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ABSTRACT

Jessica Childress
THE RELATIONSHIP BETWEEN CHILDHOOD ADVERSITY AND DEPRESSION:
THE INFLUENCE OF SCHEMAS AND COPING STYLE ON DEPRESSION
COURSE
2009/10
Jim A. Haugh, Ph.D.
Master of Arts in Clinical Mental Health Counseling
This paper explored the relationship between childhood adversity and depression course,
and the influence of Early Maladaptive Schemas (EMS) and coping on this relationship.
A sample of participants in a small-scale university study (n=100) provided information
through retrospective assessment of adverse childhood experiences. Information through
self-report assessment of coping style, Early Maladaptive Schema (EMS), and depressive
symptoms was also obtained. Seventy-three percent of the sample reported experiencing
at least one of the adversities assessed. Childhood adversity was a predictor of acute
symptoms of depression, and general negative affect, indicating that experiencing
childhood adversity leads to acute and chronic symptoms of depression in adulthood.
Childhood adversity also predicted EMS, and maladaptive coping. There was no
statistically significant difference in average reporting of adversity between males and
females. The linear combination of childhood adversity subscales, EMS domains, and
maladaptive coping styles predicted acute symptoms of anxiety and depression, and
general positive and negative affect.
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CHAPTER ONE
Introduction
The Influence of Schemas and Coping Style on Depression Course
While the search for a more finite understanding of the etiology and successful
treatment of unipolar depression remains fervid, the breadth of literature on unipolar
depression demonstrates the complex nature of this mental illness and the difficulty in
meeting this goal. One of the factors that makes understanding unipolar depression so
difficult is that the course of the disorder varies from person to person. Of relevance to
the current study is the observation that unipolar depression may be acute or chronic in its
presentation. The fact that there are different presentations of unipolar depressive
disorders suggests that there might also be different etiological factors associated with the
different presentations. However, this question has only recently begun to be examined
in the literature. The goal of the current study was to explore that question more
specifically.
The present study examined the acute and chronic presentations ofunipolar
depression with special attention to childhood adversity as a specific causal pathway. In
addition, we expanded on the simple adversity-depression link by exploring the role
adversity has on the development of both early maladaptive schemas and dysfunctional
coping, two constructs that have been linked to depressive illnesses. In the following
sections, a brief overview of unipolar depressive disorders is presented. This is followed
by a review of the relationship between childhood adversity and depressive
symptomatology. A review of the relationship between childhood adversity, schemas
and depressive symptomatology is then provided. This is followed by a review of the
1

relationship between childhood adversity, coping and depressive symptomatology.
Finally, this is followed by a review of the relationship between childhood adversity,
schemas, coping and depressive symptomatology.

CHAPTER TWO
Literature Review
Overview of UnipolarDepression
Unipolar Depression is best described as a mood disorder, characterized by
vegetative, emotional, and cognitive symptoms (Hersen, Turner, & Beidel, 2007).
According to the Diagnostic and Statistical Manual of Mental Disorders

4 th

edition

Revised (DSM-IV-TR), two primary types of unipolar depressive disorder diagnoses can
be given: Major Depressive Disorder and Dysthymic Disorder (4th ed.; DSM-IV;
American Psychiatric Association, 1994). In addition to these primary diagnostic
categories, the DSM-IV-TR also lists research criteria for Depressive Personality
Disorder, which is classified as a Personality Disorder Not Otherwise Specified.
To be diagnosed with a Major Depressive Disorder (MDD), an individual must
have experienced a minimum of a two-week period during which they experienced either
sadness lasting most of the day or diminished interest or pleasure in normal activities. In
addition to these key symptoms, the individual must also report the presence of at least
five of the following criteria: increased feelings of hopelessness and/or worthlessness,
psychomotor agitation, changes in sleeping and/or eating habits, suicidal ideation,
difficulty concentrating, and decreased energy. A MDD diagnosis can be further
specified as being either acute or chronic based on the frequency of the depressive
episodes. The presence of only one depressive episode would be specified as a "single
episode" and would represent an acute presentation. In contrast, the existence of repeated

episodes would represent a chronic presentation and be labeled as such (4th ed.; DSMIV; American Psychiatric Association, 1994).
The second type ofunipolar depression is Dysthymia. In contrast to MDD,
which may be either acute or chronic, Dysthymia is typically considered to be a chronic
unipolar depressive disorder. In order to be given the diagnosis of Dysthymia a
depressed mood must be present most of the day, for more days than not, for at least two
years. Also, two or more of the following must be present during the depressed mood:
changes in sleeping or eating habits, decreased energy, low self-esteem, difficulty
concentrating, and feelings of hopelessness (4th ed.; DSM-IV; American Psychiatric
Association, 1994).
The final unipolar mood disorder is Depressive Personality Disorder (DPD). Like
Dysthymia, DPD is considered a chronic unipolar condition. Unlike Dysthymia, DPD
diagnostic criterion requires that the pervasive depressive symptoms begin by early
adulthood. In order to be given the diagnosis DPD, the following diagnostic criteria must
be met: unhappy and dejected mood, self-concept revolving around low self-esteem,
derogatory or judgmental toward self and others, pessimistic, and prone to worry and
feelings of guilt (4th ed.; DSM-IV American Psychiatric Association, 1994). These
diagnostic criteria highlight the depressive cognitions and behaviors that make up
unipolar depression.
One of the reasons that the study ofunipolar depression is important is because of
the significant and numerous ways in which these disorders impact the individual's life.
This impact is felt regardless of diagnostic label given and may impact the individual's
life immensely. For example, unipolar depression has been demonstrated to be linked to

a variety of negative consequences for individuals that are varied and include impaired
memory and increased distractibility (Ellis, 1991), poorer self-care (Egede, Ellis &
Grubaugh, 2009) and decreased quality of marital relationships (McLeod & Eckberg,

1993).
Another reason that the study of uniploar depression is important is because the
disorders occur frequently. For example, epidemiological studies indicate prevalence
rates of depression ranging from 10-40% in community samples (Eisenberg, Gollust,
Golberstein, & Hefner, 2007), whereas lifetime prevalence estimates in community
samples range from 5-25%. These rates vary by gender, with males typically being
between 5-12%, and females being between 10-25% (4th ed.; DSM-IV; American
Psychiatric Association, 1994). Additional epidemiological information points to the
importance of studying chronic courses of depression. For example, Lizardi, et al. (1995)
found that 19% of individuals in a clinical sample that were suffering from depression
endured a chronic course of depression. Similarly, Wainwright and Surtees (2002) found
that 60% of the individuals in their sample reported having experienced more than one
episode of depression.
As the previous paragraphs attest, unipolar depressive disorders are defined by
symptoms that impact multiple areas of functioning for each individual. In addition,
these symptoms have wide-ranging effects on the individuals interpersonal, social, and
occupational functioning. Finally, these disorders occur frequently across a wide variety
of populations. Taken together, these factors point to the importance of gaining a better
understanding of what factors are related to the presence of depressive symptomatology.
Previous studies examining such questions have suggested that the etiology of unipolar

depression is multifaceted, with contributions that include biological, psychological, and
social facets.
The causal factors of depression that will be examined in the current study are
psychological and social factors. Specifically, the social factor examined is adverse
childhood experience. The literature suggests that prolonged exposure to psychosocial
stress can give rise to depressive episodes. More specifically, those whom report past
abuse are more likely to experience depression than individuals who have not
experienced abuse (Brown, Bifulco, & Harris, 1987; Rose, Abramson, Hodulik,
Halberstadt, & Leff, 1994; Young, Abelson, Curtis, & Nesse, 1997).
The psychological factors examined in the current study are coping style and
cognitions. These psychological factors have been found to influence depression (Hersen
et al., 2007). Consistent with Cognitive theory, a negative appraisal of oneself, others
and the world has been found to be related to depression (Rose et al., 1994). Coping style
has also been found to be related to depression, with avoidant coping predicting future
depressive episodes in particular (Holahan, Moos, Holahan, Brennan, & Schutte, 2005;
Hyman, Paliwal, & Sinha, 2007).
The focus of the current study is to explore unipolar depressive disorders from
within a multifaceted model with a focus on psychological and social factors. These
psychological and social factors have been previously studied either independently or in
combination. More specifically, the goal of the current study is to replicate research
demonstrating a relationship between unipolar depressive symptoms and adverse
childhood events (Brown et al., 1987; Rose et al., 1994), cognitions (Hersen et al., 2007;
Rose et al., 1994), and coping (Holahan et al., 2005; Hyman et al., 2007). In addition to

replicating previous work in this area, a second goal is to extend the current literature by
including measures of both chronic and acute depressive symptomatology, including
multiple types of adverse childhood events, and integrating the constructs under study
into a more comprehensive model.
The Relationship Between ChildhoodAdversity and Depression
One of the etiological factors that have received significant attention within the
literature on depression is childhood adversity (Beck, Brown, Steer, Eidelson, & Riskind,
1987). Various early life experiences have been included in the definition of childhood
adversity and various definitions of pathology have been assessed. Pirkola and
colleagues (2005) found that 17% of participants within a community sample that
reported having experienced at least one type of childhood adversity have had a mental
disorder within the last 12 months. The current literature indicates a relationship between
childhood adversity and depression in adulthood, and there are five conclusions that can
be made from the literature on this relationship.
The first conclusion that can be made from the current literature is that there is a
relationship between childhood adversity and depression in both clinical and community
samples. Young et al. (1997) examined the relationship between childhood adversity and
depression in adulthood using a cross-sectional model. Using a clinical sample, these
researchers hypothesized that there would be a difference in reporting of childhood
adversity between groups of mood and anxiety disorder patients. The results of the study
indicated that parental substance abuse was the only childhood adversity to have
diagnostic specificity with major depression. These researchers also hypothesized that
there would be a difference in incidence of adversity between community and clinical

populations when comparing the results of their study with previous results of an
epidemiological study by Brown and Harris (1993). The results of the study indicated that
35% of the clinical sample reported experiencing one of the adversities measured in the
study, compared to an approximate 4% in the study by Brown and Harris (1993).
Kessler, Davis and Kendler (1997) found that 75% of their community sample
reported that they had experienced at least one of the 26 adversities assessed. These
researchers found that adversity predicted depression in adulthood. This ranged from
66.8%-89.9%, varying by type of adversity. Specifically, parental psychopathology was
the most consistent predictor of major depression in adulthood, followed by loss events as
a predictor of Dysthymia.
These results support the conclusion that there is a relationship between childhood
adversity and depression in adulthood, and that there is a significant incidence of
childhood adversity in both community and clinical samples. These results also
demonstrate the importance of assessing the influence of adversity type on development
of acute and chronic depression in adulthood, bringing us to our second conclusion
from the literature on the relationship between childhood adversity and depression
in adulthood.
The second conclusion that can be made based on the current literature is that the
relationship between childhood adversity and depression in adulthood is dependent on the
type of adversity experienced. Numerous childhood adversities have been associated
with depression in adulthood. These include sexual abuse (Durbin, Klein & Schwartz,
2000; Gibb, Butler & Beck, 2003; Levitan, Rector, Sheldon, & Goering, 2003; Lizardi

et al., 2005), parental mental illness (Durbin et al., 2000; Kessler & Magee, 1993; Pirkola
et al., 2005), witnessing violence within the home (Kessler & Magee, 1993), and parental
substance abuse (Durbin et al., 2000; Kessler et al., 1997; Pirkola et al., 2005; Young
et al., 1997). There are other childhood adversities that have been found to be associated
with depression in adulthood, but less consistently. These include physical abuse
(Levitan et al., 2003; Lizardi et al., 2005; Wainwright & Surtees, 2002), and parental
divorce (Pirkola et al., 2005; Wainwright & Surtees, 2002). As previously mentioned,
various types of early life experience have been included in the definition of childhood
adversity, and not all have been found to be related to depression.
Those childhood adversities that have not been found to be related to depression
include separation from mother (Wainwright & Surtees, 2002), parental unemployment
(Pirkola et al., 2005; Wainwright & Surtees, 2002), a hospital stay for more than two
weeks (Wainwright & Surtees, 2002), emotional abuse (Young et al., 1997), parental
marital problems (Kessler & Magee, 1993), lacking a close and confiding relationship
with a caring adult, parental conflict (Kessler & Magee, 1993; Levitan et al., 2003), and
parental death (Lizardi et al., 1995).
While the aforementioned study results indicate that specific types of childhood
adversity are related to depression, the current literature has not consistently found the
same adversities to influence depression in adulthood. This suggests that other factors
may influence the relationship between childhood adversity and depression, bringing us
to the third conclusion on the relationship between childhood adversity and depression
in adulthood.

