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Abstract

This study examined the role of coping style in predicting positive and negative affect observed in interactions between children and parents with a history of depression. The anxious and depressive symptoms of the children were also examined in relation to both reports of coping and observed measures of affect. Correlational analyses indicated that primary and secondary control coping as measured by the child-report were positively correlated with observed positive mood and negatively correlated with observed sadness. Disengagement coping was negatively correlated with observed positive mood. In predicting anxious/depressed symptoms measured by the YSR, positive mood was more informative than sadness and primary and secondary control coping were more predictive than disengagement coping. Implications of these finding are discussed. 

Introduction

Parental depression has long been identified as a prominent risk factor in the expression of childhood psychopathology. The offspring of depressed parents are three to four times more likely to suffer from a mood disorder and about three times more likely to suffer from anxiety disorders and develop substance abuse problems than children of parents without a history of depression (Weissman et al., 2006; Beardslee et al., 1998). Children of depressed parents are also more likely to display externalizing problems such as oppositional defiant disorder (Kashdan et al., 2004) and conduct disorder (Marmorstein & Iacono, 2004). These trends begin in childhood and continue throughout the adult life for many individuals.


While psychopathology is always a matter of grave concern, psychological disorders in childhood and adolescence are particularly distressing. Early onset often predicts a course marked by more frequent recurrence, greater severity of symptoms, and increased co-occurrence of comorbid disorders as compared to onset of psychopathology latter in life. This pattern is characteristic of major depression (Klein et al., 1999) and bipolar disorder (Carter et al., 2003; Perlis et al., 2004) as well as many anxiety disorders (Rosario-Campos et al., 2001; Van Ameringen et al., 2004; Segui et al., 1999; Campbell et al., 2003) and externalizing behaviors (Loeber et al., 1992). Add to these problems the fact that adolescents and children are significantly harder to treat than adults (Weisz et al. 1991) and the need to prevent psychopathology in childhood becomes even more apparent.


In addition to the personal suffering experienced by at-risk children who develop one or more forms of psychopathology, increased rates of psychopathology hold consequences for the society as a whole as well. These consequences include the enormous cost of treating individuals who might otherwise be psychologically healthy and loss of economic productivity of adult workers consumed by their disorder (Rice et al., 1992), not to mention the increased rates of criminality by individuals with disruptive behavior disorders. Given the personal and social repercussions for children to whose depression suffer from depression, the question facing researchers is not whether or not it is prudent to intervene, but how best to do it.

Prevalence of Adult Depression

In order to gain some idea of how many children are affected by parental depression, the prevalence of depression in adults must be addressed. In a 12-month point prevalence survey, Kessler et al. (2005) found a rate of 6.7% for Major Depressive Disorder in adults. The lifetime prevalence, however, is considerably higher at 16.6%. While this 16.6% also encompasses adults who have no children living at home, Evenson and Simon (2005) found that parents with children living at home scored significantly higher on 12 items from the Center for Epidemiological Studies Depression scale (CES-D) than did adults who had never had children. Furthermore, given that depression suffered by either parent is associated with the described increases in risk (Lieb et al., 2002), children living with both their mother and father have, in a sense, two chances for exposure to parental depression. Given the pervasive nature of depression in American society and the increased risks parents face when having children at home, the number of children burdened by their parents depression may include hundreds of thousands of children each year.

Mechanisms of Transmission

The mechanisms through which a parent’s depression places her or his children at risk for psychopathology are many and complex. While inheritance of genetic predisposition to psychopathology and exposure to self-destructive behaviors are well documented mediators (Goodman & Gotlib 1999), the focus of this study is the increased stress faced by children of depressed parents as a result of their parent’s disorder. This stress can result from a number of problems associated with depression. Marital discord (Fendrich et al., 1990) and financial difficulties (Pound et al., 1985) can put a great deal of strain on children as well as adults, but one of the greatest sources of stress faced by the children of depressed parents may be the daily interactions they encounter with their mother or father. Interactions increasingly characterized by any or all of depressed mood, lack of warmth or nurturance (Cummings et al., 2001), withdrawal, intrusiveness, and irritability (Malfurs et al., 1996) are likely to be experience as highly stressful events occurring frequently in these children’s lives.


