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Non-verbal behavioral interactions of depressed patients with partners and

strangers:

The role of behavioral social support and involvement in depression persistence

William W. Hale III, Jaap H.C. Jansen, Antoinette L. Bouhuys, Jack A. Jenner &

Rutger H. van den Hoofdakker

ABSTRACT

Excessive support seeking and lack of receiving social support have been
associated with depression onset and unfavorable course of depression. It has been
assumed that social support is effected by observable behaviors that express
involvement. Twenty-five patients with major depression were studied during a social
interaction with their partner and a similar interaction, with a stranger, matched on the
sex and age of the partner. We anticipated that (1) partners would display less
involvement behaviors to the depressed patients than would strangers and that (2) lack
of involvement would predict an unfavorable course of depression, as assessed for
depression remission within 6 months of admission. The social interactions,
conducted at admission, were videotaped and the behaviors were assessed by
ethological methods. The frequency and duration of behavioral elements were
associated on the basis of statistical criteria into behavioral factors. Certain factors
were supposed to express (lack of) involvement during an interaction. In the patient-
partner interaction it was found that both participants displayed lower levels of
involvement as compared to the patient-stranger interaction. The patients’ low
involvement was reflected by less Speech, less Eagerness (yes-nodding and no-
shaking), less Speaking Effort (head movements, looking and gesturing during speech)
and more Active Listening (intense touching of one’s own body and head movements
during listening). The partners’ low involvement was also expressed by less Speech
and more Active Listening, together with less Encouragement (yes-nodding and ‘um-
hum’-ing during listening). In addition, the partners displayed less Speech to patients
who did not remit within 6 months, whereas patients and strangers behaviors were not
related to depression remission. These findings supported our anticipations and the
findings are related back to data on social support, involvement and to previous
human ethological studies on depression.
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1. Introduction

Accumulating research is leading researchers to the conclusion that social

support plays an important role in depression. It has been shown that depressed

persons tend to have less social support than controls (e.g., McNaughton et al., 1992)

and that poor social support has been related to increased risk of depression chronicity

(e.g., Brown et al., 1994) and depression non-remission (e.g., Krantz and Moos,

1988). Attention has been given to the role of social support in specific interactions,

namely that of depressed patients and their partners. Studies of depressed married

subjects have found that social support was a significant predictor of recovery (e.g.,

McLeod et al., 1992; Hickie and Parker, 1992; Brugha et al., 1990). In general, it has

been shown that the marital interactions of the depressed and their partners is

problematic; interactions tend to be negative and marital satisfaction low (e.g., Segrin

and Abramson, 1994; Bromberger et al., 1994; Gotlib and Whiffen, 1989; Hautzinger

et al., 1982).

In an attempt to understand the social interactions of depressives, Coyne (1976)

has suggested that depression is the result of an interactional process; the depression-

prone person elicit support behaviors from persons in their general surroundings. Over

time these support behaviors become intermixed with rejection attitudes. The

depression-prone person, sensitive to this underlying rejection attitude, increases their

support seeking behavior in order to elicit more supportive behaviors from others until

these others eventually withdraw from the interaction. It is these interactions of the

depression-prone persons with others that are believed to initiate and maintain

depression.

The studies of depression and social support have traditionally been conducted

by means of questionnaire responses while less attention has been given to the actual

behaviors displayed by depressives and others during their interactions. Coyne and

Bolger (1990) suggest that in the study of social support and depression, more

attention should be given to identifiable features of interpersonal relationships. The

direct study of the behavior of depressives and of the persons they interact with may

help us to better understand these social support interactions; i.e., the giving and

receiving of support.

