and psychopathology: Progress on research begun with 

Barbara Snell Dohrenwend. American Journal of Community Psvcho1op;v. 15, 

677-715. 

Dohrenwend, B. P., Link, B. G., Kern, R., Shout, P.E., & Markowitz, J. (1990). 

Measuring life events: The problem of variability within event categories. Stress 

Medicine, 6,179-1 87. 



132 
Dozois, D. J. A., Dobson, K. S., & Ahnberg, J. L. (1998). A psychometric evaluation 

of the Beck Depression Inventory-11. Psvcholonical Assessment, 10,83-89. 

Endicott, J., & Spitzer, R. L. (1978). A diagnostic interview: The schedule for affective 

disorders and schizophrenia. Archives of General Psvchiarv, 35,837-844. 

Endler, N. S., & Parker, J. D. A. (1990). The multidimensional assessment of coping: A 

critical evaluation. Journal of Personalitv and Social Psvcholonv, 58,844-854. 

Endler, N. S., & Parker, J. D. A. (1994). Assessment of multidimensional coping: Task, 

emotion, and avoidance strategies. Psvcholocrical Assessment, 6,50-60. 

Endler, N. S., Rutherford, A., & Denisoff, E. (1999). Beck Depression Inventory: 

Exploring its dimensionality in a nonclinical population. Journal of Clinical 

Ps~cholow. 55,1307-1 3 12. 

First, M. B., Gibbon, M., Spitzer, R. L., & Williams, J. B. W. (1996). Structured Clinical 

Interview for DSM-TV Axis I Disorders - Research Version (SCID-I, Version 2.0, 

February, 1996, Final version). New York: Biometries Research. 

Flaherty, D. M., Gaviria, F. M., Black, E. M., Altman, E., & Mitchell, T. (1983). The 

role of social support in the functioning of patients with unipolar depression. 

American Journal of Psvchiatry. 140,473-476. 

Folkman, S., & Lazarus, R. S. (1986). Stress processes and depressive syrnptomatology. 

Journal of Abnormal Psvcholow, 95,107- 1 1 3. 

Folkman, S., Lazarus, R. S., Gruen, R., & DeLongis, A. (1986). Appraisal, coping, 

health status, and psychological symptoms. Journal of Personalitv and Social 

Psvcholonv. 50,571-579. 

Fondacaro, M. R., & Moos, R. H. (1987). Social support and coping: A longitudinal 



133 
analysis. American Journal of Community Psvcholo w, 15,653-673. 

Franche, R-L., & Dobson, K. S. (1992). Self-criticism and interpersonal dependency as 

vulnerability factors to depression. Cognitive Thera~v and Research. 16,419- 

435. 

Frank, E., Prien, R. F., Jarrett, R. B., Keller, M. B., Kupfer, D. J., Lavori, P. W., Rush, A. 

J., & Weissman, M. M. (1991). Conceptualization and rationale for consensus 

definitions of terms in major depressive disorder: Remission, recovery, relapse, 

and recurrence. Archives of General Psychiatrv, 48,851-855. 

Ganellen, R. J., & Blaney, P. H. (1984). Hardiness and social support as moderators of 

the effects of life stress. Journal of Personality and Social Psvcholow, 47,156- 

163. 

Gillis, J. S., & Laming, D. (1989). Cognitive mediation of responses to life stress. 

Behavioral Medicine. 15,18-22. 

Gonzales, C. R., Lewinsohn, P. M., & Clark, G. N. (1 985). Longitudinal follow-up of 

unipolar depressives: An investigation of predictom of relapse. Journal of 

Consulting: and Clinical Psvcholow. 53,46 1-469. 

Hallstrom, T. (1 986). Social origins of major depression: The role of provoking agents 

and vulnerability factors. Acta Psvchiatica Scandinavica, 73,383-389. 

Hammen, C. (1991). Generation of stress in the course of unipolar depression. Journal 

of Abnormal Psvcholow. 100,555-561. 

Hammen, C. L., Burge, D., Daley, S. E., Davila, J., Paley, B., & Rudolph, K. D. (1995). 

Interpersonal attachment cognitions and prediction of symptomatic responses to 

interpersonal stress. Journal of Abnormal Psvcholonv, 104,436-443. 



134 
Hammen, C., Ellicott, A., & Gitlin, M. (1989b). Vulnerability to specific life events 

and prediction of course of disorder in unipolar depressed patients. Canadian 

Journal of Behavioural Science, 21,377-3 88. 

Hammen, C., Ellicott, A., Gitlin, M., & Jamison, K. R. (1 989a). Sociotropy/autonomy 

and vulnerability to specific life events in patients with unipolar depression and 

bipolar disorders. Journal of Abnormal Psvchologv, 98,154-160. 

Hammen, C., Marks, T., Mayol, A., & deMayo, R. (1985). Depressive self-schemas, life 

stress, and vulnerability to depression. Journal of Abnormal Ps~cholow, 94,308- 

319. 

Harris, T. O., Brown, G. W., & Robinson, R. (1999a). Befiiending as an intervention for 

chronic depression among women in an inner city. I. Randomized controlled 

trial. British Journal of Psychiatry. 174,2 19-224. 

Harris, T. O., Brown, G. W., & Robinson, R. (1 999b). Befiiending as an intervention for 

chronic depression among women in an inner city. 2. Role of fiesh-start 

experiences and baseline psychosocial factors in remission fkom depression. 

British Journal of Psychiatry, 174,225-232. 

Harkness, K. L., Monroe, S. M., Simons, A. D., & Thase, M. (1999). The generation of 

life events in recurrent and non-recurrent depression. Psvcholonical Medicine, 

29,135-144. 

Hart, A. B., Craighead, W. E., & Craighead, L. W. (2001). Predicting recurrence of 

major depressive disorder in young adults: A prospective study. Journal of 

Abnormal Psychologv, 1 10,633-643. 

Henderson, A. S., Duncan-Jones, P., McAuley, H., & Ritchie, K. (1978). The patient's 



135 
primary group. British Journal of Psvchiatrv, 132,74-76. 

Hirschfeld, R. M. A., Klerman, G. L., Lavori, P., Keller, M. B., Griffith, P., & Coryell, 

W. (1989). Prernorbid personality assessments of major depression. Archives of 

General Psvchiatrv, 46,345-350. 

Hirschfeld, R. M. A., Klerman, G. L., Clayton, P. J., Keller, M. B., & Andreason, N. C. 

(1 984). Personality and gender-related differences in depression. Journal of 

Affective Disorders, 7,2 1 2-22 1. 

Holahan, C. J., & Moos, R. H. (1991). Life stressors, personal and social resources, and 

depression: A 4-year structural model. Journal of Abnormal Psvcholo~, 100,3 1- 

38. 

Holden, C. (2000). Mental health. Global survey examines impact of depression. 

Science, 288,39-40. 

Holmes, T.H., & Rahe, R.H. (1967). The social readjustment rating scale. Journal of 

Psvchosomatic Research. 1 1,213-21 8. 

Ingram, R. E. (2001). Developing perspectives on the cognitive-developmental origins of 

depression: Back is the future. Cognitive Thera~v and Research. 25,497-504. 

Joiner, T. E. (2000). Depression's vicious scree: Self-propagating and erosive processes 

in depression chronicity. Clinical Psvchologv: Science & Practice. 7,203-21 8. 