Research on stress and its association with psychological disorders is well documented, but when attempting to understand disorders related to stress, it is important to understand that stress does not affect everyone equally. The etiology of many psychological disorders consists of a heritable component such that if an individual possess a genetic diathesis for a disorder, a lesser amount of stress is needed to cause that disorder to materialize. This point is important for the simple reason that children whose biological parents are depressed share on average half of that parent’s genetic makeup. Stress can be moderated both by characteristics of the individual and characteristics of the individual’s environment such that these moderators can either mitigate or exacerbate the affects of the stressor. In turn, stress can evoke mediators that alter the way that stress is experienced by the person. Such mediators include characteristics of the individual which may protect or predispose that individual to suffer psychopathology (Grant et al. 2005).


The relationships between stress, its moderators, and its mediators are reciprocal and dynamic such that all three influence each other. For the purposes of those studying psychopathology it is important to understand how this relationship can lead to a downward spiral or, conversely, a relatively steady stream of improvement. Finally, there is a degree of specificity in the relationship between stress, moderators, mediators, and psychopathology. Different kinds of stress are affected by different moderators, evoke different mediators, and increase one’s risk for different types of psychopathology (Grant et al. 2005). Such specificity is essential to understand when dealing with stress is regarded as an avenue for treatment.


With regard to parental depression, increased patterns of exposure to parents’ intrusive and withdrawn behaviors is related to children’s increased incidence of depressed, anxious, and aggressive behaviors as measured by parents reports of their children (Langrock et al. 2002). Parents’ reports of their own intrusive behaviors are also related to their adolescents’ reports of their symptoms of anxiety, depression, and aggressive tendencies (Jaser et al. 2005). This study aims to elaborate on results found in previous works which have used parent-reports and self-reports by using direct observations between depressed parents and their children to gain a relatively more objective sample of children’s behavior.

Coping 


The strategies with which an individual copes with stress in his or her life comprise some of the most important mediators and moderators of stress. Coping is defined as conscious, volitional efforts to regulate emotion, cognition, behavior, physiology and one’s environment in response to stressful events or circumstances (Compas et al. 2001). The relationship between stress and coping is not unidimensional however, as coping is also affected by stress such that different kinds of stress can facilitate or impede the use of different coping strategies (Langrock et al. 2002). This last relationship is particularly important considering that the most stressful events in a person's life can often evoke the coping responses least favorable to recovery. 


With regard to adaptive versus maladaptive coping responses, confirmatory factor-analysis of volitional responses to stress by Connor-Smith et al. (2000) have generated three general categories of coping. Primary control engagement coping is directed toward influencing objective events or circumstances or directly regulating one’s emotions. Examples of primary control coping include both externally focused coping such as problem solving and internally focused coping such as regulated emotional expression. Primary control coping is generally associated with protection from psychopathology with the caveat that externally focused coping directed at events or circumstances beyond one’s control is likely to increase rather than decrease the harmful effects of stress.


Secondary control engagement coping is also associated with ameliorative responses to stress. Instead of focusing on changing aspects of one’s person or one’s environment, however, secondary control coping involves efforts to fit with or adapt to such circumstances. These efforts can take the form of acceptance of inalterable situations, distraction involving concentration on positive things to take one’s mind of the stressor, cognitive restructuring of one’s thoughts to find positive results or productive learning from the stressor, and positive thinking that everything will eventually turn out all right (Connor-Smith et al., 2000). The crucial difference between secondary control coping and emotionally focused primary control coping is that emotional expression/regulation, like other primary control strategies, involves the individual acting on his or her environment or directly acting on one’s emotions. Such emotions may be expressed in hopes of obtaining social support or efforts may be made to delay expression of potentially maladaptive emotions until a more appropriate situation presents itself. Either way, the individual is interacting with the environment in hopes of diminishing distress or preventing its exacerbation. Such efforts contrast with cognitively or attentionaly focused secondary control coping which does not directly involve acting on one’s environment (though it could change how one perceives the environment).


Disengagement coping, unlike primary and secondary control coping involves attempts not to deal with a pending stressor but rather to distance one’s self emotionally, cognitively, and physically from the source of stress or one’s emotional response to that stress. It is important to distinguish avoidance, one of the hallmarks of disengagement coping, from distraction used in secondary control coping. Distraction involves an active attempt to think about the more positive aspects of one’s life (rather than the stress) while accepting the stressors existence. Avoidance, on the other hand, involves simply ignoring the problem even to the point of staying away from things that remind one of the stressor. Disengagement coping is also characterized by denial that a problem is stressful or that it even exists and passive wishful thinking that the source of stress would disappear. Not surprisingly, disengagement coping is associated with vulnerability to stress and increased risk for psychopathology.