In a meta-analysis of the research on the interactions which play a critical role

in Coyne’s theory, Segrin and Dillard (1992) have stated that strong support exists for
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the concept that depression elicits rejection in others. Nevertheless, Segrin and

Abramson (1994) have noted that little is known of the actual behaviors that cause this

rejection. They suggest that observable behaviors that express involvement in the

interaction are of interest as possible mediators of rejection. For instance, behaviors of

high involvement include long gazing, long speech duration and fast speech rate,

frequent head nods and speech supportive gesturing. In recent ethological studies,

attention has been given to involvement behaviors in relation to the course of

depression. In these studies interactions between a psychiatrist and depressed patients

were examined. High involvement of the patient and high involvement of the

psychiatrist (Geerts et al., 1995; Bouhuys and Hoofdakker, 1993; Bouhuys and

Albersnagel, 1992; Troisi et al., 1989) were found to be predictive of poor depression

recovery. Bouhuys et al. (1991) suggest that this high involvement on the part of both

the patient and the psychiatrist may be indicative of excessive social support seeking

and giving, respectively. Taken together, involvement behaviors may play a role in

depression persistence.

However, these ethological studies have only focused on depressive

interactions in doctor-patient relationships. In studying the relations between

(behavioral) social support and depression initiation and persistence, interactions

between depressed patients and their partners and depressed patients and strangers

may be of more relevance (see also: Coyne, 1985).

In order to better understand the behavioral interactions between depressed

patients and partners and depressed patients and strangers, in the present ethological

investigation use was made of videotapes of interactions between depressed

outpatients and their partners, at admission, and interactions between depressed

outpatients and strangers to examine the observable behaviors emitted during the

interactions. Specifically, the following three questions were asked. First, do patients

differ in their behavior toward their partners as compared to their behavior toward the

strangers. Secondly, do the partners and strangers act differently to the patient. In light

of the findings on social support between depressives and their partners and Coyne’s

theory, we expected that partners would display less involvement behaviors to the

depressed patients than strangers would.

Additionally, as rejection and lack of social support has been found to be

related to depression initiation and persistence, we studied whether the behaviors of

the depressed patient, the partner or the stranger were predictive of depression
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remission. We anticipated that low involvement behaviors would be predictive of an

unfavorable course of depression.

2. Methods

2.1. Subjects

Twenty-five consecutively admitted depressed outpatients, (Major Depressive

Disorder; DSM-IV; American Psychiatric Association, 1994) their partners and

strangers participated in this study.

Patients were included in the present study if they fulfilled the following 6

criteria: (1) diagnosed as suffering from a unipolar major depression without

psychotic features at admission, (2) did not suffer from any organic disorder, (3) did

not receive neuroleptic medication, (4) had a partner of whom the relationship was at

least of one year’s duration (5) had a Beck’s Depression Inventory (BDI; Beck et al.,

1961) score at admission of 17 or higher (M = 28; S.D. = 7; range 17 - 41), and (6)

had a Hamilton Rating Scale for Depression (HRSD; 21-item version; Hamilton,

1967) score of 15 or higher (M = 20; S.D. = 3; range 15 - 24) on the day of testing.

The strangers that participated in this research were recruited by means of a

newspaper advertisement. Only those individuals who scored 2 or less on the General

Health Questionnaire (GHQ; 12-item version; Koeter and Ormel, 1991) and 8 or less

on the BDI were considered suitable for participation. Strangers were matched on the

sex and the age, within a 5-year range, of the partner of the depressed patient.

2.2. Design and assessments

The Hamilton Rating Scale for Depression, which measures depression

severity, was used to assess the patients at both at admission (T1) and at a follow-up

period within six months (T2) by one interviewing clinical psychologist and an

independent rater (who observed the interview while videotaping it). The mean score

of both raters was used for this study. The mean inter-rater reliability was 0.95 and

0.99 for the T1 and T2 interviews, respectively (Kendall concordance coefficient;

Siegel, 1956).

