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ABSTRACT 

Recent research has demonstrated that depressed people elicit 

rejection and induce negative mood in those with whom they interact. 

The present study sought to replicate earlier research which 

demonstrated these same effects in adult-child interactions when the 

child was depressed. It also was designed to determine how 

establishing a mental set about the etiology of a particular chi1d~s 

depression would mediate these findings. A total of 80 male and 80 

female undergraduates viewed one of three tapes of a child actress 

interacting with an adult. The roles portrayed were those of a 

depressed child, a nondepressed but highly stressed child, and a 

normal nondepressed control child. Subjects who viewed the depressed 

child were also assigned to three different groups which either 

received no information about the child~s mood and behavior, were told 

she was depressed due to physical causes, or that she was depressed 

due to a pattern of negative thinking. Subjects provided an 

explanation of the depression were also given an informative summary 

to read about the etiology of the depression. 

The depressed child was more rejected than the normal and 

stressed child, but providing a physical explanation of the depression 

significantly mediated the effect. Subjects did not differ in their 

expressed desire for further interaction with the normal and depressed 

child, but did express greater desire to interact when the depression 

was explained as a physical disorder than when no information was 

presented. The nondepressed normal child was viewed as significantly 
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higher in general functioning than the child in any other role. Two 

mood induction findings were significant. Subjects viewing the normal 

control expressed higher degrees of positive affect than those viewing 

any other child. Subjects who viewed the depressed child without any 

further information were significantly more depressed than those in 

any other condition. Groups did not differ on measures of anxiety and 

hostility. Subjects did endorse differential intervention suggestions 

based on the role portrayal. These results are discussed in relation 

to the interpersonal model of depression and in terms of their 

implications for clinical practice. 
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INTRODUCTION 

Although there has recently been increased attention in research 

and practice to the area of childhood depression, there remains a 

paucity of research into the etiology and maintenance of the disorder. 

The application of theoretical models of adult depression to childhood 

depression has been suggested as one possible focus of such research 

(e.g. Kashani et al., 1981; Kovacs & Beck, 1977). One such theory is 

presented by Coyne (1976b) in which he suggests that depression is 

maintained by the interpersonal responses of people who interact with 

the depressed person. Many studies have found that depressed adults 

elicit more negative reactions from others than do nondepressed adults 

(e.g. Boswell & Murray, 1981, Coyne; 1976b; Gotlib & Beatty, 1985; 

Hammen & Peters, 1977, 1978; Howes & Hokanson, 1979; Reese, 1979). 

Recently, researchers have sought to determine if depressed 

children elicit characteristic responses from others similar to those 

elicited by depressed adults, and have obtained very similar results 

using peers (Peterson, Mullins, & Ridley-Johnson, 1985), college-age 

adults (Mullins, Peterson, Wonderlich, and Reaven, 1986) and educators 

(Peterson, Wonderlich, Reaven, & Mullins, 1987) as subjects. The 

purpose of this study was to replicate and extend these findings 

regarding reactions to depressed children. The present study sought 

to evaluate the interpersonal responses of adults to depressed, 

stressed, and normal children. In addition, it sought to determine 

whether a cognitive set regarding symptom etiology can be established 

through a brief educational intervention, and whether these beliefs 



about the cause of depression in a particular child affect adult 

reactions to the child. 

The Depressive Syndrome in Children 

11 

Until recently, it was not generally accepted that children 

experienced a depressive disorder analogous to that experienced by 

adults. Early arguments were based on the premise that preadolescent 

children did not possess the well developed and internalized superego 

which, according to the prevalent psychoanalytic model of depression, 

was necessary to suffer a true depression. One early review article 

declared that the classic symptoms of adult depression were virtually 

nonexistent in children (Rie, 1966). Another argument against the 

diagnosis of a depressive syndrome in children has been that many of 

the traditional symptoms found in adults are actually developmentally 

appropriate and normal in children (Lefkowitz and Burton, 1978). One 

criticism of this latter position is that the authors focused on 

isolated symptoms rather than a core depressive syndrome as defined by 

a constellation of features (Kashani et aI, 1981). 

Other writers acknowledged that depression may occur in children 

and adolescents in a form different from that in adults, and 

introduced the terms "depressive equivalents" (Toolen, 1962) and 

"masked depression" (Glaser, 1967) to describe the varied features. 

Proponents of this approach postulated that the overt manifestations 

of depression usually found in adults were seldom found in children, 

but were instead masked by a number of other symptoms. According to 
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Glaser (1967) these masking behaviors included aggression, school 

failure, and psychosomatic symptoms, among others. In their review of 

the literature, Kovacs and Beck (1977) concluded that the concept of 

masked depression was unnecessary, and that many of the "masking" 

behaviors found in children were also quite common in adult 

depressives. More recently, researchers have identified a number of 

children and adolescents meeting the traditional criteria for 

depression as experienced by adults (Carlson and Cantwell, 1979; 

1980). Although some of these children also suffered from other 

disorders, such as attention deficit or conduct disorders, the 

presenting behaviors did not fully mask the depressive disorder. 

Thus, though behavioral problems may lead one to consider the 

possibility of an underlying or accompanying depression, they cannot 

in themselves be considered diagnostic of depression. Given that 

conduct problems and depression co-exist, it also becomes difficult to 

determine the causal relationship. For example, a hyperactive child 

may in fact become depressed because of the difficulties he encounters 

as a result of the initial hyperactivity. 

The editors of the Diagnostic and Statistical Manual of Mental 

Disorders, Third Edition (DSM-III) chose not to include separate 

categories and diagnostic criteria for depression in children and 

adults (American Psychiatric Association, 1980). Instead, they 

acknowledged that although the essential features of a major 

depressive episode are consistent across the life span, specific 

associated features may differ across the various groups. For 
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example, among prepubertal children, separation anxiety is said to be 

a common associated feature while this is not a common characteristic 

of depression in adults. 

The inclusion of varied associated features in DSM-III was based 

on clinical impressions rather than empirical evidence. McConville, 

Boag, and Purohit (1973) through empirical analysis of their own 15 

item diagnostic questionnaire presented evidence that at least some 

developmental differences do exist in the primary manifestations of 

depression. Younger children (6 - 8 year olds) were found to most 

often express feelings of sadness and helplessness, while older 

children tended to feel worthless, unloved, and used by others. The 

expression of guilt was rare, but more common in children who had 

experienced a significant loss after the age of ten. Thus, although 

it has not been clearly demonstrated that various depressive symptoms 

occur equally among adults and children of varying ages, DSM-III 

criteria do provide an apparently acceptable common ground upon which 

subsequent research may be based. These criteria will be used in this 

study do define depression. 

Theories of Depression 

Although a number of theories have been advanced to explain the 

development of depression, none has gained universal acceptance. One 

means of categorizing the available theories, though, is according to 

the amount of emphasis put on various aspects of the depressive 

syndrome -- biology, emotions, cognitions, or behavior. 
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Biology is stressed in both genetic and biochemical explanations 

of depression. Supporting evidence of genetic transmission of 

affective disorders is derived from studies which have found a 

significantly higher concordance rate for depression among monozygotic 

twins than among dizygotic twins (Tsuang, 1978) and increased rates of 

depression among adoptees whose biological parents suffered from the 

disorder (Cadoret, 1978; Mendlewicz and Rainer, 1977). A major 

disadvantage of this theory is that actual rates of depression among 

siblings and offspring are not completely consistent with what would 

be predicted genetically by a simple Mendelian pattern. Another 

possibility is that the transmission is a more complicated polygenic 

process. The amount of variance not accounted for by simple genetic 

patterns suggests that improved measurement is required, or that 

genetic factors may constitute a predisposition to develop depression, 

which interacts with precipitating stresses. This latter possibility 

is consistent with the diasthesis-stress model. 

A second biological model is a biochemical one which hypothesizes 

that an imbalance of biogenic amines that aid neurotransmission leads 

to depressive symptomatology. There are two classes of biogenic 

amines: the indoleamines, including serotonin and histamine; and the 

catecholamines, which include norepinephrine, epinephrine, and 

dopamine. Although each of these has been implicated in the etiology 

of depression, much of the research has focused on the reduced 

availability of norepinephrine which is believed to lead to decreased 

motivation and increased depression (Schildkraut, 1965). Evidence to 
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support the theory is based primarily on the findings of decreased 

norepinephrine metabolites in the systems of depressives (Schildkraut 

et aI, 1978), the effects of trycyclic antidepressants that block the 

reuptake of norepinephrine, and the effects of monoamine oxidase 

inhibitors that prevent its breakdown. There remains, though, the 

possibility that these drugs are not specific to norepinephrine and 

lead to improvement because of other unknown properties. In addition, 

medication is not effective for a large number of depressives, and no 

single medication has been found most effective for those who do 

respond to medication. Thus, while biochemical features may be a 

significant factor in some or many depressions, they still do not 

constitute a full account of the disorder. In fact, it appears 

probable that depression is not a unitary disorder, and that different 

models may apply to different subtypes. Particular caution has been 

urged in applying this model to childhood depression because many of 

the adult biological indices are highly correlated with age in 

children (Leckman et al, 1980). McKnew and Cytryn (1979) did find 

decreased urine metabolite levels in depressed children, relative to 

nondepressed active children, but found nondepressed bedridden 

children to have even lower levels than the depressed children. This 

would suggest that the inactivity of depression may actually cause the 

decreased metabolite levels, rather than vice versa. 

According to psychoanalytic theorists, depression is caused by 

intrapsychic processes. As proposed by Abraham (1911) and later 
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elaborated by Freud (1917/1968) depression and normal mourning are 

seen as sharing common features, except that depression also involves 

the additional element of self-denigration and loss of self-esteem. 

Freud (1917) postulated that depression develops after the individual 

perceives a loss through either the real or imagined loss of a loved 

one, rejection, or suffering various slights. These experiences 

create a feeling of anger toward the "love object" for abandoning the 

individual, although the individual still wishes to maintain the 

energy investment in the object. The object is thus incorporated into 

the person#s own ego through the process of identification, and the 

anger felt toward the other is directed inward against the self. All 

the self-deprecations and punishing statements are actually directed 

at the internalized object. Freud also noted that the loss which 

leads to normal mourning is readily apparent, but that the loss in 

depression is usually unconscious, and he acknowledged that a 

predisposition, possibly biological, increased the reactivity of 

certain individuals to real or imagined loss. 

Although researchers reported evidence of depressive-like 

behaviors and symptoms in even young infants separated from love 

objects (Bowlby, 1973; Spitz, 1946), the traditional view within the 

psychoanalytic framework was that these behaviors did not represent a 

true depression. The basis for this view was that the behavior of 

infants and very young children was exclusively id driven rather than 

ego directed. More recently, Malmquist (1977) has attempted to 

explain the occurrence of different depressive manifestations across 
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age groups according to the child's stage of ego functioning. 

Although the behavioral aspects of this theory have been well 

described (Arieti & Bemporad, 1978; Bemporad, 1978) it proves 

difficult to measure the theoretical construct of anger turned inward. 

Within this psychoanalytic framework Malmquist also suggested that the 

young child may also simply identify with, and internalize a depressed 

parent's depressed mood. This would support the contention that 

interpersonal factors are significant in the development of depressive 

symptomatology. 

Another explanation has been that depression is caused by faulty 

cognitions (Beck, 1967; Beck, Rush, Shaw, and Emery, 1979). Beck 

proposes that depression is the direct result of the cognitive triad 

-- negative thoughts about self, ongoing experience, and the future -

and numerous errors in information processing. A negative schema or 

cognitive set may be established while the individual is very young, 

creating a predisposition to depression, remain latent for years, and 

then appear under stress. Digdon and Gotlib (1985) have reviewed the 

arguments against the child's ability to develop the prerequisite 

negative triad, and concluded that although more difficult in 

childhood than adulthood, it could be done. One might also argue that 

the young child's egocentric world view and limited information 

processing skills may actually predispose the child to make the 

cognitive distortions suggested by Beck (1967). This model is not 

inconsistent with the interpersonal model to be discussed later in 
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that strong interpersonal relationships and social support systems may 

diminish the occurrence of depression (Beck et aI, 1979). In a 

comprehensive review of empirical studies of this model, Coyne and 

Gotlib (1985) conclude that the antecedent environmental factors and 

consequences, are of greater importance than cognitions themselves in 

the maintenance of depression. 

Yet another approach focuses not on intrapsychic processes or 

cognitions but on the relationship between dysfunctional behaviors and 

the events which elicit and maintain them. In a rather extensive 

behavioral model, Lewinsohn (1974) suggested that depressed 

individuals lack the skills required to elicit adequate amounts of 

social reinforcement. According to Lewinsohn (1983) decreased rates 

of active behavior, increased cognitive distortions, and depressed 

affect are results of the inability of the depressed person to elicit 

response-contingent positive reinforcement. Activity is thus 

extinguished by the lack of social reinforcement, leading to the 

withdrawal typically seen in depression. Studies have demonstrated 

that depressed individual do engage in fewer pleasant events 

(MacPhillany and Lewinsohn, 1974), tend to receive fewer positive 

responses from others than do nondepressed persons (Libet and 

Lewinsohn, 1973), and are less likely to make self-reinforcers 

available (Gotlib, 1982). Although there has been no systematic 

attempt to study this model in childhood, Digdon and Gotlib (1985) 

suggest that it is at least conceptually relevant to childhood 

depression, in that the child must continually progress through 
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appropriate developmental stages in order to maintain reinforcement. 

For example, behavior appropriate at one stage may be inappropriate at 

another (Gut, 1982), with the child losing reinforcement as behavior 

becomes unacceptable to others (Algozzine, 1977). This model is again 

not inconsistent with Coyne~s (1976a) interpersonal model of 

maintenance, to be discussed in depth later, in that a depressed child 

may lack the necessary skills to gain positive reinforcement at the 

next developmental level, become depressed, and stagnate at a level of 

distorted communication. 

The learned helplessness paradigm of Martin Seligman (1975) 

offers a bridge between the traditional behavioral and cognitive 

theories of depression, by identifying the conditions that lead to 

expectations of failure, helplessness, and negative cognitions. This 

model suggests that depression occurs when one perceives the events 

impinging upon oneself as uncontrollable, and expects only negative 

outcomes. In a reformulation of the original theory (Abramson, 

Seligman, and Teasdale, 1978), it is the tendency to attribute failure 

to internal, stable, global factors that is directly related to 

depression. Abramson (1978) provided evidence that the lowered self

esteem often found in depression is associated with the tendency to 

make internal attributions for lack of mastery, although both external 

and internal attributions for failure lead to increased passive 

behavior. A number of empirical stuidies regarding this theory have 

been reviewd by Coyne and Gotlib (1983) with the conclusion that the 



supporting results are tenuous. As with their criticism of Beck~s 

(1967) model, they suggest that antecent events and consequences 

heavily influence the attributions of the depressed person, and that 

the model fails to account for the spontaneous remission frequently 

associated with depression. 
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A recent study by Seligman et al (1984) extended attributional 

research into the area of childhood depression, and found depressed 

children to endorse global, stable, internal causes for both good and 

bad outcomes. Additionally, though, a major finding was that both the 

children~s attributional style for bad events and their depressive 

symptoms, were highly correlated with the corresponding scores of 

their mothers. This would again suggest the presence of some 

interpersonal factors in either the development or maintenance of 

depression in children. From the results it is not possible to 

determine the direction of the influence on depression (i.e. who 

casues whom to become depressed). 