Coping and Positive and Negative Emotions

 
An important function of coping is the regulation of both positive and negative affect in response to stress. A burgeoning body of literature (e.g., Davidson, 2000; Geise-Davis & Spiegel, 2003) has begun to suggest that the beneficial effects of adaptive coping stem, not solely from the regulation of negative affect, but also from the cultivation of positive affect. Unpleasant emotions are inevitable, and in extremely stressful situations the expression of powerfully unpleasant emotions may be preferable to the suppression of such affect (Geise-Davis & Spiegel, 2003). On the other hand, the ability to generate positive emotions even in the context of stressful situations is likely even more beneficial. Davidson (2000) labels this ability “resilience.” As it is conceptualized above, secondary control coping involves exactly those processes that may be needed to initiate or sustain positive affect from distressing circumstances. Acceptance, distraction, cognitive restructuring, and positive thinking are all strategies to adapt to a stressful situation by elevating the salience of something positive.

Research Hypotheses

The primary aim of this study is to establish a relationship between a child’s relative use of the three major coping styles and the affect and behavior that child displays during two 15 minute interactions with their parent. Use of primary control coping is predicted is correlate positively with observed measures of positive affect and affectionate behavior and correlate negatively with measures of negative affect and hostile behavior. Use of secondary control coping also is hypothesized to correlate positively with measures of positive affect and affectionate behavior and correlate negatively with measures of negative affect and hostile behavior. Use of disengagement coping, on the other hand, is predicted to correlate negatively with measures of positive affect and affectionate behavior and correlate positively with measures of negative affect and hostile behavior.


The second purpose of this study is to determine the relative importance of positive and negative emotions in predicting symptom outcomes. The observed measure of positive affect is hypothesized to correlate negatively with anxious and depressive symptoms while observed negative affect is hypothesized to correlate positively with anxious and depressive symptoms. Although both of these associations are expected to be significant, positive affect is hypothesized to be substantially more predictive of psychological symptoms. Concordantly, while primary control and secondary control coping are both predicted to be negatively associated with anxious and depressed symptoms, secondary control coping is hypothesized to be a stronger predictor of both observed positive mood and reported symptoms.


The third purpose of this study is to examine whether a child’s affect and behavior as presented during interaction with their parent might mediate the relationship between coping style and the child’s internalizing and externalizing symptoms. It is hypothesized that primary and secondary control coping will be negatively correlated with internalizing and externalizing symptoms while disengagement coping is positively correlated with internalizing and externalizing symptoms. Furthermore, the child’s affect and behavior during interactions with their parent are predicted to mediate this relationship such that part of the reason that adaptive coping prevents the onset of psychological symptoms is accounted for by adaptive coping’s generation of positive affect and affectionate behavior and/or prevention of negative affect and hostile behavior which in turn precludes symptoms of distress. The exact opposite relationship is predicted to exist between maladaptive coping and psychological symptoms.

Method

Participants

As of March 1, 2008, 59 families with a total of 78 children have thus far been recruited at the Nashville site and 62 families with a total of 88 children from the Vermont site. Participants in the study include the parent with a history of depression and any of his or her children between the ages of 9 and 16-years-old. A history of depression is considered to include at least one episode of major depressive disorder or dysthymia as measured by the Structured Clinical Interview for DSM-IV Axis I Disorders (SCID) during the lifetime of the participating child/children. Families with parents who meet criteria for an episode of major depressive disorder or dysthymia at the time of recruitment are allowed to participate but are assessed to insure that they are currently functioning well enough to participate in the group session on a regular basis. Families with a parent who has a history of psychotic disorder, bipolar disorder, or have a current substance abuse disorder that appears to preclude functioning such that the family would be unlikely to come to group sessions on a regular basis are excluded. 


Children within the age range are administered the Schedule for Affective Disorders and Schizophrenia for School-aged Children- Present and Lifetime Version (K-SADS-PL). Adequate inter-rater, and test- retest reliability of the K-SADS-PL have been demonstrated, as have convergent and discriminant validity (Kaufman et al., 1997). Families with children who have a history of, schizophrenia, bipolar, or any pervasive developmental disorder are excluded. Families with children who have current conduct disorder, current substance/alcohol abuse, or are currently in an episode of depression are also excluded.