Patients, partners and strangers completed the following three questionnaires:

BDI and Adjective Mood Scale (AMS; Von Zerssen, 1986), which measures current   
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Table 1
Recorded behavior of patients and of the partners and strangers (a) and constituent behavior of factors describing the behavioral
organisation of the patients (b) and of the partners and strangers (c) during a discussion

(a) Summary of the recorded behavioral elements and abbreviations
1. Vocalisations: sp = speech

bch = verbal backchannel: ‘yes yes’, ‘hm hm’, emitted to show one is listening
2. Head movements: yes = yes-nodding

no  = no-shaking
head = head movements, other than yes-nodding and no-shaking

3. Looking look = looking in the direction of the other's face
4. Leg movements:  leg = leg movements
5. Hand movements: gest = gesticulating

botol = light body touching; when only fingers or hands are manipulating the body
botoi = intensive body touching; also when  wrist or forearm is moving
obto = object touching: hands or fingers are manipulating an object
otha = hand movements, other then object- or body touching or gesturing

d= duration,  f= frequency,    /sp= during speaking,   /li= during listening
1, ..., 1/4 = weight by which the elements were summed into the behavioral factors
_____________________________________________________________________________________________________________________________
____

 (b) Patient behavioral factors
Factor 1
Restlessness-1

Factor 2
Restlessness-2

Factor 3
Speech

Factor 4
Active Listening

Factor 5
Eagerness

Factor 6
Speaking Effort

1/2 x dleg/sp 1 x dobto/sp 1 x dsp 1/2 x dotha/sp 1/2 x dyes/sp 1/3 x dlook/sp
1/2 x dbotol/sp

1/2 x fotha/sp
1 x fsp

1/2 x dbotoi/sp 1/2 x dno/sp 1/3 x dhead/sp
1/3 x dgest/sp

1/2 x fleg/sp
1/2 x fbotoi/sp

1/3 x fyes/li 1 x fobto/sp 1/2 x fyes/sp
1/2 x fbotol/sp

1 x dobto/li
1/3 x fno/li
1/3 x fsp/li 1 x dbotoi/li

1/2 x fno/sp
1/2 x flook/sp

1/2 x dleg/li 1 x fobto/li 1 x dsp/li 1/2 x dhead/li 1/2 x dyes/li
1/2 x fhead/sp

1/2 x dbotol/li 1/2 x dotha/li 1/2 x dno/li
1 x fgest/sp

1/2 x fleg/li 1/4 x flook/li 1 x dlook/li
1/2 x fbotol/li 1/4 x fhead/li

1/4 x fbotoi/li
1/4 x fotha/li

_____________________________________________________________________________________________________________________________
____

 (c) Partner and stranger behavioral factors
Factor 1
Restlessness-1

Factor 2
Restlessness-2

Factor 3
Speech

Factor 4
Active Listening

Factor 5
Turn Taking

Factor 6
Encouragement

1/2 x dbotol/sp 1/3 x dhead/sp 1/4 x dsp 1/2 x dbotoi/li 1/2 x dlook/sp 1/2 x dbch/li

1/2 x dbotoi/sp 1/3 x dotha/sp

1/3 x dobto/sp

1/4 x dyes/sp

1/4 x dno/sp

1/4 x dgest/sp

1/2 x dotha/li 1/2 x dleg/sp 1/2 x dyes/li

1/2 x dhead/li 1/2 x fbotoi/li 1/2 x dleg/li 1/2 x fbch/li

1/2 x dbotol/li 1/3 x dlook/li

1/3 x dno/li

1/3 x dobto/li

1 x dsp/li 1/2 x fotha/li 1/2 x dgest/li 1/2 x fyes/li

1/3 x fbotoi/sp 1/4 x fsp 1/2 x fleg/li

1/3 x fotha/sp

1/3 x fbotol/sp

1/2 x fleg/sp

1/2 x fobto/sp

1/4 x fyes/sp

1/4 x fno/sp

1/4 x fgest/sp

1/2 x fgest/li
Factor 7

Change Looking

1 x fhead/sp

1 x fbotol/li 1 x fobto/li 1/2 x fsp/li

1/2 x fno/li

1 x flook/sp

1/2 x flook/li
1/2 x fhead/li
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depressed mood state, and Activation-Deactivation Adjective Check List (AD-ACL;

Thayer, 1967) that measures current activation state, specifically energy, tiredness,

tension and calmness. Additionally, all filled in a 30-item list of general everyday

topics that they would enjoy discussing.