Katschnig, H. (1 986). Measuring life stress - a comparison of the checklist and panel 

technique. In H. Katschnig (Ed.), Life events and psvchiatric disorders: 

Controversial issues (pp. 74- 106). New York: University Press. 

Kazarian, S. S., & McCabe, S. B. (1991). Dimensions of social support in the MSPSS: 

Factorial structure, reliability, and theoretical implications. Journal of 



136 
Communitv Psvcholow, 19,150-160. 

Keller, M. B., Lavori, P. W., Endicott, J., Coryell, W., & Klerman, G. L. (1983). 

"Double depression": Two-year follow-up. American Journal of Psychiatry, 140, 

689-694. 

Keller, M. B., Lavori, P. W., Lewis, C. E., & Klerman, G. L. (1983). Predictors of 

relapse in major depressive disorder. Journal of the American Medical 

Association, 250,3299-3304. 

Keller, M. B., Lavori, P. W., & Mealler, T. (1992). Time to recovery, chronicity, and 

levels of psychopathology in major depression: A 5-year prospective follow-up 

of 43 1 subjects. Archives of General Psvchiatrv, 49,809-8 16. 

Keller, M. B., Lavori, P. W., Rice, J., Coryell, W., & Hirschfeld, R. M. A. (1986). The 

persistent risk of chronicity in recurrent episodes of nonbipolar major depressive 

disorder: A prospective follow-up. American Journal of Psvchiatrv. 143,24-28. 

Kendler, K. S., Thornton, L. M., & Gardner, C. 0. (2000). Stressful life events and 

previous episodes in the etiology of major depression in women: An evaluation 

of the "kindling" hypothesis. American Journal of Psychiatry, 157,1243-125 1. 

Kessing, L. V., Andersen, P. K., Mortensen, P. B., & Bolwig, T. G. (1998). Recurrence 

in affective disorder. I. Case register study. British Journal of Psvchiatrv, 172, 

23-28. 

Kessler, R. C. (1 997). The effects of stressful life events on depression. Annual Review 

of P~v~hologv, 48,19 1-2 14. 

Kuykh, W., & Brewin, C. R. (1994). Stress and coping in depressed women. Comitive 

Thera~v and Research. 18.403-41 2. 



137 
Kwon, P., & Whisman, M. A. (1 998). Sociotropy and autonomy as vulnerabilities to 

specific life events: Issues in life event categorization. Comitive Theravv and 

Research. 22,353-362. 

Lam, D. H., Green, B., Power, M. J., & Checkley, S. (1996). Dependency, matching 

adversities, length of survival and relapse in major depression. Journal of 

Affective Disorders, 37,8 1-90. 

Lara, M. E., Leader, J., & Klein, D. N. (1997). The association between social support 

and come of depression: Is it confounded with personality? Journal of Abnormal 

Psvchologv. 106,478-482. 

Lavori, P. W., Keller, M. B., Scheftner, W., Fawcett, J., Mueller, T.I., & Coryell, W. 

(1 994). Recurrence after recovery in unipolar MDD - An observational follow-up 

study of clinical predictors and somatic treatment as a mediating factor. 

International Journal of Psychiatric Methods. 4.2 1 1-229. 

Lazarus, R. S. (1993). From psychological stress to the emotions: A history of changing 

outlooks. Annual Review of Psvcholow, 441-21. 

Lazarus, R. S., & Follanan, S. (1984). Stress. amraisal. and coving. New York: 

Springer. 

Lewinsohn, P. M., Allen, N. B., Seeley, J. R., & Gotlib, I. H. (1999). First onset versus 

recurrence of depression: Differential processes of psychosocial risk. Journal of 

Abnormal Psychologv, 108,483-489. 

Lewinsohn, P. M., & Clarke, G. N. (1984). Group treatment of depressed individuals: 

The "coping with depression" course. Advances in Behaviour Research & 

Theravy, 6,99- 1 14. 



138 
Lewinsohn, P. M., Hoberman, H. M., & Rosenbaurn, M. (1988). A prospective study 

of risk factors for unipolar depression. Journal of Abnormal Psvcholom. 97,25 1 - 

264. 

Lewinsohn, P. M., Steinmetz, J. L., Larson, D. W., & Franklin, J. (1981). Depression- 

related cognitions: Antecedent or consequence? Journal of Abnormal 

Psvcholom, 90,213-219. 

Lewinsohn, P. M., Zeiss, A. M., & Duncan, E. M. (1989). Probability of relapse after 

recovery fiom an episode of depresion. Journal of Abnormal Psvcholonv, 98, 

107-1 16. 

Lin, N., Ensel, W., Simeone, R., & Kuo, W. (1979). Social support, stressful life events 

and illness: A model and an empirical test. Journal of Health and Social 

Behavior. 20,108-1 19. 

Maj, M., Veltro, F., Pirozzi, R., Lobrace, S., & Magliano, L. (1992). Pattern of 

recurrence of illness after recovery fiom an episode of major depression: A 

prospective study. American Journal of Psvchiatrv, 149,795-800. 

Mattlin, J. A., Wethington, E., & Kessler, R. C. (1990). Situational determinants of 

coping and coping effectiveness. Journal of Health and Social Behavior, 3 1,103- 

Mazure, C. M., Bruce, M. L., Maciejewski, P. K., & Jacobs, S. C. (2000). Adverse life 

events and cognitive-personality characteristics in the prediction of major 

depression and antidepressant response. American Journal of Psvchiatrv. 157, 

896-903. 

Mazure, C. M., Raghavan, C., Maciejewski, P. IC, Jacobs, S. C., &Bruce, M. L. (2001). 



139 
Cognitive-personality characteristics as direct predictors of unipolar major 

depression. Cognitive Therapy & Research. 25,215-225. 

McNaughton, M. E., Patterson, T. L., Irwin, M. R., & Grant, J. (1992). The relationship 

of life adversity, social support, and coping to hospitalization with major 

depression. The Journal of Nervous and Mental Disease, 180,491-497. 

McQuaid, J. R., Monroe, S. M., Roberts, J. R., Johnson, S. L., Garamoni, G. L., Kupfer, 

D. J., & Frank, E. (1992). Toward the standardization of life stress assessment: 

Definitional discrepancie and inconsistencies in methods. Stress Medicine, 8,47- 

56. 

McQuaid, J. R., Monroe, S. M., Roberts, J. R., Kupfer, D. J., & Frank, E. (2000). A 

comparison of two life stress assessment approaches: Prospective prediction of 

treatment outcome in recurrent depression. Journal of Abnormal Psycholom, 

109.787-79 1. 

Mazure, C. M., Raghavan, C., Maciejewski, P. K., Jacobs, S. C., & Bruce, M. L. (2001). 

Cognitive-personality characteristics as direct predictors of unipolar major 

depression. Comitive Therapy and Research, 25,215-225. 

Melfi, C. A., Chawla, A. J., Croghan, T. W., Hanna, M. P., Kennedy, S., & Sredl, K. 

(1998). The effects of adherence to antidepressant treatment guidelines on relapse 

and recurrence of depression. Archives of General Psychiatry, 55,1128-1 132. 

