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Assessing the link between coping patterns and
interpersonal behaviors in depressed women
Deborah Schwartzman, Katherine Thompson, Debora D’Iuso,
Keith S. Dobson, Ueli Kramer, Martin Drapeau
Summary
Aim. Stressful life events are an important contributor to the onset and course of depression. Coping strategies and interpersonal patterns have been found to mediate the effects of stress [1].
Methods. This study examined the relationship between coping patterns and interpersonal interactions in
early psychotherapy sessions of 25 female patients with major depression. Transcripts were rated for coping patterns using the Coping Patterns Rating Scale (CPRS; [2]). Interpersonal patterns were assessed
using the Structural Analysis of Social Behavior (SASB; [3]).
Results. Significant correlations were found between coping patterns and markers of interpersonal functioning in selected contexts.
Discussion. The implications of these findings in understanding an important aspect of vulnerability to
depression and enhancing treatment outcome are discussed.
coping patterns / depression / interpersonal patterns / cognitive behavioral therapy / CPRS
/ coping patterns rating scale / SASB

INTRODUCTION
Major Depressive Disorder (MDD) is associated with considerable limitations in psychosocial
functioning and decreased quality of life [4]. It
is often linked with disturbances in sleep, appetite and sexual desire, suicidal thoughts and substance abuse [5]. Despite the growing number of
individuals with depression who have received
treatment [6], the relapse rates of MDD are significant. Current estimates suggest that 60% of
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sode will experience another within their lifetime [7, 8]. Further, 70% of individuals who have
had two episodes of MDD are at an increased
risk of experiencing a third, and 90% of individuals who have experienced three episodes can
expect to have a fourth episode [7, 8].
Stressful life events have been recognized as
an important contributor to the etiology and
course of MDD [9, 10, 11, 12]. During the three
to six months preceding the onset of depression,
50% to 80% of depressed individuals have experienced a traumatic event, such as the death of
a spouse or the loss of a job [13]. Furthermore,
chronic stress (e.g., stress persisting for over 12
months) has been found to affect the course of
depression, including longer duration, greater
severity of symptoms, and relapse [10, 11, 12].
Although most episodes of major depression are
preceded by stressors, only 20% to 25% of individuals who experience a major stressful event
develop depression [14]. The majority of individ-

24

Deborah Schwartzman et al.

uals who experience stressful life events may be
distressed for a period of time, but do not meet
the criteria of MDD [15]. Thus, there has been
considerable research to identify the suspected vulnerability factors that predispose some
people, but not others, to become clinically depressed following the experience of stress [16,
17, 18, 19, 20].
Evidence suggests that coping strategies play
an important role in mediating the effects of
stress [1, 21, 22] and that effective coping responses can help maintain psychological wellbeing during periods of stress [23]. For example,
problem-focused coping and affective regulation
(e.g., suppressing impulsive acts) have been associated with improvement in depression levels
[24, 25]. Maladaptive coping responses, however, have been shown to aggravate symptoms and
prolong the duration of depressive episodes [26].
For instance, the use of rumination (e.g., focusing on one’s symptoms) and helplessness have
been found to maintain depression as it prevents
individuals from employing more instrumental
behaviors, such as problem solving [12, 26, 27].
Other strategies, including wishful thinking, denial, and disengagement, have also been linked
with negative outcomes [25].
Furthermore, individuals with depression often
display difficulties in decision-making [28]. Indeed,
earlier research indicates that the coping strategies
of individuals with depression are typically characterized by the seeking of emotional and informational support to help provide reassurance [29]. In
turn, this greater requirement for certainty contributes to the failure of individuals with depression
to make effective coping decisions [30].
A focus on the role of interpersonal vulnerability factors as an important contributor to the onset and course of depression has also begun to
emerge [31]. Individuals with depression have
been found to be deficient in general social competencies [32]; they tend to display greater levels of hostile and controlling behaviors, a lack of
assertiveness, shyness, and withdrawal [33, 34].
These behaviors often distance others; indeed,
complaints about social isolation are among the
most frequently presented problems of individuals with depression [35]. For example, interpersonal problems with romantic partners and
family members have been linked to the development and intensity of depression [36]. Fur-