The third conclusion that can be made from the current literature is that the
influence of childhood adversity on depression depends on the type of sample being
assessed. For example, parental substance abuse has been found to predict depression in
a clinical sample (Durbin et al., 2000). Yet, when using community samples, parental
substance abuse as a predictor of depression has been supported (Kessler & Magee, 1993)
and unsupported (Wainwright & Surtees, 2002). The one type of childhood adversity
that has been found to be positively related to depression, and to predict depression in
both community and clinical samples is sexual abuse (Durbin et al., 2000; Gibb et al.,
2003; Levitan et al., 2003; Lizardi et al., 2005).
These study results indicate that the types of childhood adversities that are related
to depression are contingent on the type of sample being assessed, and the way that
relationship is assessed. Still, other factors may influence the relationship between
childhood adversity and depression. Progression and severity are two additional aspects
of depression influenced by childhood adversity, presenting the fourth conclusion that
can be made from the current literature.
The fourth conclusion that can be drawn from the current literature is that
exposure to certain adversities increases the risk for higher symptom severity, chronic
versus acute depression, and comorbid presentation with anxiety. A relationship between
abuse severity and depression severity was found, with severe levels of abuse predicting
greater depression severity (Pirkola et al., 2005). Experiencing childhood adversity in
general was found to be related to lifetime rating of depression symptom severity (Young
et al., 1997). As was noted in the first conclusion, Kessler, Davis and Kendler (1997)
found that parental psychopathology predicted major depression, while loss events

predicted Dysthymia in a community sample. Also, parental divorce, sexual abuse,
physical abuse, family history of mental illness, parental substance abuse, and family
history of violence specifically predicted a chronic course of depression in clinical
(Durbin et al., 2000) and community samples (Kessler & Magee, 1993; Wainwright &
Surtees, 2002). Physical abuse, parental mental illness, sexual abuse and parental
substance abuse have been found to have a positive association with acute depression
(Gibb et al., 2003; Levitan et al., 2003; Pirkola et al., 2005)
Childhood adversity has also been found to predict comorbid presentations of
anxiety and depression. Specifically, sexual abuse, parental strain, father mental illness,
family discord and self illness were found to predict comorbid depression and anxiety in
community samples (Levitan et al., 2003; Pirkola et al., 2005). These results indicated
that specific childhood adversities influence whether depression is acute or chronic, and
co-occurrence of anxiety. Still, the relationship between specific childhood adversities
and depression may still vary by another variable.
The final conclusion that can be made from the current literature is that the
relationship between type of childhood adversity and depression varies by gender.
Females have been found to report more experience of childhood adversity on average
than males (Young et al., 1997). Also, a difference in type of adversity reported has been
found. A relationship between parental divorce and depression in adulthood has been
found in females and not in males. Females report more parental alcohol problems and
family discord than males, while males report more problems with parental
unemployment than females (Pirkola et al., 2005).

As previous paragraphs attest, type of adversity experienced has varied to include
sexual, physical and emotional abuse, parental loss or separation, parental mental health,
financial difficulties, and combinations of the above. Approaches, in regard to type of
depression, have included examining the relationship between types of adversity and
diagnostic presentation, depression severity, depression being either acute or chronic, and
comorbidity with anxiety. There is also a difference in the type of sample studied, being
either a clinical or community sample. As was demonstrated in previous paragraphs,
these various approaches have assisted in the understanding of the relationship between
childhood adversity and depression in adulthood, yet the results have not yielded clear
indications of the influence of childhood adversity on depression.
The review of the current literature demonstrates the complex relationship
between childhood adversity and depression course in adulthood. This includes the
confirmation that the relationship between childhood adversity and depression in
adulthood may vary due to gender, sample and type of adversity experienced (Durbin et
al., 2000; Gibb et al., 2003; Levitan et al., 2003; Lizardi et al., 2005; Pirkola et al., 2005;
Wainwright & Surtees, 2002; Young et al., 1997). Not only has a relationship between
childhood adversity and depression been supported, but there is also evidence for the type
of childhood adversity influencing whether depressive symptoms are acute or chronic
(Durbin et al., 2000; Kessler & Magee, 1993; Wainwright & Surtees, 2002). This
inconsistency suggests that there is not a unidirectional path from childhood adversity to
depression, but another variable may influence this relationship. These study results
support the need for extension of current literature, as well as the expansion on the

assessment of the relationship between childhood adversity and depression in adulthood
beyond a unidirectional model.
ChildhoodAdversity, Schemas, and Depression
The inconsistency of the current literature on childhood adversity and depression
in adulthood has lead to hypotheses on causal links regarding this relationship. Cognitive
style has been examined as a mediator of childhood adversity and depression in
adulthood. The causal theory of concern for the present study comes from Schema
Theory. (For a thorough review of Schema Theory, see Young, Klosko & Weishaar,
2003) Young et al. (2003) propose that Early Maladaptive Schema (EMS) influence the
relationship between childhood adversity and depression in adulthood. EMS are selfdefeating themes that are repeated throughout life, and develop in response to early
childhood experience (Young et al., 2003).
The current literature that has integrated EMS into the assessment of the
relationship between childhood adversity and psychopathology supports three
conclusions about this relationship. First, specific EMS have been found to mediate the
relationship between childhood adversity and depressive symptoms in adulthood (Lumley
& Harkness, 2007). These researchers expanded on the assessment of the relationship
between childhood adversity and depression with inclusion of depression styles of
anhedonic and anxious presentations. Also, these researchers extended their assessment
of this causal relationship by using a clinical sample of adolescents, versus adults. These
researchers included physical, emotional and sexual abuse in their definition of childhood
adversity.

The results of the study indicate that EMS mediate the relationship between
childhood adversity and depression. Specificity in the schemas that mediated childhood
maltreatment to individual differences in symptoms was indicated by the study results.
The schematic theme Vulnerability mediated physical abuse and anxious symptoms,
while Emotional Deprivation mediated physical abuse and depressive symptoms. The
schematic theme Vulnerability mediated emotional maltreatment and anxious symptoms,
while Self-Sacrifice and Social Isolation mediated emotional maltreatment and
depressive symptoms. Although sexual abuse was not found to be specifically related to
anhedonic or anxious symptoms, it was significantly related to the EMS Vulnerability,
Dependency and Failure. The authors speculate that a significant mediational
relationship was not found between sexual abuse, symptom profiles and schemas because
of the relatively low levels of severity of the sexual abuse reported within the sample.
These results suggest that EMS develop early in life, and persist into adulthood. The
second conclusion drawn from the current literature is that the analysis of mediating
schema domains has indicated similar results as to that of individual schemas. McGinn,
Cukor and Sanderson (2005) assessed the relationship between childhood adversity and
depression with the inclusion of Early Maladaptive Schema. Additionally, these
researchers extended the literature on the relationship between childhood adversity and
depression by delineating the difference between maternal and paternal parenting
influence on depressive and anxious symptoms. The study analyses were limited to the
inclusion of the five schema domains as mediators, versus using each of the schemas as
mediators (ex: Domain 2 Impaired autonomy/performance contains the schemas Failure
to achieve, Vulnerability to harm and illness, Functional dependence/incompetence, and

Enmeshment). The results of this study indicated that the schema domains
Disconnection/Rejection, Impaired autonomy/performance, and Impaired Limits mediate
the relationship between childhood abuse and depression.
Also, the schema domain Disconnection/Rejection mediates childhood adversity
as a whole, and degree of depression in adulthood (Cukor & McGinn, 2006). These
researchers attempted to extend the current literature supporting the relationship between
adverse childhood experience and pathology in adulthood by narrowing the definition of
adverse experience to only include childhood abuse, excluding parenting style. These
researchers expanded on the previously mentioned study, again using a mediational
model in their assessment of childhood adversity and degree of adult depression. The
study's sample was derived from the outpatient sample used by McGinn et al. (2005).
These researchers included physical neglect and abuse, emotional neglect and
abuse, and sexual abuse in their definition of childhood adversity. Their analyses did not
include specific types of adversity, including adversity as a whole construct instead. The
results of the study indicated that the schema domain Disconnection/Rejection mediates
childhood adversity and degree of adult depression. This is consistent with the results of
the aforementioned study from which this sample was derived, indicating that this
particular schema domain mediates the relationship between childhood adversity and
severity of depression.
The third conclusion that can be made from the current literature is that specific
EMS are related to childhood adversity and depressive symptom severity (Cukor &
McGinn, 2006; McGinn et al., 2005). Specifically, abuse and neglect are related to more
severe levels of depression (McGinn et al., 2005), while the schema domain

Disconnection/Rejection mediates childhood adversity as a whole and depression severity
(Cukor & McGinn, 2006).
As the previous paragraphs attest, the research on mediating schema of childhood
adversity and psychopathology in adulthood has varied in the types of adversity included
in the analysis as well as the use of the schema themselves or the domains. The
aforementioned literature has also demonstrated that replication and expansion is
warranted in order to determine whether or not this specificity is present in community
and well as clinical samples. Although the current literature on the mediating role of
EMS in the relationship between childhood adversity and depression is limited, there are
three conclusions that can be made from this literature. First, the mediating role of EMS
in the relationship between childhood adversity and depressive and anxious symptoms in
adulthood has been supported (Cukor & McGinn, 2006; McGinn et al., 2005). Second,
specific EMS domains as well as specific EMS have been found to mediate the
relationship between childhood adversity and depression in adulthood (Cukor & McGinn,
2006; Lumley & Harkness, 2007; McGinn et al., 2005). Third, specific EMS are related
to childhood adversity and depressive symptom severity (Cukor & McGinn, 2006;
McGinn et al., 2005).
These conclusions support the search for other pathways from childhood adversity
to depression in adulthood. EMS have been assessed as one potential alternate pathway,
with moderate support for this model. Since these results lack definition and consistency,
alternate pathways must be considered while exploring casual pathways to depression.
Staying within the context of the influence of life events on depression, another potential
component of this causal pathway is coping.