Mitchell, R. E., Cronkite, R. C., & Moos, R. H. (1983). Stress, coping and depression 

among married couples. Journal of Abnormal Psycholom. 92,433-448. 

Mitchell, R. E., & Hodson, C. A. (1983). Coping with domestic violence: Social support 

and psychological health among battered women. American Journal of 



Comrnunitv Psvchologv. 1 1,629-654. 

Monroe, S. M., Kupfer, D. J., & Frank, E. F. (1 992). Life stress and treatment course of 

recurrent depression: I. Response during index episode. Journal of Consulting & 

Clinical Psvcholonv, 60.71 8-724. 

Monroe, S.M., & Roberts, J.E. (1 990). Conceptualizing and measuring life stress: 

Problems, principles, procedures, progress. Stress Medicine, 6,209-21 6. 

Monroe, S. M., Roberts, J. E., Kupfer, D. J., & Frank, E. (1996). Life stress and 

treatment course of recurrent depression. Journal of Abnormal Psvchologv, 105, 

3 13-328. 

Monroe, S. M., & Simons, A. D. (1991). Life stress in the context of diathesis stress 

theories: Implications for the depressive disorders. Psvcholonical Bulletin, 1 10, 

406-425. 

Monroe, S. M., & Steiner, S. C. (1986). Social support and psychopathology: 

Interrelations with preexisting disorder, stress, and personality. Journd of 

Abnormal Psvcholonv, 95.29-39. 

Moore, R. G., & Blackbum, I-M. (1996). The stability of sociotropy and autonomy in 

depressed patients undergoing treatment. Co&tive Therapv and Research. 20, 

69-80. 

Moos, R. H. (1992). Stress and coping theory and evaluation research. Evaluation 

Review, 16,534-553. 

Nolen-Hoeksema, S. (1991). Responses to depression and their effects on the duration of 

the depressive episode. Journal of Abnormal Psvchologv. 100,569-582. 

O'Connor, P., & Brown, G. W. (1984). Supportive relationships: Fact or fancfl Journal 



141 
of Social and Personal ~elationshi~s. 1,159- 1 75. 

Oei, T.I. (1988). Method and technique of life events research in depression and anxiety. 

Comurehensive Psychiatry, 29,566-574. 

Oei, T. I., & Zwart, F. M. (1986). The assessment of life events: Self-administered 

questionnaire versus interview. Journal of Affective Disorders. 10,185-1 90. 

Oldehinkel, A. J., Ormel, J., & Neeleman, J. (2000). Predictors of time to remission from 

depression in primary care patients: Do some people benefit more fhm positive 

life change than others? Journal of Abnormal Psychologv. 109,299-307. 

O'Leary,D., Costello, F., Gormley, N., & Webb, M. (2000). Remission onset and relapse 

in depression: An 18-month prospective study of course for 100 first admission 

patients. Journal of Affective Disorders, 57,159- 1 7 1. 

Parker, J. D., & Endler, N. S. (1992). Coping with coping assessment: A critical review. 

Eurovean Journal of Personality, 6,32 1-344. 

Parry, G., & Shapiro, D. A. (1986). Social support and life events in working class 

women. Archives of General Psychiatry, 43,3 15-323. 

Paykel, E. S. (1994). Life events, social support and depression. Acta Psychiatrica 

Scandinavica. Sum1 377,5048. 

Paykel, E. S. (1997). The interview for recent life events. Psycholo~cal Medicine, 27, 

301-310. 

Paykel E. S., & Cooper, Z. (1992). Life events and social stress. In E. S. Paykel (Ed.), 

Handbook of affective disorders (2nd ed.) (pp. 149-170). Guilford Press: New 

York. 

Paykel, E. S., Cooper, Z., Ramana, R., & Hayhurst, H. (1996). Residual symptoms after 



142 
partial remission: An important outcome in depression. Psvcholonical 

Medicine, 26,121-133. 

Paykel, E. S., Emrns, E. M., Fletcher, J., & Rassaby, E. S. (1980). Life events and social 

support in puerperal depression. British Journal of Psvchiatrv. 136,339-346. 

Paykel, E. S., & Hollyman, J. A. (1984). Life events and depression - A psychiatric 

view. Trends in Neuroscience. 7,478-48 1. 

Pearlin, L. I., & Schooler, C. (1978). The structure of coping. Journal of Health and 

Social Behavior, 19,2-2 1. 

Perris, J. P. (1 984). Life events and depression. Part 2. Results in diagnostic subgroups, 

and in relation to the recurrence of depression. Journal of Affective Disorders. 7, 

25-36. 

Perris, C. (1992). Bipolar-unipolar distinction. In E. S. Paykel (Ed.), Handbook of 

affective disorders (2nd ed.) @p. 57-75). New York: Guilford Press. 

Perry, J.C., Lavori, P.W., Pagano, C.J., Hoke, L., & O'Connell, M.E. (1992). Life events 

and recurrent depression in borderline and antisocial personality disorders. 

Journal of Personality Disorders, 6,394-407. 

Perry, P., & Tsuang, M. T. (1979). Treatment of unipolar depression following 

electroconvulsive therapy. Journal of Affective Disorders, 1,123-129. 

Post, R. M. (1 992). Transduction of psychosocial stress into the neurobiology of 

recurrent affective disorder. American Journal of Psychiatry, 149,999- 1 0 1 0. 

Ramana, R., Paykel, E. S., Cooper, Z., Hayhurst, H., Saxty, M., & Surtees, P. G. (1995). 

Remission and relapse in major depression: A two-year prospective follow-up 

study. Psvcholo~cal Medicine, 25,1161 -1 170. 



143 
Regier, D. A., & Robins, L. (1991). Introduction. In L. Robins & E. Regier (Eds.), 

Psychiatric disorders in America (pp. 1-1 0). New York: Free Press. 

Riskind, J. H., Beck, A. T., Berchick, R. J., Brown, G., & Steer, R. A. (1987). Reliability 

of DSM-I11 diagnoses for major depression and generalized anxiety disorder using 

the structured clinical interview for DSM-111. Archives of General Psvchiatrv. 44, 

8 17-820. 

Robins, C. J. (1990). Congruence of personality and life events in depression. Journal of 

Abnormal Psvcholonv, 99,393-397. 

Robins, C. J., Bagby, R. M., Rector, N. A., Lynch, T. R., & Kennedy, S. H. (1997). 

Sociotropy, autonomy, and patterns of symptoms in patients with major 

depression: A comparison of dimensional and categorical approaches. Connitive 

Thera~v and Research, 21,285-300. 

Robins C. J., & Block, P. (1988). Personal vulnerability, life events, and depressive 

symptoms: A test of a specific interactional model. Journal of Personality and 

Social psycho log;^, 54,847-852. 

Rohde, P., Lewinsohn, P. M., & Seeley, J. R. (1990). Are people changed by the 

experience of having an episode of depression? A fiuther test of the scar 

hypothesis. Journal of Abnonnal Psvcholonv. 99,264-27 1. 

Rosenberg, S. J., Peterson, R. A., & Hayes, J. R. (1987). Coping behaviors among 

depressed and nondepressed medical inpatients. Journal of Psvchosomatic 

Research, 3 1,653-658. 

Schaefer, C., Coyne, J. C., & Lazarus, R. (1981). The health-related functions of social 

support. Journal of Behavioral Medicine. 4,38 1-406. 