Families at the Vermont site are recruited through three Burlington area treatment centers for adults with depression. Families in Nashville are recruited through psychiatric and mental health centers affiliated with Vanderbilt University and through a not-for-profit regional provider of mental health services. Potential participants from both sites are contacted in the following order: first, adults currently being treated for depression; second, adults who begin treatment during the period of the study; and third, former patients who have been treated for depression in the past three years. 


Once identified, potential participants are contacted first by a staff member from the institution from which they received/are receiving treatment. Then, if they are interested and appear to meet the inclusion and exclusion criteria, they are contacted by a member of the research team. It is at this point that informed consent of all subjects in the family is obtained, assuming the participant is verified to meet inclusion and exclusion criteria by the research team member.

Measures
Responses to Stress Questionnaire

The RSQ is administered to both the parent and the child in order to gage what strategies the child uses to handle the stressors that have occurred related to the parent’s depression. Factor analyses of the questionnaire’s 57 items have identified five categories of coping responses: primary control engagement coping (problem solving, emotional expression, emotional modulation), secondary control engagement coping (cognitive restructuring, positive thinking, acceptance, distraction), disengagement coping (avoidance, denial, wishful thinking), involuntary engagement (emotional arousal, physiological arousal, rumination, intrusive thoughts, impulsive action), and involuntary disengagement (cognitive interference, emotional numbing, inaction, escape) (Connor-Smith et al. 2000). Connor-Smith et al. 2000 have demonstrated the RSQ’s internal consistency, test-retest reliability, and convergent and discriminate validity.
Parent-Child Interactions

Two 15-minute interactions between the depressed parent and his or her child are taped. In the first, the two discuss a pleasant activity they recently did together. Immediately afterward, they discuss a salient source of stress for their family. These interactions offer a sample of how depressed parents communicate and express themselves with their children as well as what kinds of emotions and behaviors they evoke from their child in doing so. Each interaction is coded on 22 scales for the parent and 14 scales for the child. All the scales are taken from the Iowa Family Interaction Rating Scales manual (Melby & Conger 2001). Interactions are coded by two raters who subsequently meet to reach a consensus on any discrepancies in their evaluations of the task. Inter-rater reliability has thus far averaged in excess of 70% agreement for parent and child codes.


All of the codes used by this study evaluate the mood and behavior of the child. The Positive Mood code assesses the degree to which the child appears content, happy, and optimistic. The code also takes into account expressions of pleasure, affirmation, or liking directed towards themselves, others, or things in general. Nonverbal behaviors such as smiling and laughing count towards positive mood as do positive statements, for instance: “My Project at school went great,” or, “You made my day” (Melby & Conger 2001). 


The Sadness code reflects the degree to which the child’s verbal and nonverbal behaviors convey unhappiness, pessimism, guilt, and regret. The content of speech targeted by this code includes self-critical statements as well as expressions of hopelessness. Behaviors targeted by the sadness code comprise styles of speech that include slowing, dulling, or a drop in amplitude at the end of sentences and physical behaviors that range from indications of fatigue to crying (Melby & Conger 2001).

Child’s Anxious and Depressive Symptoms

Each child’s anxious and depressive symptoms are assessed by parent report on the Child Behavior Checklist (CBCL) and the CBCL’s child report counterpart, the Youth Self-Report (YSR). The parent who completes the CBCL is the parent for whom a history of depression has been established. The CBCL is a widely used measure of psychological problems encountered in childhood and has well-established reliability and validity, as does the YSR (Achenbach & Rescorla, 2001). While the CBCL and YSR contain multiple scales designed to assess both internalizing and externalizing symptoms, this study employs only the anxious/depressed scale as an indicator of general emotional distress and reflective of symptoms that are important to examine in children of depressed parents..

Data Analytic Approach

The first set of hypotheses evaluating the association between coping style and observed measures of affect and behavior was tested with correlational analysis. The child reported measures of primary control coping, secondary control coping and disengagement coping were correlated with composite measures of observed positive mood and sadness. As per Connor-Smith et al. (2000), RSQ scores were calculated reflecting the practice of a given style of coping in terms proportion of total coping strategies. Proportional scores are considered informative over raw-scores because some respondents (e.g., girls on average) report more coping strategies in general. The composite measures of positive mood and sadness were created by averaging the z-scores of each code across tasks 1 and 2.