It should be noted that beyond Malmquist~s (1977) attempt to 

explain the behavioral manifestations of depression in children at 

varying ages in terms of a modified ego-analytic conceptual model, 

there has been no effort to provide theoretical explanations for the 

etiology of depression in childhood apart from the already popular 

adult theories. None, but the strictly biological, deny the influence 

of interpersonal behaviors correlated with depression in children. 

In an interpersonal model of depression proposed by Coyne (1976b) 

the focus is not so much on the etiology of depression but the 
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maintenance of the depressive cycle once it has begun. Coyne 

acknowledges that various personality, genetic, and biological factors 

may be associated with the development of depression but believes that 

it is a disruption in interpersonal and social relationships that 

serves to maintain depressive behavior. Central to his theory is the 

premise that depressed individuals are highly rejected because of the 

negative moods they tend to induce in those who interact with them. 

Any disruption in the person's social sphere, such as significant 

losses, demotions, and even promotions, may lead to depressive 

feelings of hopelessness and helplessness, and subsequently to 

withdrawal. Coyne views these symptoms as communications aimed at 

gaining reassurance of the person's acceptability in remaining 

interpersonal relations, and to elicit action by others to remediate 

his/her loss. Coyne posits that initially others respond to the 

depressed person's demands for reassurance with direct and honest 

support. Depressed individuals are, however, insecure and unable or 

unwilling to accept the sincerity of this support, and thus persist in 

behaviors to elicit even more support. Unable to understand the 

persistence of symptoms, those interacting with the depressive tend to 

become impatient and irritated. The depressive's apparent distress 

and suffering, though, tend to arouse guilt in others, which 

suppresses the direct expression of their growing hostility. Thus, 

statements of support and reassurance continue to be made, but lack 

sincerity and authenticity. Coyne believes that the depressed 
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feelings of doubt, and leads to increased depressive behavior. 
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As the cycle develops those in the depressive's social sphere 

have the choice to remain, reduce interactions, or leave. Those who 

choose to leave or reduce interactions may deny that their actions 

constitute rejection, but this only increases the depressed person's 

doubts and increases insecurity. Those who remain find that they can 

both reduce the annoying behavior of the depressed person and reduce 

their own guilt through manipulation of the depressive with statements 

of support and reassurance. The depressive in turn learns that others 

may be manipulated to provide assurance and support through depressive 

symptomatology. While others deny the process, the depressive becomes 

acutely aware of the distorted messages. As yarious stalemates occur, 

this mutual manipulation develops into a stable pattern of disrupted 

communication, from which it becomes increasingly difficult for the 

depressed person to escape. Coyne suggests that even sincere attempts 

by the depressed person to explore the confusing messages may only 

lead to increased discomfort and denial in others. 

In contrast to the cognitive theorists, Coyne (1976b) does not 

construe the depressed person's evaluation of the social environment 

to be distorted or misperceived. Through the continuation of 

depressive symptoms the individual elicits negative feelings and 

social rejection in others. In cooperation with others the depressive 

creates a new social system of hostility and distorted communication. 



The depressive~s perception of rejection and dishonest feedback is 

thus an accurate interpretation of reality. 
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The original model assumed that depressed persons and others in 

their environment became enmeshed in a cycle of depression reinforcing 

interactions. Tests of the model thus far, though, have focused 

primarily on brief encounters between adult strangers and marital 

interactions (Coyne, Kahn, & Gotlib, in press). These studies have 

used several different methods to explore the feelings elicited in 

others by depressed individuals. Because this model is central to the 

present proposal, the following section will review the research 

literature relevant to it. 

Studies of the Interpersonal Model with Adults 

Since Coyne (1976b) first introduced his interpersonal model of 

depression, a number of studies have been conducted to specifically 

test the mood induction and rejection hypotheses. The experimental 

methodology across the studies has varied widely, and employed both a 

number of different target groups as well as exposure techniques. 

Some argue that the results are highly equivocal (King & Heller, 

1986), while yet others contend that the findings have been robust 

across the wide range of methodology (Gurtman, 1986). 

Coyne (1976a), in the first test of his hypotheses asked subjects 

to interact with either a nonpatient, depressed patient, or 

nondepressed patient via a twenty minute phone call. Subjects who 

interacted with the depressed patients were found to be more 

depressed, anxious, hostile, and rejecting of the targets. Strack and 
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Coyne (1983) replicated these findings using college students 

experiencing depression of less severity than that of the original 

patient group as targets. Subjects interacting with depressed 

confederates both through an intercom (Hammen & Peters, 1978) and in 

face-to-face interactions (Howes & Hokanson, 1979; Reese, 1979) have 

also been found to be more rejecting than those interacting with 

nondepressed confederates. In the Howes and Hokanson (1979) study, 

rejection was found in the absence of any mood effect. Effects have 

also been reported to be great.::.:! among opposite sex dyads (Hammen & 

Peters, 1978). In an earlier study using printed transcripts as the 

experimental exposure (Hammen & Peters, 1977) the researchers reported 

greater rejection of depressed males than females. Much of this 

effect was accounted for by the fact that depressed males were seen as 

more impaired in their general life role functioning. 

Several studies have also sought to determine the characteristics 

of depressed individuals that lead to rejection and negative mood 

induction. In one study using videotape exposure that found rejection 

and negative mood induction effects, it was found that sex effects 

could be mediated by attributions made by the depressed person (Tatten 

& Nelson, 1980). For example, males expressing external blame induced 

hostility, while males expressing internal blame actually decreased 

hostility. In an attempt to discover if characterological or 

behavioral attributions of depressed individuals have differential 

effects on others, Gotlib and Beatty (1985) utilized printed scripts 
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as the stimulus. Depressed targets elicited more rejection and 

negative mood than nondepressed targets, regardless of attributions. 

Winer, Bonner, Blanery, and Murray (1981) also developed transcripts 

of hypothetical interactions between a target and another individual, 

which represented four different subtypes of depression. Tran&cripts 

also represented a nondepressed target experiencing a number of 

adverse life events, and nondepressed target with few adverse events. 

Subjects who read the transcripts of depressed interactions reported 

significantly more sadness and less elation. Subjects also reacted 

most negatively to targets who showed no improvement between two 

hypothetical encounters. Thus, the studies have provided little 

information about the aspects of depressive behavior that lead to 

rejection, suggesting that it may also be useful to explore how 

attributions of those interacting with the depressed person influence 

interpersonal responses. The findings do, though, lend further 

support to Coyne's (l976b) general model. 

In other studies of direct interaction with depressives the 

results have been less supportive of Coyne's (1976b) hypotheses. 

Gotlib and Robinson (1982) did not find increased anxiety, depression, 

hostility or rejection as measured by questionnaires, among subjects 

interacting with depressed targets, but did observe patterns of more 

negative interaction in dyads with depressed targets. A major 

difference between this and Coyne's (1976a) study was the use of 

confederates rather than patients. In a study designed specifically 

to replicate Coyne's (1976a) work, though, King and Heller (1984) 
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failed to confirm either the mood induction or rejection hypotheses. 

Thus, they advocate that the induction of negative mood and subsequent 

rejection may not be as robust as initially reported. Macri (1979) 

also failed to find negative mood induction among males interacting 

with depressed confederates, but suggested the pre-post test design a 

one possible explanation for the this. She also found that 

interactions with depressed and anxious confederates tended to produce 

similar results which differed generally at non-significant levels 

from those with normals. In the only study of face-to-face 

interactions with a patient sample (McNiel, Arkowitz, & Pritchard; 

1987) neither the mood induction, nor the rejection hypotheses were 

confirmed by self-report measures, questionnaires, or observations of 

verbal and nonverbal behaviors. 

The question of whether rejection and negative mood induction 

effects are specific to depression has also been addressed by several 

studies. In three studies, (Coyne, 1976a; King & Heller, 1984; McNiel 

et aI, 1987) depressed versus nondepressed patients were identified by 

scores on a self-rating scale of depression, rather than based on 

primary psychiatric diagnosis. Thus, targets may have differed only 

in their level of depression. As mentioned earlier, Coyne (1976a) did 

find differences in responses to normal, depressed, and nondepressed 

patients, while researchers in the other two studies failed to find 

any differences. Howes and Hokanson (1979) used a confederate 

enacting either a depressed, normal or physical role. Mood induction 



effects were not found, but the depressed confederate was more 

rejected and described in more negative terms than the other two 

confederates. Boswell and Murray (1981), on the other hand, used 
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audiotapes of normal controls, and actual depressed or schizophrenic 

patients. They found the two patient groups to elicit similar 

dysphoric feelings among subjects. Male schizophrenics were more 

rejected than normal depressives. There were no differences in the 

rejection of female targets, but all of the patient groups were 

rejected more than normal males. No differences were found between 

the rejection levels of male and female depressives. Gotlib & Beatty 

(1985) using printed descriptions of normal, depressed, and physically 

ill individuals found both physically ill and depressed targets to 

induce greater dysphoria and rejection than normals. They failed to 

find any differences, between the two pathological groups. Neither 

did they find any significant sex effects. 

The findings of these various studies prove both confusing and 

inconsistent. Only two studies, those by Coyne (1976a) and King and 

Heller (1984), have used similar procedures, subjects, and dependent 

measures and their findings are contradictory. Other studies vary 

across a number of variables, including type of manipulation, subject 

sex, target sex, and dependent measures. In spite of this, although 

definite conclusions cannot be made, a number of studies did 

demonstrate the induction of negative mood in subjects presented with 

various depressive conditions (Boswell & Murray, 1981; Coyne, 1976b; 

Gotlib & Beatty, 1985; Hammen & Peters, 1978; Reese, 1979; Strack & 
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Coyne, 1983; Tatten & Nelson, 1980; Winer et aI, 1981). Rejection 

findings also varied across studies, but again a number did 

demonstrate increased rejection of depressed targets (Boswell & 

Murray, 1981; Coyne, 1976b; Gotlib & Beatty, 1985; Hammen & Peters, 

1977, 1978; Howes & Hokanson, 1979; Reese, 1979; Strack & Coyne, 1983; 

Winer et aI, 1981). Little consistency can be found across the 

studies reporting on sex differences or the introduction of different 

variables intended to mediate effects. 

It has been argued that the bulk of the research regarding 

Coyne's (1976b) interpersonal model of depression has been misdirected 

at interactions between strangers (Doerfler & Chaplin, 1985). 

Research along this line may be defended with the assumption that such 

brief interactions should actually be biased against the emergence of 

significant effects (Coyne, 1985). It has also been suggested that 

the failure to find negative mood and rejection effects in brief 

encounters may be related to situational specificity of depressed 

behavior (McNiel et aI, 1987). That is, depressed persons may present 

differently in casual contacts than they do in intimate relationships. 

In fact, a number of studies of the interpersonal interactions of 

married couples with a depressed member have tended to find increased 

negative affect, tension, and hostility (e.g. Arkowitz, Buck, & 

Shanfield, 1979; Arkowitz, Holliday, & Hutter, 1982; Biglan, Hops, 

Sherman, Friedman, Arther, & Osteen, 1985; Coyne, Kessler, Tal, 

Turnbull, Wortman, & Greden, 1987; Hautzinger, Linden, & Hoffman, 
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1982; Hinchliff, Hooper, & Roberts, 1978; Hutter, 1982; Kahn, Coyne, & 

Margolin, 1985). 

The Interpersonal Model in Childhood 

Digdon and Gotlib (1985) argued that the results of studies 

completed with adults could not be applied to childhood depression 

because they believe that peers and adults may actually be drawn to a 

dependent and helpless child. Three recent studies by Peterson and 

associates have, though, produced results Guggesting that depressed 

children are in fact rejected and perceived more negatively when 

compared to nondepressed children (Mullins, et al, 1986; Peterson, et 

aI, 1985; Peterson, et aI, 1987), supporting Coyne's model. In each of 

these studies, subjects viewed a videotape of a female child actress 

enacting various depressed and nondepressed roles, and completed a 

series of questions similar to those used in studies with adult 

targets. In the study of peer reactions to depression (Peterson, et 

aI, 1985) third and fourth grade children did appear drawn to the 

depressed child experiencing a high degree of life stress but actively 

rejected the depressed child who presented no history of stress. 

Thus, among young children, external stress may be perceived as 

justification for depression. Fifth and sixth grade children, though, 

tended to reject or dislike the depressed child whether she presented 

with or without a history of high stress. A history of highly 

stressful recent life events did mediate the attitude slightly. Boys 

in general liked the target, regardless of role, less than did girls. 
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In the two studies which utilized adult subjects (Mullins, et aI, 

1986; Peterson, et aI, 1987) subjects expressed less willingness to 

interact with the child in the depressed role, considered the 

depressed child less attractive and more behaviorally impaired, and 

expected less future positive and more future negative behavior from 

her. The presence of a possible reason for depression (high life 

s~ress), did not significantly mediate these negative findings. 

Interestingly, with college age subjects the researchers continued to 

find a significant sex effect for rejection, but did not find such an 

effect among adult educators. 

These findings suggest major implications for depressed children. 

If depression in children elicits the same negative reactions as does 

that of adults, the child may become enmeshed in a distorted network 

of communication. Coyne (1976b) addressed the difficulty in 

extracting oneself from the dysfunctional system once it has begun, 

and suggested that often it must mean the loss of significant 

relationships. Children, if they recognize the destructive nature of 

their relationships, seldom have the option of removing themselves 

from those relationships. For example, children seldom can choose new 

parents, classmates, or teachers. 

In addition, the child has only minimal learning history behind 

him, and may be even less able than an adult to recognize that 

communication in the depressed state has become distorted or is 

different from "normal". It may also be even more difficult for 
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adults to accept and acknowledge negative feelings toward a child, 

which would increase guilt and subsequent compensation through 

insincere or distorted gestures. Rejection in childhood may also have 

the consequences of inadequate instruction from teachers and/or 

inadequate parenting, which can prevent the child from g~ining 

necessary skills for academic and social mastery and independence. 