thermore, depressed individuals, who have experienced marital conflicts, were less likely to recover from depressive episodes and were more
prone to relapse [37]. The potential for conflict
within the social, marital, and family environments is high due to the degree of intimacy within these relationships and can negatively influence the course of the depressive episode.
There have been some advances in the area of
interpersonal context and the selection of coping strategies. For example, Holahan and Moos
[38] found that individuals with greater personal
and social resources were more likely to rely on
adaptive coping strategies (e.g., problem solving) and less likely to use maladaptive coping
(e.g., avoidance). It has been hypothesized that
personal resources (e.g., self-confidence and an
easygoing disposition) may increase the individuals’ ability to engage adaptive problem-focused
coping by fostering beliefs about one’s ability to
successfully manage stressors, while social resources (e.g., family and social support) may
provide a context for exploring coping options
and obtaining constructive feedback [23, 39,
40]. Depressed individuals, on the other hand,
have been found to engage in reassurance-seeking behaviors, which have been found to predict the occurrence of stressors and increase depressive symptoms [41]. For example, the maladaptive patterns of solicitation, reception, and
provision of support that depressed women displayed with their spouses were found to create
more marital stress and depression [42].
Due to methodological limitations, data on
coping and interpersonal behaviors have largely been collected from natural experiments that
took advantage of stressors occurring outside of
the individual’s control (e.g., natural disasters or
physical illness) and by examining the reactions
of individuals with depression to hypothetical
scenarios in the laboratory. As a result, researchers and clinicians cannot make accurate generalizations about how individuals with depression
cope or behave in everyday life situations. Given the importance of coping strategies and interpersonal behaviors for predicting depression
onset, maintenance, and relapse, it is important
to document the frequency and type of coping
patterns and their association with interpersonal
behaviors in selected contexts. The present study
was intended to provide preliminary data de-
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scribing situation-specific coping efforts of depressed individuals. The understanding of the
link between interpersonal behaviors and the
selection of coping responses in depressed individuals may shed light on an important aspect of vulnerability to MDD and yield important treatment implications.
METHOD
Participants
The data were collected as part of the landmark Jacobson and colleagues [43] component
study of cognitive-behavioral treatment of depression, wherein 152 participants with MDD
were randomly assigned to one of three treatment conditions: cognitive behavioral therapy (CBT), behavioral activation and automatic
thoughts; after matching to ensure group equivalence in the number of previous episodes of depression, the presence of dysthymia, the severity of the depressive episode, gender and marital status. Patients with bipolar
�������������������������
or psychotic subtypes of depression, mental retardation, organic
brain syndrome, panic disorder, schizophrenia
or schizophreniform disorder, and substance
abuse were excluded. In addition, patients already in therapy, receiving psychotropic drugs,
or requiring hospitalization were also excluded.��������������������������������������������
All treatments were conducted by four therapists with an average of 14.8 years of post-degree clinical experience. The treatment protocols
were based on a modified version of the Collaborative Study Psychotherapy Rating Scale
(CSPRS; [43, 44]. Twenty percent (20%) of the
audiotaped sessions were assessed for treatment
adherence.
The current study focused on 25 female participants assigned to the CBT arm or whom complete data were available. CBT interventions focused on modifying maladaptive behaviors, situation-specific cognitive distortions, and dysfunctional core beliefs. Participants were predominantly Caucasian (87.5%) and had a mean age of
37.84 (SD=5.21). The third therapy sessions with
each patient were selected for the study based
on the availability of verbatim transcripts and
because exploration of the treatment process and
of patient and therapist expectations has usually occurred by this session.
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Measures
Coping Patterns Rating Scale (CPRS; (2)).