ChildhoodAdversity, Coping and Depression
There are multiple models that have been used to assess coping with life events.
There are two that have been used to assess coping with childhood adversity, and thus are
reviewed here. The first model reviewed is the model ofapproach-avoidant behavior,
which posits that emotion effects coping (Holahan & Moos, 1987; Holahan et al., 2005).
The approach-avoidant model makes the following distinction between the two types of
behavioral responses: the responses of investment of effort to solve the problem
(approach); and responses of disengagement from investing effort (avoidant) (Holahan &
Moos, 1987). Four conclusions can be made from the current literature on childhood
adversity and coping using the approach-avoidant model.
First, childhood adversity severity is positively associated with avoidance coping
(Hyman et al., 2007). Second, the current literature indicates that there is a relationship
between avoidant coping and depressive symptoms (Holahan et al., 2005; Rayburn et al.,
2005). Third, there is a relationship between avoidant coping and generation of life
stressors (Holahan et al., 2005). Fourth, sexual abuse and physical abuse predict avoidant
coping, while physical abuse predicts depressive symptoms (Rayburn et al., 2005).
The current literature on this relationship is limited, and to the authors'
knowledge, little has been done in way of replication. These conclusions are made within
the context of the approach-avoidant model, which purports that emotion directly
influences coping, versus coping acting as a mediator between appraisal of events and
emotion. While this is the most commonly used model of coping, it is not the only one
that has been used when assessing the relationship between life events and coping.

The second model of coping is the coping as a mediator of emotion model.
Folkman & Lazarus (1988) posit that a wide range of cognitive and behavioral strategies
are used for problem-solving and emotion-regulating purposes. In this coping model,
appraisal of events as harmful or challenging produces emotion which influences coping.
Coping, "as a mediator...arises during the encounter and transforms the original appraisal
and its attendant emotion in some way" (Folkman & Lazarus, 1988). The coping as a
mediator model asserts that coping style mediates the event and attendant emotion. The
current literature on childhood adversity using the coping as a mediator model has
indicated that confrontive coping and distancing are associated with an increase in
negative emotion and decrease in positive emotion (Folkman & Lazarus, 1988).
The current literature using this model of coping in the context of childhood
adversity and depressive symptoms in adulthood is limited. However, it does support the
hypothesis that coping plays a more complex role than that suggested by the approachavoidant model. The current literature in both models of coping will be reviewed in order
to provide support for the relationship between childhood adversity, coping, and
depression in adulthood.
Holahan et al. (2005) assessed the role of avoidance coping in generating life
stressors, conducting a longitudinal analysis with the inclusion of depressive symptoms.
These researchers used medical health care outpatients in their assessment of this
relationship.

At baseline, the 4-year follow-up, and the 10-year follow-up, the

participants were assessed for depressive symptoms, life stressors, and coping strategies.
It was hypothesized that baseline avoidant coping would be associated with more life
stressors at 4 years, and more depressive symptoms at 10 years. An additional hypothesis

was that avoidant coping at baseline and depressive symptoms at 10 years would operate
through life stressors at 4 years.
The results of the study indicated that the baseline avoidance coping indicators
(cognitive avoidance and emotional discharge) were associated with more chronic and
acute life stressors 4 years later. When controlling for the depressive symptoms at
baseline assessment, the life stressors at 4 years associated the baseline avoidance coping
with depressive symptoms 10 years later. These researchers purport that the findings
help explain the persistence of depression; avoidant coping instigates more life stressors,
and thus more depressive symptoms.
Since the above study does not include childhood adversity in the assessment, the
results must be considered in the context of the influence of life stressors on depression
and coping. While this is the case, the results support the integration of childhood
adversity into the assessment of depression and coping. These findings provide support
for the proposed relationship between childhood adversity, coping and depression
because it demonstrates a link between life stressors, depression and avoidant coping.
These findings can be applied to an outpatient population, indicating that assessment of
other populations is necessary.
As opposed to an outpatient population, Hyman et al. (2007) evaluated the
relationship between coping style and stress-generation using a sample of individuals
seeking inpatient treatment for cocaine dependence. These researchers hypothesized that
childhood adversity severity would be related to more use of maladaptive coping and less
use of adaptive coping. Problem and emotion-focused coping were considered to be
adaptive, while avoidant coping was considered to be maladaptive.

The results of this study indicated the original hypothesis, that there would be a
relationship between childhood maltreatment severity and coping, was partially
supported. Specifically, more severe childhood maltreatment was positively associated
with greater use of avoidance coping. However, the original hypothesis that childhood
adversity severity would be related to problem and emotion-focused coping was not
supported. The study results support the hypothesis that there's a relationship between
childhood adversity and coping in adulthood, warranting integration of depression into
the assessment of childhood adversity and coping.
Rayburn et al. (2005) expanded the assessment of the relationship between
childhood adversity and coping by assessing depressive symptoms in adulthood. These
researchers included a second expansion on the assessment of this relationship by
including adversity over the lifetime as an additional variable. Like Hyman et al. (2007),
these researchers used a special population when assessing this relationship, utilizing a
sample of sheltered homeless women. The original hypothesis was that coping would be
related to traumatic events and symptoms of depression. Specifically, these researchers
hypothesized that avoidant coping would be related to trauma experience and that it
would account for the relationship between experiencing trauma and depressive
symptoms.

They also hypothesized that active coping would be negatively related to

experiencing trauma and depressive symptoms.
The results of the study indicated that childhood sexual and physical abuse, and
death of a family member predicted avoidant coping. Avoidant coping influenced the
relationship between these events and depression symptoms. When excluding coping in
the analysis, childhood physical abuse and death of a family member both predicted

depression symptoms. These researchers speculate that sexual and physical abuse may
influence avoidant coping, which then enhances the risk for depression symptoms.
Thus far the current literature indicates a relationship between coping and
depression (Holahan et al., 2005), coping and childhood adversity (Hyman et al., 2007),
and childhood adversity, coping and depression (Rayburn et al., 2005). Specifically,
childhood adversity predicts avoidant coping. In particular, physical abuse, sexual abuse,
and death of a family member predict avoidant coping (Hyman et al., 2007; Rayburn
et al., 2005). While these results support the relationship between childhood adversity,
coping and depression, not enough has been done in way of replication of these results, or
the inclusion of community samples. There is also a lapse in the differentiation between
acute and chronic depression within the literature reviewed thus far, indicating a need for
a comprehensive integration of these constructs.
The most comprehensive integration of childhood adversity, coping and
depression was conducted using an outpatient sample. McCullough et al. (2003) assessed
the cross-sectional relationship between coping, childhood adversity and depression,
expanding on current literature by including assessment of acute and chronic depression.
A second expansion on current literature concerning this relationship was the
incorporation of measures of treatment. Chronic depression was defined as four different
possible presentations within DSM-IV diagnoses: Chronic Major Depression (CMD-1),
recurrent Major Depression without full inter-episode recovery (CMD-2), Double
Depression (DD-nonchronic Major Depression on Dysthymic Disorder), and Chronic
Major Depression on Dysthymic Disorder (DD/CMD). The definition of childhood
adversity included family history of mental illness, loss of parent through death, divorce

or separation, physical abuse, neglect, sexual abuse by family member and sexual abuse
by a nonfamily member.
The results of the study indicated there were only differences between groups in
regard to neglect, and separation from parent. The CMD-1 group reported experiencing
neglect more than other groups. The CMD-2 group had the earliest age of onset of
depression. The results also indicated that participants with CMD-1 had significantly
lower scores on accepting responsibility subscale of coping than the CMD-2 and DD
groups. However, these were the only differences across groups in regard to coping
style. Results of the study's examination of treatment response revealed there were no
differences between medication and psychotherapy effects across all groups.
So far, the current literature reviewed supports the hypothesis that there is a
relationship between childhood adversity, coping and depression. Specificity in
childhood adversity and coping has been found in an outpatient sample and sample of
sheltered homeless women, with neglect (McCullough et al., 2003), sexual abuse, and
physical abuse predicting avoidant coping (Rayburn et al., 2005). Also, current literature
indicates that avoidant coping instigates more life stressors, and in turn more depressive
symptoms (Holahan et al., 2005).
These findings provide support for the hypothesis that avoidant coping may
mediate childhood adversity and depression. Thus, current literature demonstrates that
early childhood adversity, or life stress, is linked to depression and avoidant coping, and
an alternative model such as the mediator model may further elucidate the relationship
between childhood adversity, coping and depression. The current literature that assesses
the relationship between coping and emotion using the mediator model does not integrate

childhood adversity into the assessment. However, the following review indicates that
coping style does influence emotion.
Folkman and Lazarus (1988) assessed the relationship between coping and
emotion. These researchers assessed the mediating role of coping in a community
sample. This model proposes that coping and emotion affect one another, with appraisal
of the event influencing emotion. These researchers hypothesized that coping would
mediate emotion and stressful encounters, and assessed whether or not coping would
influence positive and negative emotions as well.
The results of the study indicated that coping does mediate experience and
emotion. The four types of coping that were significantly associated with emotion
changes were planful problem-solving, positive reappraisal, confrontive coping, and
distancing. While planful problem-solving was associated with an increase in positive
emotion and decrease in negative emotion, confrontive coping and distancing were
associated with worsened emotional state. The researchers emphasize that the present
results demonstrate the importance to account for context in the understanding of coping
as a mediator of emotion. For example, confrontive coping may actually be adaptive
when a positive outcome requires action by another person, and planful problem-solving
may be maladaptive when altering the outcome is not possible.
The current literature on the approach-avoidant model indicates that there is a
relationship between childhood adversity and coping strategies, and these influence
depressive symptoms in adulthood (Holahan et al., 2005; Rayburn et al., 2005). While
coping and emotion influence one another, appraisal of events influences emotion and the
attendant coping strategies (Folkman & Lazarus, 1988). The model proposed by

Folkman and Lazarus (1988), that coping mediates event and emotion, suggests that
appraisal of events plays an integral role in the influence of coping on depression.
Since appraisal of events is a cognitive process, an integration of these constructs
into a comprehensive model of childhood adversity, schemas, coping and depression
is warranted.
ChildhoodAdversity, Schemas, Coping and Depression
Childhood adversity, schemas, coping and depression have not been integrated
into a comprehensive model, thus far. However, there are two models of coping that
support the relationship between childhood adversity, schemas, coping and depression.
Young et al. (2003) argue that early childhood experience influences the development of
EMS, and coping responses are a result of EMS being triggered. Lazarus and Folkman
(1984) argue that interpretation of events and the person's reaction to the event influence
pathology. Young et al. (2003) conceptualized coping within the Schema Therapy
model, while Lazarus and Folkman (1984) conceptualized coping within a CognitiveBehavioral model. First, the conceptualization of coping within the Schema Therapy
model will be reviewed.
The model developed by Young et al. (2003) posits that three different types of
maladaptive coping are used to combat triggering EMS. These are surrender,
overcompensation, and avoidance coping. Schema overcompensation entails behaving,
thinking, relating and feeling the opposite of the schema. Young et al. (2003) argue that
overcompensation may be viewed as the most healthy schema coping response.
However, because the excessive or unproductive behavior is disproportionate to the
demands of the situation, the schema is perpetuated.

