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Abstract Coping and negative cognitive style were
studied in relation to depressive symptoms in children at
risk for depression. In a sample of 165 children (ages 9—15)
of depressed parents, the main and interaction effects of
coping and negative cognitive style were examined in
association with children’s depressive symptoms measured
by parent and child report on questionnaires and diagnostic
interviews. Negative cognitive style was related to three
types of coping (primary control, secondary control, and
disengagement). Furthermore, coping and negative cogni-
tive style made independent contributions to depressive
symptoms. Little support emerged for interactive effects on
depressive symptoms. Implications for future research with
this high-risk population of children are considered.

Keywords Coping - Negative Cognitive Style -
Children - Depression - Parental depression
Introduction

Research has clearly demonstrated the increased risk for
psychopathology among children of depressed parents,
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with approximately 50% of children of depressed parents
developing depression by adulthood (e.g., Goodman et al.
2011) and a twofold to sixfold higher risk of developing
other psychopathology, including anxiety disorders and
externalizing disorders (e.g., Weissman et al. 2006). With
an estimated 10—15 million children under the age of 18 in
the US living with a parent who has had at lease one
depressive episode in their lifetime, identifying sources of
risk and resilience for children of depressed parents is
essential to select targets for intervention or prevention
(e.g., Compas et al. 2011; England and Sim 2009). Pro-
cesses that confer increased risk in children of depressed
parents include biological and genetic predispositions,
interpersonal processes, and psychological processes
(Goodman 2007; Goodman and Gotlib 1999). Two
important psychological characteristics that relate to psy-
chopathology in this at-risk population are children’s
coping and negative cognitive style.

Parental depression creates a chronically and unpre-
dictably stressful environment for children because
depression tends to recur (Weissman and Olfson 2009) and
depressed parents vacillate between high levels of with-
drawn (i.e., emotionally and physically unavailable) and
intrusive (i.e., irritable and overly monitoring) behavior
and emotions with their children (e.g., Hammen et al. 2004;
Jaser et al. 2005, 2008). Because of the elevated levels of
chronic stress in families of depressed parents, it is
essential to understand how children cope with this stress.
Coping can be broadly defined as “conscious, volitional
efforts to regulate emotion, cognition, physiology and the
environment in response to stressful events or circum-
stances,” (Compas et al. 2001) and includes efforts to
directly act on or change the source of stress or one’s
emotions (primary control coping), adapt to the stressor
(secondary control coping), and attempts to avoid or deny
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the source of stress (disengagement coping; Connor-Smith
et al. 2000).

Research has examined these three types of coping in
children of depressed parents. Several studies have shown
that greater use of secondary control coping strategies (e.g.,
acceptance, distraction, cognitive reappraisal) is associated
with and predictive of lower levels of internalizing and
depressive symptoms (e.g., Compas et al. 2010; Fear et al.
2009; Jaser et al. 2005, 2007, 2008; Langrock et al. 2002).
On the other hand, previous studies with children of
depressed parents have not found significant relations
between primary control coping (e.g., problem-solving,
emotional expression) and children’s depressive symptoms
(Jaser et al. 2005; Langrock et al. 2002). In contrast, studies
of adolescents coping with other types of stress (e.g.,
poverty and family conflict, peer stress, chronic pain)
provide evidence that primary control coping is related to
fewer internalizing, depression, and anxiety symptoms
(e.g., Connor-Smith et al. 2000; Wadsworth and Compas
2002), and a more recent study of children of mothers with
and without a history of depression found primary control
coping to be related to lower levels of depressive symp-
toms (Jaser et al. 2011). Unlike primary and secondary
control coping, studies have shown disengagement coping
to be related to higher levels of depressive symptoms in
children and adolescents (e.g., Agoston and Rudolph 2011;
Santiago and Wadsworth 2009), but research with children
of depressed parents has not found disengagement coping
and children’s internalizing or externalizing symptoms to
be significantly related (e.g., Jaser et al. 2005, 2007;
Langrock et al. 2002).

Additional studies of children of depressed parents have
provided similar evidence of an association between
emotion-regulation skills, a construct closely related to
coping, and children’s depressive symptoms (Compas et al.
2009). For example, Silk et al. (2006) found that children
who were able to increase positive emotion during an
adverse, negative emotion inducing laboratory-based task
with their parent had lower levels of internalizing prob-
lems. Strategies such as distraction and cognitive reap-
praisal (which are both types of secondary control coping
strategies) may underlie or enable this ability to up-regulate
positive emotions (Jaser et al. 2011). Further, such emotion
regulation skills may be similar to emotional modulation
(one aspect of primary control coping). On the other hand,
the use of more passive emotion regulation strategies by
children of depressed parents, similar to disengagement
coping, has been related to greater adjustment problems
and lower abilities to reduce sadness and anger (e.g.,
Garber et al. 1991, 1995; Silk et al. 2003).