This observer-rated method was used to assess
the patient Coping Patterns (CPs) as they occurred or were reported in-session. The method, which is based on the work of Skinner, Edge,
Altman, and Sherwood [45], includes a manual with definitions, rating procedures, and examples for 12 coping patterns: 1. Problem solving (e.g., attempting to understand a stressor in
order to adjust one’s actions to it and effect a
desired outcome); 2. Information-seeking (e.g.,
dealing with a stressor by attempting to discover additional contingencies for dealing with it);
3. Helplessness (e.g., believing that one is unable
to deal with a stressor); 4. Escape (e.g., avoiding
trying to deal with the stressor); 5. Self-reliance
(e.g., using one’s personal resources to deal with
a stressor); 6. Support-seeking (e.g., using social
resources to accompany or replace one’s own efforts in dealing with a stressor); 7. Delegation
(e.g., abandoning active attempts to deal with
the stressor in favor of trying to get others to assume responsibility for dealing with it); 8. Isolation (e.g., dealing with a stressor by withdrawing from the presence of others); 9. Accommodation (e.g., compromising or accepting what can
and cannot be changed); 10. Negotiation (e.g., attempting to enlarge the options at hand by examining one’s priorities or by engaging others
in a give and take); 11. Submission (e.g., giving
into others and giving up on effecting one’s own
preferences); and 12. Opposition (e.g., attempting to remove any constraints imposed on one’s
preferences). Coping patterns are assessed as either Affective – expressing feelings and focusing
on the emotional experience; Behavioral – encompassing personal and interpersonal behaviors; or Cognitive – indicating thoughts, beliefs,
or ideas [2].
The third psychotherapy session from each patient was transcribed verbatim and rated using
the CPRS by four graduate level students who
were trained by the developers of the method.
Raters were blind as to participant number and
as to all other measures. After scoring a transcript, the total count of each type of CP, broken down by modality (affective, behavioral, or
cognitive), was entered on a scoring sheet. Raw
count scores were divided by the total subject
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word count and presented as an adjusted score
per 1000 subject words to control for participant
verbal productivity. Approximately 20% of the
transcripts were rated by at least two raters to
document interrater reliability. Instances of disagreement between two raters were resolved
through discussion. The mean inter-rater agreement was satisfactory (ICC (2.1)=0.70). Previous
studies have shown the reliability and validity
of the method [46, 47, 48, 49].
Structural Analysis of Social Behavior (SASB;
(3)). This observer-rated measure was used to analyze interpersonal processes. Behavioral observations are classified according to focus (e.g., on
other, self in relation to other, or introject). The
focus of the behavioral transaction is assigned by
determining whether the patient is doing something for or to another person (focus on other),
responding to another person (focus on self), or
doing something for him or herself (focus on introject) [50]. The behavioral transaction is then
further classified in terms of two axes: affiliation
(love vs. hate) and autonomy (enmeshment vs.
differentiation). For example, when the focus of
the behavior is on other, the affiliation dimension classifies behavior as ranging from hostile
(low affiliation) to affirming and nurturing (high
affiliation); the autonomy dimension categorizes behavior as ranging from controlling (low autonomy) to autonomy giving (high autonomy).
When the focus of the behavior is on self, the affiliation dimension classifies behavior as ranging from walling-off (low affiliation) to reacting
in a comfortable and trusting manner (high affiliation); the autonomy dimension categorizes
behavior as ranging from submissiveness (low
autonomy) to assertiveness (high autonomy). Finally, when the focus of the behavior is on introject, the affiliation dimension classifies behavior as ranging from self-criticism (low affiliation)
to self-acceptance (high affiliation); the autonomy dimension categorizes behavior as ranging
from self-monitoring (low autonomy) to spontaneity (high autonomy). Affiliation and autonomy ratings can be used as Cartesian coordinate
points to assign one of 24 codes to the behavioral
observation (8 possible codes per surface); however, to increase statistical power, this study focused on the two main axes. Summary scores of
the amount of affiliation and autonomy in the