1 44 
Schotte, C. K. W., Maes, M., Cluydts, R., De Doncker, D., & Cosyns, P. (1997). 

Construct validity of the Beck Depression Inventory in a depressive population. 

Journal of Affective Disorders. 46,115-125. 

Segal, D. L., Hersen, M., VanHasselt, V. B. (1994). Reliability of the structured clinical 

interview for DSM-111-R: An evaluative review. Comprehensive Psychiatry, 35, 

3 16-327. 

Segal, Z. V., Shaw, B. F., & Vella, D. D. (1989). Life stress and depression: A test of the 

congruency hypothesis for life event content and depressive subtype. Canadian 

Journal of Behavioral Science, 21,389-400. 

Segal, Z. V., Shaw, B. F., Vella, D. D., & Katz, R. (1992). Cognitive and life stress 

predictors of relapse in remitted unipolar depressed patients: Test of the 

congruency hypothesis. Journal of Abnormal Psychologv. 101,26-36. 

Shear, M. K., Greeno, C., Kang, J., Ludewig, D., Frank, E., Swartz, H. A., & Hanekamp, 

M. (2000). Diagnosis of nonpsychotic patients in community clinics. American 

Journal of Psychiatry, 157.58 1-587. 

Sherbourne, C. D., Hays, R. D., & Wells, K. B. (1995). Personal and psychosocial risk 

factors for physical and mental health outcomes and course of depression among 

depressed patients. Journal of Consulting & Clinical Psychologv, 63,345-355. 

Silverman, J. S., Silverman, J. A., & Eardley, D. A. (1984). Do maladaptive attitudes 

cause depression? Archives of General Psychiatry. 41,28-30. 

Simons, A. D., Murphy, G. E., Levine, J. L., & Wetzel, R. D. (1986). Cognitive therapy 

and pharmacotherapy for depression: Sustained improvement over one year. 

Archives of General Psychiatry. 43.43-48. 



145 
Smith, T. A., & Oatley, K. (1997). Validation of a brief life stress interview - The 

Short Life Events and Difficulties Schedule (SLEDS): A measure designed to 

assess severe life stress in maior demession. Poster presented at CPA, June 1997. 

Smith, A. L., & Weissman, M. M. (1992). Epidemiology. In E. S. Paykel (Ed.), 

Handbook of affective disorders (2nd ed.) @p. 1 1 1-1 29). New York: Guilford 

Press. 

Solomon, D. A., Keller, M. B., Leon, A. C., Mueller, T. I., Lavori, P. W., Shea, M. T., 

Coryell, W., Warshaw, M., Turvey, C., Maser, J. D., & Endicott, J. (2000). 

Multiple recurrences of major depressive disorder. American Journal of 

Psychiatry. 157,229-233. 

Spaner, D., Bland, R. C., & Newman, S. C. (1994). Major depressive disorder. &a 

Psvchiatrica Scandinavia 89(Sw~l), 7-1 5. 

Spitzer, R. L., Forman, J. B. W., &Nee, J. (1979). DSM-111 field trials: I. Initial 

interrater diagnostic reliability. American Journal of Psvchiatrv. 136.8 15-81 7. 

Staner, L., Tracy, A., Drarnaix, M., Genevrois, C., Vanderelst, M., Vilane, A., Bauwens, 

F., Pardoen, D., & Mendlewicz, J. (1997). Clinical and psychosocial predictors of 

recurrence in recovered bipolar and unipolar depressives: A one-year controlled 

prospective study. Psvchiatrv Research. 69,39-5 1. 

Steer, R. A., Ball, R., Ranieri, W. F. & Beck, A. T. (1999). Dimensions of the Beck 

Depression Inventory-11 in clinically depressed outpatients. Journal of Clinical 

PSVC~O~OEY. 55,117-128. 

Steer, R A., & Clark, D. A. (1997). Psychometric characteristics of the Beck Depression 

Inventory-II with college students. Measurement & Evaluation in Counseling & 



146 
Development, 30,128-1 36. 

Steiner, J.L., Tebes, J. K., Sledge, W. H., & Walker, M. L. (1995). A comparison of the 

structured clinical interview for DSM-111-R and clinical diagnosis. Journal of 

Nervous and Mental Disease, 183,365-369. 

Suls, J., & Fletcher, B. (1985). The relative efficacy of avoidant and nonavoidant coping 

strategies: A meta-analysis. Health Psvcholonv, 4,249-288. 

Sun, S. Y. K., Cheung, S-K., Fung, W-W., & Mak, Y-S. (1999). Sociotropy/autonomy 

and differential effects of coping styles on psychological well-being. 

P~~h010ctia. 42.16-27. 

Surtees, P. G., & Durn, J. C. (1989). Binary and rate measures of life event experience: 

Their association with illness onset in Edinburgh and London community surveys. 

Journal of Affective Disorders, 1 6,139- 150. 

Surtees, P. G., Miller, P.McC., Ingharn, J. G., Kreitrnan, N. B., Rennie, D., & 

Sashidharan, S. P. (1986). Life events and the onset of affective disorder: A 

longitudinal general population study. Journal of Affective Disorders, 10,37-50. 

Swindle, R. W., Cronkite, R. C., & Moos, R. H. (1989). Life stressors, social resources, 

coping, and the 4year course of unipolar depression. Journal of Abnormal 

PSVC~O~O~V.  98,468-477. 

Tabachnick, B. G., & Fidell, L. S. (1983). Using multivariate statistics. New York: 

Harper & Row. 

Tabachnick, B. G., & Fidell, L. S. (1996). Using multivariate statistics (3" 4). New 

York: HarperCollins. 

Tennant, C., & Bebbington, P. (1978). The social causation of depression: A critique of 



147 
the work of Brown and his colleagues. Psvcholo~cal Medicine. 8,565-575. 

Thase, M. E., Frank, E., Hamer, T., & Kupfer, D. J. (1992b). Treatment of irnipramine- 

resistant recurrent depression 111: Efficacy of monoarnine oxidase inhibitors. 

Journal of Clinical Psychiatry, 53,s-11. 

Thase, M. E., Sirnons, A. D., McGeary, J., Cahalane, J. F., Hughes, C., Harden, T., & 

Friedman, E. (1992a). Relapse after cognitive behavior therapy of depression: 

Potentional implications for longer courses of treatment. American Journal of 

Psvchiatrv, 149,1046-1 052. 

Thoits, P. (1 982). Conceptual, methodological, and theoretical problems in studying 

social support as a buffer against life stress. Journal of Health and Social 

Behavior. 23,145-159. 

Tremblay, P. F., & King, P. R. (1994). State and trait anxiety, coping styles and 

depression among psychiatric inpatients. Canadian Journal of Behavioural 

Science. 26,505-5 19. 

Turner, R. A., King, P. R., & Tremblay, P. F. (1992). Coping styles and depression 

among psychiatric outpatients. Personalitv and Individual Differences. 13,1145- 

1147. 

van Londen L., Molenaar, R. P. G., Goekoop, J. G., Zwinderman, A. H., & Rooijmans, 

H. G. M. (1998). Three- to 5-year prospective follow-up of outcome in major 

depression. Psvchological Medicine. 28,73 1-735. 