Remission from depression was determined by a HRSD score of 9 or less at

follow-up (T2) and a decrease of 50% or more, in comparison to their HRSD score at

admission (T1). The patients that complied with the above were defined as remitted

patients. The other patients were defined as non-remitted patients.

2.3. Procedure

After admission, patient, partner and stranger were invited to the outpatient

clinic for testing within a two-week period (T1). The following procedure was

employed; all participants first completed the questionnaires. After this, the patients

had a HRSD interview, then a 10-min discussion of general topics with their partner

and a 10-min discussion of general topics with a stranger. The researchers of this study

selected similarly marked items of the 30-item list of general everyday topics that each

‘discussion pair’ had filled in and presented these items to the pair before the

discussion.

The order of the discussions (patient-partner and patient-stranger) was

randomized in the design and the discussions were recorded on videotape to allow for

ethological analyses.

After T1, the patient was requested to fill in the BDI on a weekly basis. Patients

were re-invited for a follow-up HRSD interview (T2) once their BDI score dropped to a

score of 8 or less and in all other cases six months after T1. This BDI cut-off score was

chosen following Frank et al. (1991) asymptomatic criterion.

2.4. Ethological analysis

The emitted behaviors of the patient, the partner and the stranger were

measured using a method and a factor model originally designed by Bouhuys et al.

(1991). In the present study, the behavioral factor elements of the patient for both

interactions were normalized together and the behavioral factor elements of the partner

and stranger were normalized together in the same manner.
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The behavioral factors assessed in this study that were common to the patient,

the partner and the stranger are: Restlessness (subdivided into Restlessness-1 and

Restlessness-2), Speech and Active Listening. Behavioral factors related only to the

patient are: Eagerness and Speaking Effort. Behavioral factors related only to the

partner and stranger are: Turn Taking, Encouragement and Change Looking. These

factors are presented in Table 1.

Based on a review of the literature (e.g., Segrin and Abramson, 1994; Coker and

Burgoon, 1987), these behavioral factors are, as far as possible, interpreted in terms of

high or low involvement expression. High involvement behaviors include long looking

duration, long speech duration, frequent head nods, vocal back-channel (e.g., ‘um-

hum’-ing during listening) and gesturing. Low involvement behaviors include hand

movements unrelated to speech, short speech duration, long silences and increased

touching of one’s own body and object touching.

The following factors are primarily comprised of high involvement behaviors:

Speech (speech, head nodding and gesturing), Eagerness (head nodding), Speaking

Effort (head movements, looking and gesturing), Encouragement (head nodding and

‘um-hum’-ing during listening), Turn Taking (looking movements and gesturing) and

Change Looking (looking movements). The behavior factor Active Listening (head

movements, touching of one’s own body and object touching) is comprised primarily

of low involvement behaviors. Although the Restlessness-1 and 2 factors consisted of

elements which express involvement, these factors were not interpreted in that sense

because in the original factor analysis the behaviors constituting Restlessness-1 and

Restlessness-2 loaded with opposite signs on the same factor (Bouhuys and

Hoofdakker, 1991; Bouhuys et al., 1991).

In addition, it should be noted that our behavioral factors are constituted of

behavioral elements which are classified according to their frequency and duration,

either occurring during speaking or during listening. Moreover, for some behaviors

light and intensive forms are distinguished. Such nuances are not commonly made in

literature where behavioral elements are interpreted as expressing involvement.

Therefore, labeling of behavioral factors in terms of involvement should be considered

with some caution.