participants’ communications were calculated by
assigning weighted scores, ranging from low (-9)
to high (+9), to each code according to the level of affiliation or autonomy that was present in
the behavioral observation [51]. The total of the
weighted scores were divided by the number of
possible codes for each surface (8); next, an additional division using the total number of codes
on each surface entered for each case was calculated to adjust for the different number of codes
across cases.
The SASB method involves coding thought
units, or short pieces of text, that often contain a
subject, a verb, and an object, that is present in
the interpersonal material [51]. As indicated by
Benjamin and Cushing [51], coding a sample of
the behavioral observations has been shown to
be representative of the interpersonal patterns
of the whole analyzed session. Accordingly, the
middle 15-20 minutes of the third therapy sessions were analyzed. Furthermore, 200 units
were coded for each participant to control for
verbal productivity.
Referents, which refer to the individuals who
were participating in the behavioral interaction
or who were being spoken about in the communication, were identified for each thought unit.
Referents included the therapist (78.04% of all
interactions reported by the patients), the participant’s romantic partners (including (ex)spouse
and (ex)boyfriends; 3.13%), the participant’s children (2.26%), family members (the participant’s
parents, siblings, aunts and uncles; 1.2%), social relations (friends and colleagues; 0.76%),
and participant introjections (13.83%). As only
the patient and therapist participated in the CBT
sessions, the patient-therapist interaction codes
and the patient introjections were based on direct observations. The interaction codes between
the patient and her romantic partners, children,
family members, and social relations were based
on the material in the patients’ discussion of
these significant others with the therapist.
Four graduate students and one clinical supervisor completed the SASB ratings.���������
Approxi��������
mately 20% of the ratings were checked for interrater reliability. Instances of disagreement were
resolved through discussion. The weighted Cohen’s kappa was satisfactory (Kw=0.67). Previous
studies have shown the reliability and validity
of the method [51, 52, 53, 54, 55].
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Data Analysis
Spearman’s correlation coefficients were calculated to assess the relationships between coping
patterns and markers of interpersonal functioning. The total number of each coping pattern per
1000 subject words were examined in relation to
the participant’s level of a) affiliation and b) autonomy as rated using the SASB model.
RESULTS
Detailed results can be found in Tab. 1 and
Tab. 2. – at the end of article.
Interactions with the therapist. As can be seen
in Tab. 2, significant positive relationships were
found between affiliation with a focus on other and Accommodation (r=0.41, p<0.05), and between autonomy with a focus on self and Submission (r=0.49, p<0.05). Negative relationships
between Opposition and affiliation with a focus
on other (r=-0.44, p<0.05) and autonomy with a
focus on other (r=-0.43, p<0.05) were also found
to be significant. When referring to the therapeutic relationship, patients who were interpersonally affirming and nurturing were more likely to
cope with stressors by compromising. Patients
who were assertive with the therapist were more
likely to give up on effecting their own preferences when dealing with a stressor. Patients
who were interpersonally hostile and controlling were more likely to cope with stressors by
attempting to remove any constraints imposed
on their preferences.
Interactions with child. Positive relationships
between Support-seeking and affiliation with a
focus on self (r=0.44, p<0.05) and autonomy with
a focus on self (r=0.43, p<0.05) were found. A positive relationship between affiliation with a focus on other and Problem solving (r=0.43, p<0.05)
was also found to be significant. A negative relationship between affiliation with a focus on self
and Problem solving (r=-0.44, p<0.05) was found
to be significant. Significant negative relationships were also found between affiliation with a
focus on other and Negotiation (r=-0.48, p<0.05)
and Opposition (r=-0.43, p<0.05). Patients who
reacted to their children in a comfortable and