Cognitive vulnerability is a second significant psycho-
logical mechanism of risk for depression in children of
depressed parents. One conceptualization of cognitive

vulnerability is negative cognitive style, which refers to
how a child thinks about the causes, consequences, and
implications for one’s self after a negative event occurs
(Hankin and Abramson 2002). The tendency to interpret
causes of adverse events as stable (things will always be
this way), global (this negative event affects many areas of
life), and internal (this happened because of something
about one’s self) defines negative attributional style. Neg-
ative cognitive style adds two additional elements to neg-
ative attributional style—expectations of other negative
consequences and negative implications for one’s self as a
result of adverse events, and is thus a more comprehensive
measure of cognitive vulnerability for depression (Hankin
& Abramson). There is robust evidence that children of
depressed parents display a negative cognitive style in
laboratory studies (e.g., Dearing and Gotlib 2009; Taylor
and Ingram 1999), and higher levels of negative attribu-
tional style (e.g., Garber and Robinson 1997; Jaenicke et al.
1987) when compared to control children. Studies also
provide consistent evidence that cognitive vulnerability,
such as attributional style and negative self-schemas, is
predictive of increased levels of depression symptoms in
children of depressed parents even when accounting for
initial levels of depression symptoms (e.g., Garber et al.
2002; Hammen 1988; Morris et al. 2008).

Although both cognitive vulnerability and coping are
each related to depressive symptoms in children of
depressed parents, the relationships between these pro-
cesses have received relatively little attention. In a sample
of college students, Hemenover and Dienstbier (1998)
found that negative attributional style and avoidant coping
both predicted depressive symptoms but coping and attri-
butional style were not related to each other. Similarly,
Ollendick et al. (2001) did not find a significant relation-
ship between avoidant coping and attributional style in
children who had experienced a traumatic event, but they
found that avoidant coping and attributional style were
significant and independent predictors of levels of chil-
dren’s fear.

Prior studies of children of depressed parents have
acknowledged that children’s cognitive vulnerabilities may
interfere with their ability to cope effectively with stress
(e.g., Goodman and Gotlib 1999; Hammen 1988) but this
hypothesis has not been directly tested. Negative cognitive
style may lead children to believe that they cannot control
stressful situations or their reactions to those situations, that
other negative events will occur in the future, and that there
is no possibility that the situation can change. Thus, neg-
ative cognitive style may lead children to be more passive
and less motivated in their responses to stressful events,
engaging in fewer active coping strategies, such as primary
and secondary control coping, and more passive coping
strategies, such as disengagement coping. Further, it is
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possible that coping may modify or moderate the effects of
negative cognitive style on depressive symptoms.

The current study tested hypotheses regarding the relations
between coping, negative cognitive style, and depressive
symptoms in a sample of children of depressed parents. First,
we hypothesized that children' with higher levels of negative
cognitive style would use active coping strategies (primary
and secondary control coping) less frequently and would use
passive coping strategies (disengagement coping) more fre-
quently. Second, we hypothesized secondary control coping
to be related to lower levels of depressive symptoms; in
addition we examined the association of primary control and
disengagement coping with depressive symptoms. Third, we
hypothesized that children who exhibit higher levels of neg-
ative cognitive style would have greater levels of depressive
symptoms. Fourth, we hypothesized that negative cognitive
style and secondary control coping would be independent
predictors of depressive symptoms. In exploratory analyses
we also examined interactions between negative cognitive
style and each type of coping, testing whether primary and
secondary control coping would act as protective factors at
higher levels of negative cognitive style, and to test whether
disengagement coping would act as an additional risk factor at
higher levels of negative cognitive style.

Method
Participants

The sample consisted of 165 children (82 boys and 83 girls;
ages 9—15-years-old) and their parents (17 fathers and 148
mothers). Mean parental age was 41.72 years, mean child
age was 11.49 years, 73.3% of the children were Caucasian
and 26.7% were of other racial and ethnic backgrounds
(See Table 1 for additional demographic information). All
parents had experienced at least one episode of major
depressive disorder (MDD) during the lifetime of their
child, with a median of 3 episodes of MDD during their
child’s lifetime. In families with more than one child in the
targeted age range, one child was randomly selected for
inclusion in the analyses to avoid possible problems of
non-independence of children within the same family.