The second hypothesis was tested using the above mentioned measures of coping and observed affect along with the anxious/depressed scores on the YSR. Per Jaser et al. (2005), the means and standard deviations of T scores based on age and sex from the YSR scales are examined for the purposes of comparing this sample to the general population. Raw scores will be used to test for associations, however, because these scores contain a fuller range of variance. Regression analysis was used to examine the relative values of positive mood and sadness in predicting the YSR anxious/depressed score. Regression analysis was also used to examine the relative values of primary control and secondary control and disengagement coping in predicting the YSR scale.

The third hypothesis was also tested using the child report RSQ measures, the composite observed affect measures and the YSR anxious/depressed scores. Mediation of the relationship between coping strategies and the YSR anxious/depressed scales by positive mood and sadness were tested using multiple regression as per Baron & Kenny (1986). In order to find evidence that a given variable acts as a mediator, four conditions must be satisfied: First, the independent variable, in this case an RSQ measure, must be significantly predictive of the dependent variable, the YSR anxious/depressed scale. This condition was tested in the second hypothesis. Second, the RSQ measure must be significantly predictive of the mediator, in this case, the IFIRS variable. This condition was tested in the first hypothesis. Third, the IRIRS measure must be significantly predictive of the YSR anxious/depressed scale even when controlling for the RSQ variable. This condition was satisfied through regression analysis in which the RSQ and IFIRS variables under consideration were entered simultaneously as predictors of the YSR anxious/depressed scale. Finally, for each regression analysis in which the IFIRS measure remained significant after controlling for the RSQ coping style, the reduction in the RSQ measure’s predictive power was examined using a Sobel test (Preacher & Hayes, 2004). Finally, two comprehensive regression analyses containing all three RSQ measures and either positive mood or sadness predicting the YSR anxious/depressed scale were run to assess the predictive power of the IFIRS measures when controlling for coping in general.
Results

Preliminary Analyses

Preliminary analyses were conducted to determine which variables best represented the constructs we were attempting to measure. These analyses first suggested the use of child report over parent report data. Child reporting on the three coping styles did not correlate significantly with the corresponding scales on the parent report survey though correlation of secondary control coping (r = .14,  p = .075) and disengagement coping (r = .13, p = .10) scales approached significance. Child reported data are selected over parent report data because they showed substantially stronger associations with both the IFIRS measures and with the YSR anxious/depressed scale.


The observed measures were highly correlated between tasks 1 and 2. Given their strength of association, composite variables for each code were created by converting the raw scores to z-scores based on the distribution for this sample and then calculating the mean of the z-scores of the task 1 and task 2 variables. These composite measures demonstrated greater strength of association with the child-report RSQ measures and YSR anxious/depressed scale than variables on either task 1 or task 2 alone and were chosen to evaluate the second and third hypotheses.


The YSR anxious/depressed scale was chosen because it showed substantially stronger correlations with the RSQ coping measures and the two IFIRS codes than either the CBCL or a composite measure created by averaging the z-scores of the two reports. Jaser et al. (2005) also found the YSR to be preferable over the CBCL and this choice is conceptually consistent with the use of child report RSQ over the parents’ reports of their children’s coping.
Descriptive Statistics

With respect to coping measured by child report on the RSQ, primary control coping accounted for an average of 17.0% (SD 4.0%) of coping strategies children employed while secondary control coping accounted for an average of 23.8% (SD 4.7%) of coping strategies and disengagement coping accounted for an average of 20.3% (SD 3.6%) of coping strategies (Table 1). All three of these variables approached a normal distribution.


Table 1 shows the means and standard deviations of the IFIRS measures as well. Not surprisingly, Positive Mood and Warmth/Support were more present in task 1 when the parent and child discussed a pleasant activity while Sadness was more present in task 2 during the discussion of family stress. Both Positive Mood and Sadness displayed distributions that approached a normal distribution. 