Schema avoidance includes

behavioral, emotional, somatic, and cognitive forms of avoidance. This maladaptive
avoidance coping perpetuates maladaptive schemas because they are never challenged.
Schema surrender involves accepting the schema as true, and behavioral patterns of
compliance and reliving the experience that created the schema.
Lazarus and Folkman (1984) discuss coping from a Cognitive-Behavioral model
of resilience. The Cognitive-Behavioral model argues that cognitive appraisal shapes
affect and behavior. Folkman and Lazarus (1988) suggest that coping may even mediate
the relationship between cognitive appraisal and affect. As a mediator, coping arises
during the event and changes the original cognitive appraisal and attendant emotion
(Folkman & Lazarus, 1988). Considering this literature cumulatively, the type of event
experienced (childhood adversity) influences cognitive appraisal (EMS), which
influences reactions to appraisal (coping) and thus affect (acute and chronic depression).
A limitation of the current literature on childhood adversity, coping and
depression course is the lack of replication in community samples. Also, the literature
that has found specificity in childhood adversity within this relationship is sparse, and
needs replication as well. A third limitation of the current literature is the lack of
research on the relationship between childhood adversity, coping and depression course.
McCullough et al. (2003) only assessed chronic subtypes of depression, finding few
significant results, leaving the question of the influence of childhood adversity and
coping on depression course undetermined.
Thus, there were six goals of the present study. The first goal was to replicate and
extend the findings of the current literature in regard to the specificity of childhood
adversity and depression in adulthood. Specifically: 1. Sexual abuse would be related to

both chronic and acute depressive symptoms 2. Parental substance abuse, physical abuse,
parental mental illness and verbal abuse would be related to acute depressive symptoms
3. Witnessing violence within the home and lacking a confiding relationship would be
related to chronic depressive symptoms. 4. Parental divorce and parental mental illness
will be related to both acute and chronic depressive symptoms.
The second goal of the present study was to replicate research which suggests that
the more adversities an individual endorses, the more acute depressive symptoms they
will report (e.g., the "dose-effect" relationship). We also hope to extend this literature by
further exploring whether this relationship can be replicated in relation to chronic
depressive symptoms. Specifically, we will explore whether there is a significant and
positive relationship between the number of adversities endorsed and the symptoms of
chronic depressive symptoms endorsed.
The third goal of the present study was to replicate and extend literature which
suggests that childhood adversity, EMS, and acute depressive symptoms should all be
related. Specifically, we hypothesized that: 1.This relationship would exist with chronic
depressive symptoms, as well as acute depressive symptoms 2. This relationship would
exist in community sample 3. There would be a relationship between the adversities not
previously assessed and EMS and depressive symptoms 4. Childhood adversity would
predict significant variance in the Disconnection/Rejection, Impaired Autonomy and
Performance, and Impaired Limits domains 5. Those EMS domains would predict
significant variance in acute depressive symptoms and chronic depressive symptoms, and
6. Other adversity variables would be important to the prediction of acute and chronic
courses of depression other than just the abuse variables.

The fourth goal of the present study was to replicate the results of previous
research which suggest that there is a relationship between childhood adversity, coping
and both acute and chronic depressive symptoms. The majority of the previous literature
has explored avoidant coping as it relates to adversity and depressive symptoms. We
expanded this literature by including both avoidance coping and overcompensation. We
hypothesized that: 1. Childhood adversity would predict significant variance in both types
of coping 2. Both types of coping would predict significant variance in acute and chronic
depressive symptoms 3. The more severe forms of adversity (i.e. physical abuse, sexual
abuse) would be of greater importance in predicting coping and chronic depressive
symptoms in comparison to other types of adversities.
The fifth goal of the present study was to replicate previous findings which
suggest that both the types of adversities experienced and the relationship between
adversity and depression varies by gender. Based on previous literature, we hypothesized
that: 1. Females would report more adversities than males 2. There would be a
relationship between parental divorce and depression for females only 3. Females would
report more parental substance abuse problems and marital conflict than males and 4.
Differences between genders would be evident in regard to acute and chronic symptoms.
The final goal of the present study was to extend current literature by integrating
these constructs into a more comprehensive model of the etiology of depressive
symptoms. This hypothesis will be explored using path analysis and we hypothesize that
specific types of adversity would be related to specific types of EMSs. In turn, we
hypothesize that the development of specific types of EMSs would be related to specific

types of coping which would then be related to specific types of depressive experiences
(i.e., acute versus chronic presentations).

CHAPTER THREE
Method
Participants
Participants were 100 undergraduate students at a mid-sized, public university
located in the northeast. Participants were recruited from Essentials of Psychology
classes, and they received course credit for their involvement in the study. The mean age
of the participants was 20.07 (range of 18-44). Forty-five percent of the participants were
female and 55% were male. Class rank was distributed as follows: 49% freshmen, 22%
sophomores, 16% juniors and 12% seniors. Ethnic distribution of the sample was 7%
Hispanic or Latino, and 93% not Hispanic or Latino. None of the participants who
selected Asian were Hispanic or Latino. Two of the participants who selected Black or
African American was Hispanic or Latino. One of the participants who selected Native
Hawaiian or Other Pacific Islander was Hispanic or Latino. Five of the participants who
selected White were Hispanic or Latino. Ninety-seven percent of participants selected
only one racial category, while the remaining three percent of participants selected more
than one race. Racial distribution of the sample was 5% Asian, 15% Black or African
American, 2% Native Hawaiian or Other Pacific Islander, and 80% White. None of the
participants indicated American Indian or Alaskan Native as their race. This sample was
representative of Rowan University students in regards to demographics.
Procedure
Participants were each given an informed consent form to review and sign prior to
participating in the study. The treatment of participants was in accordance with APA

ethical standards, including the process of informed consent. Informed consent included
monitoring of possible adverse effects from sensitive questioning. This consisted of
providing the participants with the contact information to Rowan University's counseling
center services both during and after the study was conducted. Certain self-report
measures used in the study required response to items on suicidal ideation. Because of
the level of severity of this subject matter, special informed consent was provided in
regards to this topic. Participants were informed that if they endorsed this symptom, they
are urged to utilize the special services available at the counseling center so that we can
assure their safety. Those participants that signed and returned the informed consent to
the administrator were then given the aforementioned self-report measures. The
assessment took approximately 60 minutes to complete.
The packets were counter balanced so as to allow for control of order effects.
After packets were counterbalanced, four packets were selected from each relative subset.
In the four packets that were selected, the forms were distributed in the following orders:
Packet A: Childhood adversity, Early Maladaptive Schemas, Coping, Affect; Packet B:
Early Maladaptive Schemas, Affect, Childhood Adversity, Coping; Packet C: Coping,
Early Maladaptive Schemas, Affect, Childhood adversity; Packet D: Affect, Coping,
Early Maladaptive Schemas, Childhood adversity.
Measures of Affect
Beck DepressionInventory (BDI-II; Beck, Steer, & Brown, 1996). The BDI-II is
a self-report measure of depression containing 21 items. The items are rated on a 4-point
likert scale ranging from 0-3, with a score range of 0 to 63. Each item pertains to a
particular symptom, for example, "Sadness" and each item is rated from "0 (e.g. "I do not

feel sad")" to "3 (e.g. "I am so sad or unhappy that I can't stand it")." Higher scores on
the BDI-II indicate endorsement of more severe symptoms. The BDI-II includes
cognitive-affective and somatic aspects of depression that have been experienced
over the previous two weeks; therefore the BDI-II is a measure of acute depression.
Acute depression was defined as a continuous variable with no cut off score in the
present study.
A number of studies have supported the use of the BDI-II in university and
outpatient samples. For example, the BDI-II was found to have very good reliability in
the study of depression in a sample of university students (Sprinkle, Lurie, Insko,
Atkinson, Jones, Logan, & Bissada, 2002). These researchers found a total score testretest correlation of .96 in a sample of university students. In addition, Beck et al. (1996)
found a test-retest correlation of .93 in an outpatient sample.
A number of studies have supported the validity of the BDI-II in university and
outpatient samples. For example, Sprinkle et al. (2002) found the BDI-II to have good
validity in a university sample. The BDI-II was found to effectively distinguish students
with and without active depressed mood diagnosis, as determined by diagnostic
interviews. The mean BDI-II score for those without active depressed mood diagnosis
was 10.50 (SD = 7.65), while the mean score for those with an active depressed mood
diagnosis was 27. 53 (SD = 9.79). Also, Beck et al. (1996) report correlations of.93 and
.84 between the BDI-II and the BDI in outpatient samples.
Beck Anxiety Inventory (BAI; Beck, Epstein, Brown & Steer, 1988). The BAI is a
self-report measure of anxiety containing 21 items. The items are rated on a 4-point
likert scale ranging from 0-3, with 0 being an endorsement of symptom experience "not

at all" and 3 being "severely; I could barely stand it." The score range is from 0 to 63,
with high scores representing more severe symptoms. For the purposes of the current
study, anxiety was defined as a continuous variable with no cut off score (Beck et al.
1988).
The BAI has been found to have adequate validity in psychiatric and nonpsychiatric samples. Specifically, the BAI has been found to demonstrate convergent
and discriminant validity. For example, the BAI includes symptoms of anxiety that are
minimally shared with depression indicating good discriminant validity (Beck et al.
1988).
The BAI has also been found to have adequate reliability in psychiatric
populations. The BAI was found to have an internal consistency of.92. It also has a testretest correlation of.75, completed once at intake and again a week later (Beck et al.,
1988).
The Positive andNegative Affect Schedule (PANAS; Watson, Clark and Tellegen,
1988). The PANAS is a measure of affective states, in this case, in the context of general
negative and positive affect. The PANAS is a self-report measure consisting of two
scales: positive affect and negative affect. Each scale consists of 10 items. The items are
rated on 5-point likert scales with 1= "very slightly or not at all" and 5= "extremely"
(Watson et al., 1988). The total score for each scale is obtained by summing the ratings
of each item and then dividing by 10.
The assessment of the psychometric properties of the PANAS included asking the
participants to endorse their experience of affect according to the time frame general
(Watson and Clark, 1984; Watson et al., 1988). For the purposes of this study, the time

frame general will be used in order to measure the construct chronic depression as it
assesses long standing feelings of negative affect.
The PANAS has been found to be reliable in both clinical and non-clinical
samples. For example, Watson and Clark (1984) assessed the internal consistency of the
PANAS. The alpha coefficients ranged from .83 to .90 for Positive Affect, and from .85
to .90 for Negative Affect, depending on the different time frames. The generaltime
frame was on the lower end of this range, with .83 for Positive Affect, and .85 for
Negative Affect. Additionally, Watson et al. (1988) investigated the reliability of the
PANAS using a non-clinical sample. Coefficients ranged from .47 to .68 for Positive
Affect, and from .39 to .71 for Negative Affect, depending on the different time frames.
The validity of the use of the PANAS in non-clinical samples has been supported.
Convergent and discriminant validity was assessed by Watson et al. (1988). The
convergent correlations ranged from .94 (Positive Affect) and .93 (Negative Affect) for
the general time frame, while the discriminant correlations ranged from -.08 (Positive
Affect) and -. 12 (Negative Affec) for the generaltime frame.
Measure of Core Beliefs
Young Schema Questionnaire(YSQ; Young & Brown, 1990). The YSQ is a
measure of Early Maladaptive Schema (EMS). It is a 90-item, self-report questionnaire
designed to assess 18 early maladaptive schemas. Each item is rated on a 6-point likert
scale, with 1 being "completely untrue of me" and 6 being "describes me perfectly."
Total scores for each EMS scale are tallied by summing numeric responses to the items
on that particular EMS scale. The mean score for each EMS is found by dividing the
total score by five (Young & Brown, 1990).