In this study, two trained scorers registered these behaviors for the patient,

partner and stranger during their 10-min discussions at T1. The mean inter-rater
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reliability (Cohen, 1968) for all behavior registrations was κ = 0.86 (range 0.54 -

0.99).

2.5. Statistical analysis

We applied analyses of variance (repeated measures) to compare, in a within

group design, the patients’ behaviors with respect to their interactions with partners

and strangers. The same analyses were performed for comparisons between partner

and stranger behaviors. In order to predict remission, an analyses of variance between

(remitted vs. non-remitted) group comparison was made.

3. Results

3.1. Patient, partner and stranger characteristics

Of the 26 patients who met the inclusion criteria, one female patient dropped

out of the experiment before the follow-up interview could be conducted. Thus, 25

outpatients participated in the study. This group of 25 depressed patients consisted of

12 males and 13 females, with a mean age of 42 years (S.D. = 13; range 22 - 74). The

25 partners of the outpatients consisted of 12 females and 13 males, with a mean age

of 43 years (S.D. = 12; range 24 - 70). The 25 strangers consisted of 12 females and 13

males, with a mean age of 43 years (S.D. = 12; range 21 - 71).

At T1, the partners and the strangers differed significantly in respect to both the

BDI scores (F(1,47) = 6.76, P = 0.01; Partners: M = 6.2, S.D. = 6.6; Strangers: M =

2.4, S.D. = 2.8) and the AMS scores (F(1,44) = 4.05, P = 0.05; Partners: M = 13.7,

S.D. = 12.1; Strangers: M = 7.6, S.D. = 8.1), with the partners having a more depressed

mood than the strangers. These differences in depressed mood scores could be

expected according to Coyne’s theory (induction of negative feelings), but may be

explained by the strangers criterion of a 2 or less on the GHQ, whereas no such

selection criterion was applied to the partners of patients. In relation to the AD-ACL

scores, the only significant difference was found in respect to the calmness sub-scale

(F(1,47) = 5.38, P = 0.03; Partners: M = 10.8, S.D. = 3.8; Strangers: M = 8.8,

S.D. = 2.3), with the partners being less calm than the strangers.
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3.2. Differences between the behavior of the patient in either the partner or the

stranger situation

The means of the patient behavioral factors during the partner and stranger

discussions are displayed in Fig. 1 and the behavioral scores in Table 2. ANOVA

analyses demonstrated that the patients displayed more Active Listening (F(1,24) =

7.27, P = 0.01) to their partners than they did to the strangers. Additionally, the

patients displayed less Eagerness (F(1,24) = 31.94, P = 0.00),  Speaking Effort

(F(1,24) = 18.23, P = 0.00) and Speech (F(1,24) = 6.46, P = 0.01) to their partners

than they did to the strangers.
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Fig. 1. Patient behavioral factors during the partner and stranger interactions.   * ANOVA repeated measures within design, P ≤ 0.05.
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Table 2
Patient behavioral factors during the stranger and partner interactions,
normalized scores

Factor Patient interacting with stranger Patient interacting with partner

Mean (S.D.) Mean (S.D.)

Active Listening -0.148 (0.491) 0.148 (0.524)*

Eagerness 0.381 (0.768) -0.381 (0.411) *

Restlessness 1 -0.043 (0.432) 0.043 (0.579)

Restlessness 2 -0.111 (0.426) 0.111 (1.009)

Speaking Effort 0.261 (0.478) -0.261 (0.539)*

Speech 0.186 (0.749) -0.186 (0.692)*

* ANOVA repeated measures within design, P ≤ 0. 05

Table 3
Partner and stranger behavioral factors during interaction with the patient,
normalized scores

Factor Partner interacting with patient Stranger interacting with patient

Mean (S.D.) Mean (S.D.)