The average T score for the YSR anxious/depressed scale indicates that the subjects in this study expressed an elevated number of anxious/depressed symptoms such that they averaged about a half a standard deviation above the population mean (Table 1). Association of Coping Styles with Observed Measures

The study’s first set of hypotheses were generally well supported in the correlational analyses examining the relationship between use of coping strategies and observed measures of affect and behavior. Primary control coping is significantly positively correlated with the composite measure of Positive Mood (r = .34, p < .01) and significantly negatively correlated with Sadness (r = -.26, p < .05) as expected (Table 2). Secondary control coping is also significantly positively correlated with positive mood (r = .39, p < .01) and significantly negatively correlated with sadness (r = -.29, p < .05). Disengagement coping is significantly negatively correlated with positive mood (r = -.27 p<.05), but, although the correlation between disengagement coping and sadness appears in the expected positive direction, the relationship is not statistically significant (r = .14, p = .26).

Relative Strength of IFIRS and RSQ Measures Predicting Anxious/Depressed Symptoms

As presented in Table 4, in linear multiple regression analyses both positive mood and sadness are statistically significant predictors of the YSR anxious/depressed scale when tested separately. When positive mood and sadness are entered simultaneously however, positive mood retains its predictive value while the predictive value of sadness is diminished below statistical significance. These results support the hypothesis that the generation of positive emotions may be more important than the avoidance of negative emotions in determining the extent to which one suffers from symptoms of anxiety and depression.


As indicated in Table 5, primary control coping and secondary control coping are predictive of the YSR anxious/depressed scale both when entered independently and when entered simultaneously along with disengagement coping. Disengagement coping, on the other hand, was a significant predictor of the YSR measure when entered by itself, but only approached significance (β = -.168, p = .07) when entered along with primary and secondary control coping. The difference in predictive power between primary control coping and secondary control coping as quantified by their regression coefficients is marginal. Support, therefore, is not found for the hypothesis that one’s use secondary control coping is more important than one’s use of primary control coping in determining the extent to which one suffers from symptoms of anxiety and depression.
Mediation of Relationship between Coping and Symptoms by Observed Affect
As mentioned above, all three RSQ coping styles were significantly predictive of the YSR anxious/depressed scale, thus satisfying the first condition required to demonstrate evidence for mediation (Table 4). The second condition was also satisfied to the extent that all three RSQ measures were predictive of positive mood and both primary and secondary control coping were predicative of sadness. 

Concerning the third condition, only positive mood demonstrated statistically significant unique prediction of the YSR anxious/depressed scale when entered along with any of the coping scales (Table 5). Positive mood retained its predictive value when entered with primary control coping and when entered with disengagement coping, but only approached significance (β = -.18, p = .10) when entered with secondary control coping. When a Sobel test was conducted on the relationship between primary control coping, positive mood, and the YSR anxious depressed scale, the reduction in the predictive power of primary control coping upon the inclusion of positive mood only approached significance (S = -10.06, p = .07).When a Sobel test was conducted on the relationship between disengagement coping, positive mood, and the YSR anxious/depressed scale, the reduction in the predictive power of disengagement coping upon the inclusion of positive mood was also not sufficient to find evidence for mediation. Furthermore, when positive mood or sadness were entered simultaneously with all three RSQ variables, neither remains a significant predictor of the YSR anxious/depressed scale (Tables 6 &7).

Discussion


The study has examined the relationship between the strategies with which children of parents who have a history of depression cope with stress, their mood while interacting with their parents, and the extent to which they suffer from symptoms of anxiety and depression. Self-reported measures of coping are strongly related to measures of observed mood such that coping strategies oriented toward problem solving and emotional regulation (primary control coping) and those strategies oriented toward cognitive adaptation (secondary control coping) are associated with more positive affect and less negative affect. Those coping strategies that emphasize attempts at ignoring, avoiding, or denying a problem (disengagement coping) are associated with less positive mood. 


These findings provide support both for the employed coping taxonomy and for the ability of children’s reporting on the RSQ to accurately capture how children cope with stress in their everyday lives. The evidence presented here is considered especially strong because coping style and mood were measured using two different methods of assessment. Given that observers, naive to the children’s reports of coping on the RSQ, rated levels of positive and negative affect concordant with the hypothesized relationships between these two assessments, the validity of both measures is well supported. 