Veiel, H. 0. (1 990). Depressed mood and major depressive episodes: Differential 

responsiveness to psychosocial experiences. Euro~ean Archives of Psvchiatry & 

Clinical Neuroscience. 240.62-65. 



148 
Weissman, A., & Beck, A.T. (1 978). ' Develo~ment and validation of the 

Dvsfunctional Attitude Scale. Paper presented at the 12th mual meeting of the 

Association for the Advancement of Behavior Therapy, Chicago. 

Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). The 

Multidimensional Scale of Perceived Social Support. Journal of Personality 

Assessment, 52,30-4 1. 

Zimet, G. D., Powell, S. S., Farley, G. K., Werkman, S., & Berkhoff, K. A. (1990). 

Psychometric characteristics of the multidimensional scale of perceived social 

support. Journal of Personality Assessment, 55,6 1 0-6 17. 

Zuroff, D. C., Igreja, I., & Mongrain, M. (1 990). Dysfunctional attitudes, dependency, 

and self-criticism as predictors of depression mood states: A 12-month 

longitudinal study. Comitive Theraw and Research. 14,3 15-326. 

Zuroff, D. C., & Mongrain, M. (1 987). Dependency and self-criticism: Vulnerability 

factors for depressive affective states. Journal of Abnormal Psychology. 96,14- 



Appendix A: Consent Form 



THE ' Programme in Clinical Psychology 
UNwERsrn Admin 275, The University of C a l m  
OF 2500 University Dr. N. W. 

Calgary, Alberta T2N 1N4 

Research Project Title: Psychosocial Factors in the Course of Depression 

Investigators: Dr. Keith S. Dobson & Barbara J. Backs-Dermott, Ph.D. Candidate 

Funding Agency: Medical Research Council of Canada, Alberta Heritage Foundation 
for Medical Research 

This consent form, a copy of which has been given to you, is only part of the 
process of informed consent. It should give you the basic idea of what the research 
is about and what your participation will involve. If you would like more detail 
about something mentioned here, or information not included here, please ask. 
Please take the time to read this form carefhlly and to understand any 
accompanying information. 

The purpose of this study is to evaluate the psychosocial &ctors in the course of depression. 

I hereby consent to participate in a sfucj.r conducted by Dr. Keith S. Dobson and Ms. Barbara J; 

Backs-Dennott of the Programme in Clinical PsychoZloay at the University of Calgary. 1 
understand that my participation will involve periodicaZZy meeting with a researcher &ing 
which I will be interviewed and will also complete a number of guestionnmres. 

M y  participation will involve approximately 2 hours for each assessment. 

I realize that I may osk pestions at any time and that I may request a copy of the resuhs qwn 
jnal compIetion of the research project. 

In addition, I understand that the results of my involvement will be kept in strict confidence. AZl 
documents will be locked in a secure storage area d, with the exception of the principal 
inve*gators &or a research assistant, no one will h e  access to the results of my 
partr'cipatron. 1 I r s t a n d  that any identzfiing information about me will never be released, 
and that research publications t?mt may follav~orn this study will only present p p  results 
and never my personal test results. All information regarding myself will be destroyedfive years 
aper publication of the research. 



I understand that I may be contacted by another researcher to see i f I  would be interested in 
participating in one additional study, I understand that I am under no obligation d thaf I may 
refuse to participate when contacted 

Your signature on this form indicates that you have understood to your satisfaction 
the information regarding participation in the research project and agree to 
participate as a subject. In no way does this waive your legal rights nor release the 
investigators, sponsors, or involved institutions fiom their legal and professional 
responsibilities. You are fiee to withdraw fiom the study at any time. Your 
continued participation should be as informed as your initial consent, so you 
should feel fiee to ask for clarification or new information throughout your 
participation. If you have fiuther questions concerning matters related to this 
research, please contact: 

Keith Dobson (220-5096) or Barbara Backs-Dermott (220-3697) 

If you have any questions concerning your participation in this project, you may also contact the 
Office of the Vice-president (Research) and ask for Karen McDermid, 220 - 3381. 

Participant Date 

Investigator Date 

A copy of this consent form has been given to you to keep for your records and 
reference. 



Appendix B: Shortened Life Events and Difficulties Schedule 



Shortened LEDS Interview Participant ID: 
Date of Interview: 

Now I would like to ask you about things that have happened to you and 
people close to you in the last year. The questions that I will ask you relate 
to core contacts, family members, confidants, and household members. In 
order to make sure I h o w  who these people are for you, I will review some 
of the information you gave to the other interviewer. 

Marital Status 
Length of Marriage , 

Partner's Name 
Previous Mamages 
When Separated/Divorced 
Children (ages, names) 
People in Household 
Length.of time in current home 
Parents (ages, alive or not) 
Amount of Contact with Mother 
Amount of Contact with Father 
Where do parents live 

Siblings (ages, names, alive or not) 
Amount of contact with siblings 
Where do siblings live 

FriendsIConfidants 
Is there anyone, either fhmily or friends, 
that you feel very close to? Anyone else? 
(List at least the top 3 conf~dants) 

If you had a problem of same sort, 
who would be the first person you 
would want to discuss it wtth? 

Who else can you confide in about 
personal thmgs or worries? 

If I had asked you these questions a year ago, 
would there have been anyone else? 

DATE OF ONSET OF MOST RECENT (OR CURRENT) EPISODE 
OF DEPRESSION: 



Section 1: Iuoess 
1. Have you or anyone in your family had any illness worse than colds or flu? 

Yes No 

PROBE FOR LONG-TERM IMPLICATIONS; TIME OFF WORK, ETC. 

la. Has anyone been admitted to hospital or had an operation? 

Yes No 

(IF YES, PROBE: How serious was it? Was it an emergency? 

Has anyone else been ill? 

Yes No 

BOX A: 
FROM DOCTORS: 
Reasons for illness 
Chances for ~e~~~ery/outlook/prognosis 
Treatability 
Future health; implications for work 
Has anyone else had it in the W y ?  
Ladc of i n f d o n  from doctor 
Shortwmings in care 

IMPACT ON: 
Employment; chance of losing jab 
Sick pay 
Problems obtaining suitable care 
Manifestations 
Handicap; how needed to cut down 
Pain, Symptoms 
How long in bed? 
Inwereme with everyday l i fMes/futme plans 
Had before? Outcome 

IUNESS OF OTHERS ONLY: 
Was it expeck8 
How involved were you? 
Nursing; infectiousness 
worry aboul dying 
Worry about handicap 
Diet; incontinence; lifting 
Change in behaviortpetsaaality (e.g, anger, 
irritability, ingratitude, blame)? 
Stigma/embafiassment? 



Section 2: Accident 

2. Have you or anyone in your family had an accident (either a car accident, pedestrian, or at 
home)? 

Yes No 

(IF YES, PROBE: What happened? How serious was it?) 

Section 3: Death 

3. In the last year, has anyone close to you died? 

Yes No 

(PROBE: Was it uneqezted? Were you involved at all?) 

Has anyone attempted suicide? 

Yes 

Has anyone else died or nearly died? 

Yes No 

Section 4: Pregnancy 

4. Have you, or has anyone in the f d y  or among your close fiends been expcting a baby, 
or had a baby3 

Yes No 

(PROBE: Was it planned? Did the birth go smoothty?) 