Measures
Parental Depression Diagnoses

Parents’ past and current history of MDD was assessed and
other Axis I disorders were screened with the Structured

! The terms child and children will be used throughout to refer to our
entire sample of 9-15 year old children and adolescents.
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Table 1 Demographic variables of parents and children

Parents Children
(N = 165) (N = 165)
Age [mean (SD)] 41.72 (7.50)  11.49 (2.00)
Race [n (%)]
Caucasian 135 (81.8) 121 (73.3)
African—American 19 (11.5) 23 (13.9)
Asian—American 2(1.2) 4 (24)
Hispanic-American 4(24) 3 (1.8)
American—-Indian/Native Alaskan 1 (0.6) 1 (0.6)
Mixed ethnicity 4 (2.4) 13 (7.9)
Annual family income [n (%)]
<$5,000 11 (6.7)
$5,000-$9,999 6 (3.6)
$10,000-$14,999 3(1.8)
$15,000-24,999 17 (10.3)
$25,000-39,999 34 (20.6)
$40,000-59,999 28 (17.0)
$60,000-$89,999 32 (19.4)
$90,000-$179,999 22 (13.3)
>$180,000 5 (3.0
Unknown 7(4.2)
Education [n (%)]
Some high school 9 (5.5)
Graduated high school 16 (9.7)
Some college or technical school 49 (29.7)
Graduated college 53 (32.1)
One or more years graduate school 38 (23.0)
Marital status [n (%)]
Married/living with someone 101 (61.2)
Divorced 35 (21.2)
Separated 9 (5.5
Never married 18 (10.9)
Widowed 2(1.2)

Clinical Interview for DSM (SCID; First et al. 2001), a
semi-structured diagnostic interview used to assess current
and previous episodes of psychopathology according to
DSM-IV criteria (American Psychiatric Association 1994).
Inter-rater reliability, calculated on a randomly selected
subset of these interviews, indicated 93% agreement
(x = 0.71) for diagnoses of MDD.

Child Depressive Symptoms

The Child Behavior Checklist (CBCL) and the Youth Self-
Report (YSR) were used to assess children’s symptoms of
depression. Reliability and validity of the CBCL and YSR
are well established (Achenbach and Rescorla 2001). The
Affective Problems scale was used in the current analyses
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as an index of children’s depressive symptoms. Internal
consistency for the scales used in this study were o = 0.72
for the CBCL and « = 0.81 for the YSR. 9 and 10 year-old
children completed the YSR to allow for complete data on
all measures. The internal consistency for the YSR scales
was adequate with this younger age group in the current
sample (all as > 0.75). Raw scores on the CBCL and YSR
scores were used in all analyses to maximize variance (i.e.,
some variability is lost when the raw scores are converted
to T-scores).

Children’s depressive symptoms were also quantified
using the Schedule for Affective Disorders and Schizo-
phrenia for School-Age Children-Present and Lifetime
Version (K-SADS-PL; Kaufman et al. 1997). The K-SADS-
PL is a reliable and valid semi-structured interview that
generates DSM-IV Axis I child psychiatric diagnoses.
Separate interviews were conducted with parents and chil-
dren and these responses were combined to yield both
current and lifetime psychiatric diagnoses. Inter-rater reli-
ability for diagnoses of MDD, calculated on a randomly
selected subset of these interviews, indicated 96% agree-
ment (x = 0.76). The entire depression section of the
K-SADS was administered to all children in the study and
their participating parents. For data analyses, each threshold
symptom was scored as a 2, each subthreshold symptom
was scored as a 1, and any symptom not present was scored
as 0. These symptom scores were then summed to represent
the children’s total current depression symptoms on the
K-SADS ranging from O to 18, giving more weight to a
threshold symptom (2) than to a subthreshold symptom (1).

Parent and Child Reports of Children’s Coping

The parental depression version of the Responses to Stress
Questionnaire (Connor-Smith et al. 2000; Jaser et al. 2005,
2008) was used to assess how the children responded to
their parents’ depression. The three coping scales on the
RSQ were used in the current study: primary control
engagement coping (problem solving, emotional expres-
sion, emotional modulation), secondary control engage-
ment coping (acceptance, distraction, positive thinking,
cognitive reappraisal), and disengagement coping (denial,
avoidance, wishful thinking) (Connor-Smith et al. 2000).
Children and their parents individually rated each item with
regard to the degree and/or frequency with which the
children used the given coping strategy in response to a list
of stressors associated with parental depression. To control
for response bias and individual differences in base rates of
item endorsement, proportion scores were calculated by
dividing the total score for each coping and stress response
factor by the total score for the entire RSQ (Vitaliano et al.
1987).