Young, Klosko, and Weishaar (2003) propose five domains containing 18 EMS:
Disconnection and Rejection; Impaired Autonomy and Performance; Impaired Limits;
Other-Directedness; Overvigilance and Inhibition. For the purposes of the current study,
these five domains will be used in analyses versus the 18 individual schemas. Brief
definitions of the 18 EMS and the domains they pertain to are provided below (Young &
Brown, 1990).
Disconnection and Rejection: Abandonment/Instability is the perceived
unreliability of protection or emotional support from significant others. Mistrust/Abuse is
the perception that others will harm, cheat, manipulate or take advantage intentionally.
EmotionalDeprivation is the expectation that one's emotional needs, such as nurturance
and empathy, will not be met by others. Defectiveness/Shame is the perception that one
is bad, inferior or unlovable by others. SocialIsolation is the feeling of alienation from
others and that they do not belong.
Impaired Autonomy and Performance: Dependence/Incompetence is the belief
that one is unable to handle life's problems competently without help. Vulnerability to
Harm or Illness is the exaggerated fear of impending disaster will occur at any time and
that one can not prevent it. Enmeshment/Undeveloped Self is the excessive emotional
involvement with significant others, while sacrificing autonomy and normal social
development. Failureis the perception that one has failed, will fail, and is inadequate in
comparison with one's peers.
Impaired Limits: Entitlement/Grandiosityis the belief that one is superior to
others and is entitled to special privileges. Insufficient Self-Control/Self-Disciplineis the

inability to exercise frustration tolerance in attaining one's goals, or restraining excessive
emotional expression.
Other-Directedness: Subjugation is the excessive surrendering of one's needs or
emotions. Self-Sacrifice is the excessive disregard of one's own feelings in order to meet
the needs of others. Approval-Seeking/Recognition-Seekingis the excessive focus on
getting attention or approval from others at the expense of developing a true sense of self.
Overvigilance and Inhibition: Negativity/Pessimismis the lifelong emphasis on
the negative events or outcomes of life, while minimizing the positive ones. Emotional
Inhibition is the excessive inhibition of impulsive feeling or communication to avoid
criticism or disapproval by others. Unrelenting Standards/Hypercriticalnessis the belief
that one must uphold internalized standards to avoid criticism by others. Punitiveness is
the belief that people whom do not meet ones expectations should be harshly punished.
The validity of the YSQ has been supported in clinical and non-clinical samples.
For instance, the YSQ was able to distinguish the EMS from each other for 15 of the 16
EMS assessed. The exception was Defectiveness/Shame, which was slightly more
correlated with Unrelenting Standards than it was correlated with itself (Riso et al.,
2006).
The reliability of the YSQ has been supported in clinical and non-clinical
samples. For instance, the Schema Questionnaire-Short Form (SQ-SF) was found to have
internal consistency in a sample of undergraduates at a French University. The
Cronbach's alpha coefficients ranged from .64 to .87, indicating good internal
consistency for 14 of the EMS (Lachenal-Chevallet, Mauchand, Cottraux, Bouvard, &
Martin, 2006).

Not only has the validity and reliability of the YSQ-S3 been supported, but
EMS's have also been found to be relatively stable over time when assessed by the YSQ
(Riso et al, 2006). Specifically, these researchers assessed the long-term stability of EMS
using the YSQ. These researchers found that the stability correlations (the EMS scores at
baseline and at follow-up) for EMS ranged from .52 to .85 by EMS. When controlling
for depression severity, the correlations for EMS were still high, ranging from .46 to .80
by EMS.

These results suggest that despite depression severity and passage of time,

EMS are stable patterns of thought that are assessed consistently by the YSQ.
Measures of Coping
Young CompensationInventory (YCI; Young, 2003). The YCI is a measure of the
way individuals overcompensate for emotions connected with their EMS. It is a 48-item,
self-report questionnaire, each item rated on a 6-point likert scale, with 1 being
"completely untrue of me" and 6 being "describes me perfectly." There are no formal
scoring instructions for the YCI because it is typically used as a clinical instrument for
identifying overcompensation coping; the high rating ("5" or "6") items are addressed
clinically. The YCI items coincide with 16 EMS (Defectiveness/Shame; Mistrust/Abuse;
Failure; Social Isolation; Emotional Deprivation; Abandonment/Instability; Vulnerability;
Negativity/Pessimism; Unrelenting Standards; Subjugation; Dependence/Incompetence;
Self-Sacrifice; Approval-Seeking; Enmeshment/Undeveloped Self; Insufficient SelfControl/Self-Discipline; Entitlement). Emotional Inhibition and Punitiveness are not
included. For the purposes of the present study, the mean of the YCI will be used to
define Compensation coping.

Young-Rygh Avoidance Inventory (YRAI; Young & Rygh, 1994). The YRAI is a
measure of the way individuals avoid feelings or dealing with emotions connected with
their EMS. It is a 40-item, self-report questionnaire, each item rated on a 6-point likert
scale, from 1 "completely untrue of me" to 6 "describes me perfectly." There are no
formal scoring instructions for the YRAI because it is typically used as a clinical
instrument for identifying avoidance coping. Clinicians typically address all items that
the client rated as high ("5" or "6"). The YRAI may be broken down into 14 subscales of
avoidance coping: intentionally not thinking about upsetting things; substance abuse;
denial of unhappiness; excessive rationality and control; suppression of anger;
psychosomatic symptoms; withdrawal from people; denial of memories; avoidance
through sleep/lack of energy; distraction through activity; self-soothing; passive blocking
of upsetting emotions; passive distraction: fantasy, daydreaming, television; avoidance of
upsetting situations. For the purposes of the present study, the following description of
scoring will we used.
To the knowledge of these researchers, the YRAI has only been used once for
research purposes thus far. Spranger, Waller, and Bryant-Waugh (2000) used the YRAI
in their assessment of schema avoidance in women with Bulimia. These researchers
coded each of the YRAI items according to whether the avoidance was cognitive,
behavioral, somatic or emotional. Items that did not fit into one of these categories were
not included in analyses (items 3, 4, 22, 23, 25, 29, 34, 38, and 40 were excluded).
The YRAI has been found to have internal consistency when using the
aforementioned subscales. Internal consistency was found when the behavioral and
somatic items (2, 7, 9, 10, 11, 12, 14, 15, 16, 26, 28, 36, and 37) were combined, and the

cognitive and emotional items (1,5, 6, 8, 13, 17, 18, 19, 20, 21, 24, 27, 30, 31, 32, 33, 35,
and 39) were combined to form two subscales. A total scale was created for all of the
items from these two subscales. The internal consistency for the total scale was alpha =
.79, and the subscales were cognitive/emotional scale = .78 and behavioral/somatic scale
= .65. The behavioral/somatic scale and the cognitive/emotional scale were weakly
correlated (r <.37), suggesting that these subscales represent distinct domains of the
avoidance construct (Spranger et al., 2000).
Given the lack of formal scoring methods, and the aforementioned study results,
the above definition of Avoidance coping subscales will be used. Specifically, the mean
score for these two subscales will be determined and used to define cognitive/emotional
avoidance coping and behavioral/somatic avoidance coping.
Measure of ChildhoodAdversity
Measure of childhood adversity. The following measure of childhood adversity
has been adapted from other measures of childhood abuse and adversity. The first 19
items cover five subscales (severe physical abuse, physical abuse, sexual abuse by family
member or caregiver, sexual abuse by non-family member or non-caregiver, and verbal
abuse) and are adaptations of the Conflict Tactics Scale (CTS; Straus, 1979) that were
made by Anda (1999) and MacMillan et al. (1997). All five subscales were rated on fivepoint likert scales, ranging from 0-4, with the categories of never, rarely, sometimes,
often, and very often.
The subscale verbal abuse contained the questions "A. During the first 16 years of
life, how often did a parent, stepparent, or adult caregiver living in your home: i. Swear at
you, insult you, or put you down? ii. Threaten to hit or throw something at you, but

didn't? iii. Did or said something to spite you? iv. Sulked and/or refused to talk about an
issue with you? v. Showed you affection?" If the participant endorsed "often" or "very
often" to items i., ii., iii., and iv., they were defined as having experienced verbal abuse.
Item v. was included as a measure of the integrity of the data; if the participant were to
mark "never" for all of the other items in this subscale, as well as for "v. showed you
affection," we would question whether or not they were reading and answering the
questions truthfully.
The subscales physical abuse and severe physical abuse contained the questions
"B. During the first 16 years of life, how often did a parent, stepparent, or adult caregiver
living in your home: i. Push, grab, or shove you? ii. Throw something at you? iii. Slap or
spank you? iv. Kick, bite, or punch you? v. Hit you with something? vi. Choke, burn, or
scald you? vii. Hit you so hard that you had marks or were injured?" If the participant
endorsed "Sometimes," "Often" or "Very often" to items i., ii., v., or if they endorsed
"Rarely," "Sometimes," "Often" or "Very often" to items iv., vi., vii. they were defined
as having experienced physical abuse. If the participant endorsed "Rarely,"
"Sometimes," "Often" or "Very often" to items vi. and vii., or "Very Often" to items iv.
and v., they were defined as having experienced severe physical abuse.
The subscale sexual abuse was adapted to assess sexual abuse that was
perpetrated by family members/caregivers and non-family members/caregivers. The
difference between the two scales was in the wording of the beginning sentence, with the
family subscale reading "C. During the first 16 years of life, did an adult family member
or caregiver:" and the non-family subscale reading "D. During the first 16 years of life,
did an adult non-family member or caregiver:." The following questions were included

on both subscales: "i. Touch or fondle your body in a sexual way? ii. Have you touch
their body in a sexual way? iii. Attempt to have any type of sexual intercourse with you
(oral, anal, or vaginal)? iv. Actually have any type of sexual intercourse with you (oral,
anal, or vaginal)?" If the participant endorsed "Rarely," "Sometimes," "Often" or "Very
often" to items i-iv., they were defined as having experienced sexual abuse for each
respective subscale.
Ten of the items assessing childhood adversity in scale (E.) are adaptations from
Kessler and Magee (1993). These items were: have a close and confiding relationship
with either parent or with some other adult during childhood, early maternal death, early
paternal death, parental divorce, alcohol abuse, use of street drugs in the home, parental
mental health problem, serious marital problems, witness of violence within the home,
and living with natural parents. If the participant confirmed their experience of the items
living with their natural parents, or having a close and confiding relationship with either
of their parents or some other adult during childhood, they were defined as not having
experienced this adversity. If the participant endorsed all of the other 8 items, they were
defined as having experienced these respective adversities. For items "vi. Anyone in
your home have a serious drinking problem?, vii. Anyone in your home use street drugs?,
viii. Anyone in your home have a mental health problem?" the participants had the
following categories to choose from: "No, mother, father, other." For "other" the
participant was given space to write who the question pertained to.
The last three items of scale (E.) are dichotomous questions adapted from Pirkola
et al. (2005). These items were: long-term financial difficulties, getting bullied at school,

and frequent unemployment of parents although they wanted to work. If the participant
endorsed the items, they were defined as having experienced these respective adversities.
Hammen, Henry and Daley (2000) performed tests of reliability on an adaptation
of the measure of childhood adversity used by Kessler and Magee (1993) using a sample
of young women in their senior year of high school. They re-administered the
questionnaire at a follow-up. The kappa's were .80 for serious parental drinking
problem, .76 for parental mental health problem, .92 for death of parent, .66 for
witnessing violence within the family, .83 for parent divorce, and .77 for parent marital
conflict. Absence of a close and confiding relationship was excluded from analysis
because it had K< .20. For number of adversities reported, the mean was 1.41 (SD) =