Section 5: Miscamage 

5 .  Any miscarriage, abortion, or stillbirth? 

Yes No 

Section 6: Work 

6. Have you or any household member been made redundant (laid om or retired? 

Yes No 

(PROBE: Was this expected? Has it caused any fhmial problems?) 

Have you or any household member been unemployed? 

Yes No 

(PROBE: For how long? Did it cause serious financial problems?) 

Have you or any household member started a new job or had a major change at work in 
the last year? 

Yes No 

Have you had any problems at work over the last year that you have not already 
mentioned? 

Yes 

BOX F: WORK 
IF ANY IMPORTANT CHANCiE ESTABLISHED, 
FIND OUT: 
How came about? Whbse decision? 
Financial implications 
Convenience, hours, etc. 

JF FOR PARTICIPANT: 
Travel, babysitting, arrangememts for c- 
ResponsibilityJdemandingness 
Interest, importance 
Plans for future. 



Section 6b: Education 

6b. Have you had any problems at school or college? 

Yes No 

(PROBE: with course work, fellow students, teachers) 

Section 7: Money 

7. Have you had any financial problems or been in debt? 

Yes No 

(PROBE: What about paying the rent, any difficulties with that? Have you had to cut down on 
expenditures?) 

Section 8: PolicelCourtlCrime 

8. Have you or anyone in your W y  had any contact with the police or lawyers or court? 

Yes No 

BOX G: FOR ANY COURT APPEARANCE 
EVENT: 

Nat~reofclfihcX 
First time do= it 
First time in court 
Other convictions 
Verdict & sentence 
Financial implications 
What bave other people said 
What bave they said at wwk 
Driving affected (if licence lost, etc.) 

' Implications re: other people involved 
Were you afraid they would try to get their own back? 



Have you had any burglaries or a fire or flood? 

Yes No 

Has anything valuable been lost or stolen outside the house? 

Yes No 

Have you or anyone been attacked in the street or in the home? 

Yes No 

(PROBE: What happened? How serious was it? 

Anything else like that? 

BOX H: FOR ANY BURGLARY OR LOSS OR 
DAMAGE TO PROPERTY: 

How did it come about? (Participant's fault)? 
Did you see the burglar? 
How much was taken? 
Problems with insurance? 
Anything urepfaceable? 
House damaged? 



Section 9: Housing 

9. Have you had any problems with your housing or neighbors? 

Yes No 

Have you had any changes regmdiig housing or neighbors? 

Yes No 

Any other housing problems? 

BOX E: FOR ANY RESIDENCE CHANGE 
EVENT, PROBE: 

Why did you move? What hagpened? 
Decision to move? 
Were there any difiiculties? 
Have there been any ctifficulties since? 
Expense 
Consequences 
Did you feel cut ofP! (Friends, babysitters, etc.) 
New friends 
Impact on job 
Problems re: housdneighbors, etc. 



Section 10: Social Roles 

10. *Have you or anyone in the h i l y  gotten engaged or married? 

Yes No 

Has anyone broken off an engagement, been separated fiom their husband or wife, or been 
divorced? 

Yes No 

IF YES, PROBE: Were you involved in any way? 

Anyone else married or divorced? 

BOX C: FOR ANY MARRIAGEENGAGEMENT 
INVOLVING PARTICIPANT: 

Haw long known 
Complicatiddelaying tactics/rejectious 
Family reactions 
Was the= anything about himher that made you 
uneasy? 

*Have any of your children started or left school? 

Yes 

*Has anyone taken any important exams? 

Yes 

IF YES, PROBE: Did they go ok? 

*Has anyone gone to University or started a new c o w ?  

Yes No 

*Anyone else with that sort of educational milestone? 

Yes No 



Section 11: Argumcnts/Rclationship Diff~culties 

1 1. Have you lost contact with anyone who used to be close? 

Yes No 

PROBE FOR VCOs AND CONFIDANTS 

Is there anyone (else) whom you see much less of than you used to? 

Yes No 

PROBE FOR VCOs AND CONFIDANTS 

Have you ended any relationships in the last year? 

Yes No 

PROBE FOR VCOs AND CONFIDANTS 

Have you had any other sort of crisis in the fhmily (e.g., a major argument with a relative?) 

Yes No 

Have you made any new close fiends in the last year (of either sex)? 

Yes No 

Any other new fiends? 

BOX B: FOR ANY INTERACTION CHANGE 
EVENT, PROBE: 

Temporary? How long away? 
How often seen before the change? 
How much did you Q to@er? 
How often do you see each other now? 
Distance 
Telephone cantact 
How did you get along'? How about now? 
Preparation? Evidence rejeaion//guitt 

INCREASE IN INTERACTION: 
How fitted it - SpaCeltension 



Section 12: Marital 

12. Have you had any problems in your &age in the last year that haven't already ban 
mentioned? 

Yes No 

PROBE: Have you been separated for any length of time in the past year? 
Do you manage to get time to do things together that you enjoy? 
Do you often have arguments? 
Has there ever been any violence between you? 
What about the sexual side of things? 

Have you had any big disappointments in this time? 

Yes No 

Have you or anyone in the family had important news about something that is going to happen? 

Yes No 

PROBE: Notice of layom 
Moving? 

BOX D: FOR ANY DIVORCE/SEPARATION 
INVOLVING THE PARTICIPANT: 

Reasons 
Preparation/anticipation 
Who left? What chmmmas? 
Forced to leave? 
Anyone else involved? 
Alternative relationship by either spouse? 
Financehousing 
custody 
Children - their reactions, etc. 
Clean break? Pestering3 Violence? 
Family's reactions? 
Legal advice? When? 
Maintenance arrangements. 
Often seen now 



Section 13: Children 

13. Have your children had any problems at school that you have not already mentioned (e.g., 
truancy) or have they been a problem at home? 

Yes No 

Do you worry about their &ends? 

Yes 

Any other problems with your children? 

Seetion 14: Revelation 

. 14. Sometimes people learn unexpected things about others close to them such as discovering 
their fiend has been stealing, or their partner has been seeing someone else. Has anything 
like this happened to you? 

Yes No 

PROBE: Something that changes your idea of a person's character? 

Anything else like that? 
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Section 15: Miscellaneous 

15. Have you made any important decisions in the past year? 

Yes No 

Have you had to break any bad news? 

Yes 

Section 16: Further Miscellantous 

IF RELEVANT 

A (Foreign born) 
Have you had any problems connected with living in this country? 

Yes No 

PROBE: Immigrant visas, naturalisation, change of name. 

B. (Canadian born) 
Sometimes people experience discrimination of certain kinds on grounds of religion, color, 
or disability. Have you had to face anything of this type at dl in the last year? 

Yes No 

You have probably gathered by now that we are interested in anything 
upsetting, important, or exciting that has happened to you in the past year 
(or whatever time period you are covering). Can you think of anything else 
that we haven't talked about yet? 

Thank you for your time in completing this interview with me. I have asked 
you many questions, but when I review the interview, I may find that I 
missed asking important questions. Would it be alright to contact you by 
telephone if that is the case? 



Appendix C: Revised Sociotropy-Autonomy Scale 



Revised SAS 

SAS 

Please i n d i t e  what pemrMage of the time each d the statemenls bebw applies to you by using 
the scab to the left of the hms. Choose the percentage that mmes cksest to how oflen Ihe 
#em describes you. Mark your answer on e w r i n g  sheet. 