Internal consistency for primary control coping was
o = 0.79 for parent report and child report, secondary con-
trol coping was o = 0.76 for parent report and o = 0.80 for
child report and internal consistency for disengagement
coping was o« = (.82 for parent report and o = 0.83 for child
report. A separate composite measure was created for each
scale (children’s primary control coping, secondary control
coping, and disengagement coping) by converting scores
from child and parent reports to z-scores and calculating the
mean z-score for each participant (primary control com-
posite: o = 0.81, secondary control composite: o = 0.76,
disengagement composite: oo = 0.83).

Child Reports of Negative Cognitive Style

The children’s negative cognitive style was measured using
the mean score on the children’s report on the Adolescent
Cognitive Style Questionnaire (ACSQ; Hankin and
Abramson 2002). This measure presents the child with
hypothetical negative events that were selected by the
developers based on common experiences of childhood and
adolescence. The original measure contains twelve situa-
tions, however, in this study, only four hypothetical situa-
tions were presented. The events used in the current study
included “You get a bad report card for the semester”,
“You get in a big fight with your parents”, “You don’t get
chosen for an extracurricular activity (such as a sports
team, club, or play) that you want to be a part of”, and
“Someone says something bad about how you look”. The
situations that were excluded for this study included sev-
eral experiences more common for older adolescents (e.g.,
“You don’t get accepted to any colleges”; “You can’t get a
date for a big dance you want to go to”).

The child is asked to write in a cause of the hypothetical
experience then asked to rank 5 items on a scale of 1-7
(1 representing a low amount of negative cognitive style).
A mean of these five items for all hypothetical events is
computed to reach an overall score. The first three items
measure attributional style: internal cause, stable cause and
global cause. The additional two items ask the child to rate
inferences for consequences and inferences for the self as a
result of the hypothetical event. The internal consistency
reliability for the ACSQ has been shown in prior research
to be quite high. In this sample, internal consistency for the
ACSQ overall score was o = 0.90, which reflects the
findings of Hankin and Abramson (2002) in their original
sample to test the psychometric properties of the measure
(e = 0.95).

Procedure

Upon expressing interest in the study, each parent com-
pleted an initial phone interview to determine eligibility for
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the baseline assessment of the intervention study. If
determined eligible via phone, the baseline assessment in
the laboratory assessed psychological history and ulti-
mately determined eligibility for randomization into the
intervention trial via structured interviews and question-
naires.

Parent screening for eligibility for the intervention trial
discerned that at least one parent in the family had expe-
rienced at least one major depressive episode or dysthymia
during the child’s lifetime but also permanently excluded
the following parental diagnoses or characteristics: bipolar
I, schizophrenia, or schizoaffective disorder. If a parent
was currently depressed and significantly impaired (estab-
lished by a Global Assessment of Function, GAF, score at
or below 50) or acutely actively suicidal, or met criteria for
drug or alcohol use disorders accompanied by significant
impairment (GAF < 50), the family was placed on hold
temporarily and then re-assessed at a later time (i.e.
2 months for depression with impairment or suicidality and
6 months for drug or alcohol problems with impairment).
Once put on hold, the families were given treatment
referrals if they wanted them. If suicidal ideation or
impairment had improved at time of re-assessment, the
family was then eligible to participate in the intervention.
A family could be permanently excluded for certain child
diagnoses as well: intellectual disability, pervasive devel-
opmental disorders, alcohol or substance use disorders,
current conduct disorder, bipolar I disorder, and schizo-
phrenia or schizoaffective disorder. Additionally, a family
would be placed on hold for 2 months if a child met criteria
for current depression or was acutely suicidal, then the
same re-assessment procedure was applied as described
above.

The University Institutional Review Boards at both sites
approved all procedures in the study. Doctoral students in
clinical psychology completed extensive training for the
structured clinical interviews and conducted all interviews
in university psychology laboratories at the two sites. All
participants provided informed consent prior to participa-
tion in the study, and each participant received $40
compensation for their participation in the baseline
assessments.

Data Analyses

To examine relationships between negative cognitive style,
primary control coping, secondary control coping, disen-
gagement coping, and depressive symptoms, bivariate
Pearson correlations were used. To further examine nega-
tive cognitive style, primary control coping, secondary
control coping, and disengagement coping as predictors of
depressive symptoms, multiple linear regressions were
conducted using the YSR/CBCL composite Affective
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Problems and the K-SADS MDD symptom score as
dependent variables. Additionally, interactions between
predictor variables in predicting depressive symptoms were
also tested using multiple linear regression. We tested
linear relationships, as opposed to conducting tests of non-
linear relationships because previous studies of the rela-
tions between coping and depressive symptoms and nega-
tive cognitive style and depressive symptoms have not
suggested non-linear relationships.