Active Listening  0.189 (0.719) -0.189 (0.741)*

Change Looking  0.023 (0.717) -0.023 (0.616)

Encouragement -0.557 (0.447)  0.557 (0.840)*

Restlessness 1  0.023 (0.489) -0.023 (0.676)

Restlessness 2  0.110 (0.649) -0.110 (0.347)

Speech -0.288 (0.482)  0.288  (0.609)*

Turn Taking -0.085 (0.579)  0.085  (0.545)

* ANOVA repeated measures within design, P ≤ 0. 05



CHAPTER THREE

Page 39

3.3. Differences between the behavior of the partner and stranger toward the patient

The means of the partner and stranger behavioral factors are displayed in Fig. 2

and the behavioral scores in Table 3. ANOVA analyses demonstrated that the partners

displayed more Active Listening (F(1,24) = 5.32, P = 0.03) to the patients than did the

strangers. Additionally, the partners displayed less Encouragement (F(1,24) = 45.85,

P = 0.00) and Speech (F(1,24) = 12.81, P = 0.00) to the patients than did the

strangers. An ANCOVA between group design was applied to test whether the

differences in AMS and BDI depression scores and AD-ACL calmness scores

between partners and strangers may have affected the results. The analyses revealed

that correction for depression and calmness did not affect differences in

Encouragement (BDI: F(2,47) = 16.44, P = 0.00; AMS: F(2,44) = 13.08, P = 0.00;

AD-ACL: F(2,47) = 17.57, P = 0.00) and Speech (BDI: F(2,47) = 6.33, P = 0.00;

AMS: F(2,44) = 6.17, P = 0.00; AD-ACL: F(2,47) = 6.39, P = 0.00). However, an

ANOVA (between group design) revealed only a tendency for group difference in

Active Listening (F(1,49) = 3.37, P = 0.07); the ANCOVA displayed similar results

(BDI: F(2,47) = 2.85, P = 0.07; AMS: F(2,44) = 1.81, P = 0.18; AD-ACL:

F(2,47) = 2.08, P = 0.14). Therefore, it is not likely that behavioral differences

between patient-partner and patient-stranger interactions could be ascribed to

differences in subjective depression or calmness of the partners and strangers.
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Fig. 2. Partner and stranger behavioral factors during interaction with patient.    * ANOVA repeated measures within design, P ≤ 0.05.
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3.4. Prediction of remission

On the basis of the weekly BDI scores, 7 (28%) of the 25 patients were re-

invited for T2 before the six-month period (M = 88 days; S.D. = 35) and the remaining

18 (72%) were re-invited by six months (M = 194 days; S.D. = 14). Of the 25 patients,

14 (56%; HRSD: M = 5.4; S.D. = 2.6) had remitted from depression within or at 6

months after T1 and the other 11 (44%; HRSD: M = 20.0; S.D. = 4.7) did not remit

from depression within this period.

At T1, these two groups of patients did not significantly differ in depression

severity as measured by the HRSD (remitted: M = 19, S.D. = 3; non-remitted: M = 20,

S.D. = 4) nor the BDI (remitted: M = 24, S.D. = 5; non-remitted: M = 28, S.D. = 7).

Additionally, these patient groups did not significantly differ on either the AMS

(mood scale) or the AD-ACL (activation scale). No significant differences were found

between the age and sex composition of the patient groups. Moreover, at T1, neither

the partners nor the strangers of the remitted and non-remitted depression groups

significantly differed on the BDI, AMS or the AD-ACL. No significant differences

were found between the partner and stranger group age and sex composition.

The means of the partners behavioral factors as assessed for the remitted and

non-remitted depression groups are displayed in Fig. 3 and the behavioral scores of

the partners, strangers and patients in both interaction situations are displayed in

Table 4. Analyses of the patient, partner and stranger behavioral factors revealed that

the partners Speech behavioral factor (F(1,24) = 5.36, P = 0.03) was a significant

predictor of depression remission. The partners of the non-remitted depressed patients

displayed significantly less speech during their conversation than did the partners of

the remitted patients.