trusting manner, and those who were assertive
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with their children were more likely to use social
resources to accompany or replace their own efforts in coping with a stressor. Patients who were
affirming and nurturing and those who distanced
themselves from their children were more likely
to adjust their actions to achieve a desired outcome. Finally, patients who were interpersonally
hostile towards their children were more likely to
cope with stressors by engaging their children in
a give and take and by attempting to remove any
constraints imposed on their preferences.
Interactions with family members. A negative relationship between affiliation with a focus
on other and Opposition (r=-0.46, p<0.05) was
found to be significant. A negative relationship
between affiliation with a focus on self and Escape (r=-0.50, p<0.05) was also found to be significant. When referring to relationships with family members, patients who were interpersonally hostile were more likely to cope with stressors by attempting to remove any constraints
imposed on their preferences. Patients that distanced themselves from their family members
were more likely to avoid trying to deal with
stressors.
Interactions with romantic partners. Significant positive relationships were found between
affiliation with a focus on other and Problem
solving (r=0.41, p<0.05), and between autonomy with a focus on self and Delegation (r=0.41,
p<0.05). Patients who were affirming and nurturing with their romantic partners were more
likely to more likely to adjust their own actions
to achieve a desired outcome. Patients who were
assertive with their romantic partners were more
likely to have their partners assume responsibility for dealing with the stressors.
Social relationships. A negative relationship
between autonomy and a focus on self and Opposition (r=-0.44, p<0.05) was found to be significant. When referring to social relationships,
patients who were interpersonally submissive
were more likely cope with stressors by attempting to remove any constraints imposed on their
preferences.
Introjection. A negative relationship between
affiliation and Escape (r=-0.50, p<0.05) was found
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to be significant. Patients who were self-critical
were more likely to avoid trying to deal with
stressors.
DISCUSSION
Interactions with therapist. Participants who
treated their therapists in an affirming and nurturing manner (high affiliation) were more likely
to engage in accommodation. Conversely, participants who were hostile (low affiliation) and controlling (low autonomy) towards their therapists
were more likely to react to stressors in an oppositional manner. While collaboration between the
patient and therapist has been previously linked
with positive outcomes in therapy [56], Connolly Gibbons and colleagues [57] found hostile-dominant interpersonal patterns predicted
poor therapeutic alliance. Indeed, Moreno, Selby,
Fuhriman, and Laver [58] found positive correlations between severity of depression and hostility. Accordingly, these results might be a reflection of the types of patients who go on to do better or worse in therapy. An interesting finding
was that participants who were assertive with
their therapists (high autonomy) were more likely to employ the submission coping strategy. The
autonomy scores might reflect a more action-oriented, problem solving standpoint and the submission might be a sign of treatment adherence
(e.g., using the therapist’s strategies). Asserting oneself to the therapist may also be a sign of
treatment progress, as patients may be making
their needs and feelings known as a way of taking care of themselves.
Interactions with child. Participants who
reacted to their children in a comfortable and
trusting manner (high affiliation) and who were
assertive with their children (high autonomy)
were more likely to engage in support seeking
behaviors. These results might suggest that participants cope with stressful events by engaging
their children and relying on their support to explore coping options. Consistent with this is an
earlier finding by Schaefer, Coyne, and Lazarus
[40] that family support increased active coping
by providing a context for exploring coping options and for obtaining constructive feedback.
Participants who interacted with their children