With regard to missing data, all correlations and
regressions were run using list-wise deletion, so the entire
sample was analyzed in every test. If a child did not have
data on every measure used in this study, he/she was
excluded from analyses. On the item level, missing data
were handled by creating pro-rated scores for each mea-
sure, such that a score was calculated if a child or parent
had responded to at least 75% of the items on the measure.

Results

Means and standard deviations for all variables are pre-
sented in Table 2. Means and standard deviations were
calculated on boys and girls separately and then on the
sample as a whole. Due to prior research uncovering gen-
der differences in negative cognitive style and depression
(e.g., Hankin and Abramson 2002; Morris et al. 2008)
t tests of means were conducted on all variables to test for
gender differences, and none were significant. As a result,
the sample as a whole was used for all analyses and gender
was not included in any of these analyses.

The mean on the ACSQ (M = 2.89) is comparable to
that found in previous studies of negative cognitive style in
adolescents (e.g., Hankin and Abramson 2002; Kercher and

Table 2 Descriptive statistics for children’s coping, negative cogni-
tive style, and depressive symptoms

Entire sample

(N = 165)

Mean (SD)
Child negative cognitive style 2.89 (1.07)
Child report primary control coping 0.16 (0.04)
Parent report primary control coping 0.17 (0.04)
Child report secondary control coping 0.24 (0.05)
Parent report secondary control coping 0.22 (0.05)
Child report disengagement coping 0.21 (0.03)
Parent report disengagement coping 0.20 (0.03)
YSR affective problems 7 score 56.15 (7.71)
CBCL affective problems T score 60.45 (8.00)
K-SADS symptoms of MDD 3.59 (3.06)

YSR Youth Self-Report, CBCL Child Behavior Checklist, K-SADS
Kiddie Schedule for Affective Disorders and Schizophrenia
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Table 3 Bivariate correlation analyses
1 3 4 5
1. Primary control coping -
2. Secondary control coping 0.24%%* -
3. Disengagement coping —0.70%** —0.17* -
4. Negative cognitive style —0.19% —0.20%* 0.19% -
5. Composite affective problems® —0.36%** —0.51%** 0.19% 0.35%%% -
6. K-SADS symptoms of MDD —0.23*%* —0.35%** 0.04 0.27%* 0.51%%*
N =165
K-SADS Kiddie Schedule for Affective Disorders and Schizophrenia
*p < 0.05; ** p < 0.01; *** p < 0.001
* Composite affective problems refers to composite of Youth Self-Report and Child Behavior Checklist
Rapee 2009). The mean T score on the YSR Affective Problems scale, r = 0.35, p <0.001; K-SADS MDD

Problems Scale was 56.15 (SD = 7.71), and on the CBCL
Affective Problems scale, the mean T score was 60.45
(SD = 8.00), both of which are considered moderately
elevated but below the clinical level of 70. A subgroup of
children had scores on the affective symptoms scale at or
above the clinical cut off of 70 (98th percentile) on the
YSR (6.2%) and the CBCL (14.5%). These rates are 3-7
times higher than the rates found in the normative samples
for these scales (2%) and suggest that this sample was at
elevated risk for depression. On the K-SADS, the children
in this sample were experiencing a mean of 2.11
(SD = 1.73) subthreshold symptoms of depression and a
mean of 0.74 (SD = 1.11) threshold symptoms of depres-
sion, with a mean depressive symptoms score of 3.59 on
the K-SADS. These data on the Affective Problems scale
T scores and on the K-SADS support the at-risk nature of
this sample of children.

Bivariate correlation analyses are presented in Table 3.
These correlations ranged from small to medium in magni-
tude. As predicted by the first hypothesis, which described
the relationships between negative cognitive style and cop-
ing, negative cognitive style was negatively related to pri-
mary control coping (r = —0.19, p < 0.05) and secondary
control coping (r = —0.20, p < 0.01), and positively related
to disengagement coping (r = 0.19, p < 0.05). In support of
our second hypothesis, secondary control coping was nega-
tively related to depressive symptoms (composite Affective
Problems scale, r = —0.51, p < 0.001; K-SADS Symptoms
of MDD, r = —0.35, p < 0.001). In our exploratory analy-
ses, we found that primary control coping was negatively
related to depressive symptoms (composite Affective Prob-
lems scale, r = —0.36, p < 0.001; K-SADS MDD Symp-
toms, r = —0.23, p < 0.01) and disengagement coping was
positively related to depressive symptoms (composite
Affective Problems scale, » = 0.19, p < 0.05). In regards to
our third hypothesis, negative cognitive style was positively
related to depressive symptoms (composite Affective

Symptoms, r = 0.27, p < 0.01).