CHAPTER THREE

Page 42

Table 4
Partner, stranger and patient behavioral factors in the remitted and non-remitted
groups, normalized scores

Factor Partner interacting with patient Stranger interacting with patient

Remitted (n = 14) Non-remitted (n =11) Remitted (n = 14) Non-remitted (n = 11)
Mean (S.D.) Mean (S.D.) Mean (S.D.) Mean (S.D.)

Active Listening  0.399 (0.745) -0.077 (0.617) -0.256 (0.704) -0.104 (0.813)
Change Looking -0.047 (0.587)  0.112 (0.878) -0.051 (0.486)  0.013 (0.774)
Encouragement -0.478 (0.462) -0.658 (0.426)  0.597 (0.762)  0.506 (0.965)
Restlessness 1  0.127 (0.514) -0.109 (0.442)  0.060 (0.847) -0.129 (0.377)
Restlessness 2 -0.022 (0.567)  0.278 (0.731) -0.112 (0.248) -0.107 (0.457)
Speech -0.106 (0.505) -0.519 (0.347) *  0.226 (0.714)  0.366 (0.465)
Turn Taking -0.033 (0.632) -0.153 (0.526)  0.022 (0.566)  0.167 (0.533)

Factor Patient interacting with partner Patient interacting with stranger

Remitted (n = 14) Non-remitted (n =11) Remitted (n = 14) Non-remitted (n = 11)
Mean (S.D.) Mean (S.D.) Mean (S.D.) Mean (S.D.)

Active Listening  0.158 (0.593)  0.135 (0.449) -0.022 (0.522) -0.307 (0.417)
Eagerness -0.323 (0.430) -0.456 (0.393)  0.372 (0.565)  0.392 (1.001)
Restlessness 1  0.181 (0.635) -0.133 (0.471) -0.026 (0.338) -0.065 (0.545)
Restlessness 2  0.052 (1.249)  0.186 (0.635) -0.100 (0.476) -0.124 (0.376)
Speaking Effort  0.226 (0.547) -0.304 (0.551)  0.291 (0.488)  0.223 (0.485)
Speech -0.010 (0.752) -0.411 (0.563)  0.329 (0.760)  0.005 (0.728)

* ANOVA, P ≤ 0. 05
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Fig. 3. Partner behavioral factors in the remitted and non-remitted depression groups.  * ANOVA, P ≤ 0.05.
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3.5. Discussion

Within the framework of the role of social support in depression onset and

persistence, it has been argued that observable behaviors which express involvement

are of relevance for depressogenic interactions and depression persistence. In this

study it was found that partners of depressed patients showed less involvement

behaviors to the patients than did strangers (reflected in less Encouragement, Speech

and more Active Listening). It was also found that partners had a more depressed

mood and were less calm than strangers, as could be expected by Coyne’s theory

(induction of negative feelings). Additionally, since the strangers were selected for

this study on the basis of general health, as measured by the GHQ, whereas no such

selection was made for the partners of patients, score differences are quite conceivable

due to the differences in selection. However, these score differences between the

partners and strangers could not explain our results for the differences in behavior

between partners and strangers, supporting our first hypothesis that partners would

display less involvement to the patients than would the strangers.

Additionally, the patients displayed less involvement to their partners than to

the strangers (reflected in less Speech, Speaking Effort, Eagerness and more Active

Listening). This finding is in line with other studies that show that patients display

less involvement toward their partner (as expressed in more touching of one’s own

body and less gesturing) than toward strangers (Hinchliffe et al., 1977; Hinchliffe et

al., 1975). In sum, we found that the patient-partner interaction reflected lower

involvement of both interactants when compared to the patient-stranger interaction,

which reflected higher involvement.