1.45).
In total, these 33 items assess 18 variables that are being measured
dichotomously. The participant was able to get a total possible score of 18, with higher
scores indicating more experiences of childhood adversity. For the purposes of the
current study, four subscales of childhood adversity were created due to the limited
sample size. The Abuse subscale contained the variables verbal abuse, physical abuse,
severe physical abuse, sexual abuse by family member, and sexual abuse by non-family
member. The Loss Events subscale contained the variables not living with either natural
parent, not having a close and confiding relationship with a caring adult, mother died,
father died, and parental divorce. The Parent Problems subscale contained the variables
alcohol abuse in the home, street drug use in the home, mental illness of someone in the
home, witness to violence within the home, and serious marital problems. The Problems

Outside Family Control subscale contained the variables being bullied at school, longterm financial difficulties, and parental unemployment despite the desire to work.
Design
The study utilized a cross sectional design using survey methodology. There was
one independent variable, adverse childhood experience, with 18 levels (severe physical
abuse, physical abuse, sexual abuse by family member, sexual abuse by non-family
member, verbal abuse, early maternal death, early paternal death, parental divorce,
serious marital problems, not having a close and confiding relationship with any adult
caregiver, parental alcohol use problem, street drug use problem, witness to family
violence, parental mental illness, living with natural parents, long-term financial
difficulties, being bullied in school, and having parents whom experienced
unemployment despite the desire to work). The three dependent variables are EMS,
coping, and affect. The dependent variable affect includes anxiety, as measured by the
BAI; acute depression, as measured by the BDI; and chronic depression, as measured by
the PANAS-N.

CHAPTER FOUR
Results
Frequency ofAdverse Events
Frequency distributions were run in order to determine how often each type of
childhood adversity occurred. Table 1 contains the frequency with which each of the
adversities occurred within the sample. The results of these analyses indicated that 73%
of the sample reported experiencing at least one of the adversities assessed. The most
commonly reported childhood adversity was physical abuse during childhood (38%),
while the least common childhood adversity was sexual abuse by family member (4%).
The mean number of adverse events reported was 3.1 with a standard deviation of 3.33,
and a range of 0 to 16.
Frequency of Negative Affect in the CurrentSample
Frequency distributions were run in order to determine how often symptoms of
depression and anxiety occurred within the sample. The mean score of general negative
affect was 2.07 with a standard deviation of.88, and a range of.80 to 5. The mean score
of general positive affect was 3.18 with a standard deviation of.83, and a range of 1.1 to
5. Thirty-percent of the sample reported experiencing acute symptoms of depression
within the clinical range cutoff on the BDI. The mean score on the BDI-II was 12.47
with a standard deviation of 9.71, and a range of 0 to 44. Fifty-percent of the sample
reported experiencing acute symptoms of anxiety within the clinical range cutoff on the
BAI. The mean score on the BAI was 12.72 with a standard deviation of 10.52, and a
range of 0 to 52.

GenderDifferences Between Males and Females
Previous literature has indicated that there are differences between males and
females with regard to both the number and types of adversities reported and the number
of affective symptoms reported. Therefore a series of independent t-tests were conducted
to examine whether or not these differences occurred in the current sample. The first
series of independent-samples t-tests were conducted in order to determine whether or not
there were significant differences between males and females on affective variables. The
results are presented in Table 2. The differences between males and females were not
statistically significant for acute depressive symptoms, general negative affect, acute
anxious symptoms, or general positive affect.
The second series of independent-samples t-tests was conducted to evaluate the
hypothesis that females report significantly different levels of childhood adversity than
males. The results were not statistically significant, t(98) = .09, p = .92. The results do
not support the hypothesis that females report more childhood adversity than males.
While there were no statistically significant differences in reporting of specific
adversities between genders; however, the trends in the data were consistent with the
original hypothesis there would be a difference in reporting of specific adversities
between genders. Specifically, males reported more sexual abuse by family member,
divorce, and alcohol use problems than females. Females reported greater use of street
drugs by other, father mental illness and witness to violence within the home. The mean
number of childhood adversities endorsed by males and females are displayed in Table 3.

Correlations
A series ofbivariate correlations were conducted in order to evaluate whether the
relationship between any of the four constructs was statistically significant. In the first
series of correlations, the relationship between the four subscales of childhood adversity
and the affect variables were evaluated. The results of these correlational analyses are
presented in Table 4. Results indicated that 14 out of the 28 correlations were
statistically significant, with correlation coefficients ranging from .22 to .84.
In general, the results indicate that the Abuse and Problems Outside Family
Control subscales were significantly and positively associated with both acute symptoms
of depression and general negative affect. Also, there was a positive association between
the Parent Problems subscale and general negative affect. The results were consistent
with the hypothesis that the adversity subscales would be related to acute and chronic
symptoms of depressive affect; however, none of the adversity scales were significantly
related to anxiety symptoms. In addition, these results also indicated that the different
types of adversity are a non-specific predictor of depressive affect, with the exception of
Parent Problems, which only related to chronic symptoms of depression. Finally, it is
worth noting that the Loss Events subscale was not significantly correlated with any of
the affect measures.
In addition to understanding the relation between the adversity and affect
variables, the results displayed in Table 4 also speak to the relationship between the
adversity variables themselves. At a global level, these results indicated that the
adversity subscales are interrelated. Specifically, the results indicate that there was a
strong positive association between the Abuse subscale and the Parent Problems and Loss

Events subscales. Also, there was a moderate positive association between the Parent
Problems subscale and the Loss Events subscale.
The second series of correlations assessed the relationship between the four
subscales of childhood adversity and CEI total and the five schema domains. The results
of the correlational analyses between childhood adversity and EMS domains are
displayed in Table 5. These results indicate that 14 of the 25 correlations were
statistically significant, with correlation coefficients ranging from .20 to .44. In general,
the results indicated that childhood adversity poses a general risk for the development of
schemas. The strongest relationship between childhood adversity and schema domains is
between the Abuse subscale, Parent Problems subscale, Problems Outside Family Control
subscale, and CEI total and the Disconnection/Rejection domain. The results indicated
that the Parent Problems subscale may be more specific in the development of schema
domains, with specific development of the Disconnection/Rejection, Impaired Limits,
and Other-Directedness domains. The results also indicated that the Over Vigilance
domain was not any of the adversity variables assessed in the current study indicating that
the development of this type of schematic representation might be independent of the
types of adversity being studied.
In the last series of correlations, the relationship between the four subscales of
childhood adversity and CEI total and the three maladaptive coping styles were
evaluated. The results of the correlational analyses between childhood adversity and
coping are displayed in Table 6. The results indicate that 11 of the 15 correlations were
statistically significant, with correlation coefficients ranging from .20 to .41. In general,
the results indicate there was a positive association between the Abuse subscale and

Overcompensation and Behavioral/Somatic Avoidance coping. There was also a positive
association between the Loss events subscale and Overcompensation coping and
Cognitive/Emotional Avoidance coping. Also, there was a positive association between
the Parent Problems subscale and all three maladaptive coping styles. Finally, there was
a positive association between the Problems Outside Family Control subscale and
Cognitive/Emotional Avoidance coping.
Regressions
Multiple regression analyses were conducted to evaluate whether childhood
adversity predicts affect. A total of eight multiple regressions were run in the assessment
of affect. Due to the number of regressions conducted, a Bonferroni correction was used
in all regressions (p = .05/12 = .004). This was calculated by adding the total number of
regressions between childhood adversity subscales and total and affect (4), the total
number of regressions between the childhood adversity subscales and total and affect (4),
and the total number of regressions between childhood adversity subscales, EMS and
coping and affect (4).
In four of the regressions, the predictor was the CEI total score, while the criterion
variable was the total score on the BDI-II, the BAI, and the PANAS negative and positive
affect subscales for each respective regression. Table 7 contains the standard coefficients
and beta values for all of the regressions run on childhood adversity and affect. The CEI
total score was found to be a significant predictor of both the BDI-II and general negative
affect. For the regression conducted on the BDI-II score, approximately 8% of the
variance of the total BDI-II score can be accounted for by the CEI total score (F[1, 98] =

8.93, p =.004). Approximately 11% of the variance of the Negative Affect subscale of
the PANAS be accounted for by the CEI total score (F[1, 98] = 12.60, p< .004).
In the other four regressions, the predictor was the linear combination of the CEI
subscales, while the criterion variable was the total score on the BDI-II, the BAI, and the
PANAS negative and positive affect subscales for each respective regression. Table 7
contains the results of these regression analyses. The results indicated that the linear
combination of the CEI subscales accounted for 15% of the variance of the total BDI-II
score (F[4, 95] = 4.33, p< .004), and the 16% of the variance of the Negative Affect
subscale of the PANAS (F[4, 95] = 4.67, p<.004). The linear combination of CEI
subscales was not a significant predictor of total score on the BAI or the Positive Affect
subscale of the PANAS. While the models including BDI-II score and Negative Affect
were statistically significant, none of the factors accounted for unique variance in BDI-II
score and Negative Affect.
In order to test the hypothesis that childhood adversity would predict EMS, 10
multiple regressions were conducted. Due to the small sample size, the five schema
domains were included versus the 18 individual schemas in order to reduce Type 1 error.
For five of the regressions, the predictor was the CEI total score, while the criterion
variable was the mean score for each of the 5 schema domains. Table 8 contains the
results of the regression analyses. Only two out of the five Domains were predicted by
the CEI total score. The CEI total score accounted for 19% of the variance in the
Disconnection/ Rejection domain (F[1, 98] = 2 4.18, p< .004) and 9% of the variance in
the Other-Directedness domain (F[1, 98] = 10.14,p< .004).

The other five regressions were conducted using the linear combination of the
CEI subscales as the predictor, while the criterion variable was the mean score for each of
the 5 schema domains. Table 8 contains the results of the regression analyses. The
results indicated that the linear combination of the CEI subscales was a significant
predictor of the mean score on the Disconnection/Rejection domain (F[4, 95] = 7.62, p<
.004) and the Impaired Limits domain (F[4, 95] = 6.28,p< .004). The linear combination
of the CEI subscales accounted for 24% of the variance in the Disconnection/Rejection
domain, and 20% of the variance in the Impaired Limits domain. Examination of the
individual beta weights indicated that the only factor that accounted for significant and
unique variance in the Disconnection/Rejection domain was the Problems Outside Family
Control subscale. Also, the Problems Outside Family Control and Loss Events subscales
were the only factors that accounted for significant and unique variance in the Impaired
Limits domain.
Next, six multiple regression analyses were performed in order to test the
hypothesis that CEI total would predict the mean score on the coping measures. The
regression analyses for childhood adversity as a predictor of coping are presented in
Table 9. The CEI total score accounted for 13% of the variance in Overcompensation
(F[1, 98] = 15.08, p<.004). The regression analyses indicated that approximately 16% of
the variance of Overcompensation in the sample can be accounted for by the CEI total
score. The CEI total score was not a statistically significant predictor of the
Cognitive/Emotional Avoidance coping or Behavioral/Somatic Avoidance coping.
The linear combination of the CEI subscales accounted for 17% of the variance in
Overcompensation (F[4, 95] = 5.08, p<.004). Examination of the individual beta

weights indicated that the only factor that accounted for unique variance in
Overcompensation was the Abuse subscale. The linear combination of the CEI subscales
was not a statistically significant predictor of the Cognitive/Emotional and
Behavioral/Somatic Avoidance coping subscales.
Finally, four multiple regressions were conducted to assess the linear combination
of the three constructs as a predictor of affect. The results are presented in Table 10. The
linear combination of childhood adversity subscales, EMS domains, and coping styles
was found to be a statistically significant predictor of scores on the BDI-II (F[12, 87] =
12.44,p< .004), BAI (F[12, 87] = 6.89,p< .004), Negative Affect (F[12, 87] = 6.30,p<
.004), and Positive Affect (F[12, 87] = 2.90, p<.004). The linear combination of
childhood adversity subscales, EMS domains, and coping styles accounted for 63% of the
variance in BDI-II scores, 48% of the variance in BAI scores, 46% of the variance in
Negative Affect, and 28% of the variance in Positive Affect. Examination of the
individual beta weights indicated the only factor that accounted for unique variance in
Positive Affect, the BAI, and BDI-II was Behavioral/Somatic Avoidance coping. While
the model including Negative Affect was statistically significant, none of the factors
contributed unique variance to the model.