Linear multiple regression analyses were conducted to
test the remaining hypotheses (Tables 4, 5). Two models
tested the main effects of negative cognitive style, primary
control coping, secondary control coping and disengage-
ment coping as independent predictors of depressive
symptoms (Hypothesis four). These models also tested
separate interactions between negative cognitive style and
each type of coping (exploratory analysis). Blocks 1 and 2
in Table 4 present the main effects of negative cognitive
style, primary control coping, secondary control coping,
and disengagement coping predicting depressive symptoms
measured by the YSR/CBCL Affective Problems Com-
posite. Blocks 1 and 2 in Table 5 present the main effects
with K-SADS MDD symptoms score as the dependent
variable. Negative cognitive style was a significant pre-
dictor of depressive symptoms on both measures (Affective
Problems, f = 0.21, p < 0.01; K-SADS MDD Symptoms,
fp = 0.15, p < 0.05). Primary control coping and second-
ary control coping were significant predictors of depressive
symptoms on both measures (primary control coping:
Affective Problems, § = —0.31, p < 0.01; K-SADS MDD
Symptoms, f = —0.29, p < 0.01; secondary control cop-
ing: Affective Problems, f = —0.42, p < 0.001; K-SADS
MDD Symptoms, f = —0.31, p < 0.001). Disengagement
coping was a significant predictor of depressive symptoms
as measured by the K-SADS MDD Symptoms (f = —0.26,
p < 0.05), but not as measured by the Affective Problems
composite (f = —0.14, NS). However, it is noteworthy
that the beta weight is negative for disengagement coping
in this model of main effects, despite the non-significant
bivariate correlation between disengagement coping and
depressive symptoms on the K-SADS, reflecting a possible
suppressor effect.

To explore possible two-way interactions of negative
cognitive style and coping, predictor variables relevant to
each interaction were centered and multiplied to create
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Table 4 Regression analyses testing negative cognitive style, pri-
mary control coping, secondary control coping, disengagement cop-
ing, and two-way interactions as predictors of affective symptoms

p s’

DV: composite YSR/CBCL affective symptoms
Block 1: R*A = 0.12%%*

Negative cognitive style
Block 2: R*A = 0.26%%*

Negative cognitive style

0.35%%% 0.12

0.24%#%* 0.08
—0.32%%%* 0.08
—0.41%%* 0.20

Primary control coping

Secondary control coping

Disengagement coping —0.15 0.02
Block 3: R*A = 0.01

Negative cognitive style 0.21%* 0.06

Primary control coping —0.31%* 0.07

Secondary control coping 0.42%%% 0.20

Disengagement coping —0.14 0.02

Negative cognitive style x primary —0.16 0.02
control coping

Negative cognitive style x secondary 0.02 0.00
control coping

Negative cognitive style x disengagement —0.08 0.00

coping
Final model R? = 0.37%%%"

N = 165

YSR Youth Self-Report, CBCL Child Behavior Checklist
f, Standardized beta; sr?, semi-partial correlation squared
** p < 0.01; *** p < 0.001

2 Model values are adjusted R*

each interaction term, and the interaction terms were
entered into the regression as independent variables to
predict depressive symptoms (Aiken and West 1991). The
results of these two-way interactions are displayed in Block
3 in Tables 4 and 5. Again, the dependent variable in
Table 4 is the YSR/CBCL Affective Problems Composite
and in Table 5 is the K-SADS index of MDD symptoms.
The interaction between primary control coping and neg-
ative cognitive style was tested in Block 3 in Tables 4 and
5. When predicting the Affective Problems Composite
score, this interaction was not significant (f = —0.16, NS),
but when used to predict K-SADS MDD symptoms, the
interaction between primary control coping and negative
cognitive style was significant (f = —0.27, p = 0.01). The
interaction between secondary control coping and negative
cognitive style was also tested in Block 3 of Tables 4 and
5, and was not significant in predicting either the Affective
Problems composite or the K-SADS MDD symptoms.
Additionally, the interaction between disengagement cop-
ing and negative cognitive style (also seen in Block 3 of
Tables 4, 5) was not significant in predicting depres-
sion symptoms as measured by the Affective Problems
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Table 5 Regression analyses testing negative cognitive style, pri-
mary control coping, secondary control coping, disengagement cop-
ing, and two-way interactions as predictors of K-SADS MDD
symptoms