Given these considerations it becomes increasingly important to 

determine if, and in what manner the negative reactions, particularly 

those of adults, to depressed children can be reduced. 

The Effects of Labeling on Interpersonal Responses 

Although most of the studies reviewed demonstrate negative 

reactions to and rejection of both depressed adults and depressed 

children, there has been no systematic research aimed at studying 

variables that may moderate these effects. One approach that may 

prove useful in mediating such negative reactions is to establish 

among subjects a particular mental set or labeling process regarding 

the nature and cause of depressive symptoms. One classic study in 

this area (Langer & Abelson, 1974) has often been cited as 

demonstrating the manner in which labeling a person as "patient" can 

result in the individual being seen by even experienced clinicians as 

disturbed. Clinicians were asked to view a videotape of a man being 

interviewed. Half of the clinicians were told that he was a patient 

while the others were told he was a job applicant. Clinicians in the 

patient condition tended to view the man as more disturbed than those 

in the job applicant condition. Across a number of more recent 
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studies, individuals labeled as mental patients, ex-patients, or as 

having experienced psychological difficulties have been viewed more 

unfavorably than those not labeled (Calicchia, 1981; Dovidio, 

Fishbane, & Sibicky, 1985; Goodyear & Parish, 1978; Sibicky & Dovidio, 

1986). 

Perhaps more relevant to this study, though, is that the results 

of the Langer and Abelson (1974) study were influenced by the already 

present theoretical orientation of the clinician. That is, behavioral 

therapists were less negatively influenced by the patient label than 

were psychodynamic therapists. Thus among experienced clinicians, 

beliefs about the nature and causality of mental illness appear to 

affect perceptions. Norman and Malla (1983) also found adolescents 

with a belief in psychosocial etiology and treatment to be more 

accepting of the mentally ill than those who believe more strongly in 

physical causality. In a 1986 study, Eker presented a brief vignette 

describing a paranoid schizophrenic to a group of Turkish 

undergraduates. The vignette was prefaced by several sentences 

attributing the man~s difficulty to either psychological, social, 

genetic, or accidental causes. No significant differences in 

rejection were found between the different introductory sets. He 

found only a non-significant trend toward greater rejection by 

subjects who received the more physical explanations. In another 

study, subjects who were exposed to either a psychodynamic or 

rational-emotive rationale for treatment of depression tended to view 
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a depressed client's symptoms as more understandable than did those 

subjects who were given no rationale (Wollersheim & Bugge, 1982). It 

is not known if greater understanding leads to greater acceptance. 

Several studies have also evaluated the effect of labeling on 

teacher perceptions and reactions to children. One of the early 

studies (Rosenthal & Jacobson, 1968) demonstrated that labeling 

children as "bright" or "underachievers" could lead to self-fulfilling 

prophecy. Herson (1974) found that teachers rated "neurotic" 

depressed and retarded children (as portrayed by case studies) as more 

impaired when labels were included than when simple behavioral 

descriptions were used. Other research indicates that labels of 

emotional disturbance lead to more negative expectations than those of 

learning disabled, mentally retarded, physically handicapped, or 

normal (Parish, Dykes, & Kappes, 1979; Green, Kappes, & Parish, 1979). 

It appears clear that simple labeling of a person's behavior as 

deviant from normal can lead to more negative perceptions. It has not 

been demonstrated that labeling the cause of the behavior has any 

significant effect on interpersonal responses. As of yet it has also 

not been shown whether information provided about psychiatric 

conditions and treatments influences these responses. A next step in 

the research could well be to combine the labeling of behavior, the 

cause of the behavior, and discussion of treatment into an informative 

format that would allow for study of the impact on interpersonal 

responsiveness. 

~-~-----~--------~.~-.--------.------~-----------
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Since depression in children is perhaps less well understood than 

depression in adults, one may be able to manipulate such a mental set 

more easily. For example, adults are likely to have known a depressed 

adult or to have experienced depression themselves, which may strongly 

influence their attitudes t'oward those with the disorder. They are 

less likely, by simple statistical reasoning, to have had exposure to 

childhood depression. Adults may also respond most favorably to those 

children whose depression they feel they may be able to alter. Given 

this hypothesis, adults would reject most those children whose 

symptoms appeared caused by factors the adults cannot alter, such as 

physical disorders. This would be consistent with the general trend 

of the Eker (1986) and Norman and MalIa (1984) studies. On the other 

hand, the previous studies in the area of interpersonal responses to 

depression have suggested that a clear reason for depression (such as 

external stress) may mediate rejection (Mullins et al, 1986; Peterson 

et aI, 1985; Peterson et aI, 1987). Thus, it would also seem 

plausible that adults would be less rejecting of depressed children 

whose behavior was viewed as beyond the child's own personal control. 

Overview of the Present Study 

The major purpose of this study was to evaluate the responses of 

adults to depressed children. First, the project was designed to 

determine if the earlier findings of negative social responses to 

depressed children (Mullins et al, 1986; Peterson et al, 1987) could 

be replicated using a college sample. Secondly, it was designed to 

explore whether a mental set can be induced in subjects regarding the 
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nature and cause of a particular child's depression. A final queation 

was as to how this mental set may mediate the subjects' desire for 

further interaction and personal rejection of the depressed child, as 

well as their perceptions of the child. 

Subjects in the study viewed one of three videotapes of a young 

female actress interacting with an adult in a classroom setting 

without other children present. The roles portrayed by the actress in 

different tapes were those of 1) a nondepressed child making little 

mention of overt external stressors, 2) a nondepressed child relating 

a number of recent external stressors, and 3) a depressed child 

mentioning little external stress. Subjects who viewed the child in 

the depressed condition were either provided no information about the 

child, told that the child was depressed and given a cognitive, 

explanation of the condition, or told that the child was depressed and 

given a biological explanation for the the condition. After viewing 

the tape, subjects completed a measure of personal mood, and a series 

of questions to measure desire for further interaction, personal 

rejection of the child, perceptions of the child's general role 

functioning, appropriateness and expected effectiveness of various 

help sources, and beliefs about the causes of the child's mood and 

behavior. Manipulation checks were included to measure the 

effectiveness of the role portrayals as well as the expressed belief 

in the explanations provided. The specific hypotheses of the study 

are listed below. 
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1) Subjects in groups which view the tape of the depressed child 

will be more rejecting and less willing to interact with the child in 

the future than will those subjects who view the tape of the 

nondepressed children. This follows from Coyne (1976b). 

2) Subjects with a clear explanation of depressive 

symptomatology (i.e. groups given cognitive or physical set) will be 

less rejecting and more willing to interact with a depressed child 

than subjects who receive no explanation. 

3) Subjects in groups that receive an explanation that 

depression is a physical disorder will be less rejecting and more 

willing to interact with a depressed child than will subjects provided 

an explanation that depression is caused by a pattern of negative 

thinking. 

4) Subjects in groups which view the child in the depressed role 

will experience higher levels of depression, hostility, and anxiety 

than those who view her in the two nondepressed (normal and stressed) 

roles. This follows from Coyne (1976b) and the mood induction model. 

Subjects viewing the nondepressed actress will display more positive 

affect than those viewing her in the depressed role. 

5) Subjects in groups which view the child in the depressed role 

will rate her as more impaired in daily role functioning than those 

who view the normal and psychiatric control (stressed) targets. 

6) Subjects who view the depressed target will rate her as more 

appropriate for a variety of therapeutic interventions than will those 

who view the stressed or the normal target. 

--~------~-~-------
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7) Subjects provided a cognitive explanation of the depression 

will view cognitive therapy as more appropriate and effective than 

subjects receiving a physical explanation. Subjects receiving a 

physical set will endorse medication as more appropriate and effective 

than will those receiving a cognitive explafiation. 



METHODS 

Subjects 
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A total of 160 subjects (16 males and 16 females assigned to each 

of five experimental conditions) were recruited from introductory 

psychology courses. All subjects received class credit for 

participation in the study. There were no differences in subject age 

[F (4,159) = 1.183, p> .32 J between the conditions. The mean age of 

the total sample was 19.76 years. 

Procedure 

Subjects were told that they would be participating in a study of 

adult perceptions of various children and adult reactions to the 

children. (See Appendix A for complete experimental instructions.) 

They were told that they would view a short videotape of a girl in an 

elementary school classroom speaking with an adult while the other 

children were out to recess, and would then be asked to complete a 

series of questions regarding their own feelings, as well as their 

perceptions and reactions to the child. Subjects in two of the 

depressed conditions were also informed that the child they would 

watch had already been diagnosed as depressed and that they would be 

reading an informative summary about depression. 

Each subject viewed one of three videotapes previously used in 

the Mullins et al (1986) study. These tapes present the same female 

child, who appears to be 8-12 years of age, enacting one of several 

different roles. The three roles chosen for this study were the 

nondepressed/low stress, which served as a normal control, the 
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nondepressed/high stress, which served as a psychiatric control, and 

the depressed/low stress condition. The scripts for these tapes 

consist of a conversation in a vacant classroom between the child and 

an off camera adult whose role is limited to brief comments and 

questions that are constant across the roles. Areas covered by the 

scripts include the child's school performance, interpersonal 

relations, and leisure time activities. In the two nondepressed (high 

and low stress) roles, the child maintains a confident, assertive 

manner, manifested by smiling and good eye contact with the adult. In 

the high stress condition the child mentions a number of recent 

stressful events, such as poor grades, her dog getting killed, her 

father working too late to allow frequent interaction, and being 

burned while cooking. The low stress child, on the other hand, 

mentions generally good grades, playing with her dog, spending 

enjoyable time with her father, and almost getting burned. In the 

depressed condition the child displays general unhappiness and 

pessimism, slowed verbal and motor responses, and poor eye contact. 

The scripts themselves were designed to differ only in the type of 

affect displayed and the level of stress mentioned (Mullins et aI, 

1986). The full scripts are presented in Appendix C. 

Subjects, run in groups of 5 to 10, were allowed to choose from a 

variety of days and times at which experimental sessions were offered. 

The condition presented at each session was randomly chosen. Each 

subject was assigned to one of five conditions as follows: 

---------------------
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1) Viewing the tape of the normal control (nondepressed/ low 

stress) confederate without further explanation; 

2) Viewing the tape of of the psychiatric control (nondepressed/ 

high stress) confederate without any further explanation; 

3) Viewing the tape of the depressed confederate without any 

further explanation; 

4) Viewing the tape of the depressed confederate after being 

presented with an explanation of the child~s depression that focused 

on biological/physiological causality. 

5) Viewing the tape of the depressed confederate after having 

been presented with an explanation of the child~s depression that 

focused on cognitive distortion as the primary cause. 

Thus, thirty-two subjects viewed each of the control tapes, and 

ninety-six subjects viewed the tape of the depressed confederate as 

shown in table 1. The term role portrayal will be used throughout 

the study to refer to these different conditions. 

Male 

Female 

TABLE 1: Subject Assignment to Role Portrayal 

Normal 
Control 

Nondepressed/ 
low stress 

16 

16 

Psychiatric 
Control 

Nondepressed/ 
high stress 

16 

16 

Depressed 

No set Biological Cognitive 
set set 

16 16 16 

16 16 16 

-----------------------------------------------
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Subjects in the groups involving the manipulation of a particular 

set regarding the child's depression were told that the child they 

would be viewing had been diagnosed as depressed. It was briefly 

mentioned that the depression was due to either a chemical imbalance 

or a pattern or recurrent negative thinking. Subjects were then asked 

to carefully read and consider an informative summary about the 

particular form of depression. These explanations are presented in 

Appendix B. 

After viewing the tape, subjects completed a measure of current 

mood, questionnaires to measure various personal responses to the 

target child, measures of perceived level of functioning in various 

activities, measures of perceived levels of depression, stress, and 

anxiety, and a measure of beliefs regarding symptom etiology. 

Measures 

Independent Variable Manipulation Checks 

Effectiveness of role enactment. Four items from the researcher 

developed Scale of Interpersonal Reactions measured perception of the 

child's levels of depression, external stress, and anxiety (Section F, 

Scale of Interpersonal Reactions, Appendix D). The subjects were 

asked to rate the child's level on each factor using a scale from 1 

to 5. The items were adapted from Mullins et a1 (1986). 

Etiological beliefs and perceived personal control. Five items 

from the above instrument measured the extent to which the child's 

mood and behavior were believed to be caused by physical conditions, 

psychological factors, negative thinking, or the loss of significant 



42 

relationships. One item was used to measure the extent to which the 

child's mood and behavior were believed to be under the the child's 

own personal control (Section G, Scale of Interpersonal Reactions, 

Appendix D). These items served primarily as manipulation checks for 

the two conditions that were given a specific explanation (cognitive 

or physical) of the child's depression. 

Outcome Measures 

Personal rejection. Five questions were asked regarding the 

subjects' preference for the observed child as compared to other 

children in general. Response options ranged from "would prefer this 

child much more than most" to "would prefer this child much less than 

most". Items addressed the preference for playing a game with the 

child, having the child play with a subject's child on a daily basis, 

baby-sitting the child daily, supervising the child in a regular group 

activity, and adopting the child. (See section B, Scale of 

Interpersonal Reactions, Appendix D). These items were adapted from 

Coyne (1976a) and Mullins et al (1986). The mean score on these items 

was the measure of personal rejection. 

Desire for further interaction. Five questions were asked about 

the subjects' interest in personal interaction with the child. 

Response options ranged from "not at all interested or willing" to 

"very interested or willing." Specific questions addressed the 

subjects' willingness to meet the child, sit next to the child on a 

three hour bus ride, have the child visit on a frequent basis, help 



the child on a school project, and take the child on an outing. (See 

section A, Scale of Interpersonal Reactions in Appendix D ). These 

items were adapted from Coyne (1976a) and Mullins et al (1986). The 

mean score on these items was used as the measure of desire for 

further interaction. 
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Perceived level of child functioning. Four questions asked 

about the child's functioning as a student, as a friend to other 

children, as a baby-sitter for younger children, and in handling 

assigned chores and responsibilities. (Section C, Scale of 

Interpersonal Reactions, Appendix D). The mean score was the used as 

the perceived level of functioning. 

Subject Mood. Immediately after viewing the tape, and before 

completing the above measures, subjects were administered the Today 

Form of the Multiple Affect Adjective Checklist (MAACL) (Zuckerman & 

Lubin, 1965) The measure consists of a list of 132 adjectives on 

which the subject is to indicate all those that describe his/her 

feelings at the moment the measure is given. This measure was used by 

Coyne (1976b) and Mullins et al (1986). A more recently developed 

scoring system (Zuckerman, Lubin, & Rinck; 1983) which yields scores 

for depression, hostility, anxiety, and positive affect was employed 

in the present study. The method was chosen due to the lack of 

discriminant validity often encountered when using the original system 

(Gotlib & Meyer, 1986). Although there is still some question about 

the discriminant validity of the scales (interscale correlations range 

from 0.32 to 0.68), the more recent system is empirically rather than 



theoretically derived, and reduces the effects of response sets. 