in an affirming and nurturing manner (high affiliation) were more likely to use problem solving
behaviors. In keeping with the previous results,
this finding might suggest that participants who
were interpersonally nurturing with their children were more likely to engage in active, problem-focused coping, possibly as a way of exploring coping options. While participants might
have experienced conflicts with their children,
those with high affiliation and autonomy scores
were more likely to engage in active coping techniques. However, participants who reacted to
their children by withdrawing from them (low
affiliation) were also likely to engage in problem
solving. This possibly marks an attempt by these
participants, who might feel overwhelmed with
the challenge of dealing with their children, to
cope by withdrawing from the stressor perhaps
as a way of gaining perspective and thereby becoming better suited to then engage in behaviors
that will effect a desirable solution. Finally, participants who were attacking and rejecting towards their children (low affiliation) were more
likely to engage in negotiation and act in an oppositional manner. Perhaps owing to the depressive symptomatology (e.g., irritability, fatigue),
the participants may find it difficult to function
effectively and cope by engaging their children
in a constant give and take and by behaving in
a defiant and aggressive manner.
Interactions with family members. Impaired
family functioning in the area of communication has been found to play an important role in
the course of depression [34]. Consistent with
this, the results of this study found that participants who were attacking and rejecting towards
their family members (low affiliation) were likely to engage in oppositional coping behaviors.
Furthermore, participants who withdrew and
refused assistance from their family members
(low affiliation) were likely to escape dealing
with stressors.
Interactions with romantic partners. While
previous research has suggested that the intimate relationships of individuals with depression are often marked by friction and hostility
[59], participants in the study who interacted
with their romantic partners in an affirming and
nurturing manner (high affiliation) were more
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likely to engage in problem solving behaviors.
Perhaps the degree of intimacy of these relationships helped foster positive beliefs about one’s
ability to successfully manage stressful situations
and thereby increase adaptive problem-solving
behaviors [39]. Furthermore, excessive reassurance seeking, which is often characteristic of individuals with depression may account for the
affirming and nurturing behaviors patients displayed toward their romantic partners [60]. Participants who were assertive with their romantic partners (high autonomy) were more likely to
engage in delegation. Consistent with Hinchliffe
and colleagues [61] that depressed women display more attempts at controlling their romantic partners, the participants of this study tended to abandon attempts at coping with stressors
and had their partners assume responsibility for
dealing with them.
Social relationships. Participants who were
overly compliant and submissive in their social
interactions (low autonomy) were more likely to
engage in oppositional coping behaviors. What
this possibly suggests is that in their social interactions, depressed individuals may behave in a
submissive manner in an effort to elicit support
and attention. As Coyne [62] proposed, these requests for attention often become bothersome
and result in social partners withdrawing and
becoming more hostile. In turn, rather than becoming more dependent, the depressed individual might react by becoming overly defiant and
aggressive when coping with social stressors.
Introjection. Consistent with Blatt and Maroudas [63], who found that individuals who are
self-critical are predisposed to depression when
faced with life events leading to perceived failure or lack of control over the environment, our
findings suggest that participants who were selfcritical were more likely to escape stressors. Perhaps these individual lacked the personal resources required to foster a belief that one is capable of successfully managing a stressor and
thereby respond though avoidance.
Specific coping patterns were found across the
correlations. Significant correlations were found
between the problem solving coping pattern and
affirming and nurturing behaviors (high affiliation) among closer relations (e.g., with the partic-
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ipants’ children and romantic partners). Among
more distant relations (e.g., with the therapist
and family members) hostile behaviors were significantly correlated with the oppositional coping style. This pattern was also found in relationships with one’s children.
The results demonstrate that there is a link between coping patterns and interpersonal functioning in depressed individuals, and that dysfunctional coping strategies and problematic behavioral patterns are thus closely related. Furthermore, this study indicates that the manner in
which depressed individuals cope with stressors
is object specific. Because interpersonal behaviors and coping are so closely related, treatment
protocols where the sole focus is on targeting
either maladaptive interpersonal behaviors or
dysfunctional coping strategies may be incomplete. Moreover, rather than exclusively attending to the depressed patient, treatment should
also focus on the important relationship in the
patient’s life so that they may learn to create interpersonal contexts that will help support them
rather than stress them [64]. The ability to recognize and measure when this process is occurring can provide important information for the
clinician to more effectively manage the course
of treatment. For example, as it may be easier to
generalize an existing positive behavior to different contexts, therapists could help patients
identify stressful life events in which they were
able to cope in a positive manner, and help them
use such adaptive behaviors in other situations
as well. This might also serve to prevent relapse
as patients might learn to employ more adaptive coping techniques when faced with a similar environmental context or stressful situation
that may have formerly lead to the onset of depression.
LIMITATIONS
The results of the present study should be interpreted with caution. First, the sole focus on
female participants with major depressive disorder does not allow for generalizations of the
findings to men and to other diagnostic groups.
Second, the correlational design does not allow
us to establish causality between coping patterns
and interpersonal functioning. Finally, the use
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of the two SASB axes, rather than the 24 possible codes, prevents us from going beyond broad
conclusions at this point.
CONCLUSION
Previous research has examined the link between coping and interpersonal behaviors in
non-clinical samples and outside the context of
psychotherapy. The current study yields a more
extensive understanding of the nature of the associations between these two constructs in depressed individuals receiving CBT. Recognizing
that the manner in which depressed individuals
cope with stress differs when they are interacting with different significant others underscores
the value of therapeutic interventions oriented
toward strengthening adaptive coping responses in various contexts and creating interpersonal relationships that will help to offset stressful
life events.
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Tables
Table 1. Descriptive statistics
SASB ratings
Interactions with Therapist