In spite of the encouraging nature of these findings, the observational technique used has a number of potential drawbacks. While participants were asked to discuss both a pleasant and stressful topic in order to maximize the types of interactions available for observation, the two 15 minute tasks coded for this study are yet a small sample on a single day that may be subject to the pre-existing moods of the participants. Participants were also aware that their discussion in being recorded and reminded of that by the camera set up in front of them. Despite these limitations, however, the measures derived from this method of assessment showed significant correlations with both coping and symptoms measures. Future research should examine interactions in different situations such as school and with different interactors such as siblings or peers.


That correlations between child reports of coping and psychological symptoms and the IFIRS measures is concerning if not unexpected. While having both parent and child report on the child’s coping strategies and psychological symptoms is designed to offer two complementary perspectives on these constructs, the parent report measures were consistently worse predictors of children’s reports of their symptoms of anxiety and depression. Furthermore, when combined with the equivalent child report measures to create composite scores, the composite scores generally performed worse than the child report measures alone in predicting the other variables of interest, suggesting that the parent report measures lend little additional information about coping or psychological symptoms not offered by the child report measures. 


One reason for the discrepancy in predictive value between the child-report and parent report assessments could be the nature of the information about which the surveys inquire. Children may have the best insight into their own emotions and coping strategies simply because they have the most direct access to those processes. While it is conceivable that parents may notice the outcomes of these largely internal processes in such a way that they gain information about their children that even those children are not aware of, this does not seem to be the case in the current study.


The finding that positive affect is more predictive of psychological symptoms than negative affect is an important one. These analyses lend support to the idea that psychological symptoms are prevented most successfully by coping responses that generate positive affect rather than those aimed at preventing or diminishing negative affect (Davidson, 2000). It must be recognized, however, that the two coping objectives are undoubtedly reciprocal. While use of secondary control coping did not appear to be more predictive of anxious/depressive symptoms than primary control coping, both primary and secondary control coping appear to be more predictive than disengagement coping. Similar to the results above, this finding suggests that the manifestation of psychological symptoms is determined less by the use of dysfunctional coping strategies and more by the absence of adaptive coping strategies. Together, these results can be taken to suggest that the presence of negative affect and the use of maladaptive coping strategies are unlikely to lead to psychological symptoms in-and-of themselves. More important in determining whether or not symptoms are experienced are the lack of ability to sustain positive mood and the absence of adaptive coping strategies.

Support for the hypothesis that observed affect during parent-child interactions mediates the relationship between coping and psychological symptoms did not fully materialize. In general, the predictive value of primary and secondary control coping with respect to the YSR anxious/depressed scale was so strong that the IFIRS variables were left little unique predictive power when entered concurrently with one of them. Even when positive mood remained a significant predictor when entered alongside primary control coping and disengagement coping, positive mood did not significantly reduce the unique predictive power of either coping variable. One explanation for these results may be that, rather than mediate the relationship between coping and psychological symptoms, positive and negative affect during parent-child interactions may be related to psychological symptoms because both are in part determined by the relative use of coping strategies.

With regard to future research in this area, a great deal is yet to be learned about how the parent-child interactions may contribute to the transmission of risk for psychopathology from parents to children. The current symptoms of depression of the child’s parent were not examined in this study and could represent have a substantial impact not only on the three studied constructs but on the relationships between and among those constructs as well. Parental symptoms could in fact be an underlying cause of all six of the variables examined by this study. 

As models of familial transmission of psychopathology become more sophisticated, it will be important to study the relationships children have with both their parents and with their siblings as well. Stressful interactions are unlikely to be limited to a child’s parent with a history of depression. Interactions with a sibling who is depressed or suffers from some other form of psychopathology may also put a child at risk or may aggravate risk already transmitted through parental psychopathology.

The ultimate goal of this study and other studies like it is to develop a greater understanding of how transmission of psychopathology from parent to child may be prevented. The most informative finding in the current study re-emphasize the efficacy of primary and secondary control engagement coping and support the importance of generating positive affect as a means of preventing psychological symptoms. 
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Table 1
Descriptive Statistics for RSQ, IFIRS, and YSR Variables

	
	Mean
	SD

	Child Report RSQ 
	
	

	Primary Control Coping
	17.0%
	4.0%

	Secondary Control Coping
	23.8%
	4.7%

	Disengagement Coping
	20.3%
	3.6%

	IFIRS Measures
	
	

	Positive Mood Task 1
	5.62
	1.38

	Positive Mood Task 2
	4.04
	1.42

	Sadness Task 1
	3.71
	1.49

	Sadness Task 2
	5.06
	1.63

	YSR
	
	

	Anxious/Depressed T score
	55.71
	7.35


Table 2

Correlations between RSQ, IFIRS, and YSR Variables

	
	1.
	2.
	3.
	4.
	5.
	6.