CHAPTER FIVE
Discussion
This study sought to replicate the current literature that has demonstrated a link
between childhood adversity and depression, while expanding on this relationship with
the inclusion of EMS and coping. The results in regard to the six original goals of the
current study are reviewed below.
The first goal of the present study was to examine whether there was a specific
relationship between childhood adversity and acute and chronic depressive symptoms.
Due to the small sample size, adversity subscales were developed. Specificity between
these subscales and acute and chronic depressive symptoms was found. For example,
Parent Problems was positively associated with chronic symptoms of depression (.23),
while Abuse and Problems Outside Family Control were positively associated with both
acute (.31 and .30) and chronic (.31 and .34) symptoms of depression. We suspect that
these results can be accounted for by the nature of the adversities included. For instance,
it can be argued that events on the Parent Problems subscale may be chronic in nature,
while events on the Abuse and Problems Outside Family Control may be both acute and
chronic in nature. The lack of specificity between the Loss Events subscale and affect
may also be accounted for by the nature of the adverse events on that subscale. The
results suggest that experiencing parental death, divorce or parental separation does not
influence affect in adulthood. Perhaps these adverse events only influence affect for a
transient time period.

The results of the regression analyses on childhood adversity as a predictor of
affect did not reveal specific adversities as predictors of affect as was expected. The
results did suggest that total experience of childhood adversity was a predictor of acute
depressive symptoms and general negative affect. This is consistent with the current
literature suggesting that childhood adversity leads to both acute and chronic depression
in adulthood (Kessler & Magee, 1993; Levitan et al., 2003; Lizardi et al., 1995; Pirkola et
al., 2005; Wainwright & Surtees, 2002; Young et al., 1997). The results also suggest that
childhood adversity does not predict acute symptoms of anxiety, or general positive
affect. This runs counter to current literature suggesting that childhood adversity leads to
anxiety in adulthood (Gibb et al., 2003; Levitan et al., 2003; Young et al., 1997). Perhaps
these findings are related to the inability to assess the adversities individually instead of
using subscales. Current literature has suggested that adversity as a whole is related to
depressive symptoms, while specific adversities are related to anxious symptoms.
The second goal was to replicate current literature suggesting more adversity
leads to more depressive symptoms. The findings suggesting a positive association
between CEI total score and BDI-II and NA are consistent with the original hypothesis.
Specifically, we hypothesized that more adversity would lead to more symptoms of
depression. This was supported by the results of the correlational analyses, with a
correlation coefficient of.28 for the BDI-II, and .33 for NA. These findings are also
consistent with literature suggesting that more exposure to early adversity is related to
more symptoms of depression (Pirkola et al., 2005).
The third goal was to find a relationship between childhood adversity, EMS and
acute and chronic depressive symptoms. The findings regarding the correlational

analyses within adversity were also consistent with the original hypotheses. Specifically,
the analyses indicated that the adversity subscales are interrelated. The Parent Problems
and the Abuse subscales had the strongest positive association (.66). Perhaps this is
because certain types of adversity increase the risk of other types of adversity occurring.
For instance, as parental stressors such as mental illness, marital problems or substance
abuse increase, so does the occurrence of abuse.
There were also significant correlations between adversity and EMS domains.
Specifically, the positive associations between Abuse (.36), Parent Problems (.39), and
Problems Outside Family Control (.39) and the domain Disconnection/Rejection were the
strongest of the correlations between adversity and EMS. This suggests that the types of
adversity included on those subscales put individuals at particular risk of developing this
EMS domain, and less so for developing the other EMS domains. This is purported by
Young et al. (2003) to be the unhealthiest of the EMS. Perhaps this indicates that other
early life events than those assessed in the present study contribute to the development of
the other EMS domains, while the childhood adversities assessed are the most aversive in
regard to EMS development.
Also, none of the adversity subscales were related to the Overvigilance/Inhibition
domain. This suggests that the other types of adverse events may contribute to the
development of this EMS domain, or other variables mediate the development of this
EMS domain. The Loss events were not related to any of the schema domains, and there
was even a negative direction with the Impaired Autonomy and Impaired Limits
domains. Perhaps the natures of such events as divorce and parental death have a quality
or collateral effect on EMS development. The strongest correlation with Impaired

Autonomy was the Problems Outside Family Control subscale (.26). Perhaps the nature
of events on this subscale, such as parental unemployment and long-term financial
difficulties, pose greater risk for development of this schema domain than other
adversities of a different nature. For instance, these events engender a sense of inability
to perform and exercise independence, consistent with the schema on this domain.
The fourth goal was to find a relationship between childhood adversity, coping,
and acute and chronic depressive symptoms. Consistent with our fourth goal of the
current study, specific adversity subscales predicted maladaptive coping. The results
suggested the Abuse subscale only predicted Overcompensation coping. Also, the
Problems Outside Family Control subscale predicted schema domains as well as
Behavioral/Somatic Avoidant coping. Based on the nature of the events included in these
subscales, these authors expected the more severe events (physical, sexual and verbal
abuse) to predict maladaptive coping and cognitions before less severe events (long-term
financial difficulties, parental unemployment despite the desire to work, and being
bullied at school). These results suggest that being abused during childhood leads to the
use of Overcompensation coping.
For instance, striving to be the best, controlling people and situations, difficulty
committing, and becoming defensive when criticized are examples of Overcompensation
coping that an individual who has been abused would use. In contrast, the results suggest
that experiencing long-term financial difficulties, being bullied in school, and having
unemployed parents leads to the use of Behavioral/Somatic Avoidance coping. For
instance, using drugs or alcohol, having chronic stomach, muscle or headaches, and
engaging in shopping, eating or other activities to distract oneself when alone are

examples of Behavioral/Somatic Avoidance coping that an individual who has
experienced Problems Outside Family Control would use.
One possible explanation for these results may be that the Problems Outside
Family Control subscale has a moderate correlation with the Abuse subscale. This
suggests that there is a relationship between these two subscales, and as financial
difficulties and unemployment increase, so does the tendency for abuse. Another
possible explanation for these results is that the nature of these events, being outside the
control of the family, has a more long-term deleterious influence on cognitive and
behavioral functioning than the abuse events do. Specifically, Problems Outside Family
control predicted the domain Disconnection/Rejection. Also, this subscale predicted
Behavioral/Somatic Avoidance coping, which predicted acute depressive symptoms and
general negative affect. Perhaps there is a specific path between these experiences,
maladaptive cognitions and behaviors, and lack of positive affect that can't be as clearly
identified when considering the Abuse subscale.
The fifth goal was to find differences between genders in regards to retrospective
reporting of adversity and current affect. Consistent with current literature, and the fifth
goal of the present study, the findings suggested that there was no significant difference
in reporting of childhood adversity between genders (Lizardi et al., 1995). While none of
the differences in reporting of specific adversities were statistically significant, there were
differences in the mean number of events reported. These results were inconsistent with
current literature suggesting that females report more father alcohol abuse than males,
and that males report more parental unemployment than females (Pirkola et al., 2005).
The results were also inconsistent with the findings by Levitan et al. (2003) because the

current study did not find that females do more retrospective reporting of sexual abuse
than males. Only males reported having experienced sexual abuse by a family member,
while more females than males reported being sexually abused by non-family members.
This suggests that males are at greater risk than females at being sexually abused by
family members, while females are at greater risk than males at being sexually abused by
non-family members.
The final goal of the current study was to conduct a path analyses between each of
the four constructs assessed. Due to the small sample size, this was not possible.
However multiple regressions were conducted, and results revealed trends in the data.
Specifically, CEI total score predicted EMS domains, maladaptive coping, and acute and
chronic symptoms of depression. The CEI also predicted Behavioral/Somatic Avoidance
coping, which was the only factor that contributed unique variance to acute symptoms of
depression. As mentioned above in reference to the fourth goal of the present study,
perhaps the nature of these events influences a specific path to EMS, coping and affect.
However, the current analyses are only suggestive of a path, and specificity was not
supported.
There were three potential limitations of the current study which may explain the
current findings and which should be addressed in future studies. The first concerns the
sample size in the current study. Because the sample size was small and not all of the
adverse events were equally represented, the current results have lower statistical power
thus limiting the extent to which these findings can be generalized. In addition, the
sample itself was relatively homogenous, again limiting the potential generalizability of
these findings. Future researchers should account for these limitations by using different

sampling methods that are more likely to lead to a diverse sample and a better
representation of different adversity categories. For example, an ad in a local newspaper
that specifically recruits individuals who have been of abuse might increase the size of
this group within the study.
The second potential limitation was the measures used to define the constructs
affect and coping. The BDI, BAI and PANAS are valid measures, but current literature
on the relationship between childhood adversity and depression has primarily used
diagnostic interviews to define depression. Thus, the findings might not be representative
of individuals with a diagnosable depressive disorder, potentially confounding findings.
The PANAS is also worded in a way that relies on the participant to think of general
affect, rather than delineating a timeline with specific symptoms of depression or anxiety.
The measures of coping used have no formal scoring instructions for use in research.
This makes it difficult to determine if the measures are reliable when using the total mean
score to define maladaptive coping styles. Future studies might want to consider
additional validation work with these scales in addition to those questions which
specifically address the relationship between these constructs and adversity.
The third limitation of the current study was the childhood adversity subscales.
The subscales were not clear definitions of adverse experience, and the adversities varied
in severity and type within the subscales. For example, one could argue that experiencing
sexual abuse by a family member is a more severe abuse than being cursed at by a parent,
yet these were both included on the Abuse subscale. It can also be argued that the
individual adversities on the Loss Events subscale were qualitatively different.
Specifically, parental divorce is different than parental death or even an individual