Internal reliability of the scales ranges from 0.80 to 0.94. 

Appropriateness and effectiveness of help sources. Six items 

measured the perceived appropriateness of various interventions. 
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These included cognitive therapy, medication to reduce depression or 

anxiety, psychotherapy, talking with the school counselor, joining 

school clubs, and no treatment or change. Subjects were also asked to 

indicate how effective each of these interventions would be in 

improving the child's long term functioning and sense of well-being. 

(Sections D and E, Scale of Interpersonal Reactions, Appendix D). The 

mean of the two questions regarding each help source was used as the 

score on the respective scale. Items were adapted from Mullins et al 

(1986) • 

--------- --------------



45 

RESULTS 

The data analysis for this study was conducted in several phasen. 

First, to control for Type I error because of the large number of 

dependent variables, a series of 2 (sex of subject) X 5 (role 

portrayal) MANOVAs were computed. The first MANOVA was used as a 

manipulation check on the effectiveness of the actress in portraying 

the appropriate role, and the second as a check on the induction of an 

etiological belief. Three additional MANOVAs were then completed on 

sets of dependent variables measuring subjects# mood, personal 

reactions to the child, and beliefs about the appropriateness and 

effectiveness of various help sources. All MANOVA findings are 

summarized in Table E.1 (Appendix E). 

If a significant effect was obtained in the multivariate 

analysis, subsequent ANOVAs were conducted on the individual dependent 

variables. This approach as been suggested as an appropriate method 

to further explore and interpret multivariate findings (e.g. Cooley & 

Lohnes, 1971; O#Grady, 1978; Tobachnick & Fidell, 1983). If no 

significant sex or sex by condition interaction was obtained with 

MANOVA, the univariate analyses were collapsed to combine male and 

females responses in a oneway design across conditions. Specific 

comparisons of means were completed using the Newman-Keuls procedure. 

In addition, since personal rejection of the depressive was 

central to Coyne#s (1976b) model, two regression analyses were 

conducted using obtained scores on mood and etiological belief 

measures from the depressed conditions only. This was done as a 
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purely exploratory analysis of the relative impact of the two sets of 

variables in predicting rejection. 

Manipulation Checks 

As described previously, two separate MANOVAS were completed to 

assess the effectiveness of 1) the role enactment by the child, and 2) 

the establishment of a mental set regarding the cause of the child's 

mood and behavior. 

Role Enactment 

In the first manipulation check, it was necessary to establish 

that subjects who viewed the child in the depressed role perceived her 

as more depressed than those who viewed her in other roles. It was 

also necessary to check that subjects who viewed the child in the 

stressed role perceived her as having the highest level of external 

stress. No differences would be expected in the level of anxiety. It 

was also important that subjects viewing the depressed child perceive 

her as equally depressed, regardless of the informative set that had 

been provided. 

The effectiveness of the role portrayals was evaluated through 

multivariate analysis and subsequent univariate analyses to better 

understand the nature of obtained significant results. Dependent 

variables entered in the MANOVA were perceived level of depression, 

perceived level of external stress, and perceived level anxiety. 

Neither the main effect of subject sex nor the interaction of sex by 

role portrayal was significant. Role portrayal, though, did 
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significantly influence subject ratings [F (12,455) = 22.36, p<.001]. 

This effect was further explored and interpreted through the 

univariate analysis of each dependent variable as described below. 

Since there were also no univariate significant effects of sex or sex 

by condition interactions revealed in the MANOVA, subsequent analyses 

were collapsed to include male and female responses in a one way design 

across role portrayal (See Table E.2, Appendix E). 

Perceived level of depression. ANOVA was completed on the 

measure of subjects' perception of the child's depression level. 

Subjects' rating of the child's depression level was significantly 

influenced by the role portrayal [F(4,155) = 59.28, p<.0001, 

eta2=.605]. Post hoc Newman-Keuls comparisons (Table 2) revealed that 

the child in the depressed role was perceived as more depressed than 

the child in the two nondepressed roles, and that the child in the 

nondepressed/high stress role was viewed as more depressed than the 

child in the nondepressed/ low stress role (p<.05). No other 

comparisons of specific means were significant. Thus, the essential 

aspect of the depression manipulation was clearly effective, though 

portrayed stress also added slightly to the perception of depression. 

It is also important to note that there were no differences in 

perceived level of depression among the three groups that viewed the 

tape of the depressed child. That is, the particular manipulation 

(cognitive, biological, or no set) did not influence perceived level 

of depression. This finding was essential for later testing of 

hypotheses regarding outcome measures. 



Table 2: Summary of Newman-Keuls Comparisons 

Role Enactment 

Perceived Level of DeEression Perceived Level of Stress 

Meana NLS NHS D DP DC Meanb NLS 

NLS 4.47 * * * * NLS 2.21 

NHS 3.41 * * * NHS 3.53 

D 2.34 D 3.34 

DP 2.03 DP 3.47 

DC 2.09 DC 2.84 

a lower score indicates greater depth of depression 

b higher score indicates higher stress 

NHS D 

* * 

* indicates group means significantly different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP = Depressed/ physical 

DC = Depressed/ cognitive 

DP 

* 

48 

DC 

* 
* 

* 
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Perceived level of external stress. ANOVA revealed that 

subjects' perceptions of the amount of recent external stress 

experienced by the child was significantly affected by the role 

portrayal [F(4,155)=9.66, p<.OOOl, eta2=.20]. Newman-Keuls 

comparisons of group means (T~ble 2) indicated that subjects who 

viewed the child in the nondepressed! low stress role rated the child 

as significantly less stressed than subjects in all other conditions. 

Subjects who viewed the nondepressed! high stress tape rated the level 

of stress higher than subjects in the depressed! cognitive 

manipulation, but not higher than those in the other depression 

conditions. Thus, subjects effectively discriminated stress levels 

between the low and high stress nondepressed roles, but also rated 

high levels of stress for the child in the depressed! physical and 

depressed! no set conditions. 

Perceived level of anxiety. Since no attempt was made to 

manipulate anxiety level portrayed by the child, there was no reason 

to expect differences in subject ratings across the various 

conditions. The ANOVA revealed no significant effect on this 

variable. This lends further support to the effectiveness of the 

manipulations. 

Etiological Set Induction 

As a second set of manipulation checks, it was necessary to 

establish that subjects in the two conditions that were given a set 

about the nature and cause of the child's depression actually believed 

the information. Scores from the five measures of belief about 

.... _------- •.. _--_. 
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causality were used as dependent variables in a MANOVA. Only the main 

effect of role portrayal was significant [ F(20,598) = 16.17, 

p<.001]. This effect was further analyzed through ANOVA on each 

dependent variable as described below. Neither the main effect of 

subject sex nor the sex by role portrayal interaction was 

significant. Univariate sex and sex by role portrayal interaction 

effects were also nonsignificant except for an interaction effect on 

the variable measuring belief in negative thinking (pc.05). This 

interaction accounted for less than 3.5% of the variance. Therefore 

subsequent univariate analyses were collapsed to a oneway design that 

combined male and female responses. 

Belief in negative thinking as cause. There was a significant 

difference in the level at which subjects in various conditions 

endorsed a belief that the child's mood and behavior were due to 

negative thinking [F(4,155) = 44.41, p<.0001, eta2=.53]. For this 

manipulation to be considered effective, it was necessary that 

subjects given the cognitive explanation of depression score higher on 

this dimension than those provided a physical explanation. No 

predictions were made about the differences between the no 

manipulation conditions and the cognitive manipulation. Newman-Keuls 

comparisons (See Table 3) revealed that subjects in the depressed/ 

cognitive condition endorsed a higher belief in negative thiruting than 

subjects in all other conditions, except those in the depressed/ no 

manipulation group. Thus the essential comparison was significant, 



but subjects in the depressed/ no manipulation condition also 

maintained a strong belief that symptoms were caused by negative 

thinking. Additionally, negative thinking was rated higher by 

subjects in all the depressed conditions than those in nondepressed 

conditions, and subjects rated the nondepressed/ low stress child 

lower on negative thinking than any other. Though the results are 

somewhat complex, the primary comparison between the cognitive and 

physical conditions was significant. 
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Belief in physical etiology. Analysis of variance indicated that 

subjects' belief that the child's mood and behavior were due to 

physical factors was significantly affected by role portrayal 

[F(4,155) == 21.71, p<.OOOI, eta2=.36]. Newman-Keuls comparisons 

(Table 3) revealed that subjects given the depressed/physical 

causality condition endorsed physical etiology to a greater degree 

than did subjects in all other conditions. No other contrasts were 

significant. Thus the physical manipulation was quite effective in 

increasing belief in physical causality. 

Belief in psychological etiology. ANOVA revealed that role 

portrayal significantly affected subjects' belief that the child's 

mood and behavior were caused by psychological factors [F (4,155) = 

5.67, p=.0003, eta2==.13]. Comparison of means, using Newman-Keuls 

indicated that subjects attributed greater psychological causality to 

the child in the depressed/ no manipulation and depressed/ cognitive 

roles than in the two nondepressed roles. No other findings were 

significant. This suggests that the manipulation was not fully as 



Table 3: Summary of Newman-Keuls Comparisons 

Etiological Beliefs 1 

Belief in Physical Causality Belief in Negative Thinking 

Mean NLS NHS D DP DC Mean NLS NHS 

NLS 1.81 * NLS 1.87 * 
NHS 1.72 * NHS 2.94 

D 2.16 * D 3.94 

DP 3.34 * DP 3.47 

DC 1.91 DC 4.38 

* Indicates group means significantly different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP ~ Depressed/ physical 

DC = Depressed/ cognitive 

D DP DC 

* * * 
* * * 

* * 
* 
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effective as hoped, since subjects receiving the physical explanation 

of depression still maintained a belief in psychological etiology that 

was not significantly different from that of subjects in the other 

depressed conditions. 

Degree of perceived personal control. Subjects were asked to 

rate the degree to which they felt the child's behavior and mood were 

within or beyond her own personal control. Since the physical 

explanation had been written to imply less personal control and the 

cognitive summary to imply greater personal control, significant 

findings on this dimension provided a more somewhat more subtle 

manipulation check. The effect across role portrayal conditions was 

significant [F(4,155) = 10.10, p<.OOOl, eta2=.21). The comparison of 

primary interest was between the physical and cognitive conditions. 

Newman-Keuls results (Table 4) indicated that the child in the 

depressed/physical condition was rated as having less control over her 

symptoms than the child in any other condition. No other findings 

were significant. Thus, this measure significantly differentiated the 

depressed/physical group from the other two depressed conditions, and 

the two manipulation conditions from each other. 

Belief in loss of significant relationships as cause. For purely 

exploratory reasons this variable was also entered into the analysis 

testing etiological beliefs. Although no attempt was made to 

manipulate subjects' belief about loss as a cause of depression, it is 

a variable that may be considered causal to depression. Therefore, no 

differences in the belief were expected across the three depressed 

-- --------------------------------------------------------------------------------------------



Table 4: Summary of Newman-Keuls Comparisons 

Etiological Beliefs 2 
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Belief in Ps~chological Cause Perceived Personal Control 

Mean NLS NHS D DP DC ~NLS NHS 

NLS 3.12 * * NLS 3.56 

NHS 3.16 * * NHS 3.12 

D 3.72 D 3.41 

DP 3.53 DP 2.38 

DC 3.87 DC 3.50 

Belief in Loss as Cause 

Mean NLS NHS D DP DC 

NLS 2.44 * * * * 
NHS 3.78 

D 3.56 

DP 3.19 

DC 3.16 

* indicates group means significantly different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP = Depressed/ physical 

DC = Depressed/ cognitive 

D DP DC 

* 
* 
* 

* 
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conditions. Role portrayal did significantly influence the 

perception of loss as a causal factor [F (4,155) = ~.33, p<.OOOI]. 

Post hoc analysis (Table 4) indicated that subjects considered loss to 

influence the nondepressed/ low stress child~s mood and behavior less 

than in other conditions. No other findings were significant. Thus, 

there were no significant differences between the three depressed 

conditions, lending increased support to the effectiveness of the 

manipulations. 

Outcome Measures 

Subjects~ Personal Reactions to Child 

MANOVA was completed using the measures of desire for further 

interaction, personal rejection, and perception of general role 

functioning as dependent variables. There were no significant sex or 

sex by role portrayal interaction effects. A significant effect of 

role portrayal was found [F(12,455) = 10.39, p<.OOOI]. This effect was 

further explored using univariate analysis of each dependent variable 

as described below. These analyses were collapsed to include male 

and female responses across conditions due to the previous 

nonSignificant sex and interaction effects. 

Personal rejection. The ANOVA of this variable indicated that 

role portrayal significantly influenced the relative preference for 

the viewed child compared to other children of the same age and sex 

[F(4,155) = 9.00, p<.OOOI, eta2=.16]. Subsequent comparison of means 

(Table 5) revealed that the child in all other roles was significantly 

more rejected than in the nondepressed/ low stress (normal) role. In 
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addition, the child in both the depressed/ no manipulation and 

depressed/cognitive role was more rejected than in the two 

nondepressed roles and the depressed/physical role. There were no 

other significant differences between individual means. Thus, the 

hypothesis that the depressed child would be more rejected than the 

normal child when ~o set regarding etiology was presented was 

supported. The hypothesis that subjects who received no explanation 

of the depression would reject the child more than those who received 

an explanation (physical or cognitive) was supported only for the 

physical condition. Finally, the hypothesis that subjects given a 

cognitive set would be more rejecting than those give a physical set 

was confirmed. 

Desire for further interaction. ANOVA indicated that subject 

desire for further interaction with the child was significantly 

affected by role portrayal [F(4,155) = 4.58, p<.002, eta2=.11]. The 

comparison of means using Newman-Keuls revealed that subjects who 

viewed the child in the nondepressed/high stress role expressed less 

willingness for further interaction than those who viewed the child in 

the nondepressed/ low stress and the two labeled (physical and 

cognitive) depressed roles. Adqitionally, those who viewed the child 

in the depressed role without an informative set expressed less 

willingness to interact than those in the depressed/physical 

manipulation. There were no other significant differences between 

individual means. Thus, the hypothesis that subjects would be less 



Table 5: Summary of Newman-Keuls Comparisons 

Subject Reactions to Child 

Personal Rejection 
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Desire for Further Interaction 

Mean NLS NBS D DP DC Mean NLS NHS D DP DC 

NLS 3.36 

NHS 2.82 

D 

DP 

DC 

3.08 

3.64 

3.41 

NLS 

NHS 

D 

DP 

DC 

* 
* 
* 

* 

Perce~tion of 

Mean NLS 

3.90 

2.84 

2.92 

2.70 

2.90 

NLS 2.57 

NHS 2.99 

D 3.44 

DP 3.04 

DC 3.46 

General Functionin~ 

NHS D DP DC 

* * * * 

* 

* indicates group means significantly different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP = Depressed/ physical 

DC = Depressed/ cognitive 

------------------------

* * 
* 

* 

* 
* 

* 
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willing to interact with the depressed child than the normal child was 

not supported. Subjects were least willing to interact with the 

stressed child who displayed no depression. In addition, the 

hypothesis that providing information about the child's depression 

would increase desire for interaction among subjects viewing the 

depressed child, was partially supported. 