PERCENT DESCRIBES YOU 

I would be uncomlortable dfning out in a 
restaurant by myself. 

I gel uncorrlortable when I am not sure how I am 
expeded to behave in the presence of @her 
people. 

I (oars almost exclus'wly on the positive 
outoomes d my decisions. 

I b inportant to be Wed and approved of by 
others. 

I feel mom oorrdortabie helQing others than 
receiving he@. 

A B C 0 E 6. 1 am wy urumlortable when a dose friend or 
fanr'ly member decides to 'pour their head out' 
to me. 

A B C 0 E 7. I am reManl to ask for help when working on a 
ditliarll and puzzling task. 

A B C 0 E 8. When I am with other people, I look kt signs 
whether or no( they Eke being with me. 

A B C 0 E 9. When visiting people, I get fiiety when sitting 
around taking and would rather get up and do 
something. 

A B C D E 10. 1 am more concerned that people like me than I 
am abou! making inpartant achievements. 



Revised SAS 

A B C 0 E 1 1. I am afraid of huding other people's feelings. 

A 8 C 0 E 12. People rarely oome lo me with their persoMl 
problems. 

A 8 C D E 13. 1 sometimes unintentionally hurt the people I 
bvethemostbywhatlsay. 

A 0 C 0 E 14. lfeelbad~idonothavesomesodalpbnsfor 
Ihe weekend. 

A 0 C D E 15. 1 lend to be dired with people and say what I 
think. 

A 8 C D E 16. Peo~le tend to dwell too much on their personal 
problems. 

A B C D E 1 7. Once ILe arrived at a decision, I rarely change my 
mind. 

A 8 C D E 18. Being able to share experiences with other 
peopk mkes them mrch more enjoyable for 
me. 

A 0 C D E 19. I do t h i i  that are not in my best interesl in 
order lo please others. 

A B C 0 E 20. 1 prefer to Wdc OW my personal problem by 
myseli. 

A 0 C D E 21. WhenIhaveaprobbm.IWketogaoffonmyown 
and t h i i  1 through rather than being influenced 
by others. 

A B C D E 22. 1 find il hard to pay attention to a bng 
conversation. even wilh friends. 

A 0 C D E 23. 1 get bnely when I am home by myself at nigtt. 

A 0 C D E 24. The wont part about gmwiw old is being lefl 
abne. 



Revised SAS 

3 

Ha* cbse boful!3 wllh other people makes me 
feel -re. 

My cbse friends ard family m too sensitive to 
what others say. 

I am m m e d  tha t people knew my faults or 
weaknesses they would not ike me. 

I set my own danQrds and wak for m y ~ l  
rather than accepting those of other people. 

I wony ttml somebody I bve will die. 

Ua~isinpohanltomeIwillprrsueIIevenUil 
may make other people uncomfortabb. 

I find 1 drK i l l  to say 'nom to people. 

IcensorwhatIsaybecauseIarnooncemedVl~ 
the other penon may d i v e  or disagree. 

I am usuw the last person to hear Vlat be hutl 
someone by my adions. 

I often f d  mysell thinking abaut friends or 
fa@. 

I would rather take personal responsbii b r  
getting the job done than depend on someone 
else. 

U a friend has not caled for a while I get wonied 
that he or she has forgonen me. 

I spend a bf of time thinking over my decisions. 

It is imortant to me to be free and indemndent. 



Revised SAS 

4 

People I wok wllh often spend too much time 
weighing out the 'pros' and 'oons' before 
taking adion. 

WhenIamhav@gdiffwllysdvhga~m, I 
would rather work R out for mywU than have 
someone show me the solution. 

Uten I fail to consider the possible negative 
consequences of my adkns. 

When I achieve a goal I get more satisfaction from 
reaching the goal than from any praise I might 
get. 

N I think I am fighl abaU something, I feel 
amfortable expressing mysen even i others 
&n't Ike 1. 

I am uneasy when I cannot tell whether or not 
somne I've met likes me. 

W somebody artides my appearance, I feel I am 
not attractive to other peaple. 

I gel unxKnSortable around a person who does 
not deafly Ike me. 

ll is more inportant to be active and doing things 
than having cbse relations wah other people. 

Sometimes I hurt family and dose friends withoul 
knowing that Pve done anything wrong. 

I tend to fret and wony over my personal 
problems. 

The possibility of being rejecled by others for 
standing up for my rights would not stop me. 

I need to be engaged h a challenging task in 
order to feel satisfied with my Me. 

I don7 enjoy what I am doing when I don? feel 
that someone in my life really cares about me. 



Revised SAS 

6 

I k e  lo be cerlain thal there Is somebody dose I 
can oonlad in case something unpleasant 
happens to me. 

II would nol be rmch fun for me to travel to a new 
place a! alone. 

I am rnore apologetic to others than I need to be. 

I prize being a unique i n d i i a l  rnore than being 
a member of a grorrp. 

U I think somebody may be upset at me, I wanl lo 
apologize. 

I b a m e  partiartart), annoyed when a task is not 
completed. 

I find & anriitl to be separated from people I 
bve. 
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Appendix D 

Logistic Remession Analyses of Theoretical Models 

Variables 
B SE(B) Wald E OR 

Block 1 : 
2 ( 2 ,  N = 56) = .53, g= .77 

Severe Events 
Sociotropy 

Block 2: 
2 ( 1 ,  N =  56) = 4.18,p< .05 

Severe Events x Sociotropy 

Block 1 : 
2 (2, N = 56) = 3.00, Q = .22 

Severe Events 
Independence 

Block 2: 
3 (1 ,  N = 56) = .08, p = .78 

Severe Events x Independence 

Block 1 : 
2(2 ,  N = 56) = .44, p = .80 

Severe Events 
Solitude 

Block 2: 
2 ( 1 ,  N = 56) = 1.48, p = .22 

Severe Events x Solitude 

Block 1 : 
2(2 ,  N = 56) = 4.36, p = -1 1 

Severe Difficulties 
Sociotropy 

Block 2: 
2 (1 ,  N = 56) = 1.24, g = .26 

Severe Difficulties x Sociotropy 



Appendix D (continued) 

Lonistic Regression Analyses of Theoretical Models 

Variables 
B SE(B) Wald E OR 

Block 1 : 
3(2, N = 56) = 6.40, p < .05 

Severe Difficulties 1.16 .60 3.65 .06 3.18 
Independence -.06 .04 2.05 .15 .94 

Block 2: 
3 ( 1 , ~ = 5 6 ) =  .l0,p=.75 

Severe Difficulties x Independence -.03 .09 -10 -75 -97 

Block 1 : 
2(2, N = 56) = 4.23, p = .12 

Severe Difficulties 1.18 .59 3.96 .05 3.26 
Solitude -.OO .04 .01 ' .93 1.00 

Block 2: 
2(1,N=56) = .19,g= .67 

Severe Difficulties x Solitude -.03 .07 

Block 1 : 
2(2, N = 56) = 6.51, g < .05 

Major Difficulties 
Sociotropy 

Block 2: 
3(1, N = 56) = .02, E = .90 

Major Difficulties x Sociotropy -.01 .05 .01 .90 .99 

Block 1 : 
2(2, N = 56) = 8.63, p < .05 

Major Difficulties 2.39 1.14 4.40 .04 10.96 
Independence -.06 .04 2.01 .16 .94 

Block 2 results were unstable. 