p st

DV: K-SADS MDD symptoms

Block 1: R°A = 0.07+*
Negative cognitive style

Block 2: R?A = 0.14%%*

Negative cognitive style

0.27%* 0.07

0.20%* 0.05
—0.31** 0.06
—0.28%** 0.08
—0.27%* 0.04

Primary control coping

Secondary control coping

Disengagement coping
Block 3: R°A = 0.05%

Negative cognitive style 0.15% 0.03

Primary control coping —0.29%%* 0.05

Secondary control coping —0.31%** 0.10

Disengagement coping —0.26%* 0.04

Negative cognitive style x primary —0.27* 0.04
control coping

Negative cognitive style x secondary 0.08 0.01
control coping

Negative cognitive style x disengagement —0.08 0.00

coping
Final model R? = (.23%#x2

N = 165

K-SADS Kiddie Schedule for Affective Disorders and Schizophrenia
p, Standardized beta; srz, semi-partial correlation squared

* p < 0.05; ** p <0.01;*** p < 0.001

* Model values are adjusted R

composite (f = —0.08, NS) or as measured by the
K-SADS MDD symptoms (f = —0.08, NS).

The significant interaction between primary control
coping and negative cognitive style was explicated by
dichotomizing primary control coping and negative cog-
nitive style (using a median split of both variables) and
then performing a univariate analysis of variance to com-
pare the mean K-SADS symptom scores for each of the
four groups. The results, presented in Fig. 1, indicate that,
when negative cognitive style is high, a high (relative to a
low) level of primary coping, appears to buffer children
from depressive symptoms.

Discussion

The current study contributes to research on children of
depressed parents by examining coping and negative cog-
nitive style as independent and interactive processes related
to depressive symptoms and by and providing new evi-
dence for relationships between negative cognitive style
and coping and how they combine to predict depressive
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Interaction between Primary Control
Coping and Negative Cognitive Style

K-SADS Depression Symptoms

Low negative cognitive  High negative cognitive
style style

0O Low primary control coping
@ High primary control coping

Fig. 1 Interaction between negative cognitive style and primary
control coping predicting K-SADS MDD symptoms. K-SADS Kiddie
Schedule for Affective Disorders and Schizophrenia

symptoms in this high risk population of youth. The find-
ings provide clear support for the independent associations
of primary control coping, secondary control coping, and
negative cognitive style with depressive symptoms in
children of depressed parents. Minimal support was found
for the interaction of coping and negative cognitive style in
predicting children’s depressive symptoms, further under-
scoring the relative independence of these two factors.

The current findings build on previous research by
combining the constructs of negative cognitive style and
coping. This study found a significant negative correlation
between negative cognitive style and primary and sec-
ondary control coping and a significant positive correlation
between negative cognitive style and disengagement cop-
ing. These relationships have been suggested in previous
studies (Goodman and Gotlib 1999; Hammen 1988), but
not empirically tested in children of depressed parents.
These relationships suggest that children with more nega-
tive cognitive style may be more likely to use more passive
strategies to cope with stress (i.e., disengagement coping)
and less likely to use more active strategies to cope with
stress (i.e., primary control and secondary control coping).
The current study is the first to our knowledge to test this
hypothesis in a sample of children of depressed parents.
This finding is significant as it combines two previously
separate areas of research on risk processes in children of
depressed parents and provides a more complete picture of
how these children think and cope in reaction to the stress
associated with parental depression.

Evidence from the current correlation and regression
analyses using questionnaire and interview measures of

depressive symptoms adds support to the literature for the
association between secondary control coping and fewer
depressive symptoms (e.g., Jaser et al. 2005, 2007, 2008;
Langrock et al. 2002). In terms of primary control coping,
as shown in previous work with other populations of
children and adolescents (e.g., Connor-Smith et al. 2000;
Wadsworth and Compas 2002), higher levels of primary
control coping were related to lower levels of depression
on the questionnaire (CBCL, YSR composite) and inter-
view (K-SADS) measures in correlations and regressions in
this study. These findings differ from prior studies of off-
spring of depressed parents, which have not found signif-
icant relationships between primary control coping and
depressive symptoms (e.g., Jaser et al. 2005; Langrock
et al. 2002). It has been hypothesized that it may not be
adaptive for a child to exercise problem solving in relation
to the uncontrollable stress associated with parental
depression (i.e., essentially trying to fix or solve the par-
ent’s depression and related problems). However, the cur-
rent findings suggest that problem solving along with the
use of strategies such as emotional expression and emo-
tional modulation (the other two aspects of primary control
coping) to handle this type of stress may be adaptive.