Interactions with Child

Interactions with Family Members

Interactions with Romantic Partners

Social Relationships
CPRS ratings
Introjection
Problem Solving
Information Seeking
Helplessness
Escape
Self-Reliance
Support-Seeking
Delegation
Isolation
Accommodation
Negotiation
Submission
Opposition

Other
Self
Other
Self
Other
Self
Other
Self
Other
Self

Mean

Std. Deviation

AF
AU
AF
AU
AF
AU
AF
AU
AF
AU
AF
AU
AF
AU
AF
AU
AF
AU
AF
AU

0.29
0.07
0.46
0.34
-0.01
-0.24
-0.11
-0.03
-0.07
-0.13
-0.04
0.01
-0.12
-0.27
-0.25
-0.14
-0.08
-0.08
0.02
-0.09

0.54
0.56
0.03
0.11
0.25
0.43
0.30
0.17
0.25
0.35
0.33
0.27
0.45
0.47
0.44
0.42
0.26
0.28
0.31
0.30

AF
AU

0.06
-0.57
0.91
1.10
0.83
0.24
0.74
0.36
0.06
0.26
0.49
0.09
0.12
0.34

0.46
0.27
0.69
0.66
0.73
0.39
0.58
0.35
0.13
0.30
0.44
0.14
0.27
0.43

Note: AF = Affiliation; AU = Autonomy
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AU

AF

AU

AF

AU

AF

Self
AU

AF

AU

Other

0.21

0.09
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-0.17 -0.09 -0.12 -0.15 -0.18 -0.27 -0.14 0.02

0.41* 0.27 -0.26 -0.28 -0.01 0.15

-0.22

-0.21 -0.11

-0.44* -0.43* -0.19 0.18 -0.43*

Isolation

Accommodation

Negotiation

Submission

Opposition

0

0.31

AF

0.02

0

0.10

0.05

-0.06 0.18 -0.46* -0.23 0.26

0.04

0.15

AU

0.23

0.04

0.06

0.35 -0.10

0.27 -0.50* 0.03

0.10 -0.14 -0.17 0.05

0.30 -0.05 -0.18 0.07 -0.03

0.03 0.41* -0.23 -0.26 -0.06

0.11

0.05 -0.29

0.16

0.17

0.18 -0.10 0.30 -0.16
0.07 -0.24 -0.26 -0.15 -0.44* -0.02 -0.05

0.17

0.06

0.17 -0.13 -0.03 -0.20 0.25
0.03 -0.17 -0.21 0.17 -0.08 0.02

0.11

0.09 -0.06 0.28
-0.11 -0.16 0.04

0.24

0.27 -0.04 0.03 -0.10 -0.23 -0.23 -0.19 0.22
0.27

AF

-0.21 0.02 -0.02 0.28 -0.36 -0.37 -0.02 0.04 -0.05 -0.04

0.03

0.21

AU

0.04 -0.35 -0.04 -0.24 0.07

AU

Introjection

0.10 -0.14 -0.13 0.02 -0.29 0.18 -0.15

0.34 -0.09 0.24

-0.11 -0.04 0.29

0.31

0.18 -0.16 -0.13 -0.36 -0.21 -0.03 0.07 -0.13

0.24

0.18 0.49* 0.25 -0.09 -0.10 0.02 -0.20 -0.11

-0.37 -0.12 -0.49* -0.06 0.24

* Correlation is significant at the 0.05 level (2-tailed)

0

0.35

0.14

0.05 -0.12 0.07 -0.10 -0.18 -0.14 -0.06 -0.14 -0.37 0.22

0.09

Delegation

0.11

0.04 -0.10 0.31 0.44* 0.43* -0.24 -0.29 0.37

0.08 -0.10 -0.11

AF

Self

0.33 -0.50* -0.20 -0.14 -0.21 0.07 -0.36 -0.31 -0.31 0.30

-0.27 0.10 -0.21 0.02

Support-Seeking

0.11

-0.24 -0.12 -0.15 -0.37 -0.11

0.34

0.05

0.07 -0.08 -0.07 -0.05 0.26

AU

Other

0.01 -0.34 0.04

AF

Self

Social Relationships

0.14 -0.14 0.27 -0.09 -0.11 -0.08 -0.11 -0.11

0.11

0.36

-0.26 -0.30 -0.31 0.33

Self-Reliance

0.02 -0.17 0.03

0.13

Escape

0.27

0.27 -0.14 -0.19

-0.10 -0.01 -0.26 0.05 -0.21 -0.16 -0.13 0.31

0.02 -0.38 -0.19 0.04

0

AF

Other

Helplessness

AU

Self

Interactions with Romantic
Partners

0.12

AF

Other

Interactions
with Family Members

Information
Seeking

AU

Self

Interactions with Child

-0.11 -0.15 -0.07 0.05 0.43* -0.21 -0.44* -0.11 -0.17 -0.09 0.15 -0.15 0.41* 0.25

AF

Other

Interactions with Therapist

Problem Solving
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