Appendix D (continued) 

Logistic Regression Analyses of Theoretical Models 

Variables 
B SE(B) Wald E OR 

Block 1 : 
1(2,  N = 56) = 6 . 6 1 , ~  < .05 

Major Difficulties 
Solitude 

Block 2: 
1 (1 ,N = 56) = .06, p = .81 

Major Difficulties x Solitude 

Block 1 : 
2(2, N = 56) = .12, p = .94 

Interpersonal Events 
Sociotropy 

Block 2: 
2(1, N = 56) = 3.13, E = -08 

Interpersonal Events x Sociotropy 

Block 1 : 
2(2, N_ = 56) = 4.72, p = .09 

Interpersonal Severe Difficulties 
Sociotropy 

Block 2: 
$(I, N = 56) = 1.78, r . 1 8  

Interpersonal Severe Difficulties 
x Sociotropy 

Block 1 : 
2(2, N = 56) = 8.63, p < .05 

Interpersonal Major Difficulties 
Sociotropy 



Appendix D (continued) 

Logistic Regression Analvses of Theoretical Models 

Variables 
B SE(B) Wald E OR 

Block 2: 
2(1, = 56) = .01, p = .94 

Interpersonal Major Difficulties 
x Sociotropy 

Block 1 : 
2(2, N = 55) = 2.61, p = .27 

Achievement Severe Events 
Independence 

Block 2: 
?(I, N_= 55) = .01, p =  .91 

Achievement Severe Events 
x Independence 

Block 1 : 
3(2, N = 56) = 3.34, p = .19 

Achievement Severe Difficulties 
Independence 

Block 2: 
4 1 ,  N = 56) = .27, p = .60 

Achievement Severe Difficulties 
x Independence 

Block 1 : 
2(2, N = 56) = 3.67, p = .16 

Achievement Major Difficulties 
Independence 

Block 2 results were not calculated due to redundancies in the design matrix. 



Appendix D (continued) 

Logistic Regression Analyses of Theoretical Models 

Variables 
- --- 

B SE(B) Wald I! OR 

Block 1 : 
2(2, N = 55) = .59, p = .74 

Achievement Severe Events .49 .64 .58 .44 1.63 
Solitude .01 .04 .03 .87 1.01 

Block 2: 
2(1, N = 55) = 2.10, p = .15 

Achievement Severe Events -.I5 . l l  1.89 .17 -86 
x Solitude 

Block 1 : 
2(2, N = 56) = 1.05, p = .59 

Achievement Severe Difficulties .63 .62 1.03 .31 1.88 
Solitude -.OO .03 .OO -97 1.00 

Block 2: 
?( l ,N= 56) = 3.21,p= .07 

Achievement Severe Difficulties -. 17 .10 2.75 .lo .84 
x Solitude 

Block 1 : 
2(2, N = 56) = .94, p = .62 

Achievement Major Difficulties -5.69 22.24 .07 .80 .OO 
Solitude -.01 .03 .05 .82 .99 

Block 2 results were not calculated due to redundancies in the design matrix 

Block 1 : 
3(2, N = 53) = 19.03, < .05 

Severe Events .65 3 0  .66 .42 1.92 
MSPSS -.I1 .03 1 1.47 .OO .90 

Block 2: 
&I, N = 53).5 1 ,d+l ,p=.48 

Severe Difficulties x MSPSS .05 .06 .54 .46 1.05 
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Appendix D (continued) 

Logistic Regression Analyses of Theoretical Models 

Variables 
B SE(B) Wald P OR 

Block 1 : 
2(2,N_ = 53) = 20.65, p < .05 

Severe Difficulties 1.07 .72 2.19 .14 2.92 
MSPSS -.I1 .03 10.78 .OO .90 

Block 2: 
2 ( l ,  N_ = 53) = .75, p = .39 

Severe Difficulties x MSPSS -.06 .07 .72 .40 .94 

Block 1 : 
~$2, N_ = 53) = 21.20, p < .05 

Major Difficulties 
MSPSS 

Block 2 results were unstable. 

Block 1 : 
2(2, N_ = 53) = 7.56, p < .05 

Severe Events 
Task 

Block 2: 
2(1, N_= 53) = 3.21, p = .07 

Severe Events x Task -.I8 .12 2.12 -15 -84 

Block 1 : 
g(2, N_ = 53) = 8.63, p < .05 

Severe Events .86 .73 1.40 .24 2.37 
Emotion .08 .03 6.60 .01 1.08 

Block 2: 
2(1, N = 53) = 5.18, p < .05 

Severe Events x Emotion .25 .18 2.05 
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Appendix D (continued) 

Logistic Regression Analyses of Theoretical Models 

Variables 
B SE(B) Wald L! OR 

Block 1 : 
2(2, N = 53) = .86, g = .65 

Severe Events .56 .65 .74 .39 1.75 
Avoidance -.01 .03 .08 .78 .99 

Block 2: 
?(I, N = 53) = .19, I! = .67 

Severe Events x Avoidance .03 .06 .19 .67 1.03 

Block 1 : 
2(2,N= 53)= 13.17, p <  -05 

Severe Difficulties 
Task 

Block 2: 
Y(1, N_ = 53) = 5.09, p < ,05 

Severe Difficulties x Task .20 -11 3.15 .08 1.22 

Block 1 : 
$(2, N = 53) = 10.87, g < .05 

Severe Difficulties 1.22 .66 3.41 .06 3.38 
Emotion .08 .03 6.01 .01 1.08 

Block 2: 
$(I, N_ = 53) = .30, = -59 

Severe Difficulties x Emotion .04 .07 .29 .59 1.04 

Block 1 : 
2(2, N_ = 53) = 3.80, g = .15 

Severe Difficulties 1.13 .60 3.49 .06 3.10 
Avoidance -.01 .03 .12 .73 .99 

Block 2: 
?(I, N_ = 53) = .oo, p = .97 

Severe Difficulties x Avoidance .OO .07 .OO .97 1.00 
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Appendix D (continued) 

Logistic Regression Analyses of Theoretical Models 

Variables 
B SE(B) Wald B OR 

Block 1 : 
1(2,  N = 53) = 21.98, p < .05 
Major Difficulties 10.96 41.20 .07 .79 57446.48 
Task -.I1 .04 7.78 .O 1 .90 

Block 2 results were unstable. 

Block 1 : 
2(2, N_ = 53) = 19.06, p < .05 
Major Difficulties 

Block 2 results were unstable. 

Block 1 : 
1(2 ,  N_ = 53) = 1 1.29, p < .05 
Major Difficulties 9.15 27.01 .12 -73 9406.73 
Avoidance -01 .04 .07 .79 1.01 

Block 2 results were unstable. 

Note. Sociotropy = Sociotropy subscale, Independence = Autonomy-Independence 

subscale, Solitude = Autonomy-Solitude subscale, MSPSS = Multidimensional Scale of 

Perceived Social Support, Task = Task-oriented subscale, Emotion = Emotion-oriented 

subscale, Avoidance = Avoidance-oriented subscale. 

*p < .05, **P < .O1 with two-tailed tests of significance 