Perception of general role fUnctioning. Using ANOVA, a 

significant difference was found in subjects perception of the child's 

general level of functioning across conditions [F(4,155) = 19.60, 

p<.OOOI, eta2=.34]. Post hoc comparisons revealed that the child in 

the nondepressed/ low stress role was perceived to function at a 

higher level than the child in any other role. This only partially 

supported the hypothesis that the depressed child would be judged more 

impaired in daily functioning than the others, since the stressed 

child was also perceived as more impaired than the normal child. 

Subject Mood 

Scores on the four scales (depression, hostility, anxiety, and 

positive affect) of the MAACL were entered as dependent variables in 

MANOVA. There was no significant effect of subject sex or sex by 

role portrayal interaction on subjects' general mood. Subject mood 

was, though, significantly influenced by role portrayal [F(16,582) = 

2.87, p<.OOI]. The meaning of this effect was explored through the 

use of univariate analysis of each dependent variable, combining male 

and female scores across role portrayal. 



59 

ANOVA revealed that role portrayal significantly influenced 

scores on the depression scale [FO,I55) = 5.80, p=.0002, eta2=.I3]. 

Post hoc Newman-Keuls comparisons (Table 6) revealed that subjects who 

viewed the depressed tape (no set) reported significantly higher 

levels of depression than any other group. No other comparisons were 

significant. Thus the mood induction hypothesis was confirmed for the 

depressed/ no set condition, but not the other two depressed (labeled) 

conditions. 

ANOVA also revealed a significant effect of role portrayal on 

levels of positive affect [F(4,I55) = 5.55, p=.0003]. Post hoc 

analysis indicated that subjects viewing the nondepressed/ low stress 

child expressed greater positive affect than those viewing the three 

depressed conditions, but not significantly more than those viewing 

the nondepressed/ high stress child. No other comparisons were 

significant. Thus the hypothesis that subjects viewing the child in 

the nondepressed roles would experience greater positive affect was 

supported for the normal role, but not the stressed role. 

There were no significant differences in anxiety or hostility 

scores across the conditions. Thus, the mood induction hypothesis was 

not supported for the variables of anxiety and hostility. 

Regression Analysis of Rejection with Mood and Etiological Beliefs 

Since personal rejection is such a central construct in Coyne#s 

(I976b) model, an additional correlational analysis was conducted to 

determine the relationship between a set of predictor variables chosen 

on theoretical grounds and the measure of personal rejection. That 



Table 6: Summary of Newman-Keuls Comparisons 

Subject Mood 

DeEression Positive Affect 

Mean NLS NHS D DP DC Mean NLS NHS 

NLS .38 * NLS 9.18 

NHS .81 * NHS 6.91 

D 2.44 * * D 5.28 

DP 1.28 DP 4.16 

DC 1.56 DC 4.19 

* indicates group means significantl~ different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP = Depressed/ physical 

DC = Depressed/ cognitive 
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D DP DC 

* * * 
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is, Coyne (1976b) argued that the induction of negative subject mood 

was responsible for subsequent rejection of the depressive. Yet this 

study was designed to study the impact of etiological beliefs on 

interpersonal responses. Thus, the mood variables and etiological 

beliefs were chosen as predictor variables to determine relative 

importance in predicting rejection. 

One regression equation was computed using the results obtained 

from the depressed/ no manipulation group, and another using the 

results of the three combined depression conditions. This was done to 

assess the relative impact of the predictor variables on rejection of 

the depressed child, regardless of etiological manipulation. 

Variables were entered in the equation using the forward method with 

probability to enter set at 0.15. Using the forward method, the 

variable with the highest correlation with rejection was entered 

first. Subsequently, the variables that added the greatest 

predictability after partialing for the variables already in the 

equation were added on each step. This analysis was entirely 

exploratory, since no hypotheses were presented regarding the relative 

importance of subject mood and etiological beliefs in predicting 

rejection. 

In the first analysis across the depressed/ no manipulation 

condition only, positive affect from the ~~CL provided the highest 

level of predictability [R=.36, F(l,30)= 4.51, p=.04]. Variables 

entered in the final equation (in order of contribution) were MAACL 

positive affect, belief in loss as cause, MAACL anxiety, MAACL 

~~--------~~------.-----------------
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depression, and perception of the child's personal control over mood 

and behavior [R=.70, F(5,26)=4.88, p=.003]. The summary table for the 

final step of the analysis is presented in Appendix F. Thus, given a 

lack of any etiological manipulation or information about the child's 

depression, subject mood was most predictive of rejection, but 

etiological beliefs regarding loss and personal control also shared 

unique variance with rejection at a significant level (p<.10). 

In the second analysis, conducted across the three combined 

depression conditions, only one predictor variable, degree of 

perceived personal control of mood and behavior, entered the equation 

[R=.35, F(1,94)=12.71, p=.0006]. The summary of the final step in the 

regression analysis is presented in Appendix F. Thus, when an 

informative set was presented regarding depression, only the subject's 

perception of the degree of personal control that the child had over 

mood and behavior added significantly to the prediction of rejection. 

Appropriateness of Help Sources 

The six measures of appropriateness and effectiveness of 

different therapeutic interventions were entered as dependent 

variables in MANOVA. There was no significant effect of subject sex 

or sex by role interaction. Role portrayal significantly influenced 

subjects' endorsement of the need for intervention [F(24,574) = 12.58, 

p<.OOI]. The nature of this effect was interpreted further through 

the use of ANOVA for each of the dependent variables. Univariate 

analysis of the dependent variables also revealed no significant 
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effect of subject sex (p>.12). Although there was one moderately 

significant [ F(l,150) = 2.46, p<.049 ] interaction of sex by role 

portrayal on the measure regarding cognitive therapy, it accounted for 

less than 3.5% of the variance in that variable. Thus, subsequent 

univariate analyses were collapsed to a oneway design across 

role/label conditions. 

Cognitive therapy. Role portrayal significantly influenced 

subjects' belief that the child would benefit from cognitive therapy 

[F(4,155) = 28.35, p<.OOOl, eta2=.42]. Subsequent analysis with the 

Newman-Keuls procedure (Table 7) indicated that the nondepressed/low 

stress child was viewed as less in need of cognitive therapy than the 

child in any other role. The child in the two depressed labeled roles 

(physical and cognitive) was seen as more appropriate for cognitive 

therapy than the child in any of the unlabeled roles. This was not as 

predicted, in that subjects given a physical explanation of depression 

did not differ significantly from those given a cognitive explanation 

in their beliefs that cognitive therapy was an appropriate 

intervention. 

Medication. Agreement that the child was appropriate for 

treatment with medication was significantly influenced by role 

portrayal [F(4,155) = 27.09, p<.OOOl, eta2=.41]. Newman-Keuls 

analysis (Table 7) indicated that subjects who viewed the depressed 

child with an explanation of physical etiology endorsed medication as 

an appropriate treatment at a significantly higher level than did 

subjects in any other condition. No other comparisons approached the 



NLS 

NHS 

D 

DP 

DC 

Table 7: Summary of Newman-Keuls Comparisons 

Cognitive Therapy and Medication Interventions 

Cognitive Therapy Medication 

Mean NI.S NHS D DP DC Mean NLS NHS D 

1.64 * * * * NLS 1.42 

2.92 * * NHS 1.47 

3.33 * D 1.50 

3.52 DP 3.02 

3.98 DC 1.28 

* indicates group means significantly different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP = Depressed/ physical 

DC = Depressed/ cognitive 

DP 

* 
* 
* 

- ----------------------- --------------------
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DC 

* 
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prescribed .05 significance level. Thus, the hypothesis that subjects 

given a physical explanation would favor medication more than those 

provided a cognitive explanation was supported. 

Exploratory analyses of other interventions. Role portrayal 

significantly affected subjects' agreement with a suggestion that the 

child would benefit from psychotherapy [ F(4,155) = 13.79, p<.0001]. 

Comparison of means with the Newman-Keuls procedure (Table 8) 

indicated that subjects in all the depressed conditions endorsed 

greater agreement that the child should receive psychotherapy than did 

those in the two nondepressed conditions. In addition, subjects in 

the depressed/ physical condition deemed the child more in need of 

psychotherapy than those in the depressed/ no manipulation condition. 

There were no other significant differences among means. Thus, 

psychotherapy was judged more appropriate for the depressed child than 

the normal or stressed child. No specific prediction was made about 

the differences between depression conditions. 

The role portrayal condition to which a subject was assigned also 

significantly influenced agreement that the child should speak with a 

school counselor [F(4,155) = 17.0219, p<.0001]. Comparison of means 

with the Newman-Keuls (Table 8) procedure indicated that subjects who 

viewed the child in the depressed and stressed roles endorsed this 

suggestion at a higher level than subjects in the nondepressed/ low 

stress conditions. There were no other significant differences 

between individual means. No hypotheses were presented about the 

nature of specific differences. 

- -------------------------------------------------



Table 8: Summary of Newman-Keuls Comparisons 

Additional Interventions 

Psychotherapy School Counselor 

Mean NLS NHS D DP DC Mean NLS NHS D DP DC 

NLS 1.68 

NHS 2.09 

* * * 
* * * 

* 

NLS 2.41 

NHS 3.08 

* * * * 

D 

DP 

DC 

2.62 

3.19 

2.94 

NLS 

NHS 

D 

DP 

DC 

Mean 

2.97 

1.81 

1.59 

1.35 

1.27 

D 

DP 

DC 

No Treatment 

NLS NHS 

* 

3.30 

3.38 

3.33 

D DP 

* * 

DC 

* 
* 

* indicates group means significantly different at p<.05 

NLS= Nondepressed/ low stress 

NHS = Nondepressed/ high stress 

D = Depressed/ no manipulation 

DP = Depressed/ physical 

DC = Depressed/ cognitive 
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There was no significant difference across conditions in the 

belief that joining school clubs would benefit the child. No specific 

hypothesis had been presented regarding this measure. 

As a final exploratory questions, subjects were also asked how 

much they.agreed with a suggestion for no treatment or change in the 

child's life. Role portrayal significantly influenced subjects' 

endorsement of the suggestion [F(4,155) = 24.13, p<.OOOI] Newman

Keuls comparisons (Table 8) indicated that subjects who viewed the 

nondepressed/ low stress actress agreed more strongly that the child 

required no treatment than did subjects in any other condition. 

Subjects viewing the stressed child also saw less need for treatment 

than subjects who viewed the depressed! cognitive tape'. No other 

comparisons were significant. Thus the hypothesis that the depressed 

child would be perceived as more in need of general therapeutic 

intervention than either the normal or the stressed child was only 

partially supported. That is, subjects also endorsed a high need for 

some form of treatment for the stressed child. 



68 

DISCUSSION 

The purpose of this study was threefold. First, it sought to 

determine to what extent the interpersonal model of depression as 

presented by Coyne (1976b) was applicable to adult responses to 

depressed children. This was, in part, a replication of previous 

research (Mullins et aI, 1986; Peterson et aI, 1987). Secondly it was 

designed to assess whether differential mental sets could be 

established among subjects regarding the causes of depression. 

Lastly, the study was designed to evaluate the manner in which the 

established beliefs or sets influence adult responses to and 

perceptions of depressed children. The obtained results will be 

discussed in terms of these goals, the associated hypotheses presented 

earlier, and implications for research and applied practice in the 

area of childhood depression. 

Since demonstrated success of manipulations was essential to the 

interpretation of analyses of interpersonal responses, manipulation 

checks were conducted first. The first check revealed that the role 

enactment was successful. The depressed child was perceived as 

depressed and the stressed child as stressed. Regarding etiological 

beliefs, subjects in the physical and cognitive groups differed 

significantly in their beliefs regarding physical causality, the 

child's personal control over symptoms, and negative thinking as cause 

of the depression. Thus, the manipulation was effective, and results 

can be interpreted in light of it. Subjects who received no 
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manipulation, though, were very similar to subjects in the cognitive 

group in their etiological beliefs. 

The results of the study lend support to Coyne~s (1976b) general 

model relative to rejection and willingness to interact with the 

depressed person. That is, when the tapes were viewed by subjects 

with no additional information, they were more rejecting and expressed 

less willingness to interact with the depressed child than the normal 

control child. They were also more rejecting of the stressed than the 

normal child, but did not differ in their willingness to interact 

further with the the child as portrayed in the two roles. Thus the 

negative response was only partially specific to depression, as 

reported in other studies (e.g. Boswell & Murray, 1981; Got1ib & 

Beatty, 1985; Mullins et a1, 1986). Since the scale measuring 

willingness to interact was a measure of generally less frequent or 

intimate contact than the personal rejection measure, it may be that 

overt rejection is more likely when long term and regular contact is 

expected. These findings essentially replicate the previous research 

with child targets and adult subjects (Mullins et al, 1986; Peterson 

et a1, 1987). While Mullins et al (1986) found males to be more 

rejecting of the child across all roles, though, there were no sex 

effects in this study. This may be related to sample characteristics 

in that 75% of the present male sample reported frequent contact with 

children in the context of babY-Sitting, coaching, or volunteer 

teaching. 
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These negative effects of depression on desire for further 

interaction and rejection were to some degree moderated by the 

introduction of etiological sets. Subjects in the two groups 

receiving an explanation of depression, whether cognitive or physical 

did not differ from the normal control condition in their willingness 

to interact further with the child. Thus, simple provision of 

information reduced the negative impact of depression in the context 

of infrequent contact. In addition, subjects who received a physical 

set reported significantly greater willingness to interact than those 

given no set. Thus, the specific nature of the information also had 

an impact. 