In contrast to the consistent effects for primary and
secondary control coping, minimal support was found for
the association between disengagement coping and chil-
dren’s depressive symptoms. Similar to other studies of
children of depressed parents, the current study did not find
conclusive or consistent evidence that more disengagement
coping is related to more depressive symptoms, as it was
weakly positively correlated with depressive symptoms
measured on the questionnaires (YSR, CBCL Composite),
but not with depressive symptoms measured by the inter-
views (e.g., Jaser et al. 2005, 2007; Langrock et al. 2002).
In regression analyses, with depressive symptoms mea-
sured by questionnaires as the dependent variable, disen-
gagement coping was not a significant predictor, but with
K-SADS depressive symptoms as the dependent variable, it
had a negative, statistically significant beta weight. The
lack of correlation between disengagement coping and
K-SADS depressive symptoms and the negative beta
weight (i.e., in the opposite direction from the correlation
between disengagement and depressive symptoms on the
questionnaires) most likely indicate suppressor effects
(Aiken and West 1991).

Also, similar to previous studies of cognitive vulnera-
bility in children of depressed parents, we found negative
cognitive style to be significantly positively related to
depressive symptoms as measured by questionnaires
(CBCL, YSR composite) and interview (K-SADS) in both
correlations and regression (e.g., Garber et al. 2002;
Hammen 1988; Morris et al. 2008). This provides addi-
tional evidence of the relationship between negative
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cognitive style and depressive symptoms in children and
adolescents (Hankin 2008; Hankin and Abramson 2002)
and adds to the growing literature on the association
between cognitive vulnerability and depression in children
of depressed parents.

When these processes were combined to predict
depressive symptoms, negative cognitive style, primary
control coping, and secondary control coping were all
independent and significant predictors of depressive
symptoms measured on questionnaires and interviews.
Together, negative cognitive style and primary and sec-
ondary control coping accounted for 36% and 19% of the
variance in children’s depressive symptoms measured by
parent and child questionnaires and interviews, respec-
tively. These findings are similar to those of Hemenover
and Dienstbier (1998) and Ollendick et al. (2001) whose
studies found that both avoidant coping and negative
attributional style independently predicted adjustment
(depressive symptoms and fear, respectively). Moreover,
this current finding shows that there may be multiple
avenues for intervention or prevention with children of
depressed parents, including changing children’s negative
cognitive style and their coping. It will be important for
future prevention studies with children of depressed parents
to incorporate both of these factors as intervention
components.

Evidence was found for one of six interactions that were
tested between negative cognitive style and coping—the
interaction of primary control coping and cognitive style in
predicting depressive symptoms on the K-SADS. The
findings suggest that at high levels of negative cognitive
style, coping can act as a buffer or protective factor for
children of depressed parents. The other remaining five
interactions tested were non-significant. As a consequence,
negative cognitive style and coping appear, for the most
part, to make independent contributions to children’s
depressive symptoms.

The current study has several strengths. Coping was
measured by a composite of parent and child report on the
RSQ and depressive symptoms were measured by a com-
posite of both the YSR and CBCL Affective Problems
scale and by the total MDD symptoms as reported on the
K-SADS. These measures of depressive symptoms repre-
sent multiple informant methods (i.e., parent and child
reports on questionnaires and structured clinical inter-
views), thus reducing the likelihood of these findings
resulting solely from the use of a single informant or single
method and following recommendations for using multiple
informants in the study of children of depressed parents
(Goodman 2007; Kraemer et al. 2003).

This study also has several limitations, including the
cross-sectional design, making it impossible to infer con-
clusions regarding causality. Additionally, the sample is

@ Springer

not representative of all children of depressed parents since
the study screened out children with current depression and
current conduct disorder, among other disorders. Children
with these diagnoses were excluded since this study was
part of a larger family group preventive intervention study
(Compas et al. 2009),

Future research should be conducted to address several
goals. First, additional studies are needed to replicate the
findings of relationships between negative cognitive style
and coping. Additionally, research should focus on the
independent and interactive relationships of negative cog-
nitive style and coping with depressive symptoms. Longi-
tudinal studies will help clarify these relationships and
allow conclusions more congruent with causality to be
reached. Finally, although gender differences did not
emerge for any of the variables of interest in the current
study, future studies should further examine the role of
child gender.

In conclusion, the current study found significant rela-
tionships between coping (primary and secondary control
and disengagement), negative cognitive style, and depres-
sive symptoms in a sample of children of depressed par-
ents. Some of these findings replicate past research, while
others are new contributions to the field. The independent
contributions of two types of coping and negative cognitive
style to the prediction of depressive symptoms in this
sample suggest the possibility of multiple avenues for
prevention with this high-risk population of children.
Future research, particularly longitudinal, is needed to
replicate the new findings from this study in order to better
understand children living in families with a depressed
parent.
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