	1. RSQ: Primary Control Coping
	1
	
	
	
	
	

	2. RSQ: Secondary Control Coping
	.21**
	1
	
	
	
	

	3. RSQ: Disengagement Coping
	-.67**
	-.28**
	1
	
	
	

	4. IFIRS: Positive Mood
	.34**
	.39**
	-.27*
	1
	
	

	5. IFIRS: Sadness
	-.26*
	-.29*
	.14
	-.55**
	1
	

	6. YSR: Anxious/Depressed
	-.39*
	-.44**
	.22**
	-.38**
	.28*
	1


*p < .05

**p < .01

Table 3
Regression analyses of Positive Mood and Sadness Predicting YSR Anxious/Depressed

	Step 1
	
	

	R2 = .14
	F = 11.66
	

	 
	Beta
	p

	Positive Mood
	-.38
	.00

	
	
	

	Step 2
	
	

	R2 = .08
	F = 5.94
	

	 
	Beta
	p

	Sadness
	.28
	.02

	
	
	

	Step 3
	
	

	R2 = .15
	F = 6.10
	

	 
	Beta
	p

	Positive Mood
	-.32
	.02

	Sadness
	.10
	.44


Table 4

Regression Analyses of Primary Control Coping and Secondary Control Coping Predicting YSR Anxious/Depressed

	Step 1
	
	

	R2 = .16
	F = 28.75
	

	 
	Beta
	p

	Primary Control Coping
	-.39
	.00

	
	
	

	Step 2
	
	

	R2 = .19
	F = 37.27
	

	 
	Beta
	p

	Secondary Control coping
	-.44
	.00

	
	
	

	Step 3
	
	

	R2 = .05
	F = 8.26
	

	 
	Beta
	p

	Disengagement Coping
	.22
	.00

	
	
	

	Step 4
	
	

	R2 = .30
	F = 22.30
	

	 
	Beta
	p

	Primary Control Coping
	-.42
	.00

	Secondary Control coping
	-.40
	.00

	Disengagement Coping
	-.17
	.07


Table 5

Regression Analyses of RSQ and IFIRS Variables Predicting YSR Anxious/Depressed

	Positive Mood
	
	

	
	
	

	Primary Control Coping & Positive Mood

	R2 = .24
	F = 10.91
	

	 
	Beta
	p

	Primary Control Coping
	-.33
	.00

	Positive Mood
	-.27
	.02

	
	
	

	Secondary Control Coping & Positive Mood

	R2 = .37
	F = 20.32
	

	 
	Beta
	p

	Secondary Control Coping
	-.52
	.00

	Positive Mood
	-.18
	.10

	
	
	

	Disengagement Coping & Positive Mood

	R2 = .20
	F = 8.65
	

	 
	Beta
	p

	Disengagement Coping
	.25
	.03

	Positive Mood
	-.31
	.01

	
	
	

	
	
	

	
	
	

	Sadness
	
	

	
	
	

	Primary Control Coping & Sadness

	R2 = .21
	F = 9.06
	

	 
	Beta
	p

	Primary Control Coping
	-.38
	.00

	Sadness
	.18
	.11

	
	
	

	Secondary Control Coping & Sadness

	R2 = .36
	F = 19.28
	

	 
	Beta
	p

	Secondary Control Coping
	-.56
	.00

	Sadness
	.12
	.23


Table 6
Regression Analysis of RSQ Variables and Positive Mood Predicting YSR Anxious/Depressed

	R2 = .45
	F =  13.37
	

	 
	Beta
	p

	Primary Control Coping
	-.32
	.01

	Secondary Control Coping
	-.50
	.00

	Disengagement Coping
	-.04
	.72

	Positive Mood
	-.09
	.40


Table 7
Regression Analysis of RSQ Variables and Sadness Predicting YSR Anxious/Depressed

	R2 = .44
	F = 13.18
	

	 
	Beta
	p

	Primary Control Coping
	-.32
	.01

	Secondary Control Coping
	-.52
	.00

	Disengagement Coping
	-.04
	.76

	Sadness
	.05
	.59
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