Etiological set also influenced personal rejection, a measure of 

more intimate contact, but in somewhat different fashion. Subjects 

who received the cognitive (negative thinking) set were significantly 

more rejecting than those who received a physical set and those in 

both the stressed and normal conditions. The cognitive manipulation, 

though, had no significant effect when compared to lack of a 

manipulation. This may in part be accounted for by the fact that the 

subjects who received no explanation of depression were very close to 

the cognitive group in their etiological beliefs, as mentioned 

earlier. The introduction of a physical set, on the other hand, 

served to significantly reduce rejection relative to both the no 

manipulation and cognitive conditions. This is most likely due to 

the increased perception among subjects in the physical group that the 

child had less control over symptoms than in other conditions. These 
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results were consistent with the hypothesis that subjects with a 

cognitive set would be more rejecting than those with a physical set. 

The results regarding mood induction are more equivocal in their 

support of Coyne's (1976b) hypotheses. Subjects in the depressed/ no 

manipulation condition were significantly more depressed than those in 

the normal and stressed groups. This was as predicted from Coyne's 

(1976b) model. There were no differences in anxiety or hostility 

levels, though, which did not support Coyne's (1976b) hypotheses. It 

is possible that direct interaction with the depressed child is 

necessary to induce anxiety and hostility. Coyne also postulated that 

these moods were induced over time as part of a cycle. The scripts in 

this study were not designed to elicit the types of responses that 

Coyne viewed as essential to the cycle. That is, the adult role in 

the tapes was quite innocuous and limited to simple asking of 

questions. She did not offer supportive statements or those 

contradictory of the child's own negative remarks. Also, the research 

in general has been inconsistent regarding mood induction (e.g. Got1ib 

& Robinson, 1982; Howes & Hokanson, 1979; Gurtman, 1986). Mullins et 

a1 (1986) did report a significant effect for both depression and 

hostility, but a different scoring system was used in this study, 

because of questions regarding validity of the earlier method. 

In this study, it was also hypothesized that subjects viewing the 

child in the two nondepressed roles would experience more positive 

affect. This was partially supported in that subjects viewing the 



72 

normal control child scored higher on positive affect than those 

viewing her in other roles. Therefore, although subjects in the two 

labeled (cognitive and physical) depressed conditions were not 

significantly depressed, they did display less positive affect. This 

may suggest some form of general emotional detachment or less 

internalization of the child's mood when information about the 

disorder was provided. 

To further understand the nature of the relationship between 

mood, etiological beliefs, and personal rejection, a regression 

analysis was completed. The results suggest that in the absence of 

any objective information about the depression, subject mood was most 

predictive of rejection. When information was provided, though, mood 

as a predictor became insignificant. In the latter case, the degree 

of perceived personal control over symptoms was the only significant 

predictor of rejection. This lends further support to the possibility 

that providing information provides for a more objective view, 

reducing negative mood induction and its subsequent impact on 

rejection. 

Regarding perceptions of the child's general role functioning, 

the child in the depressed condition (regardless of set) was perceived 

as more impaired than the normal control child. This is consistent 

with previous findings (e.g. Hammen & Peters, 1977; Hammen & Peters, 

1978; Mullins et aI, 1986; Peterson et aI, 1987). The perception was 

not specific to depression, since the stressed child was also rated as 

more impaired than the normal. This failure of specificity may be due 

---.--.-~~---~-.-~------------------
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to the tapes used since the stressed child did report bad grades and 

apparent carelessness. It is also important to note that the 

perception of impaired functioning cannot be considered causal to 

rejection and willingness to interact, since the three depressed 

conditions did not vary in perception of functioning, but did vary on 

the other two dimensions. 

Results regarding the endorsement of various therapeutic 

interventions were only partially as predicted. The depressed child 

in all conditions was seen a more in need of intervention than in the 

normal control role. Again, the results were not specific to 

depression in that the stressed child was also viewed as in need of 

help. The hypothesis that subjects in the depressed/ cognitive 

condition would endorse greater need for cognitive therapy and that 

those in the depressed/ physical condition would endorse greater need 

for medication was partially supported. Subjects provided a cognitive 

set endorsed cognitive therapy at higher level than those in the 

unlabeled depressed and two nondepressed conditions, but did not 

differ significantly from those in the depressed/physical condition. 

Additionally, though, the depressed/physical group did not differ 

significantly from the depressed/ no manipulation group. Thus it may 

be, that even when provided a physical explanation, adults do not view 

the cognitive symptoms of depression as caused by the physical 

disorder. Subjects may also have maintained a different conception of 

cognitive therapy than as understood by professionals. Subjects with 



a physical set also endorsed the suggestion for medication at a 

significantly higher level than subjects in any other group. An 

important note here, is that subjects in groups other than the 

depressed/ physical condition tended to strongly disagree with 

medication as a treatment. Thus, the physical explanation may have 

had the effect of legitimatizing another form of treatment. 
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The current study demonstrated the ability to influence subjects~ 

beliefs about the nature and cause of a child~s depression, which in 

turn influenced interpersonal responses. In this study, the 

introduction of a physical set increased desire for further 

interaction, decreased rejection relative to the other depressed 

conditions, and added support for another treatment option 

(medication). This was in spite of the fact that subjects in the 

physical condition still maintained strong beliefs in psychological 

causality. Apparently, the simple addition of another dimension was 

effective without major change in already established beliefs. 

The findings of the study hold relevance for treatment of 

childhood depression. While adults may actively seek treatment of 

their own depression, children are more often brought to treatment by 

adults. Therefore, the depressed child may have little understanding 

of the impact his/her mood or behavior has on others. If depression 

is maintained by the response of others, it may be more expedient to 

change those responses than to focus on first changing the child, who 

may see no need for change. Studies by Peterson and colleagues 

(Mullins et aI, 1986; Peterson et aI, 1985; Peterson et al, 1987) 

... ---.--.-.----~.--.------.-------------------
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suggest that the negative interpersonal responses are received f:com 

peers and teachers, as well as other adults. Thus, intervention would 

be possible at several levels, (i.e. parents, teachers, peers). One 

type of intervention is education and the establishment of a set that 

mUltiple factors cause a child to be depressed. 

The results also suggest implications for general public 

education regarding the cause and treatment of depressive disorders. 

If the goal is to reduce the rejection of those suffering from such 

conditions, education might best be directed at reducing beliefs that 

mental illness is a defect in character or an intentional act. 

Instead, education may focus on the varied causes of the disorder, and 

stress the relationship between etiology and effective treatment. The 

results of this study suggest that providing such information would 

lead to less intense negative emotional reactions by those involved 

with the depressed person. It may also lead to increased willingness 

to seek appropriate treatment before symptoms become debilitating. 

This study used a highly contrived analogue situation with a 

college sample. It remains to be demonstrated that both the negative 

responses and the modulation of these responses are obtained "in 

vivo", and with other populations. For example, teachers and parents 

may be less influenced by the information presented. It will also be 

necessary to demonst~ate that the effects can be maintained over time. 

Researchers have begun to explore the impact that depressed adults 

have on those who live with them (e.g. Arkowitz, Holliday, & Hutter, 
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1982; Biglan et aI, 1985; Coyne, Kessler et aI, 1987; Hautzinger et 

aI, 1982), but there has been no comparable research with depressed 

children. One avenue for further research is to study the 

interactions of teachers, parents, and peers with clinically depressed 

children, both in the laboratory and natural setting. Although the 

particular mental sets established in this study affected 

interpersonal responses, it will also be necessary to demonstrate that 

more comprehensive explanations which accurately portray a given 

child's depression will have similar effects. 



APPENDIX A 

Experimental Instructions 

Hi. My name is Kay Aldridge and I am working with Dr. Hal Arkowitz, 
of the Department of Psychology, on a study of how adults view and 
react to children. I would like thank you in advance for your 
participation in the research. 
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This particular experiement will involve several parts. In the first 
part, I will ask you to answer some brief background questions about 
yourself. (THESE INSTRUCTIONS TO LABELED GROUPS ONLY --NEXT YOU WILL 
BE ASKED TO READ AN INFORMATIVE SUMMARY ABOUT A PARTICUALR CHILD 
MENTAL HEALTH ISSUE.) Then after viewing a short video tape of a 
child speaking with an adult, I will ask you to complete a series of 
questions about this child and your reactions to her. All of your 
answers to these questions will be completely confidential, and there 
are no right or wrong answers. We are interested only in your own 
personal thoughts and feelings. Your particular responses will be 
identified by number only, and your name will not be used at any time. 

The tape we have chosen for the second portion of the study is of a 
girl in an elementary school speaking with and adult in her classroom 
while the other students are out to recess. The adult can be heard 
but is not seen by you. The adult was aware of the video taping, but 
the child was not. We have chosen to show this portion of the tape 
because it presents a fairly typical picture of her. 

During this portion of the experiment, I would like you to listen and 
pay close attention as the student talks about various aspects of her 
life. Listen and watch as if you are an observer in the classroom. 
After you have viewed the tape I will ask you to answer some questions 
about your perceptions of this particular child and your feelings at 
the time. When you have finished this portion, I will explain the 
nature of the experiment, answer any questions you may have, and 
provide a credit receipt for your particpation. At that time, your 
role in the experiment is completed. 

Now that you have a brief overview of the experiment and what it 
involves, I would like you to read the the first sheet of the packet 
in front of you. This is a consent form which also briefly reviews the 
format of this project. If you understand the nature of this project 
and wish to continue your participation please sign the consent form 
at this time. Are there any questions at this time? When you have 
signed the consent form, please pass it to me so that it will be 
separate from the remaining forms. If there are no further questions, 
we will proceed with the study. 

- - - --------- -------
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You should also have in front of you a sheet containing several 
questions to answer about yourself, and a separate answer sheet to be 
used in completing the questionaire that you will receive later. 
There should be an identification in the upper right hand corner of 
each these. At this time I would like you to read and answer each of 
the background questions. On the question regarding previous 
experience with children, simply indicate whether you have worked 
regularly with children, such as coaching soccer or babysitting, or 
have little experience with children. 

Because we are interested in each person's individual responses, if 
you have any questions after this, please raise your hand and I will 
answer them privately. It is important that your questions and/or 
impressions not influence others. 

THE FOLLOWING PARAGRAPH IS TO BE READ TO SUBJECTS RECEIVING AN 
INFORMATIVE SET ONLY. OTHERWISE SKIP TO NEXT PARAGRAGPH. 

(In a few minutes you will be viewing a video tape of a child who has 
been diagnosed as depressed. This particular child's depression has 
been determined to be caused primarily by [choose appropriate cause] 
*** CHEMICAL IMBALANCE*** ***NEGATIVE SELF-DEFEATED THINKING***. 
Before viewing the tape, I would like you to read the summary that 
will be given to you about this particular type of depression. It is 
important that you read this summary very carefully and consider the 
information presented. Some of it may agree with your present 
understanding of depression, but some of it may also differ. When you 
view the tape of the child, please consider the information and the 
manner in which it applies to this particular child. After you have 
read and considered the information, please wait for the others to 
finish. When everyone has finished we will proceed by viewing the 
tape of the child.) 

Now we are ready to view the tape of the child speaking with an adult 
about various aspects of her life. Please listen and watch carefully, 
because I will be asking you for your personal impressions, thoughts, 
and feelings about this particular student. It is not, though, in any 
way a test of your memory. [View tape] 

Now that you have seen the student, you are ready to complete a number 
of questions about her and your personal reactions to her. Again, 
there are no right or wrong answers to these questions. We are 
interested only in your own feelings, reactions, and perceptions. 
[Pass out MAACL] On this sheet you will notice a list of 132 words 
that describe different kinds of moods and feelings. Simply read 
each word and mark those that describe how you feel right now. Some 
of the words may sound alike, but please mark all the words that 
describe your feelings now. (Allow time to finish) 

--------------------------------------------
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(Pass out Scale of Interpersonal Reactions) Next, I would like you to 
answer a series of regarding the child you viewed. Please read each 
question carefully, and indicate your answer by circling the 
appropriate spot on the answer sheet. Notice that the particular 
instructions for each section are given at the beginning of the 
section. Please make very certain that your answers match the number 
of the question on the questionairre. Some items assume you have 
children living with you. If you do not have children living with you 
simply answer them as if you did. It is important that you not leave 
any items blank. Remember, if you have any questions, please raise 
your hand, and I will answer them privately. 

When you have finished, please wait for the others to finish. When 
everyone has finished I will collect the packets and explain the 
purpose of the project in more detail. At that time, I will answer 
any other questions you may have and discuss your reactions to the 
study. (Wait for subjects to finish measures) 
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APPENDIX B 

INFORAMTIVE SUMMARIES TO ESTABLISH ETIOLOGICAL SETS 

Understanding a National Dilemma 

Over a half million children and adolescents, at the rate of 
nearly 60 per hour, will attempt to kill themselves this year in the 
United States. Suicide itself is often the final desperate act of a 
child suffering from depression, a disorder which results in sadness 
and loss of interest in normal childhood activities. Depressed 
children often develop behavior problems and their school grades may 
drop. Tragically, although depressed children are sad, hopeless, and 
down in the dumps, and generally pessimistic, adults in the child's 
life often fail to realize it. In fact, children themselves may fail 
to recognize the depression as anything unusual. Given the severity 
of the current crisis, though, it is extremely important that 
effective identification and treatment programs be developed. A first 
step in the process has been to identify the major causes of 
depression in children and to develop treatment programs aimed at 
these underlying causes. 

Recently, scientists at the National Institute of Mental Health 
and several other major research centers have concluded that one major 
cause of depression in children is a chemical imbalance in the body. 
Just as many drugs can create an artificial sense of happiness and 
well being, there are natural chemicals in the brain and other parts 
of the body that are necessary to maintain a normal mood. These 
chemicals, called neurotransmitters, are needed for the brain, which 
is the control center of the body, to relay messages throughout the 
system. When the body fails to produce enough of these 
neurotransmitters or when an excess of other chemicals overpowers 
them, the child becomes depressed. In this state the child develops 
more difficulty functioning in every day life. This is one reason 
depressed children so often turn to illegal drug use, as if trying 
desperately to re-establish a balance of chemicals. Unfortunately, 
since depressed children often appear normal and may display no 
outward evidence of a physical disorder, the condition often goes 
entirely unidentified until it is too late. Even physicians may not 
recognize the problem because the tests necessary to identify the 
imbalance are not usually part of a routine examination. Instead of 
looking at the actual cause of the depression, parents, teachers, 
relatives, and even the child frequently become locked in a battle of 
blame, looking for other explanations of the child's problems. 

Just as many conditions may cause a fever, scientists have not 
identified any single cause of the chemical disturbance. In some 
children it may be the result of illness or the result of various 
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glands, such as the thyroid or the adrenals, failing to function 
properly. In others it seems to be an inherited condition. 
Nonetheless, experts believe it is becoming increasingly clear that 
depression in children is often caused by a physical or chemical 
disorder. Current research is heavily directed toward the 
development of improved identification and treatment based on these 
causes of childhood depression. Presently, there is both hope and 
strong scientific evidence that correcting the basic chemical 
imbalance can significantly reduce the depression, and thus the sad 
hopelessness of the depressed child. Several medications and vitamin 
treatments have gained wide acceptance by mental health professionals. 