not living with either biological parent. With a larger sample size, these adversities
can be assessed more specifically so that such subscales don't pose as potential
confounding variables.
There are numerous implications of the current study in regards to clinical
practice and future research. The first implication of the current study is the focus on
cognitive therapy with individuals suffering from depression and anxiety, and reporting
childhood adversity. These findings suggest that specific EMS are implicated, as well as
specific maladaptive coping styles. Specifically, Cognitive/Emotional Avoidant coping
was a significant predictor of acute symptoms of anxiety and depression. Because the
schema domains were strongly related to this particular maladaptive coping style,
schema therapy is implicated with the consideration of the individual's cognitive and
emotional avoidance.
The second implication of the current study is that future research should include
larger and more diverse samples when considering complex pathways between childhood
adversity and depression. Replication of the current study with a large sample would
provide the opportunity to assess individual adversities instead of grouping the
adversities into subscales. The larger sample size would also provide the statistics with
more power. Including a larger, more diverse sample would be expected to demonstrate
more specific casual pathways when considering the individual adversities and specific
maladaptive cognitions and coping styles.
The third implication of the current study is that the relationship between
childhood adversity and depression is complex and replication is warranted. The current
study has demonstrated consistent findings with current literature, and has also expanded

current literature in an attempt to better determine casual pathways of depression. While
the causal pathway was exploratory, the results must be expanded and replicated because
the study results are consistent with current literature suggesting coping plays an
important role in affect.
The fourth implication of the current study is that the casual pathway identified
suggests focus on maladaptive cognitions and coping may be beneficial to treatment.
Specifically, maladaptive cognitions in general, and Behavioral/Somatic Avoidant coping
have been implicated as contributors to depression. While maladaptive coping attempts
have been identified, future research should also focus on adaptive coping that guards an
individual against developing depression when exposed to adverse events early in
childhood. Treatment can not only focus on these maladaptive attempts at coping, but
also at teaching an individual who has experienced childhood adversity adaptive coping
mechanisms as well. Perhaps the integrative approach of Cognitive Behavioral Therapy
is implicated for individuals who have experienced adverse childhood events and are
suffering from depression in adulthood.
In conclusion, the main findings of these analyses can be summarized as follows:
(1) childhood adversity was extremely common in a population of undergraduate
students; (2) there is no significant difference in reporting of these adverse events
between genders; (3) these adverse events predicted acute symptoms of depression and
general negative affect; (4) these adverse events predicted schema domain: Problems
Outside Family Control predicted Disconnection/Rejection, Impaired Autonomy and
Impaired Limits; Loss Events predicted Impaired Limits; the total score of adversity
predicted Disconnection/Rejection, Impaired Limits and Other-Directedness; (5) these

adverse events predicted maladaptive coping: Abuse predicted Overcompensation;
Problems Outside Family Control predicted Behavioral/Somatic Avoidant coping; the
total adversity score predicted Overcompensation, Cognitive/Emotional Avoidant, and
Behavioral/Somatic Avoidant coping; (6) the linear combination of these variables
predicted affect, specifically: Behavioral/Somatic Avoidant coping predicted general
positive affect, and acute symptoms of depression and anxiety.
There were remarkable patterns of association between childhood adversity,
EMS, coping and depressive symptoms in adulthood, as well as prediction of depressive
symptoms in adulthood. The effect of financial difficulties, being bullied, and
unemployment is probably complex, whereas the effect of experiencing multiple
adversities may be more direct. Variations in these relationships suggest the need for
further study, even though they partly reflected the tendency of some adversities to not
predict maladaptive functioning. The findings of the current study indicate early life
experience has a significant influence on cognitive functioning, while cognitive
functioning has a relationship with Behavioral/Somatic Avoidance coping, and
Behavioral/Somatic Avoidance coping is related to affect.
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Table 1
Frequency of Childhood Adversities Within Sample
Childhood Adversity
Physical Abuse

Percentage
38%

Long-term financial difficulties

26%

Verbal Abuse

24%

Severe Physical Abuse

24%

Divorce

24%

Not living with either biological parent

22%

Witness to violence within the home

20%

Parents with serious marital problems

20%

Being bullied at school

19%

Someone in home abused alcohol

18%

Not having a close relationship with an adult

16%

Someone in home abused street drugs

12%

Someone in home had mental illness

11%

Sexual abuse by non-family member

11%

Parental unemployment despite desire to

11%

work
Mother died

5%

Father died

5%

Sexual abuse by family member

4%

Table 2
Results of t test on Differences in Affect Between Genders
Affect
Acute Depressive Symptoms
General Negative Affect
Acute Anxious Symptoms
General Positive Affect

p < .05*p < .01**

df
98
98
98
98

t
.59
.36
.20
-.83

Sig. (2-tailed)
.55
.71
.84
.40

Table 3
Mean Number of Adverse Events Reported by Males and Females
Female Mean
Childhood Adversity
.00
Sexual Abuse by Family Member
.17
Divorce
.13
Alcohol Use Problem
.09
Use of Street Drugs by Other
.06
Father Mental Illness
.24
Witness to Violence Within the Home

Male Mean
.07
.29
.21
.03
.01
.16

Table 4
Correlations Between Affect and Childhood Adversity and Within Childhood Adversity
Subscales
BDI-11

BAI

NA

PA

Abuse

Loss
Events

Parent
Problems

Outside
Fain.

BDI-11
BAI

6*

NA

.65**

.60**

PA

-.31**

-.12

.08

Abuse

.31**

.19

.31**

.11

Loss Events

.08

-.08

.13

.13

.38**

Parent
Problems

.16

.13

.23*

.08

.66**

.37**

Outside
Family

.30**

.13

.34**

.05

.32**

.22*

.34**

CEI

.28**

.13

.33**

.13

.84**

.66**

.83**

.58**

p< .05*p <.01**
Note. BDI-I11= Beck Depression Inventory 11; BAI = Beck Anxiety Inventory; NA
Negative Affect; PA =Positive Affect; CEI = Childhood Experience Inventory.

=

Table 5
Correlations Between Childhood Adversity and EMS Domains
OtherIDirectednes

Impaired
Autonomy
and
Performanc

Impaire
d Limits

.36**

.20*

.22*

.29**

.17

-.04

-.12

.06

Parent
Problems

.39**

.09

.25 *

Outside Family

.39**.2*

CEI

.44**

Disconnection
/ Rejection

Adversity

Abuse
Loss Events

p <.05* p <.01l*
Note. CEIL

S

Inhibition

.21 *
.16

Childhood Experience Inventory

Over
Vigilance

.22*

Table 6
Correlations Between Childhood Adversity and Coping
Abuse
subscale

Loss Events
subscale

Parent
Problems
subscale

Problems
Outside
Family
subscale

CEI

Overcompensation

.41**

.20*

.28**

.11

.36**

Beh/Som Avoid

.20*

.04

.23**

.09

.20*

Cog/Emo Avoid

.16

.21*

.20*

.28**

.28**

Measure of
Coping

p <.05*p

<.01**

Note. Beh/Som Avoid =Behavioral/Somatic Avoidance coping; Cog/Emo Avoid
Cognitive/Emotional Avoidance coping; CEI = Childhood Experience Inventory.

=

Table 7

Summary of Regression Analyses for Childhood Adversity as Predictor of Affect
Criterion Variable
BDI-II

NA

BAI

Predictor

B

SE B

P

Analysis 1

CEI

.84

.28

.28**

Analysis 2

Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale

2.4
-.47
-.93
2.85

.96
.95
1.02
1.15

.32
-.05
-.11
.25

Analysis 3

CEI

.09

.02

.33**

Analysis 4

Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale

.16
-.01
-.01
.28

.08
.08
.09
.10

.24
-.02
-.01
.27

Analysis 5

CEI (ns)

Analysis 6

Subscales (ns)

Analysis 7

CEI (ns)

Analysis 8

Subscales (ns)

PA
**p < .004
Note. BDI-II = Beck Depression Inventory II; NA = Negative Affect; BAI = Beck

Anxiety Inventory; PA = Positive Affect; CEI = Childhood Experience Inventory.

Table 8
Summary of Regression Analyses for Childhood Adversity as a Predictor of EMS
Criterion Variable
EMS Domains
Disconnection and
Rejection

Impaired
Autonomy and
Performance

Impaired Limits

Other-Directedness

Predictor

B

SE B

R

Analysis 1

CEI

.10

.02

44**

Analysis 2

Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale

.08
-.01
.14
.27

.07
.07
.08
.09

.13
-.02
.21
.28**

Analysis 3

CEI (ns)

Analysis 4

Subscales (ns)

Analysis 5

CEI (ns)

Analysis 6

Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale

.06
-.20
.10
.24

.06
.06
.07
.08

.12
-.30**
.18
.29**

Analysis 7

CEI

.06

.02

.30**

Analysis 8
Over vigilance

Analysis 9
Analysis 10

Subscales (ns)
CEI (ns)
Subscales (ns)

P< .004**
Note. CEI = Childhood Experience Inventory

Table 9
Summary of Regression Analyses for Childhood Adversity as a Predictor of Coping Style
Criterion Variable

Predictor

B

SE B

,13

Analysis 1

CEI

.06

.01

.36**

Analysis 2

Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale

.18
.03
.00
-.01

.06
.06
.06
.07

.39**
.05
.01
-.02

Analysis 3

CEI (ns)

Analysis 4

Subscales (ns)

Analysis 5

CEI (ns)

Analysis 6

Subscales (ns)

Overcompensation

Behavioral/Somatic
Avoidance

Cognitive/Emotional
Avoidance

p < .004***
Note. CEI = Childhood Experience Inventory

Table 10
Summary of Regression Analyses for the linear combination of Childhood Adversity,
EMS, and Coping style as Predictors of Affect
Criterion Variable
BDI-II

Analysis 1

Analysis 2

Predictor

B

SE B

Disconnection and Rejection
Impaired Autonomy
Impaired Limits
Other-Directedness
Over vigilance
Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale
Overcompensation
Cog/Emo Avoidance
Beb/Som Avoidance

3.68
2.48
.55
1.78
-.03
1.32
.21
-2.02
.99

1.44
1.62
1.58
1.44
1.17
.71
.72
.77
.88

.30
.17
.04
.12
-.00
.17
.02
-.25
.08

.43
.25
3.87

1.59
1.24
1.19

.02
.01
.27**

Disconnection and Rejection
Impaired Autonomy
Impaired Limits
Other-Directedness
Over vigilance
Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale
Overcompensation
Cog/Emo Avoidance
Beh/Som Avoidance

.21
.17
.21
.03
-.18
.04
.05
-.08
.19

.20
.13
.16
.02
-.14
.06
.06
-.11
.18

.43
-.22
.11

.30
-.15
.09

BAI

Analysis 3

Analysis 4

Disconnection and Rejection
Impaired Autonomy
Impaired Limits
Other-Directedness
Over vigilance
Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale
Overcompensation
Cog/Emo Avoidance
Beh/Som Avoidance

2.02
4.36
-.95
-.25
-2.09
.45
-1.51
-.38
.36

1.85
2.07
2.02
1.84
1.50
.91
.92
1.12
1.58

.15
.28
-.06
-.01
-.13
.05
-.15
-.04
.03

3.10
-.84
5.8

2.04
1.58
1.52

.18
-.04

Disconnection and Rejection
Impaired Autonomy
Impaired Limits
Other-Directedness
Over vigilance
Abuse subscale
Loss Events subscale
Parent Problems subscale
Problems Outside Family
Control subscale
Overcompensation
Cog/Emo Avoidance
Beb/Som Avoidance

-.48
.11
.36
.01
-.35
.03
.11
.05
.06

-.47
.09
.30
.01
-.30
.05
.14
.07
.06

.49
.00
-.49

.37
.00

**p <.004
Note. PA = Positive Affect; NA = Negative Affect; BDI-II = Beck Depression Inventory
II; BAI =Beck Anxiety Inventory; Beh/Som Avoidance = Behavioral/Somatic
Avoidance coping.