It could be the case that the patient-stranger interaction is reflective of how

depressives first initiate a relationship and that the patient-partner interaction is

reflective of a much later stage of the relationship. According to Coyne (1976; Coyne

et al., 1991), others initially react to the depressed-prone person’s support seeking

behaviors with support giving behaviors. But in the end, when the depressed-prone

person becomes depressed, these others withdraw from the interaction. To better

understand this phenomenon, Coyne has suggested that study should be given to

identifiable features of social support in relationships (1990) and that interaction

studies of depressives with strangers (emergence of depressive interactions) and with

their partners (history of depressive interactions) are essential for a validation of this
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hypothesis (1985). Our finding may help to identify behavioral features of the two

stages of the depressogenic process; the support giving, or high involvement,

behaviors of the patient-stranger interactions (the early stage of this interaction) and

the non-supportive, or low involvement, behaviors of patient-partner interactions (the

later stage of this interaction). Nevertheless, alternative explanations are possible. It

can be argued that the relative high involvement occurring in a patient-stranger

interaction compared to the patient-partner interaction reflects socially polite

behavior. However, in healthy subjects such interpretation seems not to be

corroborated (Fitzpatrick and Dindia, 1986). The finding that depressives tend to

communicate more negatively toward their partners than to others (Segrin and

Abramson, 1994) is in line with such interpretation of decreasing politeness. A control

group of healthy persons interacting with their partner and with a stranger would have

given us more insight in this respect. Unfortunately such data were not collected in

our study.

Our suggestion that behavioral involvement reflects social support lead us to

our second hypothesis, that low involvement would predict depression persistence.

We found some supportive evidence for this suggestion; partners displayed less

involvement to patients with persistent depression. However, this relationship could

only be found for the partner Speech factor and not for the other behavioral factors

which reflected involvement. Moreover, the patient and stranger involvement

behaviors were not predictive for depression persistence. In sum, partners show less

involvement behaviors than strangers toward depressives (among others Speech) and

this low involvement (Speech) predicts unfavorable outcome. These data are in line

with the idea that depressives receive less social support (e.g., McNaughton et al.,

1992) and that the lack of social support is associated with unfavorable outcome (e.g.,

Krantz and Moos, 1988). Hence, our study suggests that social support may be

mediated by involvement behaviors, in particular Speech. Moreover, behavioral

involvement may serve as one of the mediators for depression persistence. However,

conflicting data from other ethological studies should be mentioned.

As mentioned in the introduction, consensus exists for the involvement

behaviors related to treatment response, namely Speaking Effort and Encouragement.

With respect to touching of one’s own body, data are conflicting; high Restlessness-1

(Bouhuys and Albersnagel, 1992; Bouhuys and Hoofdakker, 1993) and touching of

one’s body (Ranelli and Miller, 1981), but low Active Listening (Bouhuys and
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Hoofdakker, 1993) was predictive of non-response. As stated in Section 2, one should

be cautious in interpreting touching of one’s own body behavior in terms of

involvement. Nevertheless, with respect to prediction, our findings are not in line with

these ethological studies. Many methodological differences may account for these

discrepancies. The most important difference seems to be the person interacting with

the patient. It is conceivable that the nature of the doctor-patient interaction (used in

all the aforementioned ethological studies) is fundamentally different from that of

partner or stranger interactions (present study). In addition, the studies differed in

respect to interaction situation and content of discussion, previous studies utilized

clinical interviews for interaction and our study used general everyday topics. Other

differences are outcome interval, outcome measures, patient selection (in our research

only patients with partners were studied) and treatment conditions.

Our results show that the type of interaction varied with the degree of

reciprocal involvement. During the patients-partners interactions lower levels of

involvement were displayed than during the patients-strangers interactions. Recently,

it has been found that the degree of attunement of these involvement behaviors (i.e.,

reaching equal levels) could predict depression outcome (Geerts et al., 1996). One

may speculate that the ability to attune to each others involvement behaviors is

important for relationship satisfaction and the experience of social support. Future

research will address these issues.

Much of the research of social support and involvement has been conducted by

means of indirect measures, such as questionnaires. The present study demonstrates

that direct assessment of observable involvement behaviors may contribute to the

understanding of how social support is effected in interactions between depressed

patients and others.
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