---------_. -------
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Understanding a National Dilemma 

Over a half million children and adolescents, at the rate of 
nearly 60 per hour, will attempt to kill themselves this year in the 
United States. Suicide itself is often the final desperate act of a 
child suffering from depression, a disorder which results in sadness 
and loss of interest in normal childhood activities. Depressed 
children often develop behavior problems and their school grades may 
drop. Tragically, although depressed children are sad, hopeless, and 
down in the dumps, and generally pessimistic, adults in the child~s 
life often fail to realize it. In fact, children themselves may fail 
to recognize the depression as anything unusual. Given the severity 
of the current crisis, though, it is extremely important that 
effective identification and treatment programs be developed. A first 
step in the process has been to identify the major causes of 
depression in children and to develop treatment programs aimed at 
these causes. 

Recently, scientists at the National Institute of Mental Health 
and several other major research centers have concluded that one major 
cause of depression in children is negative, self-defeated thinking. 
Just as we can make ourselves feel good by thinking positive 
thoughts, a child can cause him/herself to feel sad and unhappy 
through negative thinking or interpretations of every day events. 
Researchers studying these negative patterns of thinking refer to them 
as cognitive distortions, and thus one of the most widely accepted 
theories of childhood depression is called cognitive theory. 
Researchers have found that these depressed children focus only on a 
very narrow "primitive" and distorted view of themselves. For 
example, a child who fails a test may choose to believe that he/she is 
a total failure and can never pass any test. In some cases the 
children even believe that if everyone does not like them, they are 
unlovable or in some way defective. They generally expect the worst 
to happen. This style of thinking leads to a sense of hopelessness 
about life in general. When the cycle of negative thinking becomes 
repeated and the child fails to keep it in check, he/she becomes 
depressed. In this state the child develops increasingly more 
difficulty functioning in every day life. 

Although scientists have identified a number of different types 
of thinking errors, each of them has the effect of reducing the 
child~s feelings of self-worth, and increasing sadness and 
hopelessness. As of yet researchers have not found a specific reason 
that some children develop such negative thinking patterns. In some 
cases it appears to be that the child gains more attent~on by feeling 
bad, while in other cases the child simply fails to realize that 
he/she is not responsible for the many negative events that happen in 
life. For example, in the latter case the child feels responsible for 
parental arguments or the class getting in trouble. Whatever the 



cause, though, experts are becoming convinced that childhood 
depression is often basically a disorder of thinking and that 
treatment is best aimed at correcting the distorted thinking and 
redirecting the child toward more positive thoughts. This form of 
treatment, called cognitive therapy, is now being highly researched 
and widely accepted by mental health professionals. 
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APPENDIX C 

Role Transcripts 
(Provided by L. L. Mullins) 

Nondepressed-Low Stress Condition 

OA - Observed Actress HA - Hidden Actress 
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HA: Hi Becky. I haven~t seen you since I did art instruction in your 
class. 

OA: Oh, hi, Mrs. Harris (smiles, looks at adult). 

HA: I was just walking down the hall and noticed you weren~t out at 
recess. What are you up to? 

OA: Oh, um, I~m just doing a little extra drawing. 
rather do this today than go and play outside. 
draw and color. 

HA: You do? Do you stay in very often to draw? 

I thought I~d 
I really like to 

OA: Oh no, well, not really. Actually, I like being outside too, and 
playing with my friends. Today is kind of special ~cause I have 
a special art project that~s due later in the week. I really 
want to do well on it. 

HA: Is art your favorite subject, or something else? 

OA: Well, art is one of my favorites. I like spelling too, even 
though I~m not the best speller in the class yet. Most other 
subjects I do OK In. Sometimes I get a little behind in math. 
But, then, I always manage to get it all done somehow. I usually 
get pretty good grades. 

HA: Oh? Hhat kind of grades to you usually get? 

OA: Usually A~s and B~s, I guess. 

HA: I guess everyone has certain subjects they do better in than 
others. How do you like school overall? 

OA: Oh, it~s OK, I guess. I moved here about a year ago from a 
different school. At first I didn~t like it, but things have 
gotten better. Some of the other kids were hard to get to know 
right away. After a few months, I started to make some friends. 
Now, I have a lot of friends and I feel pretty good about the 
friends I have. 

~~----~--------------
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HA: What about the teachers and the principal? 

OA: Oh, they~re pretty good, too. At first, I wasn~t too sure about 
the principal, Mrs. Ford. She never smiled at me at all. One 
day I busted in line in the cafeteria and really thought I was 
going to get in trouble. but she was real nice about it and told 
me to settle down and to go to the back of the line. I really do 
try to stay out of trouble. 

HA: Yeah, I know how that is. I guess most people feel that way. Is 
it the same way at home? 

OA: Yes, pretty much. I live over near the new subdivision by the 
lake with my mom, my dad and my little sister. 

HA: I think I know where that neighborhood is. In fact, I used to 
live near there. There are lots of kids in that part of town, 
aren~t there? 

OA: There sure are. One of my best friends lives next door to me. 
Her dad works at the same place my dad works at. We run around 
the neighborhood and play together. She even has a dog just like 
mine. They~re both brown, except hers has a white tail and mine 
doesn~t. Sometimes we take our dogs for walks together. It's 
lots of fun. 

HA: Yeah, it sounds like fun. What other kinds of things do you do 
at home for fun? 

OA: Oh, I don't know. I do help my mom in the kitchen quite a bi t. 
She lets me help her stir things, set the table and sometimes she 
even lets me help her cook. That's something I really like. You 
know, you really have to be careful when you do that kind of 
stuff. I came real close to getting my arm burned on the oven 
when we were baking a cake. It was a real close call. I guess 
I'm just a little lucky, huh? 

HA: It sounds like it. That kind of thing can be fun, but pretty 
dangerous if you're not careful. What about your sister and your 
dad; ever do things with them? 

OA: Um, sometimes. I play with my little sister after dinner a 
little bit. But, she's only six years old, so she doesn't always 
like to play the same games that I do. Some of the games are too 
hard for her to play. So most of the time I just play her games 
with her, or we play in the swings outside if it's not too late. 
Usually, we~ll end up watching a show on TV for a while until she 
has to go to bed. Mom's still cleaning up after dinner, so it's 
just Dad and me left in the living room. 
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HA: Just you guys sitting alone, huh? So you get to spend some time 
with him too? 

OA: Yeah! He usually gets home by 5:30 and has time to shower an 
stuff, so he is ready to play after dinner. So when my sister 
goes to bed, I go and sit with him for awhile. 

HA: Oh, yeah? What do you guys do? 

OA: Well, he used to read stories to me, especially when I was 
little. But he doesn~t do that too much anymore. If I~ve got 
some homework to do, he~ll help me with that, especially if I~m 
having a hard time with it. But that doesn~t happen very often. 
Mostly we~ll watch TV together, or else we'll talk about how 
things are going at school. I like that. He tries to give me 
advice on how to handle problems with my friends too, and I try 
to do what he says. 

HA: Oh, gee, look at the time. I didn~t know it was so late. I 
better be moving along to go get my business taken care of. It~s 
been good talking to you. Good luck with your drawing; I hope 
your teacher likes the work. See you later. 

OA: Goodbye. (smiles broadly) 
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Nondepressed - High Stress Condition 

OA - Observed Actress HA - Hidden Actress 

HA: Hi Becky. I haven~t seen you since I did art instruction in your 
class. 

OA: Oh, hi, Mrs. Harris (smiles, looks at adult). 

HA: I was just walking down the hall and noticed you weren~t out at 
recess. What are you up to? 

OA: Oh, um, I~m just doing a little extra drawing. 
rather do this today than go and play outside. 
draw and color. 

HA: You do? Do you stay in very often to draw? 

I thought I~d 
I really like to 

OA: Oh no, well, not really. Actually, I like being outside too, and 
playing with my friends. Today is kind of special ~cause I have 
a special art project that~s due later in the week. I really 
want to do well on it. 

HA: Is art your favorite subject, or something else? 

OA: Well, art is one of my favorites. I like spelling too, even 
though I~m not the best speller in the class. Most of my other 
classes I~m doing worse in, though. I get pretty behind in math. 
But, then, I always manage to get it all done somehow. My grades 
are usually pretty bad, though. 

HA: Oh? What kind of grades to you usually get? 

OA: Usually D~s and F~s, I guess. 

HA: I guess everyone has certain subjects they do better in than 
others. How do you like school overall? 

OA: Oh, i t~s OK, I guess. I moved here about a year ago from a 
different school. At first I didn~t like it. Some of the other 
kids were hard to get to know right away, and they still are. I 
don~t have any real close friends now, but that~s O.K. 

HA: What about the teachers and the principal? 

OA: Oh, they~re pretty good, too. At first, I wasn~t too sure about 
the principal, Mrs. Ford. She never smiled at me at all. One 
day I butted in line in the cafeteria and really thought I was 
going to get in trouble. She really got mean about it and made 
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me sit in her office every recess period for a week. But I guess 
she had to do it 'cause she's the principal. I really do try to 
stay out of trouble. 

HA: Yeah, I know ho that is. I guess most people feel that way. I 
it the same way at home? 

OA: Yes, pretty much. I live over near the new subdivision by the 
lake with my mom, my dad and my little sister. 

HA: I think I know where that neighborhood is. In fact, I used to 
live near there. There are lots of kids in that part of town, 
aren't there? 

OA: There sure are. One of my best friends lives next door to me. 
Her dad works at the same place my dad works. We used to run 
around the neighborhood and play sometimes, but she doesn't come 
over much anymore. I think she's really busy going to Brownie's 
and playing soccer. She had a dog just like mine, except mine 
got killed by a car after someone left the gate open. They were 
both brown, except hers has a white tail and mine didn't. 
Sometimes we used take our dogs for walks together. It was lots 
of fun. 

HA: Yeah, it sounds like fun. What other kinds of things do you do 
at home for fun? 

OA: Oh, I don't know. Before the last two months, I helped my mom in 
the kitchen quite a bit. She used to let me help her stir 
things, and sometimes she even let me help her cook. I used to 
like doing that a lot, but one day last month I burned myself real 
bad on the arm when we were baking a cake and had to go to the 
hospital. I guess I'm not real lucky, huh? 

HA: It doesn't sound like it. That kind of thing can be fun, but 
pretty dangerous if you're not careful. What about your sister 
and your dad; ever do things with them? 

OA: Um, sometimes. I play with my little sister after dinner a 
little bit. But, she's only six years old, so she doesn't always 
like to play the same games that I do. Some of the games are too 
hard for her to play. So, we end up fighting and she goes and 
tells mom. She's a real tattletale. Then, I get in trouble. 
But I don't get too upset because it isn't my fault, it's just 
her being younger, you know? Usually, we'll end up watching a 
show on TV for a while until she has to go to bed. Mom's still 
cleaning up after dinner, so it's just Dad and me left in the 
living room. 



HA: 

OA: 

Just you guys sitting alone, huh? 
with him too? 

Yes, but sometimes he"s too tired. 
usually doesn"t get home till late. 
sit with him for a while. 

HA: Oh, yeah? What do you guys do? 
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So you get to spend some time 

He has a real hard job and he 
Sometimes, though, I go and 

OA: Well, he used to read stories to me, especially when I was 
little. But he doesn"t do that too much anymore. If I"ve got 
some homework to do, I have to do that before I can sit with him 
and I have a lot of homework lately because I"m behind in school. 
Then mostly we"ll watch TV together, or else we"ll talk about how 
things are going at school. I like that. He tries to give me 
advice on how to handle the problems I have with my friends. I 
try really hard to take his advice. 

HA: Oh, gee, look at the time. I didn"t know it was so late. I 
better be moving along to go get my business taken care of. It"s 
been good talking to you. Good luck with your drawing; I hope 
your teacher likes the work. See you later. 

OA: Goodbye. (smiles) 

- -~-------~----------------
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Depressed - Low Stress Condition 

OA - Observed Actress HA - Hidden Actress 

HA: Hi Becky. I haven't seen you since I did art instruction in your 
class. 

OA: (2-3 second pause) Hi, Mrs. Harris. (sad expression on face, 
low tone of voice, brief shifty glance at HA, then looks a floor) 

HA: I was just walking down the hall and noticed you weren't out at 
recess. What are you up to? 

OA: (2 -3 second pause) Oh, um, I'm just doing a little extra 
drawing. I thought I'd rather do this today than go and play 
outside. I'm just not very interested in going out to play. I 
hate having to go out to recess. 

HA: You do? Do you stay in very often to draw? 

OA: Well ••• um, not really. Sometimes I like being outside more than 
being in the classroom 'cause it's kind of lonely working in here 
alone. Today is a little special 'cause I have an art project 
that's due later in the week. I'm really worried 'cause I want 
to do OK on it, but I don't think that I will. 

HA: Is art your favorite subject, or something else? 

OA: (2 - 3 second pause) Well ••• I don't really have any favorite 
subjects. Spelling is OK, but I'm not the best speller in the 
class yet. Sometimes I get a little behind in math. Sometimes I 
wonder if I'm ever going to get it all done. It's real hard for 
me to get anything done anymore, even though I get pretty good 
grades usually. 

HA: Oh? What kind of grades to you usually get? 

OA: Usually A's and B's, I guess. 

HI.: I guess everyone has certain subjects they do better in than 
others. How do you like school overall? 

OA: (2 - 3 second pause) Oh, it's really rough, I guess. I moved 
here about a year ago from a different school. I didn't like it 
at first and it seems to be getting worse. Some of the other 
kids were hard to get to know right away. After a few months, I 
started to make some friends, but I'm still not really sure how to 
make friends. Sometimes I wonder if rll ever have a lot of 
friends. 
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HA: What about the teachers and the principal? 

OA: Oh, they"re kind of hard on me too. At first, I wasn"t too sure 
about the principal, Mrs. Ford. She never smiled at me at all. 
One day I busted in line in the cafeteria and then I knew I was 
going to get in trouble. But, she just told me to settle down 
and to go to the back of the line. I still think she doesn"t 
like me, though. I can"t seem to stay out of trouble, even 
though I try. 

HA: Yeah, I know how that is. I guess most people feel that way. Is 
it the same way at home? 

OA: Yes, pretty much. I live over near the new subdivision by the 
lake with my mom, my dad and my little sister. 

HA: I think I know where that neighborhood is. In fact, I used to 
live near there. There are lots of kids in that part of town, 
aren"t there? 

OA: I guess there are. One girl lives next door to me. Her dad 
works at the same place my dad does. Sometimes we run around the 
neighborhood and play together. She has a dog just like mine. 
They"re both brown, except hers has a white tail and mine 
doesrlt. Sometimes we take our dogs for walks together. It"s 
kinda fun. 

HA: Yeah, it sounds like fun. What other kinds of things do you do 
at home for fun? 

OA: (2 - 3 second pause) Oh, I don"t know. I used to help my mom in 
the kitchen sometimes. She used let me help her stir things, set 
the table, and sometimes she even let me help her cook. But, I 
just don"t like doing that anymore. You really have to be 
careful when you do that kind of stuff. I came real close to 
getting my arm burned on the oven when we were baking a cake. It 
was a rea1 close call. I guess I"m just lucky. 

HA: It sounds like it. That kind of thing can be fun, but pretty 
dangerous if you"re not careful. Is there anyone else to have 
fun with at home? What about your sister and your dad; ever do 
things with them? 

OA: Um, sometimes. I play with my little sister after dinner a 
little bit. But, she"s only six years old, so she doesn"t always 
like to play the same games that I do. Some of the games are too 
hard for her to play. So most of the time I just play her games 
with her, or we play on the swings outside if it"s not too late. 
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But, it's just not any fun. I try not to get upset doing things 
with her, but I just can't help it. Usually, we'll end up 
watching a show on TV for a while until she has to go to bed. 
Mom's still cleaning up nfter dinner, so it's just Dad and me 
left in the living room. 

HA: Just you guys sitting alone, huh? So you get to spend some time 
with him too? 

OA: Yeahl He usually gets home by 5:30 and has time to shower an 
stuff, so he is ready to play after dinner if he's not too tired. 
So when my sister goes to bed, I go and sit with him for a while. 

HA: Oh, yeah? What do you guys do? 

OA: (2 -3 second pause) Well, he used to read stories to me, but he 
doesn't do that too much anymore. I just don't enjoy them like I 
used to. If I've got some homework to do, he'll help me with 
that, especially if I'm having a hard time with it. Then mostly 
we'll watch TV together, or else we'll talk about how things are 
going at school. I hate that. He tries to give me advice on how 
to handle problems with my friends too. But, I just can't seem 
to do it like he says. 

HA: Oh, gee, look at the time. I didn't know it was so late. I 
better be moving along to go get my business taken care of. It's 
been good talking to you. Good luck with your drawing; I hope 
your teacher likes the work. See you later. 

OA: Goodbye. 



APPENDIX D 

Scale of Interpersonal Reactions 
Adult Version 

In answering the following questions, please compare the child you 
veiwed to other children in general of the same sex and age. 
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A. For questions in this section please use the following choices to 
answer the items. 

1 -- not at all interested or willing 
2 -- not very interested or willing 
3 -- neutral 
4 -- somewhat interested or willing 
5 -- very interested or willing 

1. How interested or willing would you be to meet this child? 

2. How interested or willing would you be to sit with this child on a 
three hour bus ride? 

3. How interested or willing would you be to be have this child visit 
your house on a frequent basis? 

4. How interested or willing would you be to help this child with a 
school project? 

5. How interested or willing would you be to take this child on an 
outing such as a picnic or trip to the zoo? 

--~------~~--~-----------------------------



!_ For this section, please use the following choices to indicate 
your answers. 

1 -- would prefer this child much more than most 
2 -- would prefer this child SIIih~more than most 
3 -- would prefer this child the same as any other 
4 -- would prefer this child slightly less than most 
5 -- would prefer this child ~ less than most 
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6. To what extent would you prefer to supervise this child in a daily 
structured activity for a six month period? 

7. To what extent would you prefer to playa game with this child? 

8. To what extent would you prefer this child to play with your child 
on a daily basis? 

9. To what extent would you prefer to have this child in a club that 
you sponsor on a weekly basis, such as the Boy or Girl Scouts? 

10. If you were considering adoption, to what extent would you 
consider this child? 

~ For this section, use the following responses to indicate your 
answers. 

1 -- well below average 
2 -- slightly below average 
3 -- average 
4 -- slightly above average 
5 -- well above average 

11. How well do you think this child functions as a student? 

12. How well do you think this child function as a friend to other 
children. 

13. How well do you think this child functions a babysitter for 
younger children for short periods of time? 

14. How well do you think this child handles assigned chores and 
responsibilities? 



D. For this section, use the following responses to indicate the 
degree to which you feel each of the following suggestions would be 
appropriate for this child. 

1 -- not at all necessary; I strongly disagree 
2 -- not very necessary 
3 -- somewhat necessary; I somewhat agree 
4 -- very necessary 
5 -- extremely necessary; I strongly agree 

15. See the school counselor to discuss problems. 

16. Join school clubs. 

17. Psychotherapy. 

18. Cognitive therapy to help decrease negative thinking patterns. 

19. No treatment or changes in present situation. 

20. Medication to reduce depression or anxiety. 
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~ For the next six items use the following responses to indicate 
how effective you think each of the interventions would be in 
improving this child's long term functioning and sense of well-being. 

1 -- not at all effective 
2 -- slightly effective 
3 -- moderately effective 
4 -- very effective 
5 -- extremely effective 

21. Talking to the school counselor. 

22. Joining school clubs. 

23. Psychotherapy. 

24. Cognitive therapy. 

25. No treatment or changes in present situation. 

26. Medication to reduce tension and/or depression. 

- .. _._----_._-------



F. Answer the items in this section using the responses provided 
With each question. 

27. In general, how well does this child appear to function 
psychologically? 

1 -- well below average 
2 -- slightly below average 
3 -- average 
4 -- slightly above average 
5 -- well above average 

28. How sad or depressed does this child seem to you? 

1 -- extremely depressed 
2 -- very depressed 
3 -- moderately depressed 
4 -- mildly depressed 
5 -- not at all depressed 

29. How tense or anxious does this child seem to you? 

1 -- extremely tense or anxious 
2 -- very tense or anxious 
3 -- moderately tense or anxious 
4 -- mildly tense or anxious 
5 -- not at all tense or anxious 

30. What appears to be the level of external stress (negative 
events)in this child's recent and current life situation? 

1 -- very little or no external stress 
2 -- a little external stress 
3 -- moderate external stress 
4 considerable external stress 
5 -- extreme external stress 

---- --------------------------------------
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G. Use the responses provided to answer the following questions. 

31. To what extent do you think this child's mood and behavior are 
due to physical causes? 

1 -- not at all 
2 -- very little 
3 -- moderately 
4 -- very much 
5 -- almost exclusively 
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32. To what extent do you think the child's mood and behavior are due 
to psychological causes? 

1 -- not at all 
2 -- very little 
3 -- moderately 
4 -- very much 
5 -- almost exclusively 

33. To what extent do you think this child's mood and behavior are 
due to distorted or negative thinking patterns? 

1 -- not at all 
2 -- very little 
3 -- moderately 
4 -- very much 
5 -- almost exclusively 

34. To what extent do you think this child's mood and behavior are 
due to the loss of significant relationships? 

1 -- not at all 
2 -- very little 
3 -- moderately 
4 -- very much 
5 -- almost exclusively 

35. To what extent do you think this child's mood and behavior are 
within the child's own personal control? 

1 -- not at all within the child's own control; totally beyond 
the child's own personal control 

2 -- only slightly within the child's control; mostly beyond the 
child's own personal control 

3 -- somewhat within the child's control 
4 -- mostly within the child's control; only slightly beyond the 

child's own personal control 
5 -- totally within the child's control; not at all beyond the 

child's own personal control 



APPENDIX E 

Table E.1 

Summary of Multiple Analysis of Variance 

(MANOVA) 

Variable Sex Role 

Manipulation Checks 

Effectiveness of Role Enactment .42 23.04*** 

Etiological Beliefs .49 12.44*** 

Outcome Measures 

Subject Mood 1.55 2.87*** 

Personal Reactions .55 10.45*** 

Therapeutic Interventions .69 12.58*** 

-----
* p<.05 ** p<.Ol *** p< .001 

Figures listed are F values (Hotelling~s trace) 
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Sex X Role 

1.59 

1.08 

.63 

.06 

1.18 
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Table E.2 

Summary of Analysis of Variance: 

Manipulation Checks 

Manipulation Check SS hypoth SS error F probe 

Role Enactment 

Depression Level 141.65 92.59 59.28 <.0001 

Anxiety Level 4.83 171.16 1.10 .361 

External Stress 39.10 156.84 9.66 <.0001 

Etiological Beliefs 

Physical 56.88 101.50 21.71 <.0001 

Psychological 14.29 97.66 5.67 <.001 

Negative Thinking 120.02 104.72 44.41 <.0001 

Loss 33.59 156.31 8.33 <.0001 

Personal Control 30.40 116.59 10.10 <.0001 

-----.--
* F (4,155) 
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Table E.3 

Summary of Analysis of Variance: 

Outcome Measures 

Dependent Variable 5S hypoth 55 error . F* F prob 

Subject Mood 

Anxiety 3.47 257.62 .53 .72 

Hostility 6.96 166.28 1.62 .17 

Depression 75.83 506.93 5.79 .0002 

Positive Affect 494.54 3455.25 5.54 .0003 

Reactions to child 

Desire for interaction 12.72 107.63 4.58 .0016 

Personal rejection 17.67 93.76 9.00 <.0001 

General functioning 29.38 58.39 19.60 <.0001 

Appropriateness of Interventions 

School Counselor 20.74 87.52 9.18 <.0001 

Psychotherapy 48.15 135.34 13.78 <.0001 

Cognitive Therapy 101.31 138.46 28.35 <.0001 

Medication 66.24 94.73 27.09 <.0001 

School Clubs 2.94 112.33 1.02 .40 

No Treatment 60.88 97.77 24.13 <.0001 

--------
* F (4,155) 
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Table E.4 

Means and Standard Deviations 

IEpressed 

Role Portra.yal NoImal . Stressed N:> set Physical Cognitive 

Variable Mean SD Mean SD Mean SD Mean SD Mean SD 

Perceived IEpression 4.47 .76 3.41 .84 2.34 .79 2.03 .82 2.09 .64 

Perceived Stress 2.22 1.10 3.53 .84 3.34 .94 3.45 1.08 2.84 1.05 

Perceived Anxiety 3.88 .94 3.66 1.03 3.66 1.12 3.41 1.32 3.88 1.00 

Physical causality 1.81 .73 1.72 .77 2.16 .81 3.44 .94 1.91 .78 

Psychological Cause 3.12 .94 3.16 .81 3.72 .85 3.53 .72 3.88 .61 

Negative '1lrl.nk:ing 1.88 .87 2.94 .80 3.94 .84 3.47 .88 4.38 .71 

Persooal Control 3.56 1.10 3.12 .87 3.41 .66 2.38 .71 3.50 .92 

IDss as Cause 2.44 1.16 3.78 .87 3.56 .76 3.19 .96 3.16 1.19 

Persooal Rejectioo 2.57 .81 2.99 .81 3.44 .61 3.04 .61 3.47 .77 

Interaction (Desire) 3.36 .72 2.83 .82 3.08 .84 3.64 .80 3.41 .96 

Perceived Ftmctioning 3.90 .63 2.83 .63 2.92 .54 2.70 .61 2.90 .64 

MWl. Positive Affect 9.18 5.56 6.91 4.36 5.28 4.70 4.16 4.17 5.19 4.67 

MWl. lEpression .37 .75 .81 1.30 2.44 2.34 1.28 2.14 1.16 1.92 

MAACL Hostility .47 .79 .50 .88 .781.08 .44 .85 .88 1.41 

MWl. Anxiety .84 1.22 .72 1.57 1.09 1.58 .88 1.05 1.09 1.30 
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Table E.5 

Pearson Correlations Between Selected Variables 
(N=160) 

Interact Reject, FUn ~p Physical Neg'Ihink O:ntrol ~p 
(l1W]:.) 

Interaction 
(Jadre) 1.00 -.341 .119 -.065 .149 -.068 -.114 .106 

Rejection 1.00 -.408 -.346 -.065 .370 .021 .059 

Perceived 
E\mctioning 1.00 .433 -.092 -.380 .181 -.135 

Perceived 
Depressiona 1.00 -.291 -.646 .210 -.293 

Physical 
Belief 1.00 .129 -.320 .045 

Net?;ltive 
'1h:ink:Ing 1.00 -.049 .128 
(Belief) 

Perceived 1.00 -.016 
O:ntrol 

~on 
(l1W]:.) 1.00 

R>sitive Affect 
(lWUl.) .024 -.In .272 .281 -.116 -.172 .062 -.336 

Variable labels on borlzontal axis are abrev:Lations of those on vertical axis 

a 'Ibis variable measured ~ of depression with ''1'' be:fng most depressed am "S' 
being least depressed 
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APPENDIX F 

Table F.1: Summary of Regression Analysis 

Rejection with Mood and Etiological Beliefs 

Analysis Across Depressed/No Set Condition Only (N=32) 

Multiple R 
R Square 

.696 

.484 
Adjusted R Square 
Standard Error 

.385 

.476 

****************** Analysis of Variance****************** 

DF 

Regression 5 

Residual 26 

SS 

5.53 

5.89 

F 

4.88 

Sig F 

.0028 

********************************************************** 

Variables in the Equation 

Variable B Beta T Sig T r 

Positve Affect -.072 -.556 -3.21 .0035 -.361 

Loss as Cause -.309 -.387 -2.61 .0148 -.293 

MAACL Anxiety .195 .539 2.96 .0066 .288 

MAACL Depression -.129 -.539 -2.47 .0203 .087 

Perceived Control .268 .294 1.94 .0635 .210 

(Constant) 4.110 7.27 .0000 

Variables not in the Equation 

Physical Belief -.199 

Psychological Belief .112 

Negative Thinking .031 

MAACL Hostility .085 

sr2 

.131 

.092 

.098 

.088 

.075 



Analysis Across All Depressed Conditions (N=96) 

Multiple R 
R Square 

.345 

.119 
Adjusted R Square 
Standard Error 

.110 

.631 
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*************************Analysis of Variance************************ 

DF 

Regression 1 

Residual 94 

SS 

5.07 

37.47 

F 

12.70 

Sig F 

.0006 

********************************************************************* 

Variables in the Equation --------------------- ~-------------------
Variable B Beta T 

Perceived Control .251 .345 3.565 

(Constant) 2.540 11.161 

Sig T 

.0006 

.0000 

r 

.345 .345 

Variables not in the Equation --------------------- ~----------------
Physical Belief 

Psyhological Belief 

Negative Thinking 

Loss as Cause 

MAACL Anxiety 

MAACL Hostility 

MAACL Depression 

MAACL Positive Affect 

-.286 

.159 

.217 

-.104 

.088 

.180 

-.051 

-.